. Division of
Health Care

—_Finance & Administration

April 27, 2017

Ms. Krista Lee, Executive Director
Fiscal Review Committee

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

RE: MCO Amendments (amendment #6) and TennCare Select (amendment # 41)
Cognosante, LLC (amendment #3)

Dear Ms. Lee;

The Department of Finance and Administration, Division of Health Care Finance and Administration
(HCFA), is submitting for consideration by the Fiscal Review Committee the following MCO contract
amendments:

AMERIGROUP Tennessee, Inc. (amendment #6)

UnitedHealthcare Plan of the River Valley, d/b/a UnitedHealthcare Community Plan
(amendment #6)

Volunteer State Health Plan, Inc. d/b/a Blue Care Tennessee (amendment #6)
Volunteer State Health Plan (TennCare Select) Amendment #41

These managed care contracts are being amended to provide relative changes to the program
including the following: (1) Technical edits (e.g., changing “mental retardation to intellectual
disabilities); (2) Compliance with federal regulations and/or federal waiver authority (managed care
regulation, HCBS settings rule, final approved 1115 waiver extension); (3) Streamline Care/Support
Coordination requirements for CHOICES and ECF CHOICES to reduce administrative burden and
improve the member experience; (4) Improve assessments/coordination/transitions for complex care
needs/populations, including children aging out of State custody, individuals receiving home health or
private duty nursing, and individuals with a PASRR condition (mental illness or intellectual disability or
related condition); (5) Update ECF Quality Monitoring requirements to reflect changes based on
provider input; (6) Minor adjustments to background check requirements, including Consumer
Direction; (7) Clarify MCO role in assisting CHOICES/ECF CHOICES members with Medicaid eligibility
redetermination (to ensure continuity of coverage and services); (8) Adjust reporting requirements; (9)
Update EPSDT Outreach Requirements; (10) Clarifications to align with new Managed Care
Regulations; (11) Clarification to provider complaint follow-up, and (12) Term Extension and funding to
support extended term. With the exception of VSHP (TennCare Select) which is paid according to a
per member per month administrative rate, these amendments also include updated, actuarially
approved capitated rates.

Additionally, TennCare is submitting amendment #3 to Cognosante, LLC, the competitively
procured contract for the provision of Independent Validation and Verification (IV&V) services.
The payment structure for this contract is a combination of monthly and hourly rates for staff with
expertise in IV&V to support the State and other designated contractors and vendors that
TennCare will engage for the improved TEDS project outcome, as well as enhancement of the

Health Care Finance and Administration ¢ 310 Great Circle Road * Nashville, TN 37243
tn.gov/hcfa * tn.gov/tenncare
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MMIS V&YV functions as required by the federal government. This amendment is necessary to
(1) provide adequate funding to support these ongoing functions; (2) modify scope of work to
include the PBM and DBM projects, including any modular certifications and assessment of other
vendor deliverables; (3) exercise optional term extension rates as submitted in RFP Cost
Proposal; and (4) replace term extension language to include additional two (2) additional option
term years in order to align with TEDS, as approved by the Central Procurement Office and the
Comptroller's office. Approval forms were submitted with additional Fiscal Review Supplemental
information as required.

HCFA respectfully submits the above referenced contract amendments for consideration and approval
by the Fiscal Review Committee. We look forward to promptly providing any additional information as
may be requested by the Committee.

Sincerely,

Chief Financial Officer

cc. Wendy Long, M.D., Deputy Commissioner

Health Care Finance and Administration * 310 Great Circle Road * Nashville, TN 37243
tn.gov/hcfa « tn.gov/tenncare



Supplemental Documentation Required for

Fiscal Review Committee

Alma Chilt
*Contact Name: ma LAhitton

*Contact
Phone:

615-507-6384

*Presenter’s
name(s):

William Aaron, Chief Financial Officer

Edison Contract #40181 RFS Number; 31865-00373
Number: (if applicable) (tf applicable)
*Original or | January 1,2014 *Current or | December 31, 2017
Proposed Contract Proposed End
Begin Date: Date:
Current Request Amendment Number: | 6
(if applicable)
Proposed Amendment Effective Date: | July 1, 2017
(if applicable)
... | Department of Finance and
*Department Submitting: Administration
“Division: Division of Health Care Finance &
IVISION: | A dministration

*Date Submitted:

April 27, 2017

*Submitted Within Sixty (60) days:

Yes

If not, explain:

N/A

*Contract Vendor Name:

UnitedHealthcare Plan of the River Valley

*Current or Proposed Maximum Liability:

$5,815,423,650.00

*Estimated Total Spend for Commodities:

N/A

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

FY: 2014 | FY: 2015 FY: 2016

FY: 2017

FY: 2018
0.00 $927,757,750.00 | $1,887,665,900.00 | $2,000,000,000.00 $1,000,000,000.00
*Current Total Expenditures by Fiscal Year of Contract:
(attach backup documentation from Edison) Attached
FY: 2014 | FY: 2015 FY: 2016 FY: 2017 FY: 2018
1,651,012,5651.00
0.00 $824,083,084.14 | § 1,966,900.324.02 fthru 4/712017) $
IF Contract Allocation has been
greater than Contract
Expenditures, please give the N/A
reasons and explain where surplus
funds were spent:
IF surplus funds have been carried
forward, please give the reasons N/A
and provide the authority for the
carry forward provision:
IF Contract Expenditures exceeded | N/A

Revised April 2014




Supplemental Documentation Required for

Fiscal Review Committee

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

*Contract Funding Source/Amount:

State: | $2,036,189,820.00

Federal: $3,779,233,830.00

Interdepartmental:

Other:

If “other” please define:

If “interdepartmental” please define:

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

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

Amendment #1 — December 2014

Language Modifications

Amendment #2 — July, 2015

Language Modifications

Amendment #3 — January, 2016

Language Modifications and Updates

Amendment #4 — July, 2016

Language Modifications and Updates

Amendment #5 — January 2017

Language modifications and term extension

Method of Original Award: (if applicable)

RFP

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

How was this cost determined?

$3,775,331,800.00

Cost Proposal

*List number of other potential vendors
who could provide this good or service;
efforts to identify other competitive
procurement alternatives; and the
reason(s) a sole-source contract is in the
best interest of the State.

An RFP was released and there were
seven (7) proposals submitted. This
contract is one of three (3) competitively
procured contracts awarded to provide
behavioral and medical services to
TennCare enrollees statewide.

Provide information on the circumstances
and status of any disciplinary action taken
or pending against the vendor during the
past 5 years with state agencies/
departments, professional organizations, or
through any legal action.

No disciplinary actions identified.

In addition, please provide any information
regarding the due diligence that the
Department has taken to ensure that the
vendor is not or has not been involved in
any circumstances related to illegal
activity, including but not limited to fraud.

HCFA googled this contractor and did
not identify any illegal activity.
Language in the contract requires
immediate notification to the state
regarding illegal activity or fraud if
discovered during the term of this
Contract.

Revised April 2014




UnitedHealthcare Plan of the River Valley d/b/a UnitedHealthcare Community Plan
Edison Contract ID: 40181

CONTRACT EXPENDITURES BY FISCAL YEAR
(Payment Detail Attached)

FY 2015 $824,083,084.14
FY 2016 $1,966,900,324.02
FY 2017 $1,651,012,551.00 (Expenditures through April 7, 2017)

TOTAL $4,441,995,959.16




UnitedHealthcare Plan of the River Valley d/b/a

UnitedHealthcare Community Plan

Edison Contract ID: 40181

FY 2015
[BU [Voucher ID |[VendorID || Amount Pd [Pymnt Date
31865 01067666 0000021799 $61,665,068.91 2/6/2015
31865 01067667 0000021799 $49,607,561.77 21612015
31865 01067668 0000021799 $61,670,234.41 216/2015
31865 01084807 0000021799 $61,624,189.61 3/6/2015
31865 01084808 0000021799 $50,501,619.24 3/6/2015
31865 01084809 0000021799 $62,003,409.62 3/6/2015
$347,072,083.56
31865 01100628 0000021799 $51,027,828.21 41312015
31865 01100629 0000021799 $41,659,250.08 4/3/2015
31865 01100630 0000021799 $51,398,749.72 4/3/2015
31865 01104581 0000021799 $129,000.00 4/10/2015
31865 01104582 0000021799 $106,500.00 4/10/2015
31865 01104583 0000021799 $160,500.00 4/10/2015
31865 01115866 0000021799 $57,886,885.85 5/1/2015
31865 01115867 0000021799 $47,425,959.97 5/1/2015
31865 01115868 0000021799 $58,368,684.96 5/1/2015
31865 01135051 0000021799 $59,555,290.34 6/5/2015
31865 01135052 0000021799 $49,238,464.71 6/5/2015
31865 01135053 0000021799 $60,053,886.74 6/5/2015
$477,011,000.58
FY 2015 TOTAL $824,083,084.14




UnitedHealthcare Plan of the River Valley d/b/a
UnitedHealthcare Community Plan- Edison #40181

FY 2016

[ [Voucher ID |VendorID || Amount Pd [Pymnt Date

31865 01149699 0000021799 $58,096,454.98 71712015
31865 01149700 0000021799 $47,657,653.08 71712015
31865 01149701 0000021799 $58,982,260.64 71712015
31865 01170145 0000021799 $57,853,709.45 8/7/2015
31865 01170146 0000021799 $47,782,046.78 8/7/2015
31865 01170147 0000021799 $59,030,723.47 8/7/2015
31865 01185836 0000021799 $58,100,502.26 9/4/2015
31865 01185837 0000021799 $47,552,191.71 9/4/2015
31865 01185838 0000021799 $58,871,274.07 9/4/2015

$493,826,816.44
31865 01200839 0000021799 §57,614,281.24 10/2/2015
31865 01200840 0000021799 $47,670,029.79 10/2/2015
31865 01200841 0000021799 $58,445,343.71 10/2/2015
31865 01219633 0000021799 $42,970,650.82 11/6/2015
31865 01219634 0000021799 $26,101,219.44 11/6/2015
31865 01219635 0000021799 $67,621,852.17 1116/2015
31865 01226593 0000021799 $105.73 1112012015
31865 01233380 0000021799 $53,691,529.87 12/4/2015
31865 01233381 0000021799 $42,479,137.79 12/4/2015
31865 01233382 0000021799 $60,460,708.61 12/4/2015
31865 01237239 0000021799 $22,496,071.65 12/11/2015
31865 01237240 0000021799 $18,498,824.52 12/11/2015
31865 01237241 0000021799 $23,867,772.83 12/11/2015
31865 01246946 0000021799 $57,622,389.89 1213012015
31865 01246947 0000021799 $45,085,042.20 12/30/2015
31865 01246948 0000021799 $58,097,993.95 12/30/2015
$662,722,854.21

31865 01250515 0000021799 $3,072.93 1/8/2016
31865 01250516 0000021799 $35,662.60 1/8/2016
31865 01265770 0000021799 $56,940,929.90 2/5/2016
31865 01265771 0000021799 $44,547,738.73 2/5/2016
31865 01265772 0000021799 $56,839,175.35 2/5/2016



UnitedHealthcare Plan FY 2016 (Continued)

31865
31865
31865
31865

31865
31865
31865
31865
31865
31865
31865
31865
31865

01283210 0000021799
01283211 0000021799
01283212 0000021799
01287549 0000021799
01300000 0000021799
01300001 0000021799
01300002 0000021799
01319772 0000021799
01319773 0000021799
01319774 0000021799
01335969 0000021799
01335970 0000021799
01335971 0000021799
FY 2016 TOTAL

$56,934,975.77
$44,932,075.94
$57,478,815.87
$3,173.20
$317,715,620.29

$56,776,278.26
$44,611,358.33
$57,969,046.95
$56,860,562.58
$44,714,019.71
$68,370,911.67
$54,529,585.97
$42,669,756.13
$56,033,413.48
$472,534,933.08

$1,966,900,324.02

3/4/2016
3/4/2016
3/4/2016
3/11/2016

4/1/2016
4/1/2016
4/1/2016
5/6/2016
5/6/2016
5/6/2016
6/7/2016
6/7/2016
6/7/2016



UnitedHealthcare Plan of the River Valley d/b/a
UnitedHealthcare Community Plan- Edison #40181

FY 2017

[Bu [Voucher ID |Vendor 1D |[ Amount Pd [Pymnt Date

31865 01355356 0000021799 $59,687,688.54 71712016
31865 01355357 0000021799 $47,106,621.94 71712016
31865 01355358 0000021799 $61,001,059.75 71712016
31865 01370307 0000021799 $55,804,249.16 8/5/2016
31865 01370308 0000021799 $44,381,488.95 8/5/2016
31865 01370309 0000021799 $58,492,440.25 8/5/2016
31865 01385968 0000021799 $56,025,870.78 9/2/2016
31865 01385969 0000021799 $44,898,416.46 9/2/2016
31865 01385970 0000021799 $59,320,685.15 9/2/2016
31865 01401322 0000021799 $2,984,926.57 9/30/2016
31865 01401323 0000021799 $2,392,636.52 9/30/2016
31865 01401324 0000021799 $3,019,866.12 9/30/2016

$495,115,960.19
31865 01404491 0000021799 $53,071,928.77 10/3/2016
31865 01404492 0000021799 $42,153,763.95 10/3/2016
31865 01404493 0000021799 $55,746,683.77 10/3/2016
31865 01420137 0000021799 $57,508,903.89 11/4/2016
31865 01420138 0000021799 $45,562,086.83 11/4/2016
31865 01420139 0000021799 $69,375,673.79 111412016
31865 01433706 0000021799 $57,587,463.99 12/212016
31865 01433707 0000021799 $45,220,560.78 12/2/2016
31865 01433708 0000021799 $59,341,082.68 12/2/2016
31865 01441493 0000021799 $15,398,327.62 12/16/2016
31865 01441494 0000021799 $12,369,749.34 12/16/2016
31865 01441495 0000021799 $16,275,085.04 12/16/2016
$519,631,310.45

31865 01452002 0000021799 $56,511,300.15 1/6/2017
31865 01452003 0000021799 $43,940,024.01 1/6/2017
31865 01452004 0000021799 $58,370,356.76 1/6/2017
31865 01466985 0000021799 $58,387,925.86 2/3/12017
31865 01466986 0000021799 $47,429,422.55 21312017
31865 01466987 0000021799 $56,956,815.35 2/3/2017
31865 01480112 0000021799 $497,000.00 212412017




UnitedHealthcare Plan FY 2017 (Continued)

31865
31865
31865
31865

31865
31865
31865

01484334 0000021799
01484335 0000021799
01484336 0000021799
01492696 0000021799
01505348 0000021799
01505349 0000021799
01505350 0000021799

FY 2017 TOTAL

$41,511,558.50
$40,854,875.64
$74,417,104.40
$574,500.00
$479,450,883.22

$55,619,876.96
$44,443,898.05
$56,750,632.13
$156,814,407.14

$1,651,012,551.00

31212017
3/2/2017
31212017
3/17/2017

4/7/2017
4/7/12017
4/7/12017



cy17-8635

Amendment Request

This request form is not required for amendments to grant contracts. Route a completed request, as one file in PDF format,
via e-mail attachment sent to: Agsprs.Agsprs@tn.gov

7-16-15 AMEND REQUEST

APPROVED

Perry

Kevin C. Bartels 2oy ence
for Michael F.

DN: cn=Kevin C. Bartels for Michael
F. Perry, o, ou=Central Procurement
Office,
email=Kevin.C.Bartels@tn.gov, c=US
Date: 2017.04.26 16:04:38 -05'00'

CHIEF PROCUREMENT OFFICER

DATE

Agency request tracking #

31865-00373

1. Procuring Agency Department of Finance and Administration
Division of Health Care Finance and Administration
2. Contractor UnitedHealthcare Plan of the River Valley d/b/a/
UnitedHealthcare Community Plan
3. Edison contract ID # 40181
4. Proposed amendment # 6
§. Contract’s Effective Date January 1, 2014
6. Current end date December 31, 2017
7. Proposed end date December 31’ 2018
8. Current Maximum Liability or Estimated Liability $5.815.423,650.00
] ’ ’ -
9. Proposed Maximum Liabilit Estimated Liabilit
p ximu ility or Estima iability $7,815,423,650.00

10. Office for Information Resources Pre-Approval Endorsement

Request x Not Applicable I:I Attached

- information technology service (N/A to THDA)
11. eHealth Pre-Approval Endorsement Request .

- health-related professional, pharmaceutical, laboratory, or imaging x Not Applicable [_] Attached
12. Human Resources Pre-Approval Endorsement Request .

— state employee training service x Not Applicable D Attached
13. Explain why the proposed amendment is needed

This competitively procured contract is being amended to provide relative changes

to the program including:

(1) Technical edits (e.g., changing “mental retardation to

intellectual disabilities); (2) Compliance with federal regulations and/or federal waiver
authority (managed care regulation, HCBS settings rule, final approved 1115 waiver
extension); (3) Streamline Care/Support Coordination requirements for CHOICES and ECF

10f2




7-16-15 AMEND REQUEST

Agency request tracking # 31865-00373

CHOICES to reduce administrative burden and improve the member experience; (4)
Improve assessments/coordination/transitions for complex care needs/populations,
including children aging out of State custody, individuals receiving home health or private
duty nursing, and individuals with a PASRR condition (mental iliness or intellectual
disability or related condition); (5) Update ECFF Quallty Monitoring requirements to reflect
changes based on provider input; (6) Minor adjustments to background check
requirements, including Consumer Direction; (7) Clarify MCO role in assisting
CHOICES/ECF CHOICES members with Medicaid eligibility redetermination (to ensure
continuity of coverage and services); (8) Adjust reporting requirements; (9) Update EPSDT
Outreach Requirements; (10) Clarifications to align with new Managed Care Regs; (11)
Clarification to provider complaint follow-up, (12) Term extension and funding to support
the extended term, and (13) Effective update of capitated rates.

14. If the amendment involves a change in Scope, describe efforts to identify reasonable, competitive,
procurement alternatives to amending the contract.

This contract for the provision of medical and behavioral health services to the
TennCare population was competitively procured. These changes to scope are
necessary to make updates to the contract based on program changes of contract
existing language and to ensure compliance with CMS regulations.

Signature of Agency head or authorized designee, title of signatory, and date (the authorized designee may
sign his or her own name If indicated on the Signature Certification and Authorization document)

4/19/17

20f2




15 CONTRACT AMENDMENT COVER SHEET

Amendment #
06

Agency Tracking # Edison ID Contract #

31865-00373 40181

Contractor Legal Entity Name Edison Vendor ID

UnitedHealthcare Plan of the River Valley dba
UnitedHealthcare Community Plan

0000021792

Amendment Purpose & Effect(s)
Updates Scope, Extends Term, Increases Maximum Liability - Statewide TennCare Managed Care

Xlyes []no

End Date: December 31, 2018

Amendment Changes Contract End Date:

TOTAL Contract Amount INCREASE or DECREASE per this Amendment (zero if N/A):

$ 2,000,000,000.00

Funding —

FY State Federal Interdepartmental Other TOTAL Contract Amount
2014 $0.00 $0.00 $0.00
2015 $324,807,988.00 $602,949,762.00 $927,757,750.00
2016 $660,871,832.00 | $1,226,794,068.00 $1,887,665,900.00
2017 $700,340,000.00 | $1,299,660,000.00 $2,000,000,000.00
2018 $687,900,000.00 | $1,312,100,000.00 $2,000,000,000.00
2019 $343,950,000.00 $656,050,000.00 $1,000,000,000.00

TOTAL: | $2,717,869,820.00 | $5,097,553,830.00 $7,815,423,650.00

American Recovery and Relnvestment Act (ARRA) Funding: D YES & NO

Budget Officer Confirmation: There is a balance in the CPO USE

appropriation from which obligations hereunder are required

to be paid that is not already encumbered to pay other
obligations.

Speéd Chart (optional)

Account Code (optional)




AMENDMENT NUMBER 6
STATEWIDE CONTRACT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, INC.

EDISON RECORD ID: 40181

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 Contract
by and between the State of Tennessee TennCare Bureau, hereinafter referred to as TENNCARE, and
UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, INC,, hereinafter referred to as the CONTRACTOR
as specified below.

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

1.

CMS Managed Care Final Rules were revised and published in Federal Register / Vol. 81, No. 88 /
Friday, May 6, 2016 / Rules and Regulations. All applicable 42 CFR Section citations referenced in
the Contract shall be updated in accordance with any renumbered Sections as revised in the Final
Rule.

The terms “mental retardation” or “mentally retarded” throughout the Contract shall be deleted
and replaced with the terms “intellectual disability” or “individual with an intellectual disability”
respectively.

The definition of Adverse Action, Appeal Procedure and Complaint and Regulatory Requirements
shall be deleted, the definition for Enrollee, shall be amended, and definitions for Adverse Benefit
Determination, Appeal, Appeal System, Grievance, Grievance and Appeal System, Limited English
Proficient, and State Fair Hearing shall be added as follows:

Adverse Benefit Determination — As defined at 42 C.F.R. §438.400(b).

Appeal — as defined at 42 C.F.R. §438.400(b). "Appeal" is distinguished from a request for a "State Fair
Hearing." Appeal refers to the CONTRACTOR’s internal review of enrollee's request to contest the
MCC's Adverse Benefit Determination; whereas State Fair Hearing refers to review at the TENNCARE
level following written resolution of the CONTRACTOR internal Appeal process.

Appeal System — As defined at 42 C.F.R. §438.400(b), means both (1) the processes the CONTRACTOR
implements to internally resolve enrollee Appeals of Adverse Benefit Determinations, and (2) the
processes the CONTRACTOR implements to collect, track and maintain the information gathered from
the Adverse Benefit Determination Appeals.



Amendment 6 (cont.)

Enrollee — A person who has been determined eligible for TennCare and who has been enrolled in the
TennCare program (see Member, also). Synonymous with Member. For purposes of the Appeal System-
related provisions herein, “Enrollee” means enrollee, enrollee-authorized representative, or someone with
written consent to act on enrollee’s behalf.

Grievance — A complaint or an expression of dissatisfaction about any matter other than an Adverse
Benefit Determination. Grievances may include, but are not limited to, the quality of care or services
provided, and aspects of interpersonal relationships such as rudeness of a provider or employee, or failure
to respect the enrollee's rights regardless of whether remedial action is requested. Grievance includes an
enrollee's right to dispute an extension of time proposed by the MCO, PIHP or PAHP to make an
authorization decision. See 42 C.F.R. §438.400(b).

Grievance and Appeal System — The processes the CONTRACTOR implements to handle Appeals of an
Adverse Benefit Determination and Grievances, as well as the processes to collect and track information
about them. See 42 C.F.R. §438.400(b).

Limited English Proficient (LEP) - Means potential enrollees and enrollees who do not speak English as
their primary language and who have a limited ability to read, write, speak, or understand English may be
LEP and may be eligible to receive language assistance for a particular type of service, benefit, or
encounter. See 42 C.F.R. §438.10(a).

State Fair Hearing — The process set forth in subpart E of part 431 chapter 1V, title 42. Synonymous with
TennCare Fair Hearing. See 42 CFR §438.400(b).

The definition for “ECF CHOICES Group” shall be amended as follows:

ECF CHOICES Group (Group) — One of the three groups of TennCare enrollees who are enrolled in ECF
CHOICES. All Groups in ECF CHOICES receive services in the community. These Groups are:

Group 4 (Essential Family Supports) - Children under age twenty one (21) with I/DD living at home with
family who meet the NF LOC and need and are receiving HCBS as an alternative to NF Care, or who, in
the absence of HCBS, are “At risk of NF placement;” and adults age 21 and older with I/DD living at
home with family caregivers who meet the NF LOC and need and are receiving HCBS as an alternative to
NF care, or who, in the absence of HCBS, are “At risk of NF placement,” and elect to be in this group. To
qualify in this group, an individual must be SSI eligible or qualify in the ECF CHOICES 217-Like,
Interim ECF CHOICES At-Risk Demonstration Group, or upon implementation of Phase 2, the ECF
CHOICES At-Risk or ECF CHOICES Working Disabled Demonstration Groups.

Group 5 (Essential Supports for Employment and Independent Living) - Adults age twenty-one (21) and
older, unless otherwise specified by TENNCARE, with I/DD who do not meet nursing facility level of
care, but who, in the absence of HCBS are “At Risk” of nursing facility placement. To qualify in this
group, the adult must be SSI eligible or qualify in the Interim ECF CHOICES At-Risk Demonstration
Group, or upon implementation of Phase 2, the ECF CHOICES At-Risk or ECF CHOICES Working
Disabled Demonstration Groups. When the enrollment target for ECF CHOICES Group 6 has been
reached, an adult age 21 and older who meets NF LOC may choose to enroll in ECF CHOICES Group 5,
so long as the person’s needs can be safely and appropriately met in the community and at a cost that does
not exceed the Expenditure Cap. On a case-by-case basis, TENNCARE may grant an exception to permit



Amendment 6 (cont.)

adults ages eighteen (18) to twenty (20) with I/DD not living at home with family, including young adults
with I/DD transitioning out of State custody, to enroll in Group 5, if they meet eligibility criteria.

Group 6 (Comprehensive Supports for Employment and Community Living) - Adults age twenty-one
(21) and older, unless otherwise specified by TENNCARE, with I/DD who meet nursing facility level of
care and need and are receiving specialized services for I/DD. To qualify in this group, an individual must
be SSI eligible or qualify in the ECF CHOICES 217-Like Demonstration Group, or upon implementation
of Phase 2, the ECF CHOICES Working Disabled Demonstration Group. On a case-by-case basis,
TENNCARE may grant an exception to permit adults ages eighteen (18) to twenty (20) with 1/DD not
living at home with family, including young adults with I/DD transitioning out of State custody, to enroll
in Group 6, if they meet eligibility criteria.

The definition of “Grand Rounds” shall be deleted in its entirety.

The definition of '"Long-Term Care (LTC)'" shall be deleted in its entirety and replaced with
"Long-Term Services and Supports (LTSS)" as follows:

Long-Term Services and Supports (LTSS) - Services and supports provided under the CHOICES, ECF
CHOICES, 1915(c) HCBS Waivers, PACE program, and to individuals in ICF/IIDs, of all ages who have
functional limitations and/or chronic illnesses that have the primary purpose of supporting the ability of
the beneficiary to live or work in the setting of their choice, which may include the individual's home, a
worksite, a provider-owned or controlled residential setting, a nursing facility, or other institutional
setting.

To account for the removal of the Risk Agreement in CHOICES, a definition of Risk Assessment
shall be added to Section A.1 as follows, and the Definition of Risk Agreement in Section A.1 shall
be deleted in its entirety. Sections A.2.9.6.2.5.11, A.2.9.6.3.11, A.2.9.6.6.2.5.3, A.2.9.6.8.7,
A2.9.6.8.14, A.2.9.6.10.2.1.11, A.2.9.6.10.6.3.4, A.2.9.6.11.9, A.2.9.6.11.17, A.2.9.6.12.21.5,
A2.9.7.3.8, A2.9.74.10, A.2.9.7.410.10, A.2.9.7.4.10.11, A.2.9.7.6.1.4, A.2.9.7.6.10, A.2.9.7.9.3,
A.2.9.8.4.5, A.2.9.8.4.14, and A.2.9.8.8.6 related to the Risk Agreement shall be amended as follows:

Risk Assessment - As part of the person-centered planning process for members in CHOICES Group 2
and 3, the CONTRACTOR shall assess risk based on member preference for service delivery, including
risks specific to consumer direction, and shall further assess risk in instances in which a member's health,
safety, or wellness has changed. If, during this assessment, risk is identified, each risk shall be
incorporated individually into the PCSP in the applicable section(s), and each risk must include a
corresponding mitigation strategy. The CONTRACTOR shall routinely assess risks identified in the
member’s PCSP, as well as corresponding mitigation strategies, to determine whether such risks are
ongoing, and if so, whether the existing mitigation strategies continue to be appropriate.

2.9.6.2.5.11 As part of the face-to-face visit for members in CHOICES Group 2 or Group 3, the Care
Coordinator shall conduct a risk assessment and incorporate identified risks and
corresponding mitigation strategies into the member's PCSP.

2.9.6.3.11 As part of the face-to-face intake visit for CHOICES, the Care Coordinator shall: (1)
document and confirm the applicant’s current address and phone number(s) and assist the
member in updating his or her address with TENNCARE or the Social Security
Administration, if applicable; (2) provide general CHOICES education and information, as
specified by TENNCARE, to the member and assist in answering questions the member may
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have; (3) provide information about estate recovery; (4) provide assistance, as necessary, in
gathering documentation needed by TENNCARE to determine categorical/financial
eligibility for LTC; (5) for members seeking enrollment in CHOICES Group 1 or Group 2,
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; (6) 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 (7) 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 1 PASRR screening; (8) for members who
are seeking CHOICES HCBS, the Care Coordinator, shall: (a) conduct a risk assessment to
identify 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 to be
included in the PCSP; and (b) provide information regarding consumer direction and obtain
written confirmation of the member’s decision regarding participation in consumer direction;
(9) for members seeking enrollment in Group 2, 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 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 disenroliment from CHOICES Group 2, in which
case, the member’s Care Coordinator will assist with transition to a more appropriate care
delivery setting; (10) for members seeking enrollment in Group 3, provide explanation to the
member regarding the fifteen thousand dollar ($15,000) expenditure cap and make a
determination whether the member’s needs can be safely met within the array of services and
supports that would be available if the applicant was enrolled in CHOICES Group 3,
including CHOICES HCBS up to the expenditure cap of $15,000, non-CHOICES HCBS
available through TennCare (e.g., home health), services available through Medicare, private
insurance or other funding sources, and unpaid supports provided by family members and
other caregivers; and (11) for all members, using current information regarding the
CONTRACTOR’s network, provide information regarding choice of contract providers,
subject to the provider’s availability and willingness to timely deliver services, which shall
include information, as applicable, regarding providers who are able to assign staff who are
linguistically competent in the member and/or primary caregiver’s primary spoken language,
or in sign language, or who can facilitate non-verbal forms of communication, including the
use of assistive technology, as applicable, and the use of other auxiliary aids or services in
order to achieve effective communication and obtain signed documentation of the member’s
choice of contract providers.

2.9.6.6.2.5.3  When the refusal to sign is due to the inclusion of services that the member does not want
to receive, either in totality or in the amount, frequency, scope or duration of services in
the PCSP, the Care Coordinator shall for CHOICES Group 2 and 3 members note, the
associated risks and the measures to mitigate the risks in the member's PCSP. In the event
the Care Coordinator determines that the member’s needs cannot be safely and
effectively met in the community without receiving these services, the CONTRACTOR
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2.9.6.8.7

2.9.6.8.14

may request that it no longer provide long-term care services to the member (see Section
A.2.6.1.5.7).

As part of the transition assessment, the Care Coordinator shall conduct a risk assessment in
accordance with protocols developed by TENNCARE, discuss with the member the risk
involved in transitioning to the community and shall include, as applicable for members who
would transition into CHOICES Group 2 or Group 3, any 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 PCSP. The risk mitigation strategy
in the PCSP shall include the frequency and type of Care Coordinator contacts that exceed the
minimum contacts required (see Section A.2.9.6.10.4), to mitigate any additional risks
associated with transition and shall address any special circumstances due to transition. For
members transitioning to Group 2, 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
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 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
members transitioning to Group 3, the Care Coordinator shall explain the expenditure cap.
For members transitioning to ECF CHOICES, the Support Coordinator shall identify risks
and strategies to mitigate risks as part of the transition plan and PCSP.

The member’s Care Coordinator shall also complete a PCSP that meets all criteria described
in Section A.2.9.6.6 for members in CHOICES Groups 2 and 3 including but not limited to
completing a comprehensive needs assessment, completing a risk assessment, and making a
final determination of cost neutrality. The member’s Support Coordinator shall also complete
a PCSP that meets all criteria described in Section A.2.9.6.6 for members in ECF CHOICES
Groups 4 and 6, including but not limited to completing a comprehensive needs assessment
and shall identify risks and strategies to mitigate risks as part of the transition plan and PCSP.
The PCSP shall be authorized prior to and initiated upon the member’s transition to the
community.

2.9.6.10.2.1.11 Identify changes to member’s risk, address those changes and for CHOICES members in

Groups 2 and 3, update the member’s PCSP as necessary;

2.9.6.10.6.3.4 Complete a risk assessment and incorporate any identified risk and corresponding

2.9.6.11.9

mitigation strategies into the PCSP; and

For members electing to participate in consumer direction of eligible CHOICES HCBS, the
member’s Care Coordinator shall conduct a risk assessment 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
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consequences of such risk, as well as measures to mitigate these risks, and shall include this
information in the member's PCSP. The member’s representative (if applicable) shall
participate in the risk assessment process. For members electing to participate in consumer
direction of eligible ECF CHOICES HCBS, any risks associated with participation in
consumer direction and strategies to mitigate such risks shall be incorporated into the PCSP.

2.9.6.11.17 If at any time abuse or neglect is suspected, the member’s Care Coordinator or Support

Coordinator or the FEA shall report the allegations to the CONTRACTOR within twenty-
four (24) hours for CHOICES members and in accordance with timeframes set forth in
TennCare protocol for ECF CHOICES members and with the CONTRACTOR’s abuse and
neglect plan protocols. The CHOICES 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. For ECF CHOICES,
notification shall be provided in a form and format prescribed by TENNCARE. If the
allegation is in reference to a worker or representative and concerns physical or sexual abuse,
the FEA shall contact the member/representative to determine if the member/representative
wants to place the worker or representative on administrative leave until DIDD or the MCO,
as applicable, has completed its investigation. If the representative is the subject of the
allegation, the representative shall not be allowed to decide whether to take leave, and such a
decision shall solely be up to the member. The member/representative may additionally
decide to remove staff at their discretion for allegations concerning other Tier 1 or Tier 2
incidents in ECF CHOICES (see Section A.2.15.7.6) or critical incidents in CHOICES, as
applicable. The FEA shall notify the CONTRACTOR regarding this communication with the
member/representative and the member or representative’s decision. The Care Coordinator or
Support 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 and result in placement on any
registry included in Section A.2.29.2.2, then the representative or worker shall no longer be
allowed to participate in the CHOICES or ECF CHOICES program as a representative or
worker. If the investigation does not result in such placement, then the member may elect to
retain the worker or representative. The member’s Care Coordinator or Support Coordinator,
with assistance from the FEA as appropriate, shall make any updates to the member’s PCSP
deemed necessary to help ensure the member’s health and safety after a risk assessment is
conducted, and shall provide, at least annually, education to the member and his/her
representative of the risk of, and signs and symptoms of, abuse and neglect. 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.

2.9.6.12.21.5 Risk assessment and incorporating identified risk and risk mitigation strategies into the

29.73.8

member's PCSP;

The CONTRACTOR shall provide to the FEA copies of all relevant initial and updated
member documents, including at a minimum, PCSPs and representative agreements. The
CONTRACTOR shall provide to the FEA all relevant documentation prior to service
delivery.
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2.9.7.4.10

Back-up Plan for Consumer Direction and Conducting a Risk Assessment as applicable

2.9.7.4.10.10  For members in CHOICES, the Care Coordinator shall conduct a risk assessment 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 risks, as well as measures to mitigate these
risks to incorporate into the member's PCSP. The member/representative shall participate
in the process. The member’s representative (if applicable) shall participate in the risk
assessment process. The CONTRACTOR, member/representative, and FEA shall receive
a copy of the updated PCSP. The CONTRACTOR and the FEA shall each file a copy of
the updated PCSP in the member’s file. For members in ECF CHOICES, risks associated
with participation in consumer direction and mitigation strategies are addressed in the
PCSP.

29.7.4.10.11 The FEA shall notify the member’s Care Coordinator or Support Coordinator

immediately if they become aware of changes in the member’s needs and/or
circumstances which warrant a reassessment of needs and/or risk or changes to the PCSP.

2.9.7.6.1.4 If a member decides to hire the potential worker, the FEA shall assist the member in notifying

2.9.7.6.10

2.9.793

the CONTRACTOR of this decision and shall collaborate with the CONTRACTOR to amend
identified risks and mitigation strategies for CHOICES Group 2 and 3 members in the
member's PCSP to reflect that the member voluntarily chose to take on the risk associated
with hiring an individual with a criminal history and is solely responsible for any negative
consequences stemming from that decision, or collaborate on a risk mitigation strategy for
ECF CHOICES members.

A member may terminate a worker at any time if he/she feels that the worker is not adhering
to the terms of the service agreement and/or is not providing quality services. If the FEA or
Care Coordinator or Support Coordinator has concerns that a worker is unable to deliver
appropriate care as prescribed in the service agreement and the PCSP, but the member and/or
representative chooses to continue to employ the worker, the Care Coordinator or Support
Coordinator shall note the concern and the member’s choice to continue using the worker in
the member’s PCSP, and shall conduct a risk assessment as applicable and appropriate. The
FEA and Care Coordinator or Support Coordinator shall collaborate to develop strategies to
address identified issues and concerns. The FEA shall inform the member and/or
representative of any potential risks associated with continuing to use the worker. The
CONTRACTOR shall forward to TENNCARE for disposition, pursuant to TennCare policy,
any cases in which the CONTRACTOR plans to disenroll the member from consumer
direction because a Care Coordinator or Support Coordinator has determined that the health,
safety and welfare of the member may be in jeopardy if the member continues to employ a
worker but the member and/or representative does not want to terminate the worker. The
CONTRACTOR and FEA shall abide by TENNCARE’s decision.

In the event that the FEA or Care Coordinator or Support Coordinator has concerns that a
worker is unable to deliver appropriate care as prescribed in the service agreement and the
PCSP, but the member and/or representative chooses to continue to employ the worker, note
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2.9.8.4.5

2.9.84.14

2.9.8.8.6

the concern and the member’s choice to continue using the worker in the member’s PCSP,
and shall include any updates to identified risks and corresponding mitigation strategies as
applicable and needed.

For MFP participants, a significant change in circumstances (see Section A.2.9.6.10.2.1.16)
shall include any admission to an inpatient facility, including a hospital, psychiatric hospital,
PRTF, nursing facility or Medicare-certified Skilled Nursing Facility. The member’s Care
Coordinator or Support Coordinator shall (see Section A.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 member’s PCSP,
including conducting a risk assessment and updating the PCSP with any identified risks and
corresponding mitigation strategies as deemed necessary based on the member’s needs and
circumstances. If the visit is conducted in the inpatient facility, the CONTRACTOR may
elect to have someone who meets the qualifications of a Care Coordinator or Support
Coordinator complete the required face-to-face visit and conduct a comprehensive needs
assessment, in which case, the qualified individual conducting the face-to-face visit shall
coordinate with the member’s Care Coordinator or Support Coordinator to update the
member’s PCSP, including conducting a risk assessment and updating the PCSP with any
identified risk and corresponding mitigation strategies for CHOICES Group 2 and 3
members, as deemed necessary based on the member’s needs and circumstances.

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-enrollment in MFP and if so, shall develop a PCSP that will
help to ensure that appropriate supports and services are in place to support successful
transition and permanency in the community, including any identified risks and
corresponding mitigation strategies identified as a result of a risk assessment.

The CONTRACTOR shall conduct a Transition Assessment and develop a Transition Plan
(see Section A.2.9.6.8) as necessary to facilitate the member’s return to the community. Such
assessment shall include a 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 needs in the community such that transition back to CHOICES
Group 2 or ECF CHOICES Group 4 or 6 and continued participation in MFP is appropriate.
The CONTRACTOR shall update the member’s PCSP, including any identified risks and
corresponding mitigation strategies identified as a result of a risk assessment for CHOICES
Group 2 and 3 members, as deemed necessary based on the member’s needs and
circumstances.

Sections A.2.4.4 shall be amended by adding a new Section A.2.4.4.4.1 as follows:

2.4.4.4.1

Notwithstanding the enrollment requirements of Section A.2.4.4, children in the custody of

DCS enrolled in TennCare Select who transition to ECF CHOICES and exit State custody
shall not remain enrolled in TennCare Select after this transition. In instances in which
children transitioning have physicians of a specialty type that are not contracted with the
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receiving MCO, the CONTRACTOR shall ensure that children transitioning out of State
custody and enrolling in the MCO’s health plan shall continue to have access to such
providers for up to ninety (90) calendar days or until the child may be reasonably transferred
without disruption to a contract provider, unless specified otherwise by TENNCARE.

9. Section A.2.6.1.4 shall be amended by adding new Sections A.2.6.1.4.1 through A.2.6.1.4.1.5 as
follows:

2.6.1.4.1 The CMS Managed Care Rules specify that an MCO may cover, in addition to services
covered under the state plan, any services necessary for compliance with the requirements for
parity in mental health and substance use disorder benefits in 42 CFR part 438, subpart K. In
accordance with this requirement, this Contract identifies the types and amount, duration and
scope of services consistent with the analysis of parity compliance conducted by
TENNCARE.

2.6.1.4.1.1 In accordance with 42 CFR 438.905(a), the CONTRACTOR must comply with 42 CFR
Subpart K—Parity in Mental Health and Substance Use Disorder Benefits requirements for
all enrollees of a MCO in states that cover both medical/surgical benefits and mental health or
substance use disorder benefits under the state plan.

2.6.1.4.1.2 TENNCARE does not impose an annual dollar limit on any medical/surgical benefits or
includes an aggregate lifetime or annual dollar limit that applies to medical/surgical benefits
provided to enrollees through a contract with the state, therefore, the CONTRACTOR shall
not impose an aggregate lifetime or annual dollar limit on mental health or substance use
disorder benefits, in accordance with 42 CFR 438.905(b), 42 CFR 438.905(c), and 42 CFR
438.905(e).

2.6.1.4.1.3 In accordance with 42 CFR 438.910(b)(1), the CONTRACTOR shall not apply any financial
requirement or treatment limitation to mental health or substance use disorder benefits in any
classification that is more restrictive than the predominant financial requirement or treatment
limitation of that type applied to substantially all medical/surgical benefits in the same
classification furnished to enrollees (whether or not the benefits are furnished by the same
managed care contractor).

2.6.1.4.1.4 In accordance with 42 CFR 438.910(b)(2) and as specified in the benefit charts of Section
A.2.6.1.3 and A.2.6.1.4, if an enrollee is provided mental health or substance use disorder
benefits in any classification of benefits (inpatient, outpatient, emergency care, or
prescription drugs), mental health or substance use disorder benefits must be provided to the
MCO enrollee in every classification in which medical/surgical benefits are provided.

2.6.1.4.1.5 In accordance with 42 CFR 438.910(c)(3), the CONTRATOR shall not apply any cumulative
financial requirements for mental health or substance use disorder benefits in a classification
(inpatient, outpatient, emergency care, prescription drugs) that accumulates separately from
any established for medical/surgical benefits in the same classification.
10. Section A.2.6.3 shall be deleted and replaced as follows:
A.2.6.3 Medical Necessity Determination

2.6.3.1 The CONTRACTOR may place appropriate limits on a covered benefit. In accordance with
the TennCare medical necessity rule, the CONTRACTOR may establish procedures for the
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2632

2.6.3.3

2.6.3.4

2.6.3.5

determination of medical necessity and for the use of medically appropriate cost effective
alternative benefits. The CONTRACTOR may also limit benefits for the purpose of
utilization control in accordance with NCQA standards, as long as (1) the furnished benefits
can reasonably achieve the purpose for which they are furnished, and as long as (2) the
benefits furnished for enrollees with chronic conditions (or who require LTSS) are
authorized in a manner that reflects the enrollee’s ongoing need for such benefits. See 42
C.F.R. §438.3(e)(2) and 42 C.F.R. §438.210(a)(4).

The CONTRACTOR shall use written criteria based on sound clinical evidence to make
utilization decisions. The written criteria shall specify procedures for appropriately applying
the criteria. The criteria must satisfy NCQA standards. The CONTRACTOR shall apply
objective and evidence-based criteria and take individual circumstances and the local delivery
into account when determining the medical appropriateness of health care services.

The CONTRACTOR shall ensure that the services are sufficient in amount, duration, or
scope to reasonably achieve the purpose for which the services are furnished. The
CONTRACTOR shall not arbitrarily deny or reduce the amount, duration, or scope of a
required service solely because of the diagnosis, type of illness, or condition.

The CONTRACTOR may deny benefits which are excluded under TennCare rule and may
premise such denial on the applicable exclusion rule.

Prior to any reduction of home health or private duty nursing services prescribed by a
treating physician for a chronic condition, the CONTRACTOR shall review nursing and aide
care notes and the results of face-to-face assessments, including care coordination or case
management visits conducted by the CONTRACTOR. The CONTRACTOR shall provide
such  documentation  which supports the CONTRACTOR’s medical necessity
determination to TENNCARE upon request, including in response to any Appeal that may be
filed regarding such action.

11. Section A.2.6.5.1 shall be amended as follows:

2.6.5.1

The CONTRACTOR shall be allowed to use cost effective alternative services, whether listed
as covered or non-covered or omitted in Section A.2.6.1 of this Contract, when the use of
such alternative services is medically appropriate and is cost effective. This may include, for
example, use of nursing facilities as step down alternatives to acute care hospitalization or
hotel accommodations for persons on outpatient radiation therapy to avoid the rigors of daily
transportation. The CONTRACTOR may not require the enrollee to accept a CEA in lieu of a
covered service. The CONTRACTOR shall comply with TennCare policies and procedures.
As provided in the applicable TennCare policies and procedures, services not listed in the
TennCare policies and procedures must be prior approved in writing by TENNCARE.

12. Section A.2.7.4.2 and A.2.7.4.2.1 shall be deleted and replaced as follows:

2.7.4.2

2.74.2.1

The CONTRACTOR shall submit an Annual Community Outreach Plan no later than August
15 of each year for review and approval by TENNCARE. The Plan will be effective for the
Federal Fiscal Year, which is October 1-September 30.

The Annual Community Outreach Plan shall be written in accordance with guidance prepared
by TENNCARE. It shall include, but is not limited to: all proposed community

screening/health education events related to TennCare Kids; all proposed community/health
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education events unrelated to TennCare Kids; a system for documenting and evaluating
events within thirty (30) days of occurrence; and reporting on evaluations in the TennCare
Kids Quarterly Updates. A Year-End Update of the Plan shall be due no later than sixty (60)
days following the end of a Federal Fiscal Year in a format approved by TENNCARE. This
evaluation must include an appraisal of the objectives in the Plan and an assessment of the
events conducted in the previous Federal Fiscal Year in a format approved by TENNCARE.

Section A.2.7.4.2.1.1 shall be amended by adding a new Section A.2.7.4.2.1.1.6 as follows:

2.7.4.2.1.1.6  Provider outreach and education.

Section A.2.7.6.1.5.3 and A.2.7.6.1.5.4 shall be deleted and replaced as follows:

2.7.6.1.53

2.7.6.1.5.4

Educate contract providers about proper coding and encourage them to submit the
appropriate diagnosis codes identified by TENNCARE in conjunction with evaluation
and management procedure codes for TennCare Kids services. The CONTRACTOR
must offer this education quarterly either via webinar or classroom setting, or in
partnership with the Tennessee Chapter of the American Academy of Pediatrics, and
provide proof of quarterly trainings;

Educate contract providers about how to submit claims with appropriate codes and
modifiers as described in standardized billing requirements (e.g., CPT, HCPCS, etc.) and
require that they adjust billing methodology according to described components of said
procedure codes/modifiers. The CONTRACTOR must offer this education quarterly
either via webinar or classroom setting, or in partnership with the Tennessee Chapter of
the American Academy of Pediatrics, and provide proof of quarterly trainings; and

Section A.2.7.6.1 shall be amended by adding a new Section A.2.7.6.1.10 as follows:

2.7.6.1.10

The CONTRACTOR’s TennCare Kids and Quality staff shall participate in a collaborative
workgroup, consisting of the MCOs, the Tennessee Department of Health, and TennCare.
This workgroup will address, but is not limited to, innovative ways to improve EPSDT
screening rates.

Section A.2.7.6.2.4 shall be deleted and replaced as follows:

2.7.6.2.4

As part of its TennCare Kids policies and procedures, the CONTRACTOR shall have a
written process for following up with members who do not get their screenings timely. This
process for follow up shall include provisions for documenting all outreach attempts and
maintaining records of efforts made to reach out to members who have missed screening
appointments or who have failed to receive regular check-ups. The CONTRACTOR shall
make at least one (1) effort per quarter in excess of the six (6) “outreach contacts” to get the
member in for a screening. The efforts, whether written or oral, shall be different each
quarter. The CONTRACTOR is prohibited from simply sending the same letter four (4)
times.

Section A.2.7.6.2.8 shall be deleted and replaced as follows:

2.7.6.2.8

The CONTRACTOR shall provide member education, outreach, and screening events in
community settings. Screening events shall be conducted in each of the Grand Regions,
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2.7.6.2.8.1

2.7.6.2.8.2

covered by this Contract in accordance with the following specifications (See Section
A2.7.4.2):

Beginning in Federal Fiscal Year 2018, the bare minimum number of screening events shall
equal no less than thirty-five (35) per quarter for each region, with a total of at least one
hundred twenty-five (125) per quarter statewide.

A minimum of fifty five (55) of the one hundred twenty-five (125) screening events shall be
targeted at counties designated as rural/suburban. The MCOs shall conduct screening events
through each region they serve to ensure all members have reasonable access to events during
a Federal Fiscal Year. Results of the CONTRACTOR’s or STATE’s CMS 416 report, as well
as county demographics, shall be utilized in determining counties for targeted activities and
in developing strategies for specific populations, particularly members who have limited
English proficiency, low literacy levels, behavioral health needs, special health care needs or
who are pregnant.

Section A.2.9.1.2.8 shall be deleted and replaced as follows:

2.9.1.2.8

2.9.1.2.8.1

The CONTRACTOR shall submit an implementation plan for making admission, discharge
and transfer data from applicable hospitals available to all primary care practices. The
CONTRACTOR shall also provide an implementation plan for providing PCPs access to
pharmacy data;

No later than December 31, 2017, the CONTRACTOR shall provide notification of all
participating hospital admission and discharge data currently available to the
CONTRACTOR in standardized HL7 2.3 or 2.5 format to TENNCARE using the manner
prescribed by TENNCARE. Additionally, the CONTRACTOR shall provide all clinical
documentation currently sent to the CONTRACTOR, including but not limited to, Lab,
Radiology reports, Dictated Reports, Pharmacy Orders and CCDA’s as allowed by applicable
laws. The clinical information shall be sent by the CONTRACTOR in standardized HL7 2.3
or 2.5 format to TENNCARE in the manner prescribed by TENNCARE.

Section A.2.9.1.2.10 shall be deleted and replaced as follows:

2.9.1.2.10

In addition to the functions provided in this section, for CONTRACTOR’s members on the
ECF CHOICES referral list, the CONTRACTOR shall assist the member in accessing
covered benefits; provide referrals to other services and supports, as appropriate; ensure that
such individuals have the CONTRACTOR’s contact information, are informed that they may
contact the CONTRACTOR at this number if their needs or circumstances change such that
they believe they may qualify in a category for which enrollment into ECF CHOICES is
open, or if they need assistance in accessing a covered benefit; that CONTRACTOR staff,
either support coordination or case management staft, contact the member at least annually to
review the member’s needs and circumstances, ensure that the member is in the appropriate
priority category on the ECF CHOICES referral list, and to provide any additional case
management services or assist the member in accessing any other covered benefits that may
be beneficial; and ensures that the referral list contains updated member contact information,
as applicable. The CONTRACTOR shall maintain an internal tracking system for
coordination requirements in this Section A.2.9.1.2.10 and shall be able to produce
documentation of such activities upon request by TENNCARE.
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Amendment 6 (cont.)

The definition of "Initial Support Plan (SP)" shall be deleted in its entirety. Section A.2.9.6.2.5.3
shall be amended by adding a new Section A.2.9.6.2.5.3.2 and Section A.2.9.6.3.26 shall be amended
by adding a new section A.2.9.6.3.26.2, and the existing subsections in those Sections shall be
renumbered accordingly, including any references thereto. Sections A.2.9.6.2.5.3, A.2.9.6.2.5.3.1,
renumbered A.2.9.6.2.5.3.3, renumbered A.2.9.6.2.53.4.2, A.2.9.6.2.5.4, A.2.9.6.2.5.13,
A.2.9.6.3.16.1, A.2.9.6.3.26, A.2.9.6.3.26.1, renumbered A.2.9.6.3.26.3, renumbered A.2.9.6.3.26.4.2,
renumbered A.2.9.6.3.26.5, A.2.9.6.3.27.1, 2.9.6.6.2.4, 2.9.6.6.2.5, 2.9.6.13.1.4, 2.9.6.13.1.5.
2.9.6.13.1.6, 2.14.5.5, A.2.30.6.8, and Levels A.16, A.19(a), and A.20 of Section E.29.2.2.7 shall be
amended as follows:

2.9.6.2.5.3 For CHOICES and ECF CHOICES members, the Support Coordinator or Care Coordinator,
as applicable, shall, within ten (10) business days of notice of the member’s enrollment in
CHOICES or ECF CHOICES, conduct a face-to-face visit with the member, initiate a
comprehensive needs assessment in a manner sufficient to ensure immediate needs are
identified and addressed as set forth below, conduct a caregiver assessment, , and authorize
and initiate CHOICES HCBS and ECF CHOICES HCBS as described in this section.

2.9.6.2.53.1 For CHOICES members, the CONTRACTOR shall authorize and initiate immediately
needed CHOICES HCRBS within ten (10) business days of receiving notice of a member's
enrollment, except when a later date is requested by the member which shall be
documented in writing (e.g., when a CHOICES member elects to participate in consumer
direction and refuses services from an agency in the interim). CHOICES HCBS
authorized and initiated while the member's comprehensive PCSP is developed will
continue automatically after the comprehensive PCSP is developed, unless a limited
duration is specified in the member's PCSP and authorized accordingly.

2.9.6.2.5.3.2 For ECF CHOICES members, the CONTRACTOR shall determine if the member
immediately needs any ECF CHOICES HCBS while the comprehensive PCSP is
developed. The CONTRACTOR shall document such services in the PCSP and shall
authorize and initiate any immediately needed ECF CHOICES HCBS within ten (10)
business days of receiving notice of a member's enrollment. Any ECF CHOICES HCBS
authorized and initiated while the member's comprehensive PCSP is developed will
continue automatically after the comprehensive PCSP is developed, unless a limited
duration is specified in the member's PCSP and authorized accordingly.

2.9.6.2.5.3.3  The PCSP shall identify all CHOICES HCBS and ECF CHOICES HCBS that are needed,
including those services that are immediately needed upon enrollment and those services
that continue to be needed on an ongoing basis.

2.9.6.2.5.3.42 The CONTRACTOR shall ensure a seamless transition from (a) CHOICES HCBS or
ECF CHOICES HCBS that are immediately needed by the member to (b) CHOICES
HCBS or ECF CHOICES HCBS in the PCSP that are needed on an ongoing basis,
including those immediately needed services that are also needed on an ongoing basis,
with no gaps in care.

2.9.6.2.5.4 The Care Coordinator shall, for all other CHOICES members in Groups 2 and 3 not
specified in Sections A.2.9.6.2.5.1 — A.2.9.6.2.5.2 above, within ten (10) business days of
notice of the member’s enrollment in CHOICES, conduct a face-to-face visit with the
member, initiate a comprehensive needs assessment in a manner sufficient to ensure
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Amendment 6 (cont.)

2.9.6.2.5.13

2.9.6.3.16.1

immediate needs are identified and addressed (see Section A.2.9.6.5), conduct a caregiver
assessment, and authorize and initiate CHOICES HCBS, except when a later date is
requested by the member which shall be documented in writing (e.g., when a CHOICES
member elects to participate in consumer direction and refuses services from an agency
in the interim). .

For purposes of CHOICES or ECF CHOICES HCBS, service authorizations shall include
the amount, frequency, and duration of each service to be provided and, except for
services provided through Consumer Direction, the schedule at which such care is
typically needed or preferred, and indicating if the member requests or agrees to accept
flexibility in his/her typical schedule, as applicable; the requested start date; and other
relevant information as required by TENNCARE. The CONTRACTOR shall not lead a
member to develop a schedule that is more prescriptive than is needed or preferred, or that
does not provide for flexibility that the member may want—whether to allow flexibility so
the member’s preferred provider has capacity to deliver needed services or to provide the
member with flexibility to adjust the schedule as his or her needs and preferences change.
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. The CONTRACTOR may determine, subject to
requirements set forth in the approved service definitions, and in policy and protocol, the
duration of time for which CHOICES or ECF CHOICES HCBS will be authorized.
Additionally, the CONTRACTOR shall be responsible for monitoring its authorizations
and for ensuring that there are no gaps in authorizations for CHOICES or ECF CHOICES
HCBS in accordance with the PCSP, including transition from CHOICES HCBS or ECF
CHOICES HCBS that are immediately needed by the member to .services needed on an
ongoing basis, as specified in the PCSP. The CONTRACTOR shall further be responsible
for ensuring that service authorizations are consistent with the PCSP, including the
schedule at which services are needed or preferred (see above) and any updates to the
PCSP, and/or schedule, and except in the following circumstance, for notifying providers
in advance when a service authorization (including a schedule) will be changed.
Retroactive entry or adjustments in service authorizations for CHOICES or ECF
CHOICES HCBS should be made only when required to accommodate payment of
services that had been authorized but an adjustment in the schedule of services was
required based on the member’s needs.

The CONTRACTOR may, at its discretion, initiate the comprehensive needs assessment
and determine immediately needed services as part of the face-to-face intake/enrollment
visit for ECF CHOICES.

2.9.6.3.26 For CHOICES and ECF CHOICES members, the Support Coordinator or Care Coordinator,

as applicable, shall, within ten (10) business days of notice of enrollment in CHOICES or
ECF CHOICES, conduct a face-to-face visit with the member, initiate a comprehensive needs
assessment in a manner sufficient to ensure immediate and ongoing needs are identified and
addressed in the PCSP, conduct a caregiver assessment, and authorize and initiate CHOICES
HCBS and ECF CHOICES HCBS as described in this section.



Amendment 6 (cont.)

2.9.6.3.26.1

2.9.6.3.26.2

2.9.6.3.26.3

2.9.6.3.26.4

2.9.6.3.26.4.1

2.9.6.3.26.4.2

2.9.6.3.26.5

2.9.6.3.27.1

For CHOICES members, the CONTRACTOR shall authorize and initiate immediately
needed CHOICES HCBS within ten (10) business days of receiving notice of a member's
enrollment, except when a later date is requested by the member which shall be
documented in writing (e.g., when a CHOICES member elects to participate in consumer
direction and refuses services from an agency in the interim). CHOICES HCBS
authorized and initiated while the member's comprehensive PCSP is developed will
continue automatically after the comprehensive PCSP is developed, unless a limited
duration is specified in the member's PCSP and authorized accordingly.

For ECF CHOICES members, the CONTRACTOR shall determine if the member
immediately needs any ECF CHOICES HCBS while the comprehensive PCSP is
developed. The CONTRACTOR shall document such services in the PCSP and shall
authorize and initiate any immediately needed ECF CHOICES HCBS within ten (10)
business days of receiving notice of a member's enrollment. Any ECF CHOICES HCBS
authorized and initiated while the member's comprehensive PCSP is developed will
continue automatically after the comprehensive PCSP is developed, unless a limited
duration is specified in the member's PCSP and authorized accordingly. Any ECF
CHOICES HCBS authorized and initiated prior to the development of the member's
PCSP will continue automatically after the development of the PCSP, unless a limited
duration is specified in the member's PCSP and authorized accordingly.

All CHOICES HCBS or ECF CHOICES HCBS needed on an ongoing basis shall be
identified in the PCSP and shall be authorized and initiated within thirty (30) calendar
days of enrollment.

The Support Coordinator or Care Coordinator, as applicable, shall, within thirty (30)
calendar days of notice of enrollment in CHOICES or ECF CHOICES, complete the
comprehensive needs assessment (see A.2.9.6.5.2.5) and develop the PCSP and authorize
and initiate services as specified in the PCSP.

In developing the PCSP for ECF CHOICES, the Support Coordinator shall ensure that
the Employment Informed Choice Process is followed.

The CONTRACTOR shall ensure a seamless transition from (a) CHOICES HCBS or
ECF CHOICES HCBS that are immediately needed by the member to (b) CHOICES
HCBS or ECF CHOICES HCBS in the PCSP that are needed on an ongoing basis,
including those immediately needed services that are also needed on an ongoing basis,
with no gaps in care.

Initiation of the comprehensive needs assessment and determination of immediately
needed services for ECF CHOICES members may, at the CONTRACTOR’s discretion,
occur during the enrollment visit (i.e., prior to enrollment in ECF CHOICES).

For purposes of the CHOICES and ECF CHOICES programs, service authorizations for
CHOICES HCBS or ECF CHOICES HCBS shall include the amount, frequency, and
duration of each service to be provided, and except for services provided through
Consumer Direction, the schedule at which such care is needed or preferred, and
indicating if the member requests or agrees to accept flexibility in his/her typical
schedule, as applicable; and other relevant information as required by TENNCARE. The
CONTRACTOR shall not lead a member to develop a schedule that is more prescriptive
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2.9.6.6.24

2.9.6.6.2.5

than is needed or preferred, or that does not provide for flexibility that the member may
want—whether to allow flexibility so the member’s preferred provider has capacity to
deliver needed services or to provide the member with flexibility to adjust the schedule as
his or her needs and preferences change. 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. The
CONTRACTOR may determine, subject to requirements set forth in the approved service
definitions, and in policy and protocol, the duration of time for which CHOICES HCBS
or ECF CHOICES HCBS will be authorized. Additionally, the CONTRACTOR shall be
responsible for monitoring its authorizations and for ensuring that there are no gaps in
authorizations for CHOICES or ECF CHOICES HCBS in accordance with the PCSP.
The CONTRACTOR shall further be responsible for ensuring that service authorizations
are consistent with the PCSP, including the schedule at which services are needed and
any updates to the PCSP, and/or schedule, and except in the following circumstance, for
notifying providers in advance when a service authorization (including a schedule) will
be changed. Retroactive entry or adjustments in service authorizations for CHOICES
HCBS or ECF CHOICES HCBS should be made only when required to accommodate
payment of services that had been authorized but an adjustment in the schedule of
services was required based on the member’s needs.

When developing the PCSP for CHOICES and ECF CHOICES members, the
CONTRACTOR shall comply with federal rules at 42 C.F.R. § 441.301(c) pertaining to
person-centered planning and shall use the PCSP template required by TENNCARE. The
PCSP at a minimum shall include:

The member’s Care Coordinator/Care Coordination or Support Coordinator/Support
Coordination team, as applicable shall ensure that the member or his/her representative,
as applicable, reviews, signs and dates the PCSP, as applicable, as well as any substantive
updates, including but not limited to any changes in the amount, duration or type of
HCBS that will be provided. The member or his/her representative, as applicable, may
sign the PCSP, as well as any substantive updates, electronically based on the member or
representative's preference and only when the CONTRACTOR has completed the PCSP
via a face-to-face person-centered planning process. A face-to-face visit shall not be
required in order to complete minor corrections and updates, such as changes in the
schedule at which services are needed. The Care Coordinator or Support Coordinator, as
applicable, shall also sign and date the PCSP, as applicable, along with any substantive
updates. The PCSP, as applicable, shall be updated and signed by the member or his/her
representative, as applicable, and the Care Coordinator or Support Coordinator annually
and any time the member experiences a significant change in needs or circumstances (see
Section A.2.9.6.10.2.1.17). As part of the member’s annual PCSP review, as applicable,
the Care Coordinator or Support Coordinator shall assess each member’s experience in
receiving Medicaid HCBS using the Individual Experience Assessment (IEA) as
prescribed by TENNCARE. Participants in the IEA shall include the member and his or
her family members and/or representative, as appropriate. Service provider staff may
participate as requested by the member and his or her family and/or representative. In
addition, the member’s Care Coordinator or Support Coordinator, as applicable, shall
address any issues regarding compliance with the HCBS Settings Rule or other concerns
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2.9.6.13.14

2.9.6.13.1.5

2.9.6.13.1.6

2.145.5

2.30.6.8

identified during the IEA. Additionally, a member’s Care Coordinator or Support
Coordinator, as applicable, shall complete the Employment Data Sheet as provided by
TENNCARE. The Employment Data Sheet may be completed telephonically by a
member's Care or Support Coordinator, as applicable.

PCSPs for CHOICES and ECF CHOICES members are developed and  updated on
schedule and in compliance with this Contract;

PCSPs for CHOICES and ECF CHOICES members reflect needs identified in the needs
assessment and reassessment process;

PCSPs for CHOICES and ECF CHOICES members are appropriate and adequate to
address member needs;

The CONTRACTOR may determine the duration of time for which CHOICES or ECF
CHOICES HCBS will be authorized. Additionally, the CONTRACTOR shall be
responsible for monitoring its authorizations and for ensuring that there are no gaps in
authorizations for CHOICES or ECF CHOICES HCBS in accordance with the PCSP,
including transition from the CHOICES or ECF CHOICES HCBS that are immediately
needed by the member to CHOICES or ECF CHOICES HCBS in the PCSP that are
needed on an ongoing basis, including those immediately needed services that are also
needed on an ongoing basis. The CONTRACTOR shall further be responsible for
ensuring that service authorizations are consistent with the PCSP, including, except for
services provided through consumer direction, the schedule at which services are needed
and any updates to the PCSP and/or schedule, and except in the following circumstance,
for notifying providers in advance when a service authorization (including a schedule)
will be changed. Retroactive entry or adjustments in service authorizations for CHOICES
or ECF CHOICES HCBS should be made only when required to accommodate payment
of services that had been authorized but an adjustment in the schedule of services was
required based on the member’s needs.

The CONTRACTOR shall submit a quarterly ECF CHOICES Support Coordination Report,
in a format specified by TENNCARE that includes, but is not limited to, information on
support coordination staffing, enrollment and support coordination contacts, , ongoing
assessment, supports planning and service initiation, including the number and percent of
newly enrolled members for whom immediately needed and ongoing services were initiated
timely (see Sections A.2.9.6.2.5.3.1, A.2.9.6.2.5.3.2, A.2.9.6.3.26.1, and A.2.9.6.3.26.2) and
in each instance they were not, the reason(s) for and length of delay.



Amendment 6 (cont.)

E.29.2.2.7 Liquidated Damages Chart

LEVEL PROGRAM ISSUES DAMAGE
A.16 Failure to comply with the $5,000 per month that the CONTRACTOR’s

timeframes for developing and performance is 85-89% by service setting

approving a PCSP for transitioning (nursing facility or HCBS)

CHOICES or ECF CHOICES $10,000 per month that the CONTRACTOR’s

members in Groups 2, 3,4, 5, or 6, performance is 80-84% by service setting

authorizing and initiating nursing (nursing facility or HCBS) $15,000 per month

facility services for transitioning that the CONTRACTOR’s performance is 75-

CHOICES members in Group 1, or 79% by service setting (nursing facility or

initiating immediately needed and HCBS)

ongoing long-term care services for $20,000 per month that the CONTRACTOR’s

CHOICES or ECF CHOICES performance is 70-74% by service setting

members (see Sections A.2.9.2, (nursing facility or HCBS)

A.29.3,and A.2.9.6 $25,000 per month that the CONTRACTOR’s
performance is 69% or less by service setting
(nursing facility or HCBS)
These amounts shall be multiplied by two (2)
when the CONTRACTOR has not complied
with the Caseload and Staffing requirements as
specified in Section A.2.9.6.12.12 of this
Contract
TENNCARE may opt, at its discretion, to apply
a $500 per occurrence assessment in lieu of the
methodology described above in addition to the
cost of services not provided.
This per occurrence amount shall be multiplied
by two (2), totaling a $1,000 per occurrence
assessment when the CONTRACTOR has not
complied with the Caseload and Staffing
requirements as specified in Section A.2.9.6.12.9
of this Contract

A.19(a) Failure to complete a $500 per day for each service not initiated timely

comprehensive assessment, develop
a PCSP and authorize and initiate all
immediately needed and ongoing
long-term services and supports
specified in the PCSP for a
CHOICES or ECF CHOICES
member within specified timelines
(see Section A.2.9.6)

beginning on the next calendar day after default by
the CONTRACTOR in addition to the cost of the
services not provided. These amounts shall be
multiplied by two (2) when the CONTRACTOR
has not complied with the Caseload and Staffing
requirements as specified in Section A.2.9.6.12.12
of this Contract
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A.20

Failure to develop a PCSP for a
CHOICES or ECF 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 Initial SP or PCSP

These amounts shall be multiplied by two (2) when
the CONTRACTOR has not complied with the
Caseload and Staffing requirements as specified in
Section A.2.9.6.12.12 of this Contract

21.

22,

23.

Section A.2.9.6.6.1.3 shall be amended as follows:

2.9.6.6.1.3 The member’s Care Coordinator/Care Coordination team shall be responsible for

coordination of the member’s physical health, behavioral health, and long-term care needs,
which shall include coordination with the nursing facility as necessary to facilitate access to
physical health and/or behavioral health services needed by the member and to help ensure
the proper management of the member’s acute and/or chronic physical health or behavioral
health conditions, including services covered by the CONTRACTOR that are beyond the
scope of the nursing facility services benefit, including services covered by the

CONTRACTOR that are prescribed by the PASRR.

Section A.2.9.6.8.1.2 shall be amended as follows:

2.9.6.8.1.2 Identification through the care coordination and support coordination process, including but

not limited to: assessments, information gathered from nursing facility staff, participation in
at least quarterly coordination meetings/phone calls which may be conducted by phone,
between Care or Support Coordinators and designated nursing facility staff, or review and
assessment of members whose nursing facility level of care is ending and who appear to meet
the at-risk level of care for CHOICES Group 3 or ECF CHOICES Groups 4 or 5.

Section A.2.9.6.10.1.1.1 shall be amended as follows:

2.9.6.10.1.1.1 Develop protocols and processes to work with nursing facilities to coordinate the

provision of care. At minimum, a Care Coordinator or Support Coordinator assigned to a
resident of the nursing facility shall participate in at least quarterly coordination
meetings/phone calls with designated nursing facility staff with relevant and current
knowledge of members’ needs and circumstances and ~ shall identify and address any
member who 1) has experienced a potential significant change in needs or circumstances
(see Section A.2.9.6.10.1.1.5); 2) the nursing facility or MCO has expressed concerns; or
3) is under the age of twenty-one (21);



24,

25.

Amendment 6 (cont.)

Sections A.2.9.6.10.3.1.1 and A.2.9.6.10.3.1.1.2 shall be amended as follows:

2.9.6.10.3.1.1

In the manner prescribed by TENNCARE, conduct a level of care reassessment at least
once every three hundred sixty-five (365) days 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. Upon written notification by
TENNCARE, and in a manner consistent with TennCare protocol, the CONTRACTOR
shall be responsible at the time of the annual level of care reassessment for assisting the
member in completing a renewal packet and in gathering from the member and
submitting to TENNCARE the renewal packet and any verification documents necessary
for TENNCARE to determine ongoing financial eligibility. The CONTRACTOR shall
provide member information, including, but not limited to, the nursing facilities where
members reside, as requested and in a manner prescribed by TENNCARE, to facilitate
the redetermination process.

2.9.6.10.3.1.1.2 Except as specified in Section A.2.9.6.10.3.1.1.1, if the level of care assessment indicates

no change in level of care, the CONTRACTOR shall document the date the level of care
assessment completed in the member’s file and shall report in the manner prescribed by
TENNCARE the results of the LOC reassessment within ten (10) calendar days of the
LOC reassessment completion ; any level of care assessments prompted by a request for a
change in level of services shall be submitted to TENNCARE for determination.
Additionally, for any LOC reassessment that indicates a possible change in the member’s
medical eligibility, the CONTRACTOR shall notify TENNCARE within ten (10)
calendar days by a PAE submission via the PAE Tracking System.

Sections A.2.9.6.10.4.3.6 through A.2.9.6.10.4.3.14 shall be amended as follows:

2.9.6.10.43.6

2.9.6.104.3.7

2.9.6.10.4.3.8

Members in CHOICES Group 1 (who are residents of a nursing facility) and who are
twenty-one (21) years of age and older shall receive a face-to-face visit from their
Care Coordinator at least once every one-hundred and eighty (180) calendar days.
Members in CHOICES Group 1 (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 least once every ninety (90) calendar days. The member’s Care
Coordinator must complete each subsequent visit within either one-hundred and
eighty (180) or ninety (90) calendar days, respectively, from the previous visit.

Except as specified in A.2.9.6.10.4.3.10 below, members in CHOICES Group 2 shall
be contacted by their Care Coordinator at least monthly either in person or by
telephone (i.e., the member’s Care Coordinator must complete each subsequent
contact in person or by telephone within thirty (30) calendar days of the previous in-
person or telephone contact) . These members shall be visited in their residence face-
to-face by their Care Coordinator at least quarterly (i.e., within ninety (90) calendar
days of the previous face-to-face visit).

Except as specified in A.2.9.6.10.4.3.10 below, members in CHOICES Group 3 shall
be contacted by their Care Coordinator at least quarterly either in person or by
telephone (more frequently when appropriate based on the member’s needs and/or
request which shall be documented in the PCSP). For purposes of this section,
quarterly means that each subsequent in person or telephone contact must occur
within ninety (90) calendar days from the previous contact. These members shall be
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2.9.6.10.4.3.9

2.9.6.10.4.3.10

2.9.6.10.4.3.11

2.9.6.10.43.12

visited in their residence face-to-face by their Care Coordinator at least semi-annually
(more frequently when appropriate based on the member’s needs and/or request
which shall be documented in the PCSP). For purposes of this section semi-annually
means that each subsequent face-to-face visit must occur within one hundred-eighty
(180) calendar days of the previous face-to-face visit.

Except as specified in A.2.9.6.10.4.3.10 below, members in CHOICES Group 2
participating in MFP shall, for at least the first ninety (90) calendar days following
transition to the community, be visited in their residence face-to-face by their Care
Coordinator at least monthly (i.e., the member’s Care Coordinator must complete
each subsequent face-to-face visit within thirty (30) calendar days of the previous
visit) to ensure that the PCSP is being followed, that the PCSP 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 Section A.2.9.6.10.4.3.7 unless more
frequent contacts are required based on the member’s needs and circumstances and as
reflected in the member’s PCSP, or based on a significant change in circumstances
(see Sections A.2.9.6.10.2.1.17 and A.2.9.8.4.5) or a short-term nursing facility stay
(see Sections A.2.9.8.8.5 and A.2.9.8.8.7).

Members in CHOICES Group 2 or 3 receiving community-based residential
alternative services, other than assisted care living facility services or companion
care, including adult care homes, community living supports, and community living
supports-family model, shall be visited in their residence face-to-face by their Care
Coordinator at least monthly (i.e., the member’s Care Coordinator must complete
each subsequent face-to-face visit within thirty (30) calendar days of the previous
visit) to ensure that the PCSP is being followed and that the PCSP continues to meet
the member’s needs, unless more frequent contacts are required based on the
member’s needs and circumstances and as reflected in the member’s PCSP, based on
a significant change in circumstances (see Sections A.2.9.6.10.2.1.17 and
A.2.9.8.4.5), or a short-term nursing facility stay (see Sections A.2.9.8.8.5 and
A.2.9.8.8.7).

Members in ECF CHOICES Group 4 shall be contacted by their Support Coordinator
in person or by telephone at least quarterly (i.e., the member's Support Coordinator
must complete each subsequent contact within ninety (90) calendar days of the
previous contact). These members shall be visited in their residence face-to-face by
their Support Coordinator at least semi-annually (i.e., the member's Support
Coordinator must complete each subsequent face-to-face visit within one hundred
and eighty (180) calendar days of the previous visit). Face-to-face and/or telephone
contacts shall be conducted more frequently when appropriate based on the member’s
needs and/or request which shall be documented in the PCSP, or based on a
significant change in needs or circumstances.

Members in ECF CHOICES Group 5 shall be contacted by their Support Coordinator
in person or by telephone at least monthly (i.e., the member’s Support Coordinator
must complete each subsequent contact within thirty (30) calendar days of the
previous contact). These members shall be visited in their residence face-to-face by
their Support Coordinator at least quarterly (i.e., the member's Support Coordinator
must complete each subsequent face-to-face visit within ninety (90) calendar days of
the previous visit). Face-to-face and/or telephone contacts shall be conducted more

21



26.

Amendment 6 (cont.)

frequently when appropriate based on the member’s needs and/or request which shall
be documented in the PCSP, or based on a significant change in needs or
circumstances.

2.9.6.10.4.3.13 Members in ECF CHOICES Group 6 determined by an objective assessment to have
low to moderate need and not to have exceptional medical or behavioral needs shall
be contacted by their Support Coordinator at least monthly either in person or by
telephone (i.e., the member’s Support Coordinator must complete each subsequent
in person or telephone contact within thirty (30) calendar days of the previous
contact). These members shall be visited in their residence face-to-face by their
Support Coordinator at least bi-monthly (i.e., the member's Support Coordinator must
complete each subsequent face-to-face visit within sixty (60) calendar days of the
previous visit). Face-to-face and/or telephone contacts shall be conducted more
frequently when appropriate based on the member’s needs and/or request which shall
be documented in the PCSP, or based on a significant change in needs or
circumstances.

2.9.6.10.4.3.14 Members in ECF CHOICES Group 6 determined by an objective assessment to have
high need and members in CHOICES Group 6 determined by an objective
assessment to have exceptional medical or behavioral needs (including members with
low to moderate need who have exceptional medical or behavioral needs) shall be
visited in their residence face-to-face by their Support Coordinator at least once a
month (i.e., the member’s Support Coordinator must complete each subsequent face-
to-face visit within thirty (30) calendar days of the previous visit). More frequent
face-to-face and/or telephone contacts shall be conducted when appropriate based on
the member’s needs and/or request which shall be documented in the PCSP, or based
on a significant change in needs or circumstances.

Sections A.2.9.6.12.9.2, A.2.9.6.12.9.3, and A.2.9.6.12.9.5 shall be amended as follows:

2.9.6.12.9.2  Each CHOICES Group 2 member shall be factored into the weighted caseload and
staffing ratio calculations utilizing an acuity level of two and one-half (2.5), except for
Group 2 members who receive CBRA services in an adult care home, or CLS, or CLS-
FM setting, who shall have an acuity level of three (3);

2.9.6.12.93 Each CHOICES Group 3 member shall be factored into the weighted caseload and
staffing ratio calculations utilizing an acuity level of one and three quarters (1.75).
Effective July 1, 2015, each CHOICES Group 3 member shall be factored into the
weighted caseload and staffing ratio calculations utilizing an acuity level of two (2),
except for Group 3 members who receive CBRA services in a CLS or CLS-FM setting,
who shall have an acuity level of three (3);

2.9.6.12.9.5 Each ECF CHOICES Group 5 member shall be factored into the weighted caseload and staffing
ratio calculations utilizing an acuity level of two and one half (2.5), except for Group 5
members who receive CBRA services in a CLS or CLS-FM setting, who shall have an acuity
level of three (3); and
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27. Section A.2.9.7.6.1 shall be amended as follows:

2.9.7.6.1

As prescribed in the FEA’s contract with TENNCARE, the FEA shall ensure that workers
meet all requirements prior to the worker providing services. The FEA shall ensure that
workers: meet all TennCare established requirements for consumer directed services;
complete a background check which includes criminal background check (including
fingerprinting), or, as an alternative, a background check from a licensed private investigation
company, verification that the person’s name does not appear on the State abuse registry,
verification that the person’s name does not appear on the State and national sexual offender
registries and licensure verification, as applicable; complete all required training, including
the training specified in Section A.2.9.7.7 of this Contract; complete all required applications
to become a TennCare provider; sign an abbreviated Medicaid agreement; are assigned a
Medicaid provider ID number; and sign a service agreement.

28. Section A.2.9.7.8.5 shall be amended as follows:

29.7.85

If at any time abuse or neglect is suspected, the member’s Care Coordinator or Support
Coordinator or the FEA shall report the allegations to the CONTRACTOR within twenty-
four (24) hours in accordance with the abuse and neglect plan protocols developed by the
CONTRACTOR for CHOICES members and in accordance with timeframes set forth in
TennCare’s Reportable Events protocol for ECF CHOICES members. The CHOICES
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. For ECF CHOICES, notification shall be provided in a form and format
prescribed by TENNCARE. If the allegation concerns physical or sexual abuse and is in
reference to a worker or representative, the FEA shall contact the member/representative to
determine if the member/representative wants to place the worker on unpaid leave until
DIDD or the MCO, as applicable, has completed its investigation. If the representative is the
subject of the allegation, the representative shall not be allowed to decide whether to take
leave, and such a decision shall solely be up to the member. The member/representative may
additionally decide to remove staff at their discretion for allegations concerning other Tier 1
or Tier 2 incidents in ECF CHOICES (see Section A.2.15.7.6) or critical incidents in
CHOICES, as applicable as those incidents are defined in this Contract in Section A.2.15.7.
The FEA shall notify the CONTRACTOR regarding this communication with the
member/representative and the member or representative’s decision. The Care Coordinator or
Support 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, and result in placement on any
registry included in Section A.2.29.2.2, then the representative and/or worker shall no longer
be allowed to participate in the CHOICES or ECF CHOICES program in any capacity. If the
investigation does not result in such placement, then the member may elect to retain the
worker or representative. The member’s Care Coordinator or Support Coordinator, with
appropriate assistance from the FEA, shall conduct a risk assessment and make any needed
updates to the member’s PCSP 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. In the event a
representative of a member who does not have decision-making capacity is alleged to have
committed abuse, neglect, or exploitation against the member, the representative shall
immediately be removed from his or her representative capacity during the investigation.
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During such removal, the member’s participation in Consumer Direction shall be suspended.
If the investigation concludes the allegations against the representative are unsubstantiated,
both the member’s and the representative’s participation in Consumer Direction shall be
reinstated. However, if the allegations against the representative are substantiated, the
CONTRACTOR shall work with the member to identify a replacement representative for
Consumer Direction, If a replacement representative cannot be identified within ten (10)
business days from completion of the investigation, the member shall be disenrolled from
Consumer Direction.

Section A.2.11.1.1 shall be deleted and replaced as follows:

2.11.1.1

The CONTRACTOR shall provide or ensure the provision of all covered services specified in
Section A.2.6.1 of this Contract. Accessibility of covered services, including geographic
access and appointments and wait times shall be in accordance with the access and network
adequacy standards set forth in the applicable federal regulations and the CRA requirements,
including, but not limit to the requirements set forth in: CRA Sections A.2.30.8.4 and
A.2.11.6; in Attachment III; the Specialty Network Standards in Attachment ['V; the Access
and Availability for Behavioral Health Services in Attachment V; and the applicable federal
requirements. These minimum requirements shall not release the CONTRACTOR from the
requirement to provide or arrange for the provision of any medically necessary covered
service required by its members, whether specified above or not.

Section A.2.11.5 shall be amended by adding a new A.2.11.5.4 as follows:

2.11.54

The CONTRACTOR shall use processes, strategies, evidentiary standards, or other factors in
determining access to out-of-network providers for mental health or substance use disorder
benefits that are comparable to, and applied no more stringently than, the processes,
strategies, evidentiary standards, or other factors in determining access to out-of-network
providers for medical/surgical benefits in the same classification.

Section A.2.11.8.1.1 shall be deleted and replaced as follows:

2.11.8.1.1

The CONTRACTOR is encouraged to contract with FQHCs and other safety net providers
(e.g., rural health clinics) in the CONTRACTOR’s service area to the extent possible and
practical. However, the CONTRACTOR must contract with at least one (1) FQHC and RHC
in each of the service areas authorized by this Contract. Where FQHCs are not utilized, the
CONTRACTOR shall demonstrate to DHHS, the Tennessee DHS and TENNCARE that both
adequate capacity and an appropriate range of services for vulnerable populations exist to
serve the expected enrollment in the CONTRACTOR’s entire service area without
contracting with FQHCs.

Sections A.2.11.9.4.1.2.4, A.2.11.9.4.1.2.4.1, A.2.11.9.4.1.4.1, A.2.29.2.2, and A.2.30.8.9 shall be
deleted and replaced as follows:

2.11.9.4.1.2.4 Has policies and processes in place to conduct, in accordance with Federal and State law

and rule and TENNCARE policy, criminal background checks and registry checks, which
shall include a check of the Tennessee Abuse Registry, National and Tennessee Sexual
Offender Registry, and List of Excluded Individuals/Entities (LEIE), as required in
Section A.29.2.2 and to document these in the worker’s employment record or otherwise
maintain these records on volunteers, as applicable;
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2.11.9.4.1.2.4.1 Has completed criminal background checks, including registry checks, as applicable,

2.11.9.4.14.1

22922

pursuant to the requirements of Section A.2.29.2.2.

The CONTRACTOR shall also verify that any persons required to have background
checks, including registry checks, as applicable, who have been employed or have
volunteered since direct support staff hired after the last credentialing visit have had
criminal background checks, including registry checks, as applicable, performed pursuant
to the requirements in Section A.29.2.2.

Except as specified in this Section A.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 criminal background
checks and registry checks in accordance with state law and TennCare policy. At a
minimum, registry checks shall include a check of the Tennessee Abuse 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. Criminal
background checks and registry checks must be performed on any employee or volunteer
who will have direct contact with a member in CHOICES or ECF CHOICES. All
criminal background and registry checks required in this Section must be completed prior
to any such person having direct contact with a CHOICES or ECF CHOICES
member. Any employee or volunteer supporting CHOICES or ECF CHOICES members
who will not have direct contact with these members must have required registry checks
completed prior to beginning this support. Unless federal or state laws prohibit
individuals with certain criminal records from holding particular positions or engaging in
certain occupations, an individual whose background check reveals past criminal conduct
shall be given an opportunity to undergo an individualized assessment in accordance with
the applicable laws and legal guidance, including, but not limited to CRA Section
A.2.9.7.6 and TennCare Rule 1200-13-01.05.

2.30.8.9  The CONTRACTOR shall, using a template provided by TENNCARE, submit a Quarterly
CHOICES and ECF CHOICES Provider Background Check Report to demonstrate that the
CONTRACTOR’s CHOICES and ECF CHOICES providers are conducting criminal
background checks in accordance with Section A.2.29.2.2 as reviewed during credentialing
and recredentialing visits conducted during a given quarter.

33. Section A.2.11.9.4.1.7 shall be amended as follows:

2.11.9.4.1.7

Except as provided in A.2.11.9.4.1.9, the CONTRACTOR shall be responsible for
tracking and obtaining copies of current licensure and/or certification (as applicable) for
all of the CONTRACTOR’s CHOICES and ECF CHOICES HCBS providers. The
CONTRACTOR shall be required to present this current licensure and/or certification to
TENNCARE upon request. Except as provided in A.2.11.9.4.1.9, the CONTRACTOR
shall further require all of the CONTRACTOR’s CHOICES and ECF CHOICES HCBS
providers to submit copies of current licensure and/or certification (as applicable) to the
CONTRACTOR.
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Sections A.2.11.9.5 through A.2.11.9.5.3 shall be amended as follows:

2.11.9.5

2.11.9.5.1

2.11.952

2.11.9.53

ECF CHOICES Quality Monitoring

Quality monitoring of ECF CHOICES services by DIDD shall include select ECF CHOICES
services as determined by TENNCARE and established in TennCare protocol and
interagency agreement.

Upon the initiation of services by an ECF CHOICES provider to one or more ECF CHOICES
members, the CONTRACTOR shall notify DIDD of service initiation within two (2) business
days of the initiation of services for purposes of scheduling consultative quality monitoring
surveys, as applicable, with DIDD. Upon completion of consultative surveys, the providers
shall be placed on the annual survey schedule.

Following each consultative and annual survey involving the CONTRACTOR’s members,
the CONTRACTOR and DIDD shall meet to discuss the survey results and findings prior to
presenting the results and findings to the provider surveyed. The CONTRACTOR shall attend
the exit survey, wherein DIDD explains the results of the survey with the provider. The
CONTRACTOR shall be responsible for appropriate actions based on final survey results for
consultative and annual surveys conducted by DIDD and follow-up visits conducted by
DIDD, which may include as appropriate and specified by TENNCARE in quality monitoring
protocols: onsite monitoring pending resolution of Reportable Events requiring immediate
attention, corrective action plans, a moratorium on new referrals.

Section A.2.11.10.1 shall be deleted and replaced as follows:

2.11.10.1

Enrollee Notification

The CONTRACTOR must ensure that all enrollee notices are written and issued in adherence with
applicable state and federal regulation. To this end, TENNCARE and the CONTRACTOR agree to
collaborate in designing TENNCARE approved notice templates.  Effective January 1, 2018, enrollee
notices must comply with the notice content, timing, format, readability and language requirements set
forth in 42 C.F.R. §438.10 and §438.404.

Section A.2.12.9.36 and A.2.12.9.37 shall be deleted and replaced as follows:

2.12.9.36

2.12.9.37

Require that the provider comply with the Affordable Care Act and TennCare policies and
procedures regarding recovery of overpayments, including written notification to the
CONTRACTOR and TennCare Office of Program Integrity (OPI) of overpayments identified
by the provider and, when applicable, returning the overpayment to the CONTRACTOR within
sixty (60) days from the date the overpayment is identified., Overpayments that are not
returned within sixty (60) days from the date the overpayment was identified may be a
violation of state or federal law;

Require the provider to comply and submit to the CONTRACTOR disclosure of information
in accordance with the requirements, including timeframes, specified in 42 CFR Part 455,
Subpart B and TennCare policies and procedures. The timeframes for this requirement shall
include, at a minimum, at the time of initial contracting, contract renewal, at any time there is
a change to any of the information on the disclosure form, at least once every three (3) years,
and at any time upon request. This requirement may be satisfied through TENNCARE’s
provider registration process;
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Section A.2.12.9.62 shall be deleted and replaced as follows:

2.12.9.62

The CONTRACTOR must require contracted-providers to publicly display notices describing
enrollee Grievance and Appeal rights. The CONTRACTOR must ensure that contracted-
providers have an adequate supply of both English and Spanish-language versions of
TennCare-approved notices available for public display.

Sections A.2.12.9.38, A.2.13.1.7, A.2.26.12.2 and A.2.30.15.5 shall be amended by deleting and
replacing the reference to Excluded Parties List System (EPLS) or (EPLS) with the reference to
System for Award Management (SAM) or (SAM) respectively.

Section A.2.12.14 shall be amended as follows:

2.12.14

In addition to Sections A.2.12.11 through A.2.12.13 above, provider agreements with all ECF
CHOICES providers, as well as provider agreements with all CHOICES CLS and CLS-FM
providers shall include the following additional requirements:

Section A.2.13.1.6 shall be deleted and replaced as follows:

2.13.1.6

2.13.1.6.1

2.13.1.6.2

2.13.1.6.3

2.13.1.6.4

2.13.1.6.5

2.13.1.6.6

The CONTRACTOR shall ensure that payments are not issued under this Contract for an
item or service in accordance with the following:

To providers that have not obtained a Tennessee Medicaid provider number or for which
disclosure requirements, as applicable, have not been obtained in accordance with 42 CFR
455.100 through 106, Section A.2.12.9.37 of this Contract, and TennCare policies and
procedures;

Furnished under the plan by any individual or entity during any period when the individual or
entity is excluded from participation under title V, XVIII, XIX or XX pursuant to sections
1128, 1128A, 1156, or 1842(j)(2) of the Social Security Act;

Furnished at the medical direction or on the prescription of a physician, during the period
when such physician is excluded from participation under title V, XVIII, X1X or XX pursuant
to sections 1128, 1128A, 1156, or 1842(j)(2) or the Social Security Act and when the person
furnishing such item or service knew, or had reason to know, of the exclusion (after a
reasonable time period after reasonable notice has been furnished to the person);

Furnished by an individual or entity to whom the State has failed to suspend payments during
any period when there is a pending investigation of a credible allegation of fraud against the
individual or entity, unless the State determines there is good cause not to suspend such
payments;

With respect to any amount expended for which funds may not be used under the Assisted
Suicide Funding Restriction Act (ASFRA) of 1997,

With respect to any amount expended for roads, bridges, stadiums, or any other item or
service not covered under the Medicaid State Plan.
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Section A.2.13.1.9 shall be amended by adding a new Section A.2.13.1.9.6 as follows:

2.13.1.9.6 The CONTRACTOR shall submit an Annual Provider Outreach Plan, a quarterly Outreach

Plan Tracking Document and a Provider Outreach Communication Report detailing
information and communication plans with the Tennessee Health Link (THL), Patient
Centered Medical Home (PCMH) and Episodes of Care providers in accordance with
Sections A.2.30.10.6.

Section A.2.14.1.1 shall be amended by adding a new Section A.2.14.1.1.1 as follows:

2.14.1.1.1

In accordance with 42 CFR 438.910(d), the CONTRACTOR shall not impose NQTLs for
mental health or substance use disorder benefits in any classification unless, under the
policies and procedures of the CONTRACTOR as written and in operation, any processes,
strategies, evidentiary standards, or other factors used in applying the NQTL to mental health
or substance use disorder benefits in the classification are comparable to, and are applied no
more stringently than, the processes, strategies, evidentiary standards, or other factors used in
applying the limitation for medical/surgical benefits in the classification.

Section A.2.14.1.9 shall be amended by deleted and replaced as follows:

2.14.1.9

The CONTRACTOR shall use written criteria based on sound clinical evidence to make
utilization decisions. The written criteria shall specify procedures for appropriately applying
the criteria. The criteria must be in accordance with NCQA standards and requirements. The
CONTRACTOR shall apply objective and evidence based criteria and take individual
circumstances and the local delivery into account when determining the medical
appropriateness of health care services.

Section A.2.14.2 shall be amended by adding a new Section A.2.14.2.4 as follows:

21424

The CONTRACTOR’s prior authorization requirements shall comply with the requirements
for parity in mental health and substance use disorder benefits in 42 CFR 438.910(d).
TENNCARE may request copies of the CONTRACTOR’s policies and procedures to assure
compliance with 42 CFR, Subpart K.

Sections A.2.14.7. and A.2.14.7.1 shall be deleted and replaced as follows:

2.14.7 Notice of Adverse Benefit Determination Requirements

2.14.7.1

In accordance with 42 C.F.R. 438.210(c), the CONTRACTOR must notify the requesting
provider, and give the enrollee written notice of any decision to deny a service authorization
request, or to authorize a service in an amount, duration, or scope that is less than requested.
The Notice of Adverse Benefit Determination must meet the requirements set forth in section
A2.19.2.

Section A.2.15.3.1 shall be amended by adding a new Section A.2.15.3.1.3 as follows:

2.15.3.1.3 For all overall CMS 416 rates below eighty-five percent (85%) each MCO will submit a PIP

on EPSDT Screening and Community outreach plans in addition to the above required PIP’s.
The CONTRACTOR shall use existing processes, methodologies, and protocols, including
the CMS protocols.
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Section A.2.16.1 shall be amended by adding a new Section A.2.16.1.11 as follows:

2.16.1.11 Distributing marketing materials to select or partial service areas for which the
CONTRACTOR is authorized to serve.

Section A.2.17.1.2 shall be deleted and replaced as follows:

2.17.1.2  All member materials shall be submitted to TENNCARE in electronic file media, unless
otherwise approved by TENNCARE, in the format prescribed by TENNCARE. The materials
shall be accompanied by a plan that describes the CONTRACTOR’s intent and procedure for
the use of the materials. Materials developed by a recognized entity having no association
with the CONTRACTOR that are related to management of specific types of diseases (e.g.,
heart, diabetes, asthma, etc.) or general health improvement shall be submitted for approval.
The electronic files shall be submitted in a format acceptable to TENNCARE. Electronic files
submitted in any other format than those approved by TENNCARE will not be processed.

Section A.2.17.2.4 shall be deleted and replaced as follows:

2.17.2.4  All written materials shall be printed with the notice of non-discrimination and taglines as
required by TENNCARE and set forth in TENNCARE's tagline template. In addition to any
other requirements specified in Section A.2.17, the CONTRACTOR may also provide
required member materials/information electronically or on its website pursuant to the
specifications set forth in section 2.28.10.3, TENNCARE’S tagline template, and the
following requirements: (1) the material/information must be placed on the
CONTRACTOR’S website in a location that is prominent and readily accessible for
applicants and members to link to from CONTRACTOR’S home page; (2) the
material/information must be provided in a format that can be electronically saved and
printed; and (3) if a member or applicant requests that the CONTRACTOR mail them a copy
of the material/information, the CONTRACTOR must mail free of charge the
material/information to them within five (5) days of that request. To the extent that the
CONTRACTOR and its providers and/or subcontractors are using electronic and information
technology to fulfill its obligations under this Contract, the entities shall comply with section
2.28.10.

Section A.2.17.4.6.23 and A.2.17.4.6.24 shall be deleted and replaced as follows:

2.17.4.6.23 Shall include Grievance and Appeal procedures as described in Section A.2.19 of this
Contract;

2.17.4.6.24 Shall include notice that the member shall have the right to request reassessment of eligibility
related decisions directly to TENNCARE;

Section A.2.17.4.6 shall be amended by adding new Sections A.2.17.4.6.39 and A.2.17.4.6.40 as
follows and renumber remaining Section as appropriate, including any references thereto.

2.17.4.6.39 Shall include notice that member has the right to participate in decisions regarding his or
her health care, including the right to refuse treatment;

2.17.4.6.40 Shall include notice that the member has the right to request and receive a copy of their
medical records and request that they be amended or corrected;
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52. Section A.2.17.9 shall be deleted and replaced as follows:

A.2.17.9 Additional Information Available Upon Request

The CONTRACTOR shall have written policies guaranteeing to provide all other information to members
as required by CMS, including but not limited to the following information to any enrollee who requests

it:

2.17.9.1

2.17.9.2

2.17.9.2.1

2.179.2.2

2.179.2.3

2.179.3

Information regarding the structure and operation of the CONTRACTOR’s MCO; and
Information regarding physician incentive plans, including but not limited to:

Whether the CONTRACTOR uses a physician incentive plan that affects the use of referral
services;

The type of incentive arrangement; and
Whether stop-loss protection is provided.

Any reports of transactions between the CONTRACTOR and parties in interest that are
provided to the state, or other agencies upon reasonable request.

53. Section A.2.18.5.2.6 shall be deleted and replaced as follows:

2.18.5.2.6 Information on members’ Grievance and Appeal rights;

54, Effective January 1, 2018, Section A.2.19 shall be deleted and replaced as follows:

A.2.19 GRIEVANCES AND APPEALS

A.2.19.1 General

As permitted under federal and state law, the State, at its sole discretion, may delegate back to the
State any portion of this Section A.2.19 that the CONTRACTOR is obligated to perform.

2.19.1.1

2.19.1.2

2.19.1.3

2.19.14

The CONTRACTOR must have a formally structured internal Grievance and Appeal System
in place for enrollees. The Grievance and Appeal System must comply with 42 C.F.R. Part
438 Subpart F. See 42 C.F.R. §438.402(a); 42 C.F.R. §438.228(a).

The CONTRACTOR’S Appeal System must consist of only one level and must be available
for any enrollee who seeks to contest an Adverse Benefit Determination, as defined at 42
C.F.R. §438.400(b).

The CONTRACTOR must give enrollees any reasonable assistance in completing Grievance
and Appeal forms and other procedural steps related to a Grievance or Appeal. This includes
availability of member support staff, auxiliary aids and services, such as interpreter services
and toll-free numbers with adequate TTY/TDD and interpreter capability. See 42 C.F.R.
§438.406(a); 42 C.F.R. §438.228(a).

The CONTRACTOR must acknowledge receipt of each Grievance and each Appeal of an
Adverse Benefit Determination. See 42 C.F.R. §438.406(b)(1); 42 C.F.R. §438.228(a).
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2.19.1.5

2.19.1.5.1

2.19.1.5.2

2.19.1.6

2.19.1.6.1

2.19.1.6.2

2.19.1.6.3

2.19.1.7

The CONTRACTOR must ensure that decision-makers on Grievances and Appeals were not
either:

Involved in any previous level of review or decision-making; or

Subordinates of any individual who was involved in a previous level of review or decision-
making. See 42 C.F.R. §438.406(b)(2)(i); 42 C.F.R. §438.228(a).

The CONTRACTOR must ensure that decision-makers on Grievances and Appeals are
individuals with appropriate clinical expertise, as determined by applicable law, in treating
the enrollee's condition or disease if:

The decision involves an Appeal of a denial based on lack of medical necessity;
The decision involves a Grievance regarding denial of expedited resolution of an Appeal; or

The decision involves a Grievance or Appeal involving clinical issues. See 42 C.F.R.
§438.406(b)(2)(ii}(A) - (C); 42 C.F.R. §438.228(a).

The CONTRACTOR must ensure that decision-makers on Grievances and Appeals take into
account all comments, documents, records, and other information submitted by the enrollee
or their representative without regard to whether such information was submitted or
considered in the initial Adverse Benefit Determination. See 42 C.F.R. §438.406(b)(2)(iii);
42 C.F.R. §438.228(a).

A.2.19.2  Notice of Adverse Benefit Determination Requirements

2.19.2.1

2.19.2.2

2.19.2.3

2.19.24

2.19.2.5

The CONTRACTOR’S notice of Adverse Benefit Determination must explain the Adverse
Benefit Determination the CONTRACTOR has made or intends to make. See 42 C.F.R.
§438.404(b)(1).

The CONTRACTOR'’S notice of Adverse Benefit Determination must explain the reasons for
the Adverse Benefit Determination, including the right of the enrollee to be provided upon
request and free of charge, reasonable access to and copies of all documents, records, and
other information relevant to the enrollee's Adverse Benefit Determination. Such information
includes medical necessity criteria, and any processes, strategies, or evidentiary standards
used in setting coverage limits. See 42 C.F.R. §438.404(b)(2).

The CONTRACTOR’S notice of Adverse Benefit Determination must explain the enrollee's
right to request an Appeal of the CONTRACTOR's Adverse Benefit Determination, including
information on exhausting the CONTRACTOR's one level of Appeal and the right to request
a State Fair Hearing after receiving notice that the Adverse Benefit Determination is upheld.
See 42 C.F.R. §438.404(b)(3); 42 C.F.R. 438.402(b)~(c).

The CONTRACTOR’S notice of Adverse Benefit Determination must explain the procedures
for exercising the enrollee's rights to Appeal. See 42 C.F.R. §438.404(b)(4).

The CONTRACTOR’S notice of Adverse Benefit Determination must explain the
circumstances under which an Appeal process can be expedited and how to request it. See 42

C.F.R. §438.404(b)(5).
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2.19.2.6

The CONTRACTOR’S notice of Adverse Benefit Determination must explain the enrollee’s
right to have benefits continue pending the resolution of the Appeal, how to request that
benefits be continued, and the circumstances, consistent with TennCare agency policy, under
which the enrollee may be required to pay the costs of continued services. See 42 C.F.R.
§438.404(b)(6).

A.2.19.3 Notice of Adverse Benefit Determination Timing

2.19.3.1

2.193.2

2.19.33

2.19.3.3.1

2.1933.2

2.19.3.3.3

2.1933.4

2.19.3.3.5

2.193.3.6

2.19.3.3.7

2.19.3.3.8

2.19.3.3.9

2.19.3.4

When the CONTRACTOR’s Adverse Benefit Determination is a termination, suspension, or
reduction of previously authorized Medicaid-covered service, the CONTRACTOR must mail
the notice of Adverse Benefit Determination at least ten (10) days before the date of action.
See 42 C.F.R. §438.404(c)(1); 42 C.F.R. §431.211.

The CONTRACTOR may mail the notice of Adverse Benefit Determination as few as five
(5) days prior to the date of action if the TennCare agency has facts probable fraud by the
enrollee, and the facts have been verified, if possible, through secondary sources. See 42
C.F.R. §438.404(c)(1); 42 C.F.R. §431.214.

The CONTRACTOR must mail the notice of Adverse Benefit Determination by the date of
the action when any of the following occur:

The enrollee has died;

The enrollee submits a signed written statement requesting service termination;

The enrollee submits a signed written statement including information that requires service
termination or reduction and indicates an understanding that service termination or reduction

will result;

The enrollee has been admitted to an institution where he or she is ineligible under the plan
for further services;

The enrollee’s address is determined unknown based on returned mail with no forwarding
address;

The enrollee is accepted for Medicaid services by another state;
A change in the level of medical care is prescribed by the enrollee’s physician;

The notice involves an adverse determination with regard to preadmission screening
requirements of section 1919(e)(7) of the Social Security Act; or

The transfer or discharge from a facility will occur in an expedited fashion. See 42 C.F.R.
§438.404(c)(1); 42 C.F.R. §431.213; 42 C.F.R. §431.231(d); section 1919(e)(7) of the Act;
42 C.F..R 483.12(a)(5)(i); 42 C.F.R. §483.12(a)(5)(ii).

The CONTRACTOR must give notice of Adverse Benefit Determination on the date of
determination when the action is a denial of payment. See 42 C.F.R. §438.404(c)(2).
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2.19.3.5

2.19.3.6

2.193.7

2.19.3.8

2.19.3.9

2.19.3.10

2.19.3.11

The CONTRACTOR must give notice of Adverse Benefit Determination as expeditiously as
the enrollee’s condition requires within fourteen (14) calendar days following receipt of the
request for service, for standard authorization decisions that deny or limit services. See 42
C.F.R. §438.210(d)(1); 42 C.F.R. §438.404(c)(3).

The CONTRACTOR may extend the 14 calendar day notice of Adverse Benefit
Determination timeframe for standard authorization decisions that deny or limit services up to
fourteen (14) additional calendar days if the enrollee or the provider requests extension. See
42 C.F.R. §438.404(c)(4); 42 C.F.R. §438.210(d)(1)(i).

The CONTRACTOR may extend the 14 calendar day notice of Adverse Benefit
Determination timeframe for standard authorization decisions that deny or limit services up to
fourteen (14) additional calendar days if the CONTRACTOR justifies to the TennCare
agency a need for additional information and shows how the extension is in the enrollee’s
best interest. See 42 C.F.R. §438.210(d)(1)(ii); 42 C.F.R. §438.404(c)(4).

If the CONTRACTOR extends the 14 calendar day notice of Adverse Benefit Determination
timeframe for standard authorization decisions that deny or limit services, the
CONTRACTOR must give the extension and inform the enrollee of the right to file a
Grievance if the enrollee disagrees with the decision. See 42 C.F.R. §438.210(d)(1)(ii); 42
C.F.R. §438.404(c)(4)(i).

If the CONTRACTOR extends the 14 calendar day notice of Adverse Benefit Determination
timeframe for standard authorization decisions that deny or limit services, the
CONTRACTOR must issue and carry out its determination as expeditiously as the enrollee's
health condition requires and no later than the date the extension expires. See 42 C.F.R.
§438.210(d)(1)(i1); 42 C.F.R. §438.404(c)(4)(ii).

If the CONTRACTOR determines that following the standard authorization timeframe could
seriously jeopardize the enrollee's life or health or ability to attain, maintain, or regain
maximum function, the CONTRACTOR must make an expedited service authorization
decision and provide notice as expeditiously as the enrollee’s health condition requires and no
later than seventy-two (72) hours after receipt of the request for service. See 42 C.F.R.
§438.210(d)(2)(i); 42 C.F.R. §438.404(c)(6).

The CONTRACTOR may extend the seventy-two (72) hour expedited service authorization
decision time period by up to fourteen (14) calendar days if the enrollee requests an
extension, or if the CONTRACTOR justifies to the TennCare agency the need for additional
information and how the extension is in the enrollee’s interest. See 42 C.F.R.
§438.210(d)(2)(ii); 42 C.F.R. §438.404(c)(6).

A.2.19.4  Who May File Appeals and Grievances

2.19.4.1

2.194.2

The CONTRACTOR must allow enrollees to file Appeals and Grievances. Following
resolution of the CONTRACTOR Appeal (or deemed exhaustion of the CONTRACTOR
Appeal process under Section A.2.19.5.1), the CONTRACTOR must allow enrollee to
request a State Fair Hearing. See 42 C.F.R. §438.402(c)(1); 42 C.F.R. §438.408.

The CONTRACTOR must allow providers, or enrollee-authorized representatives, acting on
behalf of the enrollee and with the enrollee's written consent, to request an Appeal, or file a

Grievance. See 42 C.F.R. §438.402(c)(1)(i) — (ii); 42 C.F.R. §438.408.
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A.2.19.5 Timeframes for Filing CONTRACTOR Appeals

2.19.5.1

2.19.5.2

2.19.53

If the CONTRACTOR fails to adhere to notice and timing requirements, the enrollee is
deemed to have exhausted the CONTRACTOR's Appeal process, and the enrollee may
initiate a State Fair Hearing. See 42 C.F.R. §438.408; 42 C.F.R. §438.402(c)(1)(i}(A).

The CONTRACTOR must allow the enrollee to file an Appeal to the CONTRACTOR within
sixty (60) calendar days from the date on the Adverse Benefit Determination notice. See 42
CFR 438.402(c)(2)(ii).

The CONTRACTOR must allow a provider or an enrollee- authorized representative acting
on behalf of the enrollee to file an Appeal to the CONTRACTOR within sixty (60) calendar
days from the date on the Adverse Benefit Determination notice. See 42 C.F.R.
§438.402(c)(2)(ii).

A.2.19.6  Process for Filing a Standard or Expedited CONTRACTOR Appeal

2.19.6.1

2.19.6.2

2.19.6.3

2.19.6.4

2.19.6.5

2.19.6.6

2.19.6.6.1

2.19.6.6.2

The CONTRACTOR must allow the enrollee to request an Appeal either orally or in writing.
See 42 C.F.R. §438.402(c)(3)(ii).

The CONTRACTOR must allow the provider or authorized representative acting on behalf of
the enrollee to request an Appeal either orally or in writing. See 42 C.F.R. §438.402(c)(3)(ii);
42 C.F.R. §438.402(c)(1)(ii).

The CONTRACTOR must allow the oral filing of an Appeal. Orally-filed Appeals seeking
resolution within the standard timeframe must be followed by the submission of a written,
signed Appeal. Orally-filed Appeals that warrant expedited resolution are not required to be
followed by submission of a written Appeal. See 42 C.F.R. §438.402(c)(3)(ii); 42 C.F.R.
§438.406(b)(3).

The CONTRACTOR must provide the enrollee a reasonable opportunity, in person and in
writing, to present evidence and testimony and make legal and factual arguments. See 42
CFR 438.406(b)(4).

The CONTRACTOR must provide the enrollee a copy of the Appeal case file. The case file
must contain all of the information used by CONTRACTOR in arriving at adverse decision.
This includes the enrollee medical records and any other information considered, relied upon,
or created in resolving the Appeal. See 42 C.F.R. §438.406(b)(5).

The CONTRACTOR must provide the enrollee and his or her representative the enrollee's
case file free of charge and sufficiently in advance of the applicable deadline for standard and
expedited Appeal resolutions.

For standard resolution of an Appeal and notice to the affected parties, the CONTRACTOR
must resolve the Appeal within thirty (30) calendar days from the day the CONTRACTOR
receives the Appeal.

For expedited resolution of an Appeal and notice to affected parties, the CONTRACTOR
must resolve the Appeal within seventy-two (72) hours of receiving the Appeal. See 42
C.F.R. §438.406(b)(5); 42 C.F.R. §438.408(b) - (c).
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2.19.6.7

2.19.6.8

2.19.6.9

2.19.6.10

2.19.6.11

The CONTRACTOR must consider the enrollee, his/her representative, or the legal
representative of a deceased enrollee’s estate as parties to an Appeal. See 42 C.F.R.
§438.406(b)(6).

The CONTRACTOR must establish and maintain an expedited review process for Appeals,
when the CONTRACTOR determines that taking the time for a standard resolution could
seriously jeopardize the enrollee's life, physical or mental health, or ability to attain, maintain,
or regain maximum function. Although the enrollee or his treating provider may request
expedited resolution, the CONTRACTOR alone has authority to determine whether an
enrollee Appeal receives expedited or standard resolution. See 42 C.F.R. §438.410(a),
Medicaid and Children’s Health Insurance Program (CHIP) Programs; Medicaid Managed
Care, CHIP Delivered in Managed Care, and Revisions Related to Third Party Liability; Final
Rule, 81 Fed. Reg. 27,498, 27,519 (May 6, 2016) (to be codified at 42 C.F.R. pt. 438).

The CONTRACTOR must inform enrollees of the limited time available to present evidence
and testimony, in person and in writing, and make legal and factual arguments in the case of
an expedited Appeal resolution. The CONTRACTOR must inform enrollees of this
sufficiently in advance of the resolution timeframe for Appeals. See 42 C.F.R.
§438.406(b)(4); 42 C.F.R. §438.408(b); 42 C.F.R. §438.408(c).

If the CONTRACTOR denies a request for expedited resolution of an Appeal, it must resolve
the Appeal within the standard Appeal timeframe. See 42 C.F.R. §438.410(c); 42 C.FR.
§438.408(b)(2); 42 C.F.R. §438.408(c)(2).

The CONTRACTOR must ensure that punitive action is not taken against a provider who
requests expedited resolution of an Appeal, or who supports an enrollee’s Appeal. See 42
C.F.R. §438.410(b).

A.2.19.7 Timeframes for Resolving Standard and Expedited Appeals

2.19.7.1

2.19.7.2

2.19.7.2.1

2.19.7.2.2

2.19.7.3

The CONTRACTOR must resolve each Appeal as expeditiously as the enrollee’s health
condition requires. Standard Appeals must be resolved within thirty (30) calendar days of
receipt; Expedited Appeals must be resolved within seventy-two (72) hours of receipt. See
42 C.F.R. §438.408(a); 42 C.F.R. §438.408(b)(2)-(3).

The CONTRACTOR may extend the resolution timeframe by up to fourteen (14) calendar
days if either:

The enrollee requests the extension; or

Consistent with TennCare agency policy, the CONTRACTOR shows the need for additional
information and shows that the delay is in the enrollee’s interest. See 42 C.F.R.
§438.408(c)(1); 42 C.F.R. §438.408(b)(2).

If the CONTRACTOR extends the resolution timeframe pursuant to A.2.19.7.2, contractor
must, within two (2) calendar days, give enrollee written notice of the reason for the
extension. (Reasonable effort should also be made to confer oral notice). This written notice
must inform enrollee of the right to file a Grievance if enrollee disagrees with the extension.
See 42 C.F.R. §438.408(c)(2)(i)-(iii); 42 C.F.R. §438.408(b)(2).
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A.2.19.8  Required Content for Notice of Appeal Resolution

2.19.8.1

The CONTRACTOR must provide enrollee with a written, and dated notice of Appeal
resolution. The notice of Appeal resolution must be in a format and language that meets 42
C.F.R. §438.10. For Appeal decisions not wholly in the enrollee’s favor, the notice must
explain how enrollee may exercise the right to:

2.19.8.1.1 request a State Fair Hearing; and

2.19.8.1.2

2.19.8.2

2.19.8.3

request continuation of benefits pending resolution of the State Fair Hearing.

If applicable, the notice of Appeal resolution must also inform enrollee of any potential
liability for the cost of receiving continuation of benefits in the event that the State Fair
Hearing resolution upholds the CONTRACTOR Appeal resolution.

See 42 C.F.R. §438.10; 42 C.F.R. §438.408(d)(2)(i); 42 C.F.R. §438.408(e)(1)-(2).

If the notice of resolution concerns an expedited Appeal, in addition to the written notice
described above, the CONTRACTOR must make reasonable effort to confer oral notice. See
42 C.F.R. §438.408(d)(2)(ii).

A.2.19.9 Continuation of Benefits

2.19.9.1

2.19.9.1.1

2.19.9.1.2

2.199.13

2.199.14

2.199.1.5

2.19.9.2

2.19.9.2.1

2.19.9.2.2

The CONTRACTOR must not accept a continuation of benefits request from a provider,
since providers are prohibited from requesting continuation of benefits pursuant to 42 C.F.R.
§438.402(c)(1)(ii) and §438.420(b)(5). The CONTRACTOR must continue the enrollee's
benefits while an Appeal is in process if all of the following occur:

The enrollee files the request for an Appeal within sixty (60) calendar days following the date
on the Adverse Benefit Determination notice.

The Appeal involves the termination, suspension, or reduction of a previously authorized
Medicaid service.

The enrollee’s services were ordered by an authorized provider.

The period covered by the original authorization has not expired.

Enrollee files the request for continuation of benefits within ten (10) calendar days of the date
on the notice of Adverse Benefit Determination, or if enrollee files the request before the
intended effective date of the proposed Adverse Benefit Determination. See; 42 C.F.R.
§438.420(b)(1)-(5); 42 C.F.R. §438.402(c)(2)(ii).

If, at the enrollee's request, the CONTRACTOR continues or reinstates the enrollee's benefits
while the Appeal or State Fair Hearing is pending, the benefits must be continued until one of
the following occurs:

The enrollee withdraws the Appeal or request for State Fair Hearing; or

The enrollee does not request a State Fair Hearing and continuation of benefits within ten

(10) calendar days from the date on the notice of an adverse Appeal resolution;
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2.19.9.23

2.1993

2.19.94

2.19.95

A State Fair Hearing decision adverse to the enrollee is issued. See 42 C.F.R. §438.420(c)(1)-
(3); 42 C.F.R. §438.408(d)(2).

If the CONTRACTOR Appeal resolution or the State Fair Hearing resolution reverses the
CONTRACTOR’s initial Adverse Benefit Determination, the CONTRACTOR must
authorize or provide the disputed services promptly, and as expeditiously as the enrollee's
health condition requires (but no later than seventy-two (72) hours from the date it receives
notice reversing the determination). See 42 C.F.R. §438.424(a).

The CONTRACTOR must pay for disputed services received by the enrollee while the
Appeal was pending in the event that the CONTRACTOR Appeal resolution or the State Fair
Hearing resolution reverses the CONTRACTOR’s initial decision to deny authorization of
the benefit under Appeal. See 42 C.F.R. §438.424(b).

The CONTRACTOR must notify the requesting provider and give the enrollee written notice
of any decision to deny a service authorization request, or to authorize a service in an amount,
duration, or scope that is less than requested. See 42 C.F.R. §438.210(c); 42 C.F.R.
§438.404.

A.2.19.10 Grievances

2.19.10.1

2.19.10.2

2.19.10.3

2.19.104

The CONTRACTOR must allow an enrollee to file an oral or written Grievance with an
CONTRACTOR at any time. See 42 C.F.R.438.402(c)(2)(i); 42 C.F.R.438.402(c)(3)(i).

The CONTRACTOR must resolve each Grievance and provide notice of Grievance
resolution within ninety (90) calendar days from the day the CONTRACTOR receives the
Grievance. See 42 C.F.R. §438.408(a); 42 C.F.R. §438.408(b)(1).

The CONTRACTOR must issue a written acknowledgment of receipt of the Grievance
within five (5) business days. This written acknowledgement need not be conferred if the
CONTRACTOR issues the notice of Grievance resolution within five (5) business days of
receiving the Grievance.

The CONTRACTOR must issue a written, dated notice of Grievance resolution in a format
and language that meets 42 C.F.R. §438.10. See 42 C.F.R. §438.408(d)(1).

A.2.19.11 Grievance and Appeal Recordkeeping Requirements

2.19.11.1

2.19.11.2

2.19.11.2.1

2.19.11.2.2

2.19.11.2.3

2.19.11.24

The CONTRACTOR must maintain records of Grievances and Appeals and must make such
records readily available to the TennCare agency or to CMS upon request. See 42 C.F.R.
§438.416(a); 42 C.F.R. §438.416(c).
The CONTRACTOR’s record of each Grievance and Appeal must include:

A general description of the reason for the Appeal or Grievance.

The date received.

The date of each review or, if applicable, review meeting,

The date of resolution and how it was resolved.
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2.19.11.2.5 The identity of the enrollee for whom the Appeal or Grievance was filed.

A2.19.12

See 42 C.F.R. §438.416(b)(1)-(6).

Provision of Information About Enrollee Grievance and Appeal Rights

2.19.12.1  The CONTRACTOR must inform its contracted providers and subcontractors about the

Appeal process and must inform them of the toll-free number for filing oral Grievances and
Appeals. See 42 C.F.R. §438.414; 42 C.F.R. §438.10(g)(1)(v).

2.19.12.2 The CONTRACTOR must include information about the enrollee’s Grievance, Appeal and

State Fair Hearing rights in the following materials:

2.19.12.2.1 Notice of Adverse Benefit Determination and notice of Appeal resolution;

2.19.12.2.2 Provider and subcontractor contracts with CONTRACTOR;

2.19.12.2.3 Member Handbook and Provider Manual,

2.19.12.2.4 Provider training materials;

2.19.12.2.5 CONTRACTOR website.

A2.19.13

A.2.19.14

A2.19.15

A.2.19.16

A2.19.17

A2.19.18

The CONTRACTOR must devote a portion of its regularly scheduled QM/QI committee meetings, as
described in Section A.2.15.2, to the review of enrollee Appeals and to addressing identified
deficiencies with the CONTRACTOR's Grievance and Appeal processes.

The CONTRACTOR must have a designated business unit responsible for processing Grievances and
Appeals in accordance with applicable law and TENNCARE requirements. CONTRACTOR’s
Appeals unit must include sufficient numbers of appropriately trained and licensed physicians,
clinicians, and support staff necessary to timely process and resolve Appeals in accordance with
potentially evolving regulatory and TENNCARE requirements. .

At any point in the Appeal process, TENNCARE must have the authority to remove a member from
the CONTRACTOR’s MCO when it is determined that such removal is in the best interest of the
member and TENNCARE.

The CONTRACTOR must require its contracted providers to publicly-display notices of enrollee
Appeal rights. The CONTRACTOR must ensure that providers have correct and adequate supply of
these notices.

The CONTRACTOR understands that the Grievance and Appeal process requirements are always
subject to change based on legal developments and on TENNCARE’s interpretation of its obligations
under new or existing law.

The CONTRACTOR must provide general and targeted education to its contracted providers
regarding the Appeal process. This training will cover the provider’s rights and obligations
concerning the Appeal Process including provider’s obligation to timely supply medical records
necessary for the Appeal Process and including requirements concerning submission of requests for
expedited prior authorization decisions and requests for expedited Appeal resolution.
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A2.19.19

A.2.19.20

A.2.19.21

The CONTRACTOR must provide notice to contract providers regarding provider responsibility in
the Appeal process, including but not limited to, the provision of medical records and/or
documentation as described herein.

The CONTRACTOR must urge providers who feel they cannot order a drug on the TennCare
Preferred Drug List (PDL) to seek prior authorization in advance, as well as to take the initiative to
seek prior authorization or change or cancel the prescription when contacted by a member or
pharmacy regarding denial of a pharmacy service due to system edits (e.g., therapeutic duplication,
etc.).

Member TennCare eligibility and eligibility-related Grievances and Appeals (including but not
limited to long-term care eligibility and enrollment), including termination of eligibility, effective
dates of coverage, and the determination of premium, copayment, and patient liability responsibilitics
must be directed to TENNCARE.

58. Section A.2.20.1 shall be amended by adding new Sections A.2.20.1.3 and A.2.20.1.9, deleting
existing Sections A.2.20.1.9 through A.2.20.1.10, deleting and replacing the renumbered Sections
A.2.20.1.4, A.2.20.1.6, A.2.20.1.7 and A.2.20.1.10 as follows and renumbering the remaining
Sections accordingly, including any references thereto.

2.20.1.3 The CONTRACTOR, and any subcontractors delegated responsibility for coverage of

services or payment of claims under this Contract, shall implement and maintain a
compliance program, as described 42 CFR 438.608, that includes, at a minimum:

2.20.1.3.1  Written policies, procedures, and standards of conduct that demonstrate compliance with

all applicable requirements and standards under the Contract, as well as all Federal and
state requirements, related to program integrity.

2.20.1.3.2 A designated Compliance Officer who is responsible for developing and implementing

policies and procedures designed to ensure compliance with program integrity
requirements. The Compliance Officer shall report to the CEO and the Board of Directors.

2.20.1.3.3 A Regulatory Compliance Committee, consisting of members of the Board of Directors,

which is responsible for oversight of the CONTRACTOR’s compliance program.

2.20.1.3.4 A system for training and education for the Compliance Officer, directors, managers, and

employees regarding the CONTRACTOR’s compliance program and program integrity-
related requirements.

2.20.1.3.5  Effective lines of communication between the CONTRACTOR’s Compliance Officer and

employees.

2.20.1.3.6  Enforcement of compliance program standards and program integrity-related requirements

through well-publicized disciplinary guidelines.

2.20.1.3.7 A system of dedicated staff with established and implemented procedures for routine

internal monitoring and auditing of compliance risks, prompt response to compliance
issues, investigation of potential compliance problems identified in the course of self-
evaluation and audits, correction of identified compliance problems, and ongoing
compliance with program integrity-related requirements.
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2.20.1.4

2.20.1.6

2.20.1.7

2.20.1.9

2.20.1.9.1

2.20.1.9.2

2.20.1.10

The CONTRACTOR shall establish written policies and procedures for its employees,
subcontractors, providers, and agents that provide detailed information about the False
Claims Act and any other federal and state laws, including whistleblower protections,
administrative remedies for false claims, any State laws pertaining to civil or criminal
penalties for false claims and statements, and whistleblower protections under such laws,
with respect to the role of such laws in preventing and detecting fraud, waste, and abuse in
federal health care programs. The CONTRACTOR shall include in any employee
handbook a description of the laws and the rights of employees to be protected as
whistleblowers.

The CONTRACTOR, as well as its subcontractors and providers, whether contract or non-
contract, shall comply with all federal requirements (42 CFR Part 455) on disclosure
reporting. All tax-reporting provider entities that bill and/or receive TennCare funds as the
result of this Contract shall submit routine disclosures in accordance with timeframes
specified in 42 CFR Part 455, Subpart B and TennCare policies and procedures, including at
the time of initial contracting, contract renewal, at any time there is a change to any of the
information on the disclosure form, at least once every three (3) years, and at any time upon
request. For providers, this requirement may be satisfied through TENNCARE’s provider
registration process.

The CONTRACTOR, as well as its subcontractors and providers, whether contract or non-
contract, shall comply with all federal requirements (42 C.F.R. § 1002) on exclusion and
debarment screening. The CONTRACTOR, its subcontractors and all tax-reporting provider
entities that bill and/or receive TennCare funds as the result of this Contract shall screen
their owners and employees against the General Services Administration (GSA) System
for Award Management (SAM) and the HHS-OIG List of Excluded Individuals/Entities
(LEIE). In addition, the CONTRACTOR and its subcontractors shall screen their owners and
employees against the Social Security Master Death File. Any unallowable funds made
to excluded individuals as full or partial wages and/or benefits shall be refunded to and/or
obtained by the State and/or the CONTRACTOR dependent upon the entity that identifies the
payment of unallowable funds to excluded individuals.

The CONTRACTOR may recoup and retain overpayments made to providers within
timeframes determined by the state.

The CONTRACTOR shall notify TennCare OPI of any non-administrative overpayments
identified outside of the timeframes determined by the state, or for which recovery is
prohibited under Section A.2.20.1.10. The CONTRACTOR shall take no actions to recoup
the overpayments without written authorization from TennCare OPI.

The CONTRACTOR shall report to TennCare OPI all non-administrative overpayments,
both identified and recovered, on a quarterly basis.

The CONTRACTOR is prohibited from taking any actions to recoup or withhold improperly
paid funds already paid or potentially due to a provider when the issues, services or claims
upon which the recoupment or withhold are based meet one or more of the following criteria:

40



56.

Sl

Amendment 6 (cont.)

2.20.1.10.1

2.20.1.10.2

2.20.1.10.3

2.20.1.104

2.20.1.10.5

2.20.1.10.6

The improperly paid funds have already been recovered by the State of Tennessee, either
by TENNCARE directly or as part of a resolution of a state or federal investigation
and/or lawsuit, including but not limited to False Claims Act cases; or

When the issues, services or claims that are the basis of the recoupment or withhold are
currently being investigated by the State of Tennessee or are the subject of pending
Federal or State litigation or investigation.

The prohibition described in this section shall be limited to a specific provider(s), for
specific dates, and for specific issues, services, or claims.

The CONTRACTOR shall determine if the prohibition to recoup or withhold improperly
paid funds is applicable utilizing methods as directed by TennCare OPI.

In the event that CONTRACTOR recoups or otherwise obtains funds in cases
where overpayment recovery is prohibited, under this section or as otherwise
directed by TennCare the CONTRACTOR will notify the Director of TennCare OPI
and take action in accordance with written instructions from the Director of TennCare
OPL

If the CONTRACTOR fails to adhere to the prohibitions and requirements of this section,
the CONTRACTOR may be subject to forfeiture of the funds to the State and the
imposition of liquidated damages as described in Section E.29.2.

Section A.2.20.3.6 shall be deleted and replaced as follows:

2.20.3.6

The CONTRACTOR shall have provisions in its Compliance Plan regarding conducting
monthly comparison of their provider files, including atypical providers, against the Social
Security Master Death File, the General Services Administration (GSA) System for
Award Management (SAM) and the HHS-OIG List of Excluded Individuals/Entities
(LEIE) and provide a report of the result of comparison to TENNCARE each month. The
CONTRACTOR shall establish an electronic database to capture identifiable information on
the owners, agents and managing employees listed on providers’ Disclosure information as
provided by TENNCARE.

Sections A.2.21.9.1 and A.2.21.9.4.1 shall be deleted and replaced as follows:

2.21.9.1

2.21.94.1

The CONTRACTOR shall disclose, to TENNCARE, the Comptroller General of the United
States or CMS, full and complete information regarding ownership, financial transactions and
persons convicted of criminal activity related to Medicare, Medicaid, or the federal Title XX
programs in the time and manner set forth in accordance with federal and state requirements,
including 42 CFR 438.604(a)(6); 42 CFR 438.606; 42 CFR 455.104(b)(1)i) - (iii); 42 CFR
455.104(b)(2) - (4); 42 CFR 438.230; 42 CFR 438.608(c)(2) and Public Chapter 379 of the
Acts of 1999.

The name and address of any person (individual or corporation) with an ownership or control
interest in the disclosing entity, CONTRACTOR or in any provider, subcontractor or fiscal
agent in which the disclosing entity, CONTRACTOR has direct or indirect ownership of five
percent (5%) or more and whether any of the persons named pursuant to this requirement is
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Amendment 6 (cont.)

related to another as spouse, parent, child, or sibling. This disclosure shall include the name
of any other disclosing entity in which a person with an ownership or control interest in the
disclosing entity also has an ownership or control interest;

58. Section A.2.23.4.2.2 shall be deleted and replaced as follows:

223422

TENNCARE will reject an entire file or an individual encounter failing certain edits, as
deemed appropriate and necessary by TENNCARE to ensure accurate processing or
encounter data quality, and will return these transactions to the CONTRACTOR for research
and resolution. TENNCARE will require expeditious action on the part of the
CONTRACTOR to resolve errors or problems associated with said claims or the adjudication
thereof, including any necessary changes or corrections to any systems, processes or data
transmission formats. The CONTRACTOR shall, unless otherwise directed by TENNCARE,
address entire file rejects within two (2) business days of TENNCARE’s rejection and
individual encounter rejects within forty-five (45) calendar days of TENNCARE’s rejection.
Such errors will be considered acceptably addressed when the CONTRACTOR has either
confirmed and corrected the reported issue or disputed the reported issue with supporting
information or documentation that substantiates the dispute. TennCare may require
resubmission of the transaction with reference to the original in order to document resolution.
Failure to promptly research and address reported errors, including submission of and
compliance with an acceptable corrective action plan as required may result in damages and
sanctions as described in Section A.2.23.13.

59. Section A.2.24.8.2.3.2 shall be amended by adding language as follows:

2248232

Enrollees (for purposes of behavioral health records, enrollee includes an individual who
is age sixteen (16) or over) and their legally appointed representatives shall be given
access to the enrollees’ medical records, to the extent and in the manner provided by
TCA 63-2-101, 63-2-102 and 33-3-104 et seq., and, subject to reasonable charges,
(except as provided in Section A.2.24.8.2.3.3 below) be given copies thereof upon
request and to request that they be amended or corrected;

60. Section A.2.25.2 shall be amended as follows:

A2252 Facility Inspection

TENNCARE, CMS, OIG, the Comptroller General or their representatives may conduct on-site
inspections of premises, physical facilities and equipment of all health facilities and service delivery
sites to be utilized by the CONTRACTOR in fulfilling the obligations under this Contract.
Inspections may be made at any time during the Contract period and without prior notice.

61. Section A.2.25.9 shall be amended to add a new subsection A.2.25.9.11 and renumber subsequent
subsections accordingly:

2.259.11

As part of its responsibility to assist with compliance measures regarding the HCBS Settings
Rule, the CONTRACTOR shall comply with all State contractor requirements in the
Statewide Transition Plan, as amended, including tracking and monitoring provider transition
plans and transitioning members to compliant providers when members' current providers
have confirmed they are unable and/or unwilling to come into compliance. Any reports
TENNCARE requests from the CONTRACTOR pursuant to this section are subject to the
reporting requirements in Section A.2.30.1.4.
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62. Section A.2.29.1.3.35 shall be deleted and replaced as follows:

2.29.1.3.35

A full-time staff person dedicated to and responsible for all TennCare Kids services and
related issues, including but not limited to, all TennCare Kids activities and EPSDT
screening events. This person shall report to the local health plan.

63. Section A.2.29.4 shall be deleted and replaced as follows:

A2294 Employment and Contracting Restrictions

2.294.1

2.294.2

22943

22944

2.29.4.4.1

2.29.44.2

The CONTRACTOR shall not knowingly have a director, officer, partner, or person with
direct or indirect ownership of more than five percent (5%) of the entity’s equity who has
been debarred, suspended, or otherwise excluded by any federal agency, order, or regulation,
or who is a sanctioned individual under Section 1128(b)(8) of the Act, or otherwise excluded
from participating in procurement activities under the Federal Acquisition Regulation (FAR)
or from participating in non-procurement activities under regulations issued under Executive
Order No. 12549 or under guidelines implementing Executive Order No. 12549.

The CONTRACTOR shall not have a network provider, subcontractor, an employment,
consulting, or any other agreement with a person that has been debarred, suspended, or
otherwise excluded by any federal agency, order, or regulation for the provision of items or
services that are significant and material to the entity’s contractual obligation with the State
or who is a sanctioned individual under Section 1128(b)(8) of the Act, or otherwise excluded
from participating in procurement activities under the Federal Acquisition Regulation (FAR)
or from participating in non-procurement activities under regulations issued under Executive
Order No. 12549 or under guidelines implementing Executive Order No. 12549.

The CONTRACTOR is prohibited from employing or contracting, directly or indirectly, for
the furnishing of health care, utilization review, medical social work, or administrative
services with any individual or entity that is (or is affiliated with a person/entity that is)
debarred, suspended, or excluded from participating in procurement activities under the
Federal Acquisition Regulation or from participating in non-procurement activities under
regulation issued under Executive Order No. 12549 or under guidelines implementing
Executive Order No. 12549.

To the best of its knowledge and belief, the CONTRACTOR certifies by its signature to this
Contract that the CONTRACTOR and its principals:

Are not presently debarred, suspended, proposed for debarment, declared ineligible, or
voluntarily excluded from covered transactions by any federal or state department or
contractor;

Have not within a three (3) year period preceding this Contract been convicted of, or had a
civil judgment rendered against them from commission of fraud, or a criminal offense in
connection with obtaining attempting to obtain, or performing a public (federal, state, or
local) transaction or grant under a public transaction, violation of federal or state antitrust
statutes or commission of embezzlement, theft, forgery, bribery, falsification, or destruction
of records, making false statements, or receiving stolen property;
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2.29.443

2.294.44

2.294.5

Are not presently indicted for or otherwise criminally or civilly charged by a government
entity (federal, state, or local) with commission of any of the offenses detailed in Section
A.2.29.4.2 of this Contract; and

Have not within a three (3) year period preceding this Contract had one or more public
transactions (federal, state, or local) terminated for cause or default.

If the State learns that the CONTRACTOR is controlled by or has a relationship with an
individual or entity identified in A.2.29.4.1 who has been debarred, suspended, or otherwise
excluded by any federal agency, order, or regulation, the State may continue the existing
CONTRACTOR agreement, unless directed otherwise by the Secretary of Health and Human
Services. The State may not renew or extend the existing agreement with the
CONTRACTOR unless the Secretary provides a written statement to the State and Congress
describing compelling reasons for the renewal or extension.

64. Section A.2.30.3 shall be deleted and replaced as follows:

A.2.30.3 Community Qutreach Plan Reports

2.30.3.1

2.30.3.2

2.30.33

The CONTRACTOR shall submit an Annual Community Outreach Plan on August 15 of
each year and must be written in accordance with guidance provided in Section A.2.7.4.2.1.

The CONTRACTOR shall submit a Quarterly Outreach Update thirty (30) days following the
end of each quarter based on the Federal Fiscal Year.

The CONTRACTOR shall submit a Year-End Outreach Update sixty (60) days following the
end of the Federal Fiscal Year.

65. Section A.2.30.6.2 shall be amended as follows:

2.30.6.2 The CONTRACTOR shall submit a semi-annual CHOICES Nursing Facility Diversion
Activities Report, and an ECF CHOICES Nursing Facility Diversion Activities Report. The
corresponding reports shall each provide descriptions of the CONTRACTOR’s nursing facility
diversion activities by each of the groups specified in Section A.2.9.6.7, including a detailed
description of the CONTRACTOR’s success in identifying members for diversion, in diverting
members, and in maintaining members in the community, as well as lessons learned, including
a description of factors affecting the CONTRACTOR’s ability to divert members, identified
issues, strategies to address identified issues, and opportunities for systemic improvements in
the CONTRACTOR’s nursing facility diversion process(es).

66. Section A.2.30.6.19 shall be amended as follows:

2.30.6.19 The CONTRACTOR shall submit to TENNCARE on a monthly basis an ECF CHOICES

2.30.6.19.1

Employment Report. In the manner prescribed by TENNCARE, this report shall provide
employment data including the following:

The number and percent of the CONTRACTOR’s ECF CHOICES members who are
actively working in integrated competitive employment and separately in self-
employment, including a breakdown by the number of hours worked, as specified by
TENNCARE;
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2.30.6.19.2

2.30.6.19.3

2.30.6.19.4

2.30.6.19.5

Number and percent of ECF CHOICES members who are earning at or above the
minimum wage;

Number and percent of ECF CHOICES members actively engaged in employment
planning, development, or preparation;

A listing of all members who have completed the informed choice process as prescribed
in TennCare protocol; and

Any other employment data as specified by TENNCARE.

Section A.2.30.8 shall be amended by adding a new Section A.2.30.8.11 as follows:

2.30.8.11

The CONTRACTOR shall submit an annual Behavioral Health Service Matrix Report to
TENNCARE. This report shall include full and complete information regarding the
CONTRACTOR’s behavioral health provider services in a format prescribed by
TENNCARE.

Section A.2.30.10 shall be amended by adding new Sections A.2.30.10.6 through A.2.30.10.8 as

follows:

2.30.10.6

2.30.10.6.1

2.30.10.7

2.30.10.7.1

The CONTRACTOR shall submit an Annual Provider Outreach Plan detailing
communication plans with the Tennessee Health Link (THL), Patient Centered Medical
Home (PCMH) and Episodes of Care providers no later than December 1* of each year for
review and approval by TENNCARE. The Annual Provider Outreach Plan shall be effective
as of January 1* of the next calendar year.

The Annual Provider Outreach Plan shall be written in accordance with guidance
prepared by TENNCARE. This outreach plan shall outline communication efforts with
providers engaged in the Tennessee Health Link, Patient Centered Medical Home and
Episodes of Care initiatives. It shall include, but is not limited to: all proposed education
regarding reading and interpreting provider reports; all proposed details regarding report
delivery and accessibility; a plan for (at least) quarterly in-person leadership meetings
between MCO program leads and PCMH/THL practice leadership; detailed strategy
outlining the providers or quarterbacks to prioritize when conducting outreach efforts (i.e.
providers who did not open reports or owe a penalty). For THL and PCMH providers
with less than 500 members, the CONTRACTOR may alter the quarterly schedule and/or
meet by phone.

The CONTRACTOR shall submit a quarterly Outreach Plan Tracking Document. The
Outreach Plan Tracking Document shall be due each quarter following the delivery of
provider reports in a format approved by TENNCARE. The CONTRACTOR shall
submit the Outreach Plan Tracking Document no later than six (6) weeks after the
delivery of the quarterly provider reports for the THL, PCMH and Episodes of Care
initiatives.

The CONTRACTOR shall alert all providers or quarterbacks to the availability of their
reports through emails and/or letters. The CONTRACTER shall supplement alerts to
providers or quarterbacks with calls, in-person visit, WebEx, fax, provider Information
Expos, State Medical Association Conferences, or online videos.
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2.30.10.7.2 In the initial communication to providers or quarterbacks, the CONTRACTOR shall
provide instructions on 1) how to access full reports, and 2) how to share or update
electronic contact information. Ensuring that providers have given their most up-to-date
contact information is essential for them to receive alerts about any changes to their
reports or newly released reports.

2.30.10.7.3 The CONTRACTOR shall also use in-person education, newsletters, web banners, and
scripted calls to share information about Episode of Care, Patient Centered Medical

Home and Health Link reports.
2.30.10.8 The CONTRACTOR shall submit a quarterly Provider Qutreach Communication Report that
shall track and include all in-person visits, calls, mailings, and all other communications for

THL, PCMH and Episodes of Care.

Section A.2.30.12.1 shall be amended by deleting and replacing Sections A.2.30.12.1.1 and
A.2.30.12.1.2 and adding new Sections A.2.30.12.1.3 and A.2.30.12.1.4 as follows:

2.30.12.1  Quality Report and Updates:

2.30.12.1.1 The CONTRACTOR shall submit a comprehensive Quality Report, in the format specified
by TennCare, which addresses all quality initiatives, not otherwise reported to TennCare.
The Quality Report will include, but not be limited to, the following for each initial initiative
submission, when applicable:

2.30.12.1.1.1  MCO name;

2.30.12.1.1.2  Reporting Period;

2.30.12.1.1.3  Title;

2.30.12.1.1.4  Goal;

2.30.12.1.1.5 Target Audience;

2.30.12.1.1.6  Description and rationale;

2.30.12.1.1.7 Initiation date;

2.30.12.1.1.8  End date when applicable;

2.30.12.1.1.9  Accountable staff;

2.30.12.1.1.10 Evaluation methodology; and

2.30.12.1.1.11 Results and conclusions.

2.30.12.1.2 Semi-annually thereafter, the CONTRACTOR shall submit, by January 30th and by July 30th
of each year, a Quality Report update, in the format specified by TennCare, which addresses

updates to each quality initiative that has occurred during the previous six (6) months. The
update will include, but not be limited to, the following for each updated initiative:
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2.30.12.1.2.1

2.30.12.1.2.2

2.30.12.1.23

2.30.12.1.2.4

2.30.12.1.2.5

2.30.12.1.2.6

2.30.12.1.2.7

2.30.12.1.2.8

2.30.12.1.2.9

2.30.12.1.2.10

2.30.12.1.3

2.30.12.1.4

2.30.12.1.4.1

2.30.12.14.2

2.30.12.1.4.3

2.30.12.1.4.4

2.30.12.1.4.5

2.30.12.1.5

Title, if changes occurred;

Goal, if changes occurred;

Target audience, if changes occurred;

Description and rationale, if changes occurred;

Initiation date, if changes occurred,;

End date when applicable, if changes occurred,

Accountable staff, if changes occurred,

Evaluation methodology, if changes occurred,;

Results and conclusions;

New quality initiatives, when applicable (include all elements in A.2.30.12.1).

The CONTRACTOR shall limit the number of open quality initiatives to a maximum of
five (5) during the reporting period.

The CONTRACTOR shall limit each ongoing quality initiative to two (2) years of
reporting. The reporting schedule for ongoing quality initiatives is as follows:

Initial submission;

1st update;

2nd update;

3rd update;

Final update and retirement.

The CONTRACTOR shall submit by January 30th and by July 30th of each year, a

Quality Report Retirement Form, in the format specified by TennCare, for all ongoing
quality initiatives that were retired during the previous six (6) months.

Section A.2.30.13.6 shall be deleted and replaced as follows:

2.30.13.6 The CONTRACTOR shall submit a quarterly Provider Complaints Report that provides
information on the complaints received either in writing or by phone.

2.30.13.6.1

2.30.13.6.1.1

2.30.13.6.1.2

The following data shall be reported by month:
Number of Complaints;

Type of Complaint by provider type;
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2.30.13.6.1.3

2.30.13.6.1.4

2.30.13.6.1.5

2.30.13.6.1.6

2.30.13.6.1.7

2.30.13.6.1.8

2.30.13.6.2

Source of Complaint;
Provider Name;

Date Received;
Description of Issue;
Date Resolved; and
Resolution.

For those matters that have not been resolved in the current reporting period, they must
continue to be reported until resolved. If a complaint has not been resolved within sixty
(60) days, the CONTRACTOR shall continue to report to TENNCARE why that matter
has not been resolved and the expected date of resolution. Any matter identified as
having not been resolved within sixty (60) calendar days will be individualized and
subject to separate independent reporting by the CONTRACTOR to TENNCARE.
Failure to resolve an issue within sixty (60) days may result in a corrective action plan or
liquidated damages.

Section A.2.30.16.2.2 shall be deleted and replaced as follows:

2.30.16.2.2 The CONTRACTOR shall submit an annual Ownership and Financial Disclosure Report to
TENNCARE. This report shall include full and complete information regarding ownership,
financial transactions and persons as described in Section A.2.21.9 and shall be submitted
March 1 of each calendar year and at other times as required by TENNCARE. At a minimum,
the information reported on shall include the following:

2.30.16.2.2.1

2.30.16.2.2.2

2.30.16.2.2.3

2.30.16.2.2.4

2.30.16.2.2.5

Name;

Address of any person (individual or corporation), the address for corporate entities must
include as applicable primary business address, every business location, and P.O. Box
address;

Date of birth;

Social Security Number (SSN) of any individual,

Other tax identification number of any corporation.

Section B.1 shall be amended by deleting the reference to “December 31, 2017 and replacing it
with “December 31, 2018”.

This Contract shall be effective for the period beginning January 1, 2014, and ending on December 31,
2018. The Middle Tennessee region is scheduled to have implementation of services effective January
1, 2015. Implementation dates for West and East Tennessee will be determined by the State and shared
with the contractors within one month of announcement of the winning proposers. In no case will these
implementation dates be earlier than January 1, 2015 or later than January 1, 2016.
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The first paragraph of Section C.1.1 shall be amended by updating the amount of the maximum
liability as follows:

In no event shall the maximum liability of the State under this Contract exceed Seven Billion, Eight
Hundred Fifteen Million, Four Hundred Twenty Three Thousand, Six Hundred Fifty Dollars
($7,815,423,650.00). The payment methodology in section C.3 shall constitute the entire compensation
due the CONTRACTOR for all service and CONTRACTOR obligations hereunder regardless of the
difficulty, materials or equipment required. The payment method or rates include, but are not limited to,
all applicable taxes, fees, overheads, and all other direct and indirect costs incurred or to be incurred by
the CONTRACTOR.

Section C.3.1 shall be amended by adding new Sections C.3.1.4 and C.3.1.5 as follows:

C3.14 The CONTRACTOR shall ensure that no payment is made to a network provider other than
the services covered under the Contract between the state and the CONTRACTOR, except
when these payments are specifically required to be made by the state in Title XIX of the
Social Security Act, in 42 CFR 438.60, or when the state agency makes direct payments to
network providers for graduate medical education costs approved under the state plan.

CJ3.15 The CONTRACTOR shall fully participate in and faithfully execute all directed payment
programs established by TENNCARE. These directed payment programs will be defined by
TENNCARE. TENNCARE will establish criteria for each directed payment program,
including but not limited to the time frame for the directed payment; providers who will
participate in the directed payment; and the mechanism for the calculation and delivery of the
amount(s) to be paid to the selected providers. The CONTRACTOR will collect and provide
to TENNCARE such information as is required to support all directed payment programs.

Section C.3.7.1 shall be amended by adding a new Section C.3.7.1.10 as follows:

3.7.1.10  In accordance with 42 CFR 438.6(¢), states may make a monthly capitation payment to an
MCO for an enrollee aged 21-64 receiving inpatient treatment in an IMD, as defined in 42
CFR 435.1010 for no more than fifteen (15) days during the period of the monthly capitation
payment. Treatment received in an IMD outside of this requirement shall be invoiced by the
CONTRACTOR in a manner described by TENNCARE.

Section C.3.10.1.2 shall be deleted and replaced as follows:

3.10.1.2  Pursuant to 42 CFR 438.6, incentive arrangements shall comply with the following:

3.10.1.2.1 The total of all payments made to the CONTRACTOR for a year shall not exceed one
hundred and five percent (105%) of capitation payments made to the CONTRACTOR,;

3.10.1.2.2  Are not renewed automatically;

3.10.1.2.3 Are made available to both public and private contractors under the same terms of
performance;

3.10.1.2.4 Do not condition MCO participation in the incentive arrangement on the MCO entering into
or adhering to intergovernmental transfer agreements.
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77. Sections E.2.29.1.1.8, E.29.1.2.5, E.29.1.2.6, and E.29.1.2 shall be deleted and replaced as follows:

29.1.1.8

29.1.2.5

29.1.2.6

E.29.1.2

of the Social Security Act and any implementing regulations.

up to $25,000 for each failure to provide services;

Has violated any of the other applicable requirements of Sections 1903(m), 1905(t) or 1932

Civil monetary penalties as described in 42 CFR 438.704, including civil monetary penalty of

Appointment of temporary management for an MCO as provided in 42 CFR 438.706. If the

State imposes temporary management because the CONTRACTOR has repeatedly failed to
meet substantive requirements in sections 1903(m) or 1932 of the Act or 42 CFR 438, the
State will notify affected enrollees of their right to terminate enrollment without cause;

TENNCARE shall only impose those sanctions it determines to be appropriate for the deficiencies
identified. However, TENNCARE may impose intermediate sanctions on the CONTRACTOR
simultaneously with the development and implementation of a corrective action plan if the
deficiencies are severe and/or numerous. TENNCARE will provide the CONTRACTOR with timely
written notice before imposing any intermediate sanction (other than required temporary
management). Intermediate sanctions may include:

78. Section E.29.2.2.7 shall be amended by amending Level A.6, A.9 through A.15, B.16 and deleting
the existing B.17 and renumbering the remaining Levels accordingly, including any references

thereto.

LEVEL PROGRAM ISSUES DAMAGE

A.6(a) Failure to timely authorize and $500 per calendar day CONTRACTOR s in default,
arrange provision of a benefit plus: either (1) amounts sufficient to offset any savings
directed by TENNCARE. CONTRACTOR garnered by failing to authorize
“Timely” means as quickly as the provision of the benefit, or (2) actual cost to have the
enrollee's condition requires, but benefit conferred by an alternate contractor
no later than within seventy-two
(72) hours of the date the
directive was issued. See
Sections A.2.19.9.3 and
A2.19.9.4

A.6(b) Failure to timely authorize and $500 per calendar day CONTRACTOR is in default,

arrange provision of a benefit
approved by the CONTRACTOR
pursuant to its internal Appeal
process. “Timely” means as
quickly as the enrollee’s
condition requires, but no later
than within seventy-two (72)
hours of receiving the approval
decision,.

See Sections A.2.19.9.3 and
A.2.19.9.4

plus: either (1) amounts sufficient to offset any savings
CONTRACTOR garnered by failing to authorize
provision of the benefit, or (2) actual cost to have the
benefit conferred by an alternate contractor
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A.6.(c)

Failure to authorize
reimbursement pursuant to a
TENNCARE directive within
seventy-two (72) hours of the
date the directive was issued. See
Sections A.2.19.9.3 and
A.2.1994

$500 per calendar for each day CONTRACTOR is in
default

A.6.(d)

Proof of Compliance: Upon
enrollee's receipt of the benefit or
reimbursement authorized and
arranged pursuant to A.6. (a)-(c),
CONTRACTOR must supply
TENNCARE with proof that
enrollee actually received the
directed benefit or benefit
reimbursement. Absent
TENNCARE approval of a good
cause exception, failure to, within
five (5) business days, supply
TENNCARE with proof that the
benefit has been rendered (or
reimbursement has been sent).
See Sections A.2.19.9.3 and
A2.1994

$500 per calendar day CONTRACTOR is in default,
plus: either (1) amounts sufficient to offset any savings
CONTRACTOR garnered by failing to authorize
provision of the benefit, or (2) actual cost to have the
benefit conferred by an alternate contractor

A9

Failure to provide continuation
or restoration of benefits in
accordance with section
A.2.19.9

$500 per calendar day CONTRACTOR is in default,
plus: either (1) amounts sufficient to offset any savings
CONTRACTOR garnered by failing to authorize
provision continuation or restoration of benefits, or (2)
actual cost to have the benefit conferred by an alternate
contractor
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A.10.(2)

Failure to confer a timely and
content-compliant Notice of
Adverse Benefit Determination
in accordance with sections
A2.192

$500 per calendar day CONTRACTOR is in default

A.10.(b)

Failure to confer a timely and
content-compliant notice of
standard or expedited Appeal
resolution in accordance with
sections A.2.19.6.6.1 and
A2.19.6.6.2

$500 per calendar day CONTRACTOR is in default

A1

Missed Home Health Shifts.
Absent documentation
establishing good cause in
accordance with applicable
TENNCARE policy, failure to
provide authorized home health
services (including home health
aide services, nursing services,
therapy services and other related
services furnished in the
enrollee's home).

$500 per calendar day CONTRACTOR is in default,
plus: either (1) amounts sufficient to offset any savings
CONTRACTOR garnered by failing to ensure provision
of the benefit, or (2) actual cost to have the benefit
conferred by an alternate contractor

A2

Failure to provide a timely and
complete response to a
TENNCARE request for the
CONTRACTOR's internal
Appeal file or for Appeal-related
documentation, such as notices
issued to enrollee, medical
records, and prior authorization
requests and decisions.

$500 per calendar day CONTRACTOR is in default

A.13

Identification of a systemic
failure of CONTRACTOR's
internal Appeal System, as
evidenced by CONTRACTOR's
failure to meet compliance
requirements for any aspect of
the Appeal system in over 20%
of Appealed cases during a 60-
day period

$500 per calendar day CONTRACTOR is in default until
a TENNCARE-approved corrective action plan is fully
implemented by the CONTRACTOR
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A.14(a)

Failure to (1) provide an The cost of services not provided plus $500 per day, per
approved service timely, i.e., in occurrence, for each day (1) that approved care is not
accordance with timelines provided timely; or (2) notice of delay is not provided
specified in this Contract, or and/or the CONTRACTOR fails to provide upon request
when not specified therein, with sufficient documentation of ongoing diligent efforts to
reasonable promptness; or (2) provide such approved service

issue appropriate notice of delay
with documentation upon
request of ongoing diligent
efforts to provide such approved
service

A.14(b)

Failure to complete a face-to-face The cost of home health or private duty nursing services
assessiment in order to determine not provided plus $500 per day, per occurrence, for each
the member’s needs prior to the day that care was not provided (i.e., denied or reduced)
denial or reduction of any
covered home health or private
duty nursing services prescribed
by a treating physician.

A5

Failure to confer a timely $500 per calendar day CONTRACTOR s in default
response to a contracted
provider’s request for Prior
Authorization in accordance
with 42 C.F.R. §438.210(d)

B.16

Failure to maintain a Grievance $500 per calendar day CONTRACTOR s in default
and Appeal System as required
in Section A.2.19 of this
Contract

79.

ATTACHMENT 1 shall be amended by deleting and replacing the second paragraph in the
Definition of “Behavioral Health Intensive Community Based Treatment Services” and deleting
and replacing the first sentence under the heading “Continuous Treatment Team (CTT)” as follows:

Intensive Community Based Treatment Services should include, at a minimum, the following elements
and services as clinically appropriate:

e System Of Care principles

e Direct clinical supervision

e Evidenced-based comprehensive assessments and evaluations

e An average of 1-2 visits per week for individual therapy, family therapy, or Care Coordination

Continuous Treatiment Team (CTT)

CTT is a coordinated team of staff (to include physicians, nurses, care coordinators, and other therapists
as needed) who provide a range of intensive, care coordination, treatment, and rehabilitation services to
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adults and children and youth. The intent is to provide intensive treatment to adults and 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 are delivered in the home or in natural settings 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, counseling, skills
building, therapeutic intervention, advocacy, educational services, medication management as indicated,
school based counseling and consultation with teachers, and other behavioral health services deemed
necessary and appropriate.

ATTACHMENT VIII shall be amended by deleting and replacing Item 69 and adding new
Deliverable Items 143, 144, 145, 151, 152, and 153 as follows:

69.

143.

144.

145.

151.

152.

153.

Grievance and Appeal policies and procedures that ensure compliance with Section A.2.19
Quarterly CHOICES and ECF CHOICES Provider Background Check Report (see Section
A.2.30.8.9)

Quarterly HCBS Settings Report (see Section A.2.30.8.10)

Behavioral Health Service Matrix Report (see Section A.2.30.8.11)

Annual Provider Outreach Plan (see Section A.2.30.10.6)
Quarterly Outreach Plan Tracking Document (see Section A.2.30.10.7)

Quarterly Provider Outreach Communication Report (see Section A.2.30.10.8)
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Amendment 6 (cont.)

81. Attachment XII shall be amended by adding new Exhibits as follows:

ATTACHMENT XII
EXHIBIT C.1
RISK CAPITATION RATES
UnitedHealthCare — Middle Region
EFFECTIVE 1/1/2017
Aid Category Age Group Per Member Per Month
Medicaid (TANF & Related) Age Under 1 $620.24
And Agel-13 $114.29
Standard Spend Down Age 14 - 20 Female $208.65
Age 14 - 20 Male $135.70
Age 21 - 44 Female $323.79
Age 21 - 44 Male $189.70
Age 45 — 64 $346.32
Age 65 + $577.92
Uninsured/Uninsurable
Agel-13 $128.69
Age 14 - 19 Female $213.77
Age 14 — 19 Male $179.95
Disabled Age <21 $1,235.01
Age 21 + $879.65
Duals/Waiver Duals All Ages $182.61
Choices Rates Choices 1 Duals $4,688.87
Choices 2 Duals $4,688.87
Choices 3 Duals $1,728.92
Choices 1 Non-Duals $6,115.11
Choices 2 Non-Duals $6,115.11
Choices 3 Non-Duals $3,739.56
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ATTACHMENT XII
EXHIBIT C.2
RISK CAPITATION RATES
UnitedHealthCare — East Region
- EFFECTIVE 1/1/2017
Per Member Per

Aid Category Age Group Month
Medicaid (TANF & Related)  Age Under 1 $897.75
And Agel-13 $122.04
Standard Spend Down Age 14 - 20 Female $215.46

Age 14 - 20 Male $139.58

Age 21 - 44 Female $311.38

Age 21 - 44 Male $184.18

Age 45 - 64 $332.60

Age 65 + $505.51
Uninsured/Uninsurable

Agel-13 $133.22

Age 14 - 19 Female $202.30

Age 14 — 19 Male $159.38
Disabled Age<21 $1,419.95

Age2l + $766.28
Duals/Waiver Duals All Ages $119.72
Choices Rates Choices 1 Duals $4,690.56

Choices 2 Duals $4,690.56

Choices 3 Duals $1,558.83

Choices 1 Non-Duals $6,332.89

Choices 2 Non-Duals $6,332.89

Choices 3 Non-Duals $3,512.11
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ATTACHMENT XII
EXHIBIT C.3
RISK CAPITATION RATES
UnitedHealthCare — West Region
EFFECTIVE 1/1/2017
Per Member Per

Aid Category Age Group Month
Medicaid (TANF & Related)  Age Under 1 $648.96
And Agel-13 $99.91
Standard Spend Down Age 14 - 20 Female $182.59

Age 14 - 20 Male $128.81

Age 21 - 44 Female $271.28

Age 21 - 44 Male $162.30

Age 45 - 64 $294.54

Age 65 + $687.81
Uninsured/Uninsurable

Agel-13 $111.51

Age 14 - 19 Female $182.44

Age 14 — 19 Male $129.17
Disabled Age <21 $1,474.83

Age 21 + $811.21
Duals/Waiver Duals All Ages $157.85
Choices Rates Choices 1 Duals $4,797.56

Choices 2 Duals $4,797.56

Choices 3 Duals $1,824.61

Choices 1 Non-Duals $6,583.13

Choices 2 Non-Duals $6,583.13

Choices 3 Non-Duals $4,324.72
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All of the provisions of the original Contract not specifically deleted or modified herein shall remain in full force and
effect. Unless a provision contained in this Amendment specifically indicates a different effective date, for
purposes of the provisions contained herein, this Amendment shall become effective July 1, 2017.

The State is not bound by this Amendment until it is signed by the contract parties and approved by appropriate
officials in accordance with applicable Tennessee laws and regulations (depending upon the specifics of this
Contract, said officials may include, but are not limited to, the Commissioner of Finance and Administration, the
Commissioner of Human Resources, and the Comptroller of the Treasury).

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

STATE OF TENNESSEE

DEPARTMENT OF FINANCE UNITEDHEALTHCARE PLAN OF THE
AND ADMINISTRATION RIVER VALLEY, INC.

BY: BY:

Larry B. Martin Rita Johnson-Mills

Commissioner President and CEO, TennCare

DATE: DATE:
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AMENDMENT NUMBER 5
STATEWIDE CONTRACT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, INC.

EDISON RECORD ID: 40181

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 Contract by and between the State of Tennessee TennCare Bureau, hereinafter referred
to as TENNCARE, and UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, INC., hereinafter
referred to as the CONTRACTOR as specified below.

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

1.

All instances of “plan of care” or “comprehensive plan of care” relating to CHOICES shall
be replaced with “PCSP”.

The definition of “Aging Caregiver” shall be added as follows:
Aging Caregiver — An individual who is at least seventy-five (75) years old and is the custodial

parent or custodial caregiver of an individual with an intellectual disability pursuant to T.C.A. 33-
5-112 as amended.

The definition of “At-Risk” shall be amended as follows:

At Risk for Institutionalization — For purposes of CHOICES, a requirement for eligibility to
enroll in CHOICES Group 3 (including Interim CHOICES Group 3), whereby an individual does
not meet the NF LOC criteria in place as of July 1, 2012, but meets the NF LOC criteria in place
as of June 30, 2012, as defined in TennCare Rule 1200-13-01-.10(4) such that, in the absence of
the provision of a moderate level of home and community based services and supports, the
individual’s condition and/or ability to continue living in the community will likely deteriorate,
resulting in the need for more expensive institutional placement. As it relates to CHOICES Group
3, includes only SSI eligible adults age sixty-five (65) or older or age twenty-one (21) or older
with physical disabilities. As it relates to Interim CHOICES Group 3, open for enrollment only
between July 1, 2012 and June 30, 2015, includes only adults age sixty-five (65) or older or age
twenty-one (21) or older with physical disabilities who receive SSI or meet Nursing Facility
Financial eligibility criteria.

For purposes of ECF CHOICES, the minimum medical eligibility (i.e., level of care) requirement
to enroll in ECF CHOICES Group 4 or 5, whereby an Applicant does not meet NF LOC criteria,
but has an intellectual or developmental disability as defined under T.C.A. § 33-1-101 as
amended, including for an Applicant with ID, limitations in two (2) or more adaptive skill areas
(i.e., communication, self-care, home living, social skills, community use, self-direction, health
and safety, functional academics, leisure, and work); and for an Applicant age five (5) or older
with DD, substantial functional limitations in three (3) or more major life activities (i.e., self-care;
receptive and expressive language; learning; mobility; self-direction; capacity for independent
living; and economic self-sufficiency); such that, in the absence of the provision of a moderate
level of ECF CHOICES home and community based services and supports, the individual‘s



Amendment 5 (cont.)

condition and/or ability to continue living in the community will likely deteriorate, resulting in
the need for more expensive institutional placement.

4, The definition of “Consumer Direction of Eligible CHOICES or ECF CHOICES HCBS”
shall be amended as follows:

Consumer Direction of Eligible CHOICES or ECF CHOICES HCBS — The opportunity for a
CHOICES or ECF CHOICES member assessed to need specified types of CHOICES or ECF
CHOICES HCBS including for purposes of CHOICES, attendant care, personal care, in-home
respite, companion care; and for purposes of ECF CHOICES, personal assistance, supportive
home care, hourly respite, and community transportation; and/or any other service specified in
TennCare rules 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) and for ECF CHOICES, the delivery of each eligible ECF CHOICES HCBS within the
authorized budget for that service.

S. The definition of “ECF CHOICES Group” shall be amended as follows:

ECF CHOICES Group (Group) — One of the three groups of TennCare enrollees who are enrolled
in ECF CHOICES. All Groups in ECF CHOICES receive services in the community. These
Groups are:

Group 4 (Essential Family Supports) - Children under age twenty one (21) with I/DD living at
home with family who meet the NF LOC and need and are receiving HCBS as an alternative to
NF Care, or who, in the absence of HCBS, are “At risk of NF placement;” and adults age twenty-
one (21) and older with I/DD living at home with family caregivers who meet the NF LOC and
need and are receiving HCBS as an alternative to NF care, or who, in the absence of HCBS, are
“At risk of NF placement,” and elect to be in this Group. To qualify in this Group, an individual
must be SSI eligible or qualify in the ECF CHOICES 217-Like, Interim ECF CHOICES At-Risk
Demonstration Group, or upon implementation of Phase 2, the ECF CHOICES At-Risk or ECF
CHOICES Working Disabled Demonstration Groups.

Group 5 (Essential Supports for Employment and Independent Living) - Adults age twenty-one
(21) and older, unless otherwise specified by TENNCARE, with I/DD who do not meet NF
LOC, but who, in the absence of HCBS are “At Risk” of NF placement. To qualify in this group,
the adult must be SSI eligible or qualify in the Interim ECF CHOICES At-Risk Demonstration
Group, or upon implementation of Phase 2, the ECF CHOICES At-Risk or ECF CHOICES
Working Disabled Demonstration Groups. When the enroflment target for ECF CHOICES Group
6 has been reached, an adult age twenty-one (21) and older who meets NF LOC may choose to
enroll in ECF CHOICES Group 5, so long as the person’s needs can be safely and appropriately
met in the community and at a cost that does not exceed the Expenditure Cap,

Group 6 (Comprehensive Supports for Employment and Community Living) - Adults age
twenty-one (21) and older, unless otherwise specified by TENNCARE, with /DD who meet NF
LOC and need and are receiving specialized services for I/DD. To qualify in this Group, an
individual must be SSI eligible or qualify in the ECF CHOICES 217-Like Demonstration Group,
or upon implementation of Phase 2, the ECF CHOICES Working Disabled Demonstration Group.
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Amendment 5 (cont.)

6.

10.

The definition of “ECF CHOICES Referral List” shall be added as follows:

ECF CHOICES Referral List — The listing of Potential Applicants that have completed a
screening process to express their interest in applying for enrollment into the ECF CHOICES
program.

The definition of “Electronic Visit Verification System” shall be amended as follows:

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

The definition of “Eligible ECF CHOICES HCBS” shall be amended as follows:

Eligible ECF CHOICES HCBS — Personal assistance, supportive home care, hourly respite,
community transportation, and/or any other ECF CHOICES HCBS specified in TennCare rules as
eligible for consumer direction which an ECF 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) and the delivery of each eligible ECF
CHOICES HCBS within the authorized budget for that service. Eligible ECF CHOICES HCBS
do not include home health or private duty nursing services.

The definition of “Enhanced Respiratory Care” shall be added as follows:

Enhanced Respiratory Care (ERC) — Specialized types of assistance provided to individuals with
certain significant respiratory care needs as part of the medically necessary services delivered in
an appropriately licensed and dual certified NF/SNF, consisting of Ventilator Weaning, Chronic
Ventilator Care, or Tracheal Suctioning including Sub-Acute and Secretion Management, and for
which a NF may, pursuant to TennCare rules, be eligible to receive Enhanced Respiratory Care
Reimbursement.

The Definition of “Immediate Jeopardy” shall be deleted in its entirety and Sections
A.2.11.9.5.3 and A.2.12.11.2 shall be deleted and replaced as follows:

2.11.9.5.3 Following each consultative and annual survey involving the CONTRACTOR’s
members, the CONTRACTOR and DIDD shall meet to discuss the survey results and
findings prior to presenting the results and findings to the provider surveyed. The
CONTRACTOR shall send staff to attend the exit survey, wherein DIDD shares
survey findings and results with the provider. The CONTRACTOR shall be
responsible for appropriate actions based on final survey results for consultative and
annual surveys conducted by DIDD and follow-up visits conducted by DIDD, which
may include as appropriate and specified by TENNCARE in quality monitoring
protocols: corrective action plans, a moratorium on new referrals, or transition ECF
CHOICES members to another provider and termination of the provider agreement.

2.12.11.2  In the event that a CHOICES or ECF 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 person-centered support plan, as
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11.

12.

13.

14.

appropriate 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 unless the
member’s health and welfare would be otherwise at risk by remaining with the
current provider or if continuing to provide services is reasonably expected to place
staff that would deliver services at imminent risk of harm;

The definition of “Initial Support Plan (Initial SP)” shall be amended as follows:

Initial Support Plan (SP) — As it pertains to CHOICES and ECF CHOICES, the Initial SP is a
written plan developed by the Support Coordinator or Care Coordinator in accordarice with
Sections A.2.9.6.2.5 and A.2.9.6.3.26 which identifies CHOICES or ECF CHOICES HCBS that
are needed by the member immediately upon enrollment in CHOICES or ECF CHOICES while
the Support Coordinator or Care Coordinator develops the comprehensive Person-Centered
Support Plan. The Initial SP shall authorize needed CHOICES or ECF CHOICES HCBS for no
more than thirty (30) calendar days, by which point the MCO shall develop and implement the
member’s comprehensive Person-Centered Support Plan. The Initial SP may be waived pursuant
to Sections A.2.9.6.2.5.3.1 and A.2.9.6.3.26.1.

The definition of “Interagency Review Committee” shall be added as follows:

Interagency Review Committee — The committee composed of staff from TennCare and DIDD
that reviews requests submitted on behalf of a Potential Applicant in order to determine whether
the Potential Applicant meets emergent circumstances or multiple complex health conditions
criteria as defined in TennCare Rule 1200-13-01-.02. A determination by the Interagency
Review Committee that a Potential Applicant meets emergent circumstances or multiple chronic
health conditions criteria shall be required before DIDD or an MCO proceeds with an enrollment
visit to determine if the Potential Applicant qualifies to enroll in ECF CHOICES in a reserve
capacity slot designated for such purpose.

The definition of “Non-reportable incident” shall be changed to “Non-Reportable Event”
and amended as follows:

Non-Reportable Event - An event as defined at Section A.2.12.21 which the contracted provider
is not required to report to the CONTRACTOR or DIDD, but which the provider shall be
responsible for documenting, addressing, tracking and trending in order to prevent similar
occurrences in the future whenever possible.

The definition of “Person-Centered Support Plan” shall be amended as follows:

Person-Centered Support Plan (PCSP) — As it pertains to CHOICES and ECF CHOICES, the
PCSP is a written plan developed by the Support Coordinator or Care Coordinator in accordance
with person-centered planning requirements set forth in federal regulation, and in TennCare
policies and protocols, using a person-centered planning process that accurately documents the
member’s strengths, needs, goals, lifestyle preferences and other preferences and outlines the
services and supports that will be provided to the member to help them achieve their preferred
lifestyle and goals, and to meet their identified unmet needs (after considering the availability and
role of unpaid supports provided by family members and other natural supports) through paid
services provided by the member’s MCO and other payor sources. The person-centered planning
process is directed by the member with long-term support needs and may include a representative
whom the member has freely chosen to assist the member with decision-making, and others
chosen by the member to contribute to the process. If the member has a guardian or conservator,
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15.

16.

17.

18.

the member shall lead the planning process to the maximum extent possible, and the guardian or
conservator shall have a participatory role as needed and defined by the individual, except as
explicitly defined under State law and the order of guardianship or conservatorship. Any
decisions made on the member’s behalf should be made using principles of substituted judgment
and supported decision-making. This planning process, and the resulting PCSP, will assist the
member in achieving a personally defined lifestyle and outcomes in the most integrated
community setting appropriate, ensure delivery of services in a manner that reflects personal
preferences and choices, and contribute to the assurance of health, welfare, and personal growth.
Services in CHOICES and ECF CHOICES shall be authorized, provided, and reimbursed only as
specified in the PCSP.

The definition of “Reportable Incident” shall be changed to “Reportable Event” and
amended as follows:

Reportable Event — For the purposes of ECF CHOICES, a Reportable Event is an event that is
classified as Tier 1, Tier 2, or Tier 3, as defined by TENNCARE, that the contracted provider,
CONTRACTOR, or FEA staff shall be responsible for reporting to the CONTRACTOR and/or
DIDD, as specified by TENNCARE. The contracted provider, CONTRACTOR, and/or DIDD,
as applicable, shall be responsible for managing, tracking and trending in order to prevent similar
occurrences in the future whenever possible as is further detailed in Section A.2.15.7.7 of this
CRA.

The definition of “Reserve Capacity Slot” shall be added as follows:

Reserve Capacity Slot— For the purposes of ECF CHOICES, the state’s authority to reserve a
finite number of program slots in a particular ECF CHOICES Group for persons in specified
circumstances; such as an Aging Caregiver of a person with ID, Emergent Circumstances, and
Multiple Complex Health Conditions as defined.

The definition of “Support Coordinator” shall be added as follows:
Support Coordinator — The individual who has primary responsibility for performance of support

coordination activities for an ECF CHOICES member as specified in the CRA and meets the
qualifications specified in Section A.2.9.6 of the CRA.

The definition of “Tennessee Department of Intellectual and Developmental Disabilities
(DIDD)” shall be amended as follows:

Tennessee Department of Intellectual and Developmental Disabilities (DIDD) — The state entity
contracted by TennCare to serve as the Operational Administrative Agency for day-to-day
operation of Section 1915(c) HCBS waivers for persons with ID. Formerly known as the Division
of Intellectual Disabilities Services (DIDS), DIDD is responsible for the performance of
contracted functions for ECF CHOICES as specified in the Interagency Agreement for ECF
CHOICES between TennCare and DIDD.
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19.

20.

The Service Chart in Section A.2.6.1.4 shall be amended by deleting “Mental Health Case
Management” and replacing it with “Behavioral Health Intensive Community Based
Treatment” as follows:

SERVICE BENEFIT LIMIT

Behavioral Health As medically necessary.
Intensive Community
Based Treatment

The correct terminology for the Peer-to-Peer Support and Navigation for Person-Centered
Planning, Self-Direction, Integrated Employment/Sef-Employment and Independent
Community Living service shall be included in the amended Section A.2.6.1.6.3 chart below
as follows:

2.6.1.6.3 The following long-term services and supports are available to ECF CHOICES
members, per Group and subject to all applicable service definitions, benefit limits,
and Expenditure Caps, when the services have been determined medically necessary
by the CONTRACTOR.

" Benefit ' Group4 | Groups

Group 6

Respite (up to 30 days per calendar year or up X X X
to 216 hours per calendar year only for
persons living with unpaid family caregivers)
Supportive home care (SHC) X
Family caregiver stipend in lieu of SHC (up to X
$500 per month for children under age 18; up
to $1,000 per month for adults age 18 and
older)

Community integration support services X X X
(subject to limitations specified in the
approved 1115 waiver and TennCare Rule)
Community transportation X X X
Independent living skills training (subject to X X X
limitations specified in the approved 1115
waiver and TennCare Rule)

Assistive technology, adaptive equipment and X X X
supplies (up to $5,000 per calendar year)
Minor home modifications {up to $6,000 per X X X
project; $10,000 per calendar year; and
$20,000 per lifetime)

Community support development, X
organization and navigation

Family caregiver education and training (up to X
$500 per calendar year)
Family-to-family support X
Conservatorship and alternatives to X X X
conservatorship counseling and assistance (up

to $500 per lifetime)
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Benefit Group 4 Group 5 Group 6
Health insurance counseling/forms assistance X
(up to 15 hours per calendar year)
Personal assistance (up to 215 hours per X X
month)
Community living supports (CLS) X X
Community living supports—family model X X
(CLS-FM)
Individual education and training (up to $500 X X
per calendar year)
Peer-to-Peer Support and Navigation for X X

Person-Centered Planning, Self-Direction,
Integrated Employment/Self-Employment and
Independent Community Living (up to
$1,500 per lifetime)

Specialized consultation and training (up to X X
$5,000 per calendar year')
Adult dental services (up to $5,000 per X’ X X

calendar year; up to $7,500 across three
consecutive calendar years)

Employment services/supports as specified X X X
below (subject to limitations specified in the
approved 1115 waiver and in TennCare Rule)

- Supported employment—individual X X X
employment support

- Exploration

- Benefits counseling

- Discovery

- Situational observation and assessment

— Job development plan or self-employment
plan

- Job development or self-employment start up

- Job coaching for individualized, integrated
employment or self-employment

- Co-worker supports

- Career advancement

21. Section A.2.6.5 shall be amended to add a new Section A.2.6.5.5 as follows:

A.2.6.5.5 When the CONTRACTOR approves CHOICES or ECF CHOICES HCBS as a CEA
to another covered benefit (including but not limited to home health, private duty
nursing, or nursing facility services) and subsequently elects to reduce or terminate
such CEA service, the CONTRACTOR shall, prior to initiating the adverse action,
review whether the covered benefit will, upon reduction or termination of the CEA
service, be medically necessary. The CONTRACTOR shall review previous and
current needs assessments and the PCSP to ensure that the member’s needs will

" For adults in the Group 6 benefit group determined to have exceptional medical and/or behavioral support needs,
specialized consultation services are limited to $10,000 per person per calendar year.
* Limited to adults age 21 and older.
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22,

23.

continue to be met safely with the benefits the member will continue to receive and
will make such documentation available in the course of any appeal pertaining to the
CEA service and as requested by TENNCARE.

Section A.2.7.2.1.3 shall be amended by deleting and replacing Section A.2.7.2.1.3.2, adding

a new Section A.2.7.2.1.3.3 as follows, and renumbering the remaining Section accordingly,

including any references thereto.

2.7.2.1.3.2 Intensive Community Based Treatment Service agencies

2.7.2.1.3.3 Tennessee Health Link Providers

Section A.2.7.2.6 through A.2.7.2.6.5.3 shall be deleted and replaced as follows:

2.7.2.6 Behavioral Health Intensive Community Based Treatment Services

2.7.2.6.1 The CONTRACTOR shall provide Behavioral Health Intensive Community Based
Treatment Services only through providers licensed by the State to provide mental
health outpatient services.

2.72.6.2 The CONTRACTOR shall provide Behavioral Health Intensive Community Based
Treatment services according to the standards set by TENNCARE and outlined in
Attachment 1.

2.7.2.6.3 Tennessee Health Link

2.72.6.3.1 The CONTRACTOR shall provide Tennessee Health Link services according
standards set by TENNCARE and outlined in Attachment I.

2.72.64 The CONTRACTOR shall require Tennessee Health Link Care Coordinators to
involve the member, the member’s family or parent(s), or legally appointed
representative, PCP, Care Coordinator for CHOICES members, and other agency
representatives, if appropriate and authorized by the member as required, in mental
health case management activities.

2.7.2.6.5 The CONTRACTOR shall ensure the continuing provision of Tennessee Health Link
services to members under the conditions and time frames indicated below:

2.7.2.6.5.1 Members receiving Tennessee Health Link services at the start date of Tennessee
Health Link program operations shall be maintained in Tennessee Health Link
until such time as the member no longer qualifies on the basis of medical
necessity or refuses treatment;

2.72.6.5.2 Members discharged from psychiatric inpatient hospitals and psychiatric
residential treatment facilities shall be provided with appropriate follow-up
behavioral health services. If eligible, members will be referred to Tennessee
Health link for services; and

2.7.2.6.53 The CONTRACTOR shall review the cases of members referred by PCPs or
otherwise identified to the CONTRACTOR as potentially in need of Tennessee
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24.

25.

26.

27.

28.

29.

Health Link services and shall contact and offer such services to all members
who meet medical necessity criteria.

Section A.2.7.2.8.3 and Section A.2.7.4.1.7 shall be deleted and replaced as follows:

2.7.2.83 The CONTRACTOR shall monitor behavioral health crisis services and report
information to TENNCARE upon request.

2.7.4.1.7  Self-care training, including self-examination;
Section A.2.7.4.2 shall be amended by adding a new Section A.2.7.4.2.3 as follows:

2.7.4.2.3 The CONTRACTOR shall submit a monthly report that includes the number of
EPSDT screening claims processed by region for service dates beginning with the
current federal fiscal year (October 1) through the last day of the current month. This
report shall be due by the 20" day after the end of the reporting month.

Sections A.2.8.4.3.2 and A.2.8.4.5.1 shall be amended by deleting and replacing the
reference to “NCQA standard QI 8” with the reference “NCQA standard QI 6”.

Sections A.2.8.4.7.2 and A.2.8.4.7.3 shall be amended by deleting and replacing the
reference to “NCQA standard QI 7” with the reference “NCQA standard QI 5.

Section A.2.8.7 shall be amended by deleting and replacing the reference to “NCQA QI 9”
with the reference “NCQA QI 7.

Sections A.2.9.6.2.5.3 through A.2.9.6.2.5.5, A.2.9.6.2.5.13, A.2.9.6.3.26 through
A2.9.6.3.26.4, A.2.9.6.3.27.1, A.2.9.6.6.2.4, A.2.9.6.13.1.4 through A.2.9.6.13.1.6, A.2.14.5.5
and Items 16, 19(a), and 20 of the liquidated damages chart in Section E.29.2.2.7 shall be
amended as follows to incorporate the Initial Support Plan (Initial SP) into CHOICES:

2.9.6.2.5.3 For CHOICES and ECF CHOICES members, the Support Coordinator or Care
Coordinator, as applicable, shall, within ten (10) business days of notice of the
member’s enrollment in CHOICES or ECF CHOICES, conduct a face-to-face visit
with the member, initiate a comprehensive needs assessment in a manner sufficient to
ensure needs are identified and addressed in the Initial SP (see Section A.2.9.6.5),
conduct a caregiver assessment, develop an Initial SP (see Section A.2.9.6.6), and
authorize and initiate CHOICES and ECF CHOICES HCBS.

2.9.6.2.5.3.1  The Initial SP shall identify CHOICES or ECF CHOICES HCBS that are needed
by the member immediately while the comprehensive PCSP is developed. A
member, or a representative on behalf of a member, may, without encouragement
from the CONTRACTOR, voluntarily elect to waive the Initial SP if services are
not immediately needed and move directly to the development of a PCSP. Should
a member or representative voluntarily decide to waive the Initial SP, the
CONTRACTOR shall, using a form and process developed or approved by
TENNCARE, obtain the member or representative’s signature, acknowledging
that services are not needed immediately and that the member or representative
has voluntarily made such decision. In such instances, the member’s Care
Coordinator or Support Coordinator, as applicable, shall develop and implement
the PCSP pursuant to A.2.9.6.2.5.3.3.
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2.9.6.2.5.3.2 CHOICES and ECF CHOICES HCBS identified in the Initial SP shall be

authorized for no more than thirty (30) calendar days, pending development of
the PCSP which shall identify ongoing CHOICES and ECF CHOICES HCBS
that are needed.

2.9.6.2.5.3.3  The Support Coordinator or Care Coordinator, as applicable, shall, within thirty

(30) calendar days of notice of enrollment in CHOICES or ECF CHOICES,
complete the comprehensive needs assessment (see A.2.9.6.5.2.5), develop the
PCSP, and authorize and initiate services as specified in the PCSP.

2.9.6.2.5.3.3.1 In developing the PCSP for ECF CHOICES, the Support Coordinator shall

ensure that the Employment Informed Choice Process is followed.

2.9.6.2.5.3.3.2 The CONTRACTOR shall ensure a seamless transition from CHOICES or ECF

2.9.6.2.5.4

2.9.6.2.55

2.9.6.2.5.13

CHOICES HCBS in the Initial SP to CHOICES or ECF CHOICES HCBS in the
PCSP, with no gaps in care.

The Care Coordinator shall, for all other CHOICES members in Groups 2 and 3 not
specified in Sections A.2.9.6.2.5.1 — A.2.9.6.2.5.2 above, within ten (10) business
days of notice of the member’s enrollment in CHOICES, conduct a face-to-face visit
with the member, perform a comprehensive needs assessment (see Section
A.2.9.6.5), conduct a caregiver assessment, develop an Initial SP, and authorize and
initiate CHOICES HCBS for no more than thirty (30) calendar days, pending
development of the PCSP which shall identify ongoing CHOICES HCBS that are
needed.

At the discretion of the CONTRACTOR, authorization of home health or private
duty nursing services may be completed by the Care Coordinator or through the
CONTRACTOR’s established UM processes but shall be in accordance with Section
A.2.9.2.1 of this Contract, which requires the CONTRACTOR to continue providing
medically necessary home health or private duty nursing services the member was
receiving upon TennCare enrollment.

For purposes of CHOICES or ECF CHOICES HCBS, service authorizations
shall include the amount, frequency, and duration of each service to be provided
and, except for services provided through Consumer Direction, the schedule at
which such care is needed, as applicable; the requested start date; and other
relevant information as required 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. The CONTRACTOR may determine, subject
to requirements set forth in the approved service definitions, and in policy and
protocol, the duration of time for which CHOICES or ECF CHOICES HCBS
will be authorized, except that CHOICES and ECF CHOICES HCBS provided
pursuant to an Initial SP shall be authorized for no more than thirty (30) calendar
days while the PCSP is developed. However, the CONTRACTOR shall be
responsible for monitoring its authorizations and for ensuring that there are no
gaps in authorizations for CHOICES or ECF CHOICES HCBS in accordance
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with the PCSP including transition from CHOICES or ECF CHOICES HCBS in
the Initial SP to CHOICES or ECF CHOICES HCBS in the PCSP. The
CONTRACTOR shall further be responsible for ensuring that service
authorizations are consistent with the PCSP, including the schedule at which
services are needed and any updates to the PCSP, and/or schedule, and except in
the following circumstance, for notifying providers in advance when a service
authorization (including a schedule) will be changed. Retroactive entry or
adjustments in service authorizations for CHOICES or ECF CHOICES HCBS
should be made only when required to accommodate payment of services that
had been authorized but an adjustment in the schedule of services was required
based on the member’s needs.

2.9.6.3.26 For CHOICES and ECF CHOICES members, the Support Coordinator or Care
Coordinator, as applicable, shall, within ten (10) business days of notice of
enrollment in CHOICES or ECF CHOICES, conduct a face-to-face visit with the
member, initiate a comprehensive needs assessment in a manner sufficient to ensure
needs are identified and addressed in the Initial SP, conduct a caregiver assessment,
develop an Initial SP, and authorize and initiate ECF CHOICES HCBS.

2.9.6.3.26.1

2.9.6.3.26.2

2.9.6.3.26.3

2.9.6.3.26.3.1

2.9.6.3.26.3.2

2.9.6.3.26.4

The Initial SP shall identify CHOICES or ECF CHOICES HCBS that are needed
by the member immediately while the comprehensive PCSP is developed. A
member, or a representative on behalf of a member, may, without encouragement
from the CONTRACTOR, voluntarily elect to waive the Initial SP if services are
not immediately needed and move directly to the development of a PCSP. Should
a member or representative voluntarily decide to waive the Initial SP, the
CONTRACTOR shall, using a form and process developed or approved by
TENNCARE, obtain the member or representative’s signature, acknowledging
that services are not needed immediately and that the member or representative
has voluntarily made such decision. In such instances, the member’s Care
Coordinator or Support Coordinator, as applicable, shall develop and implement
the PCSP pursuant to A.2.9.6.3.26.3.

CHOICES or ECF CHOICES HCBS identified in the Initial SP shall be
authorized for no more than thirty (30) calendar days, pending development of
the PCSP which shall identify ongoing CHOICES or ECF CHOICES needed.

The Support Coordinator or Care Coordinator, as applicable, shall, within thirty
(30) calendar days of notice of enrollment in CHOICES or ECF CHOICES,
complete the comprehensive needs assessment (see 2.9.6.5.2.5) and develop the
PCSP and authorize and initiate services as specified in the PCSP.

In developing the PCSP for ECF CHOICES, the Support Coordinator shall
ensure that the Employment Informed Choice Process is followed.

The CONTRACTOR shall ensure a seamless transition from CHOICES or ECF
CHOICES HCBS in the Initial SP to CHOICES or ECF CHOICES HCBS in the
PCSP, with no gaps in care.

[nitiation of the comprehensive needs assessment and development of the Initial
SP for ECF CHOICES members may, at the CONTRACTOR’s discretion, occur
during the enrollment visit (i.e., prior to enrollment in ECF CHOICES).
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2.9.6.3.27.1

For purposes of the CHOICES and ECF CHOICES programs, service
authorizations for CHOICES or ECF CHOICES HCBS shall include the amount,
frequency, and duration of each service to be provided, and except for services
provided through Consumer Direction, the schedule at which such care is needed,
as applicable; and other relevant information as required 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. The
CONTRACTOR may determine, subject to requirements set forth in the
approved service definitions, and in policy and protocol, the duration of time for
which CHOICES or ECF CHOICES HCBS will be authorized, except that
CHOICES or ECF CHOICES HCBS provided pursuant to an Initial SP shall be
authorized for no more than thirty (30) calendar days while the PCSP is
developed. However, the CONTRACTOR shall be responsible for monitoring its
authorizations and for ensuring that there are no gaps in authorizations for
CHOICES or ECF CHOICES HCBS in accordance with the PCSP, including
transition from CHOICES or ECF CHOICES HCBS in the Initial SP to
CHOICES or ECF CHOICES HCBS in the PCSP. The CONTRACTOR shall
further be responsible for ensuring that service authorizations are consistent with
the PCSP, including the schedule at which services are needed and any updates to
the PCSP, and/or schedule, and except in the following circumstance, for
notifying providers in advance when a service authorization (including a
schedule) will be changed. Retroactive entry or adjustments in service
authorizations for CHOICES or ECF CHOICES HCBS should be made only
when required to accommodate payment of services that had been authorized but
an adjustment in the schedule of services was required based on the member’s
needs

2.9.6.6.2.4 When developing the PCSP for CHOICES and ECF CHOICES members, the
CONTRACTOR shall comply with federal rules at 42 C.F.R. § 441.301(c) pertaining
to person-centered planning and shall use the Initial SP template and the Person-
Centered Support Plan template required by TENNCARE. The PCSP at a minimum
shall include:

2.9.6.13.1.4
2.9.6.13.1.5
2.9.6.13.1.6

Initial SPs and PCSPs for CHOICES and ECF CHOICES members are
developed and updated on schedule and in compliance with this Contract;

Initial SPs and PCSPs for CHOICES and ECF CHOICES members reflect needs
identified in the needs assessment and reassessment process;

Initial SPs and PCSPs for CHOICES and ECF CHOICES members are
appropriate and adequate to address member needs;

2.14.5.5  The CONTRACTOR may determine the duration of time for which CHOICES or
ECF CHOICES HCBS will be authorized, except that CHOICES and ECF
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CHOICES HCBS provided pursuant to an Initial SP shall be authorized for no more
than thirty (30) calendar days while the PCSP is developed. However, the
CONTRACTOR shall be responsible for monitoring its authorizations and for
ensuring that there are no gaps in authorizations for CHOICES or ECF CHOICES
HCBS in accordance with the PCSP including transition from the CHOICES or ECF
CHOICES HCBS in the Initial SP to CHOICES or ECF CHOICES HCBS in the
PCSP. The CONTRACTOR shall further be responsible for ensuring that service
authorizations are consistent with the PCSP, including, except for services provided
through consumer direction, the schedule at which services are needed and any
updates to the PCSP and/or schedule, and except in the following circumstance, for
notifying providers in advance when a service authorization (including a schedule)
will be changed. Retroactive entry or adjustments in service authorizations for
CHOICES or ECF CHOICES HCBS should be made only when required to
accommodate payment of services that had been authorized but an adjustment in the
schedule of services was required based on the member’s needs.
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LEVEL PROGRAM ISSUES DAMAGE
A.l16 Failure to comply with the $5,000 per month that the CONTRACTOR’s
timeframes for developing and performance is 85-89% by service setting (nursing
approving an Initial SP or PCSP facility or HCBS)
for transitioning CHOICES or $10,000 per month that the CONTRACTOR’s
ECF CHOICES members in performance is 80-84% by service setting (nursing
Groups 2, 4, 5, or 6, authorizing facility or HCBS) $15,000 per month that the
and initiating nursing facility CONTRACTOR’s performance is 75-79% by
services for transitioning service setting (nursing facility or HCBS)
CHOICES members in Group $20,000 per month that the CONTRACTOR’s
1, or initiating long-term care performance is 70-74% by service setting (nursing
services for CHOICES or ECF facility or HCBS)
CHOICES members (see $25,000 per month that the CONTRACTOR’s
Sections A.2.9.2, A.2.9.3, and performance is 69% or less by service setting
A.2.9.6) (nursing facility or HCBS)
These amounts shall be multiplied by two (2) when
the CONTRACTOR has not complied with the
Caseload and Staffing requirements as specified in
Section A.2.9.6.12.12 of this Contract
TENNCARE may opt, at its discretion, to apply a
$500 per occurrence assessment in lieu of the
methodology described above in addition to the
cost of services not provided.
This per occurrence amount shall be multiplied by
two (2), totaling a $1,000 per occurrence
assessment when the CONTRACTOR has not
complied with the Caseload and Staffing
requirements as specified in Section A.2.9.6.12.9 of
this Contract
LEVEL PROGRAM ISSUES DAMAGE
A.19(a) | Failure to complete a $500 per day for each service not initiated timely
comprehensive assessment, beginning on the next calendar day after default by
develop an Initial SP (unless the CONTRACTOR in addition to the cost of the
Initial SP is waived pursuant to services not provided. These amounts shall be
A.2.9.6.2.5.3.1 and multiplied by two (2) when the CONTRACTOR
A.2.9.6.3.26.1) or PCSP and has not complied with the Caseload and Staffing
authorize and initiate all long- requirements as specified in Section A.2.9.6.12.12
term care services specified in of this Contract
the PCSP for a CHOICES or
ECF CHOICES member within
specified timelines (see Section
A.2.9.6)
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LEVEL PROGRAM ISSUES DAMAGE
A.20 Failure to develop an Initial SP $500 per deficient Initial SP or PCSP
(unless Initial SP is waived
pursuant to A.2.9.6.2.5.3.1 and These amounts shall be multiplied by two (2) when
A.2.9.6.3.26.1) or PCSP for a the CONTRACTOR has not complied with the
CHOICES or ECF CHOICES Caseload and Staffing requirements as specified in
member that includes all of the Section A.2.9.6.12.12 of this Contract
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
30. Section A.2.9.6.2.3.1, A.2.9.6.2.3.2, and A.2.9.6.2.3.8 shall be amended as follows:
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. For
persons wishing to apply for ECF CHOICES, TENNCARE or its designee shall
employ a screening process, using the tools and protocols specified by TENNCARE,
to assist with screening and intake for persons new to both TENNCARE and ECF
CHOICES. The ECF CHOICES screening process is mandatory. For both
programs, such screening process shall assess: (1) whether the potential applicant
appears to meet categorical and financial eligibility criteria for CHOICES or ECF
CHOICES, as applicable; and (2) whether the potential applicant appears to meet
level of care eligibility for enrollment in CHOICES or ECF CHOICES. For ECF
CHOICES, the screening process shall also gather information that can be used to
prioritize the potential applicant for intake based on established prioritization and
enrollment criteria. If the initial contact is not telephonic, or if TENNCARE or its
designee is not able to provide assistance at the point of contact, within two (2)
business days, TENNCARE or its designee shall contact the applicant to conduct an
initial telephonic screening, using the online screening tool.
2.9.6.2.3.2 For persons 1) identified by TENNCARE or its designee as meeting the screening
criteria; 2) who do not meet screening criteria but elect to proceed with intake; or 3)
for CHOICES applicants 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 potential applicant.
2.9.6.2.3.8 When it is determined that a potential applicant for ECF CHOICES meets

prioritization criteria for enrollment into a category that is currently open for
enrollment and for which a slot is available, or that the person meets criteria for an
available reserve slot (which may require submission to the interagency review
committee before such determination can be made), TENNCARE or its designee
shall proceed with a face-to-face enrollment visit.
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31.

32.

Sections A.2.9.6.2.3.11.2 and A.2.9.6.3.24.2 shall be amended as follows:

2.9.6.2.3.11

.2 For members in ECF CHOICES, TENNCARE shall notify the CONTRACTOR

of the member’s expenditure cap (see definition in Section 1) on the outbound
271 file, and the CONTRACTOR shall receive, process, and update this file in
accordance with Section A.2.4.6.1.

2.9.6.3.24.2 For members in ECF CHOICES, TENNCARE will notify the CONTRACTOR
of the member’s expenditure cap (see definition in Section 1), on the outbound
271 file, and the CONTRACTOR shall receive, process, and update this file in
accordance with Section A.2.4.6.1.

Section A.2.9.6.3.3.1, A.2.9.6.3.4, A.2.9.6.3.10, A.2.9.6.3.15 shall be amended as follows:

2.9.6.3.3.1 For potential applicants who need assistance or who do not utilize the online self-

29634

2.9.63.10

screening tool, the CONTRACTOR’s telephonic screening will utilize
TENNCARE’s online self-screening tool, capturing the information in the online
referral system for purposes of referral list management. If the initial contact is not
telephonic, or if TENNCARE or its designee is not able to provide assistance at the
point of contact, within two (2) business days, TENNCARE or its designee shall
contact the applicant to conduct an initial telephonic screening, using the online
screening tool.

For CHOICES referrals by or on behalf of a potential CHOICES member, regardless
of referral source, if the CONTRACTOR uses a telephone screening process, and for
all ECF CHOICES referrals on behalf of a potential ECF CHOICES member, the
CONTRACTOR shall make every effort to conduct such screening process at the
time of referral, unless the person making the referral is not able or not authorized by
the member to assist with the screening process, in which case the CONTRACTOR
shall complete the screening process as expeditiously as possible. The ECF
CHOICES screening process shall be mandatory.

If, through the screening process described above, or upon other identification by the
CONTRACTOR of a member who appears to be eligible for CHOICES for whom
the CONTRACTOR opts not to use such screening process, the Care Coordinator
shall conduct a face-to-face intake visit with the member that includes a level of care
assessment and a needs assessment (see Section A.2.9.6.5) using tool(s) prior
approved by TENNCARE and in accordance with the protocols specified by
TENNCARE. For members on the ECF CHOICES referral list who: 1) are in one of
the priority categories as specified in TennCare protocol for which enrollment is
currently open or who may qualify in a reserve slot; and 2) for which a slot is
currently available, the CONTRACTOR shall complete the intake visit within five
(5) business days of receiving the referral from TENNCARE via TENNCARE'’s
electronic eligibility system, except when the member requests a later date. For all
other individuals on the referral list, the CONTRACTOR shall complete the intake
visit within thirty (30) calendar days of screening. The CONTRACTOR shall notify
the member in advance of the intake visit documentation that the CONTRACTOR
will need during the intake visit. TENNCARE may, at its discretion, modify these
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33.

timelines in writing to the CONTRACTOR as necessary during program
implementation and for efficient management of the referral process.

2.9.6.3.15 When it is determined that a potential applicant for ECF CHOICES meets
prioritization criteria for enrollment into a category that is currently open for
enrollment and for which a slot is available, or that the person meets criteria for an
available reserve slot (which may require submission to the interagency review
committee before such determination can be made), the CONTRACTOR shall
proceed with a face-to-face enrollment visit. Such visit shall be completed within five
(5) business days of determination to proceed with enrollment of applicant into ECF
CHOICES (unless a later date is requested by the applicant).

Section A.2.9.6.3.27.11 through A.2.9.6.3.28 shall be deleted and replaced as follows:

2.9.6.3.27.11

2.9.6.3.27.11.1

2.9.6.3.27.11.2

The CONTRACTOR shall not admit a member enrolled in any ECF CHOICES
Group or any member with I/DD who would qualify for enrollment in any ECF
CHOICES Group to a nursing facility, including for short-term stay, without
providing advance notification to TENNCARE, which shall include
documentation of thoroughly exploring and exhausting all attempts to provide
services in a more integrated community setting.

The member must meet the NF LOC in place at the time of admission and: (1) be
expected to require short-term nursing facility services for ninety (90) days or
less; or (2) make an informed choice to transition to a nursing facility and enroll
in Group 1. Informed choice requires thorough exploration and exhaustion of all
integrated community setting options.

A PASRR must be completed prior to admission, the member must be
determined appropriate for placement in a nursing facility, and all identified
specialized services must be coordinated by the CONTRACTOR immediately
upon admission.

2.9.6.3.27.11.3 If a member enrolled in any ECF CHOICES Group or any member with 1/DD

who would qualify for enrollment in any ECF CHOICES Group is admitted to a
nursing facility without the CONTRACTOR’s knowledge (e.g., following
discharge from an inpatient hospital stay of which the CONTRACTOR had no
knowledge), the CONTRACTOR shall immediately commence assessment of
the member’s interest and ability to transition into a more integrated community
setting, and shall assist the member in exploring all possible integrated
community setting options.

2.9.6.3.27.11.4 The CONTRACTOR shall be responsible for ensuring seamless coordination of

discharge planning on behalf of members enrolled in its companion D-SNP and
for coordinating with other Medicare Advantage D-SNPs regarding members
enrolled in a D-SNP that is not the CONTRACTOR’s companion D-SNP (see
Section A.2.9.14), which shall include appropriate triage of inpatient admission
notifications and coordination in discharge planning when Medicaid LTSS or
other Medicaid services are needed upon discharge in order to ensure that care is
provided in the most appropriate, cost effective and integrated setting.
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34.

2.9.6.3.27.12  Upon receiving notification from TENNCARE that a member’s eligibility has

2.9.6.3.28

2.9.6.3.29

ended, the CONTRACTOR shall within two (2) business days notify all
providers of ongoing HCBS that the member's CHOICES or ECF CHOICES
eligibility has ended, which may be accomplished by notification in the EVV
system when applicable. Such notification shall not be provided in advance of the
actual end date of member's CHOICES or ECF CHOICES eligibility, as a
prospective end date could be extended.

When the CONTRACTOR determines that a member with an intellectual disability
or related condition or a member who has mental illness, whether such a member is
CHOICES or non-CHOICES, is appropriate for nursing facility placement and
specialized services are recommended in the member’s PASRR, the nursing facility
shall be required to confirm, in a manner specified by TENNCARE, its willingness
and ability to provide the specialized services for the member. The CONTRACTOR
shall ensure that any approved specialized services are part of the nursing facility’s
plan of care for the member and shall coordinate with the NF to ensure that such
specialized services are delivered. This shall include the CONTRACTOR’s timely
authorization of medically necessary covered benefits, including NEMT to such
benefits when provided outside the facility setting.

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

Section A.2.9.6.5.2.5.2 shall be amended to remove the duplicate word “behavioral” as

follows:

2.9.6.52.52 At minimum, for members in ECF CHOICES Groups 4, 5, or 6, the

comprehensive needs assessment shall assess: (1) the member’s strengths; (2) the
natural and community supports (both currently involved and yet to be involved)
available to the member, and the extent of the stability of each of those supports;
(3) the member’s preferences for lifestyle, employment, daily routine and
community involvement, privacy, and direct support professionals; (4) the
member’s goals and needs related to: achieving his/her desired lifestyle and
personal goals (including employment and community involvement goals);
achieving and maintaining the best possible health and wellness; preserving and
building natural and community supports; developing and maintaining a network
of chosen and positive relationships; building skills and strategies for
independence; achieving the greatest possible financial capabilities to maximize
the member’s ability to control personal income and other financial resources;
understanding and exercising his/her rights, preserving guardianship of self,
executing advance directives, utilizing durable power of attorney and/or power of
attorney for health care; obtaining and maintaining safe, stable and affordable
housing; building and preserving financial health; and mitigating risks associated
with the member’s desired lifestyle, chosen relationships, housing situation
and/or impact of disability; (5) the member’s overall wellness including physical,
behavioral, functional, and psychosocial needs; (6) on-going clinical and/or
functional conditions that may require intervention, a course of treatment and/or
on-going monitoring; (7) any vulnerability and risk factors for abuse and neglect
in the member’s personal life or finances; (8) services or assistance programs the
member may be receiving, may have access to and/or may be eligible for, in
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85t

addition to, or in lieu of, services available through ECF CHOICES; and (9)
supports, services, or items necessary to enable the member to achieve his/her
preferred lifestyle and goals, to ensure community living, to facilitate gainful
integrated employment, and to delay or prevent a decline in level of
independence and functioning.

Sections A.2.9.6.6.2.3, A.2.9.6.6.2.4.2, and A.2.9.6.6.2.5 shall be amended as follows:

2.9.6.6.2.3 The Care Coordinator or Support Coordinator, as applicable, shall verify that the
decisions made by the care or support planning team are documented in a written,
comprehensive PCSP, using a template provided by TENNCARE.

2.9.6.6.2.4.2  Documentation that the setting in which the member resides is chosen by the
member and meets the HCBS Settings Rule requirements of 42 C.F.R.
§441.301(c)(4)-(5);

2.9.6.6.2.42.1 If a CHOICES or ECF CHOICES member is already living in or chooses
(without any involvement from the CONTRACTOR) to transition to an residence
providing room and board for two or more unrelated individuals that is not
licensed by the state, the CONTRACTOR shall be responsible for 1) assessing
the setting, including but not limited to the lease agreement, to ensure that it
comports with all HCBS setting requirements, including those requirements
applicable to provider owned or controlled residences; 2) assessing the
suitability of the living arrangement for the member; 3) ensuring that the member
is not restricted in his or her ability to manage his own financial resources; and 4)
enhanced monitoring as needed to ensure continued compliance with HCBS
settings requirements and to identify potential abuse, neglect or
exploitation. CHOICES and ECF CHOICES HCBS shall not be provided (inside
or outside such setting) for any member who resides in an unlicensed setting that
does not comport with the HCBS settings rule.

2.9.6.6.2.4.2.2 If a CHOICES or ECF CHOICES member resides in a licensed setting other than
those defined in the covered benefits for CHOICES or ECF CHOICES, as
applicable, CHOICES or ECF CHOICES HCBS shall not be provided in the
setting. Further, CHOICES or ECF CHOICES HCBS shall be provided for the
member outside the setting only if the licensed setting in which the member
resides fully comports with the HCBS settings rule.

2.9.6.6.2.5 The member’s Care Coordinator/Care Coordination or Support Coordinator/Support
Coordination team, as applicable shall ensure that the member or his/her
representative, as applicable, reviews, signs and dates the Initial SP or PCSP, as
applicable, as well as any substantive updates, including but not limited to any
changes in the amount, duration or type of HCBS that will be provided. The Care
Coordinator or Support Coordinator, as applicable, shall also sign and date the Initial
SP or PCSP, as applicable, along with any substantive updates. The Initial SP or
PCSP, as applicable, shall be updated and signed by the member or his/her
representative, as applicable, and the Care Coordinator or Support Coordinator
annually and any time the member experiences a significant change in needs or
circumstances (see Section A.2.9.6.10.2.1.17). As part of the member’s annual PCSP
review, as applicable, the Care Coordinator or Support Coordinator shall assess each
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36.

37.

38.

member’s experience in receiving Medicaid HCBS using the Individual Experience
Assessment (IEA) as prescribed by TENNCARE. Participants in the IEA shall
include the member and his or her family members and/or representative, as
appropriate. Service provider staff may participate as requested by the member and
his or her family and/or representative. In addition, the member’s Care Coordinator
or Support Coordinator, as applicable, shall address any issues regarding compliance
with the HCBS Settings Rule or other concerns identified during the I1EA.
Additionally, a member’s Care Coordinator or Support Coordinator, as applicable,
shall complete the Employment Data Sheet as provided by TENNCARE.

Section A.2.9.6.9 shall be amended by adding a new Section A.2.9.6.9.4 as follows:

2.9.6.9.4

The CONTRACTOR shall not place any CHOICES or ECF CHOICES member in an
unlicensed home or residence providing room and board for two (2) or more
unrelated individuals, regardless of whether other assistance is provided in the
setting.

Section A.2.9.6.10.3.1 through A.2.9.6.10.3.1.1.2 shall be amended as follows:

2.9.6.10.3.1

2.9.6.10.3.1

2.9.6.10.3.1

2.9.6.10.3.1

The CONTRACTOR shall provide for the following ongoing care coordination
or support coordination to all CHOICES and ECF CHOICES members:

.1 In the manner prescribed by TENNCARE, conduct a level of care reassessment

at least once every three hundred sixty-five (365) days 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. Upon written notification by TennCare, the CONTRACTOR shall be
responsible for gathering from the member and submitting to TENNCARE
documents necessary to verify ongoing financial eligibility at the time of the
annual level of care reassessment.

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 within five (5) business
days of the reassessment for determination.

1.2 Except as specified in Section 2.9.6.10.3.1.1.1, if the level of care assessment

indicates no change in level of care, the CONTRACTOR shall document the
date the level of care assessment completed in the member’s file and shall
report in the manner prescribed by TENNCARE the results of the LOC
reassessment within ten (10) calendar days of the LOC reassessment
completion ; any level of care assessments prompted by a request for a
change in level of services shall be submitted to TENNCARE for
determination.

Sections A.2.9.6.12.25.12.3, A.2.9.7.3.2.13, A.2.9.7.3.10.3.9, A.2.9.7.7.4.5, A.2.11.9.4.14,
A2.12.14.4, A.2.25.9.8, A.2.26.7.1, A.2.30.12.9 shall be amended as follows to correct the
outdated “Critical Incident” terminology for ECF CHOICES as follows:

2.9.6.12.25.12.3 Reportable Event reporting and management;
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2.9.7.3.2.13

2.9.7.3.103

)

Notify the CONTRACTOR within no more than twenty-four (24) hours of
identification of critical incidents and Reportable Events, and notify the
CONTRACTOR within four (4) hours of any Tier 1 Reportable Events (see
Section A.2.15.7).

.9 Requirements and role and responsibility regarding abuse and neglect plan

protocols, and critical incident and Reportable Event reporting and management;

2.9.7.7.4.5 Critical incident and Reportable Event reporting;

2.11.9.4.1.4

2.11.94.1.4

2.12.14.4

2.259.38

2.26.7.1

2.30.12.9

At a minimum, recredentialing of HCBS providers shall include verification of
continued licensure and/or certification (as applicable); compliance with policies
and procedures identified during credentialing, including background checks and
training requirements, critical incident and Reportable Event reporting and
management, and use of the EVV; and compliance with the HCBS Settings Rule
detailed in 42 C.F.R. § 441.301(c)}(4)-(5).

.1 The CONTRACTOR shall also verify that any direct support staff hired after the

last credentialing visit have had background checks performed pursuant to the
requirements in Section A.2.11.9.4.1.2.4.1.

Providers shall designate a staff member as an Incident Management Coordinator
who shall be trained on critical incident and Reportable Event processes by the
CONTRACTOR as prescribed by TENNCARE. Such staff member shall be the
provider’s lead for critical incidents and Reportable Events, be primarily responsible
for tracking and analyzing critical incidents and Reportable Events, and be the
CONTRACTOR’s main point of contact at the provider agency for critical incidents
and Reportable Events.

Quarterly monitoring of critical incidents and Reportable Events. TENNCARE will
review the CHOICES and ECF CHOICES HCBS Critical Incident and Reportable
Event reports submitted by the CONTRACTOR (see Sections A.2.30.12.8 and
A.2.30.12.9) to identify potential performance improvement activities. TENNCARE
may conduct a more in-depth review and/or request additional information.

The CONTRACTOR shall execute agreements with DIDD as needed to facilitate the
implementation and ongoing operation of the ECF CHOICES program, including
(but not limited to) any agreements necessary to facilitate exchange of data and
information for purposes of network development and provider credentialing,
member referral and intake, Reportable Event management, and quality assurance
surveys.

The CONTRACTOR shall submit a quarterly ECF CHOICES HCBS Reportable
Event Report (see Section A.2.15.7.6). MFP participants (see Section A.2.9.8) shall
be identified separately for each data element described herein. The report shall
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provide information, by month regarding specified measures, which shall include but
not be limited to the following:

2.30.12.9.1 The number of members in Group 4, Group 5, and Group 6, and in Groups 4, 5, and 6

combined;

2.30.12.9.2 The number of Reportable Events, overall and by:

2.30.12.9.2.1  Type of Reportable Event, including whether the Reportable Event was Tier 1 or

Tier 2;

2.30.12.9.2.2  Setting; and

2.30.12.9.2.3  Type of provider (provider agency or consumer directed worker).

2.30.12.9.3 The percent of Reportable Events by type of Reportable Event, stratified by Tier 1

and Tier 2 Reportable Events; and

2.30.12.9.4 The percent of members in Groups 4, 5, and 6 with a Reportable Event.

2.30.12.9.5 Any sanction actions taken by the CONTRACTOR regarding Reportable Events; and

2.30.12.9.6 A summary of the CONTRACTOR’s findings from trending Reportable Events,

including actions taken by the CONTRACTOR to prevent future Reportable Events.

39, Section A.2.9.6.12.25.15 shall be amended as follows:

2.9.6.12.25.15

Transition planning and service coordination for adults turning age twenty-one 21.

40. Section A.2.9.7.6.1.1.1 through A.2.9.7.6.1.1.6 shall be amended as follows:

2.9.7.6

2.9.7.6.1

2.9.7.6.1.1

Worker Qualifications

As prescribed in the FEA’s contract with TENNCARE, the FEA shall ensure that
workers meet all requirements prior to the worker providing services. The FEA shall
ensure that workers: meet all TennCare established requirements for providers of
comparable, non-consumer directed services; complete a background check which
includes criminal background check (including fingerprinting), or, as an alternative, a
background check from a licensed private investigation company, verification that
the person’s name does not appear on the State abuse registry, verification that the
person’s name does not appear on the state and national sexual offender registries and
licensure verification, as applicable; complete all required training, including the
training specified in Section A.2.9.7.7 of this Contract; complete all required
applications to become a TennCare provider; sign an abbreviated Medicaid
agreement; are assigned a Medicaid provider 1D number; and sign a service
agreement.

A member cannot waive a background check for a potential worker. A background
check may reveal a potential worker’s past criminal conduct that may pose an
unacceptable risk to the member. The following findings may place the member at
risk and may disqualify a person from serving as a worker:
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41.

42.

43.

44,

2.9.7.6.1.1.1  Conviction of an offense involving physical, sexual or emotional abuse, neglect,
financial exploitation or misuse of funds, misappropriation of property, theft
from any person, violence against any person, or manufacture, sale, possession or
distribution of any drug; and

2.9.7.6.1.1.2  Entering of a plea of nolo contendere or when a jury verdict of guilty is rendered
but adjudication of guilt is withheld with respect to a crime reasonably related to
the nature of the position sought or held.

Section A.2.9.8.4.11 shall be amended as follows:

2.9.8.4.11 The CONTRACTOR shall track the member’s residency throughout the 365-day
MEFP participation period..

Section A.2.11.6.1 shall be amended as follows:

2.11.6.1  The CONTRACTOR shall, pursuant to TCA 71-5-1412 contract with any licensed
and certified nursing facility willing to contract with the MCO to provide that service
under the same terms and conditions as are offered to any other participating facility
contracted to provide that service under any policy, contract or plan that is part of the
TennCare managed long-term care service delivery system. Terms and conditions
shall not include the rate of reimbursement. This does not prevent the
CONTRACTOR from enforcing the provisions of its contract with the facility.

Section A.2.11.9.4.1.2.4 through A.2.11.9.4.1.2.4.1 shall be deleted and replaced as follows:

2.11.9.4.1.2.4 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 or ECF CHOICES HCBS and to document these in the
worker’s employment record;

2.11.9.4.1.2.4.1 Has completed background checks pursuant to the requirements of Section
A.2.29.2.2 on each employee who will provide direct support services to
CHOICES members prior to employment.

2.11.9.4.1.2.4.2 Has a policy and process in place for conducting an individualized assessment for
workers whose criminal background check reveals past criminal conduct (see
Section A.2.9.7.6 for further details about the individualized assessment).

Section A.2.12.9.36 shall be amended as follows:

2.12.9.36  Require that the provider comply with the Affordable Care Act and TennCare policy
and procedures, including but not limited to, reporting overpayments, the requirement
to report provider initiated refunds of overpayments to the CONTRACTOR and
TennCare Office of Program Integrity (OPl) and, when it is applicable, return
overpayments tothe CONTRACTOR within sixty (60) days from the date the
overpayment is identified. Overpayments that are not returned within sixty (60) days
from the date the overpayment was identified may be a violation of state or federal
law;

23|Page



Amendment 5 (cont.)

45.

46.

47.

Sections A.2.12.9.66.3 and A.2.30.22.3.2.1 shall be amended as follows:

2.12.9.66.3 Require the provider to agree to cooperate with TENNCARE and the

CONTRACTOR during discrimination complaint investigations and to report
discrimination complaints and allegations to CONTRACTOR including allegations
of discrimination set forth in Section 2.12.21.1 and 2.15.7.6.3.2.7.

2.30.22.3.2.1  The CONTRACTOR shall also provide a listing of all discrimination claims that

are reported to the CONTRACTOR that are claimed to be related to the provision
of and/or access to TennCare covered services provided by the CONTRACTOR
or the CONTRACTOR'’S subcontractors or providers including allegations of
discrimination set forth in Section 2.12.21.1 and 2.15.7.6.3.2.7. This listing shall
include, at a minimum: identity of the person making the report, the person’s
relationship to the CONTRACTOR, subcontractor, or provider, circumstances of
the report (including name of member involved and the name of the person
claimed to have committed the discriminatory act), type of covered service
related to the report, date of the report, the resolution, and date of resolution.
When such reports are made, the CONTRACTOR shall offer to provide
discrimination complaint forms to the individual making the report.

Section A.2.12.12 shall be amended as follows:

A2.12.12

The provider agreement with a CHOICES HCBS provider to provide PERS, assistive
technology, minor home modifications, or pest control shall meet the requirements
specified in Sections A.2.12.8, A.2.12.9, and A.2.12.11 except that these provider
agreements shall not be required to meet the following requirements: Section
A.2.12.9.9 regarding emergency services; Section A.2.12.9.11 regarding delay in
prenatal care; Section A.2.12.9.12 regarding CLIA; Section A.2.12.9.44 regarding
hospital protocols; Section A.2.12.9.45 regarding reimbursement of obstetric care;
Section A.2.12.9.58.2 regarding prior authorization of pharmacy; and Section
A.2.12.9.59 regarding coordination with the PBM. Exceptions may also be granted to
these and other requirements in Section A.2.12 for certain ECF CHOICES HCBS as
specified by TENNCARE in writing.

Sections A.2.12.20, through A.2.12.22 shall be amended as follows:

2.12.20

2.12.20.1

2.12.20.1.1

2.12.20.1.2

The CONTRACTOR shall require that all contracted ECF CHOICES providers
report the following Tier 3 Reportable Events to the member’s MCO within two (2)
business days of witnessing or discovery of the Tier 3 Reportable Event. Reporting
and review of such Tier 3 Reportable Events is secondary to any medical attention
required by the person supported.

Tier 3 Reportable Medical Events, which include:

Deaths (other than those that are unexpected/unexplained);

ER visits;
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2.12.20.1.3

2.12.20.1.4

2.12.20.1.5

2.12.20.1.6

2.12.20.1.7

2.12.20.1.8

2.12.20.1.9

2.12.20.1.10

2.12.20.1.11

2.12.20.1.12

2.12.20.1.13

2.12.20.1.14

2.12.20.1.15

Any inpatient observation or admission (acute care, Long-Term Acute Care
Hospital, or SNF/NF);

Use of CPR or an automated external defibrillator (AED);

Choking episode requiring physical intervention (e.g.., use of abdominal thrust or
Heimlich maneuver;

Fall with injury (including minor or serious);

Insect or animal bite requiring treatment by a medical professional;
Stage Il and above pressure ulcer;

Staph infection;

Fecal impaction;

Severe dehydration requiring medical attention;

Seizure progressing to status epilepticus;

Pneumonia;

Severe allergic reaction requiring medical attention; and

Victim of natural disaster (natural disasters affecting multiple individuals do not
require multiple individual reports).

2.12.20.2 Tier 3 Reportable Behavioral Events, which include:

2.12.20.2.1

2.12.202.2

2.12.20.2.3

2.12.20.2.4

2.12.20.2.5

2.12.20.2.6

2.12.20.2.7

2.12.20.2.8

2.12.20.2.9

Criminal conduct or incarceration;
Engagement of law enforcement;
Sexual aggression;

Physical aggression;

Injury to another person as a result of a behavioral incident of a person
supported;

Suicide attempt;
Self-injurious behavior;
Property destruction greater than $100;

Swallow inedible/harmful matter;
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2.12.20.2.10  Behavioral crisis requiring protective equipment, manual or mechanical

2.12.20.2.11

restraints, regardless of type or time used or approved by PCSP (all take-downs
and prone restraints are prohibited);

Behavioral crisis requiring PRN psychotropic medication;

2.12.20.2.12  Behavioral crisis requiring crisis intervention (i.e., call);

2.12.20.2.13  Behavioral crisis requiring in-home stabilization (SOS participants only);

2.12.20.2.14  Behavioral crisis requiring out-of-home therapeutic respite; and

2.12.20.2.15  Psychiatric admission (or observation), including in acute care hospital.

2.12.20.3

2.12.20.4

2.12.21

2.12.21.1

For any Reportable Event, the CONTRACTOR shall require that the provider have
supervisory staff (including clinical staff, as applicable) review the Reportable Event
and determine appropriate follow up. For Tier 3 Reportable Behavioral Events, this
may include follow up with the member’s PCP or behavioral health provider, as
applicable, to provide information and determine any needed treatment adjustments,
follow up with the person’s Support Coordinator regarding any needed adjustments
in the PCSP, and targeted training or assistance for agency staff who support the
person. All Tier 3 Reportable Events, any medical attention provided, and follow up
shall be documented in the member’s record.

Both the provider and CONTRACTOR shall be responsible for tracking and trending
all Tier 3 Reportable Events above and evaluating such events to determine how to
prevent or reduce similar occurrences in the future whenever possible. Such efforts
may be targeted to an individual person supported, a particular service setting or
location, a particular type of Tier 3 Reportable Event, a particular provider, or may be
system-wide.

The CONTRACTOR shall require that all contracted ECF CHOICES providers shall
be responsible for documenting, addressing, tracking, and trending Non-Reportable
Events, which do not rise to the level of Tier 1, Tier 2, or Tier 3 Reportable Events as
defined by TENNCARE. The provider shall immediately contact DIDD by
appropriate hotline number or the MCO and DIDD within twenty-four (24) hours if
during a provider’s review of a Non-Reportable Event the provider discovers the
Non-Reportable Event should be classified as a Tier 1 or Tier 2 Reportable Event
(see Section A.2.15.7.6), respectively. Non-Reportable Events shall be defined as
follows:

Any instance of disrespectful or inappropriate communication, e.g., humiliation,
harassment, threats of punishment or deprivation, intimidation or demeaning or
derogatory communication (vocal, written, gestures) or any other acts pertaining to a
person supported that is not directed to or within eyesight or audible range of the
person supported and that does not meet the definition of emotional or psychological
abuse (the CONTRACTOR shall require providers under this Section to report such
complaints to the CONTRACTOR and the CONTRACTOR shall include such
complaints in the CONTRACTOR’s non-discrimination reporting pursuant to
A.2.30.22.3.2.1);
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48.

2.12.21.2

2.12.21.3

2.12.21.4

2.12.22

Failure to provide goods or services which do not result in injury or probable risk of
serious harm (i.e., does not meet neglect threshold);

Minor injury not requiring medical treatment beyond first aid by a lay person and is
not associated with abuse or neglect; and

Staff misconduct that falls outside the definition of Tier 1 or Tier 2 Reportable
Events (see Section A.2.15.7.6) or Tier 3 Reportable Medical and Behavioral Events
and does not result in serious injury or probable risk of serious injury. An example
would include failure to follow the PCSP when such action (or inaction) would not
pose a probable risk of serious injury; staff convenience; or minor traffic violation
while transporting person.

All ECF CHOICES provider agreements shall require that all direct support staff
(i.e., provider staff working directly with people in ECF CHOICES) complete
required training as prescribed by TENNCARE within thirty (30) days of hire and
prior to providing direct support to members.

Section A.2.13.1.9 through A.2.13.1.9.5 shall be amended as follows:

2.13.1.9

2.13.1.9.1

2.13.1.92

2.13.1.93

2.13.1.94

2.13.1.9.5

The CONTRACTOR agrees to implement retrospective episode based
reimbursement and Primary Care Transformation strategies, inclusive of PCMH and
Tennessee Health Link, consistent with Tennessee’s multi-payer payment reform
initiative in a manner and on a timeline approved by TENNCARE. This includes:

Using a retrospective administrative process to reward cost and quality outcomes for
the initiative's payment reform strategies that is aligned with the models designed by
TENNCARE;

Implementing key design choices as directed by TENNCARE, including the
definition of each episode, and the definition of quality measures for the initiative's
payment reform strategies;

Delivering performance reports for the initiative's payment reform strategies with the
same appearance and content as those designed by the State/Payer Coalition;

Implementation of payment reform strategies at a pace dictated by the State. For
episodes this is approximately three to six (3-6) new episodes per quarter with
appropriate lead time to allow payer and provider contracting. For PCMH this
includes annual waves beginning January 1, 2017 of twenty to seventy-five (20-75)
new primary care practices with appropriate lead time to allow payer and provider
contracting;

Participate in a State-led process to design and launch the initiative's payment reform

strategies, including the seeking of clinical input from payer medical teams and
clinical leaders throughout Tennessee for the development of new episodes.
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49. Section A.2.13.1.10 shall be amended by adding a new Section A.2.13.1.10.1 which shall
read as follows:

2.13.1.10.1 The CONTRACTOR shall not retroactively adjust payments made to an out of
network provider due to budget reductions unless approved by TENNCARE.

50. Section A.2.13.5 shall be deleted and replaced as follows:
A.2.13.5 Hospice

Hospice services shall be provided and reimbursed in accordance with state and federal
requirements, including but not limited to the following:

2.13.5.1 Rates shall be no less than the federally established Medicaid hospice rates (updated
each federal fiscal year (FFY)), adjusted by area wage adjustments for the categories
described by CMS;

2.13.5.2  The rates described above shall be subject to the annual cap for Medicaid Hospice
rates as provided annually by CMS; and

2.13.5.3  If a Medicaid hospice patient resides in a nursing facility (NF), the CONTRACTOR
shall pay an amount equal to at least ninety-five percent (95%) of the prevailing NF
room and board rate to the hospice provider (not subject to the annual cap for
Medicaid Hospice rates).

2.13.54  If a member in CHOICES Group 2 or Group 3 admits to a nursing facility for receipt
of NF services (including a short-term NF stay) and will receive hospice in the NF,
the CONTRACTOR shall disenroll such member from CHOICES Group 2 or Group
3. The CONTRACTOR shall be responsible for payment of medically necessary
hospice services to the hospice provider (including hospice room and board for dual
eligible members) pursuant to TennCare policy.

2.13.5.5  If such a member receiving hospice in an HCBS setting is admitted to a nursing
facility for a short-term stay, but does not receive or elect to receive hospice while in
the short-term stay, the CONTRACTOR shall not disenroll the member from Group
2 or Group 3 unless it is determined that the stay will not be short-term or the
member will not transition back to the community; and prior to exhausting the ninety
(90)-day short-term NF benefit covered for CHOICES Group 2 and Group 3
members. The CONTRACTOR shall be responsible for payment of the NF services
pursuant to TennCare rule.

2.13.5.6  If a member in CHOICES Group 2 or Group 3 admits to a nursing for receipt of
inpatient respite (and not NF services), the member may receive hospice in the NF
without being disenrolled from CHOICES Group 2 or Group 3. The
CONTRACTOR shall be responsible for payment of inpatient respite services and
hospice (excluding room and board since the member is receiving respite services)
pursuant to TennCare policy.
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51. Section A.2.13.7 shall be amended as follows:

A.2.1377 Local Health Departments

2.13.7.1

2.13.7.2

2.13.7.3

The CONTRACTOR shall reimburse contracted local health departments (see
Sections A.2.11.8.3 and A.2.12.13) for TennCare Kids screenings to members under
age twenty-one (21) at the following rates, unless specified otherwise by
TENNCARE. Although the codes include preventive visits for individuals twenty-
one (21) and older, this Section only requires the CONTRACTOR to pay local health
departments for the specified visits for members under age twenty-one (21).

Preventive Visits 85% of 2001 Medicare
99381 New pt. Upto 1 yr. $80.33 1
99382 New pt. 1- 4 yrs. $88.06
99383 New pt. 5 - 11yrs. $86.60
99384 New pt. 12 - 17yrs. $95.39
99385 New pt. 18 - 39 yrs. $93.93
99391 Estab. pt. Upto 1 yr. $63.04
99392 Estab. pt. 1 - 4 yrs. $71.55
99393 Estab. pt. 5 - 11yrs. $70.96
99394 Estab. pt. 12 - 17yrs. $79.57
99395 Estab. pt. 18 - 39 yrs, $78.99

The CONTRACTOR shall recognize that public health nurses employed by the local
health departments are appropriately trained and practice within a scope of protocols
developed by the state. The protocols allow public health nurses from across the
licensure spectrum to provide services specific to diagnosis, treatment and delivery of
preventive services under the general, but not necessarily onsite, supervision of a
physician. These services include, but may not be limited to, EPSDT services for
children, immunizations, family planning and sexually transmitted disease treatment.
TennCare is a state operated program and is not bound by Medicare policy regarding
the interpretation of billing codes, therefore, in accordance with the training and
protocols the state’s public health nurses practice within, the CONTRACTOR shall
allow public health nurses to bill using the same CPT codes, related to the
aforementioned services, as would be used if the service was delivered by an advance
practice nurse.

TENNCARE may conduct an audit of the CONTRACTOR’s reimbursement
methodology and related processes on an annual basis to verify compliance with this
requirement. In addition, the Local Health Department may initiate the independent
review procedure at any time it believes the CONTRACTOR’s payment is not the
required reimbursement rate or that the CONTRACTOR has denied claims
inappropriately.
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52. Section A.2.15.4 shall be deleted and replaced as follows:
A.2.15.4  Clinical Practice Guidelines
The CONTRACTOR shall utilize evidence-based clinical practice guidelines in its
Population Health Programs (see Section A.2.8.7 of this Contract). The guidelines shall be
reviewed and revised whenever the guidelines change and at least every two (2) years. The
CONTRACTOR shall provide copies of clinical practice guidelines to enrollees upon request.
The CONTRACTOR is required to maintain an archive of its clinical practice guidelines for a
period of five (5) years. Such archive shall contain each clinical guideline as originally issued
so that the actual guidelines for prior years are retained for Program Integrity purposes.
53. Section A.2.15.6.1.1 shall be amended by adding new Sections A.2.15.6.1.1.1 through
A.2.15.6.1.1.1.3 as follows:
2.15.6.1.1 Beginning with HEDIS 2016, the CONTRACTOR shall utilize the Hybrid
methodology (i.e., gathered from administrative and medical record data) as the data
collection method for any Medicaid HEDIS measure containing Hybrid
Specifications as identified by NCQA. If, in the event the CONTRACTOR fails to
pass the medical record review for any given standard and NCQA mandates
administrative data must be submitted instead of hybrid, the administrative data may
be used.
2.15.6.1.1.1 The exception to the criteria in Section A.2.15.6.1.1 are the measures described
below. The following measures shall be calculated using administrative data
only.
2.15.6.1.1.1.1  Well-Child Visits in the First 15 months of life.
2.15.6.1.1.1.2  Well-Child Visits in the Third, Fourth, Fifth and Sixth Years of Life.
2.15.6.1.1.1.3  Adolescent Well-Care Visits.
54. Section A.2.15.7 shall be amended by amending Sections A.2.15.7.1.1 and A.2.15.7.1.5,

adding new Sections A.2.15.7.1.6, A.2.15.7.2.2 through A.2.15.7.2.4, and A.2.15.7.3.3;
deleting and replacing Section A.2.15.7.4; deleting Section A.2.15.7.5 in its entirety and
renumbering remaining Sections accordingly, including any references thereto; and
deleting and replacing the renumbered Sections A.2.15.7.6 through A.2.15.7.6.12 as follows.

2.15.7.1.1

The CONTRACTOR shall develop and implement a critical incident reporting and
management system for incidents that occur in a home and community-based long-
term services and supports service delivery setting, including: community-based
residential alternatives; adult day care centers; other CHOICES HCBS provider sites;
and a member’s home or any other community-based setting. Critical incidents shall
include incidents that occur during the provision of covered CHOICES HCBS and
incidents that are discovered or witnessed by the CONTRACTOR, provider, or FEA
staff.
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2.15.7.1.5

2.15.7.1.6

2.15.7.2.2

2.15.7.2.3

215724

In the manner required by TENNCARE, within twenty-four (24) hours of detection
or notification, the CONTRACTOR must report to TENNCARE any unexpected
death and any incident reported to APS..

As specified in Section A.2.30.12.8, the CONTRACTOR shall submit quarterly
reports to TENNCARE regarding CHOICES HCBS critical incidents.

The CONTRACTOR’s staff and contract providers shall report adverse occurrences
to the CONTRACTOR in accordance with applicable requirements. The maximum
timeframe for reporting an adverse occurrence to the CONTRACTOR shall be
twenty-four (24) hours.

In the manner prescribed by TENNCARE, within twenty-four (24) hours of detection
or notification, the CONTRACTOR must report to TENNCARE any adverse
occurrence as described above.

As specified in Section A.2.30.12.10, the CONTRACTOR shall submit quarterly
reports to TENNCARE regarding adverse occurrences.

A.2.15733  Asspecified in Section A.2.30.12.12, the CONTRACTOR shall submit quarterly

reports to TENNCARE regarding HHA critical incidents.

A.2.15.7.4 Death of Member Reporting (Not Otherwise Reported in accordance with Section

2.15.7.4.1

215742

2.15.7.6

2.15.7.6.1

A2.157)

The CONTRACTOR shall report to TENNCARE any unexpected death of a member
age twenty-one (21) and older and all deaths of members under age twenty-one (21)
that are not otherwise reported in accordance with Section A.2.15.7.

Each incident must be reported using the TENNCARE prescribed MCO Death of
Member template within twenty-four (24) business hours of the CONTRACTOR’s
QM/QI Program staff receiving information relative to such an incident. An updated
report, including results of investigation and next steps must be submitted to
TENNCARE within thirty (30) calendar days of notification of the incident. The
CONTRACTOR shall be responsible, as part of its critical incident management
system, to track, review and analyze critical incident data.

ECF CHOICES Reportable Event Management

The CONTRACTOR shall develop and implement in coordination with DIDD a
Reportable Event management system for Reportable Events involving ECF
CHOICES members that occur in a home and community-based long-term service
and supports delivery setting, if the Reportable Event occurs during the provision of
covered ECF CHOICES services or is discovered or witnessed by the
CONTRACTOR, provider, or FEA staff.
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2.15.7.6.2

2.15.7.6.3

2.15.7.6.3.1

2.15.7.6.3.1

2.15.7.6.3.1

2.15.7.6.3.1

2.15.7.6.3.1

2.15.7.6.3.1

2.15.7.6.3.1

2.15.7.6.3.1

2.15.7.6.3.1

2.15.7.6.3.1

The CONTRACTOR in coordination with DIDD shall identify and track Reportable
Events, and the CONTRACTOR shall review and analyze Reportable Events to
identify and address potential and actual quality of care and/or health and safety
issues. The CONTRACTOR shall regularly review the number and types of
Reportable Events (including, for example, the number and type of Reportable
Events across settings, providers, and provider types) and findings from
investigations (including findings from APS and CPS if available); identify trends
and patterns; identify opportunities for improvement; and develop and implement
strategies to reduce the occurrence of Reportable Events and improve the quality of
ECF CHOICES HCBS.

Reportable Events for the purposes of ECF CHOICES shall be stratified into two
groups: Tier 1 and Tier 2.

Tier 1 Reportable Events shall include the following:

.1 Allegations or suspicion of abuse (physical, sexual and emotional/psychological),

neglect, or exploitation resulting in physical harm, pain or mental anguish.

1.1 For purposes of this section, abuse, neglect, and exploitation shall be defined

as in TCA 33-2-402 and implemented as specified in TennCare protocol.

1.2 Sexual abuse includes sexual battery by an authority figure as defined in

TCA 39-13-527;

.2 All unexpected or unexplained deaths, including suicide;
.3 Serious injury, including serious injury of unknown cause;

34 For purposes of this section, serious injury is any injury requiring medical

treatment beyond first aid by a lay person, and includes, but is not limited to:
fractures, dislocations, concussions, cuts or lacerations requiring sutures,
staples, or dermabond; torn ligaments (e.g., a severe sprain) or torn muscles
or tendons (e.g., a severe strain) requiring surgical repair, second and third
degree burns, and loss of consciousness.

4 Suspicious injury (an injury in which abuse or neglect is suspected or does not

coincide with explanation of how injury was sustained);

.5 Vehicle accident while transporting person resulting in injury or a serious traffic

violation with significant risk of harm (e.g., reckless, careless, or imprudent
driving, driving under the influence, speeding in excess of fifteen (15) miles per
hour over the speed limit);

.6 Medication error resulting in the need for face-to-face medical treatment based

on injury or probable risk of serious harm, including physician services,
emergency assistance or transfer to an acute care facility for stabilization. Such
errors include: administration of the wrong drug or wrong dose; medication
omission; administration to the wrong person, at the wrong time, at the wrong
rate; or administration involving wrong preparation or wrong route of
administration;

32 I ”a ze



Amendment 5 (cont.)
2.15.7.6.3.1.7
2.15.7.6.3.2

2.15.7.63.2.1

2.15.7.63.2.1.1

2.15.7.6.3.2.2

2.15.7.6.3.2.3

2.15.7.6.3.2.4

2.15.7.6.3.2.5

2.15.7.6.3.2.6

2.15.7.6.3.2.7

Theft of more than $500 (Class E felony).
Tier 2 Reportable Events shall include the following:

A member whose whereabouts are unknown and which likely places the person
in a dangerous situation for himself/herself or others. This is reportable as a Tier
2 Reportable Event if the whereabouts of the member are unknown for sixty (60)
minutes or more if the absence is unusual, unless a shorter time is specified in the
person’s PCSP or Behavior Support Plan (BSP) or the absence is a known risk as
specified in the person’s PCSP or the BSP. Reporting that a member’s
whereabouts are unknown is in addition to, and not a substitute for, actively
looking for the member and contacting law enforcement if necessary;

Persons supported shall have the freedom to come and go without staff
supervision, except when such restrictions are necessary to ensure their
health and safety or the safety of others, which must be documented in the
PCSP.

Minor vehicle accident not resulting in injury;
Victim of fire;

Medication variance resulting in the need for observation, which may include the
need to seek practitioner care or advice, but does not require face-to-face
treatment as there is no injury or identified and probable risk of serious harm,
including physician services, emergency assistance, or transfer to an acute
inpatient facility for stabilization. Such variances include: administration of the
wrong drug or wrong dose; medication omission; administration to the wrong
person, at the wrong time, at the wrong rate; or administration involving wrong
preparation or wrong route of administration;

Unsafe environment (uncleanliness or hazardous conditions);

The use of manual or mechanical restraint or protective equipment approved for
use in the person’s PCSP or BSP, but used incorrectly or in a manner other than
intended. Reportable Events determined to be outside of an approved PCSP or
BSP or intentionally inappropriate or in violation of guidelines specified in the
person’s PCSP or BSP shall be referred to DIDD as a Tier 1Reportable Event.

Allegations of disrespectful or inappropriate communication, e.g., humiliation,
harassment, threats of punishment or deprivation, intimidation or demeaning or
derogatory communication (vocal, written, gestures) or any other acts that do not
meet the definition of emotional or psychological abuse but which are directed to
or within eyesight or audible range of the person supported (the CONTRACTOR
shall include such complaints in the CONTRACTOR’s non-discrimination
reporting pursuant to A.2.30.22.3.2.1).

2.15.7.6.3.2.8 The deliberate misplacement, exploitation, or wrongful, temporary or permanent

use of belongings or money valued at less than $500, i.e., less than the threshold
for misappropriation.



Amendment 5 {cont.)

2.15.7.6.4 The CONTRACTOR shall require its staff, contract ECF CHOICES HCBS
providers, and the FEA, as applicable, to report, respond to, and document
Reportable Events as specified in this Contract and in TennCare protocol. This shall
include, but not be limited to, the following:

2.15.7.6.4.1

2.15.7.6.4.2

2.15.7.6.4.3

2.15.7.6.4.3.1

2.15.7.64.3.2

2.15.7.6.4.4

Requiring that ECF CHOICES HCBS providers report all Tier 1 Reportable
Events to DIDD verbally within four (4) hours of witnessing or discovery of the
Tier 1 Reportable Event. The CONTRACTOR shall require such providers to
submit a corresponding written Reportable Event Form (REF) as prescribed by
TennCare to DIDD for Tier 1 Reportable Events by close of the next business
day counting from the date of verbal notification. The CONTRACTOR shall also
require that such providers provide initial notification to the CONTRACTOR and
DIDD using the REF for all Tier 2 Reportable Events by close of the next
business day counting from the date of witnessing or discovery of the Reportable
Event.

For Tier 2 Reportable Events, provider submission of the Tier 2 Reportable
Event on the REF to DIDD and the CONTRACTOR shall be the anchor date for
purposes of Tier 2 Reportable Event review timelines. The CONTRACTOR shall
require that ECF CHOICES HCBS providers complete all investigations into
Tier 2 Reportable Events and submit an investigation report within fourteen (14)
calendar days of the anchor date. The CONTRACTOR may at its discretion grant
one (1) seven (7)-day extension to the provider. Such extension process shall not
apply for Reportable Event investigations in consumer direction in which the
MCO, and not the provider, is responsible for investigating.

The CONTRACTOR shall have thirty (30) calendar days from the anchor date to
review the provider’s investigation report and make one of the following
determinations which must be sent to the provider in writing: (1)} Accept the
report, (2) Submit findings to the provider (e.g., sanctions or corrective action),
or (3) Request additional information from the provider to make a determination.
The CONTRACTOR may request one (1) seven (7)-day extension from
TENNCARE for completion of its review process only upon extenuating
circumstances beyond the CONTRACTOR’s control, and such request for an
extension must be made within the thirty (30) calendar days from the anchor
date.

If the CONTRACTOR determines that additional information from the provider
is necessary to complete the CONTRACTOR’s review, the CONTRACTOR
shall notify the provider in writing and shall have fourteen (14) calendar days
from the date of such notification to complete a review of the provider’s
investigation and determine whether to accept or make findings on the report and
notify the provider.

The CONTRACTOR shall submit a copy of the acceptance or findings sent to
the provider to DIDD within seven (7) calendar days of submitting such
notification to the provider.

Requiring that if the CONTRACTOR receives notice of a Tier 1 or Tier 2
Reportable Event from an individual who is not CONTRACTOR, FEA, or
provider staff (e.g., a caregiver, family member, etc.), then the CONTRACTOR
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2.15.7.6.4.5

2.15.7.6.4.6

2.15.7.6.4.7

2.15.7.64.8

2.15.7.6.4.9

2.15.7.6.4.10

2.15.7.6.4.11

shall notify DIDD of the Tier 1 or Tier 2 Reportable Event as detailed in Section
A2.15.7.6.4.1.

Requiring CONTRACTOR staff to notify DIDD within four (4) hours by phone
following discovery that a Tier 2 Reportable Event should be classified as Tier 1
Reportable Event, and submit an amended REF to DIDD and the provider for the
Reportable Event by close of the next business day counting from the day of
discovery of the incorrectly classified Reportable Event.

Requiring that suspected abuse, neglect, and exploitation of members who are
adults is immediately reported in accordance with TCA 71-6-103 and suspected
brutality, abuse, or neglect of members who are children is immediately reported
in accordance with TCA 37-1-403 or TCA 37-1-605 as applicable.

Requiring that its staff and contract ECF CHOICES HCBS providers
immediately take steps to prevent further harm to any and all members and
respond to any emergency needs of members. If the allegation concerns a Tier 1
Reportable Event allegation of physical or sexual abuse relating to an ECF
CHOICES HCBS worker, the CONTRACTOR shall ensure that the provider
either places the worker on administrative leave or in another position in which
he or she does not have direct contact with, or supervisory responsibility for, a
person supported until DIDD has completed its investigation. Providers may
request an exception to this administrative leave policy in a method prescribed by
TENNCARE. Providers may additionally decide to remove staff concerning
other Tier 1 and Tier 2 Reportable Events at their discretion and pursuant to
agency policy.

Requiring that its staff and contract ECF CHOICES HCBS providers cooperate
with any investigation conducted by the CONTRACTOR or outside agencies
(e.g., TENNCARE, DIDD, APS, CPS, and law enforcement).

Defining the role and responsibilities of the FEA in reporting, any Reportable
Events in ECF CHOICES, which shall include reporting Reportable Events to the
CONTRACTOR using the process developed in accordance with Section
A.2.15.7.6.4.1, and reporting to the CONTRACTOR in accordance with
timeframes set forth in TennCare protocol for ECF CHOICES members, as well
as training employees, contractors of the FEA (including supports brokers), and
consumer-directed workers regarding reporting, and cooperating with the
investigation of any Reportable Events; and training consumers and caregivers
regarding Reportable Event reporting and management. Such role and
responsibilities shall be defined in a manner that is consistent with requirements
in this Section A.2.15.7.6.4 as well as TENNCARE’s contract with the fiscal
employer agent and the model contract between the CONTRACTOR and the
FEA.

Reviewing any FEA reports regarding Reportable Events and investigate, as
appropriate to determine any necessary corrective actions needed by the member
and/or his/her representative to help ensure the member’s health and safety.

Providing appropriate training and taking corrective action as needed to ensure
its staff, contract ECF CHOICES HCBS providers, the FEA, and workers comply
with Reportable Event requirements.
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55.

56.

57.

58.

59.

2.15.7.6.4.12  Conducting oversight, including but not limited to oversight of its staff, contract
ECF CHOICES HCBS providers, and the FEA, to ensure that the
CONTRACTOR’s policies and procedures are being followed and that necessary
follow-up is being conducted in a timely manner.

2.15.7.6.4.13  As specified in Section A.2.30.12.9, the CONTRACTOR shall submit quarterly
reports to TENNCARE regarding ECF CHOICES HCBS critical incidents.

Section A.2.17.2.2 and A.2.17.2.4 shall be deleted and replaced as follows:

2.17.2.2  All written materials shall be clearly legible and unless otherwise directed by
TENNCARE, must be written with a minimum font size of 12pt. with the exception
of member 1.D. cards and certain taglines that require a minimum font size of 18 pt.
Any request from the CONTRACTOR for an exception to the written materials font
size requirements shall be approved in writing by TENNCARE prior to use;

2.17.2.4  All written materials shall be printed with the notice of non-discrimination and
taglines as required by TENNCARE and set forth in TENNCARE’s tagline template.

Section A.2.17.4.6.19 shall be deleted and replaced as follows:

2.17.4.6.19 Shall include information about the civil rights laws as directed by TENNCARE,
which shall include, but is not limited to the notice of nondiscrimination, taglines,
and the discrimination complaint forms;

Section A.2.17.5.3 shall be amended by deleting and replacing Section A.2.17.5.3.2 as
follows, deleting Section A.2.17.5.3.3 in its entirety, and renumbering the remaining Section
accordingly, including any references thereto.

2.17.5.3.2 The procedure on how to obtain information in alternative communication formats,
such as auxiliary aids or services and how to access language assistance services (i.e.,
interpretation and translation services) as well as a statement that interpretation and
translation services and auxiliary aids or services are free. The notice of non-
discrimination and taglines as required by TENNCARE shall be set forth in
TENNCARE’s tagline template;

Section A.2.17.7.3.8 shall be deleted and replaced as follows:

2.17.7.3.8 The procedure on how to obtain member materials in alternative formats for
members with special needs and how to access oral interpretation services and that
both alternative formats and interpretation services are available at no expense to the
member. The notice of non-discrimination and taglines as required by TENNCARE
shall be set forth in TENNCARE’s tagline template;

Section A.2.18.5.2 shall be amended by adding a new Section A.2.18.5.2.26 as follows:
2.18.5.2.26 Information about the civil rights laws as directed by TENNCARE, which shall

include, but is not limited to the notice of nondiscrimination, taglines, and the
discrimination complaint forms.
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60. Sections A.2.20.1 through A.2.20.1.9 shall be deleted and replaced as follows and all
reference changes shall be amended accordingly.

A.20.1 General

2.20.1.1

2.20.1.2

2.20.1.3

2.20.1.4

2.20.1.5

2.20.1.6

The Tennessee Bureau of Investigation, Medicaid Fraud Control Unit (TBI MFCU)
is the state agency responsible for the investigation of provider fraud and abuse in the
TennCare program.

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

The CONTRACTOR shall establish written policies and procedures for its
employees, subcontractors, providers, and agents that provide detailed information
about the False Claims Act, including whistleblower protections, administrative
remedies for false claims, any State laws pertaining to civil or criminal penalties for
false claims and statements, and whistleblower protections under such laws, with
respect to the role of such laws in preventing and detecting fraud, waste, and abuse in
federal health care programs. The CONTRACTOR shall include in any employee
handbook a description of the laws and the rights of employees to be protected as
whistleblowers.

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

The CONTRACTOR, as well as its subcontractors and providers, whether contract or
non-contract, shall comply with all federal requirements (42 CFR Part 455) on
disclosure reporting. All tax-reporting provider entities that bill and/or receive
TennCare funds as the result of this Contract shall submit routine disclosures in
accordance with timeframes specified in 42 CFR Part 455, Subpart B and TennCare
policies and procedures, including at the time of initial contracting, contract renewal,
at any time there is a change to any of the information on the disclosure form, at least
once every three (3) years, and at any time upon request.

The CONTRACTOR, as well as its subcontractors and providers, whether contract or
non-contract, shall comply with all federal requirements (42 C.F.R. § 1002) on
exclusion and debarment screening. The CONTRACTOR, its subcontractors and all
tax-reporting provider entities that bill and/or receive TennCare funds as the result of
this Contract shall screen their owners and employees against the Excluded Parties
List System (EPLS) and the HHS-OIG List of Excluded Individuals/Entities (LEIE).
In addition, the CONTRACTOR and its subcontractors shall screen their owners and
employees against the Social Security Master Death File. Any unallowable funds
made to excluded individuals as full or partial wages and/or benefits shall be
refunded to and/or obtained by the State and/or the CONTRACTOR dependent upon
the entity that identifies the payment of unallowable funds to excluded individuals.
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2.20.1.7

2.20.1.8

2.20.1.8.1

2.20.1.8.2

2.20.1.8.3

2.20.1.84

2.20.1.8.5

2.20.1.8.5.1

2.20.1.8.5.2

2.20.1.8.6

2.20.1.8.7

2.20.1.9

2.20.1.9.1

2.20.1.9.1.1

)

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

The CONTRACTOR is prohibited from taking any actions to recoup or withhold
improperly paid funds already paid or potentially due to a provider when the issues,
services or claims upon which the recoupment or withhold are based meet one or
more of the following criteria:

The improperly paid funds have already been recovered by the State of Tennessee,
either by TENNCARE directly or as part of a resolution of a state or federal
investigation and/or lawsuit, including but not limited to False Claims Act cases; or

The improperly paid funds have already been recovered by the States Recovery Audit
Contractor (RAC) contractor; or

When the issues, services or claims that are the basis of the recoupment or withhold
are currently being investigated by the State of Tennessee, are the subject of pending
Federal or State litigation or investigation, or are being audited by the TennCare
RAC.

The prohibition described in this section shall be limited to a specific provider(s), for
specific dates, and for specific issues, services, or claims.

To determine whether this prohibition may apply to the CONTRACTOR’s actions,
the CONTRACTOR shall:

Check the most recent Provider Alert List (PAL) from TennCare OPI for each
relevant provider and provider NPI; and

Contact TennCare OP] if a relevant provider or provider NPI is on the PAL to
determine the specific dates, issues, services, or claims covered by the
prohibition.

In the event that CONTRACTOR obtains funds in cases where repayment is
prohibited under this section, the CONTRACTOR will notify the Director of
TennCare OPI and take action in accordance with written instructions from the
Director of TennCare OPI.

If the CONTRACTOR fails to adhere to the prohibitions and requirements of this
section, the CONTRACTOR may be subject to forfeiture of the funds to the State and
the imposition of liquidated damages as described in Section E.29.2.

If a provider offers or initiates a voluntary refund to the CONTRACTOR of an
overpayment of funds, the CONTRACTOR shall:

Determine whether the provider or provider NPI is under investigation, or is subject
to a claim tag from the State of Tennessee or from the State’s RAC;

Check the most recent PAL from TennCare OPI for each relevant provider or
provider NPI, and
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61.

62.

63.

2.20.1.9.1.2 Contact TennCare OPI if a relevant provider or provider NP1 is on the PAL to
determine the specific dates, issues, services, or claims that are under
investigation or subject to claim tag.

2.20.1.9.2 In the event a provider offers or initiates a voluntary refund of funds associated with
dates, issues, services, or claims which are under investigation, or subject to a claim
tag, the CONTRACTOR shall take action in accordance with written instructions
from the Director of TennCare OPI.

2.20.1.9.3 If TennCare OPI determines that funds obtained by a CONTRACTOR through a
voluntary refund initiated by a provider are under investigation or subject to a claim
tag, the CONTRACTOR shall segregate and hold separate the funds until OPI
notifies the CONTRACTOR of a resolution of the investigation or claim tag. The
CONTRACTOR shall not amend the claims associated with the funds submitted
through a voluntary refund by the provider without written approval from TennCare
OPL

2.20.1.9.4 If the CONTRACTOR fails to adhere to the requirements of this section, or take
action in accordance with written instructions from the Director of TennCare OPI, the
CONTRACTOR may be subject to forfeiture of the funds to the State and the
imposition of liquidated damages, as described in E.29.2.

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

Section A.2.20.2 shall be amended by adding a new Section A.2.20.2.10, renumbering the
remaining Section accordingly, including any references thereto, and deleting and replacing
the renumbered Section A.2.20.17 as follows:

2.20.2.10 The CONTRACTOR shall suspend payment to a provider upon notification from
TennCare OP] of the determination of a credible allegation of fraud.

2.20.2.17 In accordance with the Affordable Care Act and TennCare policy and procedures, the
CONTRACTOR shall promptly report overpayments made by TENNCARE to the
CONTRACTOR as well as overpayments made by the CONTRACTOR to a provider
and/or subcontractor (See Section A.2.12.9.42).

Section A.2.22.8.1.7 shall be amended as follows:

2.22.8.1.7 Provider validation: the system shall approve for payment only those claims received
from providers eligible to render services for which the claim was submitted,
including requirements related to public health nurses as described in Section

A.2.13.7.2; and

Section A.2.26.6 shall be amended as follows:

A.2.26.6  Subcontract with Fiscal Employer Agent (FEA)

2.26.6.1 As required in Section A.2.9.7.3, the CONTRACTOR shall contract with
TENNCARE’s designated FEA to provide assistance to members choosing consumer
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2.26.6.2

direction of eligible CHOICES HCBS or eligible ECF CHOICES HCBS and to
facilitate submission of claims for such services.

The CONTRACTOR may also contract with either TENNCARE’s designated FEA
or another entity prior approved by TENNCARE to manage payments to members or
an authorized representative as specified in the approved PCSP for the Family
Caregiver Stipend benefit or for other ECF CHOICES HCBS that require payment to
the member or an authorized representative, including Family or Member Education
and Training.

64. Section A.2.29.2.2 shall be amended as follows:

22922

Except as specified in this Section A.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. Background checks must be performed on any person
who will have direct contact with a person receiving services in CHOICES or ECF
CHOICES. All background checks required in this Section must be completed prior
to the start date of employment.

65. Section A.2.30.4 shall be deleted and replaced as follows:

A.2.30.4  Specialized Service Reports

2.30.4.1

2.30.4.2

2.30.4.3

2.30.4.4

The CONTRACTOR shall submit a quarterly Psychiatric Hospital/RTF Readmission
Report that provides: the percentage of members readmitted to the facility within
seven (7) calendar days of discharge (the number of members readmitted divided by
the total number of discharges); the percent of members readmitted within thirty (30)
calendar days of discharge (the number of members readmitted divided by the total
number of discharges); and an analysis of the findings with any actions or follow-up
planned. The information shall be reported separately for members age eighteen (18)
and over and under eighteen (18).

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

The CONTRACTOR shall submit a quarterly Behavioral Crisis Prevention,
Intervention, and Stabilization Services for Individuals with Intellectual or
Developmental Disabilities (I/DD) Report including the data elements described by
TENNCARE. Specified data elements shall be reported for each individual provider
as described in the template provided by TENNCARE.

The CONTRACTOR shall submit a quarterly Tennessee Health Link (THL) Report
including the data elements described by TENNCARE. Specified data elements shall
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66.

67.

68.

2.30.4.5

2.30.4.6

2.30.4.7

be reported for each individual provider as described in the template provided by
TENNCARE.

The CONTRACTOR shall submit annually, a Tennessee Health Link (THL) Audit
Report including the data elements described by TENNCARE.

The CONTRACTOR shall submit a TennCare Kids Quarterly Outreach Activities
Report which shall be in a format designated by TENNCARE and shall include a
listing of related and non-related TennCare Kids events.

The CONTRACTOR shall submit a Monthly EPSDT Claims Report, which shall
include the number of EPSDT screening claims processed by region for the service
dates beginning with the current federal fiscal year (October 1) through the last day
of the current month. This report shall be due by the 20th day after the end of the
reporting month.

Section A.2.30.6.5.3 shall be amended as follows:

2.30.6.5.3

Total number of CHOICES members with scheduled visits for each service type
(personal care, attendant care, and home-delivered meals), by provider type (agency
provider) and ECF CHOICES members with scheduled visits for each service
(personal assistance and supportive home care);

Section A.2.30.6.8 shall be amended as follows:

2.30.6.8

The CONTRACTOR shall submit a quarterly ECF CHOICES Support Coordination
Report, in a format specified by TENNCARE that includes, but is not limited to,
information on support coordination staffing, enrollment and support coordination
contacts (including the number and percent of newly enrolled members electing to
waive their Initial SP), ongoing assessment, supports planning and service initiation.

Section A.2.30.6.9 shall be amended by adding new Sections A.2.30.6.9.2.3 and A.2.30.6.9.2.4

as follows:

2.30.6.9

2.30.6.9.1

2.30.6.9.2

2.30.6.9.2.1

2.30.6.9.2.2

2.30.6.9.2.3

The CONTRACTOR shall submit a monthly CHOICES and ECF CHOICES
Caseload and Staffing Ratio Report.

The report shall reflect the weighted Care Coordinator-to-CHOICES member staffing
ratios and Care Coordinator caseloads on the last business day of the month prior to
the report submission (e.g. the report submitted in April will reflect the weighted
caseloads and staffing ratios as they appeared on March 31);

The report shall include at a minimum:

The weighted average Care Coordinator-to CHOICES member staffing ratio;

The weighted caseload of CHOICES member assignments to each individual
Care Coordinator;

The tenure of Care Coordinators (i.e., the number of months each Care

Coordinator has been employed as a Care Coordinator with the
CONTRACTOR); and
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69.

70.

71.

2.30.6.9.24

2.30.6.9.3

2.30.6.9.4

2.30.6.9.4.1

2.30.6.9.4.2

The number of reassigned members (i.e., the number of members on the CC
caseload who were existing CHOICES members with the CONTRACTOR and
were reassigned to the Care Coordinator during the month).

The report shall reflect the weighted Support Coordinator-to-ECF CHOICES member
staffing ratios, and Support Coordinator-to-CHOICES member staffing ratios, if a
Support Coordinator supports both ECF CHOICES and CHOICES members, and
Support Coordinator caseloads on the last business day of the month prior to the
report submission (e.g. the report submitted in April will reflect the weighted
caseloads and staffing ratios as they appeared on March 31).

The report shall include at a minimum;

The weighted average Support Coordinator-to-ECF CHOICES member staffing
ratio, including the Support Coordinator-to-CHOICES members staffing ratio, if
applicable; and

The weighted caseload of ECF CHOICES member assignments, and if
CHOICES member assignments, if applicable, to each individual Support
Coordinator.

Section A.2.30.6.10.1 shall be amended as follows:

2.30.6.10.1

The total number and the name and SSN of each CHOICES Group 2 or ECF
CHOICES Group 4 or 6 member enrolled into MFP;

Section A.2.30.6.14 shall be amended as follows:

2.30.6.14

The CONTRACTOR shall submit a Housing Profile Assessment Report quarterly in
a format specified by TENNCARE. This report shall monitor the housing needs of
CHOICES and ECF CHOICES enrollees waiting to transition or post-transition and
includes, but is not limited to, transition wait times, transition barriers, monthly
income amounts, housing options chosen, and counties chosen for transition.
Additionally, this report shall contain a listing of members receiving a housing
supplement including but not limited to, 202 funds, CDBG funds, funds for assistive
technology as it relates to housing, funds for home modifications, HOME dollars,
housing choice vouchers (such as tenant based, project based, mainstream, or
homeownership vouchers), housing trust funds, low income housing tax credits,
section 811, USDA rural housing funds, Veterans Affairs housing funds, or other.
Finally, this report shall contains the names, addresses, and monthly incomes of all
the CONTRACTOR’s members participating in the (MFP) Non-Profit Affordable
Housing Development Grant Initiative.

Section A.2.30.8 shall be amended by amending subsection A.2.30.8.7 and adding new
subsections A.2.30.8.9 and A.2.30.8.10 as follows:

2.30.8.7 The CONTRACTOR shall submit an annual CHOICES and ECF CHOICES Qualified

Workforce Strategies Report that describes any additional strategies the
CONTRACTOR elects to undertake to assist in the development of an adequate
qualified workforce for covered long-term care services, increase the available
qualified direct care staff, and improve the retention of qualified direct care staff (see
Section A.2.11.6.6). At a minimum, the report shall include a brief description of
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72.

13.

74.

75.

C.1.1

each of any additional strategies the CONTRACTOR elects to undertake, including
increasing the availability of qualified direct care staff for members and improving
retention of such staff; activities associated with each of the CONTRACTOR’s
strategies, including associated partnerships; timeframes for implementing each
strategy and associated activities; the status of each strategy and associated activities;
and a brief summary of the current and anticipated impact of each strategy and
associated activities. Should the CONTRACTOR elect not to pursue additional
activities (beyond the statewide initiative), this report shall be submitted timely and
shall report that the CONTRACTOR has elected not to pursue additional activities
beyond the statewide initiative.

2.30.8.9 The CONTRACTOR shall, using a template provided by TENNCARE, submit a
Quarterly CHOICES and ECF CHOICES Provider Background Check Report to
demonstrate that the CONTRACTOR’s CHOICES and ECF CHOICES providers are
conducting background checks in accordance with Federal and State law and rules
and TennCare policy prior to employment for all employees who will have direct
contact with members as reviewed during credentialing and recredentialing visits
conducted during a given quarter.

2.30.8.10 The CONTRACTOR shall submit a Quarterly HCBS Settings Report that aggregates
the HCBS Settings data collected pursuant to Section A.2.9.6.6.2.5 and identifies
trends relating to member concerns with particular providers or provider settings,
including steps for remediation to address these concerns.

Sections A.2.30.12.13 and A.2.30.12.13.1 shall be deleted in their entirety.

Section A.2.30.22.4.2 shall be amended by deleting and replacing the due date of “December
15” to “February 1”.

Section B.1 shall be amended by deleting the reference to “December 31, 2016” and
replacing it with “December 31, 2017”.

Section C.1.1 shall be amended as follows:

In no event shall the maximum liability of the State under this Contract exceed Five Billion,
Eight Hundred Fifteen Million, Four Hundred Twenty Three Thousand, Six Hundred Fifty
Dollars ($5,815,423,650.00). The payment methodology in section C.3 shall constitute the
entire compensation due the CONTRACTOR for all service and CONTRACTOR obligations
hereunder regardless of the difficulty, materials or equipment required. The payment method
or rates include, but are not limited to, all applicable taxes, fees, overheads, and all other
direct and indirect costs incurred or to be incurred by the CONTRACTOR.

The CONTRACTOR is not entitled to be paid the maximum liability for any period under the
Contract or any extensions of the Contract for work not requested by the State. The
maximum liability represents available funds for payment to the CONTRACTOR and does
not guarantee payment of any such funds to the CONTRACTOR under this Contract unless
the State requests work and the CONTRACTOR performs said work. In which case, the
CONTRACTOR shall be paid in accordance with the payment rates detailed in section C.3.
The State is under no obligation to request work from the CONTRACTOR in any specific
dollar amounts or to request any work at all from the CONTRACTOR during any period of
this Contract.

43| Page



Amendment 5 (cont.)

76. Section E.13 shall be amended by adding a new Section E.13.50 as follows:
E.13.50 Section 1914 of Title XIX of the Social Security Act and 42 CFR §447.30.

77. The liquidated damages chart in Section E.29.2.2.7 shall be amended by adding a new
damage A.40 as follows:

LEVEL PROGRAM ISSUES DAMAGE

A.40 Failure to timely report $2,000 per occurrence with the failure to timely
CHOICES critical incidents and report CHOICES critical incidents and ECF
ECF CHOICES Reportable CHOICES Reportable Events being a distinct

Events or to timely notify APS
or law enforcement when
appropriate pursuant to Sections )
A2.15.7and A.2.15.7.6. when appropriate

occurrence from the failure to timely report such
incidents and events to APS or law enforcement

These amounts shall be multiplied by two (2) when
the CONTRACTOR has not complied with the
Caseload and Staffing requirements as specitied in
Section A.2.9.6.12.12. of this Contract

78. Attachment I shall be deleted and replaced as follows:

ATTACHMENT I
BEHAVIORAL HEALTH SPECIALIZED SERVICE DESCRIPTIONS

The CONTRACTOR shall provide medically necessary Behavioral Health Intensive Community Based
Treatment Services, Tennessee Health Link, 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 use disorders. Recovery is a
consumer driven process in which consumers are able to work, learn and participate fully in their
communities. Recovery is the ability to live a fulfilling and productive life with a disability.

SERVICE Behavioral Health Intensive Community Based Treatment Services

DEFINITION

Behavioral Health Intensive Community Based Treatment (ICBT) Services provide frequent and
comprehensive support to individuals with a focus on recovery and resilience. The CONTRACTOR shall
ensure the provision of Behavioral Health Intensive Community Based Treatment Services to adults and
youth with complex needs including individuals who are at high risk of future hospitalization or
placement out of the home and require both community support and treatment interventions. Behavioral
Health Intensive Community Based Treatment Services shalf be rendered through a team approach which
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shall include a therapist and care coordinator who work under the direct clinical supervision of a licensed
behavioral health professional. The primary goal of these services is to reach an appropriate point of
therapeutic stabilization so the individual can be transitioned to less in home based services and be
engaged in appropriate behavioral health office based services.

Intensive Community Based Treatment Services should include, at a minimum, the following elements
and services as clinically appropriate:

e System Of Care principles

o Certified Family Support Specialist services

e Direct clinical supervision

¢ Evidenced-based comprehensive assessments and evaluations

e  Minimum of one to two (1-2) visits per week for individual therapy, family therapy, or family

support from a Certified Family Support Specialist

Intensive Community Based Treatment Services shall be outcome-driven, including, but not limited to
these treatment outcomes:

e Strengthened family engagement in treatment services

e Increased collaboration among formal and informal service providers to maximize therapeutic

benefits

e Progress toward child & family goals

e Increased positive coping skills

e Increased family involvement in the community

e Developed skills to independently navigate the behavioral health system

Intensive Community Based Treatment Services inciude CTT, CCFT, and PACT treatment models as
described below:

Continuous Treatment Team (CIT)

CTT is a coordinated team of staff (to include physicians, nurses, case managers, and other therapists as
needed) who provide a range of intensive, care coordination, treatment, and rehabilitation services to
adults and children and youth. The intent is to provide intensive treatment to adults and 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 are delivered in the home or in natural settings 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, counseling, skills
building, therapeutic intervention, advocacy, educational services, medication management as indicated,
school based counseling and consultation with teachers, and other behavioral health services deemed
necessary and appropriate.

Comprehensive Child and Family Treatment (CCFT)

CCFT services are high intensity, time-limited, therapeutic services designed for children and youth to
provide stabilization and deter from out-of-home placement. There is usually family instability and high-
risk behaviors exhibited by the child/adolescent. 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.
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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 staff
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. The service components of PACT
include:

1) Services targeted to a specific group of individuals with severe mental illness;

2) Treatment, support and rehabilitation services provided directly by the PACT team;

3) Sharing of responsibility between team members and individuals served by the team;

4) Small staff (all team staff including case managers) to individual ratios (approx. 1 to 10);
5) Comprehensive and flexible range of treatment and services;

6) Interventions occurring in community settings rather than in hospitals or clinic settings;
7) Twenty-four (24) hour a day availability of services; and

8) Engagement of individuals in treatment and recovery.

| SERVICE Tennessee Health Link |

DEFINITION

Tennessee Health Link is a team of professionals associated with a mental health clinic or other
behavioral health provider who provides whole-person, patient-centered, coordinated care for an assigned
panel of members with behavioral health conditions. Members who would benefit from Tennessee Health
Link will be identified based on diagnosis, health care utilization patterns, or functional need. They will
be identified through a combination of claims analysis and provider referral.

Health Link professionals will use care coordination and patient engagement techniques to help members
manage their healthcare across the domains of behavioral and physical health, including:

e Comprehensive care management (e.g., creating care coordination and treatment plans)

e Care coordination (e.g., proactive outreach and follow up with primary care and behavioral health
providers)

e Health promotion (e.g., educating the patient and his/her family on independent living skills)

e Transitional care (e.g., participating in the development of discharge plans)

e Patient and family support (e.g., supporting adherence to behavioral and physical health
treatment)

e Referral to social supports (e.g., facilitating access to community supports including scheduling
and follow through)

SERVICE Psychiatric Rehabilitation |

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.
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The service components included under psychiatric rehabilitation are as follows:

Psychosocial Rehabilitation

Psychosocial Rehabilitation is a community-based program that promotes recovery, community
integration, and improved quality of life for members who have been diagnosed with a behavioral health
condition that significantly impairs their ability to lead meaningful lives. The goal of Psychosocial
Rehabilitation is to support individuals as active and productive members of their communities through
interventions developed with a behavioral health professional or certified peer recovery specialist, in a
non-residential setting. These interventions are aimed at actively engaging the member in services, and
forming individualized service plan goals that will result in measurable outcomes in the areas of
educational, vocational, recreational and social support, as well as developing structure and skills training
related to activities of daily living. Such interventions are collaborative, person-centered, individualized,
and ultimately results in the member’s wellness and recovery being sustainable within the community
without requiring the support of Psychosocial Rehabilitation. Psychosocial Rehabilitation must meet
medical necessity criteria and may be provided in conjunction with routine outpatient services.

Psychosocial Rehabilitation services vary in intensity, frequency, and duration in order to resolve the
member’s ability to manage functional difficulties.

Supported Employment

Supported employment consists of evidenced based practices (e.g., individual placement and support) to
assist individuals to choose, prepare for, obtain, and maintain gainful employment that is based on
individuals’ preferences, strengths, and experiences. This service also includes support services to the
individual, including side-by-side support on the job. These services may be integrated into a
psychosocial rehabilitation center.

Peer Recovery Services

Peer recovery services are designed and delivered by people who have lived experience with behavioral
health issues. A Certified Peer Recovery Specialist (CPRS) is someone who has self-identified as being
in recovery from mental illness, substance use disorder, or co-occurring disorders of both mental illness
and substance use disorder. In addition, a Certified Peer Recovery Specialist has completed specialized
training recognized by the Tennessee Department of Mental Health and Substance Abuse Services on
how to provide peer recovery services based on the principles of recovery and resiliency. Certified Peer
Recovery Specialists can provide support to others with mental illness, substance use disorder, or co-
occurring disorder and help them achieve their personal recovery goals by promoting self-determination,
personal responsibility, and the empowerment inherent in self-directed recovery.

Under the direct clinical supervision of a licensed behavioral health professional, peer recovery services
provided by a Certified Peer Recovery Specialist may include: assisting individuals in the development of
a strengths-based, person-centered plan of care; serving as an advocate or mentor; developing community
support; and providing information on how to successfully navigate the behavioral health care
system. Activities which promote socialization, recovery, self-advocacy, development of natural
supports, and maintenance of community living skills are provided so individuals can educate and support
each other in the acquisition of skills needed to manage their recovery and access resources within their
communities. Services are often provided during the evening and weekend hours.
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Family Support Services

Family support services are used to assist other caregivers of children or youth diagnosed with emotional,
behavioral, or co-occurring disorders, and are provided by a Certified Family Support Specialist under the
direct clinical supervision of a licensed behavioral health professional. A Certified Family Support
Specialist is a person who has previously self-identified as the caregiver of a child or youth with an
emotional, behavioral or co-occurring disorder and who has successfully navigated the child-serving
systems to access treatment and resources necessary to build resiliency and foster success in the home,
school, and community. This individual has successfully completed and passed training recognized by the
Tennessee Department of Mental Health and Substance Abuse Services on how to assist other caregivers
in fostering resiliency in their child based on the principles of resiliency and recovery; and has received
certification from the Tennessee Department of Mental Health and Substance Abuse Services as a
Certified Family Support Specialist.

These services include assisting caregivers in managing their child’s illness and fostering resiliency  and
hope in the recovery process. These direct caregiver-to-caregiver support services include, but are not
limited to, developing formal and informal supports, assisting in the development of strengths-based
family and individual goals, serving as an advocate, mentor, or facilitator for resolution of issues that a
caregiver is unable to resolve on his or her own, or providing education on system navigation and skills
necessary to maintain a child with emotional, behavioral or co-occurring disorders in their home
environment.

Illness Management & Recovery

Illness management and recovery services refer to a series of weekly sessions with trained mental health
practitioners for the purpose of assisting individuals in developing personal strategies for coping with
mental illness 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 refer to transitional services rendered at facilities that provide behavioral
health staff supports for individuals who require treatment services in a highly structured, safe, and secure
setting. Supported housing services are for TennCare Priority Enrollees and are intended to prepare
individuals to live independently in a community setting. At a minimum, supported housing services
include coordinated and structured personal care services to address the individuals® behavioral and
physical health needs in addition to fifteen (15) hours per week of psychosocial rehabilitation services to
assist individuals in achieving recovery and resiliency based goals and developing the life skills necessary
to live independently in a community setting. The required fifteen (15) hours per week of psychosocial
rehabilitation is not inclusive of the psychosocial rehabilitation services received in day programs.
Supported housing services do not include the payment of room and board.

SERVICE Crisis Services

Definition
Behavioral health crisis services shall be rendered to individuals with a mental health or substance

use/abuse issue when there is a perception of a crisis by an individual, family member, law enforcement,
hospital staft or others who have closely observed the individual experiencing the crisis. Crisis services
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are available twenty-four (24) hours a day, seven (7) days a week. Crisis services include 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. Certified Peer Recovery Specialists and/or Certified Family
Support Specialists shall be utilized in conjunction with crisis specialists to assist adults and children in
alleviating and stabilizing crises and promote the recovery process as appropriate. Behavioral health crisis
service providers are not responsible for pre-authorizing emergency involuntary 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
evaluation 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:

e TFor calls originating from an Emergency Dept., telehealth is the preferred service delivery
method for the crisis response service

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

e 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

e For all other calls, unless specified in the Protocols, if a person with mental illness is experiencing
the likelihood of immediate harm then a response is indicated.

79. The Service Charts in Attachment V shall be amended by deleting and replacing “Mental
Health Case Management” with “Intensive Community Based Treatment Services” and
adding “Tennessee Health Link Services” as follows:

ATTACHMENT V
ACCESS & AVAILABILITY FOR BEHAVIORAL HEALTH SERVICES

The CONTRACTOR shall adhere to the following behavioral health network requirements to ensure
access and availability to behavioral health services for all members (adults and children). For the
purpose of assessing behavioral health provider network adequacy, TENNCARE will evaluate the
CONTRACTOR’s provider network relative to the requirements described below. Providers serving
adults will be evaluated separately from those serving children.

Access to Behavioral Health Services

The CONTRACTOR shall ensure access to behavioral health providers for the provision of covered
services. At a minimum, this means that:

The CONTRACTOR shall have provider agreements with providers of the services listed in the table
below and meet the geographic and time for admission/appointment requirements.
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Service Type

Geographic Access Requirement

Maximum Time for
Admission/
Appointment

Psychiatric Inpatient Hospital
Services

Travel distance does not exceed 90 miles
for at least 90% of members

4 hours (emergency
involuntary)/24 hours
(involuntary)/24 hours
(voluntary)

24 Hour Psychiatric Residential
Treatment

The CONTRACTOR shall contract with
at least 1 provider of service in each
Grand Region (3 statewide) for ADULT
members

Travel distance does not exceed 60 miles
for at least 75% of CHILD members and
does not exceed 90 miles for at least 90%
of CHILD members

Within 30 calendar days

Outpatient Non-MD Services

Travel distance does not exceed 30 miles
for ALL. members

Intensive Outpatient (may include
Day Treatment (adult), Intensive Day
Treatment (Children & Adolescent)
or Partial Hospitalization

Travel distance does not exceed 90 miles

for at least 90% of members

Within 10 business days;
if urgent, within 48 hours

Within 10 business days;
if urgent, within 48 hours

Inpatient Facility Services
(Substance Abuse)

Travel distance does not exceed 90 miles
for at least 90% of members

Within 2 calendar days;
for detoxification - within
4 hours in an emergency
and 24 hours for non-
emergency

24 Hour Residential Treatment
Services (Substance Abuse)

The CONTRACTOR shall contract with
at least 1 provider of service in each
Grand Region (3 statewide) for ADULT
members

The CONTRACTOR shall contract with
at least 1 provider of service in each
Grand Region (3 statewide) for CHILD
members

Within 10 business days

Outpatient Treatment Services
(Substance Abuse)

Travel distance does not exceed 30 miles
for ALL members

Within 10 business days;
for detoxification —
within 24 hours

Intensive Community Based
Treatment Services

Not subject to geographic access
standards

Tennessee Health Link Services

Within 7 calendar days

Not subject to g;:ographic access
standards

Psychosocial Rehabilitation (may
include Supported Employment,
llIness Management & Recovery,
Peer Recovery services or Family
Support service

Within 30 Calendar Days

Not subject to geographic access
standards

Within 10 business days

Supported Housing

Not subject to geographic access
standards

Within 30 calendar days
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Crisis Services (Mobile)

Not subject to geographic access
standards

Face-to-face contact
within 2 hours for
emergency situations and
4 hours for urgent
situations

Crisis Stabilization

Not subject to geographic access
standards

Within 4 hours of referral

TENNCARE will evaluate the need for further action when the above standards are not met. At its sole
discretion TENNCARE may elect one of three options: (1) TENNCARE may request a Corrective
Action Plan (CAP), (2) a Request for Information (RFI), (3) or an On Request Report (ORR)
depending on the severity of the deficiency.

The requested CAP, RF1 or ORR response shall detail the CONTRACTOR’s network adequacy
considering any alternate measures, documentation of unique market conditions and/or its plan for
correction. If TENNCARE determines the CONTRACTOR’s response demonstrates the existence of
alternate measures or unique market conditions, TENNCARE may elect to request periodic updates

from the CONTRACTOR regarding efforts to address such conditions.
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At a minimum, providers for the following service types shall be reported on the Provider Enrollment

File:

Service Code(s) for use in position

Service Type 330-331 of the Provider Enrollment
File
Psychiatric Inpatient Hospital Services Adult-11,79, 85
Child — A1 or H9

24 Hour Psychiatric Residential Treatment

Adult - 13, 81, 82
Child — A9, H1, or H2

QOutpatient MD Services (Psychiatry) Adult—19
Child — B5
Outpatient Non-MD Services Adult—20
Child — B6

Intensive Outpatient/ Partial Hospitalization

Adult —21, 23, 62
Child - B7, C2, C3

Inpatient Facility Services

Adult-15, 17

(Substance Abuse) Child — A3, A5
24 Hour Residential Treatment Services Adult - 56
(Substance Abuse) Child - F6
Outpatient Treatment Services Adult —27 or 28
(Substance Abuse) Child — D3 or D4

Intensive Community Based Treatment Services

Adult - 66, or 83
Child - C7, G2, G6, or K1

Tennessee Health Link Services Adult-31
Child-D7

Psychiatric Rehabilitation Services:

Psychosocial Rehabilitation 42

Supported Employment 44

Peer Recovery Services 88

Family Support Services 49

[llness Management & Recovery 90

Supported Housing 32 and 33

Crisis Services (Mobile)

Adult - 37, 38, 39
Child - D8, D9, E1

Crisis Respite Adult — 40
Child - E2
Crisis Stabilization Adult 4]
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Amendment 5 (cont.)

Attachment VIII shall be amended by deleting the existing Item 112, deleting and replacing Items
51, 53, 107 and the renumbered Items 112, 115, and 162 and adding new Items 113, 114 and 116 as
follows and renumbering the remaining Items accordingly.

Policies and procedures regarding critical incident and Reportable Event management and reporting to
ensure compliance with Sections A.2.15.7.1 and A.2.15.7.6

Report critical incidents or adverse occurrences to TENNCARE within twenty-four (24) hours or four (4)
hours, as applicable, pursuant to Sections A.2.15.7.1, A.2.15.7.2, A.2.15.7.3, A.2.15.7.4, A.2.15.7.6.4.1

Annual Community Outreach Plan (see Section A.2.30.3.1)

Behavioral Crisis Prevention, Intervention, and Stabilization Services for Individuals with Intellectual or

Developmental Disabilities (I/DD) Report (See Section A.2.30.4.3)

113.

114.

115.

116.

162.

81.

Tennessee Health Link Quarterly Report (A.2.30.4.4)
Tennessee Health Link Annual Report (A.2.30.4.5)
TennCare Kids Quarterly Outreach Activities Report (see Section A.2.30.4.6)

Monthly EPSDT Claims Report (see Section A.2.30.4.7)

ECF CHOICES HCBS Reportable Event Report (see Section A.2.30.12.9)

The terms Support Coordinator and Care Coordinator (when in reference to CHOICES or ECF
CHOICES) shall be capitalized throughout the Contract.
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All of the provisions of the original Contract not specifically deleted or modified herein shall remain in full force and
effect. Unless a provision contained in this Amendment specifically indicates a different effective date, for
purposes of the provisions contained herein, this Amendment shall become effective January 1, 2017.

The State is not bound by this Amendment until it is signed by the contract parties and approved by appropriate
officials in accordance with applicable Tennessee laws and regulations (depending upon the specifics of this
Contract, said officials may include, but are not limited to, the Commissioner of Finance and Administration, the
Commissioner of Human Resources, and the Comptroller of the Treasury).

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

STATE OF TENNESSEE

DEPARTMENT OF FINANCE UNITEDHEALTHCARE PLAN OF THE
AND ADMINISTRATION RIVER VALLEY, INC.

BY: BY:

Larry B. Martin Rita Johnson-Mills

Commissioner President and CEO, TennCare

DATE: DATE:
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AMENDMENT NUMBER 4
STATEWIDE CONTRACT
BETWEEN
THE STATE OF TENNESSEE,
d.b.a. TENNCARE
AND
UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, INC.

EDISON RECORD ID: 40181

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 Contract
by and between the State of Tennessee TennCare Bureau, hereinafter referred to as TENNCARE, and
UNITEDHEALTHCARE PLAN OF THE RIVER VALLEY, INC., hereinafter referred to as the CONTRACTOR
as specified below.

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

I The phrase “or PCSP, as applicable” shall be inserted in all instances referencing “plan of care” or
“POC” as it relates to CHOICES in which the ECF CHOICES PCSP is also appropriate to
reference.

2 The contract shall be amended by deleting the word “TPAES” throughout and replacing it with
“PAE Tracking System”.

3. The definition of “Administrative Cost” shall be amended as follows:

Administrative Cost — All costs to the CONTRACTOR related to the administration of this Contract that

are non-medical in nature including, but not limited to:

1.

2

Meeting general requirements in Section A.2.2;

Enrollment and disenrollment in accordance with Sections A.2.4 and A.2.5;

Additional services and use of incentives in Section A.2.6.6;

Health education and outreach in Section A.2.7.4;

Meeting requirements for coordination of services specified in Section A.2.9, including care
coordination for CHOICES members and the CONTRACTOR’s electronic visit verification system,

except for purposes of ECF CHOICES, costs related to the provision of support coordination;

Establishing and maintaining a provider network in accordance with the requirements specified in
Section A.2.11, Attachments 111, IV and V;

Utilization Management as specified in Section A.2.14;
Quality Management/ Quality Improvement activities as specified in Section A.2.15;

Production and distribution of Member Materials as specified in Section A.2.17;



dment 4 (cont.)

10. Customer service requirements in Section A.2.18;

11. Complaint and appeals processing and resolution in accordance with Section A.2.19;

12. Determination of recoveries from third party liability resources in accordance with Section A.2.21.4;
13. Claims Processing in accordance with Section A.2.22;

14. Maintenance and operation of Information Systems in accordance with Section A.2.23;

15. Personnel requirements in Section A.2.29;

16. Production and submission of required reports as specified in Section A.2.30;

17. Administration of this Contract in accordance with policies and procedures;

18. All other Administration and Management responsibilities as specified in Attachments 11 through 1X
and Sections A.2.20, A.2.21, A.2.24, A.2.25, A.2.26, A.2.27, and A.2.28;

19. Premium tax; and

20. Costs of subcontractors engaged solely to perform a non-medical administrative function for the
CONTRACTOR specifically related to securing or fulfilling the CONTRACTOR’s obligations to
TENNCARE under the terms of this Contract (e.g., claims processing) are considered to be an
“administrative cost”.

The definition of “Advanced Determination” shall be deleted in its entirety.
The definition of “At-Risk” shall be amended as follows:

At-Risk — As it relates to the CHOICES program, SSI eligible adults age sixty-five (65) and older or age
twenty-one (21) or older with physical disabilities, who do not meet the established level of care criteria
for nursing facility services, but have a lesser number or level of functional deficits in activities of daily
living as defined in TennCare rules and regulations, such that, in the absence of the provision of a
moderate leve] of home and community based services, the individual’s condition and/or ability to
continue living in the community will likely deteriorate, resulting in the need for more expensive
institutional placement. As it relates to Interim CHOICES Group 3, open for enrollment only between
July 1, 2012 and June 30, 2015, "at risk" is defined as adults age sixty-five (65) and older or age twenty-
one (21) or older with physical disabilities who receive SSI or meet Nursing Financial eligibility criteria,
and also meet the Nursing Facility level of care in effect on June 30, 2012.

As it relates to the ECF CHOICES program, children under age twenty-one (21) with I/DD living at home
with family and adults age twenty-one (21) and older with 1/DD who meet the applicable financial
eligibility criteria, i.e., 1) SSI eligible; 2) for purposes of the Interim ECF CHOICES At-Risk
Demonstration Group, the financial eligibility standards for the ECF CHOICES 217-Like Group; 3) for
purposes of the ECF CHOICES At-Risk Demonstration Group implemented in Phase 2 of ECF
CHOICES, the resource limit for the ECF CHOICES 217-Like Group and income at or below 150% of
the FPL; or 4) for purposes of the ECF CHOICES Working Disabled Group implemented in Phase 2 of
ECF CHOICES, the resource limit for the ECF CHOICES 217-Like Group and but for their earned
income would be eligible for SSI and have family income at or below 250% of the FPL; who do not meet
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idment 4 (cont.)

the established level of care criteria for nursing facility services, but have a lesser number or level of
functional deficits in activities of daily living as defined in TennCare rules and regulations, such that, in
the absence of the provision of a moderate level of home and community based services, the individual’s
condition and/or ability to continue living in the community will likely deteriorate, resulting in the need
for more expensive institutional placement. The Interim ECF CHOICES At Risk Demonstration Group
will be open to new enrollment only until such time that the ECF CHOICES At-Risk Demonstration
Group (with income up to 150% of the FPL) and the Employment and Community First CHOICES
Working Disabled Demonstration Groups can be established. Persons enrolled in the Interim ECF
CHOICES At-Risk Demonstration Group as of the date new enrollment into the group closes may
continue to qualify in the group as long as they continue to meet nursing facility financial eligibility
standards and the nursing facility level of care criteria in place on June 30, 2012, and remain continuously
eligible and enrolled in the Interim ECF CHOICES At-Risk Demonstration Group.

The definition of “Back-up Plan” shall be amended as follows:

Back-up Plan — A written plan that is a required component of the plan of care for all CHOICES members
receiving companion care or the plan of care or person-centered support plan, as appropriate, for
CHOICES or ECF CHOICES members receiving non-residential CHOICES or ECF 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 or ECF CHOICES
HCBS providers or workers are unavailable or do not arrive as scheduled. A CHOICES or ECF
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. The FEA will assist as needed with the development
and verification of the initial back-up plan for consumer direction. The care coordinator or support
coordinator shall be responsible for assistance as needed with implementing the back-up plan and for
updating and verifying the back-up plan on an ongoing basis.

The definition of “Caregiver” shall be amended as follows:

Caregiver — For purposes of CHOICES or ECF 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 ECF CHOICES or for consumer direction of eligible
CHOICES or ECF CHOICES HCBS.

The definition of “CHOICES Home and Community-Based Services (HCBS)” shall be amended as
follows:

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 certain 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.
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11.

12.

13.

dment 4 (cont.)

The definition of “Community-Based Residential Alternatives (CBRA) to institutional care” shall
be amended as follows:

Community-Based Residential Alternatives (CBRA) to institutional care — For purposes of CHOICES
and ECF CHOICES:

(a) Residential services that offer a cost-effective, community-based alternative to NF care for
individuals who are elderly and/or adults with Physical Disabilities and for individuals with 1/DD.

(b) CBRAs include, but are not limited to:

I. Services provided in a licensed facility such as Assisted Care Living Facilities and Critical Adult
Care Homes, and residential services provided in a licensed home or in the person’s home by an
appropriately licensed provider such as Community Living Supports and Community Living
Supports-Family Model; and

2. Companion Care.
The definition of “Consumer” shall be amended as follows:

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

The definition of “Consumer-Directed Worker (Worker)” shall be amended as follows:

Consumer-Directed Worker (Worker) — An individual who has been hired by a CHOICES or ECF
CHOICES member participating in consumer direction of eligible CHOICES or ECF CHOICES HCBS
or his/her representative to provide one or more eligible CHOICES or ECF 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.

The definition of “Consumer Direction of Eligible CHOICES or ECF CHOICES HCBS” shall be
amended as follows:

Consumer Direction of Eligible CHOICES or ECF CHOICES HCBS — The opportunity for a CHOICES
or ECF CHOICES member assessed to need specified types of CHOICES or ECF CHOICES HCBS
including for purposes of CHOICES, attendant care, personal care, in-home respite, companion care; and
for purposes of ECF CHOICES, personal assistance, supportive home care, respite, and community
transportation; 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) and for ECF CHOICES, the delivery of each
eligible ECF CHOICES HCBS within the authorized budget for that service.

The definition of “Contractor Risk Agreement (CRA)” shall be amended as follows:

Contractor Risk Agreement (CRA) — The Contract between the CONTRACTOR and TENNCARE
regarding requirements for operation and administration of the managed care TennCare program,
including CHOICES and ECF CHOICES.
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16.

dment 4 (cont.)

The definition of “ECF CHOICES Group (Group)” shall be added as follows:

ECF CHOICES Group (Group) — One of the three groups of TennCare enrollees who are enrolled in ECF
CHOICES. All groups in ECF CHOICES receive services in the community. These Groups are:

Group 4 (Essential Family Supports) - Children under age twenty one (21) with 1/DD living at home
with family who meet the NF LOC and need and are receiving HCBS as an alternative to NF Care, or
who, in the absence of HCBS, are “At risk of NF placement;” and adults age 21 and older with /DD
living at home with family caregivers who meet the NF LOC and need and are receiving HCBS as an
alternative to NF care, or who, in the absence of HCBS, are “At risk of NF placement,” and elect to be in
this group. To qualify in this group, an individual must be SSI eligible or qualify in the ECF CHOICES
217-Like, Interim ECF CHOICES At-Risk Demonstration Group, or upon implementation of Phase 2, the
ECF CHOICES At-Risk or ECF CHOICES Working Disabled Demonstration Groups.

Group 5 (Essential Supports for Employment and Independent Living) - Adults age twenty-one (21) and
older I/DD who do not meet nursing facility level of care, but who, in the absence of HCBS are “At Risk”
of nursing facility placement. To qualify in this group, the adult must be SSI eligible or qualify in the
Interim ECF CHOICES At-Risk Demonstration Group, or upon implementation of Phase 2, the ECF
CHOICES At-Risk or ECF CHOICES Working Disabled Demonstration Groups.

Group 6 (Comprehensive Supports for Employment and Community Living) - Adults age twenty-one
(21) and older with I/DD who meet nursing facility level of care and need and are receiving specialized
services for I/DD. To qualify in this group, an individual must be SSI eligible or qualify in the ECF
CHOICES 217-Like Demonstration Group, or upon implementation of Phase 2, the ECF CHOICES
Working Disabled Demonstration Group.

The definition of “ECF CHOICES Home and Community-Based Services (HCBS)” shall be added
as follows:

ECF CHOICES Home and Community-Based Services (HCBS) — Services that are available only to
eligible persons enrolled in ECF CHOICES Groups 4, 5 or 6 as an alternative to long-term care
institutional services in a nursing facility or to delay or prevent placement in a nursing facility. Only
certain ECF CHOICES HCBS are eligible for Consumer Direction. ECF 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, for members enrolled in CHOICES Group 6 who are granted an
exception to the expenditure cap based on exceptional medical and/or behavioral needs, be counted for
purposes of determining whether an ECF CHOICES member’s needs can be safely met in the community
within his or her individual expenditure cap.

The definition of “Electronic Visit Verification System” shall be amended as follows:

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 and ECF CHOICES HCBS and which

may also be utilized for submission of claims.
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dment 4 (cont.)

The definition of “Eligible” shall be amended as follows:

Eligible — Any person certified by TENNCARE as eligible to receive services and benefits under the
TennCare program. As it relates to CHOICES and ECF CHOICES a person is eligible to receive
CHOICES or ECF CHOICES benefits only if he/she has been enrolled in CHOICES or ECF CHOICES
by TENNCARE.

The definition of “Eligible ECF CHOICES HCBS” shall be added as follows:

Eligible ECF CHOICES HCBS — Personal assistance , supportive home care, respite, community
transportation, and/or any other ECF CHOICES HCBS specified in TennCare rules and regulations as
eligible for consumer direction which an ECF 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) and for ECF CHOICES, the delivery of each eligible ECF CHOICES HCBS within
the authorized budget for that service. Eligible ECF CHOICES HCBS do not include home health or
private duty nursing services.

The definition of Eligible Individual shall be amended as follows:

Eligible Individual — With respect to Tennessee’s Money Follows the Person Rebalancing Demonstration
(MFP) and pursuant to Section 6071(b)(2) of the Deficit Reduction Act of 2005 (DRA), (Pub. L. 109-171
(S. 1932)) (Feb. 8, 2006) as amended by Section 2403 of the Patient Protection and Affordable Care Act
of 2010 (ACA), (Pub. L. 111-148) (May 1, 2010), the State’s approved MFP 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:

1. Reside in a Qualified Institution, i.e., a Nursing Facility (NF), hospital, or an Intermediate Care
Facility for Individuals with Intellectual Disabilities (ICF/IID), and have resided in any combination
of such Qualified Institutions for a period of not less than ninety (90) consecutive days.

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

c. 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 facility services reimbursed by the
CONTRACTOR (i.e., not covered by Medicare) as a cost-effective alternative (Refer to Section
A.2.6.5) and provided in a Qualified Institution shall be counted for purposes of meeting the
ninety (90) day minimum stay in a Qualified Institution established under ACA.

2. For purposes of this Contract, an Eligible Individual must reside in a Qualified Institution and be
cligible to enroll and transition seamlessly into CHOICES Group 2 or ECF CHOICES (applicable
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22.

23.

dment 4 (cont.)

only when the person meets NF level of care) or one of the 1915(c) HCBS Waivers, without delay or
interruption.

3. Meet nursing facility or ICF/IID level of care, as applicable, and, but for the provision of ongoing
CHOICES HCBS or ECF CHOICES HCBS, continue to require such level of care provided in an
inpatient facility.

The definition of “Employer of Record” shall be amended as follows:
Employer of Record — The member participating in consumer direction of eligible CHOICES or ECF

CHOICES HCBS or a representative designated by the member to assume the consumer direction of
eligible CHOICES or ECF CHOICES HCBS functions on the member’s behalf.

The definition of “Employment Informed Choice” shall be added as follows:

Employment Informed Choice —The process the CONTRACTOR must complete for working age
members (ages 16 to 62) enrolled in ECF CHOICES who are eligible for, and want to receive,
Community Integration Support Services and/or Independent Living Skills Training services when the
member is not engaged in or pursuing integrated employment (with or without Supported Employment
Individual or Small Group services, Integrated Employment Path Services or comparable Vocational
Rehabilitation/Special Education services). Members who receive Community Living Supports or
Community Living Supports-Family Model services are not eligible to receive Community Integration
Support Services and/or Independent Living Skills Training services. The Employment Informed Choice
process includes, but is not limited to, an orientation to employment, self~employment, employment
supports and work incentives provided by the member’s support coordinator; the authorization and
completion of Exploration services in order to experience various employment settings that are aligned
with the member’s interests, aptitudes, experiences and/or skills and ensure an informed choice regarding
employment; and signed acknowledgment from the member/representative if the member elects not to
putsue employment before Community Integration Support Scrvices and/or Independent Living Skills
Training may be authorized.

The definition of “Expenditure Cap” shall be amended as follows:

Expenditure Cap — The annual limit on expenditures for CHOICES or ECF CHOICES that a member
enrolled in CHOICES Group 3 or ECF CHOICES HCBS, as applicable, can receive. For purposes of the
Expenditure Cap for members in CHOICES Group 3 and ECF CHOICES Group 4, the cost of minor
home modifications is not counted in calculating annual expenditures for CHOICES HCBS or ECF
CHOICES HCBS. For purposes of the Expenditure Cap for members in ECF CHOICES Group 6 who are
granted an exception to the Expenditure Cap based on exceptional medical and/or behavioral needs, the
cost of home health and private duty nursing shall be counted against the member’s Expenditure Cap.

The definition of “Fiscal Employer Agent (FEA)” shall be amended as follows:

Fiscal Employer Agent (FEA)— An entity contracting with the State and/or an MCO that helps CHOICES
and ECF CHOICES members participating in consumer direction of eligible CHOICES or ECF
CHOICES HCBS. The FEA provides both financial administration and supports brokerage functions for
CHOICES and ECF CHOICES members participating in consumer direction of eligible CHOICES or
ECF 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
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25,

26.

27.

associated taxes and processes payroll based on the eligible CHOICES or ECF CHOICES HCBS
authorized and provided.

The definition of “Home and Community-Based Services (HCBS)” shall be amended as follows:

Home and Community-Based Services (HCBS) — Services that are provided pursuant to a Section
1915(c) waiver or the CHOICES or ECF CHOICES program as an alternative to long-term care
institutional services in a nursing facility or an Intermediate Care Facility for Individuals with Intellectual
Disabilities (ICF/1ID) or to delay or prevent placement in a nursing facility. 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 and ECF CHOICES HCBS are eligible for Consumer Direction. CHOICES
and ECF 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. The cost of home health and private duty nursing shall also be counted
against the member’s Expenditure Cap for members in ECF CHOICES Group 6 who are granted an
exception to the Expenditure Cap based on exceptional medical and/or behavioral needs.

The definition of “Immediate Jeopardy” shall be added as follows:

Immediate Jeopardy - As it relates to quality monitoring processes in ECF CHOICES, a situation in
which the provider's non-compliance with one or more program requirements has caused, or is likely to
cause, serious injury, harm, impairment, or death to a resident. An immediate jeopardy situation requires
immediate resolution by the provider and may require DIDD or MCO staff to remain onsite pending such
resolution. When such incidents occur outside of the course of quality monitoring activities, these
incidents will be addressed as specified in Section A.2.15.7.7.

The definition of “Initial Support Plan (SP)” shall be added as follows:

Initial Support Plan (SP) — As it pertains to ECF CHOICES, the Initial SP is a written plan developed by
the Support Coordinator in accordance with Sections A.2.9.6.2.5 and A.2.9.6.3.26 which identifies ECF
CHOICES HCBS that are needed by the ECF CHOICES member immediately upon enrollment in ECF
CHOICES while the Support Coordinator develops the comprehensive Person-Centered Support Plan.
The Initial SP shall authorize needed ECF CHOICES HCBS for no more than thirty (30) calendar days,
by which point the MCO shall develop and implement the member’s comprehensive Person-Centered
Support Plan.

The definition of “Level of Need” shall be added as follows:

Level of Need — The categorization of the intensity level of practical supports needed by a member
enrolled in ECF CHOICES Group 6 based on an objective assessment utilizing the American Association
of Intellectual and Developmental Disabilities Supports Intensity Scale. The member's assessed level of
need, including consideration of exceptional medical or behavioral needs as identified in the assessment,
is used to establish the member's Expenditure Cap, required Support Coordinator-to-member ratios, and
frequency of required Support Coordination contacts in the ECF CHOICES program.
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«dment 4 (cont.)

The definition of “Medical Expenses” shall be amended as follows:

Medical Expenses — Shall be determined as follows:

Medical Expenses include the amount paid to providers for the provision of covered physical health,
behavioral health, and/or long-term care services to members pursuant to the following listed Sections of
the Contract:

a. Section A.2.6.1, CONTRACTOR Covered Benefits;
b. Section A.2.6.4, Second Opinions;
¢. Section A.2.6.5, Use of Cost Effective Alternative Services;

d. Section A.2.7, Specialized Services except TennCare Kids member and provider outreach and
education, health education and outreach and advance directives;

e. Capitated payment to licensed providers;
f.  Medical services directed by TENNCARE or an Administrative Law Judge; and
g. Net impact of reinsurance coverage purchased by the CONTRACTOR.

For purposes of ECF CHOICES, Medical Expenses shall also include costs related to the provision of
Support Coordination.

Medical Expenses do not include:
h. Section A.2.6.2 TennCare Benefits Provided by TENNCARE;
i.  Section A.2.6.7 Cost Sharing and Patient Liability;
j- Section A.2.10 Services Not Covered,;
k. Services eligible for reimbursement by Medicare; or

I. The activities described in or required to be conducted in Attachments 1l through XI, which are
administrative costs.

Medical expenses shall be net of any TPL recoveries or subrogation activities.

This definition does not apply to NAIC filings.

The definition “Medical Loss Ratio” shall be amended as follows:

Medical Loss Ratio (MLR) — The percentage of capitation payment received from TENNCARE that is

used to pay medical expenses, including for purposes of ECF CHOICES, costs related to the provision of
support coordination.
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dment 4 (cont.)

The definition of “Non-reportable incident” shall be added as follows:

Non-reportable Incident - An incident as delineated at Section A.2.12.21 which the contracted provider is
not required to report to the CONTRACTOR or DIDD, but which the provider shall be responsible for
documenting, addressing, tracking and trending in order to prevent similar occurrences in the future
whenever possible.

The definition “One-Time ECF CHOICES HCBS” shall be added to the definitions section as
follows:

One-Time ECF CHOICES HCBS — Specified ECF CHOICES HCBS other than employment services
and supports 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 ECF
CHOICES HCBS include: Conservatorship and Alternatives to Conservatorship Counseling and
Assistance, Minor Home Modifications, Individual Education and Training Services, Specialized
Consultation and Training, Adult Dental Services, Community Support Development, Organization and
Navigation, Family Caregiver Education and Training, Assistive Technology, Adaptive Equipment and
Supplies, Peer-to-Peer Support and Navigation for Person Centered Planning, Self-Direction, Integrated
Employment/Self Employment, and Independent Community Living, Respite, Family-to-Family Support,
and Health Insurance Counseling/Forms Assistance.

The definition “Ongoing ECF CHOICES HCBS” shall be added to the definitions section as
follows:

Ongoing ECF CHOICES HCBS — Specified ECF 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 on a continuous basis, or which may be one component of a continuum of services intended
to achieve employment. Ongoing ECF CHOICES HCBS include: Supportive Home Care, Family
Caregiver Stipend in lieu of Supportive Home Care, Independent Living Skills Training, Community
Integration Support Services, Personal Assistance, Community Transportation, Community Living
Supports (CLS), Community Living Supports Family Model (CLS-FM), Exploration, Discovery, Benefits
Counseling, Situational Observation and Assessment, Job Development or Self-Employment Plan, Job
Development or Self-Employment Start Up, Job Coaching (including Competitive, Integrated
Employment and Self-Employment), Supported Employment — Small Group, Co-worker Supports, Career
Advancement, and Integrated Employment Path Services (Time Limited Pre-Vocational Training) .

The definition “Person-Centered Support Plan (PCSP)” shall be added to the definitions section as
follows:

Person-Centered Support Plan (PCSP) — As it pertains to ECF CHOICES, the PCSP is a written plan
developed by the Support Coordinator in accordance with Section A.2.9.6.6.2, using a person-centered
planning process that accurately documents the member’s strengths, needs, goals, lifestyle preferences
and other preferences and outlines the services and supports that will be provided to the member to help
them achieve their preferred lifestyle and goals, and to meet their identified unmet needs (after
considering the availability and role of unpaid supports provided by family members and other natural
supports) through paid services provided by the CONTRACTOR and other payor sources). The person-
centered planning process is directed by the member with long-term support needs unless he or she has a
court-appointed guardian or conservator, and may include a representative whom the member has freely
chosen to assist the member with decision-making, and others chosen by the member to contribute to the
process. This planning process, and the resulting PCSP, will assist the member in achieving a personally
defined lifestyle and outcomes in the most integrated community setting, ensure delivery of services in a
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34.

35.

36.

37

38.

_____.dment 4 (cont.)

manner that reflects personal preferences and choices, and contribute to the assurance of health, welfare,
and personal growth.

The definition of “Population Health Care Coordination Program” shall be amended as follows:

Population Health Care Coordination Program — The program addresses acute health needs or risks which
need immediate attention. Assistance provided to enrollees is short-term and time limited in nature.
Activities may include, but are not limited to, assistance with making appointments, transportation, social
services, etc. and should not be confused with activities provided through CHOICES Care Coordination
or ECF CHOICES Support Coordination.

The definition of “Reportable Incident” shall be added as follows:

Reportable Incident - Any Tier 1 or Tier 2 critical incident as delineated at Section A.2.15.7.7 and any
medical incident or behavioral incident as delineated at Section A.2.12.20.1 and Section A.2.12.20.2,
respectively, which the provider shall be responsible for reporting to the CONTRACTOR and/or DIDD,
as specified herein and in TENNCARE protocol, and which the CONTRACTOR and all contracted
providers shall be responsible for managing, tracking and trending in order to prevent similar occurrences
in the future whenever possible.

The definition of “Representative” shall be amended as follows:

Representative — In general, for CHOICES and ECF CHOICES members, a person who is at least
eighteen (18) years of age and is authorized by the member to participate in care or support planning and
implementation and to speak and/or 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 , provided that any decision making authority not specifically
delegated to a legal representative (e.g., a guardian or conservator) is retained by the member unless he or
she chooses to allow a (non-legal) representative whom he or she has freely chosen to make such
decisions. As it relates to consumer direction of eligible CHOICES or ECF 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 or ECF
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.

The definition of “Representative Agreement” shall be amended as follows:

Representative Agreement — The agreement between a CHOICES or ECF CHOICES member electing
consumer direction of eligible CHOICES or ECF 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.

The definition of “Service Agreement” shall be amended as follows:

Service Agreement — The agreement between a CHOICES or ECF CHOICES member electing consumer
direction of 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.
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40.

41.

42.

43.

dment 4 (cont.)

The definition of “Service Gap” shall be amended as follows:

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

The definition “Support Coordination Team” shall be added to the definitions section as follows:

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

The definition “Support Coordination Unit” shall be added to the definitions section as follows:

Support Coordination Unit — A specific group of staff within the MCO’s organization dedicated to ECF
CHOICES that is comprised of support coordinators and support coordinator supervisors and which may
also include support coordination teams.

The definition of “Supports Broker” shall be amended as follows:

Supports Broker — An individual assigned by the FEA to each CHOICES or ECF CHOICES member
participating in consumer direction who assists the member/representative as needed in performing
certain employer of record functions as follows: developing job descriptions; recruiting, interviewing, and
hiring workers; member and worker enrollment in consumer direction and consumer direction training;
and develuping (as part of the onboarding process for new workers) a schedule for the member’s workers
that comports with the schedule at which services are needed by the member as reflected in the plan of
care or PCSP, as applicable. The supports broker shall also assist the member as needed with developing
and verifying the initial back-up plan for consumer direction. The supports broker collaborates with the
member’s care coordinator or support coordinator, as appropriate. 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.

The definition of “System of Support” shall be added as follows:

System of Support (SOS) — A comprehensive person-centered approach to the delivery of Behavioral
Crisis, Prevention, Intervention, and/or Stabilization services (see Section A.2.7.2.8.4) for individuals
with I/DD who experience challenging behaviors that place them and/or others at risk of harm with a
primary focus on coordination of services and supports, improved linkages, and increased capacity of paid
and unpaid caregivers to prevent, stabilize, and manage crisis events in order to empower individuals with
J/DD to live the lives they want in their communities.
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45.

46.

A22)5

47.

Au2.3:3

48.

A2.3.4

The definition of “TENNCARE Pre-Admission Evaluation System (TPAES)” shall be amended as
follows:

TENNCARE Pre-Admission Evaluation Tracking System (PAE Tracking System) — A_component of the
State’s Medicaid Management Information System and the system of record for all Pre-Admission
Evaluation (i.e., level of care) submissions and level of care determinations, as well as enrollments into
and transitions between LTC programs, including CHOICES, ECF CHOICES, and the State’s MFP
Rebalancing Demonstration (MFP), as a tracking mechanism for referral list management in ECF
CHOICES, and which shall also be used to gather data required to comply with tracking and reporting
requirements pertaining to MFP.

The definition of “Tennessee Department of Intellectual and Developmental Disabilities (DIDD)”
shall be added as follows:

Tennessee Department of Intellectual and Developmental Disabilities (DIDD) — The state agency having
the statutory authority to plan, promote, provide and support the delivery of services for persons with
intellectual and developmental disabilities, and which serves as the contracted operating agency for the
state’s 1915(c) HCBS Waivers and is responsible for the performance of contracted functions for ECF
CHOICES as specified in interagency agreement.

Section A.2.2.5 shall be amended as follows:

T'he CONTRACTOR shall operate a Dual Eligible Special Needs Plan (D-SNP) in each of the
counties in Tennessee, and shall coordinate Medicare as well as Medicaid, including CHOICES and
ECF CHOICES, benefits for dual eligible members. If the CONTRACTOR does not currently
operate a D-SNP in each of the counties in Tennessee, the CONTRACTOR shall submit a plan,
including specified timeframes, for establishing and operating a D-SNP in each of the counties in
Tennessee. The CONTRACTOR shall work with TENNCARE to align, whenever possible,
enrolliment ol dual eligible members in the same plan for both Medicare and Medicaid services.

Section A.2.3.3. shall be amended as follows:
TennCare CHOICES and ECF CHOICES Groups

As specified in Section A.2.6.1.5, in order to receive covered long-term care services, a member must
be enrolled by TENNCARE into one of the CHOICES or ECF CHOICES Groups (as defined in
Section A.1).

Section A.2.3.4 shall be amended as follows:
TennCare Applications
The CONTRACTOR shall not cause applications for TennCare to be submitted. However, as
provided in Section A.2.9.6.3, the CONTRACTOR shall facilitate members’ eligibility determination
for CHOICES and ECF CHOICES enrollment. The CONTRACTOR shall also conduct outreach and

provide assistance as needed to members enrolled in CHOICES and ECF CHOICES and the
CONTRACTOR’s aligned D-SNP members who are selected for eligibility redetermination.
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 weoendment 4 (cont.)

49, Sections A.2.4.6.2 and A.2.23.5.3 shall be amended by adding the word “daily” as follows:

2462

22353

The CONTRACTOR shall provide a daily electronic eligibility file (inbound 834) to
TENNCARE as specified and in conformance to data exchange format and method standards
outlined in Section A.2.23.5.

The CONTRACTOR shall transmit daily to TENNCARE, in the formats and methods
specified in the HIPAA Implementation and TennCare Companion guides or as otherwise
specified by TENNCARE: member address changes, telephone number changes, third party
liability and PCP.

50. Section A.2.4.7.1.1 shall be amended as follows:

2.4.7.1.1

The CONTRACTOR shall be responsible for the provision and costs of all covered physical
health and behavioral health services provided to enrollees during their period of enrollment
with the CONTRACTOR. The CONTRACTOR shall also be responsible for the provision
and costs of covered long-term care services provided to CHOICES and ECF CHOICES
members.

51. Section A.2.4.10 shall be amended as follows:

A.2.410 Information Requirements Upon Enrollment

As described in Section A.2.17 of this Contract, the CONTRACTOR shall provide the following
information to new members: a member handbook, an identification card, and information regarding
how to access and/or request a general provider directory and/or a CHOICES or ECF CHOICES
provider directory. In addition, the CONTRACTOR shall provide CHOICES members with
CHOICES member education materials and ECF CHOICES members with ECF CHOICES member
education materials (see Section A.2.17.7).

52, Section A.2.6.1.2.3, A.2.6.1.2.5, and A.2.6.1.2.7 shall be amended as follows:

26.1.2.3

2.6.1.2.5

As required in Section A.2.9.6, the CONTRACTOR shall ensure continuity and coordination
among physical health, behavioral health, and long-term services and supports and ensure
collaboration among physical health, behavioral health, and long-term services and supports
providers. For CHOICES members and ECF CHOICES members, the member’s care
coordinator or support coordinator, as applicable, shall ensure continuity and coordination of
physical health, behavioral health, and long-term services and supports, and facilitate
communication and ensure collaboration among physical health, behavioral health, and long-
term services and supports providers.

The CONTRACTOR shall provide the appropriate level of Population Health services (see
Section A.2.8.4 of this Contract) to non-CHOICES and non-ECF CHOICES members with
co-morbid physical health and behavioral health conditions. These members should have a
single case manager that is trained to provide Population Health services to enrollees with co-
morbid physical and behavioral health conditions. If a member with co-morbid physical and
behavioral conditions does not have a single case manager, the CONTRACTOR shall ensure,
at a minimum, that the member’s Population Health Care Manager collaborates on an
ongoing basis with both the member and other individuals involved in the member’s care. As
required in Section A.2.9.6.1.9 of this Contract, the CONTRACTOR shall ensure that upon
enrollment into CHOICES or ECF CHOICES, the appropriate level of Population Health
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53.

26.1.2.7

activities are integrated with CHOICES care coordination or ECF CHOICES support
coordination processes and functions, and that the member’s assigned care coordinator or
support coordinator, as applicable, has primary responsibility for coordination of all the
member’s physical health, behavioral health and long-term services and supports needs. The
member’s care coordinator or support coordinator may use resources and staff from the
CONTRACTOR’s Population Health program, including persons with specialized expertise
in areas such as behavioral health, to supplement but not supplant the role and responsibilities
of the member’s care coordinator/care coordination or support coordinator/support
coordination team. The CONTRACTOR shall report on its Population Health activities per
requirements in Section A.2.30.5.

The CONTRACTOR’s administrator/project director (see Section A.2.29.1.3.1) shall be the
primary contact for TENNCARE regarding all issues, regardless of the type of service, and
shall not direct TENNCARE to other entities. The CONTRACTOR’s administrator/project
director shall coordinate with the CONTRACTOR’s Behavioral Health Director who
oversees behavioral health activities (see Section A.2.29.1.3.5 of this Contract) for all
behavioral health issues and the senior executive responsible for CHOICES activities (see
Sections A.2.29.1.3.7 of this Contract) for all issues pertaining to the CHOICES and ECF
CHOICES programs.

The NEMT section of the chart in Section A.2.6.1.3 shall be amended as follows:

Non-emergency
Medical
Transportation
(including Non-
Emergency
Ambulance
Transportation)

| Covered non-emergency medical transportation (NEMT) services are
| necessary non-emergency transportation services provided to convey

: to Attachment XI). Non emergency transportation services shall be provided

| contract or non-TennCare provider if (a) the service is covered by

members to and from TennCare covered services (see definition in Exhibit A

in accordance with federal law and the Bureau of TennCare’s rules and
policies and procedures. TennCare covered services (see definition in Exhibit
A (o Allachment XI) include setvices provided to a member by a non-

Tennessee’s Medicaid State Plan or Section 1115 demonstration waiver, (b)
the provider could be a TennCare provider for that service, and (c) the
service is covered by a third party resource (see definition in Section A.1 of
the Contract).

If a member requires assistance, an escort (as defined in TennCare rules and
regulations) may accompany the member; however, only one (1) escort is
allowed per member (see TennCare rules and regulations). Except for fixed
route and commercial carrier transport, the CONTRACTOR shall not make
separate or additional payment to a NEMT provider for an escort.

Covered NEMT services include having an accompanying adult ride with a
member if the member is under age eighteen (18). Except for fixed route and
commercial carrier transport, the CONTRACTOR shall not make separate or
additional payment to a NEMT provider for an adult accompanying a
member under age eighteen (18).

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. However, as specified in Section A.2.11.1.8 in the event
the CONTRACTOR is unable to meet the access standard for adult day care
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dment 4 (cont.)

(see Attachment 111), the CONTRACTOR shall provide and pay for the cost
of transportation for the member to the adult day care facility until such time
the CONTRACTOR has sufficient provider capacity. The CONTRACTOR
shall be responsible for providing NEMT to dental services for ECF
CHOICES members, including medical and dental services related to such
dental services.

Mileage reimbursement, car rental fees, or other reimbursement for use of a
private automobile (as defined in Exhibit A to Attachment XI) is not a
covered NEMT service, unless otherwise allowed or required by
TENNCARE as a pilot project or a cost effective alternative service.

If the member is a child, transportation shall be provided in accordance with
TennCare Kids requirements (see Section A.2.7.6.4.6).

Failure to comply with the provisions of this Section may result in liquidated
damages.

54. New section A.2.6.1.6 shall be added as follows:

2.6.1.6 Long-Term Services and Supports Benefits for ECF CHOICES Members

2.6.1.6.1  In addition to physical health benefits (see Section A.2.6.1.3) and behavioral health benefits
(see Section A.2.6.1.4), the CONTRACTOR shall provide long-term services and supports as
described in this Section A.2.6.1.6 to members who have been enrolled into ECF CHOICES
by TENNCARE, as shown in the outbound 834 enrollment file furnished by TENNCARE to
the CONTRACTOR.

2.6.1.6.2 TennCare enrollees will be enrolled by TENNCARE into CCTF CIIOICES in accordance with
criteria set forth in the approved 1115 waiver and TennCare rule.

2.6.1.6.3 The following long-term services and supports are available to ECF CHOICES members, per
Group and subject to all applicable service definitions, benefit limits, and Expenditure Caps,
when the services have been determined medically necessary by the CONTRACTOR.

7Bf_énﬁ'i~f“" B P S L T Group 41 e Group st IF Group/6!
A S e = e R S B P Rt . ' i e
Respite (up to 30 days per calendar year or X X X

up to 216 hours per calendar year only for
persons living with unpaid family caregivers)
Supportive home care (SHC) X
Family caregiver stipend in lieu of SHC (up X
to $500 per month for children under age 18;
up to $1,000 per month for adults age 18 and
older)

Community integration support services X X X
(subject to limitations specified in the
approved 1115 waiver and TennCare Rule)
Community transportation X X X
Independent living skills training (subject to X X X
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dment 4 (cont.)

Benefit

Group 4

Group 5

Group 6

limitations sﬁeciﬁec-li in the approved 1115

waiver and TennCare Rule)

Assistive technology, adaptive equipment
and supplies (up to $5,000 per calendar year)

Minor home modifications (up to $6,000 per
project; $10,000 per calendar year; and
$20,000 per lifetime)

<

Community support development,
organization and navigation

Family caregiver education and training (up
to $500 per calendar year)

Family-to-family support

Conservatorship and alternatives to
conservatorship counseling and assistance
(up to $500 per lifetime)

XKoo= X

Health insurance counseling/forms assistance
(up to 15 hours per calendar year)

>

Personal assistance (up to 215 hours per
month)

Community living supports (CLS)

Community living supports—family model
(CLS-FM)

Individual education and training (up to $500
per calendar year)

Peer-to-peer person-centered planning, self-
direction, employment and community
support and navigation (up to $1,500 per
lifetime)

Xl XX X

Xl XX X

Specialized consultation and training (up to
$5,000 per calendar year')

>

>

Adult dental services (up to $5,000 per
calendar year; up to $7,500 across three
consecutive calendar years)

XZ

Employment services/supports as specified
below (subject to limitations specified in the
approved 1115 waiver and in TennCare
Rule)

- Supported employment—individual

employment support

- Exploration

+ Benefits counseling

- Discovery

- Situational observation and assessment

Job development plan or self-employment

" For adults in the Group 6 benefit group determined to have exceptional medical and/or behavioral support needs,
specialized consultation services are limited to $10,000 per person per calendar year.
? Limited to adults age 21 and older.
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dment 4 (cont.)

2.6.1.6.4

2:6.1.6.5

2.6.1.6.6

2:6.1.6.7

Benefit Group 4 Group5 | Group6

plan

- Job development or self-employment start up

- Job coaching for individualized, integrated
employment or self-employment

- Co-worker supports

- Career advancement

- Supported employment—small group X X X
supports
- Integrated employment path services X X X

In addition to the benefits specified above which shall be delivered in accordance with the
definitions, including limitations set forth in the approved 1115 waiver and in TennCare
rule, a person enrolled in ECF CHOICES may receive short-term nursing facility care,
without being required to disenroll from their ECF CHOICES group until such time that it is
determined that transition back to HCBS in ECF CHOICES will not occur within ninety (90)
days from admission.

The CONTRACTOR shall review all requests for short-term NF stays and shall authorize
and/or reimburse short-term NF stays for Groups, 4, 5 and 6 members only when (1) the
member is enrolled in ECF CHOICES Group 4, 5, or 6 and receiving HCBS upon admission;
(2) the member meets the nursing facility level of care in place at the time of admission; (3)
the member’s stay in the facility is expected to be less than ninety (90) days; and (4) the
member is expected to return to the community upon its conclusion. The CONTRACTOR
shall monitor all short-term NF stays for Group 4, 5, and 6 members and shall ensure that the
member is disenrolled from ECF CHOICES if a) it is determined that the stay will not be
short-term or the member will not transition back to the community; and b) prior to
exhausting the ninety (90)-day short-term NF benefit covered for ECF CHOICES Group 4, 5,
and 6.

The ninety (90) day limit shall be applied on a per admission (and not a per year) basis. A
member may receive more than one short-term stay during the year; however, the visits shall
not be consecutive. Further, the CONTRACTOR shall be responsible for carefully reviewing
any instance in which a member receives multiple short-term stays during the year or across
multiple years, including a review of the circumstances which resulted in each nursing
facility admission, and shall evaluate whether the services and supports provided to the
member are sufficient to safely meet his needs in the community such that transition back to
ECF CHOICES Group 4, 5 or 6 (as applicable) is appropriate.

The CONTRACTOR shall monitor, on an ongoing basis, members utilizing the short-term
NF benefit, and shall submit to TENNCARE on a monthly basis a member-by-member status
for each Group 4, 5, or 6 member utilizing the short-term NF stay benefit, including but not
limited to the name of each Group 4, 5, or 6 member receiving short-term NF services, the
NF in which s/he currently resides, the date of admission for short-term stay, the number of
days of short-term NF stay utilized for this admission, and the anticipated date of discharge
back to the community. For any member exceeding the ninety (90)-day limit on short-term
NF stay, the CONTRACTOR shall include explanation regarding why the benefit limit has

18| Page



2.6.1.6.8

2:6.1.6.9

2.6.1.6.9.1

2.6.1.6.9.2

2.6.1.6.9.3

2.6.1.6.9.3.1

been exceeded, and specific actions the CONTRACTOR is taking to facilitate discharge to
the community including the anticipated timeline.

The cost of such services shall not be counted toward the person’s expenditure cap. During
the short-term stay, the person’s patient liability amount will continue to be calculated based
on the community personal needs allowance in order to allow the person to maintain his/her
community residence. Additional tracking, reporting and monitoring processes will be put in
place for these services.

ECF CHOICES benefits will be subject to an annual per member expenditure cap.
Specifically:

Individuals receiving Group 4 benefits will be subject to a $15,000 cap, not counting the cost
of minor home modifications;

Individuals receiving Group 5 benefits will be subject to a $30,000 cap. The State may grant
an exception for emergency needs up to $6,000 in additional services per year, but shall not
permit expenditures to exceed a hard cap of $36,000 per calendar year; and

Individuals receiving Group 6 benefits will be subject to an annual expenditure cap as
follows:

Individuals with low-to-moderate need as determined by the State will be subject to a
$45,000 expenditure cap.

2.6.1.6.9.3.2  Individuals with high need as determined by the State will be subject to a $60,000

expenditure cap.

2.6.1.6.9.3.3  The State may grant an cxccption as follows: for individuals with DD and exceptional

2.6.1.6.10

2.6.1.6.11

medical/behavioral needs as determined by the State, up to the average cost of NF plus
specialized services that would be needed for persons with such needs determined
appropriate for NF placement; or for individuals with ID and exceptional
medical/behavioral needs as determined by the State, up to the average cost of private
ICF/1ID services.

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

The CONTRACTOR shall, on an ongoing basis, monitor ECF CHOICES members’ receipt
and utilization of long-term services and supports and identify ECF CHOICES members who
are not receiving long-term services and supports. Pursuant to Section A.2.30.11.4, the
CONTRACTOR shall, on a monthly basis, notify TENNCARE regarding members that have
not received long-term services and supports 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 services and supports and is not
expected to resume receiving long-term services and supports within the next thirty (30) days,
except under extenuating circumstances which must be reported to TennCare on the
CHOICES and ECF CHOICES Ultilization 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
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“unendment 4 (cont

2.6.1.6.12

2.6.1.6.12.1

2.6.1.6.12.2
2.6.1.6.12.3

2.6.1.6.12.4

2.6.1.6.13

2.6.1.6.14

2.6.1.6.14.1

)

shall be based not only on receipt and/or payment of claims for long-term services and
supports, but also upon review and investigation by the CONTRACTOR as needed to
determine whether the member has received long-term services and supports, 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
services and supports 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 Groups 4, 5, or 6 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’ expenditure cap;

A member in Group 4, 5, or 6 who repeatedly refuses to allow a support coordinator
entrance into his/her place of residence (Section A.2.9.6);

A member in Group 4, 5, or 6 who refuses to receive critical HCBS as identified through
a needs assessment and documented in the member’s PCSP; and

A member in Group 4, 5, or 6 who refuses to pay his/her patient liability and for whom
the CONTRACTOR is 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-lern services and supports 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 services and supports to a member, disenrollment from ECF CHOICES, and, as
applicable, termination from TennCare.

The CONTRACTOR may submit to TENNCARE a request to disenroll from ECF CHOICES
a member who is not receiving any Medicaid-reimbursed long-term services and supports
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 or support coordination notes;
and phone numbers that may be provided in TENNCARE’s PAE Tracking System. The
CONTRACTOR shall also contact the member’s Primary Care Provider and any
contracted providers of long-term services and supports that have delivered services to
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dment 4 (cont

2.6.1.6.14.2

2.6.1.6.14.3

)

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.

53 Section A.2.6.2.3 shall be amended as follows:

2623

ICF/IID Services and Alternatives to ICF/IID Services

For qualified enrollees in accordance with TennCare policies and/or TennCare rules and
regulations, TENNCARE covers the costs of long-term care institutional services in an
Intermediate Care Facility for Individuals with Intellectual Disabilities (ICF/IID) or
alternative to an ICF/IID provided through a Home and Community Based Services (HCBS)
waiver for persons with intellectual disabilities. The CONTRACTOR shall be responsible for
providing HCBS to members with an intellectual or developmental disability who are
enrolled in ECF CHOICES, as an alternative to services in a Nursing Facility.

56. Section A.2.6.5 shall be amended as follows:

A.2.6.5 Use of Cost Effective Alternative Services

2:6.5:1

2652

2.6.5.2.1

The CONTRACTOR shall be allowed to use cost effective alternative services, whether listed
as covered or non-covered or omitted in Section A.2.6.1 of this Contract, when the use of
such alternative services is medically appropriate and is cost effective. This may include, for
example, use of nursing facilities as step down alternatives to acute care hospitalization or
hotel accommodations for persons on outpatient radiation therapy to avoid the rigors of daily
transportation. The CONTRACTOR shall comply with TennCare policies and procedures. As
provided in the applicable TennCare policies and procedures, services not listed in the
TennCare policies and procedures must be prior approved in writing by TENNCARE.

For CHOICES and ECF CHOICES members, the CONTRACTOR may choose to provide
the following as a cost effective alternative to other covered services:

CHOICES HCBS to CHOICES or ECF CHOICES members who would otherwise receive
nursing facility care. If a member meets categorical and financial eligibility requirements for
enrollment in Group 2 or ECF CHOICES and also meets the nursing facility level of care, as
determined by TENNCARE, and would otherwise remain in or be admitted to a nursing
facility (as determined by the CONTRACTOR and demonstrated to the satisfaction of
TENNCARE), the CONTRACTOR may, at its discretion and upon TENNCARE written
prior approval, offer that member CHOICES HCBS or ECF CHOICES HCBS, as
appropriate, as a cost effective alternative to nursing facility care (see Section A.2.9.6.3.15).
In this instance, TENNCARE will enroll the member receiving CHOICES HCBS or ECF
CHOICES as a cost effective alternative to nursing facility services in Group 2 or in the
appropriate ECF CHOICES Group, notwithstanding any enrollment target for the group that
has been reached.
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26.5.2.2

2.6.5.2.3

2.6.5.24

2,6.5.2.5

2.6.5.2.6

2.6.53

«eeew..dment 4 (cont.)

HCBS to CHOICES members in Group 2 in excess of the benefit limits described in Section
A.2.6.1.5.3 and ECF CHOICES HCBS in excess of the benefit limits described in Section
A.2.6.1.6 for ECF CHOICES members who meet the nursing facility level of care as a cost
effective alternative to nursing facility care or covered home health services.

CHOICES HCBS to CHOICES members in Group 3 in excess of the benefit limits described
in Section A.2.6.1.5.3 and ECF CHOICES to ECF CHOICES members in excess of the
benefit limits described in Section to A.2.6.1.6 for ECF CHOICES members who do not meet
the nursing facility level of care as a cost effective alternative to covered home health
services. For members in Group 3 and members in ECF CHOICES who do not meet nursing
facility level of care CHOICES HCBS in excess of benefit limits specified in Section
A.2.6.1.5.3 and ECF CHOICES in excess of benefit limits specified in Section A.2.6.1.6 may
not be offered as a cost effective alternative to nursing facility care.

Non-covered HCBS to CHOICES members in Group 2 and ECF CHOICES members who
meet the nursing facility level of care not otherwise specified in this Contract or in applicable
TennCare policies and procedures, upon written prior approval from TENNCARE.

For CHOICES Group 1 members transitioning from a nursing facility to Group 2 or Group 3
or ECF CHOICES, a one-time transition allowance, per member. The amount of the
transition allowance shall not exceed two thousand dollars ($2,000) and may be used for
items such as, but not limited to, the first month’s rent and/or utility deposits, kitchen
appliances, furniture, and basic household items. When the CONTRACTOR elects to provide
a Transition Allowance to a member transitioning to CHOICES Group 3 or ECF CHOICES,
the amount of the Transition Allowance shall be applied to the member’s Expenditure Cap.

For CHOICES members in Groups 2 or 3, non-emergency medical transportation (NEMT)
not otherwise covered by this Contract.

If the CONTRACTOR chooses to provide cost effective alternative services to a CHOICES
or ECF 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. In no case
shall the cost of ECF CHOICES HCBS, private duty nursing and home health care for
members in ECF CHOICES Group 6 who are granted an exception to the expenditure cap
based on exceptional medical and/or behavioral needs exceed the member’s expenditure cap.
For CHOICES members enrolled in Group 3 and ECF CHOICES members, the total cost of
CHOICES HCBS or ECF CHOICES, as applicable, excluding, for members in Group 3 and
Group 4 the cost of minor home modifications, shall not 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 for CHOICES Group 2 members pursuant to Section A.2.6.5.2 of this Contract
including, as applicable: CHOICES HCBS in excess of specified benefit limits, the one-time
transition allowance for CHOICES Group 1 members who are transitioning to CHOICES
Group 2 or Group 3, and NEMT for Groups 2 and 3. The total cost of ECF CHOICES HCBS
includes all covered ECF CHOICES HCBS and other non-covered services the
CONTRACTOR elects to offer as a cost-effective alternative to nursing facility care for
members who meet nursing facility level of care, including a transition allowance, or to other
covered benefits for all ECF CHOICES members, including ECF CHOICES HCBS in excess
of specified benefit limits.
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2.6.5.4 The CONTRACTOR may elect, at its sole discretion, to exceed the limits for adult dental
services in ECF CHOICES as specified in Section A.2.6.1.6.3 as a cost-effective alternative
service when the provision of such additional dental services would be medically appropriate
and offer a more cost-effective alternative to other covered services the member would
otherwise require.

5%. Section A.2.6.7.2 shall be amended as follows:

2,6.7.2 Patient Liability

2.6.7.2.1 TENNCARE will notify the CONTRACTOR of any applicable patient liability amounts for
CHOICES and ECF CHOICES members via the outbound 834 enrollment file.

2.6.7.2.1.1 When TENNCARE notifies the CONTRACTOR of patient liability amounts for
CHOICES or ECF CHOICES members via the outbound 834 enroliment 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.

2.6.72.2 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.

2,6.7.2.2.] In accordance with the involuntary discharge process, including notice and appeal (see
Section A.2.12.10.3), 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.

2:6.7.2.2.2 If the CONTRACTOR is notified that a nursing facility is considering discharging a
member (see Section A.2.12.10.3), the CONTRACTOR shall work to find an alternate
nursing facility willing to serve the member and document its efforts in the member’s
files.

2.6.72.2.3 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
A.2.9.6.8).

2.6.7.2.2.4 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
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58.

TENNCARE denies enrollment in Group 2, the CONTRACTOR may, pursuant to
Section A.2.6.1.5.7, request to no longer provide long-term care services to the member.

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

2.6.7.2.3.1

2.:6.7.2.3.2

2.6.7.2.3.2.1

26.7:2.3.2.2

2.6.7.2.3.2.3

26723.3

2.6.7.2.3.4

The Contractor shall delegate collection of patient liability for CHOICES Group 2 and 3
and ECF CHOICES members who reside in a CBRA (i.e., an assisted care living facility,
a home where the member receives community living supports or community living
supports-family model, or adult care home as licensed under 68-11-201) to the CBRA
provider and shall pay the provider net of the applicable patient liability amount.

The CONTRACTOR shall collect patient liability from CHOICES Group 2 and Group 3
and ECF CHOICES members (as applicable) who receive CHOICES HCBS or ECF
CHOICES in his/her own home, including members who are receiving short-term nursing
facility care, or who receive adult day care services and from Group 2 members who
receive Companion Care.

The CONTRACTOR shall use calculated patient liability amounts to offset the cost of
CHOICES Group 2 or CHOICES Group 3 or ECF CHOICES benefits (or CEA services
provided as an alternative to covered CHOICES Group 2 or Group 3 or ECF CHOICES
benefits) reimbursed by the CONTRACTOR for that month.

The CONTRACTOR shall not collect patient liability that exceeds the cost of CHOICES
Group 2 or CHOICES Group 3 or ECF CHOICES benefits (or CEA services provided as
an alternative to CHOICES Group 2 or Group 3 or ECF CHOICES benefits) reimbursed
by the CONTRACTOR for that month.

The CONTRACTOR shall, upon notification in the outbound 834 enrollinent 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
or ECF CHOICES 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 or Group 3 or ECF CHOICES member fails to pay required patient liability,
pursuant to Section A.2.6.1.5.7.6, the CONTRACTOR may request to no longer provide
long-term services and supports 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 Contract.

Section A.2.7.4.2 through A.2.7.4.2.3 shall be deleted and replaced as follows:

2.742 The CONTRACTOR shall submit an Annual Community Outreach Plan no later than
December 1 of each year for review and approval by TENNCARE.

2.7.4.2.1  The Annual Community Outreach Plan shall be written in accordance with guidance prepared

by TENNCARE. It shall include, but is not limited to: all proposed community

screening/health education events related to TennCare Kids; all proposed community/health
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59:

60.

2.7.4.2.1.1

2.7.4.2.1.1.1

education events unrelated to TennCare Kids; a system for documenting and evaluating
events within thirty (30) days of occurrence; and reporting on evaluations in the TennCare
Kids Quarterly Updates. A Year-End Update of the Plan shall be due no later than forty-five
(45) days following the end of a calendar year in a format approved by TENNCARE. This
evaluation must include an appraisal of the objectives in the Plan and an assessment of the
events conducted in the previous year in a format approved by TENNCARE.

Each plan must include:

Methodology for developing the plan to include data assessments conducted, policy and
procedure reviews, and any research that may have been conducted.

2.7.4.2.1.1.2  Outreach efforts must include both written and oral communications and must address

both rural and urban areas of the state and efforts to reach minorities and other
underserved populations.

2.7.4.2.1.1.3  Outreach efforts to teens.

2.7.4.2.1.1.4  Interim evaluation criteria.

2.7.4.2.1.1.5  Annual evaluation criteria.

2.74.2.1.2

2.7422

Each plan must be resubmitted quarterly with updates on progress included.

A list of community screening events and other health education events, both related and
unrelated to TennCare Kids, shall be included in the Quarterly Outreach Activities Report
(See Section A.2.30.4.4) in a format specified by TENNCARE. The list must include
designation of either TennCare Kids or Other as well as the county in which the event was
held.

Section A.2.7.7 shall be amended by adding a new section A.2.7.7.6 as follows and renumbering
subsequent sections accordingly, including any references thereto.

2.7.7.6

For ECF CHOICES members, the support coordinator shall, upon enrollment into ECF
CHOICES, educate members about their ability to use advance directives during the face-to-
face visit.

Section A.2.8.4.4 shall be amended as follows:

2.8.4.4

Care Coordination Program

For all eligible members the CONTRACTOR shall provide a Care Coordination Program
designed to help non-CHOICES members and non-ECF CHOICES members who may or
may not have a chronic disease but have acute health needs or risks that need immediate
attention. The goal of the Care coordination program is to assure members get the services
they need to prevent or reduce an adverse health outcome. Services provided are short-term
and time limited in nature and should not be confused with CHOICES Care Coordination or
ECF CHOICES Support Coordination. Services may include assistance in making and
keeping needed medical and or behavioral health appointments, hospital discharge
instructions, health coaching and referrals related to the members’ immediate needs, PCP
reconnection and offering other resources or materials related to weliness, lifestyle, and
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prevention. Members receiving care coordination may be those members that were identified
for, but declined complex case management.

61. Section A.2.8.11 through A.2.8.11.6 shall be amended as follows:

A2.8.11 CHOICES and ECF CHOICES

The CONTRACTOR shall include CHOICES and ECF CHOICES members and dual eligible
CHOICES and ECF CHOICES members when risk stratifying its entire population.

2.8.11.1

2.8.11.2

2.8.11.3

2.8.11.3.1

2.8.11.3.2

2:8:11.3:3

2.8.11.3.4

The CONTRACTOR’s Population Health Program description shall describe how the
organization integrates a CHOICES or ECF CHOICES member’s information with other
CONTRACTOR activities, including but not limited to, Utilization Management (UM),
Health Risk assessment information, Health Risk Management and Chronic Care
Management programs to assure programs are linked and enrollees receive appropriate and
timely care.

The CONTRACTOR’s Population Health Program description shall address how the
CONTRACTOR shall ensure that, upon enrollment into CHOICES or ECF CHOICES,
Health Risk Management or Chronic Care Management activities are integrated with
CHOICES care coordination or ECF CHOICES support coordination processes and functions
and that the member’s assigned care coordinator or support coordinator has primary
responsibility for coordination of all the member’s physical health, behavioral health, and
long-term services and supports, including appropriate management of chronic conditions. If
a CHOICES or ECF CHOICES member has one or more chronic conditions, the member’s
care coordinator or support coordinator may use the CONTRACTOR’s applicable Population
Health Program’s tools and resources, including staff with specialized training, to help
manage the member’s condition, and shall integrate the use of these tools and resources with
care or supporl courdination. Population Health staff shall supplement, but not supplant, the
role and responsibilities of the member’s care coordinator/care coordination or support
coordinator/support coordination team.

The CONTRACTOR’s program description shall also include the method for addressing the
following for CHOICES or ECF CHOICES members:

Notifying the CHOICES care coordinator or ECF CHOICES support coordinator of the
member’s participation in a Population Health Program;

Providing member information collected to the CHOICES care coordinator or ECF
CHOICES support coordinator.

Provide to the CHOICES Care Coordinator or ECF CHOICES support coordinator any
educational materials given to the member through these programs;

Ensure that the care coordinator or support coordinator reviews Population Health
educational materials verbally with the member and with the member’s caregiver and/or
representative (as applicable) and Coordinate follow-up that may be needed regarding the
Population Health program, such as scheduling screenings or appointments with the
CHOICES Care Coordinator or ECF CHOICES support coordinator;
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2.8.11.3.5

2.8.11.3.6

2.8.11.4

2.8.11.4.1

2.8.11.5

2.8.11.6

Ensure that the Care Coordinator or Support Coordinator integrates into the member’s plan of
care or PCSP, as applicable, aspects of the Population Health Program that would help to
better manage the member’s condition; and

Ensure that the member’s care coordinator or support coordinator shall be responsible for
coordinating with the member’s providers regarding the development and implementation of
an individualized treatment plan which shall be integrated into the member’s plan of care or
PCSP, as applicable, and which shall include monitoring the member’s condition, helping to
ensure compliance with treatment protocols, and to the extent appropriate, lifestyle changes
which will help to better ensure management of the member’s condition (see Section A.2.9.6
of this Contract).

As part of a Population Health Program, the CONTRACTOR shall place CHOICES and ECF
CHOICES members into appropriate programs and/or stratification within a program, not
only according to risk Level or other clinical or member-provided information but also by
the type of setting in which long-term care services are delivered, i.e., nursing facility,
community-based residential alternative, or home-based. The targeted interventions for
CHOICES and ECF CHOICES members should not only be based on risk level but also
based on the setting in which the member resides.

Targeted methods for informing and educating CHOICES and ECF CHOICES members shall
not be limited to mailing educational materials;

The CONTRACTOR shall include CHOICES and ECF CHOICES process data in quarterly
and annual reports as indicated in Section A.2.30.5 of this Contract. CHOICES and ECF
CHOICES members will not be included in outcome measures in annual Population Health
reports.

The CONTRACTOR shall ensure that upon a member’s cnrollment in CHOICES or ECF
CHOICES, if applicable, all High Risk Population Health Management CONTRACTOR
activities are integrated with CHOICES care coordination or ECF CHOICES support
coordination processes and functions, and that the member’s assigned care coordinator or
support coordinator has primary responsibility for coordination of all the member’s physical
health, behavioral health, and long-term services and supports needs. The care coordinator or
support coordinator may use resources and staff from the CONTRACTOR’s MCO Complex
Case Management Program, including persons with specialized expertise in areas such as
behavioral health, to supplement but not supplant the role and responsibilities of the
member’s care coordinator/care coordination or support coordinator/support coordination
team.

62. Section A.2.9.1 shall be amended, including adding a new section A.2.9.1.2.10 as follows:

A2:9 SERVICE COORDINATION

2.9.1 General

2.9..1.1

The CONTRACTOR shall be responsible for the management, coordination, and continuity
of care for all its TennCare members and shall develop and maintain policies and procedures
to address this responsibility. For CHOICES and ECF CHOICES members, these policies
and procedures shall specify the role of the care coordinator/care coordination or support
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2.9.1.2

2.9.1.2:1

2:9.1:22

29.1.23

29.124

29.1.2.5

29.1.2.6

2.9.1.2.7

2.9.1.2.8

2:9.1.2.9

coordinator/support coordination team, as applicable, in conducting these functions (see
Section A.2.9.6).

The CONTRACTOR shall:

Coordinate care among PCPs, specialists, behavioral health providers, and long-term services
and supports providers;

Perform reasonable preventive health case management services, have mechanisms to assess
the quality and appropriateness of services furnished, and provide appropriate referral and
scheduling assistance;

Monitor members with ongoing medical or behavioral health conditions;

Identify members using emergency department services inappropriately to assist in
scheduling follow-up care with PCPs and/or appropriate specialists to improve continuity of
care and establish a medical home;

Maintain and operate a formalized hospital and/or institutional discharge planning program;

Coordinate hospital and/or institutional discharge planning that includes post-discharge care,
as appropriate;

Maintain an internal tracking system that identifies the current preventive services screening
status and pending preventive services screening due dates for each member;

The CONTRACTOR shall submit an implementation plan for making admission, discharge
and transfer data from applicable hospitals available to all primary care practices. The
CONTRACTOR shall also provide an implementation plan for providing PCPs access to
pharmacy data;

Authorize services provided by non-contract providers, as required in this Contract (see, e.g.,
Section A.2.13); and

2.9.1.2.10 In addition to the functions provided in this section, for CONTRACTOR’s members on the

ECF CHOICES referral list the CONTRACTOR shall assist the member in accessing covered
benefits; provide referrals to other services and supports, as appropriate; ensure that such
individuals have the CONTRACTOR’s contact information, are informed that they may
contact the CONTRACTOR at this number if their needs or circumstances change such that
they believe they may qualify in a category for which enrollment into ECF CHOICES is open,
or if they need assistance in accessing a covered benefit; and that CONTRACTOR staff, either
support coordination or case management staff, contact the member at least annually to review
the member’s needs and circumstances, ensure that the member is in the appropriate priority
category on the ECF CHOICES referral list, and to provide any additional case management
services or assist the member in accessing any other covered benefits that may be beneficial.
The CONTRACTOR shall maintain an internal tracking system for coordination requirements
in this Section A.2.9.1.2.10 and shall be able to produce documentation of such activities upon
request by TENNCARE.
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A2.9.2

~mendment 4 (cont.)

Section A.2.9.2 through A.2.9.2.1.4.5 and Section A.2.9.2.5 shall be amended as follows:

Transition of New Members

2.9.2.1

292.1.1

2.9.2:1.2

2.92.13

29.2.1.4

2.9.2.14.]

In the event an enrollee entering the CONTRACTOR’s MCO, either as a new TennCare
enrollee or transferring from another MCO, is receiving medically necessary covered services
in addition to or other than prenatal services (see below for enrollees receiving only prenatal
services) the day before enrollment, the CONTRACTOR shall be responsible for the costs of
continuation of such medically necessary services, without any form of prior approval and
without regard to whether such services are being provided by contract or non-contract
providers. Except as specified in this Section A.2.9.2 or in Sections A.2.9.3 or A.2.9.6, this
requirement shall not apply to long-term services and supports.

For medically necessary covered services, other than long-term services and supports, being
provided by a non-contract provider, the CONTRACTOR shall provide continuation of such
services for up to ninety (90) calendar days or until the member may be reasonably
transferred without disruption to a contract provider, whichever is less. The CONTRACTOR
may require prior authorization for continuation of services beyond thirty (30) calendar days;
however, the CONTRACTOR is prohibited from denying authorization solely on the basis
that the provider is a non-contract provider.

For medically necessary covered services, other than long-term services and supports, being
provided by a contract provider, the CONTRACTOR shall provide continuation of such
services from that provider but may require prior authorization for continuation of such
services from that provider beyond thirty (30) calendar days. The CONTRACTOR may
initiate a provider change only as otherwise specified in this Contract.

For medically necessary covered long-term services and supports for CHOICES and ECF
CHOICES members who are new to both TennCare and CHOICES or ECF CHOICES, the
CONTRACTOR shall provide long-term services and supports as specified in Sections
A2.9.6.2.4,A.2.9.6.2.5, A.2.6.1.5 and A.2.6.1.6.

For covered long-term services and supports for CHOICES and ECF CHOICES members
who are transferring from another MCO, the CONTRACTOR shall be responsible for
continuing to provide covered long-term services and supports, including both CHOICES and
ECF 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.

For a member in CHOICES Group 2 or 3 or ECF CHOICES, the CONTRACTOR shall
continue CHOICES or ECF 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 or support coordinator, as applicable, has conducted a
comprehensive needs assessment and developed a plan of care or PCSP, and the
CONTRACTOR has authorized and initiated CHOICES or ECF CHOICES HCBS in
accordance with the member’s new plan of care or PCSP. If a member in CHOICES Group 2
or 3 or ECF CHOICES 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 1 or Level IlI) and/or reimbursement approved by
TENNCARE (see Section A.2.14.1.14). For a member in Group 1, the CONTRACTOR shall
provide nursing facility services to the member in accordance with the level of nursing
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292142

29.2.1.4.3

2.9.2.1.44

29.2.14.5

2925

facility services (Level | or Level II) and/or reimbursement approved by TENNCARE (see
Section A.2.14.1.14); however, the member may be transitioned to the community in
accordance with Section A.2.9.6.8 of this Contract.

For a member in CHOICES Group 2 or 3 or ECF CHOICES transferring from another MCO,
within thirty (30) days of notice of the member’s enrollment with the CONTRACTOR, a care
coordinator or support coordinator, as applicable, shall conduct a face-to-face visit (see
Section A.2.9.6.2.5), including a comprehensive needs assessment (see Section A.2.9.6.5)
and a caregiver assessment, and develop a plan of care or PCSP, as applicable (see Section
A.2.9.6.6), and the CONTRACTOR shall authorize and initiate CHOICES HCBS or ECF
CHOICES HCBS in accordance with the new plan of care or PCSP (see Section A.2.9.6.2.5).
If a member in Group 2 or 3 or ECF CHOICES is receiving short-term nursing facility care
on the date of enrollment with the CONTRACTOR, a care coordinator or support
coordinator, as applicable, 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 A.2.9.6.2.5 for members who will be discharged from the nursing facility and
remain in Group 2 or 3 or ECF CHOICES and Section A.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
enroliment, 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 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 or ECF CHOICES, the CONTRACTOR becomes aware of an
increase in the member’s needs, a care coordinator or support coordinator, as applicable, shall
immediately conduct a comprehensive needs assessment and update the member's plan ol
care or PCSP, 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 enroliment with the CONTRACTOR and
conduct a needs assessment as determined necessary by the CONTRACTOR (see Section
A.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.

If the CONTRACTOR becomes aware that a CHOICES or ECF CHOICES member will be
transferring to another MCO, the CONTRACTOR (including, but not limited to the
member’s care coordinator or care coordination team or support coordinator or support
coordination team) shall, in accordance with protocols established by TENNCARE, work
with the other MCO in facilitating a seamless transition for that member.
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64. Section A.2.9.5.2.2 shall be amended as follows:

29522

For CHOICES members in Groups 2 and 3 or ECF CHOICES, the requirement for a HCBS
provider that is no longer willing or able to provide services to a member to cooperate with
the member’s care coordinator or support coordinator to facilitate a seamless transition to
another HCBS provider (see Section A.2.12.11.1) and to continue to provide services to the
member until the member has been transitioned to another HCBS provider, as determined by
the CONTRACTOR, or as otherwise directed by the CONTRACTOR (see Section
A2.12.11.2);

65. Section A.2.9.6.1 shall be amended as follows:

A.2.9.6 Care Coordination and Support Coordination

2.9.6.1

2.9.6.1.1

2.9.6.1.2

2.9.6.1.3

296.14

General

The CONTRACTOR shall provide care coordination to all members enrolled in TennCare
CHOICES and support coordination to all members enrolled in ECF CHOICES in
accordance with this Contract and to other TennCare members only in order to determine the
member’s eligibility for and facilitate the member’s enrollment in TennCare CHOICES or
ECF CHOICES. Except for the initial process for current members that is necessary to
determine the member’s eligibility for and facilitate the member’s enrollment in TennCare
CHOICES or ECF CHOICES, care coordination shall not be available to non-CHOICES
members, and support coordination shall not be available to non-ECF CHOICES members.

The CONTRACTOR shall provide care coordination and support coordination in a
comprehensive, holistic, person-centered manner.

The CONTRACTOR shall use care coordination as the continuous process of: (1) assessing a
member’s physical, behavioral, functional, and psychosocial needs; (2) identifying the
physical health, behavioral health and long-term care services and other social support
services and assistance (e.g., housing or income assistance) that are necessary to meet
identified needs; (3) ensuring timely access to and provision, coordination and monitoring of
physical health, behavioral health, and long-term care services needed to help the member
maintain or improve his or her physical or behavioral health status or functional abilities and
maximize independence; and (4) facilitating access to other social support services and
assistance needed in order to ensure the member’s health, safety and welfare, and as
applicable, to delay or prevent the need for more expensive institutional placement.

The CONTRACTOR shall use support coordination as the continuous process of: (1)
identifying, developing, and supporting opportunities for a member’s - community
involvement, including achieving and maintaining competitive, integrated employment
consistent with the member’s individual strengths, preferences and conditions for success; (2)
leveraging member strengths, resource and opportunities available in the member’s
community, and natural supports available to the member in coordination with ECF services
and supports to enable the member to achieve his/her desired lifestyle and goals for
community involvement, employment and independent living and wellness; (3) assessing a
member’s physical, behavioral, functional, and psychosocial needs; (4) identifying the
physical health, behavioral health and long-term services and other support services and
assistance (e.g., vocational rehabilitation, housing or income assistance) that are necessary to
enable the member to achieve his/her desired lifestyle, goals for community involvement,

31| Page



2.9.6.1.5

2.9.6.1.6

2.9.6.1.7

2.9.6.1.7.1

2.9.6.1.7.2

2.9.6.1.7.3

2.9.6.1.74

2.9.6.1.8

employment and independent living, and wellness, and to address identified needs; (5)
ensuring timely access to and provision, coordination and monitoring of physical health,
behavioral health, and long-term services and supports necessary to facilitate the member’s
community involvement, including achieving and maintaining competitive, integrated
employment, consistent with the member’s individual strengths, preferences and conditions
for success and necessary to maintain or improve his or her physical or behavioral health
status and functional abilities, to maximize independence, to ensure the member’s rights and
choices, health, safety and welfare, and as applicable, to delay or prevent the need for more
restrictive and more expensive institutional placement; and (6) facilitating access to other
support services and assistance the member needs to achieve his/her desired lifestyle, goals
for community involvement, employment and independent living and wellness, and to
address identified needs.

Long-term services and supports identified through care coordination or support coordination
and provided by the CONTRACTOR shall build upon and not supplant a member’s existing
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. However, once a member qualifies for CHOICES, he
is no longer eligible to receive services under the State-funded Options program (see Rule
0030-2-1-.01), and neither the State nor the CONTRACTOR can require that services
available to a member through CHOICES be provided instead through programs funded by
Title 111 of the Older Americans Act.

The CONTRACTOR shall develop and implement policies and procedures for care
coordination and for support coordination that comply with the requirements of this Contract.

The CONTRACTOR shall compute Care Coordination CHOICES-related timelines and
Support Coordination ECF CHOICES-related timelines as [ollows:

The date of receipt of the referral by the CONTRACTOR (which shall not include any
additional days for the CONTRACTOR to process the referral or assign to appropriate
staff) shall be the anchor date for the referral process. The anchor date is not included in
the calculation of days.

The anchor date for the enrollment process shall be the latter of 1) the date the Bureau
transmits the 834 file to the CONTRACTOR; or 2) the date of CHOICES or ECF
CHOICES enrollment as indicated on the 834 file. The anchor date is not included in the
calculation of days.

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

The calendar day immediately following the anchor date is day one (1) of timelines
utilizing calendar days. Each subsequent calendar day is included in the computation.

The CONTRACTOR’s failure to meet requirements, including timelines, for care
coordination or support coordination set forth in this Contract, except for good cause,
constitutes non-compliance with this Contract. Such failure shall not affect any determination
of eligibility for CHOICES or ECF CHOICES enrollment, which shall be based only on
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66.

2.9.6.1.9

2.9.6.1.10

whether the member meets CHOICES or ECF CHOICES eligibility and enrollment criteria,
as defined pursuant to the Section 1115 TennCare Demonstration Waiver, federal and state
laws and regulations, this Contract, and TennCare policies and protocols. Nor shall such
failure affect any determination of coverage for CHOICES or ECF CHOICES benefits which
shall be based only on the covered benefits for the applicable CHOICES or ECF CHOICES
group in which the member is enrolled as defined pursuant to the Section 1115 TennCare
Demonstration Waiver, federal and state laws and regulations, this Contract, and TennCare
policies and protocols; and in accordance with requirements pertaining to medical necessity.

The CONTRACTOR shall ensure that its care coordination and support coordination program
complies with 42 CFR 438.208 and 42 § C.F.R. 441.301(c)(4)-(6).

The CONTRACTOR shall ensure that, upon enrollment into CHOICES or ECF CHOICES,
the appropriate level of Population Health (see Section A.2.8.4 of this Contract) activities are
integrated with CHOICES care coordination or ECF CHOICES support coordination
processes and functions, and that the member’s assigned care coordinator or support
coordinator, as applicable, has primary responsibility for coordination of all the member’s
physical health, behavioral health, and long-term services and supports needs. The care
coordinator or support coordinator may use resources and staff from the CONTRACTOR’s
Population Health programs, including persons with specialized expertise in areas such as
behavioral health, to supplement but not supplant the role and responsibilities of the care
coordinator/care coordination or support coordinator/support coordination team.

Section A.2.9.6.2 through A.2.9.6.2.3.7 shall be deleted and replaced as follows and all references
shall be updated accordingly.

2.9.6.2

2.9.62:1

2.9.6:2.2

29623

2.9.6.2.3.1

Intake Process for Members New to Both TennCare and CHOICES or ECF CHOICES

The CONTRACIOR shall reter all inquiries regarding CHOICES or ECF CHOICES
enrollment by or on behalf of potential applicants who are not enrolled with the
CONTRACTOR to TENNCARE or its designee, as applicable for each program. The form
and format for such referrals shall be developed in collaboration with the CONTRACTOR
and TENNCARE or its designee.

TENNCARE or its designee, as applicable for each program, will assist potential applicants
who are not enrolled in TennCare with TennCare eligibility and CHOICES or ECF
CHOICES intake and enrollment.

Functions of TENNCARE or its designee in the CHOICES or ECF CHOICES Referral
(including Screening, Intake, and Enrollment) Process

For persons wishing to apply for CHOICES or ECF CHOICES, TENNCARE or its designee,
as applicable for each program, 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 or ECF CHOICES. Such screening process shall assess: (1)
whether the potential applicant appears to meet categorical and financial eligibility criteria for
CHOICES or ECF CHOICES, as applicable; and (2) whether the potential applicant appears
to meet level of care eligibility for enrollment in CHOICES or ECF CHOICES. For ECF
CHOICES, the screening process shall also gather information that can be used to prioritize
the potential applicant for intake based on established prioritization and enrollment criteria.
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296232

2.9:6.2.33

29.6.2.34

For persons 1) identified by TENNCARE or its designee as meeting the screening criteria; 2)
who do not meet screening criteria but elect to proceed with intake; or 3) 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 potential applicant.

As part of this intake visit for CHOICES, TENNCARE or its designee will, using the tools
and protocols specified by TENNCARE, conduct a level of care and needs assessment; and
assess the potential applicant’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 individual through other entities, and services that are reimbursable through
other public or private funding sources, such as Medicare or long-term care insurance.

For ECF CHOICES intake visits, TENNCARE or its designee will, using the intake packet
and protocols specified by TENNCARE, verify the potential applicant’s target population and
gather basic information that will allow TENNCARE or its designee to prioritize the
applicant for enrollment based on established prioritization and enrollment criteria.

2.9.6.2.3.5 TENNCARE or its designee shall conduct the intake visit for potential CHOICES or ECF

CHOICES applicants in the potential applicant’s place of residence, except under extenuating
circumstances (such as the member’s hospitalization), which shall be documented in writing,.

2.9.6.2.3.6 As part of the intake visit for potential CHOICES applicants, TENNCARE or its designee

shall: (1) document and confirm the applicant’s current address and phone number(s); (2)
provide general CHOICES education and information, as specified by TENNCARE, and
assist in answering any questions the applicant may have; (3) provide information about
estate recovery; (4) complete Medicaid and level of care (i.e., PAE) applications and provide
assistance, as necessary, in gathering documentation needed by the State to determine
TennCare eligibility; (5) provide choice counseling and facilitate the selection of an MCO by
the applicant or his/her representative; (6) for applicants seeking enrollment in CHOICES
Group 1 or Group 2, 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; (7) 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; (8) 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 1 PASRR screening; (9) for applicants
who are seeking CHOICES HCBS: (a) conduct a risk assessment in accordance with
protocols developed by TENNCARE and discuss with the applicant identified risks of
receiving care in the home or community-based setting, the consequences of such risks, and
strategies to mitigate the identified risks; and (b) provide information regarding consumer
direction and obtain signed documentation of the applicant’s interest in participating in
consumer direction; and (10) 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 upon enrollment, including that the CONTRACTOR will develop and
approve a plan of care.
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2.9.6.2.3.7

As part of the face-to-face intake visit for potential ECF CHOICES applicants, TENNCARE
or its designee shall, in accordance with requirements set forth in protocol: (1) document and
confirm the potential applicant’s current address and phone number(s); (2) provide general
ECF CHOICES education and information, as specified by TENNCARE, and assist in
answering any questions the applicant may have; and (3) gather all required supporting
documentation to verify target population and to prioritize the person for enrollment based on
established prioritization and enrollment criteria.

2.9.6.2.3.8 When it is determined that a potential applicant for ECF CHOICES meets prioritization

2.9.6.2.3.8.1

2.9.6.2.39

2.9.6.2.3.10

2.9.6.2.3.11

criteria for enrollment into a category that is currently open for enrollment and for which a
slot is available, or that the person meets criteria for an available reserve slot (which may
require submission to the interagency review committee before such determination can be
made), TENNCARE or its designee shall proceed with a face-to-face enrollment visit.

The ECF CHOICES intake and enrollment visits may be combined when such
determination can be made without submission to the interagency review committee (e.g.,
when an applicant who has an intellectual disability has an aging caregiver as defined by
state law).

As part of the face-to-face enrollment visit for ECF CHOICES, TENNCARE or its designee
shall, as applicable (see 2.9.6.2.3.8.1) and in accordance with requirements set forth in
protocol: (1) confirm or update, as applicable, the applicant’s current address and phone
number(s); (2) review ECF CHOICES education and information, as specified by
TENNCARE, and assist in answering any questions the applicant may have; (3) complete
level of care (i.e., PAE) and Medicaid applications and provide assistance, as necessary, in
gathering documentation needed by the State to determine medical and financial eligibility
for reimbursement of LTSS, including post-eligibility provisions (i.e., patient liability); (5)
provide choice counseling and facilitate the selection of an MCO by the applicant or his/her
representative; (6) provide information about estate recovery; (/) provide detailed
information and obtain signed acknowledgement of understanding regarding an ECF
CHOICES member’s responsibility with respect to payment of patient liability amounts,
including, as applicable, the potential consequences for non-payment of patient liability; (8)
provide information regarding consumer direction and obtain signed documentation of the
applicant’s interest in participating in consumer direction; and (9) provide information
regarding next steps in the process including the need for approval by TENNCARE to enroll
in ECF CHOICES and the functions of the CONTRACTOR upon enrollment, including that
the CONTRACTOR will work with the applicant to develop and approve a PCSP.

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

TENNCARE will notify the CONTRACTOR via the outbound 834 enrollment file when
a person has been enrolled in CHOICES or ECF CHOICES, the member’s CHOICES or
ECF CHOICES Group, and any applicable patient liability amounts (See Section
A2.6.7).

2.9.6.2.3.11.1 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 A.2.6.1.5.2.3),
which shall be the average cost of Level 1 nursing facility care unless a higher cost
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neutrality cap is established by TENNCARE based on information submitted by the
AAAD or MCO (as applicable) in the level of care.

2.9.6.2.3.11.2 For members in ECF CHOICES, TENNCARE shall notify the CONTRACTOR of the

member’s expenditure cap (see definition in Section 1) on the outbound 271 file.

2.9.6.2.3.12  TENNCARE or its designec will make available to the CONTRACTOR all
documentation from the intake visit (and for ECF CHOICES, the enrollment visit).

Section A.2.9.6.2.5 shall be amended by deleting and replacing the lead in title Section A.2.9.6.2.5,

adding new Sections A.2.9.6.2.5.3 through A.2.9.6.2.5.3.3.2, deleting Section A.2.9.6.2.5.9.1, and

amending the renumbered Sections A.2.9.6.2.5.8, and A.2.9.6.2.5.12 through A.2.9.6.2.5.16 as
follows including all references thereto.

2.9.6.2.5

2.9.6.2.5.3

2.9.6.2.5.3.1

Functions of the CONTRACTOR for Members in CHOICES Groups 2 and 3, and ECF
CHOICES

For ECF CHOICES members, the support coordinator shall, within ten (10) business days of
notice of the member’s enrollment in ECF CHOICES, conduct a face-to-face visit with the
member, initiate a comprehensive needs assessment in a manner sufficient to ensure needs
are identified and addressed in the Initial SP (see Section A.2.9.6.5), conduct a caregiver
assessment, develop an Initial SP (see Section A.2.9.6.6), and authorize and initiate ECF
CHOICES HCBS.

The Initial SP shall identify ECF CHOICES HCBS that are needed by the member
immediately while the comprehensive PCSP is developed.

2.9.6.2.5.3.2 ECF CHOICES HCBS identified in the Initial SP shall be authorized for no more than

thirty (30) calendar days, pending development of the PCSP whichi shall identily ongoing
ECF CHOICES HCBS needed.

2.9.6.2.5.3.3  The support coordinator shall, within thirty (30) calendar days of notice of enrollment in

ECF CHOICES, complete the comprehensive needs assessment (see A.2.9.6.5.2.5),
develop the PCSP and authorize and initiate services as specified in the PCSP.

2.9.6.2.53.3.1 In developing the PCSP, the support coordinator shall ensure that the Employment

Informed Choice Process is followed.

2.9.6.2.5.3.3.2 The CONTRACTOR shall ensure a seamless transition from ECF CHOICES HCBS in

2.9.6.2:5.8

2:9.6.25.12

the Initial SP to ECF CHOICES HCBS in the PCSP, with no gaps in care.

In preparation for the face-to-face visit, the care coordinator or support coordinator shall
review in-depth the information from the intake AND enrollment process (see Section
A.2.9.6.2.3), and the care coordinator or support coordinator shall consider that information
when developing the member’s plan of care or PCSP, as applicable.

As part of the face-to-face visit, for members determined to need eligible CHOICES
HCBS or eligible ECF CHOICES HCBS, the care coordinator or support coordinator, as
applicable, shall verify the member's interest in participating in consumer direction and
obtain written confirmation of the member's decision. The care coordinator or support
coordinator shall also, using current information regarding the CONTRACTOR’s
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2.9.6.2.5.13

2.9.6.2.5.14

2.9.6.2.5.15

2.9.6.2.5.16

network, provide member education regarding choice of contract providers for CHOICES
HCBS or ECF CHOICES, subject to the provider’s availability and willingness to timely
deliver services, which shall include information, as applicable, regarding providers who
are able to assign staff who are linguistically competent in the member and/or primary
caregiver’s primary spoken language, or in sign language, or who can facilitate non-
verbal forms of communication, including the use of assistive technology, as applicable,
and the use of other auxiliary aids or services in order to achieve effective
communication and obtain signed confirmation of the member’s choice of contract
providers.

For purposes of CHOICES or ECF CHOICES HCBS, service authorizations shall include
the amount, frequency, and duration of each service to be provided and, except for
services provided through Consumer Direction, 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. The CONTRACTOR may
determine, subject to requirements set forth in the approved service definitions, and in
policy and protocol, the duration of time for which CHOICES or ECF CHOICES HCBS
will be authorized, except that ECF CHOICES HCBS provided pursuant to an Initial SP
shall be authorized for no more than thirty (30) days while the PCSP is developed.
However, the CONTRACTOR shall be responsible for monitoring its authorizations and
for ensuring that there are no gaps in authorizations for CHOICES or ECF CHOICES
HCBS in accordance with the plan of care or PCSP, as applicable, including transition
from ECF CHOICES HCBS in the Initial SP to ECF CHOICES HCBS in the PCSP. The
CONTRACTOR shall further be responsible for ensuring that service authorizations are
consistent with the plan of care or PCSP, as applicable, including the schedule at which
services are needed and any updates to the plan of care or PCSP, as applicable, and/or
schedule, and except in the following circumstance, for notifying providers in advance
when a service authorization (including a schedule) will be changed. Retroactive entry or
adjustments in service authorizations for CHOICES or ECF CHOICES HCBS should be
made only when required to accommodate payment of services that had been authorized
but an adjustment in the schedule of services was required based on the member’s needs.

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

If the CONTRACTOR is unable to initiate any CHOICES HCBS or ECF 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.

TENNCARE may establish, pursuant to policies and protocols for management of
waiting or referral lists, alternative timeframes for completion of specified intake
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functions and activities when there is a waiting or referral list, or upon implementation of
ECF CHOICES.

Section A.2.9.6.3 shall be amended by deleting and replacing the lead in title Section A.2.9.6.3,
adding new Sections A.2.9.6.3.1.6.7, A.2.9.6.3.3, A.2.9.6.3.3.1, A.2.9.6.3.9 through A.2.9.6.3.9.5,

replacing renumbered Sections A.2.9.6.3.4 through A.2.9.6.3.8, A.2.9.6.3.10 through A.2.9.6.3.13,
A.2.9.6.3.17 through A.2.9.6.3.21, A.2.9.6.3.23 through A.2.9.6.3.25, A.2.9.6.3.27, and A.2.9.6.3.28 as
follows:

2.9.6.3 CHOICES and ECF CHOICES Intake Process for the CONTRACTOR’s Current Members

2.9.6.3.1.6.7 The CONTRACTOR shall develop and implement policies and procedures for
identification of members who may eligible for ECF CHOICES, as directed by
TENNCARE pursuant to any outreach protocol that may be developed.

2.9.6.3.3  For referrals of potential applicants for ECF CHOICES, the CONTRACTOR shall provide
basic education developed by TENNCARE about the program, and may advise the potential
applicant of the availability of TENNCARE’s online self-screening tool, but shall offer
assistance in completing the online screening tool, if needed or preferred.

2.9.6.3.3.1 For potential applicants who need assistance or who do not utilize the online self-
screening tool, the CONTRACTOR’s telephonic screening will utilize TENNCARE’s
online self-screening tool, capturing the information in the online referral system for
purposes of referral list management.

2.9.6.3.4 For CHOICES or ECF CHOICES referrals by or on behalf of a potential CHOICES or ECF
CHOICES member, regardless of referral source, if the CONTRACTOR uses a telephone
screening process, the CONTRACTOR shall make every effort to conduct such screening
process at the time of referral, unless the person making the referral is not able or not
authorized by the member to assist with the screening process, in which case the
CONTRACTOR shall complete the telephone screening process as expeditiously as possible.

2.9.6.3.4.1 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 or ECF CHOICES and how to obtain a screening
for CHOICES or ECF CHOICES, shall constitute sufficient effort by the
CONTRACTOR to assist a member who has been referred for CHOICES or ECF
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.

2.9.6.3.5 For persons referred for enrollment in CHOICES that are identified through notification of
hospital admission, the CONTRACTOR shall work with the discharge planner to determine
whether long-term care services may be needed upon discharge, and if so, shall complete all
applicable screening and/or intake processes immediately to facilitate timely transition to the
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2.9.6.3.6

2.9.6.3.6.1

2.9.6.3.7

2.9.6.3.8

2.9.63.9

2.9.6.3.9.1
2:96.3.9.2
2.9.6.3.9.3

2.9.63.94

~uendment 4 (Cont.)

most integrated and cost effective long-term care delivery setting appropriate for the
member’s needs.

For identification by the CONTRACTOR of a member who may be eligible for CHOICES by
means other than referral or notice of hospital admission, if the CONTRACTOR uses a
telephone screening process, the CONTRACTOR shall complete the telephone screening
process as expeditiously as possible.

Documentation of at least one (1) attempt to contact the member by phone at the number
most recently reported by the member, 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 that has been identified by the CONTRACTOR by means other than referral.

If the CONTRACTOR uses a telephone screening process for potential CHOICES applicants,
the CONTRACTOR shall document all screenings conducted by telephone and their
disposition, with a written record.

If the member does not meet the telephone screening criteria for CHOICES, the
CONTRACTOR shall within five (5) business days of the screening 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.

If the CONTRACTOR is conducting a telephonic screening or assisting a member and
potential ECF CHOICES applicant with a self-screening, and the member does not meet the
screening criteria for ECF CHOICES (i.e., does not appear to qualify for the program) based
on the results of the screening tool, the CONTRACTOR shall:

Advise the member during the call that he/she does not appear to meet the criteria for
enrollment into ECF CHOICES; and

Provide the member with the opportunity to be placed on the ECF CHOICES referral list
for potential intake and enrollment into the program in accordance with TennCare
established prioritization and enrollment criteria.

If the potential applicant indicates during the screening call that he wants to be placed on
the referral list, the CONTRACTOR shall place the member on the list, documenting in
the online referral system the outcome of the screening process.

If the potential applicant does not indicate during the screening call that he wants to be
placed on the referral list, TENNCARE shall be responsible for sending written

notification to the potential applicant, advising in writing: (1) that he/she does not appear

39| Page



S
unendment 4 (cont

2.96.3.9.5

2.9.6.3.10

2.9.6.3.10.1

2.9.6.3.10.2

2.9.6.3.11

)

to meet the criteria for enrollment in ECF CHOICES; and (2) that he/she can be placed
on the ECF CHOICES referral list for potential intake and enrollment into ECF
CHOICES in accordance with TENNCARE established processes by submitting a written
request to the CONTRACTOR.

In the event that a member submits such written request for placement on the ECF
CHOICES referral list, the CONTRACTOR shall place the member on the referral list for
potential intake and enrollment in accordance with TENNCARE established
prioritization and enrollment criteria.

If, through the screening process described above, or upon other identification by the
CONTRACTOR of a member who appears to be eligible for CHOICES for whom the
CONTRACTOR opts not to use such screening process, the care coordinator shall conduct a
face-to-face intake visit with the member that includes a level of care assessment and a needs
assessment (see Section A.2.9.6.5) using tool(s) prior approved by TENNCARE and in
accordance with the protocols specified by TENNCARE. For members on the ECF
CHOICES referral list who: 1) are in one of the priority categories as specified in TennCare
protocol for which enrollment is currently open or who may qualify in a reserve slot; and 2)
for which a slot is currently available, the CONTRACTOR shall complete the intake visit
within five (5) business days of completing the screening, except when the member requests a
later date. For all other individuals on the referral list, the CONTRACTOR shall complete the
intake visit within thirty (30) calendar days of screening. The CONTRACTOR shall notify
the member in advance of the intake visit documentation that the CONTRACTOR will need
during the intake visit. TENNCARE may, at its discretion, modify these timelines in writing
to the CONTRACTOR as necessary during program implementation and for efficient
management of the referral process.

For members in a nursing facility or seeking nursing facility services, the care
coordinator shall perform any additional needs assessment deemed necessary by the
CONTRACTOR (see Section A.2.9.6.5.1).

For members seeking CHOICES HCBS, during the intake visit the care coordinator shall,
using the tools and protocols specified by TENNCARE, conduct a comprehensive needs
assessment (See Section A.2.9.6.5) and shall 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 member upon
enrollment into CHOICES that would build upon and not supplant a member’s existing
natural support system. Additionally, the CONTRACTOR may perform the caregiver
assessment (See Section A.2.9.6.5.2.5) during the intake visit, but shall perform the
caregiver assessment no later than ten (10) business days after receipt of referral as
detailed in Section A.2.9.6.3.12, but prior to the development of the plan of care to ensure
that caregiver needs are addressed, as appropriate. The care coordinator or support
coordinator shall also ensure that all identified caregivers have the care coordinator or
support coordinator’s name and contact information in accordance with Section
A.2.9.6.4.3.

As part of the face-to-face intake visit for CHOICES, the care coordinator shall: (1) document
and confirm the applicant’s current address and phone number(s) and assist the member in
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updating his or her address with TENNCARE or the Social Security Administration, if
applicable; (2) provide general CHOICES education and information, as specified by
TENNCARE, to the member and assist in answering questions the member may have; (3)
provide information about estate recovery; (4) provide assistance, as necessary, in gathering
documentation needed by TENNCARE to determine categorical/financial eligibility for LTC;
(5) for members seeking enroliment in CHOICES Group 1 or Group 2, 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; (6) 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 (7) 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; (8) 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 document
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, and which
shall also be signed by the care coordinator, attesting that such risks and strategies have been
discussed with the member or his/her representative prior to their decision to accept such risk;
and (b) provide information regarding consumer direction and obtain written confirmation of
the member’s decision regarding participation in consumer direction; (9) for members
seeking enrollment in Group 2, 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
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; (10) for
members seeking enrollment in Group 3, provide explanation to the member regarding the
fifteen thousand dollar ($15,000) expenditure cap and make a determination whether the
member’s needs can be safely met within the array of services and supports that would be
available if the applicant was enrolled in CHOICES Group 3, including CHOICES HCBS up
to the expenditure cap of $15,000, non-CHOICES HCBS available through TennCare (e.g.,
home health), services available through Medicare, private insurance or other funding
sources, and unpaid supports provided by family members and other caregivers; and (11) for
all members, using current information regarding the CONTRACTOR’s network, provide
information regarding choice of contract providers, subject to the provider’s availability and
willingness to timely deliver services, which shall include information, as applicable,
regarding providers who are able to assign staff who are linguistically competent in the
member and/or primary caregiver’s primary spoken language, or in sign language, or who can
facilitate non-verbal forms of communication, including the use of assistive technology, as
applicable, and the use of other auxiliary aids or services in order to achieve effective
communication and obtain signed documentation of the member’s choice of contract
providers.
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2.9.6.3.12

2.9.6.3.12.1

2.9:6.3.12.2

2.9.6.3.12.3

2.9.6.3.12.4

2.9.6.3.13

2.9.6:3.13.1

2.9.6.3.13.2

2.9.6.3.14

2.9.6.3.14.1

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
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;

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 member/representative;
or

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 datc. 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.

As part of the face-to-face intake visit for ECF CHOICES, the CONTRACTOR shall, using
the intake packet and protocols specified by TENNCARE, verify the applicant’s target
population and gather basic information that will allow the CONTRACTOR to prioritize the
applicant for enrollment based on established prioritization and enrollment criteria.

During the intake visit, the CONTRACTOR shall provide assistance to the member as
needed in requesting and/or obtaining documentation to verify the member’s target
population as specified by TENNCARE; however, the member and/or authorized
representative shall be responsible for providing proof of eligibility for determination by
TENNCARE prior to enrollment in ECF CHOICES.
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2.9.6.3.14.2

2.9.6.3.14.2

2.9.6.3.14.2

2.9.6.3.14.2

)

If the CONTRACTOR does not obtain documentation during the face-to-face visit for
ECF CHOICES that reasonably establishes that the member has an 1D or DD the
CONTRACTOR shall:

.1 Advise the person verbally that they do not appear to meet target population for

enrollment into ECF CHOICES and further advise that the person may request to remain
on the ECF CHOICES referral list, and if selected for enrollment and found not to qualify
for enrollment, to receive formal notice of denial and due process, including the right to
request a fair hearing regarding program eligibility.

.1.1 The decision regarding whether to remain on the ECF CHOICES referral list must be

made by the member or the member’s representative, as applicable; the CONTRACTOR
shall not encourage the member or member’s representative to withdraw from the referral
process for ECF CHOICES;

.1.2 If the person requests to remain on the ECF CHOICES referral list, the CONTRACTOR

shall note in the referral record and in the tracking system the outcome of the intake
process.

2.9.6.3.14.2.1.3 If the person does not want to remain on the ECF CHOICES referral list, the

2.9.6.3.15

2.9.6.3.15.1

2.9:6.3.15.2

2.9.6.3.16

CONTRACTOR shall request that the person sign a statement withdrawing from the
referral process for ECF CHOICES, maintain such signed statement in the referral record,
advise the person how to initiate a new referral in the future, and close the referral in the
tracking system.

When it is determined that a potential applicant for ECF CHOICES meets prioritization
criteria for enrollment into a category that is currently open for enrollment and for which a
slot is available, or that the person meets criteria for an available reserve slot (which may
require submission to the interagency review committee before such determination can be
made), the CONTRACTOR shall proceed with a face-to-face enrollment visit. Such visit
shall be completed within five (5) business days of determination to proceed with enrollment
of applicant into ECF CHOICES (unless a later date is requested by the applicant).

The ECF CHOICES intake and enrollment visits may be combined when such
determination can be made without submission to the interagency review committee.

The CONTRACTOR shall conduct an enrollment visit only when there are program slots
available, and it is determined that the person will be enrolled into ECF CHOICES if all
applicable enrollment criteria are met (e.g., when an applicant who has an intellectual
disability has an aging caregiver as defined by state law).

As part of the face-to-face enrollment visit for ECF CHOICES, the CONTRACTOR shall, as
applicable (see 2.9.6.3.15.1.) and in accordance with requirements set forth in protocol: (1)
confirm or update, as applicable, the member’s current address and phone number(s); (2)
review ECF CHOICES education and information, as specified by TENNCARE, and assist in
answering any questions the applicant may have; (3) complete the level of care (i.e., PAE)
application and provide assistance, as necessary, in gathering documentation needed by the
State to determine medical and financial eligibility for reimbursement of LTSS, including
post-eligibility provisions (i.e., patient liability); (4) provide information about estate
recovery; (5) provide detailed information and obtain signed acknowledgement of
understanding regarding a CHOICES member’s responsibility with respect to payment of
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2.9.6.3.16.1

)

patient liability amounts, including, as applicable, the potential consequences for non-
payment of patient liability; and (6) provide information regarding next steps in the process
including the need for approval by TENNCARE to enroll in ECF CHOICES and the
functions of the CONTRACTOR, including that the CONTRACTOR will work with the
applicant to develop and approve a PCSP.

The CONTRACTOR may, at its discretion, initiate the comprehensive needs assessment
and develop the Initial SP (see Section A.2.9.6.3) as part of the face-to-face intake
enrollment visit for ECF CHOICES.

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

2.9.6.3.18

2.9.6.3.19

2.9.6.3.19.1

2.9.6.3.19.2

referral source, the care coordinator shall conduct the face-to-face intake visit and shall
develop a plan of care as appropriate (see Section A.2.9.6.6), within ten (10) business days of
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 A.2.9.6.6), and authorize and initiate
CHOICES HCBS 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, in the manner prescribed by TENNCARE the CONTRACTOR shall submit
the level of care (i.e., PAE application) and supporting 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 or expenditure cap, as applicable, to
TENNCARE as soon as possible but no later than five (5) business days of the face-to-face
visit.

If the Contractor determines that the member’s assessed acuity score is less than nine (9)
and the member’s needs cannot be safely met in the community within the array of
services and supports available if the member were enrolled in CHOICES Group 3 or
ECF CHOICES Group 5, as applicable, or the member or his or her representative
request a safety determination, the Contractor shall, in accordance with timeframes
specified in A.2.9.6.3.18 and in a manner specified in TennCare protocol, complete the
Safety Determination Request Form, including all required documentation, and submit
the completed Safety Determination Request Form to TENNCARE along with the
member’s completed PAE.

If the CONTRACTOR is unable to obtain the supporting documentation within five (5)
business days, such as required medical information, and the absence of such
documentation delays the submission of the PAE to TENNCARE, the CONTRACTOR
must document and continue efforts to collect supporting documentation. Such efforts
may include assisting member to secure physician visit, and or other medical
appointments necessary in order to obtain required supporting documentation.
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2.9.6.3.19.3

2.9.6.3.19.4

2.9.6.3.19.5

2.9:6.3.19.6

Efforts to collect supporting documentation required for the submission of the PAE shall
include at least three (3) attempts utilizing the following methods or combination of
methods: contacting the physician, medical facility, or other healthcare entity by
telephone, fax and/or in writing; visiting the healthcare entity, if possible and practicable,
to request and/or pick up the required documentation; and contacting the member by
phone, face-to-face, or in writing to request assistance in obtaining the needed
documentation. Multiple faxes or calls to the physician or provider shall not be sufficient.
If a recent history and physical or other medical records supporting the functional deficits
are not available (e.g., the applicant has not received medical care in the last 365 days),
the CONTRACTOR shall help to arrange an appointment with the member’s primary
care provider in order to obtain the needed information.

The CONTRACTOR must submit the PAE to TENNCARE within twenty (20) business
days from the date of the face-to-face visit regardless of whether the CONTRACTOR has
received the supporting documentation. After submitting the PAE to TENNCARE, if the
PAE submission results in a denial, the CONTRACTOR shall continue diligent efforts to
collect supporting documentation as specified in Section A.2.9.6.3.18.2. Pursuant to
TennCare Rules, if within thirty (30) calendar days of the initial PAE denial, the
CONTRACTOR obtains additional supporting documentation, the CONTRACTOR shall
submit a revised PAE with the supporting documentation. After thirty (30) calendar days
from the initial PAE denial have passed, the CONTRACTOR shall have no obligation to
make efforts to collect supporting documentation, but shall be required to submit a new
PAE with supporting documentation to TENNCARE if such documentation is
subsequently received.

The CONTRACTOR shall be responsible for ensuring that the level of care, including
Safety Determination Request Form, as applicable, is accurate and complete, satisfies all
technical requirements specified by TENNCARE, and accurately reflects the member’s
current medical and tunctional status based on information gathered, at a minimum, from
the member, his or her representative, the Care Coordinator’s or Support 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 a
PAE is denied for insufficiency, inconsistency, or error, the PAE must be revised within
one (1) business day to cure the deficiency and be resubmitted.

If TENNCARE receives a safety request from a NF or hospital on behalf of one of the
CONTRACTOR’s members, and the request contains insufficient medical evidence for
TENNCARE to make a safety determination, TENNCARE may request that the
CONTRACTOR conduct an assessment pursuant to TennCare Rules to gather additional
information needed by TENNCARE to make a safety determination. If TENNCARE
makes such a request, the CONTRACTOR shall conduct the assessments required
pursuant to TennCare Rules and complete the Safety Determination Request Form,
including all required documentation, within five (5) business days from notification by
TENNCARE, except when a delay results from the needs or request of the member
which shall be documented in writing.

2.9.6.3.20 If a member is seeking access to CHOICES HCBS through enrollment in CHOICES Group 2
or access to ECF CHOICES HCBS through enrollment in ECF CHOICES Group 6 and the
enrollment target for the group has been reached, the CONTRACTOR may, subject to
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2.9.6.3.20.1

2.9.6.3.20.2

2.9.6.3.2]

2.9.6.3.22

2.9:6.3.23

2.9.6.3.24

2.9.6.3.24.1

)

established eligibility and enrollment criteria, elect to enroll the person into CHOICES Group
2 or ECF CHOICES Group 6, as applicable, as a cost-effective alternative if the person is
currently receiving nursing facility services or would be imminently placed in a nursing
facility, absent such enrollment and the availability of CHOICES or ECF CHOICES HCBS,
as applicable. The CONTRACTOR shall notify TENNCARE if the CONTRACTOR wishes
to enroll the person in CHOICES Group 2 or ECF CHOICES Group 6 as a cost effective
alternative (CEA) to nursing facility care that would otherwise be provided, and 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 or ECF 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 or ECF CHOICES, as applicable.

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
Group 2 HCBS are not immediately available; (3) determining whether the person wants
nursing facility services if CHOICES Group 2 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 A.2.9.6.3.15.1).

If a person is processed for enrollment in an available slot in ECF CHOICES Group 5 and is
determined to meet NF LOC for reasons other than a safety determination, and a slot is not
available in ECF CHOICES Group 6, the CONTRACTOR shall offer the person the choice
of enrolling in ECF CHOICES Group 5, so long as his or her needs can be safely met with
the array of benefits available if enrolled in Group 5.

The State will be responsible for determining TennCare categorical and financial eligibility
and level of care and enrolling eligible TennCare members into CHOICES and ECF
CHOICES. 1If the applicant does not meet target population or medical eligibility
requirements as determined by TENNCARE, TENNCARE shall send written notification to
the applicant and his or her designee, including information regarding the right to an appeal.

TENNCARE will notify the CONTRACTOR via the outbound 834 enrollment file when a
person has been enrolled in CHOICES or ECF CHOICES and, if the member is enrolled in
CHOICES or ECF CHOICES, the member’s CHOICES or ECF CHOICES Group and
applicable patient liability amounts (see Section A.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 A.1 and see Section
A.2.6.1.5.2.3), which shall be the average cost of Level 1 nursing facility care unless a
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2.9.6.3.24.2

2.9.6.3.25

2.9.6.3.26

2.9.6.3.26.1

2.9.6.3.26.2
2.9.6.3.263

2.9.6.3.26.3
2.9.6.3.26.3

2.9.6.3.26.4

2.9.6.3.27

2.9.6.3.27.1

~mendment 4 (Cont.

)

higher cost neutrality cap is established by TENNCARE based on information submitted
by the AAAD or MCO (as applicable) in the level of care.

For members in ECF CHOICES, TENNCARE will notify the CONTRACTOR of the
member’s expenditure cap (see definition in Section 1), on the outbound 271 file.

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 ECF CHOICES members, the support coordinator shall, within ten (10) business days of
notice of enrollment in ECF CHOICES, conduct a face-to-face visit with the member, initiate
a comprehensive needs assessment in a manner sufficient to ensure needs are identified and
addressed in the Initial SP, conduct a caregiver assessment, develop an Initial SP, and
authorize and initiate ECF CHOICES HCBS.

The Initial SP shall identify ECF CHOICES HCBS that are needed by the member
immediately while the comprehensive PCSP is developed.

ECF CHOICES HCBS identified in the Initial SP shall be authorized for no more than
thirty (30) calendar days, pending development of the PCSP which shall identify ongoing
ECF CHOICES needed.

The support coordinator shall, within thirty (30) calendar days of notice of enrollment in
ECF CHOICES, complete the comprehensive needs assessment (see 2.9.6.5.2.5) and
develop the PCSP and authorize and initiate services as specified in the PCSP.

.1 In developing the PCSP, the support coordinator shall ensure that the Employment

Informed Choice Process is followed.

.2 The CONTRACTOR shall ensure a seamless transition from ECF CHOICES HCBS in

the Initial SP to ECF CHOICES HCBS in the PCSP, with no gaps in care.

. Initiation of the comprehensive needs assessment and development of the Initial SP for

ECF CHOICES members may, at the CONTRACTOR’s discretion, occur during the
enrollment visit (i.e., prior to enrollment in ECF CHOICES)).

For the CONTRACTOR’s members enrolled into CHOICES Group 2 or Group 3 or ECF
CHOICES Groups 4, S5, or 6, the member's Care Coordinator or Support Coordinator, as
applicable, shall within ten (10) business days of notice of the member's enrollment in
CHOICES Group 2 or Group 3, or ECF CHOICES Groups 4, 5, or 6, authorize and initiate
CHOICES or ECF CHOICES HCBS, as applicable.

For purposes of the CHOICES and ECF CHOICES programs, service authorizations for
CHOICES or ECF CHOICES HCBS shall include the amount, frequency, and duration of
each service to be provided, and except for services provided through Consumer
Direction, the schedule at which such care is needed, as applicable; 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
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2.9.6.3.27.2

2.9.6.3.27.3

2.9.6.3.27.4

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. The
CONTRACTOR may determine, subject to requirements set forth in the approved service
definitions, and in policy and protocol, the duration of time for which CHOICES or ECF
CHOICES HCBS will be authorized, except that ECF CHOICES HCBS provided
pursuant to an Initial SP shall be authorized for no more than thirty (30) days while the
PCSP is developed. However, the CONTRACTOR shall be responsible for monitoring its
authorizations and for ensuring that there are no gaps in authorizations for CHOICES or
ECF CHOICES HCBS in accordance with the plan of care or PCSP, as applicable,
including transition from ECF CHOICES HCBS in the Initial SP to ECF CHOICES
HCBS in the PCSP. The CONTRACTOR shall further be responsible for ensuring that
service authorizations are consistent with the plan of care or PCSP, as applicable,
including the schedule at which services are needed and any updates to the plan of care or
PCSP, as applicable, and/or schedule, and except in the following circumstance, for
notifying providers in advance when a service authorization (including a schedule) will
be changed. Retroactive entry or adjustments in service authorizations for CHOICES or
ECF CHOICES HCBS should be made only when required to accommodate payment of
services that had been authorized but an adjustment in the schedule of services was
required based on the member’s needs.

Notwithstanding the address and/or phone number in the 834 file, for purposes of the
EVV system (see Section A.2.9.6.13.5), the CONTRACTOR shall use the member’s
address or phone number or appropriate alternative phone number as confirmed during
the intake and/or enrollment visit (see Section A.2.9.6.3.9) and updated (as applicable)
during subsequent care coordination or support coordination contacts, through EVV alert
monitoring or other member contacts for all HCBS that will be logged into the EVV
system.

Except as required pursuant to Section A. 2.14.5.8, 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 A.2.14.1.14). The CONTRACTOR may however
reimburse a facility at the Level I per diem rate when such rate is billed by the facility
and there is an approved LOC eligibility segment for such level of reimbursement. If the
CONTRACTOR celects to authorize nursing facility services, 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 authorizations 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.

The CONTRACTOR shall provide at least verbal notice to the member prior to initiation
of CHOICES or ECF CHOICES HCBS identified in the plan of care or PCSP, as
applicable, regarding any change in providers selected by the member for each
CHOICES or ECF CHOICES HCBS; including the reason such change has been made. If
the CONTRACTOR is unable to place a CHOICES or ECF CHOICES member in the
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2.96.3.27.5

2.9.63.27.6

2.9.6.3.29.7

2.9.6.3.27.8

2.9.6.3.279

nursing facility or community-based residential alternative setting requested by the
member, the care coordinator or support coordinator, as applicable, 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 Contract or in TENNCARE protocol, 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.

For members enrolled in CHOICES or ECF CHOICES who are, upon CHOICES or ECF
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 or ECF CHOICES who
are, upon CHOICES or ECF 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 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 transilioned to a contract [acility, 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 (¢) 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 A.2.9.6.5.1) and
may supplement the facility’s plan of care as necessary (see Section A.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 or a member enrolled in
CHOICES on or after July 1, 2012 no longer meets nursing facility level of care but does
meet the at-risk level of care and is enrolled in Group 3.

The CONTRACTOR shall not admit a member enrolled in CHOICES Group 2 to a
nursing facility unless the member meets the nursing facility level of care in place at the
time of admission and : (1) is expected to require a short-term nursing facility care stay
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2.9.6.3.27.10

29.6:3.27.11

29.6.3.27.11.1

2.9:6.3:27.11.2

2.9.6.3.27.11.3

for ninety (90) days or less; (2) 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 the member meets the nursing facility level of care in place at the
time of admission and: (1) is expected to require short-term nursing facility services for
ninety (90) days or less; or (2) chooses to transition to a nursing facility and enroll in
Group 1.

The CONTRACTOR shall not admit a member enrolled in any ECF CHOICES Group or
any member with I/DD who would qualify for enrollment in any ECF CHOICES Group
to a nursing facility, including for short-term stay, without providing advance notification
to TENNCARE, which shall include documentation of thoroughly exploring and
exhausting all attempts to provide services in a more integrated community setting.

The member must meet the nursing facility level of care in place at the time of admission
and: (1) be expected to require short-term nursing facility services for ninety (90) days or
less; or (2) make an informed choice to transition to a nursing facility and enroll in Group
1. Informed choice requires thorough exploration and exhaustion of all integrated
community setting options.

A PASRR must be completed prior to admission, the member must be determined
appropriate for placement in a nursing facility, and all identified specialized services
must be coordinated by the CONTRACTOR immediately upon admission.

[f a member enrolled in any ECF CHOICES Group or any member with I/DD who would
qualify for enrollment in any ECF CHOICES Group is admitted to a nursing facility
without the CONTRACTOR’s knowledge (e.g., following discharge from an inpatient
hospital stay of which the CONTRACTOR had no knowledge), the CONTRACTOR
shall immediately commence assessment of the member’s interest and ability to transition
into a more integrated community setting, and shall assist the member in exploring all
possible integrated community setting options.

2.9.6.3.27.11.4 The CONTRACTOR shall be responsible for ensuring seamless coordination of discharge

2.9.6.3.27.12

planning on behalf of members enrolled in its companion D-SNP and for coordinating
with other Medicare Advantage D-SNPs regarding members enrolled in a D-SNP that is
not the CONTRACTOR’s companion D-SNP (see Section A.2.9.14), which shall include
appropriate triage of inpatient admission notifications and coordination in discharge
planning when Medicaid LTSS or other Medicaid services are needed upon discharge in
order to ensure that care is provided in the most appropriate, cost effective and integrated
setting.

Upon receiving notification from TENNCARE that a member’s eligibility has ended, the
CONTRACTOR shall within two (2) business days notify all providers of ongoing HCBS
that the member's CHOICES or ECF CHOICES eligibility has ended, which may be
accomplished by notification in the EVV system when applicable. Such notification shall
not be provided in advance of the actual end date of member's CHOICES or ECF
CHOICES eligibility, as a prospective end date could be extended.
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69.

2.9.6.3.28

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

Section A.2.9.6.4 through A.2.9.6.4.3.2 shall be amended as follows:

2.9.6.4

2.9.6.4.1

2.9.6.4.2

2.9.6.4.3

2.9.6.4.3.1:

29.643.2

Care Coordination upon Enrollment in CHOICES and Support Coordination upon Enrollment
in ECF CHOICES

Upon notice of a member’s enrollment in CHOICES or ECF CHOICES, the CONTRACTOR
shall assume responsibility for all care coordination or support coordination functions and
activities described herein (assessment and care planning activities for members currently
enrolled with the CONTRACTOR shall begin prior to CHOICES enrollment and may begin
for members currently enrolled with the CONTRACTOR prior to ECF CHOICES
enrollment; see Section A.2.9.6.3).

The CONTRACTOR shall be responsible for all aspects of care coordination or support
coordination, as applicable, and all requirements pertaining thereto, including but not limited
to requirements set forth in the Section 1115 TennCare Demonstration Waiver, federal and
state laws and regulations, this Contract, and TennCare policies and protocols.

The CONTRACTOR shall assign to each member a specific care coordinator or support
coordinator who shall have primary responsibility for performance of care coordination or
support coordination activities as specified in this Contract, and who shall be the member’s
point of contact for coordination of all physical health, behavioral health, and long-term
services and supports.

For CHOICES or ECF CHOICES members, who are, upon CHOICES or ECF CHOICES
enrollment, receiving services in a nursing facility or a community-based residential
alternative setting, the CONTRACTOR shall assign a specific care coordinator or support
coordinator prior to the first face-to-face visit required in this Contract. If the first face-to-
face visit will not occur within the first ten (10) days of the member’s enrollment in
CHOICES or ECF CHOICES, the CONTRACTOR shall send the member written
notification within ten (10) calendar days of the member’s enrollment that explains how the
member can reach the care coordination unit or the support coordination unit, as applicable,
for assistance with concerns or questions pending the assignment of a specific care
coordinator or support coordinator.

For CHOICES or ECF CHOICES members who, upon enrollment in CHOICES or ECF
CHOICES, are not receiving services in a nursing facility or a community-based residential
alternative setting, the CONTRACTOR shall assign a specific care coordinator or support
coordinator, as applicable, and shall advise the member of the name of his/her care
coordinator or support coordinator and provide contact information prior to the initiation of
services (see Section A.2.9.6.2.5.3 and A.2.9.6.3.20), but no more than ten (10) calendar days
following CHOICES or ECF CHOICES enrollment.
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Section A.2.9.6.5 shall be amended by adding a new section A.2.9.6.5.2.5, deleting and replacing the
renumbered Section A.2.9.6.5.2.6 and renumbering subsequent sections accordingly, including any
references thereto.

2.9.6.5.2.5 For ECF CHOICES members in Groups 4, 5, or 6

2.9.6.5.2.5.1

2965252

2:9.6:5.2.5.2:]

2.9.6.5.2.5.2.2

2.9.6.52.52.3

Upon enrollment in ECF CHOICES and as specified on an ongoing basis, the support
coordinator shall conduct a comprehensive face-to-face needs assessment using a tool
prior approved by TENNCARE and in accordance with protocols specified by
TENNCARE.

At minimum, for members in ECF CHOICES Groups 4, 5, or 6, the comprehensive needs
assessiment shall assess: (1) the member’s strengths; (2) the natural and community
supports (both currently involved and yet to be involved) available to the member, and
the extent of the stability of each of those supports; (3) the member’s preferences for
lifestyle, employment, daily routine and community involvement, privacy, and direct
support professionals; (4) the member’s goals and needs related to: achieving his/her
desired lifestyle and personal goals (including employment and community involvement
goals); achieving and maintaining the best possible health and wellness; preserving and
building natural and community supports; developing and maintaining a network of
chosen and positive relationships; building skills and strategies for independence;
achieving the greatest possible financial capabilities to maximize the member’s ability to
control personal income and other financial resources; understanding and exercising
his/her rights, preserving guardianship of self, executing advance directives, utilizing
durable power of attorney and/or power of attorney for health care; obtaining and
maintaining safe, stable and affordable housing; building and preserving financial health;
and mitigating risks associated with the member’s desired lifestyle, chosen relationships,
housing situation and/or impact of disability; (5) the member’s overall wellness including
physical, behavioral, behavioral, functional, and psychosocial needs; (6) on-going clinical
and/or functional conditions that may require intervention, a course of treatment and/or
on-going monitoring; (7) any vulnerability and risk factors for abuse and neglect in the
member’s personal life or finances; (8) services or assistance programs the member may
be receiving, may have access to and/or may be eligible for, in addition to, or in lieu of,
services available through ECF CHOICES; and (9) supports, services, or items necessary
to enable the member to achieve his/her preferred lifestyle and goals, to ensure
community living, to facilitate gainful integrated employment, and to delay or prevent a
decline in level of independence and functioning.

As a part of the comprehensive needs assessment, the MCO shall review the American
Association of Intellectual and Developmental Disabilities Supports Intensity Scale
results/reports (applicable for CHOICES Group 6 members only), all available medical
records of the member and any other available background information.

The comprehensive assessment shall determine how natural and community supports
available to the member can best be coordinated and supported through the ECF
CHOICES program.

The comprehensive assessment shall include exploration with the member of the

member’s understanding of consumer direction and any desire to self-manage all or part
of services available through consumer direction as specified in the PCSP.
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71.

2.9.6.5.2.5.3

2.9.6.5.2.54

The comprehensive needs assessment shall be conducted at least annually and as the
support coordinator deems necessary.

For ECF CHOICES members, the CONTRACTOR shall visit the member face-to-face
within five (5) business days of becoming aware that the member has a significant change
in needs or circumstances as defined in Section A.2.9.6.10.2.1.17. The support
coordinator shall assess the member’s needs, conduct a comprehensive needs assessment
and update the member’s PCSP as deemed necessary based on the member’s
circumstances.

2.9.6.5.2.6 Caregiver Assessment

2.9.6.5.2.6.1

2:9:6.5.2.6.1.]

For members in CHOICES Groups 2 and 3 or ECF CHOICES

The care coordinator or support coordinator, as applicable, shall conduct a caregiver
assessment using a tool prior approved by TENNCARE and in accordance with protocols
specified by TENNCARE as part of its face-to-face visit with new members in
CHOICES Groups 2 and 3 (see Section A.2.9.6.2.5) and as part of its face-to-face intake
visit for current members applying for CHOICES Groups 2 and 3 and as part of its face-
to-face visit with new members in ECF CHOICES Groups 4, 5, or 6.

2.9.6.5.2.6.1.1.1 The CONTRACTOR may conduct the caregiver assessment as part of the enroliment

visit for the CONTRACTOR’s current members.

2.9.6.5.2.6.1.2 At a minimum, for members in CHOICES Groups 2 and 3 or ECF CHOICES, the

caregiver assessment shall include: (1) an overall assessment of the family member(s)
and/or caregiver(s) providing services to the member to determine the willingness and
ability of the family member(s) or caregiver(s) to contribute effectively to the needs of
the member, including employment status and schedule, and other care-giving
responsibilities (2) an assessment of the caregiver’s own health and well-being, including
medical, behavioral, or physical limitations as it relates to the caregiver’s ability to
support the member; (3) an assessment of the caregiver’s level of stress related to
caregiving responsibilities and any feelings of being overwhelmed; (4) identification of
the caregiver’s needs for training in knowledge and skills in assisting the person needing
care; and (5) identification of any service and support needs to be better prepared for their
care-giving role. Additionally, the care coordinator or support coordinator shall ensure
that all identified caregivers have the care coordinator or support coordinator’s name and
contact information in accordance with Section A.2.9.6.4.3.

2.9.6.5.2.6.1.3 The caregiver assessment shall be conducted at least once every 365 days as part of the

annual review, upon a significant change in circumstances as defined in Section
A.2.9.6.10.2.1.17, and as the care coordinator or support coordinator deems necessary.

Section A.2.9.6.6.2 shall be amended as follows:

2.9.6.6.2  For Members in CHOICES Groups 2 and 3 and ECF CHOICES

2.9.6.6.2.1 For members in CHOICES Groups 2 and 3 and ECF CHOICES, the care coordinator or
support coordinator, as applicable, shall coordinate and facilitate a care or support planning
team that includes, at a minimum, the member, persons chosen by the member to participate
in needs assessment and care or support planning, including the member’s caregiver, as

53|Page



~imendment 4 (cont.)

2.9.6.6.2.2

2.9.6.6.2.3

2.9.6.6.2.4

2.9.6.6.2.4.1

applicable; and the member’s care coordinator or support coordinator, as applicable. As
appropriate, the care coordinator or support coordinator, as applicable, shall include or seek
input from other individuals such as the member’s representative or other persons authorized
by the member to assist with needs assessment and care planning activities. If modifications
to member rights in a provider-owned or controlled residential setting are proposed as
detailed in Section A.2.9.6.6.2.4.5, the care coordinator or support coordinator shall seek
input from the CONTRACTOR’s Settings Compliance Committee (see A.2.24.5) prior to
including such modifications in the member’s plan of care. Comprehensive needs assessment
(see A.2.9.6.5.2) caregiver assessment (see A.2.9.6.5.2.5) and person-centered care planning
(A.2.9.6.6.2) shall take place at times that are convenient for the member and accommodates
the caregiver’s participation, as applicable.

The CONTRACTOR shall ensure that care coordinators or support coordinators, as
applicable, consult with the member’s PCP, specialists, behavioral health providers, other
providers, and interdisciplinary team experts, as needed when developing the plan of care or
PCSP, as applicable.

The care coordinator or support coordinator, as applicable, shall verify that the decisions
made by the care or support planning team are documented in a written, comprehensive plan
of care or PCSP, as applicable.

The plan of care developed for CHOICES members in Groups 2 and 3 prior to initiation of
CHOICES HCBS shall be completed in accordance with federal rules at 42 C.F.R. §
441.301(c) pertaining to person-centered planning and with TENNCARE protocol. For ECF
CHOICES members, the CONTRACTOR shall comply with federal rules at 42 C.F.R. §
441.301(c) pertaining to person-centered planning and shall use the Initial SP template and
the Person-Centered Support Plan template prescribed by TENNCARE. The CHOICES Plan
of Care and the ECF CHOICES PCSP at a minimum shall include:

Pertinent demographic information regarding the member including the member’s current
address and phone number(s), 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,
and/or implementation of health care (including long-term care) related services and
supports, (along with signed copies of all documents required in order to allow access to
records or decision-making authority by the authorized representative(s), if applicable);

2.9.6.6.2.4.2  Documentation that the setting in which the member resides is chosen by the member and

meets the HCBS Settings Rule requirements of 42 C.F.R. §441.301(c)(4)-(5);

2.9.6.6.2.4.3 The member’s strengths and interests;

2.9.6.6.2.44  Person-centered goals and objectives, including employment (as applicable) and

integrated community living goals, and desired wellness, health, functional, and quality
of life outcomes for the member, and how CHOICES or ECF CHOICES services are
intended to help the member achieve these goals;

2.9.6.6.2.4.5  Risk factors for the member and measures in place to minimize them, including for any

modification regarding the conditions set forth in the federal HCBS setting rule at 42
CF.R. §§ 441.301(c)(4)(vi)(A) through (D), all of the documentation requirements
specified at 42 C.F.R. §§ 441.301(c)(2)(xiii)(A-H) and 441.301(c)(4)(vi)(F)(1-8);

54| Page



dment 4 (cont.)

2.9.6.6.2.4.6

29.6.6.24.7

2.9.6.6.2.4.8

2.9.6.6.2.49

2.9.6.6.2.4.10

2.9.6.6.2.4.11

2.9.6.6.2.4.12

2.9.6.6.2.4.13

2.9.6.6.2.4.14

2.9.6.6.2.4.15

2.9.6.6.2.4.16

2.9.6.6.2.4.17

Support, including specific tasks and functions that will be performed by family members
and other caregivers;

Caregiver training or supports identified through the caregiver assessment that are needed
to support and sustain the caregiver’s ability to provide care for the member;

Home health, private duty nursing, and long-term care services the member will receive
from other payor sources including the payor of such services;

Home health and private duty nursing that will be authorized by the CONTRACTOR;

CHOICES or ECF 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, how such services should be delivered,
including the member’s preferences, (except for services provided through Consumer
Direction) the schedule at which such care is needed, and the address or phone number(s)
that will be used to log visits into the EVV system, as applicable;

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;

For CHOICES Group 2 members, the projected TennCare monthly and annual cost of
home health and private duty nursing identified in A.2.9.6.6.2.4.9 above, and the
projected monthly and annual cost of CHOICES HCBS specified in A.2.9.6.6.2.4.10
above, and for CIIOICLES Group 3 members, the projected total cost of CIIOICES 11CBS
specified in A.2.9.6.6.2.4.10 above, excluding the cost of minor home modifications;

Description of the member’s overall wellness, current physical and behavioral health
conditions and functional status (i.e., areas of functional deficit), and the member’s
physical, behavioral and functional needs;

Description of the member’s physical environment and any modifications necessary to
ensure the member’s health and safety;

Description of medical equipment used or needed by the member (if applicable);

The primary language spoken by the member and/or his or her primary caregiver, or the
use of other means of effective communication, such as, sign language and other
auxiliary aids or services, as applicable, and a description of any special communication
needs including interpreters or special devices;

A description of the member’s psychosocial needs, including any housing or financial
assistance needs which could impact the member’s ability to maintain a safe and healthy
living environment and how such needs will be addressed in order to ensure the
member’s ability to live safely in the community;
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2.9.6.6.2.4.18

29.6.6.24.19

2.9.6.6.2.4.20

2.9.6.6.2.4.21

2.9.6.6.2.4.22

2.9.6.6.2.4.23

2.9.6.6.2.4.24

2.9.6.6.2.4.25

2.9.6.6.2.4.26

For persons receiving community-based residential alternative services other than
companion care, a description of the member’s capabilities and desires regarding
personal funds management; the extent to which personal funds will be managed by the
provider agency or the member’s representative (as applicable); whether the member will
have a separate bank account rather than an agency-controlled account for personal
funds; any training or assistance that will be provided to support the member in managing
personal funds or to develop skills needed to increase independence with managing
personal funds; goals and objectives involving use of the member’s personal funds; and
any health, safety or exploitation issues that require limitations on the member’s access to
personal funds and strategies to remove limitations at the earliest possible time;

A person-centered statement of goals, objectives and desired wellness, health, functional
and quality of life outcomes for the member and how CHOICES or ECF CHOICES
services are intended to help the member achieve these goals;

Description of other services that will be provided to the member, including (1) covered
physical health services, including population health services, that will be provided by the
CONTRACTOR to help the member maintain or improve his or her physical health
status or functional abilities and maximize independence; (2) covered behavioral health
services that will be provided by the CONTRACTOR to help the member maintain or
improve his or her behavioral health status or functional abilities and maximize
independence; (3) other psycho/social support services and assistance needed in order to
ensure the member’s health, safety and weltare, and as applicable, to delay or prevent the
need for more expensive institutional placement; and (4) any non-covered services
including services provided by other community resources, including plans to link the
member to financial assistance programs including but not limited to housing, utilities
and food as needed;

Relevant information regarding the member's pliysical health condition(s), including
treatment and medication regimen, that is needed by a long-term care provider, caregiver
or the care coordinator or support coordinator, as applicable, to ensure appropriate
delivery of services or coordination of care;

Frequency of planned care coordinator or support coordinator contacts needed, which
shall include consideration of the member’s individualized needs and circumstances, and
which shall at minimum meet required contacts as specified in Section A.2.9.6.10.4
(unplanned care coordinator or support coordinator contacts shall be provided as needed);

Additional information for members who elect consumer direction of eligible CHOICES
or ECF CHOICES HCBS, including but not limited to whether the member requires a
representative to participate in consumer direction and the specific services that will be
consumer directed;

For CHOICES members, if the member chooses to self-direct any health care tasks, the
type of tasks that will be self-directed;

Any steps the member and/or representative should take in the event of an emergency
that differ from the standard emergency protocol;

Planning what to do during an emergency shall include, but may not be limited to the
following:
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2.9.6.6.2.4.26.1 Developing an emergency plan;

2.9.6.6.2.4.26.2 Creating a plan to have shelter in place when appropriate;

2.9.6.6.2.4.26.3 Creating a plan to get to another safe place when appropriate; and

2.9.6.6.2.4.26.4 1dentifying, when possible, two ways out of every room in case of fire.

2.9.6.6.2.4.27

2.9.6.6.2.4.28

2.9.6.6.2.4.29

Identify any additional steps the member and/or representative should take in the event of
an emergency;

A disaster preparedness plan specific to the member; and

The member’s TennCare eligibility end date.

2.9.6.6.2.5 The member’s care coordinator/care coordination or support coordinator/support coordination
team, as applicable, shall ensure that the member or his/her representative, as applicable,
reviews, signs and dates the plan of care or PCSP, as applicable, as well as any substantive
updates, including but not limited to any changes in the amount, duration or type of HCBS
that will be provided. The care coordinator or support coordinator, as applicable, shall also
sign and date the plan of care or PCSP, as applicable, along with any substantive updates. The
plan of care or PCSP, as applicable, shall be updated and signed by the member or his/her
representative, as applicable, and the care coordinator or support coordinator annually and
any time the member experiences a significant change in needs or circumstances (see Section
A.2.9.6.10.2.1.17).

2.9.6.6.2.5.1

2.9.6.62.52

2.9.6.6.2.53

The CONTRACTOR shall develop policies and procedures that describe the measures
taken by the CONTRACTOR to address instances when a4 member refuses (o sign (he
plan of care or PCSP, as applicable. The policies and procedures shall include a specific
escalation process (ultimately to TENNCARE) that includes a review of the reasons for
the member’s refusal as well as actions taken to resolve any disagreements with the plan
of care or PCSP, as applicable, and shall involve the consumer advocate in helping to
facilitate resolution.

When the refusal to sign is due to a member’s request for additional services, including
requests for a different type or an increased amount, frequency, scope, and/or duration of
services than what is included in the plan of care or PCSP, as applicable, the
CONTRACTOR shall, in the case of a new plan of care or PCSP, as applicable, authorize
and initiate services in accordance with the plan of care or PCSP, as applicable; and, in
the case of an annual or revised plan of care or PCSP, as applicable, ensure continuation
of at least the level of services in place at the time the annual or revised plan of care or
PCSP, as applicable, was developed until a resolution is reached, which may include
resolution of a timely filed appeal, if applicable. The CONTRACTOR shall not use the
member’s acceptance of services as a waiver of the member’s right to dispute the plan of
care or PCSP, as applicable, or as cause to stop the resolution process.

When the refusal to sign is due to the inclusion of services that the member does not want
to receive, either in totality or in the amount, frequency, scope or duration of services in
the plan of care, the care coordinator shall modify the risk agreement for CHOICES
members to note this issue, the associated risks, and the measures to mitigate the risks.
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2.9.6.6.2.54

2.9.6.6.2.6

2.9.6.6.2.7

2.9.6.6.2.7.1

The risk agreement for CHOICES members shall be signed and dated by the member or
his/her representative and the care coordinator. In the event the care coordinator
determines that the member’s needs cannot be safely and effectively met in the
community without receiving these services, the CONTRACTOR may request that it no
longer provide long-term care services to the member (see Section A.2.6.1.5.7).

Instances in which a member’s signature is not required are limited to: 1) member-
initiated schedule changes to the POC or PCSP, as applicable, that do not alter the level
of services (i.e. the amount, duration or type of services) detailed in the current POC or
PCSP, as applicable, for the member; 2) changes in the provider agency that will deliver
services that do not alter the level of services (i.e. the amount, duration or type of
services) detailed in the current POC or PCSP, as applicable, for the member; however,
all schedule changes must be member-initiated; 3) changes in the member’s current
address and phone number(s) or the phone number(s) or address that will be used to log
visits into the EVV system; 4) the end of a member’s participation in MFP at the
conclusion of his 365-day participation period; 5) for ECF CHOICES members, the
completion of one employment service and the initiation of another one as the member
progresses towards meeting individual employment goals established in the PCSP; or 6)
instances as permitted pursuant to TennCare policies and protocols. Documentation of
such changes shall be maintained in the member’s records.

The member’s care coordinator/care coordination or support coordinator/support
coordination team shall provide a copy ot the member’s completed plan of care or PCSP,
as applicable, including any updates, to the member, the member’s representative, as
applicable, the member’s community-based residential alternative provider, as applicable,
and other providers authorized to deliver care to the member, and shall ensure that each
provider signs the plan of care or PCSP, as applicable, indicating they understand and
agree to provide the services as described prior to the schedule implementation of
services and prior (o any change in such services. The CONTRACTOR shall have
mechanisms in place to ensure that such signatures and confirmation of each provider’s
agreement to provide services occurs within the timeframes specified in A. 2.9.6.3.12,
A.2.9.6.3.20, and A.2.9.6.6.2.7, such that a delay in the initiation of services does not
result. Electronic signatures will be accepted for providers who are not present during the
care or support planning process or as needed to facilitate timely implementation,
including updates to the plan of care or PCSP, as applicable, based on the member’s
needs.

Within five (5) business days of completing a reassessment of a member’s needs, the
member’s care coordinator or support coordinator, as applicable, shall update the
member’s plan of care or PCSP, as appropriate, and the CONTRACTOR shall authorize
and initiate CHOICES or ECF CHOICES HCBS in the updated plan of care or PCSP, as
applicable, except when such service(s) may be initiated only upon completion of an
adverse action such that advance notice is required. In such case, HCBS in the updated
plan of care or PCSP, as applicable, shall be initiated upon expiration of the advance
notice period or upon resolution of any timely filed appeal requiring continuation of the
existing benefits. The CONTRACTOR shall comply with requirements for service
authorization in Section A.2.9.6.2.5.12, change of provider in Section A.2.9.6.2.5.13, and
notice of service delay in Section A.2.9.6.2.5.14.

Within three (3) business days of updating the member’s plan of care or PCSP, as
applicable, the member’s care coordinator/care coordination or support
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2.9.6.6.2.8

coordinator/support coordination team shall provide a copy of all relevant changes to the
FEA, as applicable, and to other providers authorized to deliver care to the member.
Relevant information shall include any information needed to ensure the provision of
quality care for the member and to help ensure the member’s health, safety, and welfare,
including but not limited to any changes in the tasks and functions to be performed.

The member’s care coordinator or support coordinator, as applicable, shall inform each
member of his/her eligibility end date and educate members regarding the importance of
maintaining TennCare CHOICES or ECF CHOICES eligibility, that eligibility must be
redetermined at least once a year, and that members receiving CHOICES or ECF
CHOICES HCBS may be contacted by TENNCARE or its designee to offer assistance
with the redetermination process (e.g., collecting appropriate documentation and
completing the necessary forms), when such process has not been completed timely and
the member is at risk of losing eligibility.

Section A.2.9.6.6.2.4.20 shall be amended as follows:

2.9.6.6.2.4.20 Description of other services that will be provided to the member, including (1) covered

physical health services, including population health services, that will be provided by the
CONTRACTOR to help the member maintain or improve his or her physical health
status or functional abilities and maximize independence; (2) covered behavioral health
services that will be provided by the CONTRACTOR to help the member maintain or
improve his or her behavioral health status or functional abilities and maximize
independence; (3) other psycho/social support services and assistance needed in order to
ensure the member’s health, safety and welfare, and as applicable, to delay or prevent the
need for more expensive institutional placement; and (4) any non-covered services
including services provided by other community resources, including plans to link the
member to financial assistance programs including but not limited to housing, utilities,
food as needed, and employment support [rom other entities (e.g., Vocalional
Rehabilitation);

Section A.2.9.6.7 shall be amended as follows:

2.9.6.7 Nursing Facility Diversion

2.9.6.7.1 The CONTRACTOR shall develop and implement a nursing facility diversion process that
complies with the requirements in this Section A.2.9.6.7 and is prior approved in writing by
TENNCARE. The diversion process shall not prohibit or delay a member’s access to nursing
facility services when these services are medically necessary and requested by the member,
provided that for persons who have an intellectual or developmental disability, the
CONTRACTOR shall make every effort to provide services in the community and may admit
a person to a nursing facility only in accordance with federal PASRR requirements.

2.9.6.7.2 At a minimum the CONTRACTOR’s diversion process shall target the following groups for
diversion activities:

2.9.6.7.2.1

2.96.7.2.2

Members who are waiting for placement in a nursing facility;

CHOICES or ECF CHOICES members residing in their own homes who have a negative
change in circumstances and/or deterioration in health or functional status and who
request nursing facility services;
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2:9.6.7.2.3

2.9.6.72.4

2.9.6.1.2.5

2.9:6.7:3

2.9.6.7.4

2.9.6.7.5

CHOICES or ECF CHOICES members residing in adult care homes or other community-
based residential alternative settings who have a negative change in circumstances and/or
deterioration in health or functional status and who request nursing facility services;

CHOICES, ECF CHOICES and non-CHOICES and non-ECF CHOICES members
admitted to an inpatient hospital or inpatient rehabilitation who are not residents of a
nursing facility; and

CHOICES, ECF CHOICES and non-CHOICES and non-ECF CHOICES members who
are placed short-term in a nursing facility regardless of payer source.

The CONTRACTOR’s nursing facility diversion process shall be tailored to meet the needs
of each group identified in Section A.2.9.6.7.2 above.

The CONTRACTOR’s nursing facility diversion process shall include a detailed description
of how the CONTRACTOR will work with providers (including hospitals regarding notice of
admission and discharge planning; see Sections A.2.9.6.3.4 and A.2.9.6.3.13) to ensure
appropriate communication among providers and between providers and the
CONTRACTOR, training for key CONTRACTOR and provider staff, early identification of
members who may be candidates for diversion ( CHOICES, ECF CHOICES and non-
CHOICES and non-ECF CHOICES members), and follow-up activities to help sustain
community living.

The CONTRACTOR’s nursing facility diversion process shall include specific timelines for
each identified activity.

Section A.2.9.6.8 shall be amended as follows:

2.9.6.8 Nursing Facility-to-Community Transition

2.9.6.8.1

2.9.6.8.1.1

2.9.6.8.1.2

29.6.8.1.3

29.6.8.14

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 and support coordination process, including
but not limited to: assessments, information gathered from nursing facility staff,
participation in Grand Rounds (as defined in Section A.1) or review and assessment of
members whose nursing facility level of care is ending and who appear to meet the at-risk
level of care for Group 3 or ECF CHOICES Groups 4 or 5.

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

Identification of members in a nursing facility who have an intellectual or developmental

disability and can be served in a more integrated home and community based setting in
ECF CHOICES.
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2.9.6.8.2

2.9.6.8.3

2.9.6.8.4

2.9.6.8.5

2.9.6.8.6

2.9.6.8.7

Members in CHOICES Group 1 (who are residents of a nursing facility) and who are under
the age of twenty-one (21) and have requested to transition home will be provided
coordination of care by the CONTRACTOR’s CHOICES and Population Health staff.

Notwithstanding the nursing facility-to-community transition requirements set forth in this
Section (A.2.9.6.8), the CONTRACTOR shall be responsible for monitoring all Group 1
members’ level of care eligibility (sece Section A.2.9.6.8.1.2) and for completing the process
to re-establish nursing facility level of care or transition to Group 3, 4, or 5 HCBS, as
appropriate, prior to expiration of nursing facility level of care.

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 or support 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 or support coordinator/support 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 from Group 1 to Group 2 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 or support 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 or support coordinator/support coordination team shall document in the
member’s case file that transition was discussed with thc 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 A.2.9.6.8.3 and A.2.9.6.8.4 above) or within fourteen (14) days of
identification through the care coordination or support coordination process, the care
coordinator or support 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.

As part of the transition assessment, the care coordinator shall conduct a risk assessment in
accordance with protocols developed by TENNCARE, discuss with the member the risk
involved in transitioning to the community and shall begin to develop, as applicable for
members who would transition into CHOICES Group 2 or Group 3, 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 A.2.9.6.10.4), to mitigate
any additional risks associated with transition and shall address any special circumstances

61 |Page



2.9.6.8.8

2.9.6.8.9

2.9.6.8.10

2.9.6.8.11

2.9.6.8.12

2.9.6.8.13

2.9.6.8.14

due to transition. For members transitioning to Group 2, 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 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 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 members transitioning to Group 3, the care coordinator shall explain the
expenditure cap. For members transitioning to ECF CHOICES, the support coordinator shall
identify risks and strategies to mitigate risks as part of the transition plan and PCSP.

For those members whose transition assessment indicates that they are not candidates for
transition to the community, the care coordinator or support 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 or support coordinator shall facilitate the
development of and complete a transition plan within fourteen (14) days of the member’s
transition assessment.

The care coordinator or support 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 or support 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
or support 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 A.2.9.6.8.19 and
A.2.9.6.8.20.

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
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 A.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 member’s support
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2.9.6.8.14.1

2.9.6.8.14.2

2.9.6.8.15

2.9.6.8.16

2.9.6.8.17

coordinator shall also complete a PCSP that meets all criteria described in Section A.2.9.6.6
for members in ECF CHOICES Groups 4 and 6, including but not limited to completing a
comprehensive needs assessment and shall identify risks and strategies to mitigate risks as
part of the transition plan and PCSP. The plan of care or PCSP, as applicable, shall be
authorized prior to and initiated upon the member’s transition to the community.

If a transitioning member is enrolled in CHOICES Group 1, any CHOICES HCBS or
ECF CHOICES HCBS that must be completed prior to a member’s transition from a
nursing facility to the community in order to ensure the member’s health and safety upon
transition (e.g., for a CHOICES member, minor home modifications, adaptive equipment,
or PERS installation; or for an ECF CHOICES member, minor home modifications,
assistive technology, etc.) shall be completed while the member is enrolled in Group 1,
but shall be billed as a Group 2 or ECF CHOICES service once the member is enrolied
into Group 2 or ECF CHOICES, as applicable, with the date of service the effective date
of enrollment in CHOICES Group 2 or ECF CHOICES (see State Medicaid Director
Letter, Olmstead Update No. 3, July 25, 2000).

If a transitioning member is enrolled in CHOICES Group 2 or 3 or ECF CHOICES but is
receiving short-term nursing facility care, any CHOICES HCBS or ECF CHOICES
HCBS that must be completed prior to a member’s transition from a nursing facility to
the community in order to ensure the member’s health and safety upon transition (e.g.,
for a CHOICES member, minor home modifications, adaptive equipment, or PERS
installation; or for an ECF CHOICES member, minor home modifications, assistive
technology, etc.) shall be completed while the member resides in the facility and billed as
a Group 2 or Group 3 or ECF CHOICES service, as applicable. However, a member
shall not be transitioned from CHOICES Group 1 into Group 2 or 3 or ECF CHOICES
for receipt of short-term nursing facility services in order to provide these services.
Short-term nursing facility care is available only to a CHOICES 2 or CHOICES 3 or ECF
CHOICES participant who was receiving home and community based services upon
admission to the short-term nursing facility stay.

For members requesting transition from Group 1 to Group 2, 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
A.2.19.3.12 of this Contract).

Once completed, the CONTRACTOR shall submit to TENNCARE documentation, as
specified by TENNCARE to verify that for members transitioning to Group 2, 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 or Group 3 or ECF CHOICES, as applicable,
effective as of the planned transition date.

Ongoing CHOICES HCBS or ECF CHOICES HCBS and any medically necessary covered
home health or private duty nursing services needed by the member shall be initiated
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2.9.6.8.18

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

2.9.6.8.24

immediately upon transition from a nursing facility (i.e., CHOICES Group 1) to the
community (i.e., CHOICES Group 2, CHOICES Group 3, or ECF HCBS) and as of the
effective date of transition with no gaps between the member’s receipt of nursing facility
services and ongoing CHOICES HCBS or ECF CHOICES HCBS.

The member’s care coordinator/care coordination team or support coordinator/support
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 or support coordinator/support
coordination team shall upon transition utilize the EV'V system to monitor the initiation and
daily provision of services in accordance with the member’s new plan of care or PCSP, as
applicable, and shall take immediate action to resolve any service gaps (see definition in
Section A.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 or support coordinator shall visit the member in his/her residence. During the
initial ninety (90) day post-transition period, the care coordinator or support coordinator shall
conduct monthly face-to-face in-home visits to ensure that the plan of care or PCSP, as
applicable, is being followed, that the plan of care or PCSP, as applicable, 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 or support coordinator shall contact the member and within seven (7) days after
the member has transitioned to the community, the care coordinator or support coordinator
shall visit the member in his/her new residence. During the initial ninety (90) day post-
transition period, the care coordinator or support coordinator shall (1) at a minimum, contact
the member by telephone each month to ensure that the plan of care or PCSP, as applicable is
being followed, that the plan of care or PCSP, as applicable, continues to meet the member’s
needs, and the member has successfully transitioned to the community; and (2) conduct
additional face-to-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 or support 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.
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2.9.6.8.25

2.9.6.8.26

2.9.6.8.27

2.9.6.8.27.1

2.9:6.8.27.2

2.9.6.8.27.3

To facilitate nursing facility to community transition, the CONTRACTOR shall, effective
July 1, 2015, maintain at least one (1) dedicated staff person without a caseload who meets
the qualifications of a care coordinator specified in Section A.2.9.6.12, in each Grand Region
in which the CONTRACTOR serves TennCare members. The dedicated staft person(s) shall
not be reported in the care coordinator or support coordinator ratios specified in Section
A.2.9.6.12. Such staff person(s) shall be responsible for proactively identifying TennCare
members in NFs who are candidates to transition to the community, and to further assist with
the completion of the transition process specified in Section A.2.9.6.8. All transition activities
identified as responsibilities of the care coordinator or support coordinator shall be completed
by an individual who meets all of the requirements to be a care coordinator or support
coordinator.

Any nursing facility to community transition shall be based on the individualized needs and
preferences of the member. The CONTRACTOR shall not establish a minimum number of
members on any care coordinator’s caseload or a minimum number of residents of any
facility that must be transitioned to the community. The CONTRACTOR shall ensure that
care coordinators are screening members’ potential for and interest in transition (see Section
A.2.9.6.5.1.1) and when applicable, facilitating transition activities in a timely manner (see
Section A.2.9.6.8), but shall not require any care coordinator as a condition of employment to
identify a minimum number of nursing facility residents for transition to the community. Nor
shall the CONTRACTOR pay any care coordinator incentive or bonus based on the number
of persons transitioned from a nursing facility to the community, unless there are appropriate
safeguards, as determined and approved in writing by 'TENNCARE, to ensure that transitions
are appropriate and consistent with the needs and preferences of residents.

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 as appropriale.

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 and of all NF
discharges and transfers between NFs; and b) receiving NFs of all applicable level of care
information when a member is transferring between NFs.

The CONTRACTOR shall conduct a census as frequently as deemed necessary by
TENNCARE to confirm the residency status and Group assignment of all CHOICES
members (i.e., Group 1 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.
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Section A.2.9.6.9 shall be amended as follows:

2.9.6.9

2.9:6.9.1

2.9.6.9.2

2.9.6.93

Community-Based Residential Alternative (CBRA) Services

The CONTRACTOR shall authorize CBRA services and shall facilitate a member’s
transition into a CBRA service and a specific CBRA setting only when such service and
setting have been selected by the member; the member has been given the opportunity to
meet and to choose to reside with any housemates who will also live in the CBRA setting;
and the setting has been determined to be appropriate for the member based on the member’s
needs, interests, and preferences.

Prior to transition of any CHOICES Group 2 or 3 or ECF CHOICES member into a
community-based residential alternative setting and the initiation of any community-based
residential alternative services other than companion care (including assisted care living
facility services, adult care homes, community living supports, and community living
supports-family model, as applicable), and prior to the transition of any CHOICES Group 2
or 3 or ECF CHOICES member to a new community-based residential alternative services
provider, the care coordinator or support coordinator shall visit the residence where the
member will live and shall, in accordance with protocols developed by TENNCARE, conduct
an on-site assessment of the proposed community-based residential alternative setting to
ensure that the living environment and living situation are appropriate and that the member’s
needs will be safely and effectively met.

Within the first twenty-four (24) hours of the transition of any CHOICES Group 2 or 3 or
ECF CHOICES member into a community-based residential alternative setting and the
initiation of any community-based residential alternative services other than companion care
(including assisted care living facility services, adult care homes, community living supports
and community living supports-family model, as applicable), and within the first twenty-four
(24) hours of the transition of any CHOICES Group 2 or 3 or ECF CHOICES member to a
new community-based residential alternative services provider, the care coordinator or
support coordinator shall contact the member and within seven (7) days after the member has
transitioned, the care coordinator or support coordinator shall visit the member in his/her new
residence to confirm the member’s satisfaction with the CBRA provider, and services; that
the plan of care or PCSP is being implemented; that the services are being delivered in a
manner that is consistent with the member’s preferences and which supports the member in
achieving his or her goals and desired outcomes; and that the member’s needs are safely and
effectively met. Such contacts may be completed by a member of the Transition Team who
meets all of the requirements to be a care coordinator or support coordinator.

Section A.2.9.6.10 shall be amended by deleting and replacing the lead in title Section A.2.9.6.10
and Section A.2.9.6.10.2 as follows:

2.9.6:10

2:9.6.10.2

2.9.6.10.2.1

Ongoing Care Coordination and Support Coordination

For Members in CHOICES Groups 2 and 3 and ECF CHOICES Groups 4, 5, and 6

The CONTRACTOR shall provide for the following ongoing care coordination to
CHOICES members in Groups 2 and 3 and ongoing support coordination to ECF
CHOICES members in Groups 4, 5, and 6, which shall comport with person centered
planning requirements set forth in 42 C.F.R. § 441.301(c):
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2.9.6.10.2.1.]

2.9.6:10.2.1.2

2.9.6.10.2.1.3

2.9.6.10.2.1.4

2.9.6.10.2.1.5

2.9.6.10.2.1.6

2.9.6.10.2.1.7

Coordinate a care/support planning team, develop a plan of care or PCSP, as applicable,
and update the plan as needed,;

During the development of the member’s plan of care or PCSP, as applicable, and as part
of the annual updates, the care/support coordinator shall discuss with the member his/her
interest in consumer direction when eligible CHOICES or ECF CHOICES HCBS are
included in the plan of care or PCSP, as applicable;

During the development of the member’s plan of care or PCSP, as applicable, the
care/support coordinator shall educate the member about his/her ability to use advance
directives and document the member’s decision in the member’s file;

Ensure the plan of care or PCSP, as applicable, addresses the member’s desired
outcomes, needs and preferences. For ECF CHOICES members receiving the following
employment services — exploration, discovery, situational observation and assessment, or
job development plan or self-employment plan — the member’s support coordinator shall,
as part of ongoing coordination responsibilities, contact the member telephonically to re-
assess service needs upon the completion of one of the ab<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>