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This Contract, made on MONTH DAY, 2021 is between the United States Department
of Health and Human Services, acting by and through the Centers for Medicare &
Medicaid Services (CMS), the Commonwealth of Massachusetts, acting by and through
the Executive Office of Health and Human Services (EOHHS) and <XXX> (the
Contractor). The Contractor's principal place of business is [insert address].

WHEREAS, CMS is an agency of the United States, Department of Health and Human
Services, responsible, in relevant part, for the administration of the Medicare, Medicaid,
and State Children’s Health Insurance Programs under Title XVIII, Title IX, Title XI, and
Title XXI of the Social Security Act;

WHEREAS, the Massachusetts Executive Office of Health and Human Services is an
agency responsible for operating a program of medical assistance under 42 U.S.C. §
1396 et. seq., and M.G.L. c. 118E, designed to pay for medical services for eligible
individuals;

WHEREAS, on February 11, 2019, EOHHS issued a Request for Responses for One
Care Plans RFR #19CBEHSONECARERFR (the RFR), pursuant to which EOHHS
selected the Contractor to operate a One Care Plan for an initial term of five years,
effective January 1, 2022 through December 31, 2026, subject to extension of the
Demonstration or new Demonstration authority, and all other necessary authority and
approvals from CMS to operate One Care;

WHEREAS, the Contractor is in the business of providing medical services, and CMS
and the Massachusetts Executive Office of Health and Human Services desire to
purchase such services from the Contractor;

WHEREAS, the Contractor agrees to furnish these services in accordance with the
terms and conditions of this Contract and in compliance with all federal and State laws
and regulations;

WHEREAS, EOHHS, CMS, and the Contractor seek to enter into this Contract pursuant
to the RFR for an initial term of one year, effective January 1, 2022 through December
31, 2022, while EOHHS and CMS finalize agreement on terms for a new demonstration
serving dually eligible individuals, after which this Contract will be amended to
incorporate the terms thereof;

WHEREAS, if the Contractor previously held a contract with CMS and EOHHS to serve
as a One Care Plan, execution of this Contract terminates such contract entered into by
CMS, EOHHS, and the Contractor executed July 16, 2013, and amended by addendum
effective September 10, 2014 and January 7, 2015; amended and restated effective

December 28, 2015; further amended by addendum effective July 5, 2016 and June 11,



2018; further amended and restated effective April 1, 2019; and further amended by
addendum effective August 1, 2019, August 1, 2020, and August 1, 2021; and

WHEREAS, any duties, obligations, responsibilities, or requirements that are imposed
upon the Contractor in this Contract, but that were not imposed upon the Contractor in a
prior One Care contract between CMS, EOHHS, and the Contractor, or under
applicable laws or regulations, shall be prospective in nature only (effective upon the
execution of this Contract) and shall not be enforced retroactively.

NOW, THEREFORE, in consideration of the mutual promises set forth in this Contract,
the parties agree as follows:



1 Definition of Terms

1.1.

1.2.

1.3.

1.4.

1.5.

Actual Non-Service Expenditures — The Contractor’s actual amount incurred
for non-service expenditures, including both administrative and care
management costs, for Enrollees during Demonstration Year 1. These costs will
exclude start-up costs, defined as costs incurred by the Contractor prior to the
start of the Demonstration. Any reinsurance costs reflected here will be net
reinsurance costs.

Actual Service Expenditures — The Contractor’s actual amount paid for
Covered Services (as referenced in Appendix A and defined in Appendix B)
delivered during Demonstration Year 1. Actual Service Expenditures shall be
priced at the Contractor fee level and should include all payments to providers for
Covered Services, including pay-for-performance payments, risk-sharing
arrangements, or sub-capitation payments.

Adjusted Capitation Rate Revenue — The Total Capitation Rate Revenue
excluding the monthly capitation payments for Medicare Part D services and any
risk adjustment or reconciliation associated with Medicare Part D payments.

Adjusted Non-Service Expenditures — The Contractor’s Actual Non-Service
Expenditures, adjusted to reflect the following:

1.4.1. Exclusion of any costs, including care management, associated with
Medicare Part D services as identified in CMS bid instructions and other
guidance;

1.4.2. Exclusion of costs greater than one hundred twenty five percent (125%)
of the median cost per member per month across all participating
Contractors during Demonstration Year 1. Consideration will be given to
any Contractor with significant non-typical membership mixes that may
cause this exclusion to come into effect;

1.4.3. Exclusion of reinsurance costs (net of reinsurance premiums); and

1.4.4. Adjustments resulting from CMS and EOHHS review of the Contractor’s
non-service expenditures to address any excessive non-service
expenditures (including executive compensation and stop loss
expenditures).

Adjusted Service Expenditures — The Contractor’s Actual Service
Expenditures, adjusted to reflect the following:

1.5.1. Exclusion of the cost of all services provided under Medicare Part D;

1.5.2. Reductions to reflect any recoveries from other payors outside of claims
adjudication, including those pursuant to coordination of benefits, third
party liability, rebates, supplemental payments, adjustments in claims
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1.6.

1.7.

paid, adjustments from providers including adjustments to claims paid,
and Enrollee contributions to care (as described in Section 4.4.3.1).
These adjustments shall exclude any adjustments associated with
coverage of Medicare Part D services; and

1.5.3. Adjustments resulting from CMS and EOHHS review of Contractor
reimbursement methodologies and levels to address any excessive
pricing.

Advance Directive — An individual’s written directive or instruction, such as a
power of attorney for health care or a living will, for the provision of that
individual’'s health care if the individual is unable to make his or her health care
wishes known.

Adverse Benefit Determination — Any one of the following actions or inactions
by the Contractor:

1.7.1.  The denial or limited authorization of a requested service, including
determinations based on the type of service, requirements for medical
necessity, appropriateness, setting or effectiveness of a Covered
Service.

1.7.2. The reduction, suspension, or termination of a previously authorized
service;

1.7.3. The denial, in whole or in part, of payment for a service, where coverage
of the requested service is at issue; provided that procedural denials for
requested services do not constitute Adverse Benefit Determinations,
including but not limited to denials based on the following:

. Failure to follow prior authorization procedures;
. Failure to follow referral rules;
. Failure to file a timely claim;

1.7.4. The failure to provide Covered Services in a timely manner in
accordance with the accessibility standards in Section 2.9;

1.7.5. The failure to act within the timeframes provided in Section 2.9.4.7 for
making an authorization decision;

1.7.6. The denial of an Enrollee’s request to obtain services outside of the
network;

1.7.7. The denial of an Enrollee’s request to dispute a financial liability; and



1.8.

1.9.

1.10.

1.11.

1.12.

1.13.

1.14.

1.15.

1.16.

1.7.8. The failure to act within the timeframes in Section 2.12.2 for reviewing
an internal Appeal and issuing a decision.

Alternative Formats — Provision of Enrollee information in a format that takes
into consideration the special needs of those who, for example, are visually
limited or have limited reading proficiency. Examples of Alternative Formats shall
include, but not be limited to, Braille, large font, audio tape, video tape, and
Enrollee Information read aloud to an Enrollee by an Enrollee services
representative.

Alternative Payment Methodologies — As further specified by EOHHS,
methods of payment, not based on traditional fee-for-service methodologies, that
compensate providers for the provision of health care or support services and tie
payments to providers to quality of care and outcomes. These include, but are
not limited to, shared savings and shared risk arrangements, bundled payments
for acute care episodes, bundled payments for chronic diseases, and global
payments. Payments based on traditional fee-for-service methodologies shall not
be considered Alternative Payment Methodologies.

Appeal — An Enrollee’s request for formal review of an Adverse Benefit
Determination of the Contractor in accordance with Section 2.12.

Behavioral Health Clinical Assessment — The comprehensive clinical
assessment of an Enrollee that includes a full bio-psycho social and diagnostic
evaluation that informs behavioral health treatment planning. A Behavioral Health
Clinical Assessment is performed when an Enrollee begins behavioral health
treatment and is reviewed and updated during the course of treatment.

Behavioral Health Providers— Providers of mental health and substance use
disorder services that are Covered Services.

Behavioral Health Services — Mental health and substance use disorder
services that are Covered Services.

Benefit Coordination — The function of coordinating benefit payments from
other payers, for services delivered to an Enrollee, when such Enrollee is
covered by another coverage source.

Capitated Financial Alignment Model (“the Demonstration”) — A model
where a State, CMS, and a health plan enter into a three-way contract, and the
plan receives a prospective blended payment to provide comprehensive,
coordinated care.

Capitation Rate — The sum of the monthly capitation payments for
Demonstration Year 1 (reflecting coverage of Medicare Parts A & B services,
Medicare Part D services, and Medicaid services, pursuant to Appendix A and B
of this Contract) including: 1) the application of risk adjustment methodologies, as
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1.17.

1.18.

1.19.

1.20.

1.21.

1.22.

1.23.

1.24.

described in Section 4.3.5; 2) any payment adjustments as a result of the
reconciliation described in Section 4.6; and 3) any payments as a result of the
High-Cost Risk Pool, as described in Section 4.3.6. Total Capitation Rate
Revenue will be calculated as if all Contractors had received the full quality
withhold payment.

Care Coordinator — A clinician or other trained individual employed or
contracted by the PCP or the Contractor who is accountable for providing care
coordination services, which include assuring appropriate referrals and timely
two-way transmission of useful patient information; obtaining reliable and timely
information about services other than those provided by the PCP; participating in
the Comprehensive Assessment; and supporting safe transitions in care for
Enrollees moving between settings. See Section 2.5.4.4 for more information
about the requirements, qualifications, and responsibilities of a Care Coordinator.

Centers for Medicare & Medicaid Services (CMS) — The federal agency under
the Department of Health and Human Services responsible for administering, in
relevant part, the Medicare and Medicaid programs.

Centralized Enrollee Record — Centralized and comprehensive
documentation, containing information relevant to maintaining and promoting
each Enrollee's general health and well-being, as well as clinical information
concerning illnesses and chronic medical conditions. See Section 2.6.6 for more
information about the contents of the Centralized Enrollee Record.

Chronically Homeless -- Enrollees who meet the definition of “Chronically
Homeless” as set forth by the U.S. Department of Housing and Urban
Development, described as an unaccompanied homeless individual with a
disabling condition who either has been continuously homeless for a year or
more, or has had at least four (4) episodes of homelessness in the past three (3)
years, as determined by EOHHS.

Clinical Care Management — A set of services provided by a Clinical Care
Manager that comprise intensive monitoring, follow-up, care coordination, and
clinical management of individuals with Complex Care Needs.

Clinical Care Manager — A licensed registered nurse or other individual
licensed and/or certified to provide Clinical Care Management, and will serve as
the Care Coordinator for individuals with Complex Care Needs.

Clinical Criteria — Criteria used to determine the most clinically appropriate and
necessary level of care and intensity of services to ensure the provision of
Medically Necessary Services.

Community Health Workers — See Appendix B, Exhibit 4.
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1.25.

1.26.

1.27.

1.28.

1.29.

1.30.

1.31.

1.32.

Complaint — Any dispute, other than one that constitutes an organization
determination under 42 C.F.R. § 422.566, expressing dissatisfaction with any
aspect of the Contractor’s or provider’s operations, activities, or behavior,
regardless of whether remedial action is requested. 42 C.F.R. § 422.561.
Possible subjects for Complaints (as provided for in 42 C.F.R. § 438.400)
include, but are not limited to, quality of care or services provided, aspects of
interpersonal relationships such as rudeness of a PCP or employee of
Contractor, or failure to respect the Enrollee’s rights. See also Grievance.

Complex Care Need — Enrollees who are determined to have significant health
care needs and require intensive care coordination services/activities geared
towards addressing their physical, behavioral health and/or social care needs.
These Enrollees typically have co-morbidities and psychosocial needs that if not
addressed can significantly diminish their quality of life as well as their ability to
adhere to treatment plans. Care Coordination services for these Enrollees are
typically provided by a licensed registered nurse or other individuals licensed to
provide Clinical Care Management, as these Enrollees typically require very
individualized services tailored to their needs and stage of readiness with a goal
of averting the need for more intensive medical services.

Comprehensive Assessment — An assessment conducted using a

Contractor - developed assessment tool that is informed by at least one in-person
meeting and includes all domains as described in Section 2.6.1.3, as may be
relevant for each Enrollee to the creation of his or her Individualized Care Plan.

Consumer — An Enrollee or Potential Enrollee, or the spouse, sibling, child, or
unpaid primary caregiver of an Enrollee or Potential Enrollee.

Continuing Services — Covered Services that were previously authorized by
the Contractor and are the subject of an internal Appeal or Board of Hearings
(BOH) Appeal, if applicable, involving a decision by the Contractor to terminate,
suspend, or reduce the previous authorization and which are provided by the
Contractor pending the resolution of the internal Appeal or BOH Appeal, if
applicable.

Contract — This participation agreement that CMS and EOHHS have with a
Contractor, for the terms and conditions pursuant to which a Contractor may
participate in this Demonstration.

Contract Management Team — A group of CMS and EOHHS representatives
responsible for overseeing the contract management functions outlined in
Section 3.1.1 of the Contract.

Contract Operational Start Date — The first date on which any enrollment into
the Contractor's One Care Plan is effective.
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1.33.

1.34.

1.35.
1.36.

1.37.

1.38.

1.39.

Contractor — An entity approved by CMS and EOHHS that enters into a
Contract with CMS and EOHHS in accordance with and to meet the purposes
specified in this Contract.

Covered Services —All services provided under Medicare Part A, all services
provided under Medicare Part B, all services provided under Medicare Part D,
pharmacy products that are covered by MassHealth and may not be covered
under Medicare Part D and drugs excluded from Medicare Part D; including
over-the-counter drugs and prescription vitamins and minerals as specified in the
MassHealth Drug List; and all services referenced in Appendix A and defined in
Appendix B, Exhibits 1, 2, 3 and 4.

Demonstration— See Capitated Financial Alignment Model.

Demonstration Year — Demonstration Year 1 runs from the first Effective
Enrollment Date through December 31, 2014; Demonstration Year 2 runs from
January 1, 2015 through December 31, 2015; Demonstration Year 3 runs from
January 1, 2016 through December 31, 2016; Demonstration Year 4 runs from
January 1, 2017 through December 31, 2017; Demonstration Year 5 runs from
January 1, 2018 through December 31, 2018; Demonstration Year 6 runs from
January 1, 2019 through December 31, 2019; Demonstration Year 7 runs from
January 1, 2020 through December 31, 2020; Demonstration Year 8 runs from
January 1, 2021 through December 31, 2021; and Demonstration Year 9 runs
from January 1, 2022 through December 31, 2022.

Department of Mental Health (DMH) Community-Based Services — DMH
non-acute mental health care services provided to DMH clients, such as
community aftercare, housing and support services, and non-acute residential
services.

Effective Enrollment Date — The first calendar day of the month following
receipt of Enrollee’s enrollment into a One Care Plan by EOHHS or CMS, or their
designee.

Eligible Beneficiary — For the purpose of this contract, and as laid out in
Section III.C.1 of the Memorandum of Understanding between CMS and the
Commonwealth of Massachusetts dated August 22, 2012 (MOU), a Consumer
who is eligible to enroll in the Demonstration but has not yet done so. This
includes individuals who are enrolled in Medicare Part A and B and eligible for
and receiving MassHealth Standard or CommonHealth, have no other
comprehensive private or public health coverage, and who meet all other
Demonstration eligibility criteria. Individuals who turn sixty-five (65) while enrolled
in the Demonstration may remain enrolled as long as they continue to be enrolled
in Medicare Parts A and B and eligible for Medicare Part D and MassHealth
Standard or MassHealth CommonHealth, and have no other comprehensive
private or public health insurance.
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1.40.

1.41.

1.42.
1.43.

1.44.

1.45.

1.46.

1.47.

1.48.

Emergency Condition — A medical condition, whether physical or mental, that
manifests itself by acute symptoms of sufficient severity (including severe pain)
such that a prudent layperson, who possesses an average knowledge of health
and medicine, could reasonably expect the absence of immediate medical
attention to result in: (1) placing the health of the individual (or with respect to a
pregnant woman, the health of the woman or her unborn child) in serious
jeopardy; (2) serious impairment to bodily functions; or (3) serious dysfunction of
any bodily organ or part.

Emergency Services — Inpatient and outpatient services covered under this
Contract that are furnished by a provider qualified to furnish such services and
that are needed to evaluate or stabilize an Enrollee’s Emergency Condition.
Emergency Services include Post-stabilization Services provided after an
emergency is stabilized in order to maintain the stabilized condition or to improve
or resolve the Enrollee’s condition.

Emergency Services Program (ESP) — See Appendix B, Exhibit 2.

Encounter Data — A dataset provided by the Contractor that records every
service provided to an Enrollee. This dataset shall be developed in the format
specified by EOHHS with the approval of CMS and shall be updated
electronically according to protocols and timetables established by EOHHS and
CMS.

Enrollee — Any Medicare-Medicaid eligible individual who is enrolled with a
Contractor.

Enrollee Communications — Materials designed to communicate plan benefits,
policies, processes and/or Enrollee rights to Enrollees. This includes
pre-enrollment, post-enroliment, and operational materials.

Enrollee Service Representative (ESR) — An employee of the Contractor who
assists Enrollees with questions and concerns.

Enrollees with Special Health Care Needs — Enrollees including, at a
minimum, those who have or are at increased risk to have chronic physical,
developmental, or behavioral health condition(s); require an amount or type of
services beyond those typically required for individuals of similar age; and may
receive these services from an array of public and/or private providers across
health, education and social systems of care.

Executive Office of Health and Human Services (EOHHS) — The single State
agency that is responsible for the administration of the MassHealth program,
pursuant to M.G.L. c. 118E and Titles XIX and XXI of the Social Security Act, the
§ 1115 MassHealth Demonstration, this Demonstration under § 1115A, and other
applicable laws and waivers.
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1.49.

1.50.

1.51.

1.52.

1.58.

1.54.

1.55.

1.56.

Federally-Qualified Health Center (FQHC) — An entity that has been
determined by CMS to satisfy the criteria set forth in 42 U.S.C. § 1396d (1)(2)(B).

First Tier, Downstream, and Related Entity — An individual or entity that
enters into a written arrangement with the Contractor acceptable to CMS, to
provide administrative functions or Covered Services of the Contractor under this
Contract.

Fiscal Intermediary — An entity operating as a Fiscal Employer Agent (F/EA)
under section 3504 of IRS code, Revenue Procedure 70-6, and as modified by
IRS Proposed Notice 2003-70 and contracting with EOHHS to perform
Employer-Required Tasks and related Administrative Tasks connected to
Self-directed PCA Services on behalf of Enrollees who chose Self-directed PCA
Services including, but not limited to, issuing PCA checks and managing
employer-required responsibilities such as purchasing workers’ compensation
insurance, and withholding, filing and paying required taxes.

Functional Status — Measurement of the ability of individuals to perform
Activities of Daily Living (ADLs) (for example, mobility, transfers, bathing,
dressing, toileting, eating, and personal hygiene) and Instrumental Activities of
Daily Living (IADLs) (for example, meal preparation, laundry, and grocery

shopping).

Grievance — Any Complaint or dispute, other than one that constitutes an
organization determination under 42 C.F.R. § 422.566, expressing dissatisfaction
with any aspect of the Contractor’s or provider’s operations, activities, or
behavior, regardless of whether remedial action is requested (pursuant to 42
C.F.R. § 422.561). Possible subjects for Grievances (as provided for in 42 C.F.R.
§ 438.400) include, but are not limited to, quality of care or services provided,
aspects of interpersonal relationships such as rudeness of a PCP or employee of
the Contractor, or failure to respect the Enrollee’s rights. See also Complaint.

Health Care Acquired Condition (HCAC) — Condition occurring in an inpatient
hospital setting, which Medicare designates as a hospital-acquired condition
(HAC) pursuant to Section 1886 (d)(4)(D)(iv) of the Social Security Act (SSA) (as
described in Section 1886(d)(D)(ii) and (iv) of the SSA), with the exception of
deep vein thrombosis (DVT/pulmonary embolism (PE)) as related to total knee
replacement or hip replacement surgery in pediatric and obstetric patients.

Healthcare Effectiveness Data and Information Set (HEDIS) — Tool
developed and maintained by the National Committee for Quality Assurance that
is used by health plans to measure performance on dimensions of care and
service in order to maintain and/or improve quality.

Health Outcomes Survey (HOS) — Beneficiary survey used by CMS to gather
valid and reliable health status data in Medicare managed care for use in quality

14



1.57.

1.58.

1.59.

1.60.

1.61.

1.62.

1.63.

improvement activities, plan accountability, public reporting, and improving
health.

Health Plan Management System (HPMS) — A system that supports contract
management for Medicare health plans and prescription drug plans and supports
data and information exchanges between CMS and health plans. Current and
prospective Medicare health plans submit applications, information about
Provider Networks, plan benefit packages, formularies, and other information via
HPMS.

Independent Living Philosophy — A philosophy which advocates for the
availability of a wide range of services and options for maximizing self-reliance
and self-determination in all of life’s activities.

Indian Enrollee — An Enrollee who is an Indian (as defined at 25 USC
1603(13), 1603(28), or 1679(a), or who has been determined eligible as an
Indian, under 42 C.F.R. § 136.12.). This includes an Enrollee who is a member of
a Federally recognized tribe; resides in an urban center and meets one or more
of four criteria including: is member of a tribe, band, or other organized group of
Indians, including those tribes, bands, or groups terminated since 1940 and those
recognized now or in the future by the State in which they reside, or who is a
descendant, in the first or second degree, of any such member; is an Eskimo or
Aleut or other Alaska Native; is considered by the Secretary of the Interior to be
an Indian for any purpose; or is determined to be an Indian under regulations
issued by the Secretary; is considered by the Secretary of the Interior to be an
Indian for any purpose; or is considered by the Secretary of Health and Human
Services to be an Indian for purposes of eligibility for Indian Health Services,
including as an Eskimo, Aleut, or other Alaska Native Enrollee.

Indian Health Care Provider — A health care program or provider, operated by
the Indian Health Services (IHS) or by an Indian Tribe, Tribal Organization, or
Urban Indian Organization (I/T/U) as those terms are defined in section 4 of the
Indian Health Care Improvement Act (25 U.S.C. 1603).

Individualized Care Plan (ICP) — The plan of care developed by an Enrollee
and an Enrollee’s Interdisciplinary Care Team.

Interdisciplinary Care Team (ICT) — A team of PCP, Care Coordinator,
Long-term Supports Coordinator and other individuals at the discretion of the
Enrollee that work with the Enrollee to develop, implement, and maintain the
Individualized Care Plan.

Long-term Supports (LTS) Coordinator — A coordinator contracted by the
Contractor from a community-based organization (CBO) to ensure that an
independent resource is assigned to and available to the Enrollee to perform the
responsibilities in Section 2.5.4.6, including assisting with the coordination of the
Enrollee’s LTSS needs and providing expertise on community supports to the
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1.64.

1.65.

1.66.

1.67.

1.68.

1.69.

Enrollee and the Enrollee’s care team. This term was formerly referred to as
Independent Living and Long-Term Services and Supports (IL-LTSS)
Coordinator.

Long-Term Services and Supports (LTSS) — A wide variety of services and
supports that help people with disabilities meet their daily needs for assistance
and improve the quality of their lives. Examples include assistance with bathing,
dressing and other basic activities of daily life and self-care, as well as support
for everyday tasks such as laundry, shopping, and transportation. LTSS are
provided over an extended period, predominantly in homes and communities, but
also in facility-based settings such as nursing facilities.

Marketing, Outreach, and Enrollee Communications — Any informational
materials targeted to Enrollees that are consistent with the definitions of
communication materials and marketing materials at 42 C.F.R. § 422.2260.

MassHealth — The medical assistance and benefit programs administered by
the Massachusetts Executive Office of Health and Human Services pursuant to
Title XIX of the Social Security Act, Section 1115 demonstration, M.G.L. c. 118E,
and other applicable laws and regulations (Medicaid).

MassHealth CommonHealth — MassHealth coverage type as specified at 130
CMR 505.004 that offers health benefits to certain working and non-working
disabled adults, including those aged twenty-one (21) through sixty-four (64) and
those aged sixty-five (65) and over.

MassHealth Standard — MassHealth coverage type that offers a full range of
health benefits to certain eligible members, including families, pregnant women,
disabled individuals under age sixty-five (65), and individuals aged sixty-five (65)
and older. For purposes of this contract, MassHealth Standard members means
individuals aged twenty-one (21) and over.

Medically Necessary Services — Services must be provided in a way that
provides all protections to the Enrollee provided by Medicare and MassHealth.
Per Medicare, services must be reasonable and necessary for the diagnosis or
treatment of illness or injury or to improve the functioning of a malformed body
member, or otherwise medically necessary under 42 U.S.C. § 1395y. In
accordance with Medicaid law and regulations, and per MassHealth, services
must be:

1.69.1. Provided in accordance with MassHealth regulations at 130 CMR
450.204,

1.69.2. Which are reasonably calculated to prevent, diagnose, prevent the

worsening of, alleviate, correct, or cure conditions in the Enrollee that
endanger life, cause suffering or pain, cause physical deformity or
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1.70.

1.71.

1.72.

1.73.

1.74.

1.75.

1.76.

malfunction, threaten to cause or to aggravate a disability, or result in
illness or infirmity; and

1.69.3. For which there is no other medical service or site of service,
comparable in effect, available, and suitable for the Enrollee requesting
the service, that is more conservative or less costly. Medically
Necessary Services must be of a quality that meets professionally
recognized standards of health care, and must be substantiated by
records including evidence of such medical necessity and quality.

Medicare-Medicaid Coordination Office — Formally the Federal Coordinated
Health Care Office, established by Section 2602 of the Affordable Care Act.

Medicare-Medicaid Beneficiary — For the purposes of this Demonstration,
individuals who are enrolled in Medicare Part A and B and eligible for and
receiving MassHealth Standard or CommonHealth and no other comprehensive
private or public health coverage.

Medicaid — The program of medical assistance benefits under Title XIX of the
Social Security Act and various Demonstrations and waivers thereof.

Medicare — Title XVIII of the Social Security Act, the federal health insurance
program for people age sixty-five (65) or older, people under sixty-five (65) with
certain disabilities, and people with End Stage Renal Disease (ESRD) or
Amyotrophic Lateral Sclerosis. Medicare Part A provides coverage of inpatient
hospital services and services of other institutional providers, such as skilled
nursing facilities and home health agencies. Medicare Part B provides
supplementary medical insurance that covers physician services, outpatient
services, some home health care, durable medical equipment, and laboratory
services and supplies, generally for the diagnosis and treatment of illness or
injury. Medicare Part C provides Medicare beneficiaries with the option of
receiving Part A and Part B services through a private health plan. Medicare Part
D provides outpatient prescription drug benefits.

Medicare Advantage — The Medicare managed care options that are
authorized under Title XVIII as specified at Part C and 42 C.F.R. § 422.

Minimum Data Set (MDS) — A clinical screening system, mandated by federal
law for use in nursing facilities, that assesses the key domains of function, health,
and service use. MDS assessment forms include the MDS-HC for home care and
the MDS 3.0 for nursing facility residents.

Minimum Data Set-Home Care (MDS-HC) — A clinical screening system using
proprietary tools developed by interRAI Corporation, which assesses the key
domains of function, health, and service use.
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1.77.

1.78.

1.79.

1.80.

1.81.

1.82.

Network Management — Refers to the activities, strategies, policies and
procedures, and other tools used by the Contractor in the development,
administration, and maintenance of the collective group of health care providers
under contract to deliver Covered Services.

Network Provider — An appropriately credentialed and licensed individual,
facility, agency, institution, organization, or other entity that has an agreement
with the Contractor or any subcontractor, for the delivery of services covered
under the Contract.

Ombudsman — A neutral entity that has been contracted by MassHealth to
assist Enrollees (including their families, caregivers, representatives, and/or
advocates) with information, issues, or concerns related to One Care (may also
be referred to as My Ombudsman). Ombudsman staff fulfill both individual and
systemic advocacy roles.

One Care Plan — A health plan or provider-based organization located in the
United States contracted to provide and accountable for providing or arranging
for the provision of integrated care to Enrollees under a capitated payment
arrangement. Previously referenced as Integrated Care Organization (ICO).

Other Provider Preventable Condition (OPPC) — A condition that meets the
requirements of an “Other Provider Preventable Condition” pursuant to 42 C.F.R.
§ 447.26(b). OPPC may occur in any health care setting and is divided into two
sub-categories:

1.81.1. National Coverage Determinations (NCDs) — The NCDs are mandatory
OPPCs under 42 C.F.R. § 447.26(b) and consist of the following:

. Wrong surgical or other invasive procedure on a patient;

o Surgical or other invasive procedure performed on the wrong body
part;

. Surgical or other invasive procedure performed on the wrong patient;

1.81.2. For each of a through ¢ above, the term “surgical or other invasive
procedure” is defined in CMS Medicare guidance on NCDs.

1.81.3. Additional Other Provider Preventable Conditions (Additional OPPCs) —
Additional OPPCs are State-defined OPPCs that meet the requirements
of 42 C.F.R. § 447.26(b). EOHHS has designated certain conditions as
Additional OPPCs.

Passive Enrollment — An enroliment process through which an eligible
individual is enrolled by the EOHHS (or its vendor) into a Contractor’s One Care
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1.83.

1.84.

1.85.

1.86.

1.87.

1.88.

1.89.

Plan following a minimum sixty (60) day advance notification that includes the
opportunity to make another enroliment decision prior to the effective date.

Personal Care Assistant (PCA) — A person who provides personal care to an
Enrollee who requires assistance with Activities of Daily Living (ADLs) and
Instrumental Activities of Daily Living (IADLs).

Personal Assistance Services (PAS) — Physical assistance, cueing, and/or
monitoring with Activities of Daily Living (ADLs) and Instrumental Activities of

Daily Living (IADLs) provided to an Enrollee by a PCA in accordance with the

Enrollee’s Individualized Care Plan.

Personal Care Management (PCM) Agency — A public or private entity under
contract with EOHHS to provide Personal Care Management Services.

Personal Care Management (PCM) Services — Services provided by a
Personal Care Management (PCM) Agency to an Enrollee in accordance with the
PCM Contract with EOHHS, including, but not limited to, those services
described under 130 CMR 422.419(A). PCM Services include, but are not limited
to: intake and orientation to instruct a new Consumer in the rules, policies, and
procedures of the Self-directed PCA program; assessment of the Enrollee’s
ability to manage Self-directed PCA Services independently; development and
monitoring of Service Agreements; and provision of functional skills training to
assist Consumers in developing the skills and resources to maximize the
Enrollee’s ability to manage their Self-directed PCA Services.

Post-stabilization Services — Covered Services, related to an Emergency
Condition that are provided after an Enrollee is stabilized in order to maintain the
stabilized condition, and for which the Contractor is responsible when 1) the
services are authorized; 2) the services are provided to maintain the Enrollee’s
stabilized condition within one hour of a request to the Contractor for service
authorization of further Post-stabilization Services; 3) the Contractor could not be
contacted; 4) the Contractor did not respond to a service authorization request
within one hour; or 5) the Contractor and treating provider are unable to reach
agreement regarding the Enrollee’s care.

Prevalent Languages — English, Spanish and any languages spoken by five
percent (5%) or more of Enrollees in the Service Area.

Primary Care Provider (PCP) — A practitioner of primary care selected by the
Enrollee or assigned to the Enrollee by the One Care Plan and responsible for
providing and coordinating the Enrollee’s health care needs, including the
initiation and monitoring of referrals for specialty services when required. Primary
Care Providers may be nurse practitioners, physician assistants or physicians
who are board certified or eligible for certification in one of the following
specialties: family practice, internal medicine, general practice, OB/GYN, or
geriatrics.
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1.90.

1.91.

1.92.

1.93.

1.94.

1.95.

1.96.

1.97.

Privacy — Requirements established in the Health Insurance Portability and
Accountability Act of 1996 and Privacy Act of 1974 (HIPAA), and implementing
regulations, as well as relevant Massachusetts Privacy laws.

Program of All-Inclusive Care for the Elderly (PACE) — A comprehensive
service delivery and financing model that integrates medical and LTSS under
dual capitation agreements with Medicare and Medicaid. The PACE program is
limited to individuals age fifty-five (55) and over who meet the
skilled-nursing-facility level of care criteria and reside in a PACE service area.

Provider Network — A network of health care and social support providers,
including but not limited to primary care physicians, nurses, nurse practitioners,
physician assistants, Care Coordinators, specialty providers, mental
health/substance use disorder (SUD) providers, community and institutional
long-term care providers, pharmacy providers, and acute providers employed by
or under subcontract with the Contractor. (See Appendix D of the Contract.)

Provider Preventable Conditions (PPC) — As identified by EOHHS through
bulletins or other written statements of policy, which may be amended from time
to time, a condition that meets the definition of a “Health Care Acquired
Condition” or an “Other Provider Preventable Condition” as defined by CMS in
federal regulations at 42 C.F.R. § 447.26(b).

Rating Categories (RCs) — The categories used by the MassHealth component
of the capitation payment methodology, as described in Section 4.2.1.

Readiness Review — Prior to being eligible to accept Demonstration
enrollments, each prospective Contractor selected to participate in the
Demonstration must undergo a Readiness Review. The Readiness Review
evaluates each prospective Contractor’s ability to comply with the Demonstration
requirements, including but not limited to, the ability to quickly and accurately
process claims and enrollment information, accept and transition new Enrollees,
and provide adequate access to all Medicare and Medicaid-covered Medically
Necessary Services. CMS and the EOHHS use the results to inform its decision
of whether the prospective Contractor is ready to participate in the
Demonstration. At a minimum, each Readiness Review includes a desk review
and potentially a site visit to the prospective Contractor’'s headquarters.

Risk Corridor Percentage — For each Demonstration Year, the Contractor’s
Total Adjusted Expenditures divided by the Adjusted Capitation Rate Revenue for
the applicable Demonstration Year, rounded to the nearest one tenth of a
percent.

Self-directed PCA — A model of service delivery in which the Enrollee, or the
Enrollee’s designated surrogate, is the employer of record, and has
decision-making authority to hire, manage, schedule, and dismiss their PCA
worker(s).
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1.98.

1.99.

1.100.

1.101.

1.102.

1.103.

1.104.

1.105.

Serious Reportable Event (SRE) —An event that occurs on premises covered
by a hospital’s license that results in an adverse patient outcome, is clearly
identifiable and measurable, usually or reasonably preventable, and of a nature
such that the risk of occurrence is significantly influenced by the policies and
procedures of the hospital. An SRE is an event that is specified as such by the
Department of Public Health (DPH) and identified by EOHHS.

Service Agreement — A written plan of services developed in conjunction with
the Enrollee, as appropriate, that describes the responsibilities of parties as they
relate to the management of the Enrollee’s Self-directed PCA Services.

Service Area — The specific geographical area of Massachusetts designated in
the CMS HPMS, and as referenced in Appendix K, for which the Contractor
agrees to provide Covered Services to all Enrollees who select or are passively
enrolled with the Contractor.

Service Request — An Enrollee’s oral or written request of the Contractor to
authorize and pay for a benefit or service. This request for services shall include
Covered Services as referenced in Appendix A and defined in Appendix B.
Service Requests may also be referred to as: requests for Covered Services,
requests for coverage decisions or requests for organization determinations.

State — The Commonwealth of Massachusetts.

State Fair Hearing — An Appeal filed for Medicaid services with the State Board
of Hearings.

Third Party Liability (TPL) Indicator Form — Form supplied to inpatient
hospitals by EOHHS that is used to notify the Contractor when the hospital
discovers that an Enrollee has comprehensive insurance coverage other than
Medicare or Medicaid.

Total Capitation Rate Revenue — The sum of the monthly capitation payments
for Demonstration Year 1 (reflecting coverage of Medicare Parts A/B services,
Medicare Part D services and Medicaid services, pursuant to Appendix A and
defined in Appendix B of this Contract) including:

1.105.1. The application of risk adjustment methodologies, as described in
Section 4.3.5;

1.105.2. Any payment adjustments as a result of the reconciliation described in
Section 4.6; and

1.105.3. Any payments as a result of the High-Cost Risk Pool, as described in

Section 4.3.6. Total Capitation Rate Revenue will be calculated as if all
Contracter had received the full quality withhold payment.
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1.106.

1.107.

Total Adjusted Expenditures — The sum of the Adjusted Service Expenditures
and the Adjusted Non-Service Expenditures.

Urgent Care — Medical services required promptly to prevent impairment of
health due to symptoms that do not constitute an Emergency Condition, but that
are the result of an unforeseen illness, injury, or condition for which medical
services are immediately required. Urgent Care is appropriately provided in a
clinic, physician's office, or in a hospital emergency department if a clinic or
physician's office is inaccessible. Urgent Care does not include primary care
services or services provided to treat an Emergency Condition.
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2 Contractor Responsibilities

Through the Capitated Financial Alignment Model initiative, CMS and EOHHS will work
in partnership to offer Medicare-Medicaid Beneficiaries the option of enrolling in
Contractor’'s One Care Plan which consists of a comprehensive network of health and
social service providers. The Contractor will deliver and coordinate all components of
Medicare and MassHealth Covered Services for Enrollees.

2.1. Compliance

2.1.1. The Contractor must, to the satisfaction of CMS and EOHHS:

21.1.1.
21.1.2.

21.1.3.

21.14.

2.1.1.5.
2.1.1.6.
21.1.7.

Comply with all provisions set forth in this Contract; and

Comply with all applicable provisions of federal and State laws,
regulations, guidance, waivers, Demonstration terms and conditions,
including the implementation of a compliance plan. The Contractor
must comply with the Medicare Advantage requirements in Part C of
Title XVIII, and 42 C.F.R. Part 422 and Part 423, except to the extent
that variances from these requirements are provided in the MOU
signed by CMS and EOHHS for this initiative.

Agree that it will develop and implement an effective compliance
program that applies to its operations, consistent with 42 C.F.R. § 420,
et seq, 42 C.F.R. § 422.503, and 42 C.F.R. §§ 438.600-610, 42 C.F.R.
455,

Agree that it will promptly refer any potential fraud, waste, or abuse to
EOHHS or any potential fraud directly to the State Medicaid Fraud
Control Unit.

Comply with all aspects of the joint Readiness Review.
Comply with all applicable administrative bulletins issued by EOHHS.

Agree that it will adopt policies and procedures, and will require its
delegated subcontractors to adopt such policies and procedures, to
report to EOHHS and CMS any overpayment identified or recovered
due to potential fraud.

2.1.2. For Contractors that make or receive payments under the contract of at
least $5,000,000, the Contractor must adopt and implement written
policies for all employees of the Contractor, and of any contractor or
agent of the Contractor, that provide detailed information about the False
Claims Act and other Federal and State laws described in section
1902(a)(68) of the Social Security Act, including information about rights
of employees to be protected as whistleblowers.
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2.2. Contract Management and Readiness Review Requirements

2.21. Contract Readiness Review Requirements

2.2.1.1. CMS and EOHHS, or their designee, will conduct a Readiness Review
of each Contractor which must be completed successfully prior to the
Contract Operational Start Date.

2.2.1.2. CMS and EOHHS Readiness Review Responsibilities

2.2.1.21. CMS and EOHHS or their designee will conduct a Readiness
Review of each Contractor that will include, at a minimum, one
on-site review. This review shall be conducted prior to
enrollment of Medicare-Medicaid Beneficiaries into the
Contractor’'s One Care Plan. CMS and EOHHS or their
designee will conduct the Readiness Review to verify the
Contractor’s assurances that the Contractor is ready and able
to meet its obligations under the Contract.

2.2.1.2.2. The scope of the Readiness Review will include, but is not
limited to, a review of the following elements:

221.221.

221222

2.21.223.

221.224.

2.21.2.25.

2.2.1.2.26.

221.227.

Network Provider composition and access, in
accordance with Section 2.7.1;

Staffing, including Key Personnel and functions directly
impacting Enrollees (e.g., adequacy of Enrollee
Services staffing), in accordance with Sections 2.10
and 5.3;

Capabilities of First Tier, Downstream, and Related
Entities, in accordance with Appendix D;

Care Coordination capabilities, in accordance with
Section 2.5.4;

Content of provider Contracts, including any provider
performance incentives, in accordance with Sections
2.71 and 5.1.7;

Enrollee Services capabilities (materials, processes
and infrastructure, e.g., call center capabilities), in
accordance with Section 2.10;

Comprehensiveness of quality management/quality
improvement and Utilization Management strategies, in
accordance with Section 2.13;
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2.2.1.2.2.8. Internal Grievance and Appeal policies and

procedures, in accordance with Section 2.11 and
Section 2.12;

2.2.1.2.2.9. Fraud and Abuse and program integrity policies and

procedures, in accordance with Section 2.1.

2.2.1.2.2.10. Financial solvency, in accordance with Section 2.15;

2.2.1.2.2.11. Information systems, including claims payment system

2.2.1.2.3.

221.24.

2.2.1.25.

performance, interfacing and reporting capabilities and
validity testing of Encounter Data, in accordance with
Section 2.17, including IT testing and security
assurances.

No individual shall be enrolled into the Contractor’'s One Care
Plan unless and until CMS and the Commonwealth determine
that the Contractor is ready and able to perform its obligations
under the Contract as demonstrated during the Readiness
Review.

CMS and EOHHS or their designee will identify to the
Contractor all areas where the Contractor is not ready and
able to meet its obligations under the Contract and provide an
opportunity for the Contractor to correct such areas to remedy
all identified deficiencies prior to the Contract Operational Start
Date.

CMS or EOHHS may, in its discretion, postpone the Contract
Operational Start Date for the Contractor that fails to satisfy all
Readiness Review requirements. If, for any reason, the
Contractor does not fully satisfy CMS or EOHHS that it is
ready and able to perform its obligations under the Contract
prior to the Contract Operational Start Date, and CMS or the
Commonwealth does not agree to postpone the Contract
Operational Start Date, or extend the date for full compliance
with the applicable Contract requirement, then CMS or
EOHHS may terminate the Contract.

2.2.1.3. Contractor Readiness Review Responsibilities

2.2.1.3.1.

The Contractor must demonstrate to CMS and EOHHS'’s
satisfaction that the Contractor is ready and able to meet all
Contract requirements identified in the Readiness Review prior
to the Contract Operational Start Date, and prior to the
Contractor engaging in marketing of its Demonstration
product.
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2.21.3.2.

Provide CMS and EOHHS or their designee with corrections
requested by the Readiness Review report within ten (10)
business days after receipt of the Readiness Review report.

2.2.2. Organizational Structure and Philosophy

2.2.2.1. The Contractor shall maintain an organizational statement that
describes the Contractor’s philosophy, operating history, location,
organizational structure, ownership structure, and plans for future
growth and development.

2.2.2.2. Contract Management Philosophy

2.22.21.

22222

The Contractor shall develop and implement policies and
procedures to ensure that all Medically Necessary Services
are provided to Enrollees based on their individual needs and
consistent with Appendix A and B. Such policies and
procedures, including any updates to existing policies and
procedures, shall be submitted to the Commonwealth for
review upon request.

The Contractor shall manage all aspects of its One Care Plan
line of business consistent with a data driven management
philosophy, where decisions are made utilizing available data.
Such data shall come from multiple sources including, claims
and Encounter Data, authorization data, medical record
reviews, Enrollee input, provider surveys, clinical outcomes
data, Appeals, Grievances, sanctions and corrective action
plans. The Contractor shall use data analysis and reports for
management purposes for Network Management, Utilization
Management, Care Management, Quality Management, and
customer service responsibilities under this Contract.

2.2.3. Contract Management

2.2.3.1. The Contractor must employ a qualified individual to serve as the
contract manager of its Capitated Financial Alignment Model. The
contract manager must be primarily dedicated to the Contractor’s One
Care Plan and be authorized and empowered to represent the
Contractor in all matters pertaining to the Contractor’'s One Care Plan.
The contract manager must act as liaison between the Contractor,
CMS, and EOHHS, and has responsibilities that include but, are not
limited to, the following:

2.23.11.

Ensure the Contractor’'s compliance with the terms of the
Contract, including securing and coordinating resources
necessary for such compliance;
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2.24.

2.23.1.2.

2.2.3.1.3.

2.23.14.

2.2.3.1.5.

2.2.3.1.6.

2231.7.

2.2.3.1.8.

2.2.3.1.9.

2.2.3.1.10.

2.2.3.1.11.

Implement all action plans, strategies, and timelines, including
but not limited to those described in the Contractor’s response
to the Request for Responses (RFR) and approved by CMS
and EOHHS;

Oversee all activities by the Contractor and its First Tier,
Downstream, and Related Entities, including but not limited to
coordinating with the Contractor’'s quality management
director, medical director, and behavioral health clinician;

Ensure that Enrollees receive written notice of any significant
change in the manner in which services are rendered to
Enrollees at least thirty (30) days before the intended effective
date of the change, such as a retail pharmacy chain leaving
the Provider Network;

Receive and respond to all inquiries and requests made by
CMS and EOHHS in time frames and formats specified by
CMS and EOHHS;

Meet with representatives of CMS or EOHHS, or both, on a
periodic or as-needed basis and resolve issues that arise
within specified timeframes;

Ensure the availability to CMS and EOHHS, upon their
request, of those members of the Contractor’s staff who have
appropriate expertise in administration, operations, finance,
management information systems, claims processing and
payment, clinical service provision, quality management,
Enrollee services, utilization management, Provider Network
Management, and Benefit Coordination;

Attend and participate in regular director meetings with CMS
and EOHHS;

Coordinate requests and activities among the Contractor, all
subcontractors, CMS, and EOHHS;

Make best efforts to promptly resolve any issues related to the
Contract identified either by the Contractor, CMS, or EOHHS;
and

Meet with CMS and EOHHS at the time and place requested
by CMS and the Commonwealth if either CMS or EOHHS, or
both, determine that the Contractor is not in compliance with
the requirements of the Contract.

Organizational Structure

27



2.2.4.1. The Contractor shall establish, maintain and describe the
interdepartmental structures and processes to support the operation
and management of its One Care Plan line of business in a manner
that fosters integration of physical and behavioral health service
provision. The provision of all services shall be based on prevailing
clinical knowledge and the study of data on the efficacy of treatment,
when such data is available. The Contractor’'s Behavioral Health
Services and activities should be person-centered, and oriented to
recovery and rehabilitation from behavioral health conditions.

2.2.4.2. On an annual basis, and on an ad hoc basis when changes occur or
as directed by EOHHS, the Contractor shall submit to EOHHS an
overall organizational chart that includes senior and mid-level
managers for the organization. The organizational chart must include
the organizational staffing for Behavioral Health Services and
activities. If such Behavioral Health Services and activities are
provided by a First Tier, Downstream, or Related Entity the Contractor
shall submit the organizational chart of the behavioral health First Tier,
Downstream, or Related Entity which clearly demonstrates the
relationship with the First Tier, Downstream, or Related Entity and the
Contractor’s oversight of the First Tier, Downstream, or Related Entity.
For all organizational charts, the Contractor shall indicate any staff
vacancies and provide a timeline for when such vacancies are
anticipated to be filled.

2.2.4.3. For all employees, by functional area, the Contractor shall establish
and maintain policies and procedures for managing staff retention and
employee turnover. Such policies and procedures shall be provided to
EOHHS upon request.

2.2.4.4. For key management positions, including the Contractor’s chief
executive officer, if applicable, One Care plan executive director, chief
medical officer/medical director, pharmacy director, behavioral health
clinical director, director of long-term services and supports, ADA
compliance director, chief financial officer, chief operating officer,
senior manager of clinical services, quality manager, claims director,
information technology (IT) director, compliance officer, and key
contact, the Contractor shall immediately notify EOHHS whenever the
position becomes vacant and notify EOHHS when the position is filled
and by whom; and

2.2.4.5. The Contractor shall submit to EOHHS a listing of its board of directors
as of the Contract Effective Date and an updated listing of its board of
directors whenever any changes are made.

2.3. Enrollment Activities
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2.3.1. Enrollment

2.3.1.1.

2.3.1.2.

2.3.1.3.

2.3.14.

EOHHS will begin self-selection (opt-in) enroliment prior to the
initiation of Passive Enrollment. During this period, Medicare-Medicaid
Beneficiaries eligible for the Demonstration may choose to enroll into a
particular One Care plan. The first Effective Enroliment Date for this
initial opt-in period is scheduled for no earlier than January 1, 2022.
Eligible Medicare-Medicaid Beneficiaries who do not select a One
Care plan or who do not opt out of the Demonstration will be assigned
to a One Care plan during Passive Enroliment.

EOHHS may conduct Passive Enrollment during the term of the
Contract to assign eligible Medicare-Medicaid Beneficiaries who do
not select a One Care plan and who do not opt out of the
Demonstration. Individuals who opt out of the Demonstration will not
be included in Passive Enrollment for the remainder of the
Demonstration. Individuals currently enrolled in PACE may not be
passively enrolled into a One Care plan. EOHHS will provide notice of
Passive Enrollments at least sixty (60) days prior to the effective dates
to Eligible Beneficiaries, and will accept opt-out requests prior to the
effective date of enrollment. EOHHS will apply intelligent
methodologies, to the extent approved by CMS, to assign Eligible
Beneficiaries to a One Care plan. Such methodologies may include,
but not be limited to, past provider relationships. CMS and EOHHS
may stop Passive Enrollment to the Contractor if the Contractor does
not meet reporting requirements necessary to maintain Passive
Enroliment as set forth by CMS and EOHHS.

Enrolliments and disenrollments will be processed through the EOHHS
customer service vendor, consistent with the Effective Enroliment Date
requirements outlined in the Medicare-Medicaid Plan Enroliment and
Disenrollment Guidance. EOHHS or its vendor will then submit
Passive Enrollment transactions at least sixty (60) days in advance of
the effective date, to the CMS Medicare Advantage Prescription Drug
(MARX) enroliment system directly or via a third-party CMS
designates to receive such transactions, and MassHealth or its vendor
will receive notification on the next Daily Transaction Reply Report.
The Contractor will then receive enrollment transactions through the
EOHHS customer service vendor. The Contractor will also use the
third-party CMS designates to submit additional enrollment-related
information to MARYX, and receive files from CMS.

Enrollments received by the last calendar day of the month will be
effective on the first calendar day of the following month. The
Contractor is responsible for providing and paying for Covered
Services as of the Effective Enroliment Date of each Enrollee, even if
the Contractor is not notified of an Enrollee’s enrollment into the
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2.3.1.5.

2.3.1.6.

2.3.1.7.

2.3.1.8.

2.3.1.9.

2.3.1.10.

Contractor’s One Care Plan until after such Enrollee’s Effective
Enroliment Date.

The Contractor must have a mechanism for receiving timely
information about all enroliments in the Contractor’'s One Care Plan,
including the Effective Enrollment Date, from CMS and MassHealth
systems.

The Contractor shall accept enroliments of all Medicare-Medicaid
Beneficiaries, as described in Section 3.2 of the Contract, referred by
EOHHS in the order in which they are referred without restriction,
except that the Contractor shall notify EOHHS of any third party
liability in accordance with Section 5.1.13. The Contractor shall accept
for enrollment all Medicare-Medicaid Beneficiaries identified by
EOHHS at any time without regard to income status, physical or
mental condition, age, gender, gender identity, sexual orientation,
religion, creed, race, color, physical or mental disability, national origin,
ancestry, pre-existing conditions, expected health status, or need for
Covered Services.

Upon instruction by EOHHS, the EOHHS customer service vendor
may not provide new enrollments within six months (or less) of the end
date of the Demonstration, unless the Demonstration is renewed or
extended.

EOHHS and CMS will monitor enroliments and Passive Enroliment
auto-assignments to all One Care plans, and may make adjustments
to the volume and spacing of Passive Enrollment periods based on the
capacity of the Contractor and of One Care Plans in aggregate, to
accept projected Passive Enroliments. Adjustments to the volume of
Passive Enrolliment based on the capacity of the Contractor will be
subject to any capacity determinations including but not limited to
those documented in the CMS and EOHHS final Readiness Review
report and ongoing monitoring by CMS and EOHHS.

CMS and EOHHS, upon agreement of both parties, may adjust the
volume and spacing of Passive Enroliment periods, and will consider
input from the Contractor in making any such adjustments.

The Contractor may, via the Contract Management Team, request a
capacity limit pursuant to 42 C.F.R. § 422.60. For the purposes of this
Demonstration, CMS and EOHHS will consider a number of factors,
including financial stability and network adequacy, in the determination
of a capacity limit.
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2.3.1.11. The Contractor shall not interfere with the Enrollee’s right to enroll or
remain enrolled in its One Care Plan through threat, intimidation,
pressure, or otherwise.

2.3.1.12. The Contractor shall direct all enrollment- and Demonstration
eligibility-related inquiries that the Contractor may receive from
Enrollees or their representatives, as well as former or prospective
Enrollees and their representatives, to the EOHHS customer service
vendor as applicable. For inquiries received by phone, the Contractor
shall make best efforts to connect the caller to the EOHHS customer
service line. For enrollment- and Demonstration eligibility-related
inquiries the Contractor may receive through other media, or when the
EOHHS customer service vendor is unreachable, the Contractor shall
offer to connect the individual at another time, and/or otherwise assist
the individual to successfully reach the EOHHS customer service line
within a reasonable period of time. The Contractor shall document all
measures the Contractor took to address the enroliment- or
eligibility-related inquiries, including their efforts to connect the caller to
the EOHHS customer service line. The Contractor shall make this
information available to the CMT if requested.

2.3.2. Disenrollment
2.3.2.1. The Contractor shall:

2.3.2.1.1. Have a mechanism for receiving timely information about all
disenrollments from the Contractor's One Care Plan, including
the effective date of disenroliment, from CMS and MassHealth
systems. All enrollments and disenroliment-related
transactions will be performed by the EOHHS customer
service vendor. Subject to 42 C.F.R. § 423.100, § 423.38 and
§ 438.56. Enrollees can elect to disenroll from the One Care
Plan or the Demonstration at any time and enroll in another
One Care Plan, a Medicare Advantage plan, PACE, or Senior
Care Options (if they meet applicable eligibility requirements);
or may elect to receive services through Medicare
fee-for-service and a prescription drug plan and to receive
Medicaid services in accordance with the Commonwealth’s
State plan and any waiver programs. Disenroliments received
by MassHealth or the Contractor, or by CMS or its contractor
by the last calendar day of the month will be effective on the
first calendar day of the following month;

2.3.2.1.2. Be responsible for ceasing the provision of Covered Services
to an Enrollee upon the effective date of disenroliment;
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2.3.2.1.3. Notify EOHHS of any individual who is no longer eligible to
remain enrolled in the One Care Plan per CMS enroliment
guidance, in order for EOHHS to disenroll the individual. This
includes where an Enrollee remains out of the Service Area or
for whom residence in the One Care Plan Service Area cannot
be confirmed for more than six (6) consecutive months;

2.3.2.1.4. Not interfere with the Enrollee’s right to disenroll through
threat, intimidation, pressure, or otherwise;

2.3.2.1.5. Not request the disenroliment of any Enrollee due to an
adverse change in the Enrollee’s health status or because of
the Enrollee’s utilization of treatment plan, medical services,
diminished mental capacity, or uncooperative or disruptive
behavior resulting from his or her special needs. The
Contractor, however, may submit a written request,
accompanied by supporting documentation, to the Contract
Management Team (CMT) to disenroll an Enrollee, for cause,
for the following reason:

2.3.2.1.5.1. The Enrollee’s continued enroliment seriously impairs
the Contractor’s ability to furnish services to either this
Enrollee or other Enrollees, provided the Enrollee’s
behavior is determined to be unrelated to an adverse
change in the Enrollee's health status, or because of
the Enrollee's utilization of medical services,
diminished mental capacity, or uncooperative or
disruptive behavior resulting from his or her special
needs.

2.3.3. Discretionary Involuntary Disenroliment

2.3.3.1. 42 C.F.R. §422.74 and Sections 40.3 and 40.4 of the
Medicare-Medicaid Plan Enroliment and Disenrollment Guidance,
including Massachusetts-specific modifications, provide instructions to
One Care Plans on discretionary involuntary disenroliment. This
Contract, the regulation, and other guidance provide procedural and
substantive requirements the Contractor must follow prior to being
approved to involuntarily disenroll an Enrollee. If all of the procedural
requirements are met to the satisfaction of EOHHS and CMS, EOHHS
and CMS will decide whether to approve or deny each request for
involuntary disenrollment based on an assessment of the particular
facts associated with each request, including an assessment of
whether the Contractor followed all of the necessary procedural and
Enrollee notice requirements.
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2.3.3.2.

2.3.3.3.

2.3.34.

2.3.3.5.

If EOHHS and CMS determine that the Contractor too frequently
requests termination of enrollment for Enrollees, EOHHS and CMS
reserve the right to deny such requests and require the Contractor to
initiate steps to improve the Contractor’s ability to serve such
Enrollees.

To support EOHHS’ and CMS’ evaluation of a Contractor’s requests
for involuntary disenrolliment, the Contractor shall, in all cases,
document what steps the Contractor has taken to locate and engage
the Enrollee, and the impact of or response to each attempt.

At EOHHS’ request, the Contractor must promptly provide any
information related to a specific case to EOHHS, including
documentation as described in this section.

Basis for Discretionary Involuntary Disenroliment:

2.3.3.5.1. Disruptive conduct: When the Enrollee engages in conduct

or behavior that substantially impairs the Contractor’s ability to
provide for or arrange Covered Services to either this Enrollee
or other Enrollees and provided the Contractor made and
documented reasonable efforts to resolve the problems
presented by the Enrollee.

2.3.3.5.1.1. Procedural requirements:

2.3.3.5.1.1.1.  The Contractor’'s request must be in writing and
include all of the supporting documentation
outlined in the evidentiary requirements.

2.3.3.5.1.1.2. The Contractor must follow the process for
Involuntary Disenrollment as outlined in Sections
40.3 and 40.4 and in the Massachusetts-specific
appendix of the Medicare-Medicaid Plan
Enroliment and Disenrollment Guidance.

2.3.3.5.1.1.3. The Contractor must provide information about the
Enrollee, including age, diagnosis, mental status,
Functional Status, a description of his or her social
support systems, and any other relevant
information;

2.3.3.5.1.1.4. The submission must include statements from
providers describing their experiences with the
Enrollee (or written refusal, to provide such
statements); and
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2.3.3.5.1.1.5.

2.3.3.5.1.1.6.

2.3.3.51.1.7.

Any information provided by the Enrollee. The
Enrollee can provide any information he/she
wishes.

If the Contractor is requesting the ability to decline
future enroliments for this individual, the
Contractor must include this request explicitly in
the submission.

Prior to approval, the complete request must be
reviewed by EOHHS and CMS including
representatives from the Center for Medicare and
must include staff with appropriate clinical or
medical expertise.

2.3.3.5.1.2. Evidentiary standards; At a minimum, the supporting
documentation must demonstrate the following to the
satisfaction of both EOHHS and CMS staff with
appropriate clinical or medical expertise:

2.3.3.5.1.2.1.

2.3.3.5.1.2.2.

The Enrollee is presently engaging in a pattern of
disruptive conduct that is substantially impairing
the Contractor’s ability to arrange for or provide
Covered Services to the Enrollee and/or other
Enrollees.

The Contractor took reasonable efforts to address
the disruptive conduct including at a minimum:

2.3.3.51.2.21. A documented effort to address the

Enrollee’s underlying interests and needs
reflected in his/her disruptive conduct and
provide reasonable accommodations as
defined by the Americans with Disabilities
Act including those for individuals with
mental and/or cognitive conditions. An
accommodation is reasonable if it is
efficacious in providing equal access to
services and proportional to costs. EOHHS
and CMS will determine whether the
reasonable accommodations offered are
sufficient.

2.3.3.5.1.22.2. A documented provision of information to the

Enrollee of his or her right to use the
Contractor Grievance procedures.
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2.3.3.5.1.2.3. The Contractor provided the Enrollee with a
reasonable opportunity to cure his/her disruptive
conduct.

2.3.3.5.1.2.4. The Contractor complied with all Enrollee notice
requirements.

2.3.3.5.1.2.5. The Contractor must provide evidence that the
Enrollee’s behavior is not related to the use, or
lack of use, of Covered Services.

2.3.3.5.1.2.6. The Contractor may also provide evidence of other
extenuating circumstances.

2.3.3.5.1.3. Limitations: The Contractor shall not seek to
terminate Enrollment because of any of the following:

2.3.3.5.1.3.1.  The Enrollee’s uncooperative or disruptive
behavior resulting from such Enrollee’s special
needs unless the Enrollee’s continued Enroliment
in the Plan substantially impairs the Contractor’s
ability to provide or arrange for Covered Services,
to either this particular Enrollee or other Enrollees.
This substantial impairment may be demonstrated
by treating providers explicitly documenting their
belief that there are no reasonable
accommodations the Contractor could provide that
would address the disruptive conduct.

2.3.3.5.1.3.2. The Enrollee exercises the option to make
treatment decisions with which the Contractor or
any health care professionals associated with the
Contractor disagree, including the option of
declining treatment and/or diagnostic testing.

2.3.3.5.1.3.3. An adverse change in an Enrollee’s health status
or because of the Enrollee’s utilization of Covered
Services.

2.3.3.5.1.3.4. The Enrollee’s mental capacity is, has, or may
become diminished.

2.3.3.5.2. Fraud or abuse: When the Enrollee provides fraudulent
information on an Enrollment form or the Enrollee willfully
misuses or permits another person to misuse the Enrollee’s ID
card.
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2.3.3.5.21.

2.3.3.5.2.2.

2.3.3.5.2.3.

2.3.3.5.24.

The Contractor may submit a request that an Enrollee
be involuntarily disenrolled if an Enrollee knowingly
provides, on the election form, fraudulent information
that materially affects the individual's eligibility to enroll
in the Contractor or if the Enrollee intentionally permits
others to use his or her enrollment card to obtain
services under the Contractor’'s One Care Plan.

Prior to submission, the Contractor must have and
provide to CMS/EOHHS credible evidence
substantiating the allegation that the Enrollee
knowingly provided fraudulent information or
intentionally permitted others to use his or her card.

The Contractor must immediately notify the CMT so

that the enrollment broker and the HHS Office of the
Inspector General may initiate an investigation of the
alleged fraud and/or abuse.

The Contractor must provide notice to the Enrollee
prior to submission of the request outlining the intent to
request disenrollment with an explanation of the basis
of the Contractor’s decision and information on the
Enrollee’s access to Grievance procedures and a fair
hearing.

2.3.3.5.3. Transfer Enrollee record information promptly to the new
provider upon written request signed by the disenrolled
Enrollee;

2.3.3.5.4. If the Enrollee transfers to another One Care Plan, the
Contractor shall, with the Enrollee’s written consent, in
accordance with applicable laws and regulations, promptly
transfer current Minimum Data Set-Home Care (MDS-HC)
assessment information to the new One Care Plan. and

2.3.3.5.5. Notify EOHHS if the Contractor becomes aware that an
Enrollee has comprehensive insurance other than Medicare or
Medicaid.

2.3.4. Initial Enrollee Contact and Orientation

2.3.4.1. The Contractor must:

2.3.4.1.1. Provide an orientation, to Enrollees, within the time period
sixty (60) calendar days prior to and thirty (30) days after the
initial date of enrollment. The orientation shall include:
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2.3.4.1.2. Materials and a welcome call;

2.3.4.1.3. For Enrollees with current Primary Care Providers (PCPs) out

of network, making reasonable efforts to contract with their
PCPs (See Section 2.7.1.9);

2.3.4.1.4. For Enrollees without a current PCP identified at the time of

enrollment, assisting the Enrollee to identify and if desired
retain their current PCP or choose a PCP. If an Enrollee does
not identify a current PCP or select a PCP within ninety (90)
days of enrollment, and the Contractor has made reasonable,
unsuccessful attempts to engage the Enrollee in identifying or
selecting a PCP, the Contractor shall assign a PCP to the
Enrollee and notify the Enrollee of the assignment;

2.3.4.1.5. Working with the Enrollee to schedule a Comprehensive

Assessment (see Section 2.6.1); and

2.3.4.1.6. Any pre-enrollment materials specified in Section 2.3.4 that,

2.34.2.

2.343.

2.344.

2.345.

due to a late month enrollment request, were not provided
prior to the time of enroliment.

For Enrollees with a current PCP that is not in network and refuses to
become a Network Provider or enter into a single-case out-of-network
agreement where applicable (see Section 2.7.1.9), assist the Enrollee
to choose a PCP. The Enrollee must choose a new PCP by the end of
the 90-day continuity of care period or after the Individualized Care
Plan is developed. If the Enrollee has not chosen an in-network PCP
by that time, the Contractor shall choose one for the Enrollee.

Make available to family members, significant informal caregivers, and
designated representatives, as appropriate, any enrollment and
orientation materials upon request and with consent of the enrollee;

For Enrollees for whom written materials are not appropriate, provide
non-written orientation in a format such as telephone calls, home
visits, video screenings, or group presentations;

Notify its Enrollees:

2.3.4.5.1. That translations of written information are available in

Prevalent Languages;

2.3.4.5.2. That oral interpretation services are available for any language

spoken by Enrollees and Eligible Beneficiaries free of charge;

2.3.4.5.3. How Enrollees can access oral interpretation services;
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2.4.

2.5.

2.3.4.5.4. How Enrollees can access nonwritten materials described in

Section 2.3.4.4 above; and

2.3.4.5.,5. How Enrollees can make a standing request to receive all

future notifications and communication in a specified preferred
language and/or Alternative Format.

2.3.4.6. Ensure that all orientation materials are provided in a manner and

format that may be easily understood, including providing written
materials in Prevalent Languages and oral interpretation services
when requested.

Covered Services

2.4.1.

2.4.2.

The Contractor must authorize, arrange, integrate, and coordinate the
provision of all Covered Services for its Enrollees. (See Appendix A and
Appendix B). Covered Services must be available to all Enrollees, as
authorized by the Contractor Covered Services will be managed and
coordinated by the Contractor through the Interdisciplinary Care Team
(ICT) (see Section 2.5.3).

The Contractor must provide the full range of Covered Services. If either
Medicare or MassHealth provides more expansive services than the
other program does for a particular condition, type of illness, or
diagnosis, the One Care Plan must provide the most expansive set of
services required by either program. The Contractor may not limit or
deny services to Enrollees based on either Medicare or MassHealth
providing a more limited range of services than the other program.

Care Delivery Model

2.51.

General

2.5.1.1. The Contractor shall abide by the care delivery model described within

2.5.2.

this Contract and is not required to submit a model of care to CMS or
EOHHS unless otherwise requested.

Primary Care

25.21. The PCP must:

2.5.2.1.1. Provide primary medical services, including acute and

preventive care;

2.5.2.1.2. Refer the Enrollee, in coordination with the ICT and in

accordance with the Contractor’s policies, to Covered Service
providers, as medically appropriate; and
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25.2.1.3. Leadthe ICT, together with the Care Coordinator, and if

indicated, with the behavioral health clinician

2.5.3. Interdisciplinary Care Team (ICT)

2.5.3.1.

2.5.3.2.

2.5.3.3.

The Contractor must arrange foreach Enrollee, in a manner that
respects the needs and preferences of the Enrollee, the formation and
operation of an ICT. The Contractor will ensure that each Enrollee’s
care is integrated and coordinated within the framework of an ICT and
that each ICT member has a defined role appropriate to his or her
licensure and relationship with the Enrollee. The Enrollee will be
encouraged to identify individuals he or she would like to participate on
the ICT

The Contractor must arrange foreach Enrollee, in a manner that
respects the needs and preferences of the Enrollee, the formation and
operation of an ICT. The Contractor will ensure that each Enrollee’s
care is integrated and coordinated within the framework of an ICT and
that each ICT member has a defined role appropriate to his or her
licensure and relationship with the Enrollee. The Enrollee will be
encouraged to identify individuals he or she would like to participate on
the ICT.

The ICT will consist of at least the following staff:

2.53.3.1. PCP;

2.5.3.3.2. Behavioral health clinician, if indicated;

2.5.3.3.3. Care Coordinator or Clinical Care Manager, as indicated; and

2.5.3.3.4. LTS Coordinator, if indicated, as specified in Section 2.5.4.6.

2.5.3.4. As appropriate and at the discretion of the Enrollee, the ICT also may

include any or all of the following participants:

2.5.3.4.1. Registered nurse;

2.5.3.4.2. Specialist clinician

2.5.3.4.3. Other professional and support disciplines including social

workers, Community Health Workers, and qualified peers;

25.3.4.4. Family members;

2.5.3.4.5. Otherinformal caregivers;

2.5.3.4.6. Advocates; and
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2.534.7.

State agency or other case managers.

2.5.3.5. The Contractor must:

2.5.3.5.1.

2.5.3.5.2.

2.5.3.5.3.

2.53.54.

Recruit, select, train, manage, and employ or contract with
appropriate and qualified personnel, including PCPs,
behavioral health clinicians, Care Coordinators and LTS
Coordinators, and will maintain staffing levels necessary to
perform its responsibilities under the Contract;

Document that all members of the ICT have participated in
required training on the person-centered planning processes,
cultural competence, accessibility and accommodations,
independent living and recovery, and wellness principles;

Ensure that the ICT is accessible to the Enrollee, including by
providing alternatives to office visits, including, as appropriate,
home visits, email and telephone contact; and

Have a mechanism to identify Enrollees that meet the State
criteria for Enrollees with Special Health Care Needs, and
have policies and procedures for granting these identified
individuals direct access to a specialist.

2.5.3.6. The ICT must:

2.5.3.6.1.

2.5.3.6.2.

2.5.3.6.3.

2.5.3.6.4.

With the Enrollee and/or the Enrollee’s designated
representative, if any, and with all appropriate ICT members,
including the Enrollee, develop an ICP, that reflects treatment
goals (medical, functional, behavioral, and social) and
measures progress and success in meeting those goals (see
Section 2.6.3) and the roles of each ICT member in
supporting treatment goals;

On an ongoing basis, consult with and advise acute, specialty,
LTSS, and Behavioral Health Providers about care plans and
clinically appropriate interventions;

With the assistance of the Care Coordinator and/or LTS
Coordinator as appropriate, promote independent functioning
of the Enrollee and provide services in the most appropriate,
least restrictive environment using Independent Living
Philosophy and recovery principles;

Document and comply with Advance Directives about the
Enrollee's wishes for future treatment and health care
decisions;
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2.5.3.6.5.

2.5.3.6.6.

2.5.3.6.7.

Assist in the designation of a health care proxy, if the Enrollee
wants one;

Maintain the Centralized Enrollee Record, including but not
limited to appropriate and timely entries about the care
provided, diagnoses determined, medications prescribed, and
treatment plans developed and designate the physical location
of the record for each Enrollee (see Section 2.6.6); and

Communicate with the Enrollee, and, in accordance with the
Enrollee’s preferences, the Enrollee’s family members and
significant caregivers, if any, about the Enrollee's medical,
social, and psychological needs.

2.5.4. Care Coordination

2.5.4.1. The Contractor shall offer care coordination to all Enrollees:

2.541.1.

2.541.2.

Through a Care Coordinator or Clinical Care Manager (CCM)
for medical and Behavioral Health Services; and

Through a Long-term Supports (LTS) Coordinator, contracted
from a community-based organization, for LTSS.

2.5.4.2. The Contractor must provide Enrollee with information on how to
contact their coordinator(s) designated by the ICT.

2.5.4.3. Care Coordination shall include coordinating the services that the
Contractor furnishes to each Enrollee:

2.54.3.1.

25432

Between settings of care, including appropriate discharge
planning for short term and long-term hospital and institutional
stays; and

With the services the Enrollee receives from community and
social support providers.

2.5.4.4. Care Coordinator

254.41.

The Contractor must establish its own written qualifications for
a Care Coordinator. The Contractor is responsible for the
appropriate training for the Care Coordinator and verifying that
the training or any certifications remain current. The
Contractor must have policies in place to address
non-compliance with training by the Care Coordinators. The
Care Coordinator must:
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254411, Actas the single point of contact for an Enrollee to the
Contractor and the ICT,;

254.41.2. Be aprovider-based clinician or other trained
professional; or

254.41.3. Be an individual employed or contracted by the
Contractor or the Enrollee’s PCP who is trained in
providing care coordination to persons with disabilities;

254.4.1.4. Asamember of the ICT, execute the following
responsibilities:

254.4.1.4.1. Participating in Comprehensive Assessments for
care planning;

254.4.1.4.2. Ensuring that ICT meetings and conference calls
are held periodically;

2.54.4.1.4.3. Monitoring the provision of services, including
outcomes, assessing appropriate changes or
additions to services, and making necessary
referrals, as needed, for the Enrollee; and

2.54.4.1.4.4. Ensuring that appropriate mechanisms are in
place to receive Enrollee input, Complaints, and
Grievances, and secure communication among
relevant parties.

2.5.4.5. Clinical Care Manager

2.54.51. For Enrollees with Complex Care Needs, as determined by the
Contractor or a provider under agreement with the Contractor
to assume Clinical Care Management responsibilities, the
Care Coordinator will be a Clinical Care Manager. In addition
to executing the care coordination responsibilities in Section
2.5.4.4.1, the Clinical Care Manager will provide or as
appropriate coordinate Clinical Care Management for medical
and Behavioral Health Services.

2.54.5.2. The Clinical Care Manager must be a licensed registered
nurse or other individual licensed and/or certified to provide
Clinical Care Management, employed by the Enrollee’s
Contractor or PCP, or patient-centered medical home or
health home provider.

2.5.4.5.3. The Clinical Care Manager will provide Clinical Care
Management, or, a set of activities that comprise intensive
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monitoring, follow-up, and Care Coordination and clinical
management of Enrollees with Complex Care Needs,
including but not limited to:

2.5.4.5.3.1. Engagement of the Enrollee into Clinical Care

Management;

254.5.3.2. Assessment of the clinical risks and needs of each

Enrollee;

2.5.4.5.3.3. Identification of the Enrollee’s strengths, preferences,

and family and community supports that can assist in
addressing the clinical risks;

2.5.4.5.3.4. Medication review and reconciliation;

2.5.4.5.3.5. Medication adjustment by protocol;

2.54.5.3.6. Enhanced self-management training and support for

complex clinical conditions, including coaching for
family members if appropriate;

2.5.4.5.3.7. Follow-up within twenty-four (24) hours of an Enrollee’s

admission to an acute hospital, and coordination with
the Enrollee and hospital staff to facilitate hospital
discharges; and

2.5.4.5.3.8. Frequent Enrollee contact, as appropriate.

2.5.4.6. Long-term Supports (LTS) Coordinator

2.54.6.1.

2.54.6.2.

2.5.4.6.3.

2.54.64.

The Contractor will contract with multiple Community-Based
Organizations (CBOs) for the LTS Coordinator role, including
at least one Independent Living Center (ILC), where
geographically feasible in its Service Area.

LTS Coordinators may have specific knowledge or skill sets to
serve certain Enrollees, such as individuals who are Deaf or
hard of hearing, or individuals with behavioral health needs.
Additional CBOs may include, but are not limited to Recovery
Learning Communities, Aging Service Access Points (ASAPs),
and other CBOs serving people with disabilities.

Enrollees over the age of sixty (60) must be offered the option
of receiving LTS Coordinator services through an ASAP.

The Contractor shall contract with an adequate number of
CBOs to allow Enrollees a choice of at least two (2) LTS
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2.54.6.5.

2.5.4.6.6.

2.54.6.7.

Coordinators, except that with EOHHS prior approval,
Contractor may offer Enrollee only one LTS Coordinator.

The Contractor shall not have a direct or indirect financial
ownership interest in an entity that serves as a CBO that is
contracted to provide LTS Coordinators. Providers of

facility- or community-based LTS on a compensated basis by
a One Care Plan may not function as LTS Coordinators,
except if the Contractor obtains a waiver of this requirement
from EOHHS. For the purpose of this provision, an
organization compensated by the Contractor to provide only
evaluation, assessment, coordination, skills training, peer
supports, and Fiscal Intermediary services is not considered a
provider of LTSS.

The Contractor shall provide the LTS Coordinator with
electronic user access to the Centralized Enrollee Record in
accordance with Section 2.6.6 of this Contract.

The LTS Coordinator is responsible for the following activities:

2.5.4.6.7.1. Representing the LTSS and/or recovery needs of the

Enrollee, advocating for the Enrollee and providing
education on LTSS and/or recovery needs to the ICT
and the Enrollee;

2.5.4.6.7.2. As a member of the ICT, participating in

Comprehensive Assessments of the health and
Functional Status of Enrollees with LTSS and/or
recovery needs, and, at the Enrollee’s direction,
assisting in the development of the community-based
services component of an ICP as necessary to improve
or maintain Enrollee health and Functional Status;

2.54.6.7.3. Arranging and, with the agreement of the ICT,

coordinating the authorization and the provision of
appropriate community LTSS and resources;

2.5.4.6.7.4. Assisting Enrollees in accessing Personal Care

Attendant Services;

2.5.4.6.7.5. Monitoring the appropriate provision and functional

outcomes of community LTSS, according to the ICP,
as deemed appropriate by the ICT;

2.54.6.7.6. Determining community-based alternatives to

long-term care; and
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2.5.4.6.7.7. Assessing appropriateness for facility-based LTSS, if

2.5.4.6.8.

2.54.6.9.

indicated; including assessing any accommodation or
access needs, including accessibility requirements and
equipment needs.

The LTS Coordinator will participate as a full member of the
ICT for all Enrollees with LTSS and/or recovery needs, at the
discretion of the Enrollee. The Contractor must provide
information about the LTS Coordinator to all Enrollees and
offer an LTS Coordinator to all Enrollees within ninety (90)
days of each Enrollee’s Effective Enroliment Date.

The Contractor must make an LTS Coordinator available:

2.5.4.6.9.1. During Comprehensive Assessments for all Enrollees

in C3, including C3A, C3B, and C3C, and in F1 Rating
Categories, and for all Enrollees in any Rating
Category who request it;

2.5.4.6.9.2. Atany other time at an Enrollee’s request;

2.54.6.9.3. When the need for community-based LTSS is identified

by the Enrollee or ICT,;

254.6.9.4. |If the Enrollee is receiving targeted case management,

is receiving rehabilitation services provided by the
Department of Mental Health, or has an affiliation with
any State agency; or

2.5.4.6.9.5. Inthe event of a contemplated admission to or

2.5.4.6.10.

2.54.6.11.

discharge from a nursing facility, psychiatric hospital,
or other institution.

The LTS Coordinator will assist in identifying a more
appropriate LTS Coordinator if, after a Comprehensive
Assessment, it is determined that the Enrollee has specific
needs outside of the LTS Coordinator’s expertise.

The Contractor must establish written qualifications for the
LTS Coordinator that include, at a minimum:

2.5.4.6.11.1. Bachelor’s degree in social work or human services, or

at least two years working in a human service field with
the population eligible for the Demonstration;

2.5.4.6.11.2. Completion of person-centered planning and

person-centered direction training;
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2.5.4.6.11.3. Experience working with people with disabilities,
behavioral health needs, or elders in need of LTSS;

2.5.4.6.11.4. Knowledge of the home and community-based service
system and how to access and arrange for services;

2.5.4.6.11.5. Experience conducting LTSS needs assessments and
monitoring LTSS delivery;

2.5.4.6.11.6. Cultural competency and the ability to provide informed
advocacy;

2.5.4.6.11.7. Ability to write an ICP and communicate effectively,
both verbally and in writing across complicated service
and support systems; and

2.5.4.6.11.8. Meet all requirements of their CBO employer.
2.5.5. Long-Term Services and Supports (LTSS)
2.5.5.1. LTSS Delivery System

2.5.5.1.1. In delivering the Covered Services referenced in Appendix A
and defined in Appendix B that relate to LTSS, the Contractor
must demonstrate the capacity to provide coordination of care
and expert care management through the ICT. The Contractor
must ensure that:

2.5.5.1.1.1. The LTS Coordinator executes the responsibilities
described in Section 2.5.4.6.7;

2.5.5.1.1.2. The Care Coordinator and LTS Coordinator, as part of
the ICT, participate in determinations of
appropriateness for institutional and community long
term care services; and

2.5.5.1.1.3. The measurement of the Functional Status of Enrollees
is performed at Comprehensive Assessments. Reports
will be produced in accordance with Appendix N.

2.5.5.2. Continuum of Long-Term Care:
2.5.5.2.1. The Contractor must provide:
2.5.5.21.1. Community alternatives to institutional care;

2.5.5.2.1.2. Other transitional, respite, and support services in the
home to maintain Enrollees safely in the community,
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2.55.21.3.

2.55.2.14.

2.55.2.15.

based on assessment of Functional Status by the
Contractor;

Nursing facility services for Enrollees who meet
applicable screening requirements and desire such
services (see Appendix N for reporting requirements);

Assistance with activities of daily living with alternate
staffing available at all times; and

Other institutional and community-based services as
determined by the ICT.

2.5.5.3. Pre-Admission Screening and Resident Review (PASRR) Evaluation

2.5.5.3.1. The Contractor must comply with federal regulations requiring
referral of nursing facility-eligible beneficiaries, as appropriate,
for PASRR evaluation for individuals seeking admission to a
nursing facility that may or do have the diagnosis of
Intellectual Disability, Developmental Disability, or Mental
lliness pursuant to the Omnibus Reconciliation Act (OBRA) of

1987.

2.5.6. Behavioral Health

2.5.6.1. General

2.5.6.1.1. The Contractor shall ensure that all Behavioral Health
Providers who serve on an Enrollee’s ICT:

2.56.1.1.1.

2.56.1.1.2.

Participate in the initial development and ongoing
implementation of an ICP for the Enrollee; and

On an ongoing basis, consult with and advise the ICT
or other acute, specialty, LTSS, and Behavioral Health
Providers about care plans and clinically appropriate
interventions, including after transitions of care where
the Enrollee will benefit from or need re-assessment
and may require ICP modifications.

2.5.6.1.2. With the assistance of the Care Coordinator, IL-ILTSS
Coordinator, or Clinical Care Manager as appropriate, promote
independent functioning of the Enrollee and provide services
to the Enrollee in the most appropriate, elast restrictive
environment; and
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2.5.6.1.3.

Comply with the provisions of Section 2.5.9.2 with regard to
coordination with the Department of Mental Health (DMH) for
Enrollees with a DMH affiliation.

2.5.6.2. Systematic Early Identification and Intervention for Behavioral Health
Services

2.5.6.2.1.

Behavioral health concerns must be systematically identified
and addressed by the Enrollee's PCP and/or ICT at the
Comprehensive Assessments through the use of appropriate
behavioral health screening tools. When appropriate, the
Contractor must ensure that referrals for specialty Behavioral
Health Services are made promptly, monitored, and with
Enrollee consent and per Enrollee preferences documented in
the Comprehensive Assessment (see Section 2.6.1.4), and
documented in the Centralized Enrollee Record (see Section
2.6.6).

2.5.6.3. Services for Enrollees with Serious and Persistent Mental lliness

2.5.6.3.1.

2.5.6.3.2.

The Contractor must ensure that Enrollees with serious and
persistent mental illness have access to services in keeping
with the recovery principles, including ongoing medication
review and monitoring, outpatient treatment, rehabilitation,
recovery and support programs, Peer
Support/Counseling/Navigation and other milieu alternatives to
conventional therapy. The ICT must coordinate services with
additional support services as appropriate. For such Enrollees,
a qualified behavioral health clinician (see Section 2.5.3.3.2)
must be part of the ICT. As necessary, care coordination with
the DMH and its contracted programs that serve the Enrollee
must be provided.

The Contractor and providers must comply with the Mental
Health Parity and Addiction Equity Act of 2008, including the
requirements that treatment limitations applicable to mental
health or substance use disorder benefits are no more
restrictive than the predominant treatment limitations applied
to substantially all medical and surgical benefits covered by
the plan (or coverage), and there are no separate treatment
limitations that are applicable only with respect to mental
health or substance use disorder benefits.

2.5.6.4. Continuum of Behavioral Health Care

2.5.6.4.1.

The Contractor must offer a continuum of behavioral health
care as specified in the Covered Services in Appendix A and
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defined in Appendix B that is coordinated with PCPs or ICTs,
as appropriate, and includes but is not limited to:

2.56.4.11.

2.56.4.1.2.

A range of services from acute inpatient treatment to
intermittent professional and supportive care for
delivering Behavioral Health Services to Enrollees
residing in the community or in long-term care settings;
and

Diversionary services that offer safe community
alternatives to inpatient hospital services

2.5.6.5. Behavioral Health Responsibilities

2.5.6.5.1. The Contractor must manage timely access to and the
provision of all Behavioral Health Services by establishing and
contracting with a Behavioral Health Provider Network. When
services for Emergency Conditions are needed, the Enrollee
may seek care from any qualified Behavioral Health Provider,
including Emergency Services Program (ESP) providers. The
care-management protocol for Enrollees must encourage
appropriate access to behavioral health care in all settings.
For Enrollees who require Behavioral Health Services, the
Behavioral Health Provider must:

2.5.6.5.1.1.

2.5.6.5.1.2.

2.5.6.5.1.3.

With the Enrollee and/or the Enrollee’s authorized
representative, if any, develop the behavioral health
portion of the ICP for each Enrollee in accordance with
accepted clinical guidelines;

With the input of the PCP and/or ICT, as appropriate,
determine clinically appropriate interventions on an
on-going basis, with the goal of promoting the
independent functioning of the Enrollee and the
stabilization, continuing improvement, or recovery from
behavioral health conditions;

Ensure that access to Behavioral Health Services for
Enrollees is consistent with the degree of urgency, as
follows:

2.5.6.5.1.3.1. Emergency Services shall be provided

immediately (respond to call with a live voice; or
face-to-face within sixty (60) minutes) on a
twenty-four (24) hour basis, seven (7) days a
week, with unrestricted access, to Enrollees who
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present at any qualified provider, whether a
Network Provider or a non-Network Provider;

2.5.6.5.1.3.2. ESP Services shall be provided immediately to

Enrollees on a twenty-four (24) hour basis, seven
(7) days a week, with unrestricted access;

2.5.6.5.1.3.3. Urgent Care Services shall be provided within

forty-eight (48) hours; and

2.5.6.5.1.3.4. All other care shall be provided within fourteen

2.56.5.14.

2.5.6.5.1.5.

(14) calendar days.

With Enrollee consent and per Enrollee preferences
documented in the Comprehensive Assessment (see
Section 2.6.1.2), make appropriate and timely entries
into the Centralized Enrollee Record about the
behavioral health assessment, diagnosis determined,
medications prescribed, if any, and ICP developed. As
stated in Section 2.6.6.4.1.4, psychotherapeutic
session notes must not be recorded in the Centralized
Enrollee Record; and

Obtain authorization from the PCP and/or ICT, as
appropriate, for any nonemergency services, except
when authorization is specifically not required under
this Contract.

2.5.6.6. Coordination of Medication

2.5.6.6.1. The Contractor is responsible for ensuring that prescriptions
for any psychotropic medications are evaluated for interactions
with the medications already prescribed for the Enrollees.

2.5.6.7. Behavioral Health Needs Management

2.5.6.7.1. The Contractor must maintain a structured process for
identifying and addressing complex behavioral health needs at
all levels of care and in all residential settings. Qualified
Behavioral Health Providers must proactively coordinate and
follow Enrollee progress through the continuum of care.

2.5.6.8. Access to Appropriate Behavioral Health Services

2.5.6.8.1. The Contractor must make best efforts to minimize boarding of
Enrollees in emergency departments as follows:
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2.5.6.8.1.1. The Contractor must ensure timely access to medically
necessary clinically appropriate Behavioral Health
Services for Enrollees determined by EOHHS to be
disproportionately boarded in emergency departments,
including but not limited to Enrollees with:

2.5.6.8.1.1.1.  Autism Spectrum Disorder (ASD);
2.5.6.8.1.1.2. Intellectual or Developmental Disabilities (IDD);

2.5.6.8.1.1.3. Dual diagnosis of mental health and substance
use disorder;

2.56.8.1.1.4. Co-morbid medical conditions; and

2.5.6.8.1.1.5. Assaultive or combative presentation resulting in
the need for special accommodation in an
inpatient psychiatric hospital setting; and

2.5.6.8.2. In aform and format and at a frequency to be determined by
EOHHS, the Contractor shall report to EOHHS on any
Enrollee awaiting placement in a twenty-four (24)-hour level of
behavioral health care who remains in an emergency
department for twenty-four (24) hours or longer, as further
specified by EOHHS.

2.5.7. Health Promotion and Wellness Activities

2.5.7.1. The Contractor must provide a range of health promotion and wellness
informational activities for Enrollees, their family members, and other
significant informal caregivers. The focus and content of this
information must be relevant to the specific health status needs and
high-risk behaviors in the Medicare-Medicaid population. Interpreter
services must be available for Enrollees who are not proficient in
English. Examples of health promotion and prevention seminar topics
include, but are not limited to the following:

2.5.7.1.1. Chronic condition self-management;
2.5.7.1.2. Smoking cessation;

2.5.7.1.3. Nutrition; and

2.5.7.1.4. Prevention and treatment of alcohol and SUD.

2.5.8. Other Professional and Support Disciplines
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2.5.8.1. Consistent with the Enrollee’s ICP, the Contractor may employ or
contract with Community Health Workers under the supervision of the
ICT to provide:

2.5.8.1.1. Wellness coaching to engage the Enrollee in prevention
activities such as smoking cessation, exercise, diet, and
obtaining health screenings;

2.5.8.1.2. Evidence-based practices and techniques for chronic disease
self-management;

2.5.8.1.3. Qualified peer support for Enrollees with mental health and
substance use disorders to assist such Enrollees in their
recovery, and for Enrollees with physical disabilities to assist
such Enrollees in the pursuit of independent living; and

2.5.8.1.4. Community supports for newly housed Enrollees who have
experienced chronic homelessness.

2.5.8.2. Community Health Workers must be available and appropriate for the
populations served, such as for Enrollees who are Deaf or hard of
hearing.

2.5.9. Coordinating Services with Federal, State, and Community
Agencies

2.59.1. General

2.5.9.1.1. Agencies. The Contractor must implement a systemic process
for coordinating care and creating linkages between Enrollees
and organizations that provide services not covered under the
Demonstration, including but not limited to:

2.59.1.2. State agencies (e.g. the Department of Developmental
Services (DDS), Department of Mental Health (DMH),
Department of Public Health (DPH) and DPH’s Bureau of
Substance Addiction Services (DPH/BSAS), Massachusetts
Commission for the Blind (MCB), Massachusetts Commission
for the Deaf and Hard of Hearing (MCDHH), Massachusetts
Rehabilitation Commission, and the Executive Office of Elder
Affairs (EOEA));

2.5.9.1.3. Social service agencies;

2.5.9.1.4. Community-based mental health and substance use disorder
programs;

2.5.9.1.5. Consumer, civic, and religious organizations; and
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2.5.9.1.6.

2.591.7.

Federal agencies (e.g. the Department of Veterans Affairs,
Housing and Urban Development, and the Social Security
Administration).

Requirements -- The systematic process and associated
linkages must provide for:

2.5.9.1.7.1. Sharing information and generating, receiving, and

tracking referrals;

2.5.9.1.7.2. Obtaining and recording consent from Enrollees to

share individual Enrollee medical information where
necessary; and

2.5.9.1.7.3. Ongoing coordination efforts (for example, regularly

scheduled meetings, newsletters, and jointly
community-based projects).

2.5.9.2. Department of Mental Health (DMH) -- The Contractor shall ensure
that services are provided to Enrollees with DMH affiliation as follows:

2.5.9.2.1.
25922

2.5.9.2.3.

25924

2.59.25.

Ensure that Covered Services are delivered to all Enrollees;

Ensure that the ICT communicates with the DMH
caseworker(s) assigned to Enrollees and informs them of the
services provided through the Contractor’s plan;

Ensure that for all DMH clients, a release of information is
requested to be used to inform the agency of the Enrollee’s
current status;

Ensure that for all DMH clients, the ICP specifies all
Behavioral Health Services required during any acute
Behavioral Health Inpatient Services stay, identifies discharge
plans and, when appropriate, indicates the need for DMH
Community-Based Services or continuing inpatient psychiatric
care as part of the ICP; and

Designate a DMH liaison to work with MassHealth and DMH.
Such liaison shall:

2.5.9.2.5.1. Have at least two (2) years of care management

experience, at least one (1) of which must be working
with individuals in