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MASSHEALTH ONE CARE

CONTRACT FOR ONE CARE PLANS

BY AND BETWEEN

THE EXECUTIVE OFFICE OF HEALTH AND HUMAN SERVICES

AND

Mass General Brigham Health Plan, Inc.



This Contract is by and between the Massachusetts Executive Office of Health and
Human Services (“EOHHS”) and Mass General Brigham Health Plan, Inc. (the
Contractor). The Contractor's principal place of business is: 399 Revolution Drive,
Somerville, MA 02145.

WHEREAS, EOHHS oversees 11 state agencies and is the single state agency
responsible for the administration of the Medicaid program and the State Children’s
Health Insurance Program within Massachusetts (collectively, MassHealth) and other
health and human services programs designed to pay for medical services for eligible
individuals pursuant to M.G.L. c. 118E, Title XIX of the Social Security Act (42 U.S.C.
sec. 1396 et seq.), Title XXI of the Social Security Act (42 U.S.C. sec. 1397aa et seq.),
and other applicable laws and waivers, and

WHEREAS, EOHHS issued a Request for Responses (RFR) for One Care Plans on
November 30, 2023, to solicit responses from One Care Plans to provide
comprehensive health care coverage to eligible MassHealth Members, and

WHEREAS, EOHHS has selected the Contractor, based on the Contractor’s response
to the RFR, submitted by the deadline for responses, to provide health care coverage to
eligible MassHealth Members in accordance with the terms and conditions of this
Contract and in compliance with all federal and State laws and regulations, and

WHEREAS, EOHHS and the Contractor agree that the terms stated herein are subject
to all required approvals of the federal Centers for Medicare and Medicaid Services
(CMS), and

WHEREAS, EOHHS and the Contractor entered into this Contract effective upon
execution;

NOW, THEREFORE, in consideration of the mutual covenants and agreements
contained herein, the Contractor and EOHHS agree as follows:
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1 Definition of Terms

1.1.

1.2.

1.3.

1.4.

1.5.

1.6.

1915(c) Waivers or Home and Community Based Services Waivers (HCBS
Waivers) — A federally approved program operated under Section 1915(c) of the
Social Security Act that authorizes the U.S. Secretary of Health and Human
Services to grant waivers of certain Medicaid statutory requirements so that a
state may furnish home and community services to certain Medicaid
beneficiaries who need a level of care that is provided in a hospital, nursing
facility, or Intermediate Care Facility operated by the Department of
Developmental Services (DDS).

Abuse - Actions or inactions by Providers (including the Contractor) and/or
Members that are inconsistent with sound fiscal, business, or medical practices,
and that result in unnecessary cost to the MassHealth program, including, but
not limited to practices that result in MassHealth reimbursement for services that
are not Medically Necessary, or that fail to meet professionally recognized
standards for health care.

Activities of Daily Living (ADLs) — Certain basic tasks required for daily living,
including the ability to bathe, dress/undress, eat, toilet, transfer in and out of
bed/chair, get around inside the home, and manage incontinence.

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

Actual Medical Expenditures — The Contractor’s actual amount paid for
Covered Services (as referenced in Section 2.7 and defined in Appendix C)
delivered. Actual Medical 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, and sub-capitation
payments.

Adult Community Crisis Stabilization (Adult CCS) — Adult CCS is a
community-based program that serves a medically necessary, less-restrictive
alternative to inpatient psychiatric hospitalization when clinically appropriate and
provides twenty-four (24) hour, short-term, staff-secure, safe, and structured
crisis stabilization, and treatment services for individuals eighteen (18) years of
age and older with mental health and/or substance use disorders. Stabilization
and treatment include the capacity to provide induction onto and bridging for
medications for the treatment of opioid use disorder (MOUD and withdrawal
management for opioid use disorders (OUD) as clinically indicated. The Adult
CCS program is an integrated part of the CBHC model.



1.7.

1.8.

1.9

Adult Mobile Crisis Intervention (AMCI) (formerly known as Emergency
Services Program (ESP)) - AMCI provides adult community-based Behavioral
Health crisis assessment, intervention, stabilization, and follow-up for up to three
(3) days. AMCI services are available 24/7/365 and are co-located at the CBHC
site. Services are provided as mobile responses to the client (including private
residences), and provided via Telehealth to individuals age 21 and older when
requested by the Member or directed by the 24/7 BH Help Line and clinically
appropriate. AMClIs operate Adult CCS programs with a preference for co-
location of services. AMCI services must have capacity to accept adults
voluntarily entering the facility via ambulance or law enforcement drop-off
through an appropriate entrance.

Advance Directive — A written instruction, such as a living will or durable power
of attorney for health care, recognized under State law (whether statutory or as
recognized by the courts of the State), relating to the provision of health care
when the individual is incapacitated.

. Adverse Action — Any one of the following actions or inactions by the

Contractor shall be considered an Adverse Action:

1.9.1. The failure to provide Covered Services in a timely manner in accordance
with the accessibility standards in Section 2.7;

1.9.2. The denial or limited authorization of a requested service, including the
determination that a requested service is not a Covered Service;

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

1.9.4. 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 Actions, including but not limited
to denials based on the following:

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

1.9.4.4. The failure to act within the timeframes in Section 2.10.9.8 for making
authorization decisions;

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

1.9.4.6. The failure to act within the timeframes in Section 2.13.4.4 for
reviewing an Internal Appeal and issuing a decision; and
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A1,

A2.

A3.

14

15.

16.

AT.

1.9.4.7. An adverse decision on an Integrated Organization Determination (as
defined in 42 CFR § 422.561), to the extent not otherwise included in
items (1)-(7).

. Aging Services Access Point (ASAP) — An entity organized under

Massachusetts General Law (M.G.L.) c.19A §-4B that contracts with the
Executive Office of Aging & Independence (AGE) to manage the Home Care
Program in Massachusetts.

Alternative Formats — Formats for the provision of Enrollee information that
enhance accessibility. Examples of Alternative Formats shall include, but not
be limited to, Braille, large font, audio tape, video tape, American Sign
Language video clips, and Enrollee Information read aloud to an Enrollee by
an Enrollee services representative.

Alternative Payment Methodologies — 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 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.

American Sign Language (ASL) Interpreters — A specially trained
professional whose job is to translate between people who do not share the
same language or mode of communication. The purpose of providing an
interpreter is to allow hearing, deaf, and hard of hearing individuals equal
access to information and interactions.

. Appeal — An Enrollee’s request for formal review of an Adverse Action of the

Contractor in accordance with Section 2.13.

Appeal Representative — Any individual that the Contractor can document
has been authorized by the Enrollee in writing to act on the Enrollee’s behalf
with respect to all aspects of a Grievance or Appeal (whether internal or
external). The Contractor shall allow an Enrollee to give a standing
authorization to an Appeal Representative to act on their behalf for all aspects
of Grievances and Internal Appeals. The Enrollee must execute such a
standing authorization in writing according to the Contractor’s procedures.
The Enrollee may revoke such a standing authorization at any time.

Appeals Coordinator — A staff person designated by the Contractor to act as
a liaison between the Contractor and the Board of Hearings.

ASAM - The American Society for Addiction Medicine, a professional society
in the field of addiction medicine that sets standards, guidelines, and
performance measures for the delivery of addiction treatment which includes

8



a continuum of five basic levels of care from Level 0.5 (early intervention) to
Level 4.0 (medically managed intensive inpatient treatment). References to
levels within the Contract with respect to Behavioral Health services are
references to these ASAM levels.

1.18. Authorized Representative — A friend, family Member, relative, or other
person chosen by a Member to help with some or all of the responsibilities of
applying for or getting MassHealth benefits. This may include enrolling in and
receiving services from a One Care Plan. An Authorized Representative may
fill out an application or review form and other MassHealth eligibility forms,
give MassHealth proof of information given on applications, review forms, and
other MassHealth forms, reports changes in a Member’s income, address, or
other circumstances, and get copies of all MassHealth eligibility notices sent
to the Member.

1.19. Base Capitation Rate — A fixed monthly fee paid prospectively by EOHHS to
the Contractor for each Enrollee for all Covered Services actually and
properly delivered to the Enrollees in accordance with and subject to the
provisions of this Contract and all applicable federal and state laws,
regulations, rules, billing instructions, and bulletins, as amended, prior to the
application of any risk adjustment.

1.20. Behavioral Health — The promotion of emotional health, the prevention of
mental illnesses and substance use disorders, and the provision of treatments
and services for mental and/or substance use disorders.

1.21. Behavioral Health Help Line — A statewide, multichannel entry point
(telephone, text, chat, website, etc.) providing Behavioral Health information,
resources, and referrals in a supportive, coordinated, and user-friendly
approach, including 24/7 referral and dispatch to AMCI for Behavioral Health
crises.

1.22. Behavioral Health Services — Covered Services as set forth in detail in
Appendix C, as applicable, of this Contract, that promote emotional health,
prevent mental illnesses and substance use disorders, and treat mental
health and/or substance use disorders.

1.23. Behavioral Health Urgent Care — The delivery of same-day or next-day
appointments for evaluation or assessment for new clients and urgent
appointments for existing clients; psychopharmacology appointments, and
Medication Assisted Treatment (MAT) within a timeframe defined by EOHHS;
all other treatment appointments within fourteen (14) calendar days; and
extended availability outside of weekday hours between 9:00 am and 5:00
pm, as specified by EOHHS by certain Mental Health Centers (MHC),
approved by the Contractor as Behavioral Health Urgent Care Providers, as
specified by EOHHS.



1.24.

1.25.
1.26.

1.27.

1.28.

1.20.

1.30.

1.31.

1.32.

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.

Board of Hearings (BOH) — The Board of Hearings within the EOHHS.

BOH Appeal — A written request to the BOH, made by an Enrollee or Appeal
Representative to review the correctness of a Final Internal Appeal decision
by the Contractor.

Bureau of Special Investigations (BSI) — A bureau within the Office of the
State Auditor that is charged with the responsibility of investigating Member
fraud within the Commonwealth’s public assistance programs, principally
those administered by the Department of Transitional Assistance (DTA) and
the EOHHS Office of Medicaid.

Care Coordinator — The Care Coordinator is an Enrollee’s primary partner to
navigate the health plan, MassHealth, and Medicare complexities, a Care
Coordinator serves as the primary point of contact for the Enrollee and the
ICT, participates in the Enrollee’s Comprehensive Assessments, provides
care planning and the coordination of services, and serves as an internal
representative for Enrollee needs and preferences within the plan. A Clinical
Care Manager may serve in the role of an Enrollee’s Care Coordinator when
appropriate to meet the Enrollee’s needs. See Section 2.6.1 for detailed
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 the Medicare and Medicaid programs under Titles XVIII and
XIX of the Social Security Act.

Centralized Enrollee Record (CER) — 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 2.15.5.6
for more information about the contents of the Centralized Enrollee Record.

Certified Mental Health Peer Specialist (CPS) — A person who has been
trained by an agency approved by the Department of Mental Health (DMH)
who is a self-identified person with lived experience of a mental health
disorder, recovery, and wellness that can effectively share their experiences
and serve as a mentor, advocate, or facilitator for a Member experiencing a
mental health disorder.

Chronically Homeless or Chronic Homelessness — A definition established
by the U.S. Department of Housing and Urban Development (HUD) of a
disabled individual who has been continuously homeless on the streets or in
an emergency shelter or safe haven for twelve (12) months or longer, or has
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had four or more episodes of homelessness (on the streets, or in an
emergency shelter, or safe haven) over a three (3) year period where the
combined occasions must total at least twelve (12) months (occasions must
be separated by a break of at least seven nights, stays in institution of fewer
than ninety (90) days do not constitute a break). To meet the disabled part of
the definition, the individual must have a diagnosable substance use disorder,
serious and persistent mental illness, developmental disability, post-traumatic
stress disorder, cognitive impairment resulting from a brain injury, or chronic
physical iliness, or disability, including the co-occurrence of two or more of
those conditions.

1.33. Claim — A Provider’s bill for services, performed per Enrollee, by line item,
including but not limited to services performed, units of service, and billing
charges.

1.34. Claim Attachment — A supplemental document submitted in conjunction with
a Claim that provides additional information that concurs with the services
billed.

1.35. Clean Claim — A Claim that can be processed without obtaining additional
information from the provider of the service or from a third party, with or
without Claim Attachment(s). It may include a Claim with errors originating
from the Contractor’s claims system. It may not include a Claim from a
Provider who is under investigation for Fraud or Abuse, or a Claim under
review for Medical Necessity.

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

1.37. Clinical Care Manager — A licensed registered nurse or other independently
licensed behavioral health clinician (i.e., social worker, mental health
counselor, alcohol or drug counselor, etc.), employed by the Contractor or
Enrollee's PCP and licensed to provide clinical care management, including
intensive monitoring, follow-up, and care coordination, clinical management of
Enrollees with Complex Care Needs, as further specified by EOHHS. A
Clinical Care Manager may serve as an Enrollee’s Care Coordinator when the
Enrollee requires or would benefit from Care Coordination from an individual
with advanced or specialized expertise.

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

1.39. Community Behavioral Health Center (CBHC) — A comprehensive
community behavioral health center offering crisis, urgent, and routine
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substance use disorder and mental health services, care coordination, peer
supports, and screening and coordination with primary care. A CBHC will
provide access to same-day and next-day services and expanded service
hours including evenings and weekends. A CBHC must provide services to
adults. CBHC services for adults are collectively referred to as the “adult
component.” CBHCs include an Adult Mobile Crisis Intervention (AMCI) and
Adult Crisis Stabilization (Adult CCS).

1.40. Community-based Organization (CBO) — Unique to the One Care program,
an organization with which the Contractor holds a contract for the provision of
one or more Long-term Supports (LTS) Coordinators as defined in Section 1.96
and as further described in Section 2.6.

1.41. Community Health Workers (CHWs) — Public health workers who apply their
unique understanding of the experience, language and/or culture of the
populations they serve in order to carry out one or more of the following roles:

e Providing culturally appropriate health education, information, and
outreach in community-based settings, such as homes, schools, clinics,
shelters, local businesses and community centers;

e Bridging and/or culturally mediating between Enrollees, communities, and
health and human services, including actively building individual and
community capacity;

e Assisting Enrollees to access the services and community resources they
need;

e Providing direct services, such as informal counseling, social support, care
coordination and health screenings;

e Advocating for individual and community needs; and

e Assisting Enrollees to engage in wellness activities as well as chronic
disease self- management.

CHWs are distinct from other health professionals because they are hired
primarily for their understanding of the populations and communities they
serve, spend a significant portion of time conducting outreach in the
categories above, and have experience providing services in community
settings. The Massachusetts Department of Public Health (DPH) has
established criteria and training for individuals to become Certified
Community Health Workers.

1.42. Complex Care Need — Enrollees with Complex Care Needs are minimally
those individuals who meet any of the criteria below, the Contractor shall not
limit such designation by an Enrollee’s assignment to a Rating Category:
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1.42.1. Have LTSS and BH co-occurring conditions/needs, or needs in two (2) or
more domains (i.e. physical, BH, functional, cognitive, and social),

1.42.2. Arein a Very High Needs Community Rating Category (C2B and C3B),
1.42.3. Have co-morbidities,

1.42.4. Have complex or high-risk presentations of a condition, functional
limitation, or disease,

1.42.5. Have rare diseases that require additional specialized Care
Coordination, or

1.42.6. Require highly individualized approaches to care and/or intense care
management to prevent complications or increased severity of symptoms or
conditions.

1.43. Comprehensive Assessment — A person-centered process used by the
Contractor during at least one in-person meeting to document an Enrollee’s
care needs, functional needs, accessibility needs, goals, and other
characteristics, as described in Section 2.5 of this contract.

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

1.45. 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. Continuing Services (also referred to as
continuation of benefits per §422.632) include previously approved Medicare
and/or Medicaid benefit(s) that the plan is terminating, suspending, or
reducing.

1.46. Contract — The Contract between EOHHS and the Contractor awarded
pursuant to EOHHS’s Request for Response (RFR).

1.47. Contract Effective Date — The date on which a Contract resulting from this
procurement is effective, which shall be the date of Contract execution.

1.48. Contract Management Team — A group of EOHHS representatives
responsible for overseeing the contract management functions outlined in
Section 2.3 of the Contract.

1.49. Contract Operational Start Date — The date on which a Contractor first
provides Covered Services through a One Care Plan, which shall be January
1, 2026.
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1.50.

1.51.

1.52.

1.53.

1.54.

1.55.

1.56.

1.57.

1.58.

Contract Year (CY) — A twelve-month period commencing January 1, and
ending December 31, unless otherwise specified by EOHHS.

Contractor — Any entity that enters into an agreement with EOHHS for the
provision of services described in the Contract.

Covered Services — Those services referenced in Section 2.7 of the contract
and defined in Appendix C. For the avoidance of doubt, Covered Services
shall not include any items or services for which payment is prohibited
pursuant to 42 U.S.C. § 1396b(i)(16) and 42 U.S.C. § 1396b(i)(17).

Critical Incident — As further defined in Managed Care Entity Bulletin 111 (or
a successor bulletin), any sudden or progressive development (event) that
requires immediate attention and decisive action to prevent or minimize any
negative impact on the health and welfare of one or more MassHealth
Members.

Cultural and Linguistic Competence — Competence, understanding, and
awareness with respect to Culturally and Linguistically Appropriate Services.

Cultural Competence — Understanding those values, beliefs, and needs that
are associated with an Enrollee’s age, gender, gender identity, sexual
orientation, or with their racial, ethnic, or religious background. Cultural
Competence also includes a set of competencies which are required to
ensure appropriate, culturally sensitive health care to persons with congenital
or acquired disabilities.

Culturally and Linguistically Appropriate Services — Health care services
that are respectful of and responsive to cultural and linguistic needs, and that
are characterized by cultural and linguistic competence, as described in the
Culturally and Linguistically Appropriate Services (CLAS) standards set forth
by the Office of Minority Health of the U.S. Department of Health and Human
Services. More detail on CLAS standards may be found here:
http://minorityhealth.hhs.gov/assets/pdf/checked/finalreport.pdf

Deemed Eligibility — The determination to continue to provide Medicare
coverage for an individual who no longer meets the State eligibility criteria for
enrollment into a One Care Plan, as long as the individual can reasonably be
expected to regain One Care eligibility in accordance with the State criteria
within a specified period of time.

Default Enroliment — An enroliment process that allows a Medicare
Advantage organization (MAO), following approval by the state and CMS, to
enroll a MassHealth Member enrolled in an affiliated Medicaid MCO (i.e.,
MassHealth health plan) into its Medicare Dual Eligible Special Needs Plan
(D-SNP) when that Member becomes newly eligible for Medicare (Parts A
and B)— unless the Member chooses otherwise. This process is only
permissible in circumstances where the Member enrolls with the One Care
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plan offered by their MassHealth health plan upon receiving Medicare
eligibility. The Default Enroliment effective date shall always be the date of
the individual’s first entittlement to both Medicare Part A and Part B.

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

1.60. Disability Culture — A set of artifacts, beliefs, and expressions created by
individuals with disabilities to describe their own life experiences from a
social, political and personal dynamic. Disability Culture emphasizes and
supports the human ideals of equality, self-direction and opportunity, and
arises from a unified struggle for civil rights, personal independence and
cultural respect. Disability Culture is continually evolving as it incorporates the
distinct history and contemporary experience of “difference” that includes
attributes such as race, ethnicity, gender, gender identity, age, and sexual
orientation.

1.61. Discharge Planning — The evaluation of an Enrollee’s medical and Behavioral
Health care needs and coordination of any other support services in order to
arrange for safe and appropriate care and living situation after discharge from
one care setting (e.g., acute hospital, inpatient behavioral health facility) to
another care setting (e.g., rehabilitation hospital, group home), including
referral to and coordination of appropriate services.

1.62. Dual Eligible — An adult between the ages of 21 to 64 at the time of
enroliment, who is eligible for and enrolled in Medicare Parts A and B and
eligible for and enrolled in MassHealth Standard or CommonHealth coverage.
This includes Qualified Medicare Beneficiaries with full Medicaid (QMB Plus)
and Low-Income Medicare Beneficiaries with full Medicaid (SLMB Plus).

1.63. Effective Enrollment Date — The first calendar day of the month following the
receipt of Enrollee’s enroliment into a One Care Plan.

1.64. Eligibility Redetermination — The process by which MassHealth Members
must complete certain forms and provide certain verifications in order to
establish continued MassHealth eligibility. This process is required annually,
or in response to certain changes in the Member’s circumstances.

1.65. Eligibility Verification System (EVS) — The online and telephonic system
Providers must access to verify eligibility, managed care enroliment, and
available third-party liability information about Members.

1.66. Eligible Individual — Persons ages 21 to 64 at the time of enroliment who are
enrolled in Medicare Parts A and B and eligible for and receiving MassHealth
Standard or CommonHealth and no other comprehensive private or public
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1.67.

1.68.

1.69.

1.70.

1.71.

1.72.

1.73.

1.74.

health coverage, and who otherwise meet the participation criteria described
in Section 2.4.1.

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

Emergency Services — Covered inpatient and outpatient services, including
Behavioral Health Services, which are furnished to an Enrollee by a Provider
that is qualified to furnish such services under 42 C.F.R. §438.206(c)(1)(iii)
and that are needed to evaluate or stabilize an Enrollee’s Emergency Medical
Condition.

Encounter Data — A dataset provided by th