CONTRACT #9

RFS # 318.66-051

FA # 07-16937
Edison # NA

Finance & Administration
Bureau of TennCare

VENDOR:
UnitedHealthCare Plan of the
River Valley, Inc. (Middle TN)



State of Tennessee
Department of Finance and Administration
Bureau of TennCare
310 Great Circle Road
Nashville, Tennessee 37243

Bill Haslam Mark A. Emkes
Governor Commissioner
July 29, 2011

Mr. Jim White, Director

Fiscal Review Committee

8" Floor, Rachel Jackson Bldg.
Nashville, TN 37243

Attention: Ms. Leni Chick

RE: Bureau of TennCare Managed Care Organization Contract Amendments (7)

Dear Mr. White:

The Department of Finance and Administration, Bureau of TennCare, is submitting for
consideration by the Fiscal Review Committee the following Managed Care Organization (MCO)
amendments. These amendments are necessary to implement the Money Follows the Person
Rebalancing Demonstration grant which has been awarded to TennCare by the Centers for
Medicare and Medicaid Services (CMS).  The grant will assist the State in identifying and
assisting persons in institutions transition to a more cost-effective care in the community, and will
support the State's continued efforts toward rebalancing its long term care system. These
amendments also include language that will provide the MCO guidance regarding Crisis Services
as well as various other Behavioral Health services, including specific clarification allowing

licensed RNs to provide behavioral health case management. These amendments do_not

represent an increase in contract funding.

Volunteer State Health Plan (TennCare Select) FA-02-14632-26

AMERIGROUP Tennessee, Inc. FA-07-16936-09
_UnitedHealthCare Plan of River Valley, Inc. ~~ FA-07-16937-09
~ UnitedHealthCare Plan of the River Valley, Inc FA-08-24979-06

(West Region)

Volunteer State Health Plan FA-08-24978-06

(West Region)

UnitedHealthCare Plan of the River Valley, Inc. FA-08-24984-06

(East Region)

Volunteer State Health Plan FA-08-24983-06

(East Region)



Mr. Jim White, Director
July 29, 2011
Page 2

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

Sincerely,

N ——

Scott Pierce
Chief Financial Officer

.

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




Supplemental Documentation Required for

Fiscal Review Committee

* a3
*Contact Name: | Scott Pierce C;}?g?l;t 615-507-6415
*Original Contract | FA-07-16937-00 *QOriginal RFS | 318.66-051
Number: Number:;
Edison Contract N/A }?lsog RFS N/A
Number: f applicable) ‘;;;h‘z;bg
*Qriginal Contract *Current End
i 15,2 - ; |
Begin Date: August 15, 2006 Date: December 31, 2014
Current Request Amendment Number: 9
arent v (7 aplicabic)
Proposed Amendment Effective Date: October 1. 2011
{tf applicable) !
*Department Submitting: | Department of Finance and Administration
*Division: | Bureau of TennCare

*Date Submitted:

July 29, 2011

*Submitted Within Sixty (60) days:

Yes

If not, explain;

NA

*Contract Vendor Name:

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

*Current Maximum Liability:

$4,335,155,541.00

*Current Contract Allocation by Fiscal Year:
(as Shown on Most Current Fully Executed Contract Summary Sheet)

FY:2007 FY:2008 FY:2009

Y:2010

FYzo1 -

FY 2012

$174,870,888 $699,483,574 $699,483,574

$782,905,835

$989,205,835

$989,205,835.00

*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 ry
$ 108,816,203.00 | $5626,120,392.00 | $ 573,634,106.00 | $729,187,454.49 | $1,051,885,932.05 | §

The reason that allocations for the full-risk Managed

Care Cantene

2. . P
-are-ontractor-contract-exceeds the contract

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

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

-retgnificantly from the original setimate, 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, Ttem 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 o p . . I .
Source/Amount. State: $1,391,950,970 Federal: $2,943,204,571. O(L
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 (o service thresholds, fraud and |
abuse compliance, semi-annual reporting timelines, and
quarterty reporting of PCP visits per member. Language

added to address requirements for Notification of Legal

Action Against the Contractor and Prohibition of Itlegal
Immigrants

Amendment #2 - 7/1/2007

Contract Janguage modifications and/or clarification telatmgp
to National Provider Identification requitements; 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; requirentents 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 Carc Choices Act of

Azt st Friea el
2@08 and pr{}v}de Ierm-exXtension-and HAmeg 1o

support the extension,

Amendment #6 - July 1, 2010

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

- Amendment #7=January 1, 2011

Address Propram Titfegrity clarifications, Petformance
measures, CHOICES requirement ciarifications, and update
risk adjustment fanguage modifications,

Amendment 48 - July 1, 2011

Clarification of CHOICES Requirements and credentialing
Requirements; Clarification of Disease Management and
NCQA Requirements; Revise Behavioral Health Monitoring
Reports; Update Capitation Rates, and Term Extension and
provide funding to support the term extension for FY "12.

Method of Original Award: (if applicable) | RFP 1

tJ



Supplemental Documentation Required for

Fiscal Review Committee

*What were the projected costs of the service for
the entire term of the contract prior to the
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 spon reuest.




Supplemental Documentation Required for
Fiscal Review Committee

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 expendltures 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:
description:




Supplemental Documentation Required for
Fiscal Review Committee

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.




UnitedHealthCare Plan (Americhoice) - Middle

FY 2011

Unit Voucher 1D Vendor ID ] Amount Pd [ Pymnt Date I
31865 (:0158201 (000021799 70,740,671.09 77212010
31865 00158204 0000021799 6,263,040.64 7/2/2010
318656 00173116 0000021799 71,151,838.06 8/6/2010
31865 00173118 0000021799 6,359,961.93 8/6/2010
31865 001815626 - -0000021789 ~11,836,788.90 - 8/23/2010
31865 00181527 0000021799 6,909,314.39 8/23/2010
31865 00178460 0000021799 61,911.29 8/31/2010
31865 00178459 0000021799 61,871.52 9/1/2010
31865 00178462 0000021799 72,814.47 9/1/2010
31865 00186274 0000021799 74,918,007.33 9/3/2010
318656 00186277 0000021799 6,220,403.67 91372010

254,596,823.29

31865
31865
31865
31865
31865
31865
31865
31865

00198537
00199540
00217255
00217258
00230054
00230057
00243065
00243068

0000021799
0000021799
0000021799
0000021799
0000021799
0000021799
3000021799
0000021799

32 1,828,879.61.

73,251,566.34
6,461,845.29
76,507,272.92
6,994,599.71
71,853,299.66
6,850,120.386
73,232,783.15
6,584,392.18

10/1/2010
10/1/2010
11/5/2010
11/5/2010
12/3/2010
12/3/2010
12/30/2010
12/30/2010

- B1BBE

31865
31865
31865
31865
31865
31865
31865

00245567

00248818
00260938
00260941
00264738
00277667
00277670
00285815

FeTalela]eTer Ire 1o W

00060021799
0000021799
0000021799
0000021799
0000021799
(000021799
0000021799

605,600.C0
72,718,947.87
6,623,413.09
4,500.00
72,658,495.89
6,010,297.46
500.00
158,621,778.71

1/14/2011
2/2/2011
20212011

2M11/2011
3/4/2011
3412011

3/18/2011

SAAO2011



UnitedHealthCare Plan (AmeriChoice) - Middle FY 2011 (Continued)

©830/2041

‘ Unit Voucher ID Vendor ID Amount Pd Pymnt Date
31865 00297108 (000021799 77,226,527.58 A4/412011
31865 00313437 0000021799 82,229,831.05 51612011
31865 00313440 0000021799 18,698.13 5/6/2011
31865 00320306 0000021799 26,458.03 5/20/2011
31865 00320307 0000021799 {16,360.18) 5/20/2011
31865 00327196 0000021799 78,181,173.95 8/3/12011
31865 00327199 0000021799 2,157.82 6/3/2011
31865 00341855 - 0000021799 -79,171,380.00
31865 00341557 0000021799 1,584.06 6/30/2011

FY 2011 TOTAL

316,841,450.44

$1,051,885,932.05




UnitedHealthCare Plan (Americhoice) - Middle

FY 2010

Pre-Edison Payments:

Vendor Invoice| Invoice Date Voucher TCS 184 Total
BHO MCO
PAYMENTS PAYMENTS
RAT00650630 |6/29/2009 _ |100650630 44,878,431.47 44,878,431.47
RAT(6650633 16/29/2009 100650633 4,890,269.83 4,890,269.85
RAI00686183 |8/4/2000  |100686183 43,511,135.30 43,511,135.30
RA100686186 187472009  |100686186 6,752,286.18 h ' 6,752,2806.18
RAT00714797  19/8/2009 1100714797 6,463,994.29 6,463,994.29
RAT100714794 19/1/2009 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 Amount Pd Pymnt Date
31865 00006784 0000021799 48,582,237.33 10/5/2009
31885 00006787 0000021799 6,193,643.53 10/5/2009
31865 000158655 0000021799 44 267 31517 11/6/2009
31865 00015658 0000021799 5,480,859.10 11/612008
31865 00022040 0000021799 42,961,566.23 12/7/2008
31865 00022043 0000621799 5,449,527.21 121712009
31865 00038454 0000021799 40,000.00 12/24/2009

152,975,148.57

31865

31865
31865
31865
31865

00051202
00051208
06068252
00068255
40086763
00086766

0000021799

0000021799

0000021799
0000021799
0000021799
0000021799

44,449,762.28
R T a7 AP B
44,025,304.75
5.514,146.11
62,590,461.23
5,701,541.32
168,278,456.79

1/8/2010
2562010
2/5/2010
3/5/2010
3/56/2010




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

Unit Voucher ID || Vendor ID Amount Pd Pymnt Date |
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 4/2/2010
31865 00103798 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




MIDDLE

ﬁ

PAYMENT DATE NET PAYMENT NET PAYMENT Total Capitation
6-Apr-07 30,193,652.12 9,430,628.21  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 5,202,389.63  37,109,055.92
Total 2007 92,822,212.97 15,993,980.70  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 6468,428.96  47,008,777.56
2-Nov-07 33,228.076.44 5,025243.19  38,253,319.63
7-Dec-07 37,420,468.70 5.594,292.80  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 37,136,982.18 5,499.941.03  42,636,923.21
2-May-08 36.940,920.21 5438121.33  42,379,041.54
6-Jun-08 47,269,283.53 2.078,652.82  49,347,936.35
Total 2008 460,808,090.17 65,312,302.80  526,120,392.97
1-Jul-08 40,605,157.30 3,774.763.34  44,379,920.64
30-Jut-08 42,730,129.87 5,405,192.41  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 5,667,452.59  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 5063.075.96  47,806,869.16
1-Jan-09 42,525,614.26 412229588  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 4,115450.13  47,329,972.73
1-Apr-09 43,077,357.48 4,241,850.13  47,319,207.61
28-Apr-09 43,307,855.18 4589,613.88  47,897,469.06
2-Jun-09 44,477 413.45 580225112  50,279,664.57
Total 2009 516,562,619.59 57,071,487.21  573,634,106.80




Amendment Number 8 (cont.)

136.

Attachment XII shall be amended by adding a new Exhibit E and F as follows:

EXHIBIT E
CAPITATION RATES
UnitedHealthCare
EFFECTIVE July 1, 2010
Per Member
Aid Category Age Group Per Month

Medicaid (TANF & Related) Age Under 1 $ 52353
And CAgel-13 L $. 8518 ..
Standard Spend Down Age 14 - 20 Female $ 23203

Age 14 - 20 Male $ 12674

Age 21 - 44 Female $ 38085

Age 21 - 44 Male 3 24305

Age 4564 $ 45467

Age 65+ $ 44340
Uninsured/Uninsurable Age Under | $ 52322

Agel-13 $ 77.66

Age 14 - 19 Female $ 108.28

Age 14~ 19 Male $ 87.53
Disabled Age < 2] F 144101

Age 21 + $ 955,97
Duals/Waiver Duals All Ages $ 187.78
Priority Add-On Age <21 $ 38566

Age 2l + $  386.66
CHOICES Rate (Effective upon CHOICES Duals $ 428162
the CHOICES Implementation CHOICES Non-Duals $ 562527

Date)

67




Amendment Number 8 (cont. )

EXHIBIT F
CAPITATION RATES
UriitedHealthCare
EFFECTIVE January 1, 2011

Per Member
Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under 1 $ 52352
And S _ Agel-13 $ 94.47
Standard Spend Down Age 14 - 20 Female $ 251.48
Age 14 - 20 Male $ 16560
Age 2l - 44 Female $ 400.87
Age 21 - 44 Male $ 26292
Age 45 - 64 $ 47475
Age 65 + $ 44629
Uninsured/Uninsurable Age Under | $ 52324
Agel-13 $ §4.00
Age 14 - 19 Female $ 11917
Age 14—~ 19 Male $ 117.86
Disabled Age <21 $ 162780
Age21 + $ 1,080.82
Duals/Waiver Duals All Ages § 235867
CHOICES Rate (Effective upon CHOICES Duals $ 4,281.62
the CHOICES Implementation CHOICES Non-Duals $ 582527
Date)

68



Amendment Number 5 {cont,)

EXHIBIT D
CAPITATION RATES
EFFECTIVE July 1, 2009 (Except CHOTICES Rates as described below)
Per Member
Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under | $523.22
And Agel-13 $ 85.08
Standard Spend Down Age 14 - 20 Female S8 .230.84
Age 14 - 20 Male $ 126.19
Age 21 - 44 Female 337173
Age 21 - 44 Male $ 241.56
Apeds - 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— {9 Male $ 97.40
Disabled Age <21 $1,433.96
Age 21+ $ 944.45
Duals/Waiver Duals All Ages $ 183.80
Priotity Add-On Age <2l $ 386.66
Age 2] + $ 386.66
CHOICES Rate (Effective upon CHOICES Duals $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



ATFACHMENT 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 $ 431.76
Age 1-13 $ 75.52
Age 14 - 20 Female | 207.32
Age 14 - 20 Male $ 96.29
Age21-44Female | § 327.13
Age 21 - 44 Male 5 283.06
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 3 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 § (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.14.3”,

Attachment XI, NEMT Requirements, Exhibit B, Item 4 shall be amended by deleting the
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 asr_f(_;!lowsr: 7 7 )

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 $564.71
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 21 - 44 Male $174.03
Age 45 — 64 $ 343.00
i Age 65 + $354.29
Uninsured/Uninsurable Age Under | $564.71
Age1-13 $ 65.49

Age 14 - 19 Female 39791

Age 14 - 19 Male $ 74.66
Disabled Age <21 $732.18
Age 21 + $ 735.43

- -DualefWaiver Duals Al Ages $214.22
State Only & Judicials All Ages $557.42

Priority Add-On Ape <21 SR . 25 1. K. 7. S SR

""" ' Age 21 + $354.55

93



Non-Competitive Amendment Request

8-16-10 REQUEST-NON-AMEND

NOT required for a contract with a federal, Tennessee, or Tennessee local government entity or a grant,
Route a completed request, as one file in PDF format, via e-mail attachment sent to: Agsprs Agsprs@state tn,us

APPROVED

COMMISSIONER OF FINANCE & ADMINISTRATION

Request Tracking # 31866-00051

Procuring Agency Department of Finance and Administration
Bureau of TennCare

Contractor UnitedHeaithCare Plan of the River Valiey, Inc.

Contract # FA.07-16937-00

Proposed Amendment # 9

Edison 1D # NA

Contract Begin Date

August 15, 2006

Current Contract End Date
- with ALL opfions to extend exercised

December 31, 2014

Proposed Contract End Date
— with ALL options fo extend exercised

December 31, 2014

Current Maximum Contract Cost
- with ALL oplions to extend exercised

$4,335,155,541.00

Proposed Maximum Contract Cost

wittr AlL-options to-exterd exsrcised

Office for Information Resources Endorsement
- information technology service (N/A to THDA)

X Not Applicable |_| Attached

{-eHealth.Initiative-Support.-- -
-~ health-related professional, pharmaceutical, laborafory, or imaging service

X NotApplicable |_] Attached

Human Resources Support
- state employee training service

X Not Applicable [_] Attached

Explanation Need for the Proposed Amendment

This contract is a competitively procured contract providing medical and behavioral services to
TennCare enrollees. This amendment is necessary to implement the Money Follows the Person
Rebalancing Demonstration grant which has been awarded to TennCare by the Centers for Medicare and
Medicaid Services (CMS). The grant will help the State identify and assist persons in institutions in
transitioning to more cost-effective care in the community, and wilt suppaort the State's continued efforts

1of2



8-16-10 REQUEST-NGN-AMEND

Request Tracking # 31866-00051

toward rebalancing its long term care system. The amendment also includes language that will provide
the MCOs guidance regarding Crisis Services as well as various other Behavioral Heaith setvices with a
specific clarification that licensed RNs may provide behavioral health case management. This
amendment does not represent an increase in contract funding.

Name & Address of the Contractor’s Principal Owner(s) — NOT required for a TN state education institution

Richard I.. Bartsh, M.D.

President

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

Moline, il. 61265

Evidence Contractor’s Experience & Length Of Experience Providing the Service

UnitedHealthcare Plan of the River Valley, Inc. is an operating division of UnitedHealth Group, the largest
singfe health carrier in the United States. They are a recognized leader in the health and well-being
industry, and defivers products and services to approximately 73 million Americans. UHC's nationwide
network inciudes 570,000 physicians (and other care professionals) and 4,800 hospitals and their
pharmaceutical management programs provide more affordabie access to drugs for 15 million people.
UnitedHealth Group made significant investments in research and development, technology and business
process improvements, which led to changes that are improving the way care is delivered and
administered across the entire industry. The Bureau of TennCare released an REP and identified
UnitedHealthCare Plan of the River Vailey, Inc. as one of two (2) health care plans to provide services to
TennCare enrollees in the Middie Tennessee Region,

Efforts to ldentify 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 relevant to the Money Follows the
Person Rebalancing Demonstration grant which has been awarded to TennCare by the Centers for

Medicare and Medicaid Services (CMS).

Justification - specificalty explain why nan-competitive negotiation is in the best interest of the state

This competitively procured contract is being amended to implement the Money Follows the Person
Rebalancing Demonstration grant which has been awarded to TennCare by the Centers for Medicare and

transitioning to more cost-effective care in the community, and will support the State's continued efforts

toward rebatancing its long term care system. This amendment also includes language that will provide
the MCOs guidance regarding Crisis Services as well as various other Behavioral Health services with a
specific clarification that licensed RNs may provide behavioral health case management. No additional

Administration is greatly appreciated.

Agency Head Signature and Date ~ MUST be signed by the ACTUAL agency head as defailed on tha current
Signature Certification. Signature by an authorized signalory is acceptable only in documented exigent cr’rcumsrance;'
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AMENDMENT NUMBER 9
MIDDLE GRAND REGION
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 Tennessce TennCare
Bureau, hereinafter referred to as TENNCARE, and UNITEDHEALTHCARE PLAN OF THE RIVER
VALLEY, INC,, hercinafter referred to as the CONTRACTOR as specified below.

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

L. Section I shall be amended by adding the following definitions:

Eligible Individual - With respect to Tennessee’s Moncy Follows the Person Rebalancing Demonstration
(MFP) and pursuant to Section 6071(b¥2) of the Deficit Reduction Act as amended by Section 2403 of
the Affordable Care Act (ACA), the State’s approved MEP Operational Protocol and TENNCARE Rules,
a member who qualifies to participate in MFP. Such person, immediately before beginning participation
in the MFP demonstration project, shall:

L. Reside in a Nursing Facility (NF) or an Intermediate Care Facility for persons with
Mental Retardation (ICF/MR) and have resided for a period of not less than ninety (90)
consecutive days in a Qualified Institution.

a. Inpatient days in an institution for mental diseases (IMDs)} which includes
Psychiatric Hospitals and Psychiatric Residential Treatment Facilities (PRTE)

may be counted only to the extent that Medicaid reimbursement is available
under the State Medicaid plan for services provided by such institution. Medicaid
payments may only be applied to persons in IMDs who are over 65 or under 21
years of age,

b. Any days that an individual resides in a Medicare certified Skilled Nursing
Facility (SNF) on the basis of having been admitted sofely for purposes of
receiving post-hospital short-term rehabilitative services covered by Medicare
shall not be counted for purposes of meeting the ninety (90)-day minimum stay
in a Qualified Institution established under ACA.

¢. Short-term continuous care in a nursing facility, to include Level 2 nursing
facility reimbursement, for episodic conditions to stabilize a condition rather than
admit to hospital or to facilitate hospital discharge, and inpatient rehabilitation
tacility services reimbursed by the CONTRACTOR (i.c., not covered by
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Medicare) as a cost-effective alternative (see Scction 2.6.5) and provided in a
Qualificd Institution shall be counted for purposes of mecting the nincty (90)-day
minimum stay in a Qualified Institution established under ACA..

2. Be eligible for and reccive Medicaid benefits for inpatient services furnished by the
nursing facility or ICF/MR for at least one (1) day. For purposes of this Agreement, an
Eligible Individual must reside in a nursing facility and be cnrolled in CHOICES Group 1
for a minimum of one (1) day and must be cligible to cnroll and transition seamlessly into
CHOICES Group 2 (without dclay or interruption).

3. Meet nursing facility or ICF/MR level of care, as applicable, and, but for the provision of
ongoing CHOICES HCBS, continue to require such level of care provided in an inpatient
facility, . L : B Ce e

Family Member - For purposes of a Qualified Residence under the State’s MFP Rebalancing
Demonstration, a family member includes a person with any of the following relationships to the
member, whether related by blood, marriage, or adoption, and including such relationships (as
applicable) that may have been established through longstanding (a year or more) foster care
when the member was a minor:

Spouse, and parents and siblings thereof

Sons and daughters, and spouses thereof

Parents, and spouscs and siblings thereof;

Brothers and sisters, and spouses thereof’

Grandparents and grandchildren, and spouses thereof: and

Domestic partner and parents thereof, including domestic partners of any individual in 2 through
5 of this definition. A domestic partner means an adult in a committed relationship with another
adult, Committed relationship means one in which the member, and the domestic partner of the
member, are each other's sole domestic partner (and are not married to or domestic partners with
anyone clse); and share responsibility for a significant measure of each other's common welfare
and financial obligations.

e

Step and m-faw relationships are included in this definition, even if the marriage has been
dissolved, or a marriage partner is deceased.

Family member may also include the member’s legal guardian or conservator or someone who
was the legal guardian or conservator of the member when the member was a minor or required a
legal guardian or conservator;

Money Follows the Person Rebalancing Demonstration (MFP) — A federal grant established under the
Deficit Reduction Act and extended under the Affordable Care Act that will assist Tennessee in
transitioning Eligible Individuals from a nursing facility or ICF/MR into a Qualified Residence in the
community and in rebalancing long-term care expenditures. The grant provides enhanced match for
HCBS provided during the first 365 days of community living following transition.

Qualified institution ~ With respect to Tennessee’s MFP Rebalancing Demonstration, and
pursuant to Section 6071(b}(3) of the DRA, a hospital, nursing facility, or ICF/MR.
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I An institution for mental discases {IMDs) which includes Psychiatric Hospitals and
Psychiatric Residential Treatment Facilities (PRTF) shall be a Qualified Institution only
to the extent that Medicaid reimbursemcnt is available under the State Medicaid plan for
services provided by such institution. Medicaid payments may only be applied to persons
in IMDs who are over 65 or under 21 years of age.

2. Any days that an individual resides in a Medicare certified Skilled Nursing Facility
{(SNF) on the basis of having been admitted solefy for purposes of receiving post-hospital
short-term rehabilitative services covered by Medicare shall not be counted for purposes
of meeting the nincty (90)-day minimum stay in a Qualified Institution cstablished under
ACA.

Qualified Residence ~ With respect to Tennessee’s MFP Rebalancing Demonstration, and
pursuant to Section 6071(b)(6) of the DRA, the residence in the community in which an Eligibic

Individual will reside upon transition to the community which shall be one of the following:
. Ahome owned or leased by an Eligible Individual or the individual's family member;

2. An apartment with an individual lease, with lockable access and cgress, and which
includes living, slecping, bathing, and cooking arcas over which the Eligible Individual
or the individual's family has domain and control; or

3. A residence in a community-based residential setting in which ne more than four (4)
unrelated individuals reside.

Additional requirements pertaining to a Qualified Residence set forth in MFP Policy Guidance issued by
the Centers for Medicare and Medicaid Services (CMS) shali apply for all persons participating in MFP.

TENNCARE PreAdmission Evaluation System (TPAES) - A_component of the State’s Medicaid
Management Information System and part of the system of record for all PreAdmission Evaluation {i.e.,
fevel of carc) submissions and level of care determinations, as well as enrollments into and transitions
between LTC programs, including CHOICES and the State’s MFP Rebalancing Demonstration (MFP),
and which shall also be used to gather data required to comply with tracking and reporting requirements
pertaining to MFP,

Transition Team - Teams the CONTRACTOR may ¢lect to establish in order to fulfill its obligations
pursuant to Nursing Facility to Community Transitions (see Section 2.9.6.8) and the MFP Rebalancing
Demonstration (see Section 2.9.8).  If an MCO eclects to use one or more Transition Teams, the
Transition Team shall consist of at least one person who meets the qualifications of a care coordinator and

~specitic-other persons-with~retevantexpertise “and - experience who are assigned o support 1he "¢are
coordinator(s) in the performance of transition activities for a CHOICES Group 1 member. All transition
activities identified as responsibilities of the care coordinator shall be completed by an individual who
meets all of the requirements to be a care coordinator.

2. Section 2.9.5.4 shall be amended by adding a new Section 2.9.5.4.1 as follows:

29541 In addition to requirements pertaining to nursing facility to community iransitions
(sce Section 2.9.6.8), members in CHOICES Group | who are under the age of 21
and who are residents of a nursing facility and have requested to transition home will
be provided coordination of care by CHOICES and MCO Case Management staff:

3
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2954.1.1

29.54.1.2

29.54.1.3

295414

2954.1.5

Member will be informed by CHOICES care coordinator of disenrollment from
CHOICES upon discharge from Nursing Facility;

Member will be referred by CHOICES Care Coordinator to MCO Case
Management within three (3) business days of the transition request, for service
identification and implementation in the home setting;

MCO Case Manager will be responsible for developing service plan for the home
setting;

CHOICES Care Coordinator will communicate weekly via phone or face-to-face
visits with the MCO Case Management staff, the member and/or his parent or
guardian (as applicablc and appropriate), and the nursing facility staff to cnsure
timely progression of the transition plan until the transition plan is complete; and

Any EPSDT benefits needed by the child in the community as an alternative to
nursing facility care, including medically nccessary home health or private duty
nursing, as applicable, shall be initiated immediately upon transition from a
nursing facility (i.e., CHOICES Group 1) to the community and as of the
cffective date of transition with no gaps between the member’s receipt of nursing
facility services and EPSDT benefits.

Section 2.9.6.3.20.1 shall be deleted and replaced by new Sections 2.9.6.3.20.1 and
2.9.6.3.20.2 and the remaining Sections of 2.9.6.3.20 shall be renumbered
accordingly, inciuding any references thereto.

2.9.6.3.20.1

For purposes of the CHOICES program, service authorizations for CHOICES
HCBS shall include the amount, frequency, and duration of each service to be
provided, and the schedule at which such care is needed, as applicable; and other
relevant information as prescribed by TENNCARE. The CONTRACTOR may
determine the duration of time for which CHOICES HCBS will be authorized.
However, the CONTRACTOR shall be responsible for monitoring its
authorizations and for cnsuring that there are no gaps in authorizations for
CHOICES HCBS in accordance with the plan of care. Retroactive entry or

2.96.3.20.2

adjUSTAeHS 1ii Setvice authorizations for CHOICES HUBS should be made only
when required to accommeodate payment of services that had been authorized but
an adjustment in the schedule of services was required based on the member’s
necds.

The CONTRACTOR may decide whether it will issue service authorizations for

nursing lacility services, or whether it will instead process claims for such
services in accordance with the level of carc and/or reimbursement (including the
duration of such level of care and/or rcimbursement) approved by TENNCARE
(see Section 2.14.1.12), cxcept that the CONTRACTOR may reimburse a lesser
level of service when such lesser level of service is billed by the facility. If the
CONTRACTOR  clects to authorize nursing facility scrvices, the
CONTRACTOR may determine the duration of time for which nursing facility
services will be authorized. However, the CONTRACTOR shall be responsible
for monitoring its authorizations and for ensuring that there are no gaps in
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authortzations for CHOICES nursing facility services in accordance with the
level of care and/or reimbursement approved by TENNCARE. Retroactive entry
or adjustments in service authorizations for nursing facility services should be
made only upon notification of retroactive enrollment into or disenrollment from
CHOICES Group la or 1b via the outbound 834 file from TENNCARE.

4. Section 2.9.6.5.1.1 shall be deleted and replaced as follows:

296.5.1.1

As part of the face-to-face intake visit for current members or face-to-Tace visit with new
members in CHOICES Group 1, as applicable, a care coordinator shall conduct any needs
assessment deemed necessary by the CONTRACTOR, using a tool prior approved by
TENNCARE and in accordance with protocols specified by TENNCARE. This assessment

‘may-include identification of targeted strategies related to improving health, functional, or

quahity of life outcomes (e.g., related to discase management or pharmacy management) or
to increasing and/or maintaining functional abilities, including scrvices covered by the
CONTRACTOR that are beyond the scope of the nursing facility services benefit. The care
coordinator shall ensure coordination of the member’s physical health, behavioral health,
and long-term care needs and shall assess at least annually the member’s potential for an
interest in transition to the community. For children under the age of 21 in nursing
facititics, this shall include cxplanation to the member or his pareni or authorized
representative, as applicable, of benefits available pursuant to EPSDT, including medically
necessary benefits such as home health or private duty nursing that may be provided in the
community as an alternative to nursing facility care.

S. Section 2.9.6.8 shall be amended by adding a new Section 2.9.6.8.2 and the
remaining Section 2.9.6.8 shall be renumbered, including any references thereto.

29682  Members in CHOICES Group 1 (who are residents of a nursing facility} and who arc

under the age of twenty-one {21) and have requested to transition home will be
provided coordination of care by CHOICES and MCO Case Management staff (sce
Section 2.9.5.4.1).

6. Section 2.9.6.8 shall be amended by adding a new Section 2.9.6.8.16 and
renumbering the remaining Sections accordingly including any references thereto.

2.9.6.8.16 Ongoing CHOICES HCBS and any medically nccessary covered home health or

private duty nursing services needed by the member shall be initiated immediately
upon transition from a nursing facility (i.c., CHOICES Group 1) to the community
(i.e., CHOICES Group 2) and as of the effective date of transition with no gaps

‘uctwccn""thc'"m'ember’s*"reC‘e‘ipt"“of"i’l"i:’féiug tacility services and ongomg CHOICES

HCBS.
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7.

10,

“amended as follows:

Section 2.9.6.9.1.1.1 shall be deleted and replaced as follows:

2.9.69.1.1.1  Develop protocols and processes to work with nursing facilities to coordinate the
provision of care. At minimum, a carc coordinator assigned to a resident of the
nursing factlity shall participate in quarterly Grand Rounds (as defined in Section
1). At least two of the Grand Rounds per year shall be conducted on-site in the
facility, and the Grand Rounds shall identify and address any member who 1) has
experienced a potential significant change in needs or circumstances (sec Section
2.9.6.9.1.1.5); 2) the nursing facility or MCO has expressed concerns; or 3) is
under the age of twenty-one (21,

Section 2.9.6.9.4.3.6 shall be amended by adding new text as follows:

2.96.943.6  Members in CHOICES Group 1 (who are residents of a nursing facility) and who
arc twenty-onc years of age and older shall receive a face-to-face visit from their
care coordinator at least twice a year with an interval of at least one-hundred and
twenty (120) days between visits, Members in CHOICES Group | (who are
residents of a nursing facility) who are under the age of twenty-one (21) shall
receive a face-to-face visit from their care coordinator at lcast quarterly with an
interval of at least sixty (60) days between visits,

Section 2.9.6.9.4.3 shall be amended by adding a new Section 2.9.6.9.4.3.8 and
renumbering the remaining Sections accordingly including any references thereto.

2.9.6943.8  Members in CHOICES Group 2 participating in MFP shall, for at least the first
ninety (90) days following transition to the community, be visited in their
residence face-to-face by their care coordinator at least monthly with an interval
of at lcast fourteen (14) days between contacts to ensure that the plan of carc is
being followed, that the plan of care continues to meet the member’s needs, and
the member has successfully transitioned back to the community. Thereafter, for
the remainder of the member’'s MFP participation period, minimum contacts
shall be as described in 2.9.6.9.4.3.7 unless more frequent contacts are required
based on the member’s needs and circumstances and as reflected in the member’s

2.9.6.9.2.1.16. and 2.9.8.4.5) or a short-term nursing facility stay (see Scctions
2.9.8.8.5 and 2.9.8.8.7).

The punctuation at the end of Sections 2.9.6.9.6.3.4 and 2.9.6.9.6.3.5 shall be

. plan of carc, or based on a significant change in circumstances (sce Sections

2.9.6.9.6.34  For members in CHOICES Group 2, a completed risk assessment and a risk
agreement signed and dated by the member or his/her representative; and

2.9.6.9.63.5 For members in CHOICES Group 2, the cost neutrality cap provided by
TENNCARE, and a determination by the CONTRACTOR that the projected cost
of CHOICES HCBS, home health, and private duty nursing services will not
exceed the member’s cost neutrality cap.
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Section 2.9.6.12.4 shall be deleted and replaced as follows:

2.9.6.12.4 The CONTRACTOR shall require and shall conduct readiness review activities as
necessary to confirm that the EVV system vendor has a plan in place and will be
compliant with all Version 5010 and ICD-10 coding requirements in a timely
manner;

Section 2.9.6 shall be amended by adding a new Section 2.9.6.13 as follows:

2.9.6.13.1 The CONTRACTOR shall use the TENNCARE PreAdmission Evaluation System

(TPAES) to facilitate submission of all PreAdmission Evaluation (i.¢., level of ¢are)
applications, including required documentation pertaining thereto, and to facilitate
cnrollments into and transitions between LTC programs, including CHOICES. The
CONTRACTOR shall comply with all data entry and tracking processes and
timelines established by TENNCARE in policy or protocol in order to ensure
efficient and cffective administration and oversight of the CHOICES program.

Section 2.9.7.4.3 shall be amended by adding new Sections 2.9.7.4.3.2 through
2.9.7.4.3.4 as follows:

297432 If a member clecting to participate in consumer direction refuses to receive
cligible CHOICES HCBS from contract providers while services are initiated
through consumer direction, the decision must be documented on a signed and
dated Consumer Direction Participation Form. The CONTRACTOR shall not
encourage a member to forego receipt of eligible CHOICES HCBS from contract
providers while these HCBS arc being initiated through consumer direction.

297433 For any CHOICES Group 2 member electing to participate in consumer direction
that refuses to receive eligible CHOICES HCBS from contract providers while
services are initiated through consumer direction, the member’s care coordinator
shall visit the member face to face at lcast monthly to ensure that the member’s
needs are safcly met, and shall continue to offer eligible CHOICES HCBS
through contract providers,

297434 If cligible CHOICES HCBS are not initiated within sixty (60) days following
referral to the FEA, the CONTRACTOR shall notify the member that cligible
CHOICES HCBS must be mitiated by contract providers unless these HCBS are

community, in which case, the CONTRACTOR shall submit documentation to
TENNCARE to begin the process of disenrollment from CHOICES Group 2,

11.
12,
2.9.6.13 TPAES
13.
14.

Section 2.9.7.4.4 shall be amended as foliows:

2.9.744  Except as specified in 2.9.7.4.3.2. and in accordance with requirements pertaining
thercto, the CONTRACTOR shall be responsible for providing all needed cligible
CHOICES HCBS using contract providers, including a back-up plan for such
services, until all necessary requirements have been fulfilled in order to implement
consumer direction of eligible CHOICES HCBS, including but not limited to: the

7

~—hot-needed-on-an-ongoing basis-in-order to-safely-meet-the-member’s needs-in-the—
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15.

2.9.8

FEA verifies that workers for these services meet all necessary requirements {(sce
Section 2.9.7.6.1 of this Agreement); service agreements are completed and signed;
and authorizations for consumer directed services are in place. The CONTRACTOR,
in conjunction with the FEA, shall facititalc a scamless transition between contract
providers and workers and ensure that there are no interruptions or gaps in services.

Section 2.9 shall be amended by ‘adding a new Section 2.9.8 and renumbering the
remaining sections of 2.9 accordingly, including any references thereto,

Money Foltows the Person (MFP) Rebalancing Demonstration

2.9.8.1

2.98.1.1

29812

295813

298.1.4

o
o]
)

2.98.21

~ Identification of MFP-Participants "

General

The CONTRACTOR shall, in accordance with this Agreement and federal and State
laws, regulations, policies and protocols, assist Eligible Individuals living in a
Qualified Institution in (ransitioning 0 a Qualified Residence in the commuinity
under the State’s MFP Rebalancing Demonstration (MFP).

Eligible Individuals transitioning to a Qualified Residence in the community and
consenting to participate in MFP shall be transitioned from CHOICES Group 1 into
CHOICES Group 2 pursuant to TENNCARE policies and protocols for Nursing
Facility-to-community transitions and shall also be enrolled into MFP. For persons
corolled in CHOICES who are also participating in MFP, the CONTRACTOR shall
comply with all applicable provisions of this Agreement pertaining to the CHOICES
program. This scction sets forth additional requirements pertaining to the
CONTRACTORs responsibilities specifically as it relates to MFP,

For CHOICES Group 1 members not eligible to participate in MFP or who elect not
to participate in MFP, the CONTRACTOR shall nonctheless facilitate transition to
the community as appropriate and in accordance with 2.9.6.8.

The CONTRACTOR shall not delay a CHOICES Group 1 member’s transition to the
community in order to meet the nincty (90)-day minimum stay in a Qualified
Institution established under ACA and enroll the person into MFP.

The CONTRACTOR shall identify members who may have the ability and/or desire
to transition from a nursing facility to the community in accordance with Section
2968

29822

The CONTRACTOR shall assess all nursing facility residents transitioning from the
NF to CHOICES Group 2 for participation in MFP. This includes CHOICES Group
I members referred for transition, as well as nursing facility residents referred for
CHOICES who are not yet enrolied in CHOICES Group 1 but may be determined
cligible for Group 1, and who have expressed a desire to move back into the
community, However, the resident must actuaily be enrolled into Group 1 in order to
qualify for MFP.
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29823

2.9.8.3,

29831
29832

29833

29834

29835

2.9.83.6

29837

298338

Members may only elect to participate in MFP and the CONTRACTOR may only
enroll a member into MFP prior to the member’s transition from the nursing facility
to the community. Members wili not be cligible to enroll in MFP if they have
alrcady transitioned out of the nursing facility.

Eligibility/Enrollment into MFP

Member participation in MFP is voluntary. Members may deny consent to
participate in MFP or may withdraw consent to participate in MFP at any time
without affecting their enrollment in CHOICES,

If a member withdraws from MFP, he cannot participate in MFP again without
meeting the eligibility requirements for enrollment into MFP (e.g., following a ninety
(90)-day stay in a Qualified Institution).

Only CHOICES Group | members who qualify to enroll in CHOICES Group 2 shall
be eligible to transition to Group 2 and enroll into MFP.

In addition to facilitating transition from CHOICES Group 1 to CHOICES Group 2
pursuant to Scction 2.9.6.8 of this Agreement and TENNCARE’s policies and
protocols, the CONTRACTOR shall facilitate the enrollment of Eligible Individuals
who consent into MFP,

The member’s care coordinator or, if the CONTRACTOR elects to use transition
tcams, a person who meets the qualifications of a care coordinator shall, using
information provided by TENNCARE, provide each potential MFP participant with
an overview of MFP and answer any questions the participant has,  The
CONTRACTOR shall have cach potential MFP participant or his authorized
representative, as applicable, sign an MFP Informed Consent Form affirming that
such overview has been provided by the CONTRACTOR and documenting the
member’s decision regarding MFP participation,

Oncc a potential MFP participant has consented to participate in MFP, the
CONTRACTOR shall notify TENNCARE within two (2) business days via the
Tennessee PreAdmission Evaluation System (TPAES) unless otherwise directed by

TENNCARE that shall be made available to TENNCARE upon request.

The CONTRACTOR shait verify that each potential MFP participant is an Eligible

Individual and shall provide attesta_t*i_(l)\_t’lk_m thereof 1o TENNCARE.  The
- CONTRACTOR shall enter all required data efements into TPAES unless otherwise

directed by TENNCARE, and shall maintain supporting documentation as specified
by TENNCARE that shall be made available to TENNCARE upon request.

The CONTRACTOR shall verify that ecach potential MFP participant will transition
into a Qualified Residence in the community and shall provide attestation thercof to
TENNCARE. The CONTRACTOR shall enter all required data elements into
TPAES unless otherwise directed by TENNCARE and shall maintain supporting
documentation as specified by TENNCARE that shall be made available to
TENNCARE upon request.



Amendment 9 (cont.)

29839

2.983.10

2984

2984,

2.9.84.2

2.9.84.3

29844

29845

Final determinations regarding whether a member can enroll into MFP shall be made
by TENNCARE based on information provided by the CONTRACTOR,

TENNCARE may request and the CONTRACTOR shall submit in a timely manner
additional documentation as needed to make such determination. Documentation
submitted by the CONTRACTOR may be verified, to the extent practicable, by other
formation, cither prior or subsequent to enrollment in MFP, including eligibility,
claims and encounter data.

Participation in MFP

The participation period for MFP is 365 days. This includes all days during which
the member resides in the coniniuiity, regardless of whéther CHOICES HCBS are
received cach day. Days are counted consecutively except for days during which the
member is admitted to an inpatient facility,

The participation period for MFP does not include any days during which the
member is admitted to an inpatient facility.

MFP participation will be “suspended” in the event a member is re-admitted for a
short~-term inpatient facility stay. Member will not have to re-qualify for MFP
regardless of the number of days the member is in the inpatient facility, and shall be
re-instated in MFP upon return to a Qualified Residence in the community.

[t may take longer than 365 calendar days to complete the 365-day MFP participation
period days since a member’s participation period may be interrupted by one or more
inpatient facility stays.

For MFP participants, a significant change in circumstances (see 2.9.6.9.2.1.16.) shall
include any admission to an inpatient facility, including a hospital, psychiatric
hospital, PRTF, nursing facility or Medicare-certified Skilied Nursing Facility, The
member’s Care Coordinator shall (pursuant to 2.9.6.2.4) visit the member face-to-
face within five (5) business days of any inpatient facility admission and shall assess
the member’s needs, conduct a comprehensive needs assessment and update the

necessary based on the member’s needs and circumstances. 1f the visit is conducted

in the inpatient facility, the CONTRACTOR may elect to have someone who meets
the qualifications of a Care Coordinator complete the required face-to-face visit and

conduct a comprehensive necds assessment, in which case, the qualified individual

29846

conducting the face-to-facc visit shall coordinate with the member’s Care
Coordinator to update the member’s plan of care, including the member's Risk
Agreement, as deemed necessary based on the member’s needs and circumstances.

The CONTRACTOR shall review the circumstances which resulted in the inpatient
facility admission and shall evaluate whether the services and supports provided to
the member are sufficient o safely meet his nceds in the community such that
continued participation in CHOICES Group 2 and in MFP is appropriate.

10



Amendment 9 {cont.

29847

29.8.4.7.

2958438

29849

298410

2.984.11

)

The CONTRACTOR shall notify TENNCARE within five (5) business days of
admission any time a member is admitted to an inpatient facility. Such notification
shali be made via TPAES unless otherwise dirccted by TENNCARE. The
CONTRACTOR  shall maintain  supporting documentation as specified by
TENNCARE that shall be made available to TENNCARE upon request.

L. For purposes of MFP, admission for observation {(which is not considered inpatient
care) shall not be considered admission to an inpatient facility. Nor shall
participation in MFP be suspended during observation days.

The CONTRACTOR shall be involved in discharge planning on behalf of any MFP
participant admitted to an inpatient facility,

The CONTRACTOR shall notifty TENNCARE within two (2) business days when an
MEFP participant is discharged from a short-term stay in an inpatient facility. Such
notification shall include whether the member is returning to the same Qualified
Residence in which he lived prior to the inpatient stay, or a different residence which
shall also be a Qualified Residence. Such notification shall be made via TPAES
unless otherwise direeted by TENNCARE. The CONTRACTOR shall maintain
supporting documentation as specified by TENNCARE that shall be made available
to TENNCARE upon request.

If at any time during the member’s participation in MFP, the member changes
residences, including instances in which the change in residences occurs upon
discharge from an inpatient facility stay, the CONTRACTOR shall; 1) notify
TENNCARE within two (2) business days of the change in residence; 2) verify that
the new residence is a Qualified Residence; and 3) provide attestation thercof to
TENNCARE. The CONTRACTOR shall enter all required data elements into
TPAES unless otherwise directed by TENNCARE, and shall maintain supporting
documentation as specified by TENNCARE that shall be made available to
TENNCARE upon request.

The CONTRACTOR shall track the member’s residency throughout the 365-day
MFP participation period. In addition, the CONTRACTOR shall, for purposes of
facilitating completion of Quality of Life surveys, continue to track MFP

2.9-8:4:12-

298413

participants’ residency for two (2) years following transition to the community which
may be up to one (1) year following completion of the MFP participation period, or
until the member is no longer enrolled in the CONTRACTOR s health plan.

The-CONTRACGTORshall; -using a-template-provided-by TENNCARE; issaea

written notice of MFP participation to cach member enrolled in MFP which shal] not
oceur prior o transition from CHOICES Group | to CHOICES Group 2. Such notice
shall be issued within ten (10) business days of notification from TENNCARE via
the outbound 834 enrollment file furnished by TENNCARE 1o the CONTRACTOR
that the member is enrolled in MFP.

The CONTRACTOR shall, using a template provided by TENNCARE, issuc 2

written notice to cach member upon conclusion of the 365-day participation period.
Such notice shall be issued within ten (10) business days of notification from

11
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2984.14

2985

2.9.8.5.1

29852

298.6

29.8.46.1

2987

29871

TENNCARE via the outbound 834 enroilment file furnished by TENNCARE to the
CONTRACTOR that the member is no longer enrolled in MFP.

A member who successfully completes 365-day participation period for MFP and is
subsequently re-institutionalized may qualify to participate in MFP again but must
first meet the “Eligible Individual” criteria. There shall be a minimum of ninety (90)
days between MFP participation occurrences, Prior to enrollment in a second MFP
occurrence, the care coordinator shall assess the reason for the re-institutionalization
to determine if the member is an appropriate candidate for re-enroliment in MFP and
il so, shall develop a plan of care (including a Risk Agreement) that will help to
ensure that appropriate supports and services are in place to support successful
transition and permanency in the community,

_Plan of Care
For members participating in the MFP, the Plan of Care shall reflect that the member
is an MFP participant, including the date of enrollment into MFP (ic., date of

transition from CHOICES Group 1 to CHOICES Group 2).

Upon conclusion of the member’s 365-day participation period in MFP, the Plan of
Care shall be updated to reflect that he is longer participating in MFP,

Services

A member enrolled in MFP shall be simultancously enrolied in CHOICES Group 2
and shall be eligible to reccive covered benefits as described in 2.6.1.

Continuity of Care

Upon completion of a person’s 365-day participation in MFP, services (including
CHOICES HCBS) shall continue to be provided in accordance with the covered
benefits described in 2.6.1 and the member’s plan of care. Transition from
participation in MFP and CHOICES Group 2 to participation only in CHOICES
Group 2 shall be seamless to the member, except that the CONTRACTOR shall be

2.9.8.8

298281

required to issuc notice of the member’s conclusion of his 365-day MFP participation
period.

Short-Term Nursing Facility Stay

A CHOICES Group 2 member may be admitted for an inpatient short-term nursing
facility stay for up to ninety (90) days and remain enrolled in CHOICES Group 2 (sce
Section 2,6.1.5.4). The CONTRACTOR shall ensure that the member is transitioned
from Group 2 to Group 1 at any time: a) it is determined that the stay will not be
short-term and the member will not transition back to the community; and b) prior to
exhausting the ninety (90} day short-term nursing facility benefit covered for
CHOICES Group 2 members (see Section 2.9.6.8.23.4).

12
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29.88.2

29883

2.98.8.4

29885

2.98.8.6

2.9.88.7

2.9.8.8.8

A CHOICES Group 2 member participating in MFP may be admitted for an inpatient
short-term nursing facility stay during his 365-day participation period and remain
enrolled in MFP regardless of the number of days the member is admitted for
inpatient facility care.

MFP participants admitted for short-term nursing facility stays shall be re-instated in
MFP upon discharge and return to a Qualified Residence in the community. The
member is not required to meet the ninety (90) day residency requirement criteria for
re-instatement into MFP,

It the short-term stay will exceed nincty (90) days, the CONTRACTOR shall
facilitate transition from CHOICES Group 2 to CHOICES Group 1.

The member’s care coordinator shall monitor the member’s inpatient stay and shall
visit the member face-to-face at least monthly during the inpatient stay or more
frequently as necessary to facilitate timely and appropriate discharge planning.

The CONTRACTOR shall conduct a Transition Assessment and develop a Transition
Plan (see Scction 2.9.6.8) as necessary to facilitate the member’s return to the
community. Such assessment shall include 2 review of the circumstances which
resulted in the nursing facility admission and shall evaluate whether the services and
supports provided to the member are sufficient to safely meet his nceds in the
community such that transition back to CHOICES Group 2 and continued
participation in MFP is appropriate, The CONTRACTOR shall update the
member’s plan of care, including the member’s Risk Agreement, as deemed
necessary based on the member’s needs and circumstances.

Upon discharge from the short-term stay, within one (1) business day, the care
coordinator shail visit the member in his/her Qualified Residence. During the nincty
(90) days fotlowing transition and re-instatement into MEP, the care coordinator shall
conduct monthly face-to-face in-home visits to ensure that the plan of care is being
followed, that the plan of care continues to meet the member’s needs, and the
member has successfully transitioned back to the community.

MFP participants admitted for short-term nursing facility stays shall be re-instated in

2.98.9

2.9.89.1

MFP upon discharge and return to a Qualified Residence in the community. The
member is not required to meet the ninety (90) day residency requirement criteria for
re-instatement into MFP.

Days-that-atre-spent-in-an-tnpatient-facility; including short=termrmursing facility stays;

do not count as part of the member’s 365-day MFP participation period.

TPAES

The CONTRACTOR shall use the TENNCARE PreAdmission FEvaluation System
(TPAES) to faciliate enrollments into and transitions between LTC programs,
including CHOICES and the State’s MFP Rebalancing Demonstration (MFP), and
shall comply with all data collection processes and timelines established by
TENNCARE in policy or protocol in order to gather data required to comply with
tracking and reporting requirements pertaining to MFP. This shall include (but is not

13
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2.9.8.10

2.9.8.10.1

2.9.8.11

298,111

2.9.8.12

298.12.1

298,122

)

limited to) attcstations pertaining to Eligible Individual and Qualified Residence,
changes of residence, inpatient facility admissions and discharges, reasons for te-
institutionalization, and rcasons for disenrollment from MFP,

IT requirements

Pursuant to Section 2.23 of this Agreement, the CONTRACTOR shall modify its
information systems to accommodale, accept, load, utilize and facilitate accurate and
timely reporting on information submitted to by TENNCARE via the outbound 834
file that will identify MFP participants, as well as thosc MFP participants in
suspended status during an inpatient admission.

Case Management System

The CONTRACTOR’s case management system (see Section 2.9.6.12.6) shall
identify persons enrolled in MFP and shall generate reports and management tools as
nceded to facilitate and monitor compliance with contract requirements and
timelines.

MEP Readiness Review

Prior to implementation of MFP, as determined by TENNCARE, the
CONTRACTOR shall demonstrate to TENNCARE's satisfaction that the
CONTRACTOR is able to meet all of the requirements pertaining to MFP set forth in
this Agreement,

The CONTRACTOR shall cooperate in a “readiness review” conducted by
TENNCARE to review the CONTRACTOR’s readiness to fulfill its obligations
regarding MFP in accordance with the Agreement. This review may include, but is
not limited to, desk and on-site review of documents provided by the
CONTRACTOR, a walk-through of the CONTRACTOR’s operations, system
demonstrations (including systems connectivity festing), and interviews with
CONTRACTOR’s staff. The scope of the review may include any and all MFP
requirements of the Agreement as determined by TENNCARE.

298,123

29813

2.9.8.13.1

Based on e resulls of the teview activitics, TENNCARE will issue a letter of
findings and, i needed, will request a corrective action plan from the
CONTRACTOR,

MEDR. Benchmarks s

The CONTRACTOR shall assist TENNCARE in meeting the five (5) annual
benchmarks established for the MFP Rebalancing Demonstration which are described
below in Sections 2.9.8.13.1.1 through 2.9.8.13.1.5.

14
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298.13.1.1

29813.1.1.1

298.13.1.1.2

2.9.8.13.1.2

298.13.1.2.1

298.13.122

2.9.8.13.1.3

298.13.1.3.1

2938.13.13.2

Benchmark # 1: Number of Persons Transitioned

Assist the projected number of eligible individuals in cach target group in
successfully transitioning from an inpatient facility to a qualified residence
during cach year of the demonstration. Projected numbers:

Calendar # of Elderly # of Disabled Adults
Year Transitioned Transitioned

2011 27 23

2012 206 169

2013 261 214

2014 261 214

2015 234 : 191

2016 2006 169

Immediately prior to implementation of MFP and at the beginning of each
calendar year thereafter, statewide calendar year numbers for benchmark #1 will
be allocated on a regional basis to each MCO operating in the region, based on
the number of persons in CHOICES Group 1. For purposes of incentive
payments (see Section 3.11), achievement of this benchmark shall be determined
on a regional basis by MCO.

Benchmark #2. Qualified Expenditures for HCBS

Increase the amount and percentage of Medicaid spending for qualified home and
community based long-term care services during each year of the demonstration.

For purposes of incentive payments (see Section 3.11), achievement of this
benchmark shall be determined on a statewide basis.

Benchmark #3, Increased Amount and Percentage of HCBS Participants
Increase the number and percentage of individuals who are elderly and adults

with physical disabilities receiving Medicaid-reimbursed long-term care services
in home and community based {versus institutional) seftings during each year o

“thie demonsiration:

For purposes of incentive payments (see Section 3.11), achicvement of this
benchmark shall be determined on a regional basis by MCO.

15
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298.13.14  Benchmark #4. Increase Unduplicated Contracted Community Based
Residential Alternative
2.9.8.13.1.4.1 Increase the number of unduplicated licensed CBRAs contracted with MCOs
Statewide 1o provide HCBS in the CHOICES program during each year of the
demonstralion. Providers enrolled with more than one (MCO) or in more than
one region shall only be counted once. Proposed numbers:
Calendar # of MCO Contracted
Ycar CBRAs Statewide
2011 70
2012 74
2013 78
2014 82
2015 86
2016 20
2.9.8.13.1.4.2 For purposes of incentive payments (See Section 3.11), achievement of this
benchmark shall be determined on a statewide basis.
2.9.8.13.1.5 Benchmark #5: Increase Participation in Consumer Direction
298.13.1.5.1 Increase the number of persons receiving Medicaid-reimbursed HCBS
participating in consumer direction for some or all services during each year of
the demonstration. Projected numbers:
Calendar # in Consumer
Year Dircetion
2011 450
2012 750
2013 1,000
2014 1,250
2015 1,400
2016 1,560
29.8.13.1.52 Immediately prior to implementation of MFP and at the beginning of each

—payments-(see-Section-3:1 1 )-achievement-of this-benchmark-shail-be-determimed -

calendar year thereafier, statewide calendar year numbers for benchmark #5 will
be allocated on a regional basis to cach MCO operating in the region, based on
the pumber of persons in CHOICES Group 2. For purposes of incentive

on a regional basis by MCO,

16.  Section 2.18.6.5 shall be deleted and replaced as follows:

2.18.6.5  The CONTRACTOR shall develop and implement a training plan to educate long-
term care providers regarding compliance with all Version 5010 and ICD-10 coding
requirements;
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17.

I8.

19,

20.

Section 2.21.4.1.4 shall be amended by deleting obsolete references and shall read as

follows:

2.21.4.14 The claims specified in Section 2.21.4.1.3 shall be paid at the time presented for

payment by the provider and the CONTRACTOR shall bill the responsible third
party.

The introductory paragraph of Section 2.30.6.4 shall be deleted and replaced as

follows:

2.30.6.4

The CONTRACTOR shall submit a quarterly CHOICES Nursing Facility to

Community Transition Report, MFP participants (see 2.9.6,8) shall be identified

separately for cach data clement described herein. The report shall include
information, by month, on specified measures, which shall include but not be limited
to the following:

The introductory paragraph of Section 2.30.6.6 shall be deleted and replaced as

follows:

2.30.6.6

The CONTRACTOR shall submit a quarterly CHOICES Conswumer Direction of
HCBS Report. MFP participants (sec 2.9.6.8) shall be identified separately for each
data clement described hercin. The report shall include current information, by
month, on specified measures, which shall include but not be limited to the
following:

Section 2.30.6.6 shall be amended by adding a new Item (9) as follows:

{9 The total number and the name, SSN, and phone number, and the authorized
representative name and phone number, if applicable, of each member
referred to the FEA (for enrollment into consumer direction) that has
indicated on his Consumer Direction Participation Form that he does not
wish to reccive HCBS from contract providers pending enrollment into
consumer direction, including the member’s date of enrollment in CHOICES
Group 2, the date of referral to the FEA for consumer direction, and the total

21

number of days that HCBS have not been reccived by each member.

Section 2.30.6 shall he amended by adding a new Section 2.30.6.8 and renumbering

the remaining Sections accordingly, including any references thereto.

23068

The CONTRACTOR shall submit a quarterly MFP Participants Report. The report
shall include information on specified measures, which shall include but not be
limited to the followng:

(n The total number and the name and SSN of cach CHOICES Group 2 member
enrolled into MFP;

(2) The date of cach member’s transition to the community (or for persons

enrolted in MFP upon enrollment to the CONTRACTOR’s health plan, the
date of enrollment into the CONTRACTOR s health plan);

17
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22,

23.

(3 Each member’s current place of residence including physical address and
type of Qualificd Residence;

{4) The date of the last care coordination visit to each member;

(5 Any inpatient facility stays during the guarter, including the member's name
and SSN type of Qualified Institution, dates of admission and discharge, and
the reason for admission; and

(6) The total number and name and SSN of each member disenrolled from MFP
during the quarter, including the reason for disenrollment.

The CONTRACTOR shail submit its first report following the end of calendar year

2011,

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, MFP
participants (see 2.9.6.8) shall be identified scparately for cach data element
described herein. 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 inciude 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 shail
also include detailed member data for members who have not received services in the
last thirty (30) days, including the member’s name, social sccurity number,
CHOICES group, and CHOICES enrollment date; date of last long-term care scrvice;
length of time without long-term care services; whether and when long-term carc
services will recsume; and the reason/explanation why the member has not received
long-term care services,

Section 2.30.10.6 shall be deleted in its entirety and the remaining Sections shall be
renumbered accordingly, including any references thereto.

24.

25,

2.30.164

The introductory paragraph of Section 2.30.11.6 shall be deleted and replaced as
follows:

2.30.11.6  The CONTRACTOR shall submit a quarterly CHOICES HCBS Critical Incidents
T Report T (see Section 2157y MEFP  participants {(see 2.906:8) shall "be identified T

separately for cach data element described herein. The report shail provide
information, by month regarding specified measures, which shall include but not be
limited to the following:

The introductory paragraph of Section 2.30.16.4 shall be deleted and replaced as
follows:

The CONTRACTOR shall submit a quarterly CHOICES Cost Effective Alternatives
Report that provides information on cost effective alternative services provided to

18
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26,

CHOICES members (see Section 2.6.5.2). MFP participants (see 2.9.6.8) shall be
identified separately for each data element described herein. The report shall provide
nformation regarding specified measures, including but not limited to the following;:

Section 3.3.1 shall be amended by adding a new Section 3.3.1.1 as follows:

33101

The capitation payment for MFP participants who must also be enrolled in CHOICES
will be the applicable CHOICES capitation payment. There will be no add-on for
MFP participants,

Section 3 shall be amended by adding 2 new Section 3.11 and renumbering the
remaining Section 3 accordingly, including any references thereto.

MFP INCENTIVE PAYMENTS

Financial incentives will be paid to the CONTRACTOR based on activities performed as part of
the MFP Rebalancing Demonstration and in accordance with the following:

3111

ERE W AN

J1LE2

LR |

Upon successful transition to the community of cach MFP demonstration participant
up to and including the MCO’s established benchmark for the calendar year — a one-
time payment of $1,000.

It a member has been enrolled in more than one MCO during the ninety (90)-day
minimum stay in a Qualified Institution established under ADA, the incentive
payment shall be awarded to the MCO in which the person is enrolled at transition to
the community and enrollment into MEP,

Upon successful transition to the community of each MFP demonstration participant
that exceeds the MCO’s established benchmark for the calendar year — a one-time
payment of $2,000.

If a member has been enrolled in more than one MCO during the ninety (90)-day
minimum stay in a Qualified Institution established under ADA, the incentive
payment shall be awarded to the MCO in which the person is enrotled at transition to
the community and enrollment into MFP.

31113

Upon ecach MFP demonstration participant’s completion of community living for the
full 365-day demonstration participation period without readmission to a nursing
facility {cxcluding short-term SNF stays solely for purposes of receiving post-

hospital short-term rehabilitative services covered by Medicare), a one-time payment. .

3.1 L3

of $5,000.

If a member has been enrolled in more than one MCO during the 365-day
participation period in MFP, a pro-rated portion of the incentive payment shall be
awarded to each MCO based on the number of days the member was enrolled in cach
plan. Only days included in the 365-day participation period shall be counted and not
any days during which MFP participation was suspended during an inpatient facility
stay.

19
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3112

3183

3114

3115

3.11.1.4  Upon achievement of only one (1) of the remaining MFP program benchmarks 2-5
for cach calendar year of the demonstration (including partial year 2011}, a one-time
payment of $10,000 per MCO.,

3.11.1.5  Upon achicvement of only two (2) remaining MFP program benchmarks 2-5 for cach
calendar year of the demonstration (inciuding partial ycar 2011), a one-time payment
of 25,000 per MCO.

311.1.6  Upon achievement of only three (3} remaining MFP program benchmarks 2-5 for
cach calendar year of the demonstration (including partial year 2011), a one-time
payment of $50,000 per MCO,

3.11.L7 - Upon achievement of all four (4) of the remaining MFP program benchmarks 2-5 for
each calendar year of the demeonstration (including partial year 2011), a one-time
payment of $100,000 per MCO.

The CONTRACTOR shall be eligible to receive only one incentive payment pertaining to
benchmarks #s 2-5 which shail depend on the total number of benchmarks which the
CONTRACTOR meets or exceeds. These incentive payments are not cumulative,

MFP incentive payments pertaining to benchmark #1 shall be payable within thirty (30) days
following the end of cach calendar quarter for activities performed during the quarter.

The MFP incentive payments pertaining to benchmark #s 3-5 (which shall depend on the total
number of these benchmarks which the CONTRACTOR meets or exceeds) shall be payable
within thirty (30) days following the end of each calendar year for activities performed during the
yeat.

Any additional MFP incentive payment pertaining to achievement of benchmark #2, which shall
reflect the difference between the total incentive payment due the CONTRACTOR for
benchmarks #s 2-5 and the incentive payment already made in Section 3.11.4 above (see Section
3.11.2), shall be due by June 30 following the close of the calendar year to permit adequate time
for any lag in claims and encounter submission.
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28.  The liquidated damage chart in Section 4.20.2.2.7 shall be amended by adding new
damages A.27 through A.30 as follows:

A7 Failure to process a | $500 per occurrence
transition referral, including |

completion of a face-lo-face
transition screening and
assessment and
development of a transition
plan fimely and in
accordance with 2.9.6.8 and
TENNCARE policy and
protocols - R

A28 Failure to initiate CHOICES || $500 per day for cach day that HCBS are

HCBS or for children under |- not in place following transition from a

age 21, EPSDT benefits .| nursing facility (i.e., CHOICES Group 1) to
provided as an alternative to || the community (i.e., CHOICES Group 2) in
nursing facility care in | addition to the cost of services not provided

accordance with the
member’s plan of care and
to ensute that such HCBS or
EPSDT benefits are in place
immediately upon transition |
from a nursing facility to the |
community for amy person
transitioning from a nursing
facility (i.e., CHOICES
Group 1} to the community
{i.e., CHOICES Group 2),
including persons enrolled
in MFP (sce Sections
2.9.5.4.1.5 and 2.9.6.8.16)

A.29 Failurc to complete in a =1 8500 per occurrence

care coordination contacts
required for persons
transitioned from a nursing
facility to CHOICES Group

2, mcludmg post-discharge
and following a significant
change in circumstances
{sce Sections 2.9.6 and
2.9.8)
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A0

Failure to submit complete
and accurate data into
TPAES pertaining to MFP,
or to comply with all data
collection processes and
timelines established by
TENNCARE in policy or
protocol in order to gather
data required to comply
with tracking and reporting
requirements perfaining to
MEP. This shall include
(buf is not limited to)
attestations pertaming to
Eligible Individual and
Qualified Residence,
changes of residence,
inpatient facility admissions
and discharges, reasons for
re-institutionalization, and
reasons for disenrollment
from MFP.

| $500 per occurrence

29.  Attachment I shall be deleted and replaced in its entirety as follows:

ATTACHMENT 1
BEHAVIORAL HEALTH SPECIALIZED SERVICE DESCRIPTIONS

The CONTRACTOR shall provide medically necessary mental health case management and psychiatric

_rehabilitation services according to the requirements herein,

All behavioral health services shall be rendered in a manner that supports the recovery of persons
experiencing mental illness and enhance the development of resiliency of children and families who are
impacted by mental illness, serious emotional disturbance, and/or substance abuse issucs. Recovery is a
——consumer—driven-proeess—in-which-consumers—are—able to- work; learm and - participate fully o their
communitics. Recovery is the ability to live a fulfilling and productive life [with] a disability.

[SERVICE

Mental Health Case Management I

DEFINITION

Mental health case management is a supportive service provided to enhance treatment effectiveness and
outcomes with the goal of maximizing resilience and recovery options and natural supports for the
individual. Mental health case management is consumer-centered, consumer focused and strength-based,
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with services provided in a timely, appropriate, effective, efficient and coordinated fashion. 1t consists of
activities performed by a team or a single mental health casc manager to support clinical services. Mental
health case managers assist in ensuring the individual/family access to services.

Mental health case management requires that the mental health case manager and the individual and/or
family have a strong productive relationship which includes viewing the individual/family as a
responsible partner in identitying and obtaining the necessary services and resources. Services rendered to
children and youth shall be consumer-centered and family-focused with case managers working with
multiple systems (c.g. education, child welfare, juvenile justice). Mental health case management is
provided in community settings, which arc accessible and comfortable to the individual/family. The
service should be rendered in a culturally competent manner and be outcome driven. Mental health case
management shall be available 24 hours a day, 7 days a week. The service is not time limited and
provides the individual/famity the opportunity. to improve their quality of life. C e

The CONTRACTOR shall ensure mental health case management is rendered in accordance with all of
the service componenis and guidelines herein.

SERVICE DELIVERY

The CONTRACTOR shall:

* Determine casecload size based on an average number of individuals per casc manager, with the
expectation being that case managers will have mixed cascloads of clients and flexibility between
Levels | and 2 (Levels | and 2 are defined below); and

» Ensure that cascload sizes and minimum contacts are met as follows:

Level 1 (Non- 25 individuals: [ case manager | One (1) contact per week

Team Approach)*

Level 1 (Team

Approaches):

Adult CTT 20 individuals: 1 team One (1) contact per week
20 individuals: ! case manager

Children & Youth | 15 individuals: [ team One (1) contact per week

(C&EYPOTT 15 individualst! ¢ase manager '

CCFT 15 individuais: 1 team One (1) contact per week
15 individuals: I casc manager

ACT 100 individuals:] team. ...} One ().contact per.week. ......jooi s
15 individuals:| case manager

PACT 100 individuals: 1 team One (1) contact per week
15 individuals: 1 case manager

Level 2* 35 individuals:1 case manager | Two (2) contacts per month

*For case managers having a combination of Level | & Level 2 (non-team) individuals, the maximum caseload size
shall be no mere than 30 individuals: 1 case manager.

The CONTRACTOR shall ensure that the following requirements are met:
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1) All mental health case managers shall have, at a minimum, a bachelor’s degree or be licensed as a
Registered Nurse;

2} Supervisors shali maintain no greater than a 1:30 supervisory ratio with mental health case
managers;

3) Mental health case managers who are assigned to both a parent(s) and child in the same tamily,
should have skills and experience needed for both ages; mental health case managers who are
assigned to individuals with co-occurring disorders (mental illness and substance abuse disorders)
should have the skills and experience to meet the needs of these individuals;

4} Fifty-one percent {(51%) of all mental health case management services should take place outside
the case manager’s office;

5) The children and youth (C&Y) (under age cighteen (18)) mental health case management model
shall provide a transition from C&Y services into adult services, including adult mental health
.case management services. The decision to.serve an 18-year old youth via -the C&Y case
management system versus the adult system shall be a clinical one made by a provider. Transition
from children’s services, including mental health case management, shall be incorporated into the
child’s treatment pian; and

6) All mental health case management services shall be documented in a treatment plan. Mentat
health case management activities are correlated to expected outcomes and outcome achievement
and shall be monitored, with progress being noted periodically in a written record.

Level 1

Level | mental health case management is the most intense level of service. It provides tfrequent and
comprehensive support to individuals with a focus on recovery and resilience. The CONTRACTOR shall
ensure the provision of evel 1 mental health case management to the most severely disabled adults and
emotionally disturbed children and youth, including individuals who are at high risk of future
hospitalization or placement out of the home and require both community support and treatment
interventions. Level | mental health case management can be rendered through a team approach or by
individual mental health case managers. Team approaches may include such models as ACT, CTT, CCFT
and PACT, as described below:

Assertive Community Treatment (ACT)

ACT is a way of delivering comprehensive and effective services to aduits diagnosed with severe mental
iliness and who have needs that have not been well met by traditional approaches to delivering services.

The principles of ACT.include:

1) Services targeted to a specific group of individuals with severe mental illness:
2) Treatment, support and rehabilitation services provided dircctly by the ACT team:
3) Sharing of responsibility between team members and individuals served by the teany;

“4) " Small staff (all feam staff including case managers) to individual ratios (approx. I to 10):;
5) Comprchensive and flexiblc range of treatment and services;

6) Interventions oceurring in community scttings rather than in hospitals or clinic settings;
7} No arbitrary time limit on receiving services;

8) Individualized treatment, support and rehabilitation services;

9) Twenty-four (24) hour a day availability of services; and

10) Engagement of individuals in treatment and monitoring.

24



Amendment 9 (cont,)

Confinous Treatment Team (CTT)

CTT 1s a coordinated team of staff (to include physicians, nurses, case managers, and other therapists as
needed) who provide a range of intensive, integrated mental health case management, treatment, and
rehabilitation services to adults and children and youth. The intent is to provide intensive trcatment to
families of children and youth with acute psychiatric problems in an effort to prevent removal from the
home to a more restrictive level of care. An array of services arc delivered in the ome or in natural
setings in the community, and are provided through a strong partnership with the family and other
community support systems. The program provides services including crisis intervention and
stabilization, counscling, skills butlding, therapeutic intervention, advocacy, educational scrvices,
medication management as indicated, school based counseling and consuitation with teachers, and other
specialized services deemed necessary and appropriate.

Comprehensive Child and Family Treatment (CCFT)

CCFT scrvices are high intensity, time-limited services designed for children and youth to provide
stabilization and deter the “imminent” risk of State custody for the individual. There is usually family
mstability and high-risk behaviors exhibited by the child/adofescent. CCFT services are concentrated on
child, family, and parental/guardian behaviors and interaction. CCFT services are more treatment oriented
and situation specific with a focus on short-term stabilization goals. The primary goal of CCFT is to rcach
an appropriate point of stabilization so the individual can be transitioned to a less intense outpatient

service.
Program of Assertive and Community Treatment (PACT)

PACT is a service delivery model for providing comprehensive community-based treatment to adults with
severe and persistent mental illness. It involves the use of a multi-disciplinary team of mental health staft
organized as an accountable, mobile mental health agency or group of providers who function as a team
interchangeably to provide the treatment, rehabilitation and support services persons with severe and/or
persistent mental illnesses need to live successfully in the community.

Level 2

Level 2 mental health case management is a less intensive level of service than Level 1 and is focused on
resilience and recovery. The CONTRACTOR shall ensure that level 2 mental heaith casc management is

s PrOVIAEd- t0- individuals whose-symptoms-ase-at- Jeast-partially-stabilized-or-reduced-in-order-to-atigw—-meee

treatment and rehabilitation efforts.

SERVICE COMPONENTS

T The CONTRACTOR shall enstire that mental health case management incorporates the following service
compoitents;

Crisis IFacilitation

Crists facilitation is provided in situations requiring immediate attention/resolution for a specific
individual or other person{s) in relation to a specific individual. It is the process of accessing and
coordinating services for an individual in a crisis situation to ensure the necessary services are rendered
during and following the crisis episode. Most crisis facilitation activities would involve face-to-face
contact with the individual.
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Assessment of Daily Functioning

Assessment of daily functioning involves the on-going monitoring of how an individual is coping with
lifc on a day to day basis for the purposes of determining necessary services to maintain community
placement and improve level of functioning. Most assessments of daily functioning are achieved by face-
to-face contact with the individual in his or her natural environment.

Assessment/Referral/Coordination

Assessment/referral/coordination involves assessing the needs of the individual for the purposes of
referral and coordination of services that will improve functioning and/or maintain stability in the
individual’s natural environment,

Me.ntz_.i_.l_ .Healt.h Liai.so.nm ”

Mental health liaison services are offered to persons who are not yet assigned to mental health case
management. It is a short-term service for the purposes of service referral and continuing care until other
mental health services are initiated,

! SERVICE Psychiatric Rehabititation |

DEFINITION

Psychiatric rehabilitation is an array of consumer-centered recovery services designed to support the
individual in the attainment or maintenance of his or her optimal level of functioning, These services are
designed to capitalize on personal strengths, develop coping skills and strategies to deal with deficits and
develop a supportive environment in which to function as independent as possible on the individual’s
rECOVEry journey.

Services included under psychiatric rchabilitation are as follows.

SERVICE COMPONENTS

Psvchosocial Rehabilitation

'""'“—'"—-"'“'P“Sych@mi&l"iz@habi'i'i‘f-ﬁﬁﬂﬂ-ﬁ@l’v-iee%mﬂt'ﬂ‘iZﬁ"‘a‘"eﬁmprehcnsiVr:"approach"fn‘rind;“bUdy;"“and‘"spjrit)"t(ywm'k"""""‘"“"“ —

with the whole person for the purposes of improving an individuals® functioning, promoting management
of illness(s), and facilitating recovery. The goal of psychosocial rehabilitation is to support individuals as
active and productive members of their communities. Individuals, in partnership with staff, form goals for

skills development in the arcas of vocational, educational, and interpersonal growth (e.g. houschold

management, development of social support networks) that serve to maximize opportunities for
successful community integration. Individuals proceed toward goal attainment at their own pace and may
continue i the program at varying fevels intensity for an indefinite period of time.

Supported Employment

Supported employment consists of a range of services to assist individuals to choose, prepare for, obtain,
and maintain gainful eraployment that is based on individuals’ preferences, strengths, and expericnces.
This service also includes a variety of support services to the individual, including side-by-side support
on the job. These services may be integrated into a psychosocial rehabilitation center.
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Peer Support

Peer support services allow individuals to direct their own recovery and advocacy process and are
provided by persons who are or have been consumers of the behavioral health system and their family
members and are Certified Peer Support Specialists, A Certified Peer Support Specialist is a person who
has identified himself or herself as having received or is receiving mental health or co-occurring disorder
services in his or her personal recovery process and has undergone training recognized by the Tennessee
Departinent of Mental Health, Office of Consumer Affairs on how to assist peers with the recovery

process.

These services include providing assistance with more effectively utilizing the service delivery system
(e.g. assistance in developing plans of care, accessing services and supports, partnering  with
- professionals) or understanding and coping with .the stressors. of the person’s -Hlness-through support
groups, coaching, role modeling, and mentoring. Activities which promote socialization, recovery, self-
advocacy, development of natural supports, and maintenance of community living skills arc rendered so
individuals can educate and support each other in the acquisition of skills needed to manage their illnesses
and access resources within their communities. Services are often provided during the evening and

weekend hours.

Hlness Management & Recovery

Hiness management and recovery services refers (o a series of weekly sessions with trained mental health
practitioners for the purpose of assisting individuals in developing personal strategies for coping with
mental Hiness and promoting recovery. Illness management and recovery is not limited to one
curriculum, but is open to all evidenced-based and/or best practice classes and programs such as WRAP

{Wellness Recovery Action Plan).

Supported Housing

Supported housing services refers to services rendered at facilitics 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 sctting, These mental health services are for persons
with serious and/or persistent mental illnesses (SPM1) and are intended 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, cvery effort should be made to place individuals in facilitics near

mental health services and do not include the payment of room and board.

SERVICE Crisis Services

ﬂ]cirwffuni‘]-ics~aﬂd~0ﬂlelfrrsuPp@l’—twsyﬁt@mva&ﬂd~0{'~ig-i{}a~l—'&i‘%&s-—Bf:-1’esideﬂce;~—s‘uppf)-l’{eduh(jugjngscwiccsvare S

Definition

Behavioral health crisis services shall be rendered to individuals with a mental health or substance
usc/abuse issuc when there is a perception of a crisis by an individual, family member, law enforcement,
hospital staff or others who have closely observed the individual experiencing the crisis. Crisis services
arc available twenty-four (24} hours a day, seven (7) days a week. Crisis services inchude twenty-four (24)
hour toll free telephone lines answered in real time by trained crisis specialists and face-to-face crisis
services including, but not limited to: prevention, triage, intervention, evaluation/referral for additional
services/treatment, and follow-up services. Peer support specialists shall be utilized in conjunction with
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crisis specialists to assist adults in alleviating and stabilizing crises and promote the FCCOVCTY Process as
appropriate. Behavioral health crisis service providers are not responsible for pre-authorizing cmergency
mvoluntary hospitalizations.

The Mental Health Crisis Response Services - Community Face-to-Face Response Protocols provide
guidance for calls that are the responsibility of a crisis response service to determine if a Face-to-Face
cvaluation is warranted and those that are not the responsibility of the crisis response service. These
Protocols were developed to ensure that consumers who are experiencing a behavioral health crisis and
have no other resources receive prompt attention. All responses are first determined by clinical judgment.

Guidance for All Calls;

+ For calls originating from an Emergency Dept., telehealth is the preferred service delivery

- method for the crisis response service. - . - co SR :

* After determining that there is no immediate harm, ask the person if he or she can come to the
closest walk-in center

* If a Mandatory Pre-screening Agent (MPA)} not employed by a crisis response service is
available, there may be no need for a crisis evaluation by mobile crisis

» Forall other calls, unless specified in the Protocols, i a person with mental illness is experiencing
the likelihood of immediate harm then a response is indicated.
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All of the provisions of the original Agreement not specifically deleted or modificd herein shall remain in full force
and effect. Unless a provision contained in this Amendment specifically indicates a different cffective date, for

purposcs of the provisions contained herein, this Amendment shall become effective October 1, 2011,

The CONTRACTOR, by signature of this Amendment, hereby affirms that this Amendment has not been altered

and therefore represents the identical document that was sent to the CONTRACTOR by TENNCARE.

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

STATE OF TENNESSERE
DEPARTMENT OF FINANCE
AND ADMINISTRATION

BY:

Mark Emkes
Commissioner

DATE:

APPROVED BY:

UNITEDHEALTHCARE PLAN OF THE RIVER

VALLEY, INC.

BY:

Scort A, Bowers
Chief Executive Officer, TennCare

DATE:

APPROVED BY:

STATE OF TENNESSEE
DEPARTMENT OF FINANCE STATE OF TENNESSEE
AND ADMINISTRATION COMPTROLLER OF THE TREASURY
BY: BY:
Mark Embkes Justin P, Wilson
Commissioner Comptroller
DATE: DATE:
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GENERAL ASSEMBLY OF THE STATE OF TENNESSEE
FISCAL REVIEW COMMITTEE

320 Sixth Avenue, North - 8t Floor
NASHVILLE, TENNESSER 37243-0057
615-741-2564

Sen. Bill Ketron, Chairman " Rep. Curtis Johnaon, Vice-Chairman
Senators Representatives
Douglas Henry Reginald Tate Tommie Brown David Shepard
Brian Kelsey Ken Yager Jim Coley Tony Shipley
Eric Stewart. Charles Curtiss Curry Todd
Randy MeNally, ox afficio Johnny Shaw Mark White
Lt. Governor Ron Ramsey, ex officio Charles Sargent, ex officio

Speaker Beth Havwell, ex officio

MEMORANDUM

TO: The Honorable Mark Emkes, Commissioner
Department of Finance and Administration
FROM: Bill Ketron, Chairman, Fiscal Review Commitiee \5 C&
Curtis Johnson, Vice-Chairman, Fiscal Review Committee
DATE: May 24, 2011
SUBJECT: Contract Comments

(Fiscal Review Committee Meeting 5/23/11)

RES# 318.66-051 (Edison # N/A)

Department: Finance & Administration/Bureau of TennCare
Vendor: UnitedHealthCare Plan of the River Valley, Inc. (Middle TN)
Summary: The vendor is responsible for physical and behavioral
health services for TennCare enrollees in the Middle Tennessee
region. The proposed amendment provides language clarifications,
requires a fuel price adjustment policy, extends the contract for 3.5
years through December 31, 2014, and increases maximum liability by
$989,205,835.

Current maximum liability: $38,345,949,706

Proposed maximum liability: $4,335,155,541

After review, the Fiscal Review Committee voted to approve the contract
amendment.

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

AMENDMENT NUMBER 8
MIDDLE GRAND REGION
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

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:

Back-up Plan — A written plan that is a required component of the plan of care for all CHOICES
members receiving companion care or non-residential CHOICES HCBS in their own home and
which specifies unpaid persons as well as paid consumer-directed workers and/or contract
providers (as applicable) who are available, have agreed to serve as back-up, and who will be
contacted to deliver needed care in situations when regularly scheduled CHOICES HCBS
providers or workers are unavailable or do not arrive as scheduled. A CHOICES member or
his/her representative may not elect, as part of the back-up plan, to go without services. The back-
up plan shall include the names and telephone numbers of persons and agencies to contact and the
services to be provided by each of the listed contacts. The member and his/her representative (as
applicable) shall have primary responsibility for the development and implementation of the
back-up plan for consumer directed services with assistance from the FEA as needed.

Care Coordination Team — If an MCO elects to use a care coordination team, the care
coordination team shall consist of a care coordinator and specific other persons with relevant
expertise and experience who are assigned to support the care coordinator in the performance of
care coordination activities for a CHOICES member as specified in this Agreement and in
accordance with Section 2.9.6., but shall not perform activities that must be performed by the
Care Coordinator, including needs assessment, development of the plan of care, and minimum
Care Coordination contacts.

Caregiver — For purposes of CHOICES, a person who is (a) a family member or is unrelated to
the member but has a close, personal relationship with the member and (b) routinely involved in
providing unpaid support and assistance to the member. A caregiver may be also designated by
the member as a representative for CHOICES or for consumer direction of eligible CHOICES

HCBS.
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CHOICES Group (Group) — One of the three groups of TennCare enrollees who are enrolled in
CHOICES. There are three CHOICES groups:

1. Group 1
Medicaid enrollees of all ages who are receiving Medicaid-reimbursed care in a nursing
facility.

2. Group?2

Persons age sixty-five (65) and older and adults age twenty-one (21) and older with
physical disabilities who meet the nursing facility level of care, who qualify for TennCare
either as SSI recipients or as members of the CHOICES 217-Like HCBS Group, and who
need and are receiving CHOICES HCBS as an alternative to nursing facility care. The
CHOICES 217-Like HCBS Group includes persons who could have been eligible under
42 CFR 435.217 had the state continued its 1915(c) HCBS waiver for elders and/or
persons with physical disabilities. TENNCARE has the discretion to apply an enrollment
target to this group, as described in TennCare rules and regulations.

3. Group3

Persons age sixty-five (65) and older and adults age twenty-one (21) and older with
physical disabilities who qualify for TennCare as SSI recipients, who do not meet the
nursing facility level of care, but who, in the absence of CHOICES HCBS, are “at-risk”
for nursing facility care, as defined by the State. TENNCARE has the discretion to apply
an enrollment target to this group, as described in TennCare rules and regulations. Group
3 was not included in CHOICES on the date of CHOICES implementation. TENNCARE
intends to include CHOICES Group 3 at such time that the State is permitted to modify
nursing facility level of care based on CMS interpretation of maintenance of effort
requirements set forth in the Affordable Care Act. . TENNCARE will notify the
CONTRACTOR at least sixty (60) days prior to the proposed date for including Group 3
in CHOICES. As of the date specified in that notice, the CONTRACTOR shall accept
members in CHOICES Group 3 and shall implement all of the requirements in this
Agreement that are applicable to CHOICES Group 3.

Consumer — Except when used regarding consumer direction of eligible CHOICES HCBS, an
individual who uses a mental health or substance abuse service.

Consumer-Directed Worker (Worker) — An individual who has been hired by a CHOICES
member participating in consumer direction of eligible CHOICES HCBS or his/her representative
to provide one or more eligible CHOICES HCBS to the member. Worker does not include an
employee of an agency that is being paid by an MCO to provide HCBS to the member.

Consumer Direction of Eligible CHOICES HCBS — The opportunity for a CHOICES member
assessed to need specified types of CHOICES HCBS including attendant care, personal care,
homemaker, in-home respite, companion care and/or any other service specified in TennCare
rules and regulations as available for consumer direction to elect to direct and manage (or to have
a representative direct and manage) certain aspects of the provision of such services—primarily,
the hiring, firing, and day-to-day supervision of consumer-directed workers delivering the needed
service(s).

Cost Neutrality Cap — The requirement that the cost of providing care to a member in CHOICES
Group 2, including CHOICES HCBS and Medicaid reimbursed home health and private duty
nursing, shall not exceed the cost of providing nursing facility services to the member, as
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determined in accordance with TennCare policy. A member’s individual cost neutrality cap shall
be the average cost of Level 1 nursing facility care unless a higher cost neutrality cap is
established by TennCare based on information submitted by the AAAD or MCO (as applicable)
in the PAE application.

Disenrollment — The removal of an enrollee from participation in the CONTRACTOR’s MCO
and deletion from the outbound 834 enrollment file furnished by TENNCARE to the
CONTRACTOR.

Electronic Visit Verification (EVV) System ~ An electronic system into which provider staff and
consumer-directed workers can check-in at the beginning and check-out at the end of each period
of service delivery to monitor member receipt of specified CHOICES HCBS and which may also
be utilized for submission of claims.

Eligible CHOICES HCBS -~ Attendant care, personal care, homemaker, in-home respite,
companion care services and/or any other CHOICES HCBS specified in TennCare rules and
regulations as eligible for consumer direction for which a CHOICES member is determined to
need and elects to direct and manage (or have a representative direct and manage) certain aspects
of the provision of such services — primarily the hiring, firing and day-to-day supervision of
consumer-directed workers delivering the needed service(s). Eligible CHOICES HCBS do not
include home health or private duty nursing services.

Employer of Record —~ The member participating in consumer direction of eligible CHOICES
HCBS or a representative designated by the member to assume the consumer direction of eligible
CHOICES HCBS functions on the member’s behalf.

Expenditure Cap ~ The annual limit on expenditures for CHOICES HCBS, excluding home
modifications, for CHOICES members in CHOICES Group 3. The expenditure cap is $15,000.

Fiscal Employer Agent (FEA) — An entity contracting with the State and/or an MCO that helps
CHOICES members participating in consumer direction of eligible CHOICES HCBS. The FEA
provides both financial administration and supports brokerage functions for CHOICES members
participating in consumer direction of eligible CHOICES HCBS. This term is used by the IRS to
designate an entity operating under Section 3504 of the IRS code, Revenue Procedure 70-6 and
Notice 2003-70, as the agent to members for the purpose of filing certain federal tax forms and
paying federal income tax withholding, FICA and FUTA taxes. The FEA also files state income
tax withholding and unemployment insurance tax forms and pays the associated taxes and
processes payroll based on the eligible CHOICES HCBS authorized and provided.

Home and Community-Based Services (HCBS) — Services that are provided pursuant to a Section
1915(c) waiver or the CHOICES program as an alternative to long-term care institutional services
in a nursing facility or an Intermediate Care Facility for the Mentally Retarded (ICF/MR). HCBS
may also include optional or mandatory services that are covered by Tennessee’s Title XIX state
plan or under the TennCare demonstration for all eligible enrollees, including home health or
private duty nursing. However, only CHOICES HCBS are eligible for Consumer Direction.
CHOICES HCBS do not include home health or private duty nursing services or any other HCBS
that are covered by Tennessee’s Title XIX state plan or under the TennCare demonstration for all
eligible enrollees, although such services are subject to estate recovery and shall be counted for
purposes of determining whether a CHOICES member’s needs can be safely met in the
community within his or her individual cost neutrality cap.




Amendment Number 8 (cont.)

Immediate Eligibility ~ A mechanism by which the State can, based on a preliminary
determination of a person’s eligibility for the CHOICES 217-Like HCBS Group, enroll the
person into CHOICES Group 2 and provide immediate access to a limited package of CHOICES
HCBS pending a final determination of eligibility. To qualify for immediate eligibility, a person
must be applying to receive covered ongoing CHOICES HCBS, be determined by TENNCARE
to meet nursing facility level of care, have submitted an application for financial eligibility
determination to DHS, and be expected to qualify for CHOICES Group 2 based on review of the
financial information provided by the applicant. Immediate eligibility shall only be for specified
CHOICES HCBS (no other covered services) and for a maximum of forty-five (45) days from the
effective date of eligibility.

One-Time CHOICES HCBS - Specified CHOICES HCBS which occur as a distinct event or
which may be episodic in nature (occurring at less frequent irregular intervals or on an as needed
basis for a limited duration of time). One-time HCBS include in-home respite, in-patient respite,
assistive technology, minor home modifications, and/or pest control.

Ongoing CHOICES HCBS — Specified CHOICES HCBS which are delivered on a regular and
ongoing basis, generally one or more times each week, or (in the case of community-based

residential alternatives and PERS) on a continuous basis. Ongoing HCBS include community-
based residential alternatives, personal care, attendant care, homemaker services, home-delivered
meals, personal emergency response systems (PERS), and/or adult day care.

Representative — In general, for CHOICES members, a person who is at least eighteen (18) years
of age and is authorized by the member to participate in care planning and implementation and to
speak and make decisions on the member’s behalf, including but not limited to identification of
needs, preference regarding services and service delivery settings, and communication and
resolution of complaints and concerns. As it relates to consumer direction of eligible CHOICES
HCBS, a person who is authorized by the member to direct and manage the member’s worker(s),
and signs a representative agreement. The representative for consumer direction of eligible
CHOICES HCBS must also: be at least eighteen (18) years of age; have a personal relationship
with the member and understand his/her support needs; know the member’s daily schedule and
routine, medical and functional status, medication regimen, likes and dislikes, and strengths and
weaknesses; and be physically present in the member’s residence on a regular basis or at least at a
frequency necessary to supervise and evaluate workers.

Representative Agreement — The agreement between a CHOICES member electing consumer
direction of eligible CHOICES HCBS who has a representative direct and manage the
consumer’s worker(s) and the member’s representative that specifies the roles and responsibilities
of the member and the member’s representative.

Risk Agreement — An agreement signed by a member who will receive CHOICES HCBS (or
his/her representative) that includes, at a minimum, identified risks to the member of residing in
the community and receiving HCBS, the possible consequences of such risks, strategies to
mitigate the identified risks, and the member’s decision regarding his/her acceptance of risk. For
members electing to participate in consumer direction, the risk agreement must include any
additional risks associated with the member’s decision to act as the employer of record, or to have
a representative act as the employer of record on his/her behalf. See Section 2.9.6 of this
Agreement for related requirements.

Self-Direction_of Health Care Tasks — A decision by a CHOICES member participating in
consumer direction to direct and supervise a paid worker delivering eligible CHOICES HCBS in
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the performance of health care tasks that would otherwise be performed by a licensed nurse. Self-
direction of health care tasks is not a service, but rather health care-related duties and functions
(such as administration of medications) that a CHOICES member participating in consumer
direction may elect to have performed by a consumer-directed worker as part of the delivery of
eligible CHOICES HCBS s/he is authorized to receive.

Service Agreement — The agreement between a CHOICES member electing consumer direction
of eligible CHOICES HCBS (or the member’s representative) and the member’s consumer-
directed worker that specifies the roles and responsibilities of the member (or the member’s
representative) and the member’s worker.

Service Gap — A delay in initiating any long-term care service and/or a disruption of a scheduled,
ongoing CHOICES HCBS that was not initiated by a member, including late and missed visits.

Supports Broker — An individual assigned by the FEA to each CHOICES member participating in
consumer direction who assists the member/representative in performing the employer of record
functions, including, but not limited to: developing job descriptions; locating; recruiting;
interviewing; scheduling; monitoring; and evaluating workers. The supports broker collaborates
with, but does not duplicate, the functions of the member’s care coordinator. The supports broker
does not have authority or responsibility for consumer direction. The member or member’s
representative must retain authority and responsibility for consumer direction.

2. Section 1 shall be amended by adding the following definition:

CHOICES Home and Community-Based Services (HCBS) — Services that are available only to
eligible persons enrolled in CHOICES Group 2 or Group 3 as an alternative to long-term care
institutional services in a nursing facility or to delay or prevent placement in a nursing facility.
Only CHOICES HCBS are eligible for Consumer Direction. CHOICES HCBS do not include
home health or private duty nursing services or any other HCBS that are covered by Tennessee’s
Title XIX state plan or under the TennCare demonstration for all eligible enrollees, although such
services are subject to estate recovery and shall be counted for purposes of determining whether a
CHOICES member’s needs can be safely met in the community within his or her individual cost
neutrality cap.

3. Sections 2.4.5.1 and 2.4.5.2 shall be amended by adding the words “outbound 834” in front
of the words “enrollment file”.

4. Section 2.4.6.1 shall be amended by adding the words “outbound 834” in front of the words
“enrollment files”.

5. Section 2.4.6.2 shall be amended by adding the words “(inbound 834)” after the words
“eligibility file”.
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6.

The first sentence of the third paragraph in the Benefit Limit description for “Non-
Emergency  Medical Transportation (Including Non-Emergency Ambulance
Transportation)” of Section 2.6.1.3 shall be amended by deleting the phrase “, including
services”.

“The CONTRACTOR is not responsible for providing NEMT to HCBS provided through a 1915(¢c)
waiver program for persons with intellectual disabilities (i.e., mental retardation) and HCBS provided
through the CHOICES program.”

Sections 2.6.1.5 through 2.6.1.5.8.5 shall be deleted and replaced as follows:

2.6.1.5 Long-Term Care Benefits for CHOICES Members

2.6.1.5.1 In addition to physical health benefits (see Section 2.6.1.3) and behavioral health benefits
(see Section 2.6.1.4), the CONTRACTOR shall provide long-term care services (including
CHOICES HCBS and nursing facility care) as described in this Section 2.6.1.5 to members
who have been enrolled into CHOICES by TENNCARE, as shown in the outbound 834
enrollment file furnished by TENNCARE to the CONTRACTOR, effective upon the
CHOICES Implementation Date (see Section 1).

2.6.1.5.2  TennCare enrollees will be enrolled by TENNCARE into CHOICES if the following
conditions, at a minimum, are met;

2.6.1.5.2.1 TENNCARE or its designee determines the enrollee meets the categorical and financial
eligibility criteria for Group 1, 2 or 3;

2.6.1.5.2.2 For Groups 1 and 2, TENNCARE determines that the enrollee meets nursing facility
level of care including for Group 2, that the enrollee needs ongoing CHOICES HCBS in
order to live safely in the home or community setting and to delay or prevent nursing
facility placement;

2.6.1.5.23 For Group 2, the CONTRACTOR or, for new TennCare applicants, TENNCARE or its
designee, determines that the enrollee’s combined CHOICES HCBS, private duty nursing
and home health care can be safely provided at a cost less than the cost of nursing facility
care for the member;

2.6.1.52.4 For Group 3, TENNCARE determines that the enrollee meets the at-risk level of care;
and

2.6.1.5.2.5 For Groups 2 and 3, if there is an enrollment target, TENNCARE determines that the
enrollment target has not been met or, for Group 2, approves the CONTRACTOR’s
request to provide CHOICES HCBS as a cost effective alternative (see Section 2.6.5).
Enrollees transitioning from a nursing facility to the community will not be subject to the
enrollment target for Group 2 but must meet categorical and financial eligibility for
Group 2.

2.6.1.53  For persons determined to be eligible for enrollment in Group 2 as a result of Immediate
Eligibility (as defined in Section 1 of this Agreement), the CONTRACTOR shall provide a
limited package of CHOICES HCBS (personal care, attendant care, homemaker services,
home-delivered meals, PERS, adult day care, and/or any other services as specified in

6
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2.6.1.5.4

TennCare rules and regulations) as identified through a needs assessment and specified in the
plan of care. Upon notice that the State has determined that the member meets categorical and
financial eligibility for TennCare CHOICES, the CONTRACTOR shall authorize additional
services in accordance with Section 2.9.6.2.5. For members residing in a community-based
residential alternative at the time of CHOICES enrollment, authorization for community-
based residential alternative services shall be retroactive to the member’s effective date of

CHOICES enrollment.

The following long-term care services are available to CHOICES members, per Group, when

the services have been determined medically necessary by the CONTRACTOR.

Nursing facility care

Short-term only

Short-term only

calendar year)

(up to 90 days) | (up to 90 days)
Community-based residential X
alternatives
Personal.care visits (up-to-2-visits X X
per day)
Attendant care (up to 1080 hours X X
per calendar year)
Homemaker services (up to 3 X X
visits per week)
Home-delivered meals (up to 1 X X
meal per day)
Personal Emergency Response X X
Systems (PERS)
Adult day care (up to 2080 hours X X
per calendar year)
In-home respite care (up to 216 X X
hours per calendar year)
In-patient respite care (up to 9 X X
days per calendar year)
Assistive technology (up to $900 X X
per calendar year)
Minor home modifications (up to X X
$6,000 per project; $10,000 per
calendar year; and $20,000 per
lifetime)
Pest control (up to 9 units per X X
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2.6.1.5.5

2.6.1.5.5.1

2.6.1.552

In addition to the benefit limits described above, in no case shall the CONTRACTOR exceed
the member’s individual cost neutrality cap (as defined in Section 1 of this Agreement) for
CHOICES Group 2 or the expenditure cap for Group 3.

For CHOICES members in Group 2, the services that shall be compared against the
member’s individual cost neutrality cap include the total cost of CHOICES HCBS and
Medicaid reimbursed home health care and private duty nursing. The total cost of
CHOICES HCBS includes all covered CHOICES HCBS and other non-covered services
that the CONTRACTOR elects to offer as a cost effective alternative to nursing facility
care pursuant to Section 2.6.5.2 of this Agreement including, as applicable: CHOICES
HCBS in excess of specified CHOICES benefit limits, the one-time transition allowance
for Group 2 and NEMT for Groups 2 and 3.

For CHOICES members in Group 3, the total cost of CHOICES HCBS, excluding minor
home modifications, shall not exceed the expenditure cap (as defined in Section 1 of this
Agreement).

2.6.1.5.6

2.6.1.5.7

2.6.1.5.8

2.6.1.5.8.1

2.6.1.5.8.2

CHOICES members may, pursuant to Section 2.9.7, choose to participate in consumer
direction of eligible CHOICES HCBS and, at a minimum, hire, fire and supervise workers of
eligible CHOICES HCBS.

The CONTRACTOR shall, on an ongoing basis, monitor CHOICES members’ receipt and
utilization of long-term care services and identify CHOICES members who are not receiving
long-term care services. Pursuant to Section 2.30.10.5, the CONTRACTOR shall, on a
monthly basis, notify TENNCARE regarding members that have not received long-term care
services for a thirty (30) day period of time. The CONTRACTOR shall be responsible for
immediately initiating disenrollment of any member who is not receiving TennCare-
reimbursed long-term care services and is not expected to resume receiving long-term care
services within the next thirty (30) days, except under extenuating circumstances which must
be reported to TennCare on the CHOICES Utilization Report. Acceptable circumstances may
include, but are not limited to, a member’s temporary hospitalization or temporary receipt of
Medicare-reimbursed skilled nursing facility care. Such notification and/or disenrollment
shall be based not only on receipt and/or payment of claims for long-term care services, but
also upon review and investigation by the CONTRACTOR as needed to determine whether
the member has received long-term care services, regardless of whether claims for such
services have been submitted or paid.

The CONTRACTOR may submit to TENNCARE a request to no longer provide long-term
care services to a member due to concerns regarding the ability to safely and effectively care
for the member in the community and/or to ensure the member’s health, safety and welfare.
Acceptable reasons for this request include but are not limited to the following:

A member in Group 2 for whom the CONTRACTOR has determined that it cannot safely
and effectively meet the member’s needs at a cost that is less than the member’ cost
neutrality cap, and the member declines to transition to a nursing facility;

A member in Group 2 or 3 who repeatedly refuses to allow a care coordinator entrance
into his/her place of residence (Section 2.9.6);
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2.6.1.5.8.3

2.6.1.5.84

2.6.1.5.8.5

2.6.1.5.8.6

A member in Group 2 or 3 who refuses to receive critical HCBS as identified through a
needs assessment and documented in the member’s plan of care; and

A member in Group 1 who fails to pay his/her patient liability and the CONTRACTOR is
unable to find a nursing facility willing to provide services to the member (Section
2.6.7.2).

A member in Group 2 or 3 who refuses to pay his/her patient liability and for whom the
CONTRACTOR s either: 1) in the case of persons receiving CBRA services, unable to
identify another provider willing to provide services to the member; or 2) in the case of
persons receiving non-residential HCBS or companion care, the CONTRACTOR is
unwilling to continue to serve the member, and the Bureau of TennCare has determined
that no other MCO is willing to serve the member.

The CONTRACTOR’s request to no longer provide long-term care services to a member
shall include documentation as specified by TENNCARE. The State shall make any and
all determinations regarding whether the CONTRACTOR may discontinue providing
long-term care services to a member, disenrollment from CHOICES, and, as applicable,

2.6.1.5.9

2.6.1.59.1

2.6.1.59.2

2.6.1.593

termination from TennCare.

The CONTRACTOR may submit to TENNCARE a request to disenroll from CHOICES a
member who is not receiving any Medicaid-reimbursed LTC services based on the
CONTRACTOR’s inability to reach the member only when the CONTRACTOR has
exhausted all reasonable efforts to contact the member, and has documented such efforts in
writing, which must be submitted with the disenrollment request. Efforts to contact the
member shall include, at a minimum:

Multiple attempts to contact the member, his/her representative or designee (as
applicable) by phone. Such attempts must occur over a period of at least two (2) weeks
and at different times of the day and evening, including after business hours. The
CONTRACTOR shall attempt to contact the member at the phone number provided in
the outbound 834 enrollment file, any additional phone numbers the CONTRACTOR has
on file, including referral records and case management notes; and phone numbers that
may be provided in TENNCARE’s TPAES system. The CONTRACTOR shall also
contact the member’s Primary Care Provider and any contracted LTC providers that have
delivered services to the member during the previous six (6) months in order to obtain
contact information that can be used to reach the member;

At least one (1) visit to the member’s most recently reported place of residence except in
circumstances where significant safety concerns prevent the CONTRACTOR from
completing the visit, which shall be documented in writing; and

An attempt to contact the member by mail at the member’s most recently reported place
of residence at least two (2) weeks prior to the request to disenroll.

Sections 2.6.5.2.1 through 2.6.5.2.3 shall be amended by inserting the word “CHOICES”
before the word “HCBS”.
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9.

10.

Section 2.6.5.3 shall be deleted and replaced as follows:

2,653

If the CONTRACTOR chooses to provide cost effective alternative services to a CHOICES
member, in no case shall the cost of CHOICES HCBS, private duty nursing and home health
care for Group 2 exceed a member’s cost neutrality cap nor the total cost of CHOICES
HCBS, excluding minor home modifications, for members in Group 3 exceed the expenditure
cap. The total cost of CHOICES HCBS includes all covered CHOICES HCBS and other
non-covered services that the CONTRACTOR elects to offer as a cost effective alternative to
nursing facility care pursuant to Section 2.6.5.2 of this Agreement including, as applicable:
CHOICES HCBS in excess of specified benefit limits, the one-time transition allowance for
Group 2 and NEMT for Groups 2 and 3.

Sections 2.6.7.2 through 2.6.7.2.5 shall be deleted and replaced as follows:

2.6.7.2

2.6.7.2.1

Patient Liability

TENNCARE will notify the CONTRACTOR of any applicable patient liability amounts for
CHOICES members via the outbound 834 -enrollment file:

2.6.72.1.1

2.6.72.2

2.6.7.2.2.1

2.6.7.2.2.2

2.6.7.2.2.3

When TENNCARE notifies the CONTRACTOR of patient liability amounts for
CHOICES members via the outbound 834 enrollment file with an effective date any time
other than the first day of the month, the CONTRACTOR shall determine and apply the
pro-rated portion of patient liability for that month.

The CONTRACTOR shall delegate collection of patient liability for CHOICES Group 1
members to the nursing facility and shall pay the facility net of the applicable patient liability
amount.

In accordance with the involuntary discharge process, including notice and appeal (see
Section 2.12.11.3), a nursing facility may refuse to continue providing services to a
member who fails to pay his or her patient liability and for whom the nursing facility can
demonstrate to the CONTRACTOR that it has made a good faith effort to collect
payment.

If the CONTRACTOR is notified that a nursing facility is considering discharging a
member (see Section 2.12.11.3), the CONTRACTOR shall work to find an alternate
nursing facility willing to serve the member and document its efforts in the member’s
files.

If the CONTRACTOR is unable to find an alternate nursing facility willing to serve the
member and the member otherwise qualifies to enroll in CHOICES Group 2, the
CONTRACTOR shall determine if it can safely and effectively serve the member in the
community and within the cost neutrality cap. If it can, and the CONTRACTOR is
willing to continue serving a member who has failed to pay his or her patient liability or
if TENNCARE determines that the member would not have patient liability in the
community setting, the member shall be offered a choice of CHOICES HCBS. If the
member chooses CHOICES HCBS, the CONTRACTOR shall forward all relevant
information to TENNCARE for a decision regarding transition to Group 2 (Section
2.9.6.3).

10
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267224

2.6.7.2.3

2.6.7.2.3.1

2.6.7.23.2

If the CONTRACTOR is unable to find an alternate nursing facility willing to serve the
member and the CONTRACTOR determines that it cannot safely and effectively serve
the member in the community and within the cost neutrality cap, the member declines to
enroll in Group 2, or TENNCARE determines that the member would continue to have
patient liability in the community setting and the CONTRACTOR is unwilling to
continue serving the member who has failed to pay his or her patient liability, or
TENNCARE denies enrollment in Group 2, the CONTRACTOR may, pursuant to
Section 2.6.1.5.8, request to no longer provide long-term care services to the member.

For CHOICES Group 2 and 3 members, patient liability shall be collected as follows:

The CONTRACTOR shall delegate collection of patient liability for CHOICES Group 2
members who reside in a CBRA facility to the CBRA facility and shall pay the facility
net of the applicable patient liability amount.

The CONTRACTOR shall collect patient liability from CHOICES Group 2 and Group 3
members (as applicable) who receive CHOICES HCBS in his’her own home and from
Group 2 members who receive Companion Care.

11.

2.6.7.23.2.1

2.6.7.23.2.2

2.6.7.2.3.2.3

2.6.7.2.33

267234

The CONTRACTOR shall use calculated patient liability amounts to offset the cost of
CHOICES Group 2 benefits (or CEA services provided as an alternative to covered
CHOICES Group 2 benefits) reimbursed by the CONTRACTOR for that month.

The CONTRACTOR shall not collect patient liability that exceeds the cost of CHOICES
Group 2 benefits (or CEA services provided as an alternative to CHOICES Group 2
benefits) reimbursed by the CONTRACTOR for that month.

The CONTRACTOR shall, upon notification in the outbound 834 enrollment file of
retroactive adjustments in patient liability amounts based on Item D deductions, without
requiring any action on the part of the member or provider, adjust the Group 2 or Group 3
member’s patient liability for the following month(s) until reimbursement of any
overpayment is accomplished, or shall refund any overpayments within thirty (30) days
of a request from the member or when the member will not continue to have patient
liability obligations going forward.

If a Group 2 member fails to pay required patient liability, pursuant to Section
2.6.1.5.8.5, the CONTRACTOR may request to no longer provide long-term care
services to the member,

The CONTRACTOR shall not waive or otherwise fail to establish and maintain processes
for collection of patient liability in accordance with this Agreement.

Section 2.7.2.1.2 shall be deleted and replaced as follows:

2.7.2.1.2

The CONTRACTOR shall provide behavioral health services in accordance with this
Agreement, TennCare Rules and Regulations and TennCare policies, including Section
2.6 and Attachment I of this Agreement, and TennCare Medical Necessity Rule 1200-13-
16.

11




Amendment Number 8 (cont.)

12.

273

13.

14.

15.

16.

Section 2.7.3 shall be deleted and replaced as follows:

Self-Direction of Health Care Tasks

The CONTRACTOR shall, in accordance with TennCare rules and regulations, permit CHOICES
members the option to direct and supervise a consumer-directed worker who is providing eligible
CHOICES HCBS in the performance of health care tasks.

Section 2.8.1.2 shall be amended by adding the phrase “and updated as described in
current NCQA Standards” as follows:

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

Section 2.8.1.6 shall be deleted and replaced as follows:

2.8.1.6 As part of its DM program descriptions, the CONTRACTOR shall also describe how the
organization integrates member information and coordinates with and has timely access to
MCO case management activities and other supporting entities, including but not limited to,
Utilization Management (UM), CHOICES, Health Information Lines and Wellness programs,
to assure programs are linked and enrollees receive appropriate and timely care.

Section 2.8.7.2 shall be amended by deleting the word “passive”.

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

Sections 2.9.2.1.4 through 2.9.2.1.4.6.5 shall be deleted and replaced as follows:

29.2.1.4 For covered long-term care services for CHOICES members who are transferring from
another MCO, the CONTRACTOR shall be responsible for continuing to provide covered
long-term care services, including both CHOICES HCBS authorized by the transferring
MCO and nursing facility services, without regard to whether such services are being
provided by contract or non-contract providers.

2.9.2.1.4.1 For a member in CHOICES Group 2 or 3, the CONTRACTOR shall continue CHOICES
HCBS authorized by the transferring MCO for a minimum of thirty (30) days after the
member’s enrollment and thereafter shall not reduce these services unless a care
coordinator has conducted a comprehensive needs assessment and developed a plan of
care, and the CONTRACTOR has authorized and initiated CHOICES HCBS in
accordance with the member’s new plan of care. If a member in CHOICES Group 2 or 3
is receiving short-term nursing facility care, the CONTRACTOR shall continue to
provide nursing facility services to the member in accordance with the level of nursing
facility services (Level I or Level IT) and/or reimbursement approved by TENNCARE
(see Section 2.14.1.12). For a member in Group 1, the CONTRACTOR shall provide
nursing facility services to the member in accordance with the level of nursing facility

12
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292142

services (Level I or Level II) and/or reimbursement approved by TENNCARE (see
Section 2.14.1.12); however, the member may be transitioned to the community in
accordance with Section 2.9.6.8 of this Agreement.

For a member in CHOICES Group 2 or 3, within thirty (30) days of notice of the
member’s enrollment with the CONTRACTOR, a care coordinator shall conduct a face-
to-face visit (see Section 2.9.6.2.5), including a comprehensive needs assessment (see
Section 2.9.6.5), and develop a plan of care (see Section 2.9.6.6), and the
CONTRACTOR shall authorize and initiate CHOICES HCBS in accordance with the
new plan of care (see Section 2.9.6.2.5). If a member in Group 2 or 3 is receiving short-
term nursing facility care on the date of enrollment with the CONTRACTOR, a care
coordinator shall complete a face-to-face visit prior to the expiration date of the level of
nursing facility services approved by TENNCARE, but no later than thirty (30) days after
enrollment to determine appropriate needs assessment and care planning activities (see
Section 2.9.6.2.5 for members who will be discharged from the nursing facility and
remain in Group 2 or 3 and Section 2.9.6.2.4 for members who will remain in the nursing
facility and be enrolled in Group 1). If the expiration date for the level of nursing facility
services approved by TENNCARE occurs prior to thirty (30) days after enrollment, and

29.2.143

292144

29.2.1.45

2.92.14.6

29.2.1.4.6.1

the CONTRACTOR is unable to conduct the face-to-face visit prior to the expiration
date, the CONTRACTOR shall be responsible for facilitating discharge to the community
or enrollment in Group 1, whichever is appropriate prior to the member’s exhaustion of
the 90-day short-term NF benefit.

If at any time before conducting a comprehensive needs assessment for a member in
CHOICES Group 2 or 3 the CONTRACTOR becomes aware of an increase in the
member’s needs, a care coordinator shall immediately conduct a comprehensive needs
assessment and update the member’s plan of care, and the CONTRACTOR shall initiate
the change in services within ten (10) days of becoming aware of the increase in the
member’s needs.

For a member in CHOICES Group 1, a care coordinator shall conduct a face-to-face in-
facility visit within thirty (30) days of the member’s enrollment with the CONTRACTOR
and conduct a needs assessment as determined necessary by the CONTRACTOR (see
Section 2.9.6.5).

The CONTRACTOR shall facilitate a seamless transition to new services and/or
providers, as applicable, in the plan of care developed by the CONTRACTOR without
any disruption in services.

The CONTRACTOR shall not:

Transition nursing facility residents or residents of community-based residential
alternatives to another facility unless (1) the member or his/her representative specifically
requests to transition, which shall be documented in the member’s file, (2) the member or
his/her representative provides written consent to transition based on quality or other
concerns raised by the CONTRACTOR, which shall not include the nursing facility’s
rate of reimbursement; or (3) the facility where the member is residing is not a contract
provider; if the community-based residential facility where the member is currently
residing is not a contract provider, the CONTRACTOR shall provide continuation of
services in such facility for at least thirty (30) days, which shall be extended as necessary
to ensure continuity of care pending the facility’s contracting with the CONTRACTOR
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17.

18.

292.14.6.2

2.92.14.63

or the member’s transition to a contract facility; if the member is transitioned to a
contract facility, the CONTRACTOR shall facilitate a seamless transition to the new
facility; if the nursing facility where the member is currently residing is a non-contract
provider, the CONTRACTOR shall (a) authorize continuation of the services pending
enrollment of the facility as a contract provider (except a facility excluded for a 2-year
period when the facility has withdrawn from Medicaid participation); (b) authorize
continuation of the services pending facilitation of the member's transition to a contract
facility, subject to the member’s agreement with such transition; or (c) may continue to
reimburse services from the non-contract nursing facility in accordance with TennCare
rules and regulations;

Transition Group 1 members to CHOICES HCBS unless the member chooses to receive
CHOICES HCBS as an alternative to nursing facility care and is enrolled in CHOICES
Group 2 (see Section 2.9.6.8 for requirements regarding nursing facility to community
transition);

Admit a member in CHOICES Group 2 to a nursing facility unless (1) the member
requires a short-term nursing facility care stay; (2) the member chooses to transition to a

29.2.14.6.4

29.2.14.6.5

nursing facility and enroll in Group 1; or (3) the CONTRACTOR determines that it
cannot safely and effectively meet the needs of the member and within the member’s cost
neutrality cap, and the member agrees to transition to a nursing facility and enroll in
Group 1;

Admit a member enrolled in CHOICES Group 3 to a nursing facility unless: (1) the
member meets nursing facility level of care and is expected to require nursing facility
services for ninety (90) days or less; or (2) the member meets nursing facility level of
care, is expected to require nursing facility services for more than ninety (90) days and
chooses to transition to a nursing facility and enroll in Group 1; or

Transition members in Group 2 or 3 to another HCBS provider for continuing services
unless the current HCBS provider is not a contract provider; if the current HCBS provider
is not a contract provider, the CONTRACTOR shall provide continuation of HCBS from
that provider for at least thirty (30) days, which shall be extended as necessary to ensure
continuity of care pending the provider’s contracting with the CONTRACTOR or the
member’s transition to a contract provider; if the member is transitioned to a contract
provider, the CONTRACTOR shall facilitate a seamless transition to the new provider.

Sections 2.9.2.1.5 through 2.9.2.1.5.6.4 shall be deleted in their entirety including any
references thereto.

Section 2.9.2.5 shall be deleted and replaced as follows:

2925 If the CONTRACTOR becomes aware that a CHOICES member will be transferring to
another MCO, the CONTRACTOR (including, but not limited to the member’s care
coordinator or care coordination team) shall, in accordance with protocols established by
TENNCARE, work with the other MCO in facilitating a seamless transition for that member.

14
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Section 2.9.3.3, 2.9.3.4 and 2.9.3.6 shall be deleted and replaced as follows:

19.
2933
2934
2.9.3.6

20.

For members in Group 2 the CONTRACTOR shall continue HCBS in the member’s
approved HCBS E/D waiver plan of care except case management for a minimum of thirty
(30) days after the member’s enrollment and thereafter shall not reduce HCBS unless the
member’s care coordinator has conducted a comprehensive needs assessment and developed
a plan of care and the CONTRACTOR has authorized and initiated HCBS in accordance with
the member’s new plan of care. If a member in CHOICES Group 2 is receiving short-term
nursing facility care, the CONTRACTOR shall continue to provide nursing facility services
to the member in accordance with the level of nursing facility services (Level I or Level II)
and/or reimbursement approved by TENNCARE (see Section 2.14.1.12).

For a member in CHOICES Group 2, within ninety (90) days of CHOICES implementation,
the member’s care coordinator shall conduct a face-to-face visit (see Section 2.9.6.2.5),
including a comprehensive needs assessment (see Section 2.9.6.5), and develop a plan of care
(see Section 2.9.6.6), and the CONTRACTOR shall authorize and initiate CHOICES HCBS
in accordance with the new plan of care. If a member in Group 2 is receiving short-term
nursing.facility care on the date of enrollment with-the CONTRACTOR the member’s care
coordinator shall complete a face-to-face visit prior to the expiration date of the level of
nursing services approved by TENNCARE, but no more than ninety (90) days after
CHOICES implementation, to determine appropriate needs assessment and care planning
activities (see Section 2.9.6.2.5 for members who will be discharged from the nursing facility
and remain in Group 2 or 3 and Section 2.9.6.2.4 for members who will remain in the nursing
facility and be enrolled in Group 1). If the expiration date for the level of nursing facility
services approved by TENNCARE occurs prior to ninety (90) days after CHOICES
implementation, and the CONTRACTOR is unable to conduct the face-to-face visit prior to
the expiration date, the CONTRACTOR shall be responsible for facilitating discharge to the
community or enrollment in Group 1, whichever is appropriate.

The CONTRACTOR shall provide nursing facility services to a member in Group 1 in
accordance with the level of nursing facility services (Level I or Level II) and/or
reimbursement approved by TENNCARE (see Section 2.14.1.12); however, the member may
be transitioned to the community in accordance with Section 2.9.6.8 of this Agreement.

Section 2.9.3.9.2 and 2.9.3.9.4 shall be deleted and replaced as follows:

2.9.3.9.2

29394

Transition Group 1 members to CHOICES HCBS unless the member chooses to receive
CHOICES HCBS as an alternative to nursing facility care and is enrolled in CHOICES
Group 2 (see Section 2.9.6.8 for requirements regarding nursing facility to community
transition);

Transition members in Group 2 or 3 to another HCBS provider for continuing services unless
the current HCBS provider is not a contract provider; if the current HCBS provider is not a
contract provider, the CONTRACTOR shall provide continuation of CHOICES HCBS from
that provider for at least thirty (30) days, which shall be extended as necessary to ensure
continuity of care pending the provider’s contracting with the CONTRACTOR or the
member’s transition to a contract provider; if the member is transitioned to a contract
provider, the CONTRACTOR shall facilitate a seamless transition to the new provider.
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21.

22.

Section 2.9.6.1 shall be amended by adding a new Section 2.9.6.1.6 and renumbering the
remaining Sections accordingly, including any references thereto.

29.6.1.6 The CONTRACTOR shall compute Care Coordination CHOICES-related timelines as
follows;

2.9.6.1.6.1 The day of the initiating event (e.g., receipt of a referral or receipt of the outbound 834
enrollment file is not to be included in the computation;

2.96.1.6.2 The Calendar Day immediately following the initiating event is day one (1) of timelines
utilizing calendar days. Each subsequent calendar day is included in the computation;
and

2.9.6.1.6.3 The Business Day (see Section 1) immediately following the initiating event is day one
(1) of timelines utilizing business days. Each subsequent business day is included in the
computation.

Sections 2.9.6.2.3 through 2.9.6.2.3.8 shall be deleted and replaced as follows:

2.9.6.2.3  Functions of the Single Point of Entry (SPOE)

2.9.6.2.3.1 For persons wishing to apply for CHOICES, TENNCARE or its designee may employ a
screening process, using the tools and protocols specified by TENNCARE, to assist with
intake for persons new to both TennCare and CHOICES. Such screening process shall
assess: (1) whether the applicant appears to meet categorical and financial eligibility
criteria for CHOICES; (2) whether the applicant appears to meet nursing facility level of
care; and (3) for applicants seeking access to CHOICES HCBS through enrollment in
CHOICES Group 2, whether it appears that the applicant’s needs can be safely and
effectively met in the community and at a cost that does not exceed nursing facility care.

296232 For persons identified by TENNCARE or its designee as meeting the screening criteria,
or for whom TENNCARE or its designee opts not to use a screening process,
TENNCARE or its designee will conduct a face-to-face intake visit with the applicant. As
part of this intake visit TENNCARE or its designee will, using the tools and protocols
specified by TENNCARE, conduct a level of care and needs assessment; assess the
member’s existing natural support system, including but not limited to informal supports
provided by family and other caregivers, services that may be available at no cost to the
member through other entities, and services that are reimbursable through other public or
private funding sources, such as Medicare or long-term care insurance; and identify the
long-term care services and home health and/or private duty nursing services that may be
needed by the applicant upon enrollment into CHOICES that would build upon and not
supplant a member’s existing natural support system.

296233 TENNCARE or its designee shall conduct the intake visit, including the level of care and
needs assessment, in the applicant’s place of residence, except under extenuating
circumstances (such as the member’s hospitalization), which shall be documented in
writing.

2.9.6.2.3.4 As part of the intake visit, TENNCARE or its designee shall: (1) provide general
CHOICES education and information, as specified by TENNCARE, and assist in
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answering any questions the applicant may have; (2) provide information about estate
recovery; (3) provide choice counseling and facilitate the selection of an MCO by the
applicant or his/her representative; (4) provide information regarding freedom of choice
of nursing facility versus CHOICES HCBS, both verbally and in writing, and obtain a
Freedom of Choice form signed and dated by the applicant or his/her representative; (5)
provide detailed information and obtain signed acknowledgement of understanding
regarding a CHOICES member’s responsibility with respect to payment of patient
liability amounts, including, as applicable, the potential consequences for non-payment of
patient liability which may include loss of the member’s current nursing facility or
CBRA provider or MCO, disenrollment from CHOICES, and to the extent the member’s
eligibility is dependent on receipt of long-term care services, possible loss of eligibility
for TennCare; and (6) for applicants who want to receive NF services, provide
information regarding the completion of all PASRR requirements prior to nursing facility
admission and conduct the level I PASRR screening; (7) for applicants who are seeking
CHOICES HCBS: (a) conduct a risk assessment using a tool and protocol specified by
TENNCARE and develop, as applicable, a risk agreement that shall be signed by the
applicant or his/her representative and which shall include identified risks to the
applicant, the consequences of such risks, strategies to mitigate the identified risks, and

2.9.6.2.3.5

29.6.23.6

2.9.6.2.3.7

the applicant’s decision regarding his/her acceptance of risk; (b) make a determination
regarding whether the applicant’s needs can be safely and effectively met in the
community and at a cost that does not exceed nursing facility care, including explanation
to the applicant regarding the individual cost neutrality cap, including that a change in a
member’s needs or circumstances that would result in the cost neutrality cap being
exceeded or that would result in the MCO’s inability to safely and effectively meet a
member’s needs in the community and within the cost neutrality cap may result in the
member’s disenrollment from CHOICES Group 2, in which case, the care coordinator
will assist with transition to a more appropriate care delivery setting; and (c) provide
information regarding consumer direction and obtain signed documentation of the
applicant’s interest in participating in consumer direction; and (8) provide information
regarding next steps in the process including the need for approval by TENNCARE to
enroll in CHOICES and the functions of the CONTRACTOR, including that the
CONTRACTOR will develop and approve a plan of care.

The listing of CHOICES HCBS and home health and/or private duty nursing services the
member may need shall be used by TENNCARE or its designee to determine whether
services can be provided within the member’s cost neutrality cap and may be further
refined based on the CONTRACTOR’s comprehensive needs assessment and plan of
care development processes.

The State will be responsible for determining TennCare categorical and financial
eligibility and level of care and enrolling eligible TennCare members into CHOICES.

TENNCARE will notify the CONTRACTOR via the outbound 834 enrollment file when
a person has been enrolled in CHOICES, the member’s CHOICES Group, and any
applicable patient liability amounts (See Section 2.6.7). For members in CHOICES
Group 2, TENNCARE will notify the CONTRACTOR of the member’s cost neutrality
cap (see definition in Section 1 and Section 2.6.1.5.2.3), which shall be the average cost
of Level 1 nursing facility care unless a higher cost neutrality cap is established by
TENNCARE based on information submitted by the AAAD or MCO (as applicable) in
the level of care.
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2.9.6.2.3.8

TENNCARE or its designee will make available to the CONTRACTOR the
documentation from the intake visit, including but not limited to the member’s level of
care and needs assessment, the assessment of the member’s existing natural support
system, the member’s risk assessment and signed risk agreement (for members in
CHOICES Group 2), and the services identified by TENNCARE or its designee that the
member may need upon CHOICES enrollment.

23.  Sections 2.9.6.2.4 through 2.9.6.2.4.8 shall be deleted and replaced as follows:

29.6.24

29.6.24.1

2.9.6.2.4.2

296243

2.9.6.2.4.4

Functions of the CONTRACTOR for Members in CHOICES Group 1

For members enrolled in CHOICES Group 1, who are, upon CHOICES enrollment,
receiving nursing facility services, the CONTRACTOR shall reimburse such services in
accordance with the level of nursing facility services (Level I or Level II) and/or
reimbursement approved by TENNCARE (see Section 2.14.1.12), except that the
CONTRACTOR may reimburse a lesser level of service when such lesser level of service
is billed by the facility. Reimbursement for such services shall be from the current
provider.as of the effective date of CHOICES enrollment. The CONTRACTOR shall.not
move members enrolled in CHOICES Group 1 who are, upon CHOICES enrollment,
receiving nursing facility services, to another facility unless: (1) the member or his/her
representative specifically requests to move, which shall be documented in the member’s
file; (2) the member or his/her representative provides written consent to move based on
quality or other concerns raised by the CONTRACTOR, which shall not include the
nursing facility’s rate of reimbursement; or (3) the facility where the member is residing
is not a contract provider. If the nursing facility is a non-contract provider, the
CONTRACTOR shall (a) provide continuation of the services pending enrollment of the
facility as a contract provider (except a facility excluded for a 2-year period when the
facility has withdrawn from Medicaid participation); (b) provide continuation of the
services pending facilitation of the member's transition to a contract facility, subject to
the member’s agreement with such transition; or (¢) may continue to reimburse services
from the non-contract nursing facility in accordance with TennCare rules and regulations.

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).

The CONTRACTOR shall not transition members in Group 1 to CHOICES HCBS unless
the member chooses to receive CHOICES HCBS as an alternative to nursing facility and
is enrolled in Group 2.

For purposes of the CHOICES program, the CONTRACTOR may decide whether it will
issue service authorizations for nursing facility services, or whether it will instead process
claims for such services in accordance with the level of care and/or reimbursement
(including the duration of such level of care and/or reimbursement) approved by
TENNCARE (see Section 2.14.1.12), except that the CONTRACTOR may reimburse a
lesser level of service when such lesser level of service is billed by the facility. .
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24,

25.

2.9.6.2.4.5 For CHOICES members approved by TENNCARE for Level II (or skilled) nursing
facility services, the CONTRACTOR shall be responsible for monitoring the member’s
continued need for Medicaid reimbursed skilled and/or rehabilitation services, promptly
notifying TENNCARE when Level II nursing facility services are no longer medically
necessary, and for the submission of information needed by TENNCARE to reevaluate
the member’s level of care for nursing facility services (see also Section 2.14.1.12.2).

Sections 2.9.6.2.5.2 and 2.9.6.2.5.3 shall be amended by adding the word “CHOICES?” in
front of the word “HCBS”.

Sections 2.9.6.2.5.8 through 2.9.6.2.5.13 shall be deleted and replaced as follows:

296.2.5.8 As part of the face-to-face visit for members in CHOICES Group 2, the care coordinator
shall review, and revise as necessary, the member’s risk assessment and risk agreement
and have the member or his/her representative sign and date any revised risk agreement.

2.9.6.2.5.9 As part of the face-to-face visit, for members determined to need eligible CHOICES
HCBS, the care coordinator shall verify the member's interest in participating in
consumer direction and obtain written confirmation of the member's decision. The care
coordinator shall also provide member education regarding choice of contract providers
for CHOICES HCBS, subject to the provider’s availability and willingness to timely
deliver services, and obtain signed confirmation of the member’s choice of contract
providers.

2.9.6.2.5.10  For purposes of CHOICES HCBS, service authorizations shall include the amount,
frequency, and duration of each service to be provided and the schedule at which such
care is needed, as applicable; the requested start date; and other relevant information as
prescribed by TENNCARE. The CONTRACTOR shall be responsible for confirming the
provider’s capacity and commitment to initiate services as authorized on or before the
requested start date, and if the provider is unable to initiate services as authorized on or
before the requested start date, for arranging an alternative provider who is able to initiate
services as authorized on or before the requested start date.

2.9.6.2.5.11 The member’s care coordinator/care coordination team shall provide at least verbal
notification to the member prior to initiation of CHOICES HCBS identified in the plan of
care regarding any change in providers selected by the member for each CHOICES
HCBS, including the reason such change has been made.

2.9.6.25.12  If the CONTRACTOR is unable to initiate any CHOICES HCBS in accordance with the
timeframes specified herein, the CONTRACTOR shall issue written notice to the
member, documenting the service(s) that will be delayed, the reasons for the delay, and
the date the service(s) will start, and shall make good faith efforts to ensure that services
are provided as soon as practical.

29.6.2.5.13 TENNCARE may establish, pursuant to policies and protocols for management of

waiting lists, alternative timeframes for completion of specified intake functions and
activities when there is a waiting list,
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26.  Section 2.9.6.3.1.5 through 2.9.6.3.1.5.5 shall be deleted and replaced as follows:

29.6.3.1.5

2.9.6.3.1.5.1

Periodic review (at least quarterly) of:

Claims or encounter data;

2.9.6.3.1.5.2  Hospital admission or discharge data;

2.9.6.3.1.5.3  Pharmacy data; and

2.9.6.3.1.5.4  Data collected through the DM and/or UM processes.

29.63.1.5.5 The CONTRACTOR may define in its policies and procedures other steps that will be

taken to better assess if the members identified through means other than referral or
notice of hospital admission will likely qualify for CHOICES, and may target its
screening and intake efforts to a more targeted list of persons that are most likely to need
and to qualify for CHOICES services.

29.63.1.5.6  TENNCARE may establish, pursuant to policies and protocols for management of

waiting lists, alternative timeframes for completion this task when there is a waiting list.

27.  Section 2.9.6.3.2 shall be deleted and replaced as follows:

2.9.6.3.2

As part of its identification process for members who may be eligible for CHOICES, the
CONTRACTOR may initiate a telephone screening process, using the tool and protocols
specified by TENNCARE. Such screening process shall: (1) verify the member’s current
eligibility category based on information provided by TENNCARE in the outbound 834
enrollment file; for persons seeking access to CHOICES HCBS through enrollment in
CHOICES Groups 2 or 3, identify whether the member meets categorical eligibility
requirements for enrollment in such group based on his/her current eligibility category, and if
not, for persons seeking to enroll in CHOICES Group 2, whether the member appears to meet
categorical and financial eligibility criteria for the Institutional (i.e., CHOICES 217-Like
HCBS) category; (2) determine whether the member appears to meet level of care eligibility
for CHOICES; and (3) for members seeking access to CHOICES HCBS through enrollment
in CHOICES Group 2, determine whether it appears that the member’s needs can be safely
and effectively met in the community and at a cost that does not exceed nursing facility care.
Such telephone screening shall be conducted at the time of the initial call by the
CONTRACTOR unless the member requests that the screening be conducted at another time,
which shall be documented in writing in the CHOICES intake record.

28.  Section 2.9.6.3.3.1 shall be deleted and replaced as follows:

2.9.6.3.3.1

Documentation of at least three (3) attempts occurring over a period of no less than three
(3) days to contact the member by phone (which shall include at least one (1) attempt to
contact the member at the number most recently reported by the member and at least one
(1) attempt to contact the member at the number provided in the referral, if different, and
which shall occur at different times of the day and evening, including after business
hours), followed by a letter sent to the member’s most recently reported address that
provides information about CHOICES and how to obtain a screening for CHOICES, shall
constitute sufficient effort by the CONTRACTOR to assist a member who has been
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29.

30.

31.

referred for CHOICES, regardless of referral source. TENNCARE will review the
CONTRACTOR’s referral data, including the number of referred members the
CONTRACTOR is unable to reach, and may institute additional requirements as
necessary to ensure reasonable efforts to reach the member and complete the referral and
intake process.

Section 2.9.6.3.7 shall be deleted and replaced as follows:

29.63.7

If the member does not meet the telephone screening criteria, the CONTRACTOR shall
notify the member verbally and in writing in the format prescribed by TENNCARE: (1) that
he/she does not appear to meet the criteria for enrollment in CHOICES; (2) that he/she has
the right to continue with the CHOICES intake process and, if determined not eligible, to
receive notice of such denial, including the member’s due process right to appeal; and (3)
how, if the member wishes to proceed with the CHOICES intake process, the member can
submit a written request to proceed with the CHOICES intake process to the
CONTRACTOR. In the event that a member does submit such written request, the
CONTRACTOR shall process the request as a new referral and shall conduct a face-to-face
intake visit,.including level of care assessment and needs assessment, within ten (10).business
days of receipt of the member’s written request, unless a later date is requested by the
member, which shall be documented in writing in the CHOICES intake record.

Section 2.9.6.3.8.2 shall be amended by adding the word “CHOICES” in front of the word

“HCBS”.

Sections 2.9.6.3.9 through 2.9.6.3.18 shall be deleted and replaced as follows:

2.9.63.9

As part of the face-to-face intake visit, the care coordinator shall: (1) provide general
CHOICES education and information, as specified by TENNCARE, to the member and assist
in answering questions the member may have; (2) provide information about estate recovery;
(3) provide assistance, as necessary, in facilitating gathering of categorical/financial
documentation needed by DHS; (4) provide information regarding freedom of choice of
nursing facility versus CHOICES HCBS, both verbally and in writing, and obtain a Freedom
of Choice form signed and dated by the member or his/her representative; (5) provide
detailed information and signed acknowledgement of understanding regarding a CHOICES
member’s responsibility with respect to payment of patient liability amounts, including, as
applicable, the potential consequences for non-payment of patient liability which may include
loss of the member’s current nursing facility or CBRA provider or MCO, disenrollment from
CHOICES, and to the extent the member’s eligibility is dependent on receipt of long-term
care services, possible loss of eligibility for TennCare; and (6) for members who want to
receive nursing facility services, provide information regarding the completion of all PASRR
requirements prior to nursing facility admission and conduct the level I PASRR screening; (7)
for members who are seeking CHOICES HCBS, the care coordinator, shall: (a) conduct a risk
assessment using a tool and protocol specified by TENNCARE and shall develop, as
applicable, a risk agreement that shall be signed and dated by the member or his/her
representative and which shall include identified risks to the member, the consequences of
such risks, strategies to mitigate the identified risks, and the member’s decision regarding
his/her acceptance of risk; (b) make a determination regarding whether the person’s needs can
be safely and effectively met in the community and at a cost that does not exceed nursing
facility care, and provide explanation to the member regarding the individual cost neutrality
cap, including that a change in needs or circumstances that would result in the cost neutrality
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2.9.6.3.10

2.9.6.3.10.1

cap being exceeded or that would result in the CONTRACTOR’s inability to safely and
effectively meet the member’s needs in the community and within the cost neutrality cap may
result in the member’s disenrollment from CHOICES Group 2, in which case, the member’s
care coordinator will assist with transition to a more appropriate care delivery setting; and (c)
provide information regarding consumer direction and obtain written confirmation of the
member’s decision regarding participation in consumer direction; and (8) for all members,
provide information regarding choice of contract providers, subject to the provider’s
availability and willingness to timely deliver services, and obtain signed documentation of the
member’s choice of contract providers.

If the member does not meet appear to meet CHOICES enrollment criteria, the care
coordinator may advise the member verbally: (1) that he/she does not appear to meet the
criteria for enrollment in CHOICES; but shall also advise the member (2) that he/she has the
right to continue with the CHOICES intake process and, if determined not eligible, to receive
notice of such denial, including the member’s due process right to a fair hearing.

The decision to discontinue the CHOICES intake process must be made by the member
or the member’s representative and the CONTRACTOR shall not encourage the member

2.9.6.3.10.2

2.9.6.3.10.3

2.9.6.3.10.4

29.63.11

2.9.63.11.1

2.9.63.11.2

2.9.6.3.12

or member’s representative to discontinue the process;

Upon the member’s decision to continue the CHOICES intake, the care coordinator shall
continue the intake process and complete all required activities, including submission of
the level of care to TENNCARE; or

Upon the member’s decision to discontinue the CHOICES intake process, the care
coordinator shall, in the manner prescribed by TENNCARE, document the member’s
decision to terminate the CHOICES intake process, including the member’s or
representative’s signature and date. The CONTRACTOR shall maintain this
documentation in the member’s record and provide a copy to the membet/representative.

The CONTRACTOR shall provide the member with information about how to initiate a
new CHOICES screening and intake process in the future.

If, during the face-to-face intake visit the member or the member’s representative elects to
terminate the intake process for any other reason (e.g., estate recovery, patient liability, or
does not need the services available through CHOICES), the care coordinator shall, in the
manner prescribed by TENNCARE, document the member’s decision to terminate the
CHOICES intake process, including the member’s or representative’s signature and date. The
CONTRACTOR shall maintain this documentation in the member’s record and provide a
copy to the member/representative.

The decision to discontinue the CHOICES intake process must be made by the member
or the member’s representative and the CONTRACTOR shall not encourage the member
or member’s representative to discontinue the process;

The CONTRACTOR shall provide the member with information about how to initiate a
new CHOICES screening and intake process in the future.

For CHOICES referrals by or on behalf of a potential CHOICES member, regardless of

referral source, the care coordinator shall conduct the face-to-face intake visit and shall
develop a plan of care, as appropriate (see Section 2.9.6.6), within ten (10) business days of
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2.9.6.3.13

2.9.63.14

receipt of such referral, unless a later date is requested by the member, which shall be
documented in writing in the CHOICES intake record.

For members identified by the CONTRACTOR as potentially eligible for CHOICES by
means other than referral, the care coordinator shall conduct the face-to-face intake visit and
shall develop a plan of care, as appropriate (see Section 2.9.6.6), within thirty (30) days of
identification of the member as potentially eligible for CHOICES. For persons identified
through notification of hospital admission, the CONTRACTOR shall coordinate with the
hospital discharge planner to determine whether long-term care services may be needed upon
discharge, and if so, complete all applicable screening and/or intake processes immediately to
facilitate timely transition to the most integrated and cost effective long-term care delivery
setting appropriate for the member’s needs.

Once completed, the CONTRACTOR shall submit the level of care and, for members
requesting CHOICES HCBS, documentation, as specified by TENNCARE, to verify that the
member’s needs can be safely and effectively met in the community and within the cost
neutrality cap to TENNCARE as soon as possible but no later than five (5) business days of
the face-to-face visit. The CONTRACTOR shall make every effort to obtain supporting

2.9.6.3.15

2.9.6.3.15.1

2.9.6.3.15.2

2.9.6.3.16

documentation required for the level of care in a timely manner and shall document in writing
the cause of any delay in the submission of the required documentation to TENNCARE,
including the CONTRACTOR s actions to mitigate such delay. The CONTRACTOR shall be
responsible for ensuring that the level of care is accurate and complete, satisfies all technical
requirements specified by TENNCARE, and accurately reflects the member’s current medical
and functional status based on information gathered, at a minimum, from the member, his or
her representative, the Care Coordinator’s direct observations, and the history and physical or
other medical records which shall be submitted with the application. The CONTRACTOR
shall note in the level of care any discrepancies between these sources of information, and
shall provide explanation regarding how the CONTRACTOR addressed such discrepancies in
the level of care.

If the member is seeking access to CHOICES HCBS through enrollment in CHOICES Group
2 and the enrollment target for CHOICES Group 2 has been reached, the CONTRACTOR
shall notify TENNCARE, at the time of submission of the level of care and needs assessment
and plan of care, as appropriate, whether the person shall be placed on a waiting list for
CHOICES Group 2. If the CONTRACTOR wishes to enroll the person in CHOICES Group 2
as a cost effective alternative (CEA) to nursing facility care that would otherwise be
provided, the CONTRACTOR shall submit to TENNCARE the following:

A written summary of the CONTRACTOR’s CEA determination, including an
explanation of the member’s circumstances which warrant the immediate provision of
nursing facility services unless CHOICES HCBS are immediately available.

TENNCARE may request additional information as needed to confirm the
CONTRACTOR’s CEA determination and/or provider capacity to meet the member’s
needs, and shall, only upon receipt of satisfactory documentation, enroll the member in
CHOICES.

The CONTRACTOR shall be responsible for (1) advising members who appear to meet the
nursing facility level of care that are seeking access to CHOICES HCBS through enrollment
in CHOICES Group 2 when an enrollment target has been (or will soon be) reached; (2)
advising such persons that they may choose to receive nursing facility services if CHOICES
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2.9.6.3.17

2.9.6.3.18

HCBS are not immediately available; (3) determining whether the person wants nursing
facility services if CHOICES HCBS are not immediately available; and (4) at the
CONTRACTOR'’s sole discretion, making a determination regarding whether enrollment in
Group 2 constitutes a CEA because the immediate provision of nursing facility services will
otherwise be required and submitting appropriate documentation to TENNCARE if there is a
waiting list for CHOICES Group 2 but the CONTRACTOR chooses to enroll a member in
Group 2 as a CEA (see Section 2.9.6.3.13.1).

The State will be responsible for determining TennCare categorical and financial eligibility
and level of care and enrolling eligible TennCare members into CHOICES.

TENNCARE will notify the CONTRACTOR via the outbound 834 enrollment file when a
person has been enrolled in CHOICES and, if the member is enrolled in CHOICES, the
member’s CHOICES Group and applicable patient liability amounts (see Section 2.6.7). For
members in CHOICES Group 2, TENNCARE will notify the CONTRACTOR of the
member’s cost neutrality cap (see definition in Section 1 and see Section 2.6.1.5.2.3), which
shall be the average cost of Level 1 nursing facility care unless a higher cost neutrality cap is
established by TENNCARE based on information submitted by the AAAD or MCO (as

2.9.6.3.19

2.9.6.3.20

2.9.6.3.20.1

2.9.6.3.20.2

2.9.6.3.20.3

applicable) in the level of care.

For all newly enrolled CHOICES Group 1 members, the CONTRACTOR shall reimburse NF
services in accordance with the level of nursing facility services or reimbursement approved
by TENNCARE, and as of the effective date of CHOICES enrollment, except that the
CONTRACTOR may reimburse a lesser level of service which such lesser level of service is
billed by the facility.

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 CHOICES HCBS.

For purposes of the CHOICES program, service authorizations for CHOICES HCBS
shall include the amount, frequency, and duration of each service to be provided, and the
schedule at which such care is needed, as applicable; and other relevant information as
prescribed by TENNCARE. The CONTRACTOR may decide whether it will issue
service authorizations for nursing facility services, or whether it will instead process
claims for such services in accordance with the level of care and/or reimbursement
(including the duration of such level of care and/or reimbursement) approved by
TENNCARE (see Section 2.14.1.12), except that the CONTRACTOR may reimburse a
lesser level of service when such lesser level of service is billed by the facility.

The CONTRACTOR shall provide at least verbal notice to the member prior to initiation
of CHOICES HCBS identified in the plan of care regarding any change in providers
selected by the member for each CHOICES HCBS; including the reason such change has
been made. If the CONTRACTOR is unable to place a member in the nursing facility or
community-based residential alternative setting requested by the member, the care
coordinator shall meet with the member and his/her representative to discuss the reasons
why the member cannot be placed with the requested facility and the available options
and identify an alternative facility.

If the CONTRACTOR is unable to initiate any long-term care service within the
timeframes specified in this Agreement, the CONTRACTOR shall issue written notice to
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2.9.6.3.20.4

the member, documenting the service(s) that will be delayed, the reasons for the delay
and the date the service(s) will start, and shall make good faith efforts to ensure that
services are provided as soon as practical.

For members enrolled in CHOICES Groups 1 or 2 who are, upon CHOICES enrollment,
receiving nursing facility or community-based residential alternative services from a
contract provider, the CONTRACTOR shall authorize such services from the current
provider as of the effective date of CHOICES enrollment. The CONTRACTOR shall not
move members enrolled in CHOICES Groups 1 or 2 who are, upon CHOICES
enrollment, receiving services in a nursing facility or community-based residential
alternative setting to another facility unless: (1) the member or his/her representative
specifically requests to move, which shall be documented in the member’s file; (2) the
member or his/her representative provides written consent to move based on quality or
other concerns raised by the CONTRACTOR, which shall not include the nursing
facility’s rate of reimbursement; or (3) the facility where the member is residing is not a
contract provider; if the community-based residential facility where the member is
currently residing is not a contract provider, the CONTRACTOR shall provide
continuation of services in such facility for at least thirty (30) days, which shall be

2.9.6.3.20.5

2.9.6.3.20.6

2.9.6.3.20.7

2.9.6.3.20.8

extended as necessary to ensure continuity of care pending the facility’s contracting with
the CONTRACTOR or the member’s transition to a contract facility; if the member is
transitioned to a contract facility, the CONTRACTOR shall facilitate a seamless
transition to the new facility; if the nursing facility where the member is currently
residing is a non-contract provider, the CONTRACTOR shall (a) authorize continuation
of the services pending enrollment ofthe facility as a contract provider (excepta
facility excluded for a 2-year period when the facility has withdrawn from Medicaid
participation); (b) authorize continuation of the services pending facilitation of the
member's transition to a contract facility, subject to the member’s agreement with such
transition; or (¢) may continue to reimburse services from the non-contract nursing
facility in accordance with TennCare rules and regulations.

For members receiving nursing facility services, the care coordinator shall participate as
appropriate in the nursing facility’s care planning process (see Section 2.9.6.5 .1) and may
supplement the facility’s plan of care as necessary (see Section 2.9.6.6. 1).

The CONTRACTOR shall not divert or transition members in CHOICES Group 1 to
CHOICES HCBS unless the member chooses to receive CHOICES HCBS as an
alternative to nursing facility and is enrolled in Group 2.

The CONTRACTOR shall not admit a member enrolled in CHOICES Group 2 to a
nursing facility unless: (1) the member requires a short-term nursing facility care stay; (2)
the member chooses to transition to a nursing facility and enroll in Group 1; or (3) the
CONTRACTOR determines that it cannot safely and effectively meet the needs of the
member and at a cost that is less than the member’s cost neutrality cap and the member
agrees to transition to a nursing facility and enroll in Group 1.

The CONTRACTOR shall not admit a member enrolled in CHOICES Group 3 to a
nursing facility unless: (1) the member meets nursing facility level of care and is
expected to require nursing facility services for ninety (90) days or less; or (2) the
member meets nursing facility level of care, is expected to require nursing facility
services for more than ninety (90) days and chooses to transition to a nursing facility and
enroll in Group 1.
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2.9.6.3.21

TENNCARE may establish, pursuant to policies and protocols for management of waiting
lists, alternative timeframes for completion of specified intake functions and activities for
persons when there is a waiting list.

32.  Section 2.9.6.4.4 shall be deleted and replaced as follows:

29.6.4.4

The CONTRACTOR may utilize a care coordination team approach to performing care
coordination activities prescribed in Section 2.9.6. For each CHOICES member, the
CONTRACTOR’s care coordination team shall consist of the member’s care coordinator and
specific other persons with relevant expertise and experience appropriate to address the needs
of CHOICES members. Care coordination teams shall be discrete entities within the
CONTRACTOR’s organizational structure dedicated to fulfilling CHOICES care
coordination functions. The CONTRACTOR shall establish policies and procedures that
specify, at a minimum: the composition of care coordination teams; the tasks that shall be
performed directly by the care coordinator as specified in this Agreement, including needs
assessment, development of the plan of care, and all minimum care coordination contacts; the
tasks that may.be performed by the care coordinator.or the care coordination team; measures

taken to ensure that the care coordinator remains the member’s primary point of contact for
the CHOICES program and related issues; escalation procedures to elevate issues to the care
coordinator in a timely manner; and measures taken to ensure that if a member needs to reach
his/her care coordinator specifically, calls that require immediate attention by a care
coordinator are handled by a care coordinator and calls that do not require immediate
attention are returned by the member’s care coordinator the next business day. The
CONTRACTOR may elect to utilize specialized intake coordinators or intake teams for
initial needs assessment and care planning activities. All intake activities identified as
responsibilities of the care coordinator shall be completed by an individual who meets all of
the requirements to be a care coordinator. Should the CONTRACTOR elect to utilize
specialized intake coordinators or intake teams, the CONTRACTOR shall develop policies
and procedures which specify how the contractor will coordinate a seamless transfer of
information from the intake coordinator or team to the member’s care coordinator.

33. Section 2.9.6.6.1.1 shall be amended by deleting the phrase “/care coordination team”.

2.9.6.6.1.1

For members in CHOICES Group 1, the member’s care coordinator may: (1) rely on the
plan of care developed by the nursing facility for service delivery instead of developing a
plan of care for the member; and (2) supplement the nursing facility plan of care as
necessary with the development and implementation of targeted strategies to improve
health, functional, or quality of life outcomes (e.g., related to disease management or
pharmacy management) or to increase and/or maintain functional abilities. A copy of any
supplements to the nursing facility plan of care, and updates to such supplements, shall be
maintained by the CONTRACTOR in the member’s file.

34. Section 2.9.6.6.2.4 shall be deleted and replaced as follows:

2.9.6.6.2.4

The plan of care developed for CHOICES members in Groups 2 and 3 prior to initiation
of CHOICES HCBS shall at a minimum include: (1) pertinent demographic information
regarding the member including the name and contact information of any representative
and a list of other persons authorized by the member to have access to health care
(including long-term care) related information and to assist with assessment, planning,
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35.

36.

37.

and/or implementation of health care (including long-term care) related services and
supports; (2) care, including specific tasks and functions, that will be performed by
family members and other caregivers; (3) home health, private duty nursing, and long-
term care services the member will receive from other payor sources including the payor
of such services; (4) home health and private duty nursing that will be authorized by the
CONTRACTOR, except in the case of persons enrolled on the basis of Immediate
Eligibility who shall have access to services beyond the limited package of CHOICES
HCBS (see Section 2.6.1.5.3) only upon determination of categorical and financial
eligibility for TennCare; (5) CHOICES HCBS that will be authorized by the
CONTRACTOR, including the amount, frequency, duration, and scope (tasks and
functions to be performed) of each service to be provided, and the schedule at which such
care is needed, as applicable; members enrolled on the basis of Immediate Eligibility
shall have access only to a limited package of CHOICES HCBS (see Section 2.6.1.5.3)
pending determination of categorical and financial eligibility for TennCare CHOICES
however all identified needed services shall be listed in the plan of care; (6) a detailed
back-up plan for situations when regularly scheduled HCBS providers are unavailable or
do not arrive as scheduled; the back-up plan may include paid and unpaid supports and
shall include the names and telephone numbers of persons and agencies to contact and the

services provided by listed contacts; the CONTRACTOR shall assess the adequacy of the
back-up plan; and (7) for CHOICES Group 2 members, the projected TennCare monthly
and annual cost of home health and private duty nursing identified in (4) above, and the
projected monthly and annual cost of CHOICES HCBS specified in (5) above, and for
CHOICES Group 3 members, the projected total cost of CHOICES HCBS specified in
(5) above, excluding the cost of minor home modifications.

Section 2.9.6.6.2.5.11 shall be amended by adding the words “eligible CHOICES” in front
of the word “HCBS”.

Section 2.9.6.6.2.6 shall be amended by adding a new sentence as follows:

2.9.6.6.2.6

The member’s care coordinator/care coordination team shall ensure that the member
reviews, signs and dates the plan of care as well as any updates. The care coordinator
shall also sign and date the plan of care, along with any updates.

Sections 2.9.6.6.2.8 and 2.9.6.6.2.9 shall be deleted and replaced as follows:

2.9.6.6.2.8

2.9.6.6.2.9

Within five (5) business days of completing a reassessment of a member’s needs, the
member’s care coordinator shall update the member’s plan of care as appropriate, and the
CONTRACTOR shall authorize and initiate CHOICES HCBS in the updated plan of
care. The CONTRACTOR shall comply with requirements for service authorization in
Section 2.9.6.2.5.10, change of provider in Section 2.9.6.2.5.11, and notice of service
delay in Section 2.9.6.2.5.12.

The member’s care coordinator shall inform each member of his/her eligibility end date
and educate members regarding the importance of maintaining TennCare CHOICES
eligibility, that eligibility must be redetermined at least once a year, and that members
receiving CHOICES HCBS will be contacted by TENNCARE or its designee near the
date a redetermination is needed to assist them with the process, e.g., collecting
appropriate documentation and completing the necessary forms.
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38.

39.

Section 2.9.6.7.2.1 shall be amended by deleting the phrase “in CHOICES Group 1”.

2.9.6.7.2.1

Members who are waiting for placement in a nursing facility;

Sections 2.9.6.8 through 2.9.6.8.22 shall be deleted and replaced as follows:

2.9.6.8

2.9.6.8.1

2.9.6.8.1.1

29.6.8.1.2

2.9.6.8.1.3

29.6.8.2

2.9.6.8.3

29.6.84

Nursing Facility-to-Community Transition

The CONTRACTOR shall develop and implement methods for identifying members who
may have the ability and/or desire to transition from a nursing facility to the community.
Such methods shall include, at a minimum:

Referrals, including but not limited to, treating physician, nursing facility, other
providers, community-based organizations, family, and self-referrals;

Identification through the care coordination process, including but not limited to:
assessments, information gathered from nursing facility -staff or- participation-in- Grand
Rounds (as defined in Section 1); and

Review and analysis of members identified by TENNCARE based on Minimum Data Set
(MDS) data from nursing facilities.

For transition referrals by or on behalf of a nursing facility resident, regardless of referral
source, the CONTRACTOR shall ensure that within fourteen (14) days of the referral a care
coordinator conducts an in-facility visit with the member to determine the member’s interest
in and potential ability to transition to the community, and provide orientation and
information to the member regarding transition activities. The member’s care
coordinator/care coordination team shall document in the member’s case file that transition
was discussed with the member and indicate the member’s wishes as well as the member’s
potential for transition. The CONTRACTOR shall not require a member to transition when
the member expresses a desire to continue receiving nursing facility services.

For identification by the CONTRACTOR by means other than referral or the care
coordination process of a member who may have the ability and/or desire to transition from a
nursing facility to the community, the CONTRACTOR shall ensure that within ninety (90)
days of such identification a care coordinator conducts an in-facility visit with the member to
determine whether or not the member is interested in and potential ability to pursue transition
to the community. The member’s care coordinator/care coordination team shall document in
the member’s case file that transition was discussed with the member and indicate the
member’s wishes as well as the member’s potential for transition. The CONTRACTOR shall
not require a member to transition when the member expresses a desire to continue receiving
nursing facility services.

If the member wishes to pursue transition to the community, within fourteen (14) days of the
initial visit (see Sections 2.9.6.8.2 and 2.9.6.8.3 above) or within fourteen (14) days of
identification through the care coordination process, the care coordinator shall conduct an in-
facility assessment of the member’s ability and/or desire to transition using tools and
protocols specified or prior approved in writing by TENNCARE. This assessment shall
include the identification of any barriers to a safe transition.
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2.9.6.8.5

As part of the transition assessment, the care coordinator shall conduct a risk assessment
using a tool and protocol specified by TENNCARE, discuss with the member the risk
involved in transitioning to the community and shall begin to develop, as applicable, a risk
agreement that shall be signed and dated by the member or his/her representative and which
shall include identified risks to the member, the consequences of such risks, strategies to
mitigate the identified risks, and the member’s decision regarding his/her acceptance of risk
as part of the plan of care. The risk agreement shall include the frequency and type of care
coordinator contacts that exceed the minimum contacts required (see Section 2.9.6.9.4), to
mitigate any additional risks associated with transition and shall address any special
circumstances due to transition. The member’s care coordinator/care coordination team shall
also make a determination regarding whether the member’s needs can be safely and
effectively met in the community and at a cost that does not exceed nursing facility care. The
member’s care coordinator shall explain to the member the individual cost neutrality cap and
notification process and obtain a signed acknowledgement of understanding by the member
or his/her representative that a change in a member’s needs or circumstances that would
result in the cost neutrality cap being exceeded or that would result in the CONTRACTOR’s
inability to safely and effectively meet a member’s needs in the community and within the

2.9.6.8.6

2.9.6.8.7

2.9.6.8.8

2.9.6.8.9

2.9.6.8.10

2.9.6.8.11

cost neutrality cap may result in the member’s disenrollment from CHOICES Group 2, in
which case, the CONTRACTOR will assist with transition to a more appropriate care
delivery setting.

For those members whose transition assessment indicates that they are not candidates for
transition to the community, the care coordinator shall notify them in accordance with the
specified transition assessment protocol.

For those members whose transition assessment indicates that they are candidates for
transition to the community, the care coordinator shall facilitate the development of and
complete a transition plan within fourteen (14) days of the member’s transition assessment.

The care coordinator shall include other individuals such as the member’s family and/or
caregiver in the transition planning process if the member requests and/or approves, and such
persons are willing and able to participate.

As part of transition planning, prior to the member’s physical move to the community, the
care coordinator shall visit the residence where the member will live to conduct an on-site
evaluation of the physical residence and meet with the member’s family or other caregiver
who will be residing with the member (as appropriate). The care coordinator shall include in
the transition plan activities and/or services needed to mitigate any perceived risks in the
residence including but not limited to an increase in face-to-face visits beyond the minimum
required contacts in Sections 2.9.6.8.18 and 2.9.6.8.17.

The transition plan shall address all services necessary to safely transition the member to the
community and include at a minimum member needs related to housing, transportation,
availability of caregivers, and other transition needs and supports. The transition plan shall
also identify any barriers to a safe transition and strategies to overcome those barriers.

The CONTRACTOR shall approve the transition plan and authorize any covered or cost

effective alternative services included in the plan within ten (10) business days of completion
of the plan. The transition plan shall be fully implemented within ninety (90) days from
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29.6.8.12

2.9.6.8.13

approval of the transition plan, except under extenuating circumstances which must be
documented in writing.

The member’s care coordinator shall also complete a plan of care that meets all criteria
described in Section 2.9.6.6 for members in CHOICES Groups 2 and 3 including but not
limited to completing a comprehensive needs assessment, completing and signing the risk
agreement and making a final determination of cost neutrality. The plan of care shall be
authorized and initiated prior to the member’s transition to the community.

The CONTRACTOR shall not prohibit a member from transitioning to the community once
the member has been counseled regarding risk. However, the CONTRACTOR may
determine that the member’s needs cannot be safely and effectively met in the community
and at a cost that does not exceed nursing facility care. In such case, the CONTRACTOR
shall seek written review and approval from TENNCARE prior to denial of any member’s
request to transition to the community. If TENNCARE approves the CONTRACTOR’s
request, the CONTRACTOR shall notify the member in accordance with TennCare rules and
regulations and the transition assessment protocol, and the member shall have the right to
appeal the determination (see Section 2.19.3.12 of this Agreement).

2.9.6.8.14

2.9.6.8.15

2.9.6.8.16

2.9.6.8.17

2.9.6.8.18

Once completed, the CONTRACTOR shall submit to TENNCARE documentation, as
specified by TENNCARE to verify that the member’s needs can be safely and effectively met
in the community and within the cost neutrality cap. Before transitioning a member the
CONTRACTOR shall verify that the member has been approved for enrollment in CHOICES
Group 2 effective as of the planned transition date.

The member’s care coordinator/care coordination team shall monitor all aspects of the
transition process and take immediate action to address any barriers that arise during
transition.

For members transitioning to a setting other than a community-based residential alternative
setting, the care coordinator/care coordination team shall upon transition utilize the EVV
system to monitor the initiation and daily provision of services in accordance with the
member’s new plan of care, and shall take immediate action to resolve any service gaps (see
definition in Section 1),

For members who will live independently in the community or whose on-site visit during
transition planning indicated an elevated risk, within the first twenty-four (24) hours, the care
coordinator shall visit the member in his/her residence. During the initial ninety (90) day
post-transition period, the care coordinator shall conduct monthly face-to-face in-home visits
to ensure that the plan of care is being followed, that the plan of care continues to meet the
member’s needs, and the member has successfully transitioned to the community.

For members transitioning to a community-based residential alternative setting or who will
live with a relative or other caregiver, within the first twenty-four (24) hours the care
coordinator shall contact the member and within seven (7) days after the member has
transitioned to the community, the care coordinator shall visit the member in his/her new
residence. During the initial ninety (90) day post-transition period, the care coordinator shall
(1) at a minimum, contact the member by telephone each month to ensure that the plan of
care is being followed, that the plan of care continues to meet the member’s needs, and the
member has successfully transitioned to the community; and (2) conduct additional face-to-
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2.9.6.8.19

2.9.6.8.20

2.9.6.8.21

2.9.6.8.22

2.9.6.8.23

2.9.6.8.23.1

2.9.6.8.23.2

2.9.6.8.23.3

2.9.6.8.23.4

face visits as necessary to address issues and/or concerns and to ensure that the member’s
needs are met.

The CONTRACTOR shall monitor hospitalizations and nursing facility re-admission for
members who transition from a nursing facility to the community to identify issues and
implement strategies to improve transition outcomes.

The CONTRACTOR shall be permitted to coordinate or subcontract with local community-
based organizations to assist in the identification, planning and facilitation processes related
to nursing facility-to-community transitions that are not specifically assigned to the care
coordinator.

The CONTRACTOR shall develop and implement any necessary assessment tools, transition
plan templates, protocols, or training necessary to ensure that issues that may hinder a
member’s successful transition are identified and addressed. Any tool, template, or protocol
must be prior approved in writing by TENNCARE.

To facilitate nursing facility to community transition, the CONTRACTOR may elect to use

specialized transition coordinators or transition teams. All transition activities identified as
responsibilities of the care coordinator shall be completed by an individual who meets all of
the requirements to be a care coordinator.

The CONTRACTOR shall implement policies and processes necessary to ensure that it is
aware when a member is admitted to or discharged from a NF in order to facilitate care
planning and as seamless a transition as possible, and to ensure timely notification to
TENNCARE and other entities (e.g., DHS) as appropriate.

The CONTRACTOR shall require NFs to notify the CONTRACTOR of all NF
discharges, transfers between NFs, or elections of hospice services in a NF.,

The CONTRACTOR shall, in a manner prescribed by TENNCARE notify: a)
TENNCARE of all NF discharges and elections of hospice services in a NF; b) DHS of
all NF discharges and transfers between NFs; and c¢) receiving NFs of all applicable level
of care information when a member is transferring between NFs.

The CONTRACTOR shall conduct a census at least semi-annually at no less than 120-
day intervals or as frequently as necessary to confirm the residency status and Group
assignment of all CHOICES members (i.e., Group | receiving services in a NF or Group
2 receiving HCBS or short-term NF services). The CONTRACTOR shall take actions as
necessary to address any discrepancies when a CHOICES member is found to no longer
be receiving LTC services, or is receiving services in a different service delivery setting,
e.g., NF, HCBS, or hospice in a NF, including, as appropriate, disenrollment from
CHOICES and/or enrollment in a different CHOICES Group.

The CONTRACTOR shall monitor all short-term NF stays for Group 2 members and
shall ensure that the member is transitioned from Group 2 to Group 1 at any time a) it is
determined that the stay will not be short-term and the member will not transition back to
the community; and b) prior to exhausting the 90-day short-term NF benefit covered for
CHOICES Group 2 members.
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40.  Section 2.9.6.9.1.1 shall be amended by adding a new Section 2.9.6.9.1.1.5 as follows and
renumbering the existing Section 2.9.6.9.1.1 accordingly, including any references thereto.
29.6.9.1.1.5  In the manner prescribed by TENNCARE, facilitate transfers between nursing facilities

which, at a minimum, includes notification to the receiving facility of the member’s level
of care, and notification to DHS; and

41.  The newly renumbered Section 2.9.6.9.1.1.6 shall be amended by adding a new Section
2.9.6.9.1.1.6.5 as follows and renumbering the existing Section 2.9.6.9.1.1.6 accordingly,
including any references thereto.
2.9.6.9.1.1.6.5 Frequent emergency department utilization; or

42.  Section 2.9.6.9.2.1.2 shall be amended by adding the words “eligible CHOICES” in front of
the word “HCBS”.

43.  Section 2.9.6.9.2.1.5 shall be deleted and replaced as follows:
29.6.9.2.1.5 For members in CHOICES Group 2, each time a member’s plan of care is updated to

change the level or type of service, document in accordance with TENNCARE policy
that the projected total cost of CHOICES HCBS, home health care and private duty
nursing is less than the member’s cost neutrality cap. If a member’s medical condition
has changed such that a different cost neutrality cap may be appropriate, the
CONTRACTOR shall, in the manner prescribed by TENNCARE, submit to TENNCARE
a request to update the member’s cost neutrality cap, including documentation specified
by TENNCARE to support such request. The CONTRACTOR shall monitor utilization
to identify members who may exceed the cost neutrality cap and to intervene as necessary
to maintain the member’s community placement. The CONTRACTOR shall also educate
members in CHOICES Group 2 about the cost neutrality cap and what will happen if the
cap is met;

44.  Sections 2.9.6.9.2.1.6 and 2.9.6.9.2.1.7 shall be amended by adding the word “CHOICES”
in front of the word “HCBS”.

45.  Section 2.9.6.9.2.1.15 shall be amended by adding the words “eligible CHOICES” in front
of the word “HCBS”.

46.  Sections 2.9.6.9.3.1.1 and 2.9.6.9.3.1.1.1 shall be deleted and replaced as follows:
2.9.6.93.1.1  In the manner prescribed by TENNCARE, conduct a level of care reassessment at least

annually and within five (5) business days of the CONTRACTOR’s becoming aware that
the member’s functional or medical status has changed in a way that may affect level of
care eligibility.

2.9.6.9.3.1.1.1 If the level of care assessment indicates a change in the level of care or if the
assessment was prompted by a request by a member, a member’s representative or
caregiver or another entity for a change in level of services, the level of care shall be
forwarded to TENNCARE for determination;
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47.

Section 2.9.6.9.4.3.2 through 2.9.6.9.4.3.8 shall be deleted and replaced as follows:

2.9.6.9.4.3.2

29.6.94.3.3

2.9.6.9.43.4

2.9.69.4.3.5

48.

2.9.6.9.43.6

29.6.9.43.7

2.9.6.9.4.3.8

Members who are newly admitted to a nursing facility when the admission has not been
authorized or arranged by the CONTRACTOR, shall receive a face-to-face visit from
their care coordinator within ten (10) days of notification of admission.

Members in CHOICES Group 2 who have transitioned from a nursing facility to the
community shall be contacted per the applicable timeframe specified in Section 2.9.6.8.

Within five (5) business days of scheduled initiation of services, the member’s care
coordinator/care coordination team shall contact members in CHOICES Groups 2 and 3
who begin receiving CHOICES HCBS after the date of enrollment in CHOICES to
confirm that services are being provided and that the member’s needs are being met (such
initial contact may be conducted by phone).

Within five (5) business days of scheduled initiation of CHOICES HCBS in the updated
plan_of. care, the member’s care. coordinator/care. .coordination. team. shall. contact
members in CHOICES Groups 2 and 3 to confirm that services are being provided and
that the member’s needs are being met (such initial contact may be conducted by phone).

Members in CHOICES Group 1 (who are residents of a nursing facility) shall receive a
face-to-face visit from their care coordinator at least twice a year with an interval of at
least one-hundred and twenty (120) days between visits.

Members in CHOICES Group 2 shall be contacted by their care coordinator at least
monthly either in person or by telephone with an interval of at least fourteen (14) days
between contacts. These members shall be visited in their residence face-to-face by their
care coordinator at least quarterly with an interval of at least sixty (60) days between
visits.

Members in CHOICES Group 3 shall be contacted by their care coordinator at least
quarterly either in person or by telephone with an interval of at least sixty (60) days
between contacts. These members shall be visited in their residence face-to-face by their
care coordinator a minimum of two (2) times per year with an interval of at least one-
hundred (120) days between visits.

Section 2.9.6.9.6.3.3 through 2.9.6.9.6.3.7 shall be deleted and replaced as follows:

2.9.6.9.6.33

2.9.6.9.63.4

2.9.6.9.6.3.5

Written confirmation of the member’s decision regarding participation in consumer
direction of eligible CHOICES HCBS;

For members in CHOICES Group 2, a completed risk assessment and a risk agreement
signed and dated by the member or his/her representative;

For members in CHOICES Group 2, the cost neutrality cap provided by TENNCARE,
and a determination by the CONTRACTOR that the projected cost of CHOICES HCBS,
home health, and private duty nursing services will not exceed the member’s cost
neutrality cap; and
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49.

50.

Section 2.9.6.9.6.4.1 through 2.9.6.9.6.4.3 shall be deleted and replaced as follows:

2.9.6.9.6.4.1

For CHOICES members age 21 and older in Groups 1 and 2, a Freedom of Choice form
signed and dated by the member or his/her representative;

2.9.6.9.6.4.2  Evidence that a care coordinator provided the member with CHOICES member education

materials (see Section 2.17.7 of this Agreement), reviewed the materials, and provided
assistance with any questions;

2.9.6.9.6.43 Evidence that a care coordinator provided the member with education about the

member’s ability to use an advance directive and documentation of the member’s
decision;

Section 2.9.6.10 through 2.9.6.10.14 shall be deleted and replaced as follows:

2.9.6.10

2.9.6.10.1

2.9.6.10.2

2.9.6.10.3

29.6.104

2.9.6.10.5

Additional Requirements for Care Coordination Regarding Consumer Direction of eligible
CHOICES HCBS

In addition to the roles and responsibilities otherwise specified in this Section 2.9.6, the
CONTRACTOR shall ensure that the following additional care coordination functions related
to consumer direction of eligible CHOICES HCBS are fulfilled.

The CONTRACTOR shall be responsible for providing all needed eligible CHOICES HCBS
using contract providers until all necessary requirements have been fulfilled in order to
implement consumer direction of eligible CHOICES HCRBS, including but not limited to: the
FEA verifies that workers for these services meet all necessary requirements (see Section
2.9.7.6.1 of this Agreement); service agreements are completed and signed; and
authorizations for consumer directed services are in place. The CONTRACTOR, in
conjunction with the FEA, shall facilitate a seamless transition between contract providers
and workers and ensure that there are no interruptions or gaps in services.

If a member elects not to receive eligible CHOICES HCBS using contract providers until all
necessary requirements have been fulfilled in order to implement consumer direction of
eligible CHOICES HCBS, the CONTRACTOR shall document this decision, including date
and member/member’s representative’s signature, in the manner specified by TENNCARE.

If a member is interested in participating in consumer direction of eligible CHOICES HCBS
and the member does not intend to appoint a representative, the care coordinator shall
determine the extent to which the member may require assistance to direct his/her services
(see Section 2.9.7.4.5). If the care coordinator determines that the member requires assistance
to direct his/her services, based upon the results of a completed self-assessment instrument
developed by TENNCARE, the care coordinator shall inform the member that he/she will
need to designate a representative to assume the consumer direction functions on his/her
behalf (see Section 2.9.7.4.5.1).

The member’s care coordinator/care coordination team shall ensure that the person identified
to serve as the representative meets all qualifications (see Section 2.9.7.2.1) and that a
representative agreement is completed and signed by the member prior to forwarding a
referral to the FEA (see Section 2.9.7.4.7).
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2.9.6.10.6

2.9.6.10.7

2.9.6.10.8

For members electing to participate in consumer direction, forward to the FEA a referral
initiating the member’s participation in consumer direction of eligible CHOICES HCBS: 5]
within two (2) business days of signing the representative agreement; or (2) if a
representative is not designated by the member, within two (2) business days of completion
of the self-assessment instrument and the care coordinator determines that the member does
not require a representative to assist the member in directing his/her care.

For members electing to participate in consumer direction, the member’s care coordinator
shall integrate the member’s back-up plan for consumer-directed workers (including any
updates thereto) into the member’s back-up plan for services provided by contract providers,
as applicable, and the member’s plan of care. The care coordinator shall review the back-up
plan developed by the member or his/her representative (as applicable) for consumer
direction to determine its adequacy to address the member’s needs, and shall monitor for late
and missed visits and to ensure that the back-up plan was implemented timely and that the
member’s needs are being met.

For members electing to participate in consumer direction, the member’s care coordinator

2.9.6.109

shall reassess the adequacy of the member’s back-up plan for consumer direction on at least
an annual basis which shall include any time there are changes in the type, amount, duration,
scope of eligible CHOICES HCBS or the schedule at which such services are needed,
changes in consumer- directed workers (when such workers also serve as a back-up to other
workers) or changes in the availability of paid or unpaid back-up workers to deliver needed
care

For members electing to participate in consumer direction, the member’s care coordinator
shall develop and/or update, as applicable, a risk agreement which takes into account the
member’s decision to participate in consumer direction, and which identifies any additional
risks associated with the member’s decision to direct his/her services, the potential
consequences of such risk, as well as measures to mitigate these risks. The member’s
representative (if applicable) shall participate in the risk assessment process. The new or
updated risk agreement, as applicable, shall be signed by the member (or the member’s
representative, as applicable). The CONTRACTOR shall provide a copy of the risk
agreement to the member/representative and the FEA.

2.9.6.10.10 On an ongoing basis, the CONTRACTOR shall ensure that needs reassessments and updates

2.9.6.10.11

to the plan of care occur per requirements specified in Sections 2.9.6.9 of this Agreement.
The care coordinator shall ensure that, for members participating in consumer direction, the
member’s supports broker is invited to participate in these meetings.

Within two (2) business days of receipt of the notification from the FEA indicating that all
requirements have been fulfilled and the date that the consumer direction can begin for a
member, the CONTRACTOR shall forward to the FEA an authorization for consumer
directed services for that member. Each authorization for consumer directed services shall
include authorized service, authorized units of service, including amount, frequency and
duration and the schedule at which services are needed, start and end dates, and service
code(s).

2.9.6.10.12 The member’s care coordinator/care coordination team shall work with and coordinate with a

member’s supports broker in implementing and monitoring consumer direction of eligible
CHOICES HCBS (see Section 2.9.7.3.4).

35




Amendment Number § (cont.)

51.

52.

2.9.6.10.13

The CONTRACTOR shall establish a process that allows for the efficient exchange of all
relevant member information between the CONTRACTOR and the FEA.

2.9.6.10.14 The care coordinator shall determine a member’s interest in enrolling in or continuing to

2.9.6.10.15

participate in consumer direction annually and shall document the member’s decision in the
member’s plan of care.

If at anytime abuse or neglect is suspected, the member’s care coordinator or the FEA shall
report the allegations to the CONTRACTOR within 24 hours in accordance with the
CONTRACTOR’s abuse and neglect plan protocols. The notification shall include at a
minimum: the member name; date of allegation reported and/or identified; description of
issue; measures taken to mitigate risk; status of reporting to CPS or APS, as appropriate. If
the allegation is in reference to a worker or representative, the FEA shall contact the
member/representative to immediately release the worker or representative from his/her
duties until the investigation is complete. The FEA shall notify the CONTRACTOR
regarding this communication with the member/representative and the member or
representative’s decision. The care coordinator shall work with the member to find a new

representative and the FEA shall work with the member to find a suitable replacement
worker, if applicable. If the allegations are substantiated as a result of the investigation, the
representative or worker shall no longer be allowed to participate in the CHOICES program
as a representative or worker. If the investigation is inconclusive, the member may elect to
retain the worker or representative. The member’s care coordinator, with appropriate
assistance from the FEA, shall make any updates to the member’s plan of care and/or risk
assessment/risk agreement deemed necessary to help ensure the member’s health and safety,
and the CONTRACTOR may initiate action to involuntary disenroll the member from
consumer direction at any time the CONTRACTOR feels that the member’s decisions or
actions constitute unreasonable risk such that the member’s needs can no longer be safely and
effectively met in the community while participating in consumer direction.

Section 2.9.6.11.5 shall be deleted and replaced as follows:

2.9.6.11.5

While care coordination staffing ratios are not specified, the CONTRACTOR shall notify
TENNCARE in writing of substantive changes to its Care Coordination Staffing Plan,
including a variance of twenty (20) percent or more from the planned staffing ratio.
TENNCARE may request changes in the CONTRACTOR’s Care Coordination Staffing Plan
at any time it determines that the CONTRACTOR does not have sufficient care coordination
staff to properly and timely perform its obligations under this Agreement.

Sections 2.9.6.11.12 through 2.9.6.11.12.27 shall be deleted and replaced as follows:

2.9.6.11.12 The CONTRACTOR shall provide initial training to newly hired care coordinators and

ongoing training at least annually to care coordinators. Initial training topics shall include at a
minimum:

2.9.6.11.12.1 The CHOICES program including a description of the CHOICES groups; eligibility for

CHOICES enrollment; enrollment in CHOICES; enrollment targets for Groups 2 and 3,
including reserve capacity and administration of waiting lists; and CHOICES benefits,
including benefit limits, the individual cost neutrality cap for Group 2, the expenditure
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29.6.11.12.3

2.9.6.11.124
29.6.11.12.5
2.9.6.11.12.6
29.6.11.12.7

2.9.6.11.12.8

Amendment Number 8 (cont.)

cap for Group 3, and the limited benefit package for members enrolled on the basis of
Immediate Eligibility;

Facilitating CHOICES enrollment for current members;

Level of care and needs assessment and reassessment, development of a person-centered
plan of care, and updating the plan of care including training on the tools and protocols;

Development and implementation of back-up plans;

Risk assessment and development of a member-specific risk agreement;
Consumer direction of eligible CHOICES HCBS;

Self-direction of health care tasks;

Coordination of care for duals;

2.9.6.11.12.9

2.9.6.11.12.10

2.9.6.11.12.11

2.9.6.11.12.12

2.9.6.11.12.13

2.9.6.11.12.14

2.9.6.11.12.15

2.9.6.11.12.16

296.11.12.17

2.9.6.11.12.18

29.6.11.12.19

2.9.6.11.12.20

29.6.11.12.21

2.96.11.12.22

2.9.6.11.12.23

2.9.6.11.12.24

Electronic visit verification;

Conducting a home visit and use of the monitoring checklist;

How to immediately identify and address service gaps;

Management of critical transitions (including hospital discharge planning);

Nursing facility diversion;

Nursing facility to community transitions, including training on tools and protocols;

Management of transfers between nursing facilities and CBRA facilities, including adult
care homes;

Facilitation of transitions between CHOICES Groups;

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

Alzheimer’s, dementia and cognitive impairments;
Traumatic brain injury;

Physical disabilities;

Disease management;

Behavioral health;

Evaluation and management of risk;

Identifying and reporting abuse/neglect (see Section 2.24.4);
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53.

2.9.6.11.12.25 Critical incident reporting (see Section 2.15.7);
2.9.6.11.12.26 Fraud and abuse, including reporting fraud and abuse;
2.9.6.11.12.27 Advance directives and end of life care;
2.9.6.11.12.28 HIPAA/HITECH;

2.9.6.11.12.29 Cultural competency;

2.9.6.11.12.30 Disaster planning; and

2.9.6.11.12.31 Available community resources for non-covered services.

Section 2.9.6.12.1.2 shall be amended by adding the words “level of care” in front of the
word “reassessments” as follows:

54.

55.

56.

2.97

2.9.6.12.1.2 Level of care assessments and level of care reassessments occur on schedule and are
submitted to TENNCARE in accordance with requirements in Section 2.9.6.9.3.1.1;

Section 2.9.6.12.3 shall be amended by adding the word “CHOICES?” in front of the word
“HCBS”.

Section 2.9.6.12 shall be amended by adding a new Section 2.9.6.12.4 and renumbering the
existing Sections accordingly, including any references thereto.

2.9.6.12.4 The CONTRACTOR shall require, and shall conduct readiness review activities as necessary
to confirm that the EVV system vendor has a plan in place and will be compliant with all
ICD-10 requirements in a timely manner;

Section 2.9.7 through 2.9.7.1.3.10 shall be deleted and replaced as follows:
Consumer Direction of Eligible CHOICES HCBS

2971 General

2.9.7.1.1 The CONTRACTOR shall offer consumer direction of eligible CHOICES HCBS to all
CHOICES Group 2 and 3 members who are determined by a care coordinator, through the
needs assessment/reassessment process, to need attendant care, personal care, homemaker, in-
home respite, companion care services and/or any other service specified in TennCare rules
and regulations as available for consumer direction. (Companion care is only available for
persons electing consumer direction of eligible CHOICES HCBS.) A service that is not
specified in TennCare rules and regulations as available for consumer direction or that is not
a CHOICES HCBS shall not be consumer directed. Consumer direction in CHOICES affords
members the opportunity to have choice and control over how eligible CHOICES HCBS are
provided, who provides the services and how much workers are paid for providing care, up to
a specified maximum amount established by TENNCARE (see Section 2.9.7.6.11). Member
participation in consumer direction of eligible CHOICES HCBS is voluntary. Members may
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29.7.1.2

elect to participate in or withdraw from consumer direction of eligible CHOICES HCBS at
any time, service by service, without affecting their enrollment in CHOICES. To the extent
possible, the member shall provide his/her care coordinator ten (10) days advance notice
regarding his/her intent to no longer direct one or more eligible CHOICES HCBS or to
withdraw from participation in consumer direction of eligible CHOICES HCBS entirely. The
CONTRACTOR shall respond to the member’s request in keeping with the timeframes and
processes set forth in this Section, in order to facilitate a seamless transition to appropriate
service delivery. TENNCARE may establish reasonable limitations on the frequency with
which members may opt into and out of consumer direction of eligible CHOICES HCBS.

Consumer direction is a process by which eligible CHOICES HCBS are delivered; it is not a
service. If a member chooses not to direct his/her care, he/she shall receive authorized
CHOICES HCBS through contract providers. While the denial of a member’s request to
participate in consumer direction or the termination of a member’s participation in consumer
direction gives rise to due process including the right to fair hearing, such appeals shall be
processed by the TennCare Division of Long Term Care rather than the TennCare Solutions
Units, which manages medical appeals pertaining to TennCare benefits (i.e., services).

57.

2.9.7.1.3

2.9.7.1.3.1

297132

2.9.7.133

29.7.134

29.7.1.3.5

2.9.7.1.3.6

29.7.1.3.7

29.7.13.8

2.9.7.13.9

29.7.1.3.10

Sections 2.

Members who participate in consumer direction of eligible CHOICES HCBS choose either to
serve as the employer of record of their workers or to designate a representative (see
definition below in Section 2.9.7.2.1) to serve as the employer of record on his/her behalf. As
the employer of record the member or his/her representative is responsible for the following:

Recruiting, hiring and firing workers;

Determining workers’ duties and developing job descriptions;

Scheduling workers;

Supervising workers;

Evaluating worker performance and addressing any identified deficiencies or concerns;

Setting wages from a range of rates established by TENNCARE;

Training workers to provide personalized care based on the member’s needs and
preferences;

Ensuring that workers deliver only those services authorized, and reviewing and
approving hours worked by consumer-directed workers;

Reviewing and ensuring proper documentation for services provided; and

Developing and implementing as needed a back-up plan to address instances when a
scheduled worker is not available or fails to show up as scheduled.

9.7.2.2 and 2.9.7.2.4 shall be amended by adding the words “eligible CHOICES

in front of the word “HCBS”.
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58.

59.

Sections 2.9.7.3.2, 2.9.7.3.2.1, 2.9.7.3.3, and 2.9.7.3.11.6 shall be amended by adding the
words “eligible CHOICES in front of the word “HCBS”.

Section 2.9.7.4 through 2.9.7.4.10.13 shall be deleted and replaced as follows:

2.9.74

29.74.1

2.9.7.4.2

Needs Assessment/Plan of Care Process

A CHOICES member may choose to direct needed eligible CHOICES HCBS at anytime:
during CHOICES intake, through the needs assessment/reassessment and plan of care and
plan of care update processes; and outside of these processes. The care coordinator shall
assess the member’s needs for eligible CHOICES HCBS per requirements in Sections
2.9.6.2.4,2.9.6.3 and 2.9.6.5, as applicable. The care coordinator shall use the plan of care
process (including updates) to identify the eligible services that the member will direct and to
facilitate the member’s enroliment in consumer direction of eligible CHOICES HCBS.

The CONTRACTOR shall obtain from the member a signed statement regarding the
member’s decision to participate in consumer direction of eligible CHOICES HCBS.

29.74.2.1

29743

2.9.7.43.1

29.74.4

29.74.5

The care coordinator shall assist the member in identifying which of the needed eligible
CHOICES HCBS shall be consumer directed, provided by contract providers or a
combination of both, in which case, there must be a set schedule which clearly defines
when contract providers will be utilized. The CONTRACTOR shall not be expected or
required to maintain contract providers “on standby” to serve in a back-up capacity for
services a member has elected to receive through consumer direction.

If the member intends to direct one or more needed eligible CHOICES HCBS, throughout the
period of time that consumer direction is being initiated, the CONTRACTOR shall arrange
for the provision of needed CHOICES HCBS through contract providers in accordance with
2.9.6. The care coordinator shall obtain from the member his/her choice of contract providers
who will provide CHOICES HCBS until such time as workers are secured and ready to begin
delivering care through consumer direction.

If 2 member has been assessed to need companion care services, the CONTRACTOR
shall identify non-residential services that will offer interim support to address the
member’s needs and assist the member in obtaining contract providers for these services.

The CONTRACTOR shall be responsible for providing all needed eligible CHOICES HCBS
using contract providers, including a back-up plan for such services, until all necessary
requirements have been fulfilled in order to implement consumer direction of eligible
CHOICES HCBS, including but not limited to: the FEA verifies that workers for these
services meet all necessary requirements (see Section 2.9.7.6.1 of this Agreement); service
agreements are completed and signed; and authorizations for consumer directed services are
in place. The CONTRACTOR, in conjunction with the FEA, shall facilitate a seamless
transition between contract providers and workers and ensure that there are no interruptions
or gaps in services.

The care coordinator shall determine if the member will appoint a representative to assume
the consumer direction functions on his/her behalf. If the member does not intend to appoint a
representative, the care coordinator shall determine the extent to which a member requires
assistance to participate in consumer direction of eligible CHOICES HCBS, based upon the
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29.745.1

297452

results of the member’s responses to the self-assessment instrument developed by
TENNCARE. The self-assessment instrument shall be completed by the member with
assistance from the member’s care coordinator as appropriate. The care coordinator shall file
the completed self-assessment in the member’s file.

If, based on the results of the self-assessment the care coordinator determines that a
member requires assistance to direct his/her services, the care coordinator shall inform
the member that he/she will need to designate a representative to assume the consumer
direction functions on his/her behalf.

The CONTRACTOR shall forward to TENNCARE for disposition, pursuant to TennCare
policy, any cases in which the CONTRACTOR plans to deny participation in consumer
direction because a care coordinator has determined that the health, safety and welfare of
the member would be in jeopardy if the member participates in consumer direction
without a representative but the member does not want to appoint a representative to
assist in directing his/her services. The CONTRACTOR shall abide by TENNCARE’s

decision.

2.9.7.4.6

29.74.7

29.7.4.8

2.9.7.4.9

2.9.7.4.10

2.9.7.4.10.1

The member’s care coordinator/care coordination team shall ensure that the person identified
to serve as the representative meets all qualifications (see Section 2.9.7.2.1 of this
Agreement) and that a representative agreement is completed and signed by the member and
the person prior to forwarding a referral to the FEA (see Section 2.9.7.4.7 below).

Within two (2) business days of signing the representative agreement or completion of the
self-assessment instrument if the member has not designated a representative and the care
coordinator determines that the member does not require a representative to assist the
member in directing his/her care, the CONTRACTOR shall forward to the FEA a referral
initiating the member’s participation in consumer direction of eligible CHOICES HCBS. The
referral shall include at a minimum: the date of the referral; the member’s name, address,
telephone number, and social security number (SSN); the name of the representative and
telephone number (if applicable); member’s MCO ID number; member’s CHOICES
enrollment date; eligible selected HCBS, including amount, frequency and duration of each
by type; and care coordinator’s name and contact information. The CONTRACTOR shall
also forward to the FEA a copy of the written confirmation of the member’s decision to
participate in consumer direction of eligible CHOICES HCBS. Referrals shall be submitted
electronically on a daily basis using the agreed upon data interface (either a standard
electronic file transfer or the FEA’s web portal technology or both) and process. Referrals
shall be submitted on a member-by-member basis.

Within two (2) business days of receipt of the referral, the FEA shall assign a supports broker
to the member, notify the care coordinator of the assignment and provide the name and
contact information of the supports broker.

Within five (5) days of receipt of the referral, the FEA shall contact the member to inform the
member of his/her assigned supports broker, provide contact information for the supports
broker, and to begin the process of initiating consumer direction of eligible CHOICES HCBS.
Back-up Plan for Consumer Direction and Updated Risk Assessment/Risk Agreement

The FEA shall assist the member/representative as needed in developing a back-up plan
for consumer direction that adequately identifies how the member/representative will
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2.9.7.4.10.2

2.9.7.4.10.3

address situations when a scheduled worker is not available or fails to show up as
scheduled. The member/representative (as applicable) shall have primary responsibility
for the development and implementation of the back-up plan for consumer directed
services.

The member/representative (as applicable) may not elect, as part of the back-up plan, to
go without services.

The back-up plan for consumer direction shall include the names and telephone numbers
of contacts (workers, agency staff, organizations, supports) for alternate care, the order in
which each shall be notified and the services to be provided by contacts. Back-up
contacts may include paid and unpaid supports; however, it is the responsibility of the
member electing consumer direction and/or his/her representative to secure paid (as well
as unpaid) back-up contacts who are willing and available to serve in this capacity. The
CONTRACTOR shall not be expected or required to maintain contract providers “on
standby™ to serve in a back-up capacity for services a member has elected to receive
through consumer direction.

2.9.7.4.10.4

2.9.7.4.10.5

2.9.74.10.6

2.9.7.4.10.7

All persons and/or organizations noted in the back-up plan for consumer direction shall
be contacted by the member/representative to determine their willingness and availability
to serve as back-up contacts. The FEA shall confirm with these persons and/or
organizations to confirm their willingness and availability to provide care when needed,
document confirmation in the member’s file and forward a copy of the documentation to
the CONTRACTOR.

The member’s care coordinator shall integrate the member’s back-up plan for consumer-
directed workers (including any updates thereto) into the member’s back-up plan for
services provided by contract providers, as applicable, and the member’s plan of care.
The care coordinator shall review the back-up plan developed by the member or his/her
representative (as applicable) for consumer direction to determine its adequacy to address
the member’s needs, and shall monitor for late and missed visits and to ensure that the
back-up plan was implemented timely and that the member’s needs are being met.

The FEA shall assist the member or his/her representative (as applicable) in
implementing the back-up plan for consumer direction as needed, monitor to ensure that
the back-up plan is implemented and effectively working to address the member’s needs,
and notify the care coordinator immediately regarding any concerns with the back-up
plan or the member’s care.

The FEA shall assist the member or his/her representative (as applicable) in reviewing
and updating the back-up plan for consumer direction at least annually and as frequently
as necessary, which shall include any time there are changes in the type, amount,
duration, scope of eligible CHOICES HCBS or the schedule at which such services are
needed, changes in workers (when such workers also serve as a back-up to other workers)
and changes in the availability of paid or unpaid back-up workers to deliver needed care.
As part of the annual review of the back-up plan, the member or his/her representative
and the FEA shall confirm that each person specified in the back-up plan continues to be
willing and available to serve as back-up workers to deliver needed care and to perform
the tasks and functions needed by the member. Any updates to the back-up plan for
consumer direction shall be provided to the member’s care coordinator.
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29.74.10.8

2.9.74.10.9

2.9.7.4.10.10

The FEA and the CONTRACTOR shall each file a copy of the back-up plan for
consumer direction in the member’s file.

The member’s care coordinator shall reassess the adequacy of the member’s back-up plan
for consumer direction on at least an annual basis which shall include any time there are
changes in the type, amount, duration, scope of eligible CHOICES HCBS or the schedule
at which such services are needed, changes in consumer-directed workers (when such
workers also serve as a back-up to other workers) or changes in the availability of paid or
unpaid back-up workers to deliver needed care.

The CONTRACTOR shall develop and/or update, as applicable, a risk agreement which
takes into account the member’s decision to participate in consumer direction, and which
identifies any additional risks associated with the member’s decision to direct his/her
services, the potential consequences of such risk, as well as measures to mitigate these
risks. The member/representative shall participate in the process. The member’s
representative (if applicable) shall participate in the risk assessment process. Once a
referral has been made to the FEA for consumer direction, the member’s supports broker
should be involved in risk assessment and risk planning activities whenever possible. The

60.

2.9.7.4.10.11

2.9.7.4.10.12

2.9.7.4.10.13

new or updated risk agreement, as applicable, shall be signed by the member or his/her
representative (as applicable). The CONTRACTOR, member/representative and FEA
shall receive a copy of the risk agreement. The CONTRACTOR and the FEA shall each
file a copy of the risk agreement in the member’s file.

The FEA shall notify the member’s care coordinator immediately when there are changes
in the member’s needs and/or circumstances which warrant a reassessment of needs
and/or risk, or changes to the plan of care or risk agreement.

The FEA shall assist the CONTRACTOR in identifying and addressing in the risk
assessment and plan of care processes any additional risk associated with the member
participating in consumer direction.

On an ongoing basis, the CONTRACTOR shall ensure that needs reassessments and
updates to the plan of care occur per requirements specified in Sections 2.9.6.9 of this
Agreement. The care coordinator shall ensure that the member’s supports broker is
invited to participate in these meetings.

Section 2.9.7.5 through 2.9.7.5.10.1 shall be deleted and replaced as follows:

2.9.7.5 Authorizations for Consumer Directed Services and Service Initiation

2.9.7.5.1  Consumer direction of eligible CHOICES HCBS shall not be initiated until all requirements
are fulfilled including but not limited to the following: (1) the FEA verifies that the member’s
employer and related documentation is in order; (2) the FEA verifies that workers meet all
qualifications, including participation in required training; (3) there is a signed service
agreement specific to each individual worker (see Section 2.9.7.6.6 of this Agreement); and
(4) the CONTRACTOR issues to the FEA an authorization for consumer directed services
(see 2.9.7.5.6 below) for each service.

2.9.752 The FEA shall work with the member to determine the appropriate level of assistance
necessary to recruit, interview and hire workers and provide the assistance.
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29753

29.754

29.7.5.5

2.9.7.5.6

Once potential workers are identified, the FEA shall verify that a potential worker meets all
applicable qualifications (see Section 2.9.7.6.1 of this Agreement).

The FEA shall ensure that a service agreement is signed between the member or member’s
representative and his/her worker within five (5) business days following the FEA’s
verification that a worker meets all qualifications.

The FEA shall periodically update the member’s care coordinator of the status of completing
required functions necessary to initiate consumer direction, including obtaining completed
paperwork from the member/representative and obtaining workers for each identified
consumer directed service and any anticipated timeframes by which qualified workers shall
be secured and consumer directed services may begin.

The provision of consumer directed services shall begin as soon as possible but no longer
than sixty (60) days from the date of the CONTRACTOR s referral to the FEA, except due to
circumstances beyond the control of the FEA. Prior to beginning the provision of consumer
directed services, the FEA shall notify the CONTRACTOR that all requirements have been

29.75.7

29.75.8

29759

fulfilled, including verification of all worker qualifications, criminal background checks,
signed service agreements, and that the member is ready to begin consumer direction of
eligible CHOICES HCBS. Within two (2) business days of receipt of the notification from
the FEA, the CONTRACTOR shall forward to the FEA an authorization for consumer
directed services. Each authorization for consumer directed services shall include authorized
service; authorized units of service, including amount, frequency and duration and, as
appropriate, the schedule at which services are needed; start and end dates; and service
code(s). Authorized units of service in a service authorization should reflect the units of
measure specified by TENNCARE for the benefit (e.g. visits, hours, days). The
CONTRACTOR shall submit authorizations electronically on at least a daily basis using the
agreed upon data interface (which may include a standard electronic file transfer, the FEA’s
web portal technology, the EVV system, or any combination thereof).

If initiation of consumer directed services does not begin within sixty (60) days from the date
of the CONTRACTOR’s referral to the FEA, the FEA shall contact the CONTRACTOR
regarding the cause of the delay and provide appropriate documentation to demonstrate
efforts to meet the timeframe. The CONTRACTOR shall determine the appropriate next
steps, including but not limited to whether additional time is needed or if the member is still
interested in participating in consumer direction of eligible CHOICES HCBS.

Upon the scheduled start date of consumer directed services, the member’s care
coordinator/care coordination team shall begin monitoring to ensure that services have been
initiated and continue to be provided as authorized. This shall include ongoing monitoring via
electronic visit verification to ensure that services are provided in accordance with the
member’s plan of care, including the amount, frequency, duration and scope of each service,
in accordance with the member’s service schedule. Upon the identification of any gaps in
care, the member’s care coordinator/care coordination team shall contact the FEA who shall
assist the member or his/her representative as needed in implementing the member’s back-up
plan for consumer direction.

Within five (5) business days of the scheduled start date of consumer directed services as
specified in the authorization of consumer directed services, a member of the care coordinator
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61.

62.

63.

64.

65.

66.

67.

team shall contact the member or his/her representative to confirm that services are being
provided and that the member’s needs are being met.

29.7.5.10 On an ongoing basis, in addition to requirements specified above in 2.9.7.5.3 — 2.9.7.5.9
above:

2.9.7.5.10.1 The CONTRACTOR shall develop and forward to the FEA a new authorization for
consumer directed services when the following occur: a change in the number of service
units, or the frequency or duration of service delivery, or a change in the schedule at
which services are needed; or a change in the services to be provided through consumer
direction, including the provision of a new service through consumer direction or
termination of a service through consumer direction.

Sections 2.9.7.7.1, 2.9.7.7.4.1, and 2.9.7.8.5 shall be amended by adding the words “eligible
CHOICES?” in front of the word “HCBS”.

Section 2.9.7.9 through 2.9.7.9.9 shall be amended by adding the words “eligible
CHOICES” in front of the word “HCBS” and by adding the words “outbound 834" in
front of the words “enrollment file”.

Section 2.9.7.9.10.2 shall be amended by adding the words “eligible CHOICES” in front of
the word “HCBS.

Section 2.9.14.6 shall be deleted and replaced and Section 2.9.14.7 shall be deleted in its
entirety and the remaining Section 2.9.14 shall be renumbered accordingly, including any
references thereto.

29.14.6  Area Agencies on Aging and Disability (AAADs) regarding intake of members new to both
TennCare and CHOICES, and assisting CHOICES members in Groups 2 and 3 with the
TennCare eligibility redetermination process;

Section 2.11.1.4.1 shall be amended by adding the word “CHOICES?” in front of the word
“HCBS”.

Section 2.11.1.8.2 shall be amended by deleting the phrase “, including services”.

2.11.1.8.2 The CONTRACTOR is not required to provide non-emergency transportation for HCBS
provided through a 1915(c) waiver program for persons with intellectual disabilities (ie.,
mental retardation) and HCBS provided through the CHOICES program, except as

provided in Section 2.11.1.8.1 above.

Section 2.11.6.3, 2.11.6.4, 2.11.6.6.2, 2.11.6.6.5, 2.11.6.6.7 and 2.11.6.6.8 shall be amended by
adding the word “CHOICES?” in front of the word HCBS.
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68.

Section 2.11.8.4 through 2.11.8.4.2 shall be deleted and replaced as follows:

2.11.8.4 Credentialing of [.ong-Term Care Providers

2.11.8.4.1 The CONTRACTOR shall develop and implement a process for credentialing and
recredentialing long-term care providers. The CONTRACTOR’s process shall, as applicable,
meet the minimum NCQA requirements as specified in the NCQA Standards and Guidelines
for the Accreditation of MCOs. In addition, the CONTRACTOR shall ensure that all long-
term care providers, including those credentialed/recredentialed in accordance with NCQA
Standards and Guidelines for the Accreditation of MCOs, meet applicable State requirements,
as specified by TENNCARE in State Rule, this Agreement, or in policies or protocols.

2.11.84.1.1

2.11.8.4.1.1.1

The CONTRACTOR shall develop policies that specify by HCBS provider type the
credentialing process, the recredentialing process including frequency, and ongoing
provider monitoring activities.

Ongoing CHOICES HCBS providers must be recredentialed at least annually;

2.11.84.1.1.2

2.11.84.1.2

2.11.8.4.1.2.1

2.11.8.4.1.2.2

2.11.84.1.23

2.11.84.124

2.11.8.4.1.2.5

2.11.8.4.1.2.5.1
2.11.3.4.1.2.5.2
2.11.3.4.1253
2.11.3.4.1.254

2.11.3.4.1.2.55

All other CHOICES HCBS providers (e.g., pest control and assistive technology), must
be recredentialed, at a minimum, every three (3) years.

At a minimum, credentialing of LTC providers shall include the collection of required
documents, including disclosure statements, and verification that the provider:

Has a valid license or certification for the services it will contract to provide as required
pursuant to State law or rule, or TENNCARE policies or protocols;

Is not excluded from participation in the Medicare or Medicaid programs;

Has a National Provider Identifier (NPI) Number, where applicable, and has obtained a
Medicaid provider number from TENNCARE.

Has policies and processes in place to conduct, in accordance with Federal and State law
and rule and TENNCARE policy, criminal background checks, which shall include a
check of the Tennessee Abuse Registry, Tennessee Felony Offender Registry, National
and Tennessee Sexual Offender Registry, and List of Excluded Individuals/Entities
(LEIE), on all prospective employees who will deliver CHOICES HCBS and to
document these in the worker’s employment record;

Has a process in place to provide and document initial and ongoing education to its
employees who will provide services to CHOICES members that includes, at a minimum:

Caring for Elderly and Disabled population;

Abuse and neglect prevention, identification and reporting;
Critical incident reporting;

Documentation of service delivery;

Use of the EVV System; and
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2.11.84.1.2.5.6 Any other training requirements specified by TENNCARE in State Rule, this
Agreement, or in policies or protocols.

2.11.8.4.1.2.6 Has policies and processes in place to ensure:

2.11.8.4.1.2.6.1 Compliance with the CONTRACTOR's critical incident reporting and management
process; and

2.11.84.1.2.6.2 Appropriate use of the EVV system.

2.11.8.4.1.3 At a minimum, recredentialing of HCBS providers shall include verification of continued
licensure and/or certification (as applicable), and compliance with policies and
procedures identified during credentialing, including background checks and training
requirements, critical incident reporting and management, and use of the EVV.

2.11.84.1.4 For both credentialing and recredentialing processes, the CONTRACTOR shall conduct a
site visit, unless the provider is located out of state, in which case the CONTRACTOR

69.

70.

may waive the site visit and document the reason in the provider file.

2.11.8.4.1.5 At a minimum, the CONTRACTOR shall reverify monthly that each HCBS provider has
not been excluded from participation in the Medicare or Medicaid, and/or SCHIP

programs.

Section 2.12.9.38 shall be amended by adding the word “CHOICES” in front of the word
“HCBS”.

Section 2.12.9 shall be amended by adding a new Section 2.12.9.63 as follows:

2.12.9.63 The provider, subcontractor or any other entity agrees to abide by the Medicaid laws,
regulations and program instructions that apply to the provider. The provider,
subcontractor or any other entity understands that payment of a claim by TennCare or
a TennCare Managed Care Contractor and/or Organization is conditioned upon the
claim and the underlying transaction complying with such laws, regulations, and
program instructions (including, but not limited to, the Federal anti-kickback statute
and the Stark law), and is conditioned on the provider’s , subcontractor’s or any other
entity’s compliance with all applicable conditions of participation in Medicaid. The
provider, subcontractor or any other entity understands and agrees that each claim the
provider, subcontractor or any other entity submits to TennCare or a TennCare
Managed Care Contractor and/or Organization constitutes a certification that the
provider, subcontractor or any other entity has complied with all applicable Medicaid
laws, regulations and program instructions (including, but not limited to, the Federal
anti-kickback statute and the Stark law), in connection with such claims and the
services provided therein.
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71.

Sections 2.12.12 through 2.12.12.10 and Section 2.12.13 shall be deleted and replaced as

follows:

2.12.12

2.12.12.1

2.12.12.2

2.12.12.3

2.12.124

2.12.12.5

2.12.12.6

2.12.12.7

2.12.12.8

The provider agreement with a CHOICES HCBS provider shall meet the minimum
requirements specified in Section 2.12.9 above and shall also include, at a minimum, the
following requirements:

Require the CHOICES HCBS provider to provide at least thirty (30) days advance notice to
the CONTRACTOR when the provider is no longer willing or able to provide services to a
member, including the reason for the decision, and to cooperate with the member’s care
coordinator to facilitate a seamless transition to alternate providers;

In the event that a CHOICES HCBS provider change is initiated for a member, require that,
regardless of any other provision in the provider agreement, the transferring HCBS provider
continue to provide services to the member in accordance with the member’s plan of care
until the member has been transitioned to a new provider, as determined by the
CONTRACTOR, or as otherwise directed by the CONTRACTOR, which may exceed thirty
(30) days from the date of notice to the CONTRACTOR;

Specify that reimbursement of a CHOICES HCBS provider shall be contingent upon the
provision of services to an eligible member in accordance with applicable federal and state
requirements and the member’s plan of care as authorized by the CONTRACTOR, and must
be supported by detailed documentation of service delivery to support the amount of services
billed, including at a minimum, the date, time and location of service, the specific HCBS
provided, the name of the member receiving the service, the name of the staff person who
delivered the service, the detailed tasks and functions performed as a component of each
service, notes for other caregivers (whether paid or unpaid) regarding the member or his/her
needs (as applicable), and the initials or signature of the staff person who delivered the
service;

Require CHOICES HCBS providers to immediately report any deviations from a member’s
service schedule to the member’s care coordinator;

Require CHOICES HCBS providers to use the electronic visit verification system specified
by the CONTRACTOR in accordance with the CONTRACTOR’s requirements;

Require that upon acceptance by the CHOICES HCBS provider to provide approved services
to a member as indicated in the member’s plan of care, the provider shall ensure that it has
staff sufficient to provide the service(s) authorized by the CONTRACTOR in accordance
with the member’s plan of care, including the amount, frequency, duration and scope of each
service in accordance with the member’s service schedule;

Require CHOICES HCBS providers to provide back-up for their own staff if they are unable
to fulfill their assignment for any reason and ensure that back-up staff meet the qualifications
for the authorized service;

Prohibit CHOICES HCBS providers from requiring a member to choose the provider as a
provider of multiple services as a condition of providing any service to the member;
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2.12.12.9

Prohibit CHOICES HCBS providers from soliciting members to receive services from the
provider including:

2.12.12.9.1 Referring an individual for CHOICES screening and intake with the expectation that,, should

CHOICES enroliment occur, the provider will be selected by the member as the service
provider; or

2.12.12.9.2 Communicating with existing CHOICES members via telephone, face-to-face or written

2.12.12.10

2.12.12.11

2.12.13

communication for the purpose of petitioning the member to change CHOICES providers;

Require CHOICES HCBS providers to comply with critical incident reporting and
management requirements (see Section 2.15.7 of this Agreement); and

Shall not require the CHOICES HCBS provider to have liability insurance in excess of
TENNCARE requirements in effect prior to the implementation of CHOICES.

The provider agreement with a CHOICES HCBS provider to provide PERS, assistive
technology, minor home modifications, or pest control shall meet the requirements specified

72.

2.133

in Sections 2.12.9, 2.12.10, and 2.12.12 except that these provider agreements shall not be
required to meet the following requirements: Section 2.12.9.9 regarding emergency services;
Section 2.12.9.11 regarding delay in prenatal care; Section 2.12.9.12 regarding CLIA; Section
2.12.9.38 regarding hospital protocols; Section 2.12.9.40 regarding reimbursement of
obstetric care; Section 2.12.9.52.2 regarding prior authorization of pharmacy; and Section
2.12.9.53 regarding coordination with the PBM.

Sections 2.13.3 through 2.13.3.3 and Sections 2.13.4 through 2.13.4.4 shall be deleted and
replaced as follows:

Nursing Facility Services

2.13.3.1

2.13.3.2

2.13.3.3

2.133.4

The CONTRACTOR shall reimburse contract nursing facility providers at the per diem rate
specified by TENNCARE, net of any applicable patient liability amount (see Section 2.6.7).

The CONTRACTOR shall reimburse non-contract nursing facility providers as specified in
TennCare rules and regulations, net of any applicable patient liability amount (see Section
2.6.7).

If, prior to the end date specified by TENNCARE in its approval of Level II nursing facility
services, the CONTRACTOR determines that the nursing facility is providing Level I and not
Level II nursing facility services, the CONTRACTOR shall notify TENNCARE and, as
appropriate, shall submit a request to modify the member’s level of nursing facility services.
The CONTRACTOR shall submit documentation as specified by TENNCARE to support the
request. The CONTRACTOR may reimburse the nursing facility for the lesser level of
services only when such lesser level of services is billed by the nursing facility or upon
approval from TENNCARE of a reduction in the member’s level of care or reimbursement as
reflected on the outbound 834 enrollment file.

The CONTRACTOR shall, upon receipt of notification from TENNCARE of a retrospective

adjustment of a nursing facility’s per diem rate(s), without requiring any action on the part of
the provider, reprocess affected claims and provide any additional payment due within sixty
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(60) days of receipt of such notification. The CONTRACTOR shall, upon notification in
the outbound 834 enroliment file of retroactive patient liability amounts or retroactive
adjustments in patient liability amounts, without requiring any action on the part of the
provider, reprocess affected claims and provide any additional payment due within thirty (30)
days of receipt of such notification. The CONTRACTOR shall not require that NFs resubmit
affected claims in order to process these adjustments.

2.13.4 CHOICES HCBS

2.134.1 For covered CHOICES HCBS and for CHOICES HCBS that exceed the specified benefit
limit and are provided by the CONTRACTOR as a cost effective alternative (see Section
2.6.5), the CONTRACTOR shall reimburse contract HCBS providers, including community-
based residential alternatives, at the rate specified by TENNCARE.

2.13.42  The CONTRACTOR shall reimburse non-contract CHOICES HCBS providers as specified
in TennCare rules and regulations.

2.1343  For other HCBS that are not otherwise covered but are offered by the CONTRACTOR as a

cost effective alternative to nursing facility services (see Section 2.6.5), the CONTRACTOR
shall negotiate the rate of reimbursement.

2.13.4.4 The CONTRACTOR shall reimburse consumer-directed workers in accordance with Sections
2.9.6.7 and 2.26 of this Agreement.

73.  Section 2.13 shall be amended by adding a new Section 2.13.8 as follows and renumbering
the existing Section 2.13.8 through 2.13.20 accordingly, including any references thereto.

2.13.8 Federally Qualified Health Centers and Rural Health Clinics (FQHCs/RHCs)

Upon notification by TENNCARE, the CONTRACTOR shall reimburse contracted
FQHCs/RHCs using prospective payment system rates and wraparound payments for qualifying
visits in accordance with TENNCARE developed policies and protocols. TENNCARE’s policies
and protocols shall be based on federal regulations.

74.  The renumbered Sections 2.13.11.3 and 2.13.12.3 shall be amended by adding the words
“outbound 834” in front of the words “enrollment file”.

75.  The renumbered Section 2.13.13 shall be amended by adding the phrase “in accordance
with the requirements of this agreement” to the end of the last sentence.

2.13.13 Medically Necessary Services Obtained from Non-Contract Provider Referred by Contract
Provider

The CONTRACTOR shall pay for any medically necessary covered services provided to a member by a
non-contract provider at the request of a contract provider. The CONTRACTOR s payment shall not be
less than eighty percent (80%) of the rate that would have been paid by the CONTRACTOR if the
member had received the services from a contract provider. The CONTRACTOR shall only pay for
covered long-term care services for which the member was eligible (see Section 2.6) and that were
authorized by the CONTRACTOR in accordance with the requirements of this agreement.
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76.

717.

78.

2.14.5

The renumbered Section 2.13.21 shall be amended by adding the phrase “eligible
CHOICES?” in front of the word “HCBS”.

Section 2.14.1.12 through 2.14.1.12.2 shall be deleted and replaced as follows:

2.14.1.12

Nursing Facility

2.14.1.12.1 The CONTRACTOR shall ensure that reimbursement of level II nursing facility care is

provided for CHOICES members who have been determined by TENNCARE to be eligible
for Level II nursing facility care for the period specified by TENNCARE, except when a
lesser level of services is billed by the nursing facility. The CONTRACTOR shall monitor the
member’s condition, and if the CONTRACTOR determines that, prior to the end date
specified by TENNCARE, the member no longer requires Level II nursing facility care, the
CONTRACTOR may submit to TENNCARE a request to modify the member’s level of
nursing facility services. The CONTRACTOR shall submit documentation as specified by
TENNCARE to support the request. The CONTRACTOR may reimburse the nursing facility
for the lesser level of services only when such lesser level of services is billed by the nursing
facility or upon approval from TENNCARE of a reduction in the member’s level of care or
reimbursement as reflected on the outbound 834 enrollment file. .

Section 2.14.5 through 2.14.5.4 shall be deleted and replaced as follows:

Authorization of Long-Term Care Services

2.14.5.1

2.145.2

2.1453

2.1454

The CONTRACTOR shall have in place an authorization process for covered long-term care
services and cost effective alternative services that is separate from but integrated with the
CONTRACTOR’s prior authorization process for covered physical health and behavioral
health services (See section 2.9.6 of this Agreement).

The CONTRACTOR may decide whether it will issue service authorizations for nursing
facility services, or whether it will instead process claims for such services in accordance
with the level of care and/or reimbursement (including the duration of such level of care
and/or reimbursement) approved by TENNCARE (see Section 2.14.1.12), except that the
CONTRACTOR may reimburse a lesser level of service when such lesser level of service is
billed by the facility.

The CONTRACTOR shall authorize and initiate CHOICES HCBS for CHOICES members
within the timeframes specified in Sections 2.9.2, 2.9.3, and 2.9.6 of this Agreement.

The CONTRACTOR shall not require that CHOICES HCBS be ordered by a treating
physician, but may consult with the treating physician as appropriate regarding the member’s
physical health, behavioral health, and long-term care needs and in order to facilitate
communication and coordination regarding the member’s physical health, behavioral health,
and long-term care services.
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79.

80.

81.

2.154

82.

2.14.5.5

For non-CHOICES members receiving care in non-contract nursing facilities authorized by
the CONTRACTOR as a cost-effective alternative, the CONTRACTOR shall reimburse
services in accordance with its authorization until such time that the member is no longer
eligible for services, is enrolled in CHOICES, or such care is no longer medically necessary
or cost-effective.

Section 2.14.8.1 shall be deleted and replaced as follows:

2.14.8.1

The CONTRACTOR is responsible for eliciting pertinent medical history information from
the treating provider(s), as needed, for purposes of making medical necessity determinations.
With respect to CHOICES HCBS which are not primarily medical in nature, pertinent
medical history shall include assessments, case notes, and documentation of service delivery
by HCBS providers. Medical information from the treating physician may also be pertinent in
better understanding the member’s functional needs. The CONTRACTOR shall take action
(e.g., sending a CONTRACTOR representative to obtain the information and/or discuss the
issue with the provider, imposing financial penalties against the provider, etc.), to address the
problem if a treating provider is uncooperative in supplying needed information. The
CONTRACTOR shall make documentation of such action available to TENNCARE, upon

request. Providers who do not provide requested information for purposes of making a
medical necessity determination for a particular item or service shall not be entitled to
payment for the provision of such item or service.

Section 2.15.1.6 shall be amended by adding new Sections 2.15.1.6.1 through 2.15.1.6.3 as

follows.

2.15.1.6

2.15.1.6.1

2.15.1.6.2

2.15.1.6.3

The CONTRACTOR shall take appropriate action to address service delivery, provider, and
other QM/QI issues as they are identified.

The CONTRACTOR may be required to conduct special focus studies as requested by
TENNCARE.

The CONTRACTOR shall collect data on race and ethnicity. As part of the QM/QI program
description, the CONTRACTOR shall include the methodology utilized for collecting the
data, as well as any interventions taken to enhance the accuracy of the data collected.

The CONTRACTOR shall include QM/QI activities to improve healthcare disparities
identified through data collection.

Section 2.15.4 shall be deleted and replaced as follows:

Clinical Practice Guidelines

The CONTRACTOR shall utilize evidence-based clinical practice guidelines in its disease management
programs. The guidelines shall be reviewed and revised whenever the guidelines change and at least every
two (2) years.

Section 2.15.6 shall be amended by adding a new Section 2.15.6.3 as follows:

2.15.6.3

The CONTRACTOR shall submit annually the Relative Resource Use (RRU) data to
TENNCARE within ten (10) business days of receipt from NCQA. The CONTRACTOR
shall submit both the Regional and National RRU results.
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83.

84.

8s.

86.

87.

Sections 2.15.7 through 2.15.7.6 shall be amended by adding the word “CHOICES” in
front of the word “HCBS”.

Section 2.17.2 shall be amended by adding a new Section 2.17.2.10 as follows:

2.17.2.10  All educational materials (brochures, scripts etc.) shall be reviewed and updated concurrently

with the update of the Clinical Practice Guidelines to assure the materials reflect current
evidence-based information.

Section 2.17.4.6, 2.17.4.7.15 and 2.17.7.3.22 shall be amended by adding the words “eligible
CHOICES” in front of the word “HCBS”.

Section 2.17.7.3.2, 2.17.7.3.10, 2.17.7.3.15, 2.17.7.3.16, 2.17.7.3.18, 2.17.7.3.19 and 2.17.8.6
shall be amended by adding the word “CHOICES” in front of the word “HCBS”.

Section 2.18.4.6 shall be deleted and replaced as follows:

88.

89.

2.18.4.6

The provider service line shall be adequately staffed with staff trained to accurately respond
to questions regarding the TennCare program and the CONTRACTOR’s MCO, including but
not limited to, covered services, the CHOICES program, TENNderCare, prior authorization
and referral requirements, care coordination, and the CONTRACTOR’s provider network.
For a period of at least twelve (12) months following the implementation of CHOICES in the
Grand Region covered by this Agreement, the CONTRACTOR shall maintain a dedicated
queue to assist long-term care providers with enrollment, service authorization, or
reimbursement questions or issues and shall ensure that long-term care providers are
appropriately notified regarding how to access the dedicated queue for assistance. Such
period may be extended as determined necessary by TENNCARE.

Section 2.18.5.3.3 shall be deleted and replaced as follows:

2.18.5.3.3 Description of the CHOICES program including but not limited to who qualifies for

CHOICES (including the three CHOICES groups and enrollment targets for CHOICES
Groups 2 and 3); how to enroll in CHOICES; long-term care services available to each
CHOICES Group (including benefit limits, cost neutrality cap for members in Group 2, and
the expenditure cap for members in Group 3); consumer direction of eligible CHOICES
HCBS; self-direction of health care tasks; the level of care assessment and reassessment
process; the needs assessment and reassessment processes; requirement to provide services in
accordance with an approved plan of care including the amount, frequency, duration and
scope of each service in accordance with the member’s service schedule; service
authorization requirements and processes; the role of the care coordinator; the role and
responsibilities of long-term care and other providers; requirements regarding the electronic
visit verification system and the provider’s responsibility in monitoring and immediately
addressing service gaps, including back-up staff, how to submit clean claims; and
documentation requirements for CHOICES HCBS providers;

Section 2.18.5.3.13 shall be amended by adding the word “CHOICES” in front of the word

“HCBS”.
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90.

91.

92.

93.

Section 2.18.5.3 shall be amended by adding a new Section 2.18.5.3.14 and renumbering the
existing Section accordingly, including any references thereto.

2.18.5.3.14 Information for CHOICES HCBS providers regarding prohibition of facilitating CHOICES

referrals with the expectation of being selected as the service provider or petitioning existing
CHOICES members to change CHOICES providers.

Section 2.18.6.3.16 shall be amended by adding the word “CHOICES?” in front of the word
“HCBS”.

Section 2.18.6 shall be amended by adding a new Section 2.18.6.5 and renumbering the
existing Section accordingly, including any references thereto.

2.18.6.5  The CONTRACTOR shall develop and implement a training plan to educate long-term care
providers regarding compliance with ICD-10 requirements;

The renumbered Sections 2.18.6.7 and 2.18.6.8 shall be amended by adding the word

94.

2.21.5

9s.

96.

“CHOICES?” in front of the word “HCBS?”.

2.18.6.7  For a period of at least twelve (12) months following the implementation of CHOICES in the
Grand Region covered by this Agreement, the CONTRACTOR shall conduct monthly
education and training for CHOICES HCBS providers regarding the use of the EVV system.
Such period may be extended as determined necessary by TENNCARE.

2.18.6.8  The CONTRACTOR shall provide education and training on documentation requirements for
CHOICES HCBS.

Section 2.21.5 through 2.21.5.2 shall be deleted and replaced as follows:

Patient Liability

2.21.5.1 ~ TENNCARE will notify the CONTRACTOR of any applicable patient liability amounts for
members via the outbound 834 enrollment file.

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 liability amount. For members in CHOICES Groups 2 or 3 receiving non-residential
CHOICES HCBS, the CONTRACTOR shall collect applicable patient liability amounts.

22153  When TENNCARE notifies the CONTRACTOR of patient liability amounts for CHOICES
members via the outbound 834 enrollment file at any time other than the beginning of the
month, then the CONTRACTOR shall determine and apply the prorated portion of patient
liability for that month.

Section 2.22.4.4 through 2.22.4.4.2 shall be amended by adding the word “CHOICES” in
front of the word “HCBS”.

Section 2.22.6.3 and 2.22.6.4.13 shall be amended by adding the word “CHOICES?” in front
of the word “HCBS”.
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97.

98.

99.

100.

101.

102.

103.

104.

2.29.2

Section 2.22.6.4.5 shall be deleted and replaced as follows:

2.22.6.45 Allowed payment amount agrees with contracted rate and the terms of the provider
agreement;

Section 2.22.7.1.8 shall be amended by adding the word “CHOICES?” in front of the word
“HCBS”.

Section 2.23.5.1 shall be amended by adding the words “outbound 834” in front of the
words “enrollment files”.

Section 2.23.13.1 shall be amended by adding the words “outbound 834” in front of the
words “enrollment file”.

Section 2.24.3.2 shall be amended by adding the word “CHOICES” in front of the word

“HCBS”.

Section 2.26.6 shall be amended by adding the words “eligible CHOICES?” in front of the
word “HCBS.

Section 2.29.1 shall be amended by adding a new Section 2.29.1.11 as follows:

2.29.1.11 The CONTRACTOR shall be required to have appropriate staff member(s) attend
certain on-site meetings held at TennCare offices or at other sites as requested and

designated by TENNCARE.

Sections 2.29.2 through 2.29.2.2 shall be deleted and replaced as follows:

Licensure and Background Checks

2.29.2.1  Except as specified in this Section 2.29.2.1 regarding the FEA, the CONTRACTOR is
responsible for ensuring that all persons, whether they are employees, agents, subcontractors,
providers or anyone acting for or on behalf of the CONTRACTOR, are legally authorized to
render services under applicable state law. The FEA shall be responsible for ensuring that
consumer-directed workers are qualified to provide eligible CHOICES HCBS in accordance
with TENNCARE requirements.

2.29.2.2  Except as specified in this Section 2.29.2.2 regarding the FEA, the CONTRACTOR is
responsible for conducting background checks in accordance with state law and TennCare
policy and ensuring that all employees, agents, subcontractors, providers or anyone acting for
or on behalf of the CONTRACTOR conducts background checks in accordance with state
law and TennCare policy. At a minimum, background checks shall include a check of the
Tennessee Abuse Registry, Tennessee Felony Offender Registry, National and Tennessee
Sexual Offender Registry, and List of Excluded Individuals/Entities (LEIE). The FEA shall
be responsible for conducting background checks on its staff, its subcontractors, and
consumer-directed workers.
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105.

106.

107.

108.

109.

110.

111.

Section 2.30.1.4 shall be deleted and replaced as follows:

2.30.1.4  The CONTRACTOR shall submit all reports electronically and in the manner and format
prescribed by TENNCARE and shall ensure that all reports are complete and accurate. The
CONTRACTOR shall be subject to liquidated damages as specified in Section 4.20.2.1.1 for
reports determined to be late, incorrect, incomplete or deficient, or not submitted in the
manner and format prescribed by TENNCARE until all deficiencies have been corrected.
Except as otherwise specified by TENNCARE, all reports shall be specific to the Grand
Region covered by this Agreement.

The lead in paragraph of Section 2.30.6.5 shall be deleted and replaced as follows:

2.30.6.5 The CONTRACTOR shall submit a monthly CHOICES HCBS Late and Missed Visits Report
for CHOICES members regarding the following CHOICES HCBS: personal care, attendant
care, homemaker services, and home-delivered meals. The report shall include information
on specified measures, which shall include but not be limited to the following:

Item (2) of Section 2.30.6.6 shall be amended by adding the words “eligible CHOICES” in
front of the word “HCBS”.

Section 2.30.7.1 shall be amended by adding the word “CHOICES” in front of the word
“HCBS”.

Section 2.30.7.5 shall be deleted and replaced as follows:

2.30.7.5 The CONTRACTOR shall submit an Annual Plan for the Monitoring of Behavioral Health
Appointment Timeliness that shall include the CONTRACTOR’s plan for monitoring
behavioral health providers to ensure that they comply with the timeliness of appointment
standards that are outlined for behavioral health in Attachment III for routine specialty MD
(behavioral health) care and Attachment V for Outpatient Non-MD behavioral health
services. This plan will be submitted for approval to the Bureau of TennCare by December 31
of each year and shall identify methods for determining how they will monitor and evaluate
providers for compliance, develop corrective action plans for compliance, maintain records of
audits for timeliness and describe efforts to improve timeliness of appointments. The
minimum data elements required are identified in Attachment IX, Exhibit D.

Section 2.30.7 shall be amended by adding a new Section 2.30.7.6 and renumbering the
existing Sections 2.30.7.6 and 2.30.7.7 accordingly, including any references thereto.

2.30.7.6  The CONTRACTOR shall submit a Quarterly Behavioral Health Appointment Timeliness
Summary Report that includes a quarterly summary of activities based on the Annual Plan for
Monitoring of Behavioral Health Appointment Timeliness (See Section 2.30.7.5) The
minimum data elements required are identified in Attachment IX, Exhibit D.

Section 2.30.9 shall be amended by adding a new Section 2.30.9.5 as follows:
2.309.5 Upon notification by TENNCARE, the CONTRACTOR shall submit a weekly

Administrative Services Only Invoice Report for all payments to clinics designated as
Federally Qualified Health Clinics or Rural Health Clinics.
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112, Section 2.30.11 shall be amended by adding a new Section 2.30.11.7 as follows:

230.11.7 By October 1, 2011, the CONTRACTOR is required to submit a Data Collection Strategy
Report that describes how they intend to collect data in accordance with the HHS initiative to
implement a multifaceted health disparities data collection strategy. (HHS Action Plan to
Reduce Racial and Ethnic Health Disparities, April 8, 2011) The report must include the
CONTRACTOR’s plans for collection and reporting of data in five specific demographic
categories in accordance with the new provisions of the Affordable Care Act: race, ethnicity,
gender, primary language, and disability status. The following OMB (minimum standards)
categories for race and ethnicity (Revisions to the Standards for the Classification of Federal
Data on Race and Ethnicity, 1997) must be used: Hispanic or Latino or Not Hispanic or
Latino; American Indian or Alaska Native, Asian, Black or African American, Hispanic or
Latino, Native Hawaiian or Other Pacific Islander, and White. CONTRACTOR plans must
also include how the collected data will be used to integrate information across systems in
order to enhance TennCare data, any system changes that will be needed, and timelines for
implementation. Following review of the CONTRACTOR’s plan, TENNCARE will set an
implementation date for revised data collection and data reporting

113. Item (2) of Section 2.30.16.4 shall be amended by adding the word “CHOICES” in front of
the word “HCBS”.

114.  Section 3.1.2 shall be amended by adding the phrase any payments related to
FQHC/RHC costs” as follows:

3.1.2 The CONTRACTOR agrees that capitation payments, any payments related to processing claims
for services incurred prior to the start date of operations pursuant to Section 3.7.1.2.1, any
incentive payments (if applicable), any payments related to FQHC/RHC costs and any payments
that offset the CONTRACTOR’s cost for the development and implementation of an electronic
visit verification system (EVV) (see Section 3.13) are payment in full for all services provided
pursuant to this Agreement. TENNCARE shall not reimburse CONTRACTOR for any costs,
liquidated damages and/or penalties incurred by the CONTRACTOR and which result from actions
or inactions, including penalties associated with CONTRACTOR’s failure to timely pay any and all
expenses, fees, taxes and other regulatory/ministerial costs associated with the requirements of
operating as an HMO in this state. The taxes, fees, expenses, and other regulatory/ministerial costs
referenced herein shall include but not be limited to premium taxes associated with any and all
obligations required by the Tennessee Health Maintenance Organization Act of 1986 codified at
TCA 56-32-101 et seq. or any subsequent amendments thereto and/or the Tennessee Prepaid Limited
Health Services Act of 2000 codified at TCA 56-51-101 et seq. or any subsequent amendments
thereto. TENNCARE shall not share with the CONTRACTOR any financial losses realized under
this Agreement.

115.  Section 3.4.3.7.1.1.1 shall be amended as follows:
3.43.7.1.1.1  CHOICES members that change MCOs during the open enrollment period will be

designated as either a NF enrollee or an HCBS enrollee based upon the determination
made in the outbound 834 enrollment file on the date of their official transfer.
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116.

117.

Section 3.7.1 shall be amended by adding a new Section 3.7.1.5 and 3.7.1.6, deleting and
replacing the renumbered Section 3.7.1.7 as follows and updating all references
accordingly.

3.7.1.5

3.7.1.6

3.7.1.7

The CONTRACTOR shall not be entitled to a CHOICES capitation payment for any calendar
month during which a CHOICES member does not receive nursing facility services or
ongoing CHOICES HCBS, except under extenuating circumstances which must be reported
to TENNCARE on the CHOICES Utilization Report. Acceptable extenuating circumstances
may include, but are not limited to, a member’s temporary hospitalization or temporary
receipt of Medicare-reimbursed skilled nursing facility care. The determination that the
CONTRACTOR is not entitled to a CHOICES capitation payment shall be made by
TENNCARE based on information provided in monthly CHOICES Utilization Reports
and/or upon review and analysis of the CONTRACTOR’s encounter data. For any month in
which the CONTRACTOR is not entitled to the CHOICES capitation payment, the capitation
payment will be retroactively adjusted to reflect the appropriate non-CHOICES capitation
rate applicable for that month.

The effective date of the CHOICES capitation payment may be retroactively adjusted by
TENNCARE in any instance in which the CONTRACTOR fails to initiate nursing facility
services or ongoing CHOICES HCBS within the timeframes prescribed in 2.9.6., in which
case, the effective date of the CHOICES capitation payment will be the date of initiation of
nursing facility or ongoing HCBS.

Payment adjustments resulting in a reduction or increase of the capitation rate shall be
accomplished through the monthly capitation reconciliation process, or pursuant to other
processes as established by TENNCARE,

Section 3.9.2.6 shall be deleted and replaced as follows:

3.9.2.6

The withhold amounts for subsequent months thereafter in which the CONTRACTOR has
not cured the deficiencies shall be in accordance with Section 3.9.2.1 as described above. If
the CONTRACTOR has attained a two and one half percent (2.5%) withhold and
TENNCARE subsequently determines the CONTRACTOR is not in compliance with a
requirement of this Agreement, TENNCARE will provide written notice of such
determination and TENNCARE will re-institute the retention of the withhold as described in
Section 3.9.2.1 at the next capitation payment cycle. Monthly retention of the withhold
amount will continue for each subsequent month so long as the identified deficiencies have
not been corrected. These funds will not be distributed to the CONTRACTOR unless it is
determined by TENNCARE the CONTRACTOR has come into compliance with the
Agreement requirement(s) within six (6) months of TENNCARE identifying these
deficiencies. For example, if a specified deficiency(s) is corrected within four (4) months and
there are no other identified deficiencies which the CONTRACTOR has been given written
notice of by TENNCARE, the withhold for the four (4) consecutive months will be paid to
the CONTRACTOR upon TENNCARE determination that the deficiency(s) was corrected.
However, any amounts withheld by TENNCARE for six (6) consecutive months for the same
or similar compliance deficiency(s) shall be permanently retained by TENNCARE on the
first day after the sixth consecutive month period and shall not be paid to the
CONTRACTOR. If the same or similar specified deficiency(s) continues beyond six (6)
consecutive months, TENNCARE may declare the MCO ineligible for future distribution of
the ten percent (10%) incentive withhold and may continue to permanently retain any
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118.

119.

120.

4.1

121.

4.2.1

4.2.2

amounts withheld by TENNCARE for six (6) consecutive months. Such ineligibility will
continue for each month TENNCARE determines the same or similar specified deficiency(s)
continues to exist. Once a CONTRACTOR corrects the deficiency(s), TENNCARE may
reinstate the MCO’s eligibility for distribution of the ten percent (10%) compliance incentive
payment of future withholds. If TENNCARE determines that distribution of the ten percent
(10%) withhold is appropriate, distribution of the ten percent (10%) shall be made at the time
of the next scheduled monthly check write which includes all other payments due the
CONTRACTOR.

Section 3 shall be amended by adding a new Section 3.11 as follows and renumbering the
existing Sections 3.11 through 3.14 accordingly including any references thereto.

3.11 Reimbursement of Cost related Payments for FQHCs/RHCs

Upon notification by TENNCARE, TENNCARE shall reimburse the CONTRACTOR for
FQHC/RHC cost outside of the capitation rates in accordance with TENNCARE developed
policies and protocols and based on the CONTRACTOR’s reported Administrative Services Only
weekly invoice (See Section 2.30.9.5). TENNCARE’s policies-and-protocols-shall-be based on
federal regulations.

The renumbered Section 3.15.1.1 shall be deleted and replaced as follows:

3.15.1.1 In no event shall the maximum liability of the State under this Agreement during the original
term of the Agreement exceed four billion, three hundred thirty five million, one hundred
fifty five thousand, five hundred forty one ($4,335,155,541 .00).

The opening paragraph of Section 4.1 shall be deleted and replaced as follows:

NOTICE

All notices required to be given under this Agreement shall be given in writing, and shall be sent by
United States certified mail, postage prepaid, return receipt requested; in person; by facsimile, email or
other electronic means, including but not limited to providing notice through computer
databases, software or other systems made available to the CONTRACTOR by TENNCARE; or
by other means, so long as proof of delivery and receipt is given, and the cost of delivery is borne by the
notifying party, to the appropriate party at the address given below, or at such other address (or addresses)
as may be provided by notice given under this Section.

Section 4.2.1 and 4.2.2 shall be deleted and replaced as follows:

Term of the Agreement

This Agreement, including any amendments and any changes made by notice to adjust the capitation
rates, shall be effective commencing on August 15, 2006 and ending on December 31, 2014,

Term Extension

The State reserves the right to extend this Agreement for an additional period or periods of time
representing increments of no more than one (1) year and a total term of no more than five (5) years,
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122.

123.

provided that the State notifies the CONTRACTOR in writing of its intention to do so at least six 6)
months prior to the Agreement expiration date. In accordance with an approved exception request,
TENNCARE may extend this Agreement through December 31, 2014. An extension of the term of this

Agreement will be effected through an amendment to the Agreement.

Section 4.20.2.1.1 shall be amended by adding the word “incomplete” as follows:

4.20.2.1.1 For each day that a report or deliverable is late, incorrect, incomplete, or deficient, the
CONTRACTOR shall be liable to TENNCARE for liquidated damages in the amount of one
hundred dollars ($100) per day per report or deliverable unless specified otherwise in this
Section. Liquidated damages for late reports/deliverables shall begin on the first day the

The liquidated damage chart in Section 4.20.2.2.7 shall be amended by deleting and

report/deliverable is late.

replacing A.20 and adding new damages A.21 through A.26 as follows:

A20

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

$500 per deficient plan of care

A.21

Failure to process a referral by
or on behalf of the
CONTRACTOR’s  member
for enrollment in the
CHOICES program in
accordance  with  specified
requirements and timelines
(see Section 2.9.6)

$500 per day for each day the CONTRACTOR
was delinquent in completing the referral

A22

Failure to initiate
disenrollment of any member
who is  not receiving
TennCare-reimbursed  long-
term care services and is not
expected to resume receiving
long-term care services within
the next thirty (30) days in
accordance with 2.6.1.5.7.

$1000 per occurrence plus $1000 for each
month for which the capitation payment

amount must be adjusted

A.23

Failure to facilitate transitions
between CHOICES Groups

accordance with 2.9.6.9.1.1.5

$500 per occurrence
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A.24

Failure to ensure that all
TennCare data containing
protected health information
(PHI), as defined in HIPAA, is
secured through commercially
reasonable methodology in
compliance with HITECH,
such that it is rendered
unusable, unreadable and
indecipherable to unauthorized
individuals through the use of
a technology or methodology
specified by the Secretary in
the guidance issued under
section 13402(h)(2) of Public
Law 111-5 on the HHS Web
site which compromises the
security or  privacy of
TennCare enrollee protected
health information ancillary
Business Associate Agreement
executed between the parties

$500 per enrollee per occurrence, AND

If the State deems credit monitoring and/or
identity theft safeguards are needed to protect
those TennCare enrollees whose PHI was
placed at risk by CONTRACTOR’s failure to
comply with the terms of this Agreement, the
CONTRACTOR shall be liable for all costs
associated with the provision of such safeguard
services.

A25

Failure to seek express written
approval from TENNCARE,
including the execution of the
appropriate  agreements to
effectuate transfer and
exchange of TennCare enrollee
PHI or TennCare confidential
information including, but not
limited to, a data use
agreement, trading partner
agreement, business associate
agreement or qualified
protective order prior to the use
or disclosure of PHI to a third
party for any purpose other
than the purpose of this
Agreement (See  ancillary
Business Associate Agreement
executed between the parties)

$500 per enrollee per occurrence
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A.26

Failure by the CONTRACTOR $1,000 per enrollee per occurrence
to prevent the use or disclosure
of TennCare enrollee data or
TennCare confidential in any
form via any medium with any
third  party beyond the
boundaries and jurisdiction of
the United States (See ancillary
Business Associate Agreement
executed between the parties)

124.  Section C of the Program Issues/Damages chart of Section 4.20.2.2.7 shall be amended by
adding a new C.3 as follows and renumbering the existing C.3 through C.7 as follows
including any references thereto.

CJ3 Failure to  have  subject $1000 per appropriate staff person per meeting as
appropriate  staff member(s) requested by TENNCARE
attend onsite meetings as l
requested and designated by
TENNCARE

125.  Section 4.20.2.4 shall be amended by adding the word “CHOICES?” in front of the word
“HCBS”.

126.  Section 4 shall be amended by adding new Sections 4.38 and 4.39 as follows and the existing

Sections 4.38 and 4.39 shall be renumbered accordingly including any references thereto.

4.38

Prohibition of Payments for Items or Services Outside the United States

Section 6505 of the Affordable Care Act amends section 1902(a) of the Social Security Act (the
Act), and requires that a State shall not provide any payments for items or services provided under
the State plan or under a waiver to any financial institution or entity located outside of the United
States (U.S.). This section of the Affordable Care Act is effective January 1, 2011, unless the
Secretary determines that implementation requires State legislation, other than legislation
appropriating funds, in order for the plan to comply with this provision.

For purposes of implementing this provision, section 1101(a}(2) of the Act defines the term “United
States” when used in a geographical sense, to mean the “States.” Section 1101(a)(1) of the Act
defines the term “State” to include the District of Columbia, Puerto Rico, the Virgin Islands, Guam,
the Northern Mariana Islands, and American Samoa, when used under Title XIX.

Further, this provision prohibits payments to telemedicine providers located outside of the U.s,,
Puerto Rico, the Virgin Islands, Guam, the Northern Mariana Islands, and American Samoa.
Additionally, payments to pharmacies located outside of the U.S., Puerto Rico, the Virgin Islands,
Guam, the Northern Mariana Islands, and American Samoa are not permitted.

The Centers for Medicare & Medicaid Services (CMS) will require that, in the case of providers that
have provided medical assistance or covered items and/or services to Medicaid beneficiaries under
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4.39

the State plan or under a waiver program, and are requesting reimbursement from the State Medicaid
program, such reimbursement must be provided to financial institutions or entities located within the
U.S. If it is found that payments have been made to financial institutions or entities outside of the
U.S., States must recover these payments and must forward any Federal match for such payments to
CMS consistent with the guidelines specified in Federal regulations at 42 CFR Part 433.

Any audits of claims by CMS to assure compliance with this provision will begin no earlier than
June 1, 2011 and will only review claims submitted on or after June 1, 2011 for compliance with this
section.

Federal Funding Accountability and Transparency Act (FFATA)

This Agreement requires the CONTRACTOR to provide supplies and/or services that are funded in
whole or in part by federal funds that are subject to FFATA. The CONTRACTOR is responsible for
ensuring that all applicable requirements, including but not limited to those set forth herein, of
FFATA are met and that the CONTRACTOR provides information to the State as required.

4.39.1

The CONTRACTOR shall comply with the following:
Reporting of Total Compensation of the CONTRACTOR’s Executives.

4.39.1.1 The CONTRACTOR shall report the names and total compensation of each of its five most
highly compensated executives for the CONTRACTOR’s preceding completed
fiscal year, if in the CONTRACTOR s preceding fiscal year it received:

4.39.1.1.1 Eighty percent (80%) or more of the CONTRACTOR’s annual gross revenues from
Federal procurement contracts and Federal financial assistance subject to the
Transparency Act, as defined at 2 CFR 170.320 (and sub awards); and

4.39.1.1.2 $25,000,000 or more in annual gross revenues from Federal procurement contracts
(and subcontracts), and Federal financial assistance subject to the Transparency Act
(and sub awards); and

4.39.1.1.3 The public does not have access to information about the compensation of the
executives through periodic reports filed under section 13(a) or 15(d) of the
Securities Exchange Act of 1934 (15 U.S.C. 78m(a), 780(d)) or section 6104 of the
Internal Revenue Code of 1986. (To determine if the public has access to the
compensation information, see the U.S. Security and Exchange Commission total
compensation filings at http://www.sec.gov/answers/execomp.htm.).

Executive means officers, managing partners, or any other employees in
management positions.

4.39.1.2 Total compensation means the cash and noncash dollar value earned by the
executive during the CONTRACTOR’s preceding fiscal year and includes the
following (for more information see 17 CFR 229.402(c)(2)):

4.39.1.2.1 Salary and bonus.

4.39.1.2.2 Awards of stock, stock options, and stock appreciation rights. Use the dollar amount
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4.39.2

recognized for financial statement reporting purposes with respect to the fiscal year
in accordance with the Statement of Financial Accounting Standards No. 123
(Revised 2004) (FAS 123R), Shared Based Payments.

4.39.1.2.3 Earnings for services under non-equity incentive plans. This does not include group
life, health, hospitalization or medical reimbursement plans that do not discriminate
in favor of executives, and are available generally to all salaried employees.

4.39.1.2.4 Change in pension value. This is the change in present value of defined benefit and
actuarial pension plans.

4.39.1.2.5 Above-market earnings on deferred compensation which is not tax qualified.
4.39.1.2.6 Other compensation, if the aggregate value of all such other compensation (e.g.
severance, termination payments, value of life insurance paid on behalf of the

employee, perquisites or property) for the executive exceeds $10,000.

The CONTRACTOR must report executive total compensation described above to the State by the

127.

128.

129.

130.

4393

4.39.4

4.39.5

end of the month during which this Contract is awarded.

If this Agreement is amended to extend its term, the CONTRACTOR must submit an executive total
compensation report to the State by the end of the month in which the amendment to this Agreement
becomes effective.

The CONTRACTOR will obtain a Data Universal Numbering System (DUNS) number and
maintain its DUNS number for the term of this Agreement. More information about obtaining a
DUNS Number can be found at: http://fedgov.dnb.com/webform/

The CONTRACTOR’s failure to comply with the above requirements is a material breach of this
Agreement for which the State may terminate this Agreement for cause. The State will not be
obligated to pay any outstanding invoice received from the CONTRACTOR unless and until the
CONTRACTOR is in full compliance with the above requirements.

“Timely Claims Processing”, “Claims Payment Accuracy”, and “HCBS Provider Network”
Performance Measures in Attachment VII shall be amended by adding the word
“CHOICES” in front of the word “HCBS”.

The Performance Measure regarding “Initial appointment timeliness for behavioral health
services” in Attachment XII shall be deleted in its entirety.

Item

17 and 120 in Attachment VIII shall be amended by adding the words “eligible

CHOICES” in front of the word “HCBS”.

Attachment VIII shall be amended by deleting and replacing Items 129, 131, and 132;
adding new Items 130 and 138 as follows and renumbering the existing items accordingly.

129.

Annual Plan for the Monitoring of Behavioral Health Appointment Timeliness (see Section
2.30.7.5)
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131.

130. Quarterly Behavioral Health Appointment Timeliness Summary Report (see Section 2.30.7.6)
131. CHOICES Qualified Workforce Strategies Report (see Section 2.30.7.7)

132. FQHC Reports (see Section 2.30.7.8)

138. Administrative Services Only Invoice Report (See Section 2.30.9.5)

Exhibit D of Attachment IX shall be deleted and replaced as follows:

ATTACHMENT IX, EXHIBIT D

Annual Plan and Quarterly Summary for the Monitoring of Behavioral Health Appointment Timeliness

Annual Plan for the Monitoring of Behavioral Health Appointment Timeliness

The Annual Plan for the Monitoring of Behavioral Health Appointment Timeliness required in Section 2.30.7.5
will be submitted to the Bureau of TennCare by December 31 of each year, with the first annual plan due for
submission by December 31, 2011. This deliverable shall include, at a minimum, the following elements:

1.

1L

A plan for how the CONTRACTOR monitors and evaluates behavioral health providers for compliance

with the timeliness of appointment standards that are outlined for behavioral health in Attachment I1I for

routine MD (behavioral health) specialty care and Attachment V for Outpatient Non-MD behavioral
health services.

The plan shall include a delineation of methodologies used for monitoring and evaluation:

a. The plan shall include at minimum, at least one method that incorporates either a phone survey or on-
site audit.

b. The report shall include the frequency of surveys/audits, number of site visits, and types of providers
monitored, by (MD and non-MD), and by age group (under 18 years of age and 18 years of age and
over) as well as number of phone calls or number of appointments evaluated for timeliness, by type
(MD/non-MD) and (under 18 years of age and 18 years of age and over) for each provider.

This report will also include the types of correspondence with providers regarding timeliness of

appointments; number of performance reports issued to providers, number of Corrective Action Plans

(CAPs) issued to providers and results of follow-up to the CAPs.

A summary of overall findings will include a summary of results across providers; how representative the

sample of surveys/site visits are of the overall volume of services provided; analysis of data collection and

identification and resolution of problems, including percentage of compliance with standards in

Attachments III and V, as outlined in # 1 above.

Description of record keeping, including results of audits and surveys, and requests for corrective action

plans submitted to providers.

A summary of other methods used to monitor the timeliness of behavioral health appointments.

Quarterly Summary for the Monitoring of Behavioral Health Appointment Timeliness

The Quarterly Summary for the Monitoring of Behavioral Health Appointment Timeliness as required in Section
2.30.7.6. will be due within thirty (30) days after completion of the quarter. This deliverable shall include, ata
minimum, a summary and update of the quarterly activities and results outlined in the Annual Plan for the
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Monitoring of Behavioral Health Appointment Timeliness as required in Section 2.30.7.5, including strategies,
results and outcomes of efforts to improve timeliness of appointments.

132.

133.

A.125

Section A.4.3.2.4.1 of Attachment XI shall be amended by deleting “one-quarter (1/4th)”
and replacing it with “one-third (1/3)”.

A4324.1 The furthest distance a member shall be required to travel to or from a fixed route
transportation stop is one-third (1/3) of a mile.

Sections A.12.5 and A.12.6 of Attachment XI shall be deleted and replaced as follows:

The CONTRACTOR shall provide Department of Intellectual and Developmental Disabilities (DIDD)
residential and day service waiver providers the opportunity to become a NEMT provider if the provider
is qualified to provide MR waiver transportation services (either as an individual transportation service or
as a component of residential and/or day services) pursuant to provider qualifications applicable for such
providers which shall be determined by DIDD. These providers shall only provide covered NEMT
services to members receiving HCBS MR waiver services from the provider. The CONTRACTOR shall

A.126

134.

A.l4

A.14.1

135.

reimburse these providers for covered NEMT to TennCare covered services (see definition in Exhibit A)
and shall not reimburse these providers for NEMT to services provided though a HCBS MR waiver. The
CONTRACTOR shall reimburse these providers in accordance with rates paid to other NEMT providers
for the provision of NEMT services.

The CONTRACTOR shall ensure that its NEMT providers are qualified to perform their duties. Except as
specified in A.12.5, this includes, but is not limited to, meeting applicable federal, state or local licensure,
certification, or registration requirements. Failure to comply with requirements regarding licensure
requirements may result in liquidated damages as provided in Section 4.20.2 of the Agreement.

Section A.14 of Attachment XI shall be amended by adding a new sentence as follows:

PAYMENT FOR NEMT SERVICES

General

In addition to requirements in the Agreement regarding payment for services, when paying for NEMT
services the CONTRACTOR shall comply with the requirements in this Attachment. In addition to the
requirements of this Agreement and this Attachment, the CONTRACTOR shall have a policy to address
fuel price adjustments.

Item 13 of Exhibit A of Attachment XI shall be deleted and replaced as follows:

13. TennCare Covered Services: The health care services available to TennCare enrollees, as defined in
TennCare rules and regulations. This includes, but is not limited to, physical health, behavioral health,
pharmacy, dental services, and institutional services. TennCare covered services includes
TENNderCare services. For purposes of NEMT, TennCare covered services does not include
CHOICES HCBS or 1915(c) MR waiver services.
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Amendment Number 8 (cont.)

136.  Attachment XII shall be amended by adding a new Exhibit E and F as follows:
EXHIBIT E
CAPITATION RATES
UnitedHealthCare
EFFECTIVE July 1, 2010
Per Member
Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under 1 $ 523.53
And Agel-13 $ 85.18
Standard Spend Down Age 14 - 20 Female $ 23203
Age 14 - 20 Male $ 126.74
Age 21 - 44 Female $ 38065
Age 21 - 44 Male $ 24395
Age 4564 $ 45467
Age 65+ $ 44340
Uninsured/Uninsurable Age Under 1 $ 52322
Agel-13 3 77.66
Age 14 - 19 Female $ 108.26
Age 14— 19 Male $ 97.53
Disabled Age <21 $ 1,441.01
Age 2l + $ 955.97
Duals/Waiver Duals All Ages $ 18778
Priority Add-On Age <21 $ 386.66
Age 21 + $ 386.66
CHOICES Rate (Effective upon CHOICES Duals $ 4,281.62
the CHOICES Implementation CHOICES Non-Duals $ 5,62527

Date)
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Amendment Number 8 (cont.)

EXHIBIT F
CAPITATION RATES
UnitedHealthCare
EFFECTIVE January 1, 2011
Per Member
Aid Category Age Group Per Month
Medicaid (TANF & Related) Age Under 1 $ 52352
And Agel-13 $ 94.47
Standard Spend Down Age 14 - 20 Female $ 25148
Age 14 - 20 Male $ 165.60
Age 2l - 44 Female $  400.87
Age 21 - 44 Male $ 26292
Age 4564 $ 47475
Age 65 + $ 446.29
Uninsured/Uninsurable Age Under 1 $ 52324
Agel-13 $ 84.00
Age 14 - 19 Female $ 11917
Age 14— 19 Male $ 117.86
Disabled Age <21 $ 1,627.60
Age2l + $ 1,080.82
Duals/Waiver Duals All Ages $ 23567
CHOICES Rate (Effective upon CHOICES Duals $ 428162
the CHOICES Implementation CHOICES Non-Duals $ 562527

Date)
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Amendment Number 8 (cont.)

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 specifi ically indicates a different effective date, for
purposes of the provisions contained herein, this Amendment shall become effective July 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 RIVER
AND ADMINISTRATION VALLEY, INC.
v ;‘? ] ’ =

BY: /Z/E' e p Qgﬁ }(5@4 < BY: _»i~

Mark Emkes Scott A. Bowers

Commissioner Chief Executive Officer, TennCare

/ / /.

DATE: £ /i DATE: o
APPROVED BY: APPROVED BY:
STATE OF TENNESSEE
DEPARTMENT OF FINANCE STATE OF TENNESSEE
AND ADMINISTRATION COMPTROLLER OF THE TREASURY

i é

i ?f’ A
Iﬁark E mkes '
Commissioner

N
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E—

DATE:

69

0

‘“fg"”gf ?f/i%'g&?

Justift P thson
Comptroller

BY:

DATE:
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