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MASSHEALTH ONE CARE

CONTRACT FOR ONE CARE PLANS

BY AND BETWEEN

THE EXECUTIVE OFFICE OF HEALTH AND HUMAN SERVICES

AND

Tufts Health Public Plans, Inc.



This Contract is by and between the Massachusetts Executive Office of Health and
Human Services (“EOHHS”) and Tufts Health Public Plans, Inc. (the Contractor). The
Contractor's principal place of business is: One Wellness Way, Canton, MA 02021.

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

11



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 the Contractor that records every
service provided to an Enrollee. This dataset shall be developed in the format
specified by EOHHS and shall be updated electronically according to
protocols and timetables established by EOHHS in accordance with
Appendix H.

Enrollee — A Member enrolled in the Contractor’s Plan. A Member shall be
considered an Enrollee beginning on the Effective Date of Enrollment in the
Contractor’s Plan, including retroactive enrollment periods. A Member shall
not be considered an Enrollee during any period following the Effective Date
of Disenrollment from the Contractor’s Plan, including retroactive
disenrollment periods. An Enrollee also includes an individual who remains
enrolled during a deeming period.

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

Enrollee Information — Information about the Contractor for Enrollees that
includes, but is not limited to, a Provider directory that meets the
requirements of Section 2.8.7, and aMember Handbook that meets the
requirements of Section 2.12.5, and an identification card.

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

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

1.75. 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
()(2)(B).

1.76. Fee-For-Service (FFS) — A method of paying an established fee for a unit of

health care service.

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

1.77. 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

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.

1.78. Flexible Benefits - Items or services other than — or beyond the amount,

duration, and scope of — Covered Services (defined in Section 1 and listed in

Appendix C). As described in 42 CFR 438.3(e)(1)(i), the Contractor may
provide such items or services as specified in the Enrollee’s Individualized

Care Plan and appropriate to address the Enrollee’s needs. The cost of such

items shall not be considered in determining MassHealth capitation rates.

1.79. Fraud — An intentional deception or misrepresentation made by a person or

corporation with the knowledge that the deception could result in some
unauthorized benefit under the MassHealth program to the person, the
corporation, or some other person or entity. It also includes any act that
constitutes fraud under applicable federal or state health care fraud laws.

Examples of provider fraud include improper coding, billing for services never
rendered, inflating bills for services and/or goods provided, and providers who

engage in a pattern of providing and/or billing for medically unnecessary
services. Examples of Enrollee fraud include improperly obtaining
prescriptions for controlled substances and card sharing.

care plan defined at 42 CFR 422.2 as a Dual Eligible Special Needs Plan:

1.80. Fully Integrated Dual Eligible Special Needs Plan (FIDE SNP) — A managed

1.80.1. That provides Dual Eligible individuals access to Medicare and Medicaid

benefits under a single entity that holds both a Medicare Advantage contract
with CMS and a Medicaid managed care organization contract under Section
1903(m) of the Act with the applicable State;

1.80.2. Whose capitated contract with the State Medicaid agency requires
coverage, consistent with State policy, of specified primary care, acute care,
Medicaid coverage of Medicare cost-sharing as defined in section
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1905(p)(3)(B), (C), and (D) of the Act, without regard to the limitation of that
definition to qualified Medicare beneficiaries; behavioral health services; and
Long-term Services and Supports, including coverage of nursing facility
services for a period of at least 180 days during the plan year, home health
services as defined in 42 CFR § 440.70, and medical supplies, equipment, and
appliances as described in 42 CFR § 440.70(b)(3);

1.80.3. That coordinates the delivery of covered Medicare and Medicaid services

using aligned care management and specialty care network methods for high-
risk beneficiaries;

1.80.4. That employs policies and procedures approved by CMS and the State
to coordinate or integrate beneficiary communication materials, enroliment,
communications, grievance and appeals, and quality improvement;

1.80.5. That has exclusively aligned enrollment; and

1.80.6. Whose capitated contract with the State Medicaid agency covers the
entire service area for the dual eligible special needs plan.

1.81. 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).

1.82. RESERVED

1.83. Grievance — Any complaint or dispute, other than one that constitutes an
Integrated Organization Determination, expressing dissatisfaction with any
aspect of the Contractor or provider's operations, activities, or behavior,
regardless of whether remedial action is requested.

1.83.1. A grievance may be submitted by an Enrollee or an Enrollee’s Appeal
Representative about any action or inaction by the Contractor other than an
Adverse Action. Possible subjects for Grievances include, but are not limited to,
quality of care or services provided, aspects of interpersonal relationships such
as rudeness of a Provider or employee of the Contractor, or failure to respect
the Enrollee’s rights regardless of whether remedial action is requested.
Grievances include an Enrollee’s right to dispute an extension of time proposed
by the Contractor to make an authorization decision. For the purposes of this
Contract grievances follow the rules of integrated grievances as defined in 42
CFR § 422.561. Grievance may also be referred to as complaint.

1.84. Health Insurance Portability and Accountability Act of 1996 (HIPAA) —
Federal legislation (Pub. L. 104-191) enacted to improve the continuity of
health insurance coverage in group and individual markets, combat waste,
Fraud and Abuse in health insurance and health care delivery, simplify the

18



1.85.

1.86.

1.87.

1.88.

1.89.

1.90.

1.91.

1.92.

administration of health insurance, and protect the confidentiality and security
of individually identifiable health information

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.

Healthcare Effectiveness Data and Information Set (HEDIS) — A
standardized set of health plan performance measures developed by the
National Committee for Quality Assurance (NCQA) and utilized by EOHHS
and other purchasers and insurers.

Independent Living Center (ILC) — A Consumer-controlled, community-
based, cross-disability, nonresidential private nonprofit agency that is
designed and operated within a local community by individuals with
disabilities and provides an array of independent living services. ILCs
promote a philosophy of independent living, including a philosophy of
Consumer control, peer support, self-help, self-determination, equal access,
and individual and system advocacy.

Independent Living Principles — A philosophy predominant in Disability
Culture 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 individual who is an Indian (as defined in Section 4.2.8 of
the Indian Health Care Improvement Act of 1976 (25 U.S.C. 1603(c)) and is
enrolled in the Contractor’'s One Care Plan.

Indian Health Care Provider — An Indian Health Care Provider or an Urban
Indian Organization as defined in the American Recovery and Reinvestment
Act of 2009.

Individualized Care Plan (ICP) — The plan of care developed by an Enrollee
and an Enrollee’s Interdisciplinary Care Team. The plan of care outlines the
scope, frequency, type, amount, and duration, of all Covered Services to be
provided by the Contractor to the Enrollee as described in Section 2.7 of this
Contract.

Instrumental Activities of Daily Living (IADLs) — Certain basic
environmental tasks required for daily living, including the ability to prepare
meals, do housework, laundry, and shopping, get around outside, use
transportation, manage money, perform care and maintenance of wheelchairs
and adaptive devices, and use the telephone.
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1.93.

1.94.

1.95.

1.96.

1.97.

1.98.

1.99.

Interdisciplinary Care Team (ICT) — A team consisting of at least the
Enrollee, their PCP, a Behavioral Health clinician, if indicated, a Care
Coordinator/Clinical Care Manager, an LTS Coordinator, and other individuals
at the discretion of the Enrollee. The team is responsible for working with the
Enrollee to develop, implement, and maintain their Individualized Care Plan
(“care plan”).

Justice Involvement — Enrollees with Justice Involvement include those
individuals released from a correctional institution within one (1) year, or who
are under the supervision of the Massachusetts Probation Service or the
Massachusetts Parole Board.

Key Personnel — Staff within the Contractor’s organization accountable for
significant areas of the organization, or who have responsibility for the
implementation and operation of major programmatic and administrative
functions.

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.

Long-term Supports (LTS) Coordinator — An individual employed by a
Community-based Organization (CBO) contracted by a Contractor to ensure
that an independent resource is assigned to and available to the Enrollee to
perform the responsibilities in Section 2.7, including assisting with the
coordination of the Enrollee’s LTSS needs, community-based Behavioral
Health Needs, and providing expertise on community supports to the Enrollee
and the Enrollee’s care team.

Marketing, Outreach, and Enrollee Communications — Marketing, including
the use of promotional materials, produced in any medium, targeted to
potential Enrollees to promote the Contractor’s program and the use of
notification forms and materials to communicate with current Enrollees.

MassHealth — The Massachusetts Medicaid Program, the medical assistance
and benefit programs administered by the Executive Office of Health and
Human Services pursuant to Title XIX of the Social Security Act (42 USC
1396), M.G.L. c. 118E, and other applicable laws and regulations (Medicaid).

1.100. 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 over the age of twenty-one (21).
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1.101.

1.102.

1.103.

1.104.

1.105.

1.106.

1.107.

1.1

MassHealth Standard — MassHealth coverage type that offers a full range of
health benefits to certain Eligible Individuals, including families, pregnant
individuals, individuals with disabilities under age 65, and individuals age 65
and older. For purposes of this Contract, MassHealth Standard Members
means individuals age 21 and older.

Material Subcontractor — Any entity from which the Contractor procures, re-
procures, or proposes to subcontract with, for the provision of all, or part, of
its Administrative Services for any program area or function that relates to the
delivery or payment of Covered Services or Flexible Benefits, including, but
not limited to, behavioral health, claims processing, Care Management,
Utilization Management, or pharmacy benefits, including specialty pharmacy
providers. Contracts with Material Subcontractors shall be referred to as
Material Subcontracts. Material Subcontracts are distinct from Provider
Contracts.

Medicaid — The program of medical assistance benefits under Title XIX of the
Social Security Act.

Medicaid Fraud Division (MFD) — A division of the Massachusetts Office of
the Attorney General that is dedicated to investigating cases of suspected
Fraud or Abuse.

Medicaid Management Information System (MMIS) — The management
information system of software, hardware and manual processes used to
process claims and to retrieve and produce eligibility information, service
utilization and management information for Members.

Medicaid Waiver — Generally, a waiver of existing law authorized under
Section 1115(a), or 1915 of the Social Security Act.

Medically Necessary or Medical Necessity — Services shall be provided
consistent with all Enrollee protections and benefits provided by Medicare and
MassHealth, and that provide the Enrollee with coverage to at least the same
extent, and with the cumulative effect, as provided by the combination of
Medicare and MassHealth.

07.1. Per Medicare, Medically Necessary Services are those that are

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.

1.1
p

07.2. In accordance with Medicaid law and regulations, services shall be
rovided in accordance with MassHealth regulations, including in accordance

with 130 CMR 450.204. Medically Necessary services are those services:

1.107.2.1. That are reasonably calculated to prevent, diagnose, prevent the
worsening of, alleviate, correct, or cure conditions in the Enrollee that
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endanger life, cause suffering or pain, cause physical deformity or
malfunction, threaten to cause or to aggravate a disability, or result in
illness or infirmity; and

1.107.2.2. 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.

1.107.2.3. Medically Necessary services shall be of a quality that meets
professionally recognized standards of health care and shall be
substantiated by records including evidence of such medical necessity
and quality.

1.107.3. In addition, a service is Medically Necessary when:

1.107.3.1. It may attain, maintain, regain, improve, extend, or expand the
Enrollee’s health, function, functional capacity, overall capacity, or
otherwise support the Enrollee’s ability to do so, or

1.107.3.2. A delay, inaction, or a reduction in amount, duration, or scope, or
type or frequency of a service may jeopardize the Enrollee’s health, life,
function, functional capacity, or overall capacity to maintain or improve
health or function.

1.108. Medicare — Title XVIII of the Social Security Act, the federal health insurance
program for people age 65 or older, people under 65 with certain disabilities,
and people with End Stage Renal Disease (ESRD) or Amyotrophic Lateral
Sclerosis (ALS). Medicare Part A provides coverage of inpatient hospital
services and services of other institutional Providers, such as skilled nursing
facilities (SNFs) 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 iliness 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.

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

1.110. Minimum Data Set (MDS) — A clinical screening system, mandated by
federal law for use in nursing facilities, which 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.

1.111. 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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1.112.

1.113.

1.114.

1.115.

1.116.

1.117.
1.118.

1.119.

Network Management — 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 Material Subcontractor, for the delivery of services
covered under the Contract.

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

One Care — A comprehensive managed care program implemented by
EOHHS in collaboration with CMS for the purpose of delivering and
coordinating all Medicare- and Medicaid-covered benefits for MassHealth
Members eligible for both programs. Services are developed and delivered
based on an Enrollee’s person-centered assessment and care plan.

One Care Implementation Council — A consumer-led working committee
that advises EOHHS on One Care and on related matters. The One Care
Implementation Council holds a key role in monitoring access to health care
and compliance with the Americans with Disabilities Act (ADA), tracking
quality of services, and promoting accountability and transparency. Also
known as the “Implementation Council.”

One Care Plan — The Contractor.

Person-centered - Person-centered care and person-centered planning in
One Care means providing Covered Services, Flexible Benefits, and
coordination to an Enrollee to meet the individual’s needs and goals. Placed
at the center of care and planning, the Enrollee and their needs, preferences,
and goals provide direction and purpose for what and how medical,
behavioral health, Long-term Services and Supports, and Flexible Benefits
are provided, including to address Social Determinants of Health and health
equity. This is achieved by integrating available resources of the MassHealth
and Medicare programs as defined in the Contract.

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.
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1.120.

1.121.

1.122.

1.123.

1.124.

1.125.

1.126.

Personal Care Attendant (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 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 Care Services — Covered Services, related to an
Emergency Medical Condition, whether physical or mental, that are provided
after an Enrollee is stabilized in order to maintain the stabilized condition or,
when covered pursuant to 42 CFR 438.114(e), to improve or resolve the
Enrollee’s condition.

Prevalent Languages — English, Spanish, and any languages spoken by five
percent (5%) or more of Enrollees in the Plan’s Service Area. EOHHS may
identify additional or different languages spoken by a significant percentage of
Enrollees as Prevalent Languages at any time during the term of the

Contract.

Primary Care — The provision of coordinated, comprehensive medical
services on both a first contact and a continuous basis to an Enrollee. The
provision of Primary Care incorporates an initial medical history intake,
medical diagnosis and treatment, communication of information about illness
prevention, health maintenance, and referral services.

Primary Care Provider (PCP) — The individual practitioner or team selected
by the Enrollee or assigned to the Enrollee by the Contractor to provide and
coordinate all of the Enrollee’s health care needs and to initiate and monitor
referrals for specialty services when required. PCPs for persons with
disabilities, including but not limited to, persons with HIV/AIDS, may include
practitioners who are board certified or eligible for certification in other
relevant specialties. PCPs also include registered nurses or advanced
practice nurses, who are licensed by the commonwealth and certified by a
nationally recognized accrediting body, and physician assistants who are
licensed by the Board of Registration of Physician Assistants. All PCPs must
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129.

.130.
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132.

133.

134.

be in good standing with the federal Medicare and Federal/State Medicaid
(MassHealth) program.

Privacy and Security Rules — The standards for privacy of individually
identifiable health information required by the Health Insurance Portability and
Accountability Act of 1996, Pub. L. No. 104-191 (HIPAA), and the associated
regulations (45 CFR parts 160 and 164, as currently drafted and
subsequently amended).

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 (65) and over who meet the nursing-
facility level of care (LOC) criteria and reside in a PACE service area.

Provider — An individual, group, facility, agency, Institution, organization, or
business that furnishes or has furnished medical services to Enrollees.

Provider Contract — An agreement between the Contractor and a Provider
for the provision of services.

Provider Network — The collective group of Network Providers, including but
not limited to PCPs, physicians, nurses, nurse practitioners, physician
assistants, Care Coordinators, specialty providers, behavioral health
providers, community and institutional long-term care providers, pharmacy
providers, and acute hospital and other providers employed by or under
subcontract with the Contractor.

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 Category — As described in Section 4.1.2, an identifier used by
EOHHS to identify a specific grouping of Enrollees for which a discrete Base
Capitation Rate applies for Medicaid payment pursuant to the Contract.

Readiness Review — Prior to being eligible to accept One Care Medicaid
enrollments, each prospective Contractor selected to operate a One Care
Plan must undergo EOHHS’s Readiness Review. The Readiness Review
evaluates each prospective Contractor’s ability to comply with the
requirements specified in this Contract, 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. EOHHS will use the
results to inform its decision of whether the prospective Contractor is ready to
operate a One Care plan. At a minimum, each Readiness Review includes a
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desk review and potentially a site visit to the prospective Contractor’s
headquarters.

Recovery Learning Community (RLC) — Consumer-run networks of self-
help/peer support, information and referral, advocacy, and training activities.
Training in recovery concepts and tools, advocacy forums and social and
recreational events are all part of what goes on in a Recovery Learning
Community.

Request for Responses (RFR) — The Request for Responses for One Care
Plans issued by EOHHS and the RFR from which this Contract resulted.

Risk Adjusted Capitation Rate —The Base Capitation Rate as adjusted by
the risk score to reflect acuity of the Enrollees in accordance with Section
4.2.4 of the Contract (if applicable).

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).

Senior Care Options (SCO) — A managed care program implemented by
EOHHS in collaboration with CMS for the purpose of delivering and
coordinating all Medicare and Medicaid covered benéefits for eligible
Massachusetts individuals managed by a SCO Plan using a person-centered
model of care.

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 — A geographic area, specified by EOHHS and as listed in
Appendix F, Exhibit 1 of the Contract, in which a Contractor has contracted
with EOHHS to serve MassHealth Members.

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 Section 2.7 and defined in
Appendix C. Service Requests may also be referred to as: requests for
Covered Services, requests for coverage decisions or requests for Integrated
Organization Determinations.
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Social Determinant(s) of Health (SDoH) — Condition(s) in the environments
in which people are born, live, learn, work, play, worship, and age that affect a
wide range of health, functioning, and quality-of-life outcomes and risks.

Solvency — Standards for requirements on cash flow, net worth, cash
reserves, working capital requirements, insolvency protection and reserves
established by DOI.

State — The Commonwealth of Massachusetts.

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

State Medicaid Agency Contract (SMAC) - A set of requirements for all new
and existing Medicare Advantage organizations seeking to offer a D-SNP.

Surrogate — An Enrollee’s legal guardian, family Member, or other person
who has been identified in the Service Agreement with the Personal Care
Management (PCM) agency that will be responsible for performing certain
personal care attendant (PCA) management tasks that the Enrollee is unable
to perform. The Surrogate must live in proximity to the Enrollee and be readily
available to perform the PCA management tasks.

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.

Urgent Care — Medical services required promptly to prevent impairment of
health due to symptoms that do not constitute an Emergency Medical
Condition, but that are the result of an unforeseen iliness, 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 Medical Condition.

Utilization Management — A process of evaluating and determining
coverage for and appropriateness of Covered Services as well as providing
needed assistance to clinicians or patients, in cooperation with other parties,
to ensure appropriate use of resources, which can be done on a prospective
or retrospective basis, including service authorization and prior authorization.

Waste - Misuse of funds or resources through excessive or nonessential
expenditures.
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2 Contractor Responsibilities
2.1. Compliance
2.1.1. The Contractor shall comply, to the satisfaction of EOHHS, with:
2.1.1.1. All provisions set forth in this Contract;

2.1.1.2. All applicable provisions of federal and State laws, regulations,
guidance, waivers, including the implementation of a compliance plan;

2.1.1.3. Federal Medicaid Managed Care statutes and regulations, including
all applicable provisions of 42 U.S.C. § 1396u-2 et seq. and 42 CFR 438
et seq. at all times during the term of this Contract;

2.1.1.4. Medicare Advantage requirements in Part C of Title XVIII, and 42
C.F.R. Part 422 and Part 423; and

2.1.1.5. All applicable bulletins issued by EOHHS.
2.1.2. Medicaid and Medicare Coordination and Integration

2.1.2.1. The Contractor shall employ policies and procedures approved by
EOHHS to deliver and coordinate or integrate Medicare and Medicaid
Covered Services, Member communication materials, enroliment,
communications, Grievances and Appeals, Service Requests, Utilization
Management, and quality improvement as further described in this
Contract, including but not limited to Sections 2.4, 2.6, 2.7, 2.10, 2.11,
2.12, 2.13, and 2.14, and Appendix C.

2.1.3. Conflict of Interest

2.1.3.1. Neither the Contractor nor any Material Subcontractor may, for the
duration of the Contract, have any interest that will conflict, as
determined by EOHHS with the performance of services under the
Contract. Without limiting the generality of the foregoing, EOHHS
requires that neither the Contractor nor any Material Subcontractor has
any financial, legal, contractual, or other business interest in any entity
performing health plan enrollment functions for EOHHS, the EOHHS
customer service vendor, and Material Subcontractor(s), if any.

2.1.3.2. In accordance with 42 U.S.C. § 1396u 2(d)(3) and 42 C.F.R. § 438.58,
EOHHS will implement safeguards against conflicts of interest on the
part of its officers and employees who have responsibilities relating to
the Contractor or any Material Subcontractors that are at least as
effective as the safeguards specified in Section 27 of the Office of
Federal Procurement Policy (41 U.S.C. § 423).
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2.2. Contract Readiness
2.2.1. Readiness Review Overview

2.2.1.1. EOHHS or its designee shall conduct a Readiness Review of the
Contractor to verify the Contractor’s assurances that the Contractor is
ready and able to perform satisfactorily in each of the areas set forth in
42 CFR 438.66(d)(4) and to meet its obligations under the Contract.

2.2.1.2. Readiness review shall be conducted prior to the Contractor accepting
enrollment of eligible individuals into the Contractor’'s One Care Plan,
including as described in Section 2.2.4.4.

2.2.1.3. At the request of EOHHS, the Contractor shall provide to EOHHS, or
its designee:

2.2.1.3.1. Access to all information, materials, contracts, or documentation
pertaining to the provision of any service or function required under this
Contract within five (5) business days of receiving the request;

2.2.1.3.2. Access to all systems, facilities, sites, and locations at which one
or more services or functions required under this Contract occurs or is
provided.

2.2.1.4. EOHHS reserves the right to conduct additional readiness reviews, as
determined appropriate by EOHHS, upon the implementation of
changes in scope to this Contract and new programs or initiatives and/or
Service Area expansions, as further specified by EOHHS.

2.2.2. Contract Readiness Workplan

2.2.2.1. As specified by EOHHS, the Contractor shall submit to EOHHS, for its
review and approval, a workplan which shall be used by EOHHS to
monitor the Contractor’s progress toward achieving Contract readiness,
as detailed in this Section 2.2, in accordance with timelines specified by
EOHHS. The workplan shall:

2.2.2.1.1. Address all of the items listed in Section 2.2.3, at a minimum, for
each County in which the Contractor has contracted with EOHHS to
serve Enrollees.

2.2.2.1.2. List each task, the date by which it will be completed, how it will be
completed, the person(s) or team(s) accountable for the task, and the
documentation that will be provided to EOHHS as evidence that the
task has been completed.

2.2.2.2. EOHHS may, in its discretion, modify or reject any such workplan, in
whole or in part.
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2.2.2.3. The Contractor shall modify its workplan as specified by EOHHS and
resubmit for approval.

2.2.3. Scope of Readiness Review

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

2.2.3.1.1. Operational and Administration:

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

2.2.3.1.1.2. Delegation and oversight of Contractor responsibilities,
including but not limited to capabilities of Material
Subcontractors in accordance with Sections 2.3.2.1.1.3 and
2.3.5, and the Material Subcontractor Checklist (i.e.,
Appendix K);

2.2.3.1.1.3. Internal Grievance and Appeal policies and procedures, in
accordance with Section 2.13; and

2.2.3.1.1.4. Program integrity and compliance, including Fraud and
Abuse and other program integrity requirements in
accordance with Section 2.3.6.

2.2.3.1.2. Service Delivery:

2.2.3.1.2.1. Assessments and Care Planning, in accordance with
Section 2.5;

2.2.3.1.2.2. Care Coordination, care management, and care model, in
accordance with Section 2.6;

2.2.3.1.2.3. Reasonable accommodation capabilities, policies, and
protocols;

2.2.3.1.2.4. Service Request intake, Prior Authorization, and Utilization
Review, including to reflect the broader scope of Medical
Necessity and the integration of Medicare and Medicaid
Covered Services, in accordance with Section 2.10;

2.2.3.1.2.5. Quality improvement, including comprehensiveness of
quality management/quality improvement strategies, in
accordance with Section 2.14;
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2.2.3.1.2.6. Content of Provider Contracts, including any Provider
performance incentives, in accordance with Section 2.8.2;
and

2.2.3.1.2.7. Network Management, including Provider communications
and Provider composition and access, in accordance with
Section 2.9.1.

2.2.3.1.3. Enroliment, Enrollee Services, and Marketing:

2.2.3.1.3.1. Enrollment and Disenrollment functionality and systems in
accordance with Section 2.4,

2.2.3.1.3.2. Enrollee Services and outreach, including capabilities
(materials, processes, and infrastructure, e.g., call center
capabilities), in accordance with Section 2.11;

2.2.3.1.3.3. Enrollee communications, including Marketing and
educational materials, in accordance with Section 2.12; and

2.2.3.1.3.4. Provider directory (or directories), in accordance with
Section 2.8.7.

2.2.3.1.4. Financial Management:

2.2.3.1.4.1. Financial reporting and monitoring; and

2.2.3.1.4.2. Financial solvency, in accordance with Section 2.16.
2.2.3.1.5. Systems Management:

2.2.3.1.5.1. Claims management; and

2.2.3.1.5.2. Encounter Data and enrollment information, as applicable,
including but not limited to, at the request of EOHHS, a walk-
through of any information systems, including but not limited
to enrollment, claims payment system performance,
interfacing and reporting capabilities and validity testing of
Encounter Data, in accordance with Section 2.15.2,
including IT testing and security assurances; and

2.2.3.1.6. A review of other items specified in the Contract, including:
2.2.3.1.6.1. Capabilities of Material Subcontractors;
2.2.3.1.6.2. Compliance with EOHHS requirements for FIDE SNPs;

2.2.3.1.6.3. Data collection and reporting capabilities; and
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2.2.3.1.6.4. Additional elements identified by EOHHS for resolution
prior to Contract Execution.

2.2.4. Completing Readiness Review

2.2.4.1. The Contractor shall demonstrate to EOHHS’s satisfaction that the
Contractor and its Material Subcontractors, if any, are ready and able to
meet Readiness Review requirements in sufficient time prior to the
Contractor engaging in marketing of its One Care Plan and enrolling
members; both of which shall be prior to the Contract Operational Start
Date. The Contractor shall provide EOHHS with a certification, in a form
and format specified by EOHHS, demonstrating such readiness.

2.2.4.2. If EOHHS identifies any deficiency in the Contractor satisfying
readiness review requirements, the Contractor shall provide EOHHS, in
a form and format specified by EOHHS, a remedy plan within five (5)
business days of being informed of such deficiency. EOHHS, may, in its
discretion, modify or reject any such remedy plan, in whole or in part.

2.2.4.3. No individual shall be enrolled into the Contractor's One Care Plan
unless and until EOHHS determines that the Contractor is ready and
able to perform its obligations under the Contract as demonstrated
during the Readiness Review, except as provided below.

2.2.4.3.1. EOHHS may, in its discretion, postpone the Contract Operational
Start Date for any Contractor that does not satisfy all readiness review
requirements.

2.2.4.3.2. Alternatively, EOHHS may, in its discretion, permit the Contractor
to enroll MassHealth Members into the Contractor’'s One Care Plan
effective as of the Contract Operational Start Date provided the
Contractor and EOHHS agree on a corrective action plan to remedy any
deficiencies EOHHS identifies pursuant to this Section.

2.2.4.4. At the time of this Contract’s execution, if the Contractor has not
completed its Readiness Review, the Contractor shall not enroll any new
individuals identified in Sections 1.62 and 2.4.1 until the following
conditions are met:

2.2.4.4.1. The Contractor obtains FIDE SNP designation for its One Care
Plan for the H number and Plan Benefit Package(s) specified in
Appendix F, Exhibit 2 from CMS; and

2.2.4.4.2. EOHHS provides express written approval to the Contractor to

enroll new individuals in its One Care Plan for the H number and Plan
Benefit Package(s) specified in Appendix F, Exhibit 2.
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2.2.4.5. If, for any reason, the Contractor does not fully satisfy EOHHS that it
is ready and able to perform its obligations under the Contract prior to
the Contract Operational Start Date, and EOHHS does not agree to
postpone the Contract Operational Start Date or extend the date for full
compliance with the applicable Contract requirement subject to a
corrective action plan, then EOHHS may terminate the Contract and
shall be entitled to recover damages from the Contractor.

2.3. Administration and Contract Management
2.3.1. Organization, Staffing, and Key Personnel
2.3.1.1. Structure and Governance
2.3.1.1.1. The Contractor shall:
2.3.1.1.1.1. Be located within the United States,

2.3.1.1.1.2. Not be an excluded individual or entity as described in 42
CFR 438.808(b);

2.3.1.1.1.3. Meet the definition of an MCO, as defined in 42 CFR 438.2;

2.3.1.1.1.4. Meet the federal and EOHHS criteria to qualify as a Fully
Integrated Dual Eligible Special Needs Plan (FIDE SNP);

2.3.1.1.1.5. Meet all application and contracting requirements
established by CMS to be eligible to participate with
Medicare as a Medicare Advantage Dual Eligible Special
Needs Plan (D-SNP); and

2.3.1.1.1.6. Hold a D-SNP contract with CMS to operate in the Service
Area approved by EOHHS for One Care and described in
Appendix F, Exhibit 1.

2.3.1.1.2. Governing Board

2.3.1.1.2.1. The Contractor’s Governing Board shall include at least
one MassHealth consumer or MassHealth consumer
advocate as a voting Member.

2.3.1.1.2.2. The Contractor shall submit to EOHHS a list of the
Members of its Governing Board as of the Contract Effective
Date and an updated list whenever any changes are made.

2.3.1.1.3. Consumer Advisory Board
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2.3.1.1.3.1. The Contractor shall operate a Consumer Advisory Board
for its One Care plan, with a scope and purview specific to
the One Care plan, and inclusive of both the Medicaid
managed care entity and this Contract, and of the Medicare
contracted D-SNP organization and Medicare D-SNP
Contract.

2.3.1.1.3.2. Such Consumer Advisory Board shall meet both:

2.3.1.1.3.2.1. Medicaid managed care requirements for a Member
Advisory Committee as described at 42 CFR 438.110,
and

2.3.1.1.3.2.2. Medicare D-SNP requirements for an Enrollee Advisory
Committee as described at 42 CFR 422.107(f).

2.3.1.1.3.3. The Consumer Advisory Board for the Contractor’'s One
Care Plan shall operate independently from any other
Consumer Advisory Board. The Consumer Advisory Board
shall be convened to solely focus on the Contractor’'s One
Care plan.

2.3.1.1.3.4. Duties of the Consumer Advisory Board include, but are not
limited to:

2.3.1.1.3.4.1. Providing regular feedback to the Contractor's
Governing Board on issues of the Contractor’'s One
Care Plan management, Enrollee care and services,
and on other solicited input,

2.3.1.1.3.4.2. Identifying and advocating for preventive care practices
to be utilized by the Contractor,

2.3.1.1.3.4.3. Being involved with the development and updating of
cultural and linguistic policies and procedures,
including those related to Quality Improvement,
education, Contractor marketing materials and
campaigns, and operational and cultural competency
issues affecting groups who speak a primary language
other than English, and

2.3.1.1.3.4.4. Providing input and advice on Member experience
survey results, ways to improve access to covered
services, coordination and integration of services, and
health equity for Enrolled and specific underserved
sub-populations and other appropriate data and
assessments, among other topics.
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2.3.1.1.3.5. The Consumer Advisory Board shall be comprised of
Enrollees, family members and other Enrollee caregivers

2.3.1.1.3.6. The composition of the Consumer Advisory Board shall
reflect the diversity of the One Care eligible population,
including individuals with various disabilities, with a
Membership that:

2.3.1.1.3.6.1. Considers cultural, linguistic, racial, disability, sexual
orientation, and gender identities, among others.

2.3.1.1.3.7. EOHHS reserves the right to review and approve
Consumer Membership.

2.3.1.1.3.8. The Contractor shall proactively ensure:

2.3.1.1.3.8.1. Reasonable accommodations and interpreter services,
as well as other resources, are provided as may be
needed to support full participation by Enrollees, their
family members, and caregivers in the Consumer
Advisory Board, and

2.3.1.1.3.8.2. That the process and opportunity for joining the
Consumer Advisory Board is publicized. Contractor
shall conduct marketing and outreach to One Care
Enrollees (or their family members or caregivers as
applicable) to ensure Enrollees are aware of the
opportunity to apply to join or otherwise participate.

2.3.1.1.3.9. The Contractor shall designate staff to actively engage with
the Consumer Advisory Board activities and convenings, and
to consider and reflect Board concerns and
recommendations in the Contractor’'s One Care Plan policies
and procedures, including the Contractor’s accountable
designee for Utilization Management as described in
Section 2.10.12 and the Contractor’s Accessibility and
Accommodations Officer described in Section 2.10.8.

2.3.1.1.3.10. The Contractor shall ensure that:

2.3.1.1.3.10.1. The Consumer Advisory Board meets at least
quarterly throughout the Contract term.

2.3.1.1.3.10.2. The Consumer Advisory Board reports annually to the
Contractor regarding the following:

2.3.1.1.3.10.2.1. The dates for all meetings held within the
reporting year;
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2.3.1.1.3.10.2.2. Names of Consumer Advisory Board Members
invited, including identifying which invitees are actual
Enrollees, family members, or caregivers;

2.3.1.1.3.10.2.3. Names of Consumer Advisory Board Members
in attendance, including identifying which attendees
are actual Enrollees, family members, or caregivers;

2.3.1.1.3.10.2.4. Meeting agenda; and
2.3.1.1.3.10.2.5. Meeting minutes.

2.3.1.1.3.10.2.6. The Consumer Advisory Board’s reports are
provided to EOHHS as requested.

2.3.1.1.3.11. The Contractor shall also include Ombudsman reports, as
available, in quarterly updates to the Consumer Advisory
Board.

2.3.1.2. Key Personnel and Other Staff

2.3.1.2.1. The Contractor shall have and identify to EOHHS Key Personnel
and other staff as set forth in this Section 2.3.1.2.

2.3.1.2.2. Key Personnel Roles

2.3.1.2.2.1. The Contractor's One Care Executive Director, or similar
title, who shall have primary responsibility for the
management of this Contract and shall be authorized and
empowered to represent the Contractor regarding all matters
pertaining to this Contract.

2.3.1.2.2.2. The Contractor's Chief Medical Officers/Medical Director,
who shall be a clinician licensed to practice in
Massachusetts and shall oversee Contractor's Care Delivery
and Care Management activities, all clinical initiatives
including quality improvement activities, including but not
limited to clinical initiatives targeted to various
subpopulations of Enrollees, Utilization Management
programs, and the review of all appeals decisions that
involve the denial of or modification of a requested Covered
Service, and shall attend Medical Director meetings as
described in this Contract and further directed by EOHHS.

2.3.1.2.2.3. The Contractor's Pharmacy Director, or similar title, who

shall be responsible for the Contractor's activities related to
pharmacy Covered Services and shall attend Pharmacy
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Director meetings as described in this Contract and further
directed by EOHHS.

2.3.1.2.2.4. The Contractor's Behavioral Health Director, or similar title,
who shall be responsible for Contractor's continuum of care
and activities related to mental health and substance use
disorder services and related Care Delivery and Care
Management activities, and for all BH-related interaction with
EOHHS, and shall attend Behavioral Health Director
meetings as described in this Contract and further directed
by EOHHS.

2.3.1.2.2.5. The Contractor’s Long-term Services and Supports (LTSS)
Director, or similar title, who shall be responsible for
Contractor’s continuum of care and activities related to LTSS
and related Care Delivery and Care Management activities,
and for all LTSS-related interaction with EOHHS.

2.3.1.2.2.6. The Contractor's Chief Financial Officer, who shall be
authorized to sign and certify the Contractor's financial
condition, including but not limited to attesting to the
accuracy of Contractor's financial documents submitted to
EOHHS, as described in this Contract and further specified
by EOHHS.

2.3.1.2.2.7. The Contractor's Chief Operating Officer, who shall have
primary responsibility for ensuring plan administrative and
operation functions comply with the terms of this contract,
including, but not limited to, Sections 2.2 and 2.11.

2.3.1.2.2.8. The Contractor's Chief Data Officer, who shall have primary
responsibility for ensuring management and compliance of
all activities under Section 2.15 and Appendix H.

2.3.1.2.2.9. The Contractor's Compliance Officer, who shall oversee
Contractor's compliance activities including Contractor's
Fraud and Abuse Prevention activities as described in this
Contract and further specified by EOHHS, and shall attend
related meetings with EOHHS regarding Fraud and Abuse,

2.3.1.2.2.10. The Contractor's Accessibility and Accommodations
Officer, State Agency Liaison, and DMH and DDS Liaisons,
as further described in Section 2.3.1.2.3 below.

2.3.1.2.2.11. The One Care Legal Counsel, or similar title, who shall be
the individual with responsibility for legal matters related to
the Contractor’'s One Care Plan and this Contract.
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2.3.1.2.2.12. The Contractor's Ombudsman Liaison, or similar title, who
shall liaise with the EOHHS’s health plan Ombudsman, its
contractors or its designees, to resolve issues raised by
Enrollees or individuals authorized to advocate on behalf of
an Enrollee.

2.3.1.2.2.13. The Contractor's designated Key Contact, who shall liaise
with EOHHS and serve as the point of contact for EOHHS
for all communications and requests related to this Contract.

2.3.1.2.2.13.1. The Contractor shall designate a backup for the Key
Contact in the event they are not available in an
emergency due to vacation or illness.

2.3.1.2.2.14. The Contractor's designated Quality Key Contact, who
shall oversee the Contractor's quality management and
quality improvement activities under this Contract, including
those described in Section 2.14 and other quality activities
as further specified by EOHHS.

2.3.1.2.2.15. The Contractor's designated Leadership Contact, who
shall serve as the contact person for the Secretary of Health
and Human Services, EOHHS'’s Assistant Secretary for
MassHealth, and as a leadership or escalation point of
contact for other MassHealth program staff.

2.3.1.2.2.16. The Contractor's Care Coordination Contact, who shall
liaise with EOHHS on matters related to care coordination
and Care Management, including through LTS Coordinators
and any Material Subcontractors to which such functions are
delegated; and

2.3.1.2.2.17. Any other positions designated by EOHHS.
2.3.1.2.3. Requirements for Certain Key Personnel
2.3.1.2.3.1. Accessibility and Accommodations Officer

2.3.1.2.3.1.1. Responsibilities of the Accessibility and
Accommodations Officer shall include, but may not be
limited to:

2.3.1.2.3.1.1.1. Ensuring that the Contractor and its Providers
comply with federal and state laws and regulations
pertaining to persons with disabilities. Such
requirement shall include monitoring, evaluating,
and ensuring adequate access to Covered Services
and Network Providers as described in Section 2.7
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and Section 2.9, and that Network Providers
provide physical access, communication access,
accommodations, and accessible equipment for
Enrollees.

2.3.1.2.3.1.1.2. Developing and maintaining written policies and
procedures describing clear and simple processes
for Enrollees to make, and for the Contractor to
respond to, accessibility and accommodation
requests as described in Section 2.10.8, including
standing requests for all future notifications and
communication, and using data resulting from these
processes to evaluate and improve such policies
and procedures as needed.

2.3.1.2.3.1.1.3. Monitoring and advising on the development of,
updating and maintenance of, and compliance with
disability-related policies, procedures, operations,
and activities, including program accessibility and
accommodations in such areas as health care
services, facilities, transportation, and
communications.

2.3.1.2.3.1.1.4. Working with other Contractor staff on receiving,
investigating, and resolving inquiries and Grievances
related to issues of disability from Enrollees. Such
individual shall be the point person for escalations of
all inquiries and Grievances related to issues of
disabilities from Enrollees.

2.3.1.2.3.1.1.5. Working with designated EOHHS staff,
Massachusetts Office of Disability staff, and
Ombudsman staff as directed by EOHHS, including
being available to assist in the resolution of any
problems or issues related to Enrollees, and

2.3.1.2.3.1.1.6. Upon request of EOHHS, participating in
meetings or workgroups related to the needs and
care of Enrollees with disabilities.

2.3.1.2.3.2. State Agency Liaison

2.3.1.2.3.2.1. The State Agency Liaison shall have the following
responsibilities:

2.3.1.2.3.2.1.1. Work with designated EOHHS staff and the
state agency leadership, including but not limited to
for the Department of Mental Health (DMH), the
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Department of Developmental Services (DDS), the
Department of Public Health (DPH) and the DPH
Bureau of Substance Addiction Services (BSAS),
Massachusetts Commission for the Blind (MCB),
Massachusetts Commission for the Deaf and Hard
of Hearing (MCDHH), MassAbility, and the Executive
Office of Aging & Independence (AGE);

2.3.1.2.3.2.1.2. Be responsible for collaboration, communication,
and coordination with state agencies as needed
based on Enrollee affiliations, services, and other
needs,

2.3.1.2.3.2.1.3. Establish and maintain contact with designated
state agency staff and assist in the resolution of any
problems or issues that may arise with an Enrollee
affiliated with each such agency,

2.3.1.2.3.2.1.4. As requested by EOHHS, participate in regional
informational and educational meetings with state
agency staff and as directed by EOHHS, individuals,
caregivers, or other family Member(s),

2.3.1.2.3.2.1.5. As requested by EOHHS, provide advice and
assistance to DDS, DMH, DPH, MassAbility, MCB,
MCDHH, and other State agencies as may be
needed, on individual cases regarding Covered
Services and coordinating non-covered Services
provided by State agencies other than MassHealth;
and

2.3.1.2.3.2.1.6. As requested by EOHHS, actively participate in
any joint meetings or workgroups with State
agencies, and

2.3.1.2.3.2.1.7. Coordinate Contractor's interaction with state
agencies with which Enrollees may have an
affiliation. Such Liaison shall act as or shall oversee
a designated DMH liaison and a designated DDS
liaison, as described in this section.

2.3.1.2.3.3. DMH Liaison

2.3.1.2.3.3.1. The Contractor’'s DMH Liaison shall have experience
working with individuals with significant behavioral
health needs, and
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2.3.1.2.3.3.2. The Contractor's DMH Liaison shall actively participate
in the planning and management of services for
Enrollees who are affiliated with DMH, including, but
not limited to, adult community clinical services (ACCS)
clients and Program for Assertive Community
Treatment (PACT). This shall include, but not be limited
to:

2.3.1.2.3.3.2.1. Working with DMH, including designated DMH
case managers, as identified by DMH, and assisting
EOHHS and DMH in resolving any problems or
issues that may arise with a DMH-affiliated Enrollee,

2.3.1.2.3.3.2.2. Upon request of DMH, or its designee,
participating in regional informational and
educational meetings with DMH staff and as directed
by DMH, Enrollees' family members, and Peer
Supports,

2.3.1.2.3.3.2.3. As requested by DMH, providing advice and
assistance to DMH regional directors or case
managers on individual cases regarding One Care
Covered Services and coordinating non-covered
services,

2.3.1.2.3.3.2.4. If requested by DMH, working with providers to
coordinate Discharge Planning,

2.3.1.2.3.3.2.5. As requested by EOHHS, actively participating
in any joint meetings or workgroups with State
agencies and other MassHealth managed care
organizations, including other One Care Plans,

2.3.1.2.3.3.2.6. Assisting DMH caseworkers with obtaining
Enrollee appointments for One Care Covered
Services,

2.3.1.2.3.3.2.7. Coordinating and communicating with DMH
regarding One Care Enrollees who are ACCS
clients,

2.3.1.2.3.3.2.8. Coordinating and communicating with DMH,
AGE, any other EOHHS employees, or their
designee, regarding care coordination and transition
planning of One Care Enrollees residing in SNFs or
nursing facilities who have a positive Level |l
PASRR screening, and
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2.3.1.2.3.3.2.9. Performing other functions as requested by
EOHHS necessary to comply with the requirements
of this Contract.

2.3.1.2.3.4. DDS Liaison

2.3.1.2.3.4.1. Such liaison shall have experience working with

individuals in need of services related to developmental
or intellectual disability, and

2.3.1.2.3.4.2. Shall actively participate in the planning and

management of services for individuals who are clients
of DDS. This shall include, but not be limited to:

2.3.1.2.3.4.2.1. Establishing and maintaining contact with
designated DDS case managers, as identified by
DDS, and assisting MassHealth and DDS in
resolving any problems or issues that may arise with
a DDS affiliated Enrollee,

2.3.1.2.3.4.2.2. Upon request of DDS, participating in regional
informational and educational meetings with DDS
staff,

2.3.1.2.3.4.2.3. As requested by DDS, providing advice and
assistance to regional directors or case managers
on individual cases regarding Covered Services and
coordinating non-covered Services,

2.3.1.2.3.4.2.4. If requested by DDS, working with providers to
coordinate Discharge Planning,

2.3.1.2.3.4.2.5. As requested by EOHHS, actively participating
in any joint meetings or workgroups with EOHHS
agencies and MassHealth health plans, including
other One Care Plans,

2.3.1.2.3.4.2.6. Performing any functions to assist the
Contractor in complying with the requirements of
Section 2.7,

2.3.1.2.3.4.2.7. Assisting DDS caseworkers with obtaining
Enrollee appointments in compliance with Section
2.10.2, and

2.3.1.2.3.4.2.8. Performing other functions necessary to comply
with the requirements of this Contract.
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2.3.1.2.4. Appointing Key Personnel

2.3.1.2.4.1. The Contractor shall appoint an individual to each of the
roles listed in Section 2.3.1.2. The Contractor may appoint a
single individual to more than one such role.

2.3.1.2.4.2. Key personnel, except the Chief Financial Officer, Chief
Operations Officer, and Chief Data Officer, shall be based in
Massachusetts (i.e., physically present within the
Commonwealth on a regular basis) to ensure local control.

2.3.1.2.4.3. The Contractor shall have appointments to all Key
Personnel roles no later than ninety (90) days prior to the
Contract Operational Start Date and shall notify EOHHS of
such initial appointments.

2.3.1.2.4.4. Key Personnel shall, for the duration of the Contract, be
employees of the Contractor, shall not be Material
Subcontractors, and shall be assigned primarily to perform
their job functions related to this Contract.

2.3.1.2.4.5. Contractor shall supply EOHHS with a Key Personnel and
Contact list that contains the name, email address, and
phone number for all Key Personnel and for any additional
key contacts. Upon any changes in Key Personnel or key
contacts, the Contractor shall supply EOHHS with an
updated Key Personnel and Contact list no less than five (5)
business days after such a change is made.

2.3.1.2.4.6. Contractor shall supply EOHHS with an organizational
chart indicating where Key Personnel reside within the
Contractor’s corporate structure, their supervisors, and direct
reports. The Contractor shall supply EOHHS with updates as
changes in the corporate structure are made (See Appendix
A).

2.3.1.2.4.7. The Contractor shall, when subsequently hiring, replacing,
or appointing individuals to Key Personnel roles, notify
EOHHS of such a change and provide the name(s) and
resumes of such qualified individuals to EOHHS no less than
five (5) business days after such a change is made.

2.3.1.2.4.8. If EOHHS informs the Contractor that EOHHS is concerned
that any Key Personnel are not performing the
responsibilities described in this Contract or are otherwise
hindering Contractor's successful performance of the
responsibilities of this Contract, the Contractor shall
investigate such concerns promptly, take any actions the
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Contractor reasonably determines necessary to ensure full
compliance with the terms of this Contract, and notify
EOHHS of such actions. Failure to resolve the matter to
EOHHS'’s satisfaction may result in an intermediate sanction
and corrective action under Section 5.4.

2.3.1.2.5. Local Control

2.3.1.2.5.1. The Contractor’s local management team for
Massachusetts, including Key Personnel described above
shall have the necessary authority and accountability to
carry out contractually necessary functions and
responsibilities defined in this Contract. Any centralized
functions shall have accountability to the Contractor’s local
management team for Massachusetts. Key Personnel and
their staff working on the Massachusetts One Care Plan
shall be familiar with MassHealth, applicable state and
federal regulations and requirements, the Massachusetts
healthcare delivery system, the standards and practices of
care in Massachusetts, and best practices in their area of
responsibility.

2.3.1.2.5.2. The Contractor, and its Material Subcontractors as
applicable, shall employ sufficient Massachusetts-based
staffing and resources to carry out all functions and activities
necessary to operate the One Care plan, and as otherwise
required under this Contract. Such staff shall be familiar with
MassHealth and with applicable State and federal
regulations and requirements.

2.3.1.2.5.3. The Contractor shall ensure that its organizational
structure, policies, and processes enable its local
management team for Massachusetts to rapidly respond to
local issues and needs.

2.3.1.2.5.4. The Contractor shall disclose the percentage of the
Contractor’s care coordination employees and contracted
staff that will be located within or close enough to
Massachusetts to regularly engage in-person with Enrollees,
(see also Appendix A).

2.3.1.2.6. Organizational Structure

2.3.1.2.6.1. The Contractor shall maintain an organizational statement
that describes the Contractor’s philosophy, mission
statement, operating history, location, organizational

44



structure, ownership structure, and plans for future growth
and development.

2.3.1.2.6.2. 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.

2.3.1.2.6.3. On an annual basis, upon request, 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, as well as any additional staff who engage with
EOHHS or CMS.

2.3.1.2.6.4. The organizational chart shall include the organizational
staffing for Behavioral Health Services and activities. If such
Behavioral Health Services and activities are provided by a
Material Subcontractor, the Contractor shall submit the
organizational chart of the behavioral health Material
Subcontractor which clearly demonstrates the relationship
with the Material Subcontractor and the Contractor's
oversight of the Material Subcontractor.

2.3.1.2.6.5. For all organizational charts, the Contractor shall indicate
any staff vacancies and provide a timeline for when such
vacancies are anticipated to be filled.

2.3.1.2.6.6. 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.

2.3.1.2.6.7. For Personnel described in Section 2.3.1.2 and any other
key management positions, including the designated "key
contact," the Contractor shall immediately notify EOHHS
whenever the position becomes vacant and notify EOHHS
when the position is filled and by whom.

2.3.2. Contract Management and Responsiveness to EOHHS
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2.3.2.1. General
2.3.2.1.1. The Contractor shall:

2.3.2.1.1.1. Ensure its compliance with the terms of the Contract,
including securing and coordinating resources necessary for
such compliance;

2.3.2.1.1.2. 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 EOHHS;

2.3.2.1.1.3. Oversee all activities by the Contractor’s Material
Subcontractors and Providers; and

2.3.2.1.1.4. 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.

2.3.2.1.2. The Contractor shall ensure and demonstrate appropriate
responsiveness to EOHHS requests related to this Contract, including
ensuring availability of Contractor’s staff with appropriate expertise to
EOHHS upon request.

2.3.2.2. Contract Management and Performance Review Meetings

2.3.2.2.1. The Contractor shall attend regular Contract management and
performance review meetings as directed by EOHHS.

2.3.2.2.2. The Contractor shall ensure that Key Personnel and other staff
with appropriate expertise, as requested by EOHHS, attend such
meetings.

2.3.2.2.3. The Contractor shall prepare materials and information for such
meetings as further directed by EOHHS, including but not limited to
materials and information such as:

2.3.2.2.3.1. Reports, in a form and format approved by EOHHS and as
specified in Appendix A, related to the Contractor's
performance under this Contract. Unless otherwise
specified, such information shall be reported for Medicaid,
for Medicare, and in aggregate. Information requested may
include, but shall not be limited to measures such as:
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2.3.2.2.3.1.1.

2.3.2.2.31.2.
2.3.2.2.3.1.3.
2.3.2.2.3.1.4.

2.3.2.2.3.1.5.

2.3.2.2.3.1.6.

2.3.2.231.7.

2.3.2.2.3.1.8.

2.3.2.2.3.1.9.

Revenue, cost, and utilization data for Enrollees by
Rating Category and category of service,

Performance reporting information,
Quality Measure performance,

Measures of Enrollee utilization across categories of
service and other indicators of changes in patterns of
care,

Denials and/or approvals of Service Requests and
Prior Authorizations by service category and type,
including supporting information,

Internal Appeals and External Appeals for both
Medicare and MassHealth, by service category and
type, and disposition, timeliness, continuing services
requests and actions, and implementation of appeals
actions favorable to the Enrollee,

Drivers of financial, quality, or utilization performance,
including but not limited to stratified utilization data by
service categories, drug and procedure types, provider

type,

Measures showing impact of Network Provider
payments varying from MassHealth fee schedule
payments and Original Medicare fee schedule
payments,

Financial projections and models showing impact of
certain actions specified by EOHHS,

2.3.2.2.3.1.10. Analysis related to completeness and validity of any

data submissions made to EOHHS,

2.3.2.2.3.1.11. Opportunities the Contractor identifies to improve

performance, and plans to improve such performance,
including plans proposed to be implemented by the
Contractor for Network Providers, Material
Subcontractors, and other Material Subcontractors,

2.3.2.2.3.1.12. Changes in Contractor's staffing and organizational

development,
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2.3.2.2.3.1.13. Performance of Material Subcontractors including but
not limited to any changes in or additions to Material
Subcontractor relationships,

2.3.2.2.3.1.14. Health Equity data completion and disparities
reduction metrics as further specified by EOHHS;

2.3.2.2.3.1.15. Marketing, education, and enrollment activities; and

2.3.2.2.3.1.16. Any other measures deemed relevant by the
Contractor or requested by EOHHS.

2.3.2.2.3.2. Updates and analytic findings from any reviews requested
by EOHHS, such as reviews of data irregularities, and

2.3.2.2.3.3. Updates on any action items and requested follow-ups from
prior meetings or communications with EOHHS.

2.3.2.2.4. The Contractor shall, within two (2) business days following each
contract management or performance review meeting, prepare and
submit to EOHHS for review and approval a list of any action items,
requested follow-ups for the next meeting, and estimated timelines for
delivery, in a form and format specified by EOHHS.

2.3.2.3. Timely Response to EOHHS Requests

2.3.2.3.1. The Contractor shall respond to all inquiries and requests made
by EOHHS in time frames and formats specified by EOHHS, including
requests for review, analysis, information, or other materials related to
the Contractor's performance of this Contract. Such requests may
include but are not limited to requests for:

2.3.2.3.1.1. Records from the Contractor's Health Information System,
claims processing system, Encounter Data submission
process, or other sources, to assist the Contractor and
EOHHS in identifying and resolving issues and
inconsistencies in the Contractor's data submissions to
EOHHS,

2.3.2.3.1.2. Analysis of utilization, timeliness of access to care, patterns
of care, cost, and other characteristics to identify
opportunities to improve the Contractor's performance on
any cost, quality, Member experience, or outcome measures
related to this Contract,

2.3.2.3.1.3. Financial and data analytics, such as the Contractor's
payment rates to Network Providers as a percent of
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MassHealth's fee schedules, Original Medicare fee
schedules, or other benchmarks as requested by EOHHS,

2.3.2.3.1.4. Individualized Care Plan and other documentation and
supporting information in a form and format specified by
EOHHS related to Enrollee case escalations, critical
incidents, and service denials, including partial denials,

2.3.2.3.1.5. Information regarding the Contractor's contracts and
agreements with Medicare ACO Providers, MassHealth ACO
Providers, and other Network Providers, including on
payment, risk sharing, performance, and incentive
arrangements,

2.3.2.3.1.6. Information regarding the payer revenue mix of the
Contractor's Network Providers,

2.3.2.3.1.7. Documentation and information related to the Contractor's
care delivery, Care Management, or Material Subcontractor
responsibilities, to assist EOHHS with understanding the
Contractor's activities pursuant to these requirements,

2.3.2.3.1.8. Information about the Contractor's Member protections
activities, such as Grievances and Appeals,

2.3.2.3.1.9. Documentation and information related to the Contractor's
program integrity activities as described in this Contract,

2.3.2.3.1.10. Documentation, analysis, and detail on the metrics
evaluated in the Contractor's Quality Improvement
performance and programming,

2.3.2.3.1.11. Cooperation and coordination with EOHHS, the
Massachusetts Office of the Attorney General, and the
Massachusetts Office of the State Auditor in any Fraud
detection and control activities, or other activities as
requested by EOHHS, and

2.3.2.3.1.12. Information about the Contractor's D-SNP, including but
not limited to, the D-SNP's administration, operations,
performance, quality, claims processing, and service
authorization criteria.

2.3.2.3.2. If the Contractor fails to satisfactorily comply with the deadlines
requested by EOHHS without prior approval from EOHHS for a late
response, EOHHS may take corrective action or impose sanctions in
accordance with this Contract.
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2.3.2.4. Performance Reporting

2.3.2.4.1. EOHHS may, at its discretion and at any time, identify certain
Contract requirements and other performance and quality measures
about which the Contractor shall report to EOHHS. If EOHHS is
concerned with the Contractor's performance on such measures, the
Contractor shall discuss such performance with EOHHS and, as further
specified by EOHHS:

2.3.2.4.1.1. Provide EOHHS with an analysis as to why the Contractor's
performance is at the level it reports, and

2.3.2.4.1.2. Provide EOHHS with, and implement as approved by
EOHHS, a concrete plan for improving its performance.

2.3.2.5. Public Reporting

2.3.2.5.1. The Contractor shall, in a form and format specified by EOHHS,
post on its website, Service Authorization metrics and other information
as required by the CMS Interoperability and Prior Authorization Final
Rule. Such data may include information collected through contract
management and performance reporting described in this Section
2.3.2.

2.3.2.6. Ad Hoc Meetings

2.3.2.6.1. The Contractor shall attend ad hoc meetings for the purposes of
discussing this Contract via videoconference, at EOHHS's offices, or at
another location determined by EOHHS, as requested by EOHHS.

2.3.2.6.2. The Contractor shall ensure that Key Personnel and other staff
with appropriate expertise are present, including in person as specified,
at such meetings, as requested by EOHHS, including but not limited to
the Contractor's One Care Executive Director.

2.3.2.6.3. The Contractor shall prepare materials and information for such
meetings as further directed by EOHHS.

2.3.2.7. Participation in EOHHS Efforts
2.3.2.7.1. As directed by EOHHS, the Contractor shall participate in any:

2.3.2.7.1.1. Efforts to promote the delivery of services in a Culturally
and Linguistically Appropriate manner to all Enrollees,
including those with limited English proficiency and diverse
cultural and ethnic backgrounds, physical or mental
disabilities, and regardless of gender, sexual orientation, or
gender identity,
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2.3.2.7.1.2. EOHHS activities related to Health Equity,
2.3.2.7.1.3. EOHHS activities related to Program Integrity,

2.3.2.7.1.4. Activities to verify or improve the accuracy, completeness,
or usefulness of Contractor's data submissions to EOHHS,
including but not limited to validation studies of such data,

2.3.2.7.1.5. Activities related to EOHHS’s implementation and
administration of its integrated care program efforts,
including improving Medicare-Medicaid integration and the
integration of physical health services, behavioral health
services, oral health and Long-term Services and Supports,

2.3.2.7.1.6. One Care shared learning opportunities, joint performance
management activities, and other meetings or initiatives by
EOHHS to facilitate information sharing and identify best
practices among integrated care plans. The Contractor shall
share information with EOHHS and others as directed by
EOHHS regarding the Contractor's performance under this
Contract, including but not limited to information on the
Contractor's business practices, procedures, infrastructure,
and information technology,

2.3.2.7.1.7. EOHHS efforts related to the development of EOHHS
policies or programs, as well as measurement, analytics,
and reporting relating to such policies and programs,
including but not limited to The Roadmap to Behavioral
Health Reform (or the BH Roadmap),

2.3.2.7.1.8. Enrollment, disenrollment, or attribution activities related to
this Contract,

2.3.2.7.1.9. Training programs, including training curricula and
outcomes,

2.3.2.7.1.10. Coordination with EOHHS, the Massachusetts Office of
the Attorney General, and the Massachusetts Office of the
State Auditor,

2.3.2.7.1.11. Workgroups and councils, including but not limited to
workgroups related to reporting or data submission
specifications,

2.3.2.7.1.12. Educational sessions for EOHHS staff, such as but not
limited to trainings for EOHHS’s Customer Service Team,
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2.3.2.7.1.13. Site visits and other reviews and assessments by
EOHHS, and

2.3.2.7.1.14. Any other activities related to this Contract.

2.3.2.7.2. As directed by EOHHS, the Contractor shall comply with all
applicable requirements resulting from EOHHS initiatives.

2.3.2.7.3. The Contractor shall participate in all statewide stakeholder and
oversight meetings as requested by EOHHS.

2.3.2.7.4. The Contractor shall comply with all applicable administrative
bulletins, technical instructions, specification documents, and other
applicable guidance issued by EOHHS.

2.3.2.8. Policies and Procedures for Core Functions

2.3.2.8.1. The Contractor shall develop, maintain, and provide to EOHHS
upon request, policies and procedures for all core functions necessary
to manage the One Care eligible and enrolled population effectively and
efficiently and meet the requirements outlined in this Contract. All
policies and procedures requiring EOHHS approval shall be
documented and shall include the dates of approval by EOHHS.

2.3.2.8.2. These policies and procedures shall include, but are not limited to,
the following topics:

2.3.2.8.2.1. Response to violations of Enrollees' privacy rights by staff,
Providers, or Material Subcontractors;

2.3.2.8.2.2. Non-discrimination of Enrollees;

2.3.2.8.2.3. Non-restriction of Providers advising or advocating on an
Enrollee's behalf;

2.3.2.8.2.4. Enrollee cooperation with those providing health care
services;

2.3.2.8.2.5. Marketing activities that apply to the Contractor, Providers,
and Material Subcontractors, including both Medicare and
Medicaid activities, as well as the Contractor's procedures
for monitoring these activities;

2.3.2.8.2.6. Cost-sharing by Enrollees;

2.3.2.8.2.7. Advance directives;
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2.3.2.8.2.8. Assisting Enrollees in understanding their benefits and how
to access them;

2.3.2.8.2.9. Access and availability standards;

2.3.2.8.2.10. Enrollee rights in accordance with Appendix N and in
accordance with 42 CFR 438.100;

2.3.2.8.2.11. Enrollees' right to be free from restraint or seclusion used
as a means of coercion or retaliation;

2.3.2.8.2.12. The provision of Culturally and Linguistically Appropriate
Services;

2.3.2.8.2.13. Practice guidelines in quality measurement and
improvement activities;

2.3.2.8.2.14. Compliance with Emergency Services and Post-
stabilization Care Services requirements as identified in 42
CFR 438.114;

2.3.2.8.2.15. Procedures for tracking Appeals when Enrollees become
aware of the Adverse Action, in the event that no notice had
been sent;

2.3.2.8.2.16. Handling of inquiries and Grievances sent directly to
EOHHS;

2.3.2.8.2.17. Process used to monitor Provider and Material
Subcontractor implementation of amendments and
improvements;

2.3.2.8.2.18. Retention of medical records;

2.3.2.8.2.19. Engagement and coordination with LTS Coordinators
contracted from Community-based Organizations;

2.3.2.8.2.20. Care Management and Care Coordination;

2.3.2.8.2.21. In-person engagement for various assessment, care
coordination and care planning activities;

2.3.2.8.2.22. Provision of services in an Enrollee’s home;
2.3.2.8.2.23. Public health emergencies;
2.3.2.8.2.24. Risk stratification; and

2.3.2.8.2.25. Claims processing.
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2.3.2.9. The Contractor shall within three (3) business days disclose to
EOHHS its application for, or participation in, any federal or state
alternative payment methodologies, delivery system innovations, health
equity, or care model improvement initiatives, including through the
Center for Medicare and Medicaid Innovation (CMMI).

2.3.3. FIDE SNP Medicare Contract Requirements

2.3.3.1. The Contractor shall operate a Medicare Advantage Dual Eligible
Special Needs Plan for its One Care Plan in Massachusetts under a
unique CMS Medicare contract number (“H number”), subject to CMS
approval, separate from all other Medicare Advantage contracts offered
by the Contractor, as indicated in 42 CFR 422.107(e)(1)(i).

2.3.3.2. If the Contractor operates both a One Care Plan and a SCO plan in
Massachusetts, the Contractor shall operate the One Care Plan and the
SCO plan under separate unique CMS Medicare contract numbers (“H
numbers”), subject to CMS approval, and as indicated in 42 CFR
422.107(e)(1)(i).

2.3.3.3. The Contractor shall submit Plan Benefit Packages (PBPs) to CMS for
its One Care Plan according to the eligibility criteria in Appendix F,
Exhibit 2.

2.3.3.3.1. The Contractor shall annually submit to EOHHS for approval
proposed PBP eligibility criteria for its One Care Plan no later than May
20th of the calendar year immediately prior to the applicable Contract
Year for the PBP(s) (i.e., submit CY 2026 PBPs by May 20, 2025).

2.3.3.3.2. EOHHS shall review the Contractor’s proposed PBP eligibility
criteria and, if EOHHS identifies any deficiencies, EOHHS shall
collaborate with the Contractor to remediate and resolve those
deficiencies to EOHHS’s satisfaction prior to the Contractor's PBP
submission to CMS.

2.3.3.3.3. Annually, upon EOHHS approval of the Contractor’s PBP eligibility
criteria, the Contractor and EOHHS shall amend Appendix F, Exhibit
2, as applicable, with the EOHHS-approved PBP eligibility criteria for
the applicable Contract Year. The Contractor shall submit its One Care
PBP(s) to CMS in accordance with the approved criteria specified in
Appendix F, Exhibit 2.

2.3.3.3.4. The Contractor shall submit crosswalk exception requests to CMS
annually as described in 42 CFR 422.530(c)(4)(i), to align current D-
SNP Enrollees to the PBP for which they are eligible for the following
benefit year, as described in Appendix F, Exhibit 2. Such Enrollees
may remain enrolled in their current PBP until the end of the current
Contract Year.
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2.3.3.4. The Contractor shall submit to EOHHS Marketing, Outreach, and
Enrollee Communication materials as described in Section 2.12, as well
as information about its performance, model, benefits, risk scores, and
other elements pertaining to the operation of its One Care Plan under a
FIDE SNP model, as further described in this Contract. EOHHS may
waive this requirement for any information sufficiently available to
EOHHS through CMS’ Health Plan Management System (HPMS),
including in an acceptable form and format.

2.3.3.5. The Contractor shall submit to EOHHS reports and materials related
to its operation as a FIDE SNP for the Medicare Advantage contract and
PBPs covered by this Contract, as described in Appendix A. Certain
financial information, including the Contractor's bid to CMS, risk score
information, and Medicare Supplemental Benefit information shall also
be submitted to EOHHS, as directed by EOHHS.

2.3.4. Service Area Expansion
2.3.4.1. The Contractor may request to expand its Service Area as follows:

2.3.4.1.1. In the event the Contractor intends to pursue a Service Area
Expansion (SAE), the Contractor shall submit a request in writing to
EOHHS for approval of its SAE request no later than 13 months
(December 1 of the prior Calendar Year) prior to the Contract Year that
the SAE would take effect. Such notification shall minimally include a list
of any counties for which the Contractor is proposing to expand its
Service Area, as well as its projected enrollment in each proposed new
county for the Contract Year in which it first covers each such county.
EOHHS may establish additional criteria for SAE proposals.

2.3.4.1.2. The Contractor may propose SAEs only for full county coverage.

2.3.4.2. EOHHS shall review the Contractor’s request for SAE and provide the
Contractor with a response (as described in Section 2.3.4.3) prior to the
annual CMS deadline for submission of Medicare applications for SAEs;

2.3.4.3. EOHHS may, in its sole discretion, grant in full, grant in part, or deny
the Contractor’s requested SAE, including for the purpose of limiting the
total number of Plans operating in each County.

2.3.4.4. The Contractor may submit a SAE request to CMS for its Medicare D-
SNP only with EOHHS’s prior approval, as described in Section
23.411.

2.3.4.5. Upon request, the Contractor shall provide to EOHHS all
documentation submitted to CMS regarding such SAE requests;
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2.3.4.6. In the event that EOHHS and CMS approve the Contractor’s
requested Service Area expansion, whether in full or in part, the
Contractor and EOHHS shall amend Appendix F, Exhibit 1
accordingly; and

2.3.4.7. Prior to the Contractor accepting Enroliments in an expanded Service
Area, the Contractor shall provide to EOHHS all information EOHHS
deems necessary to complete a readiness review of network adequacy,
staffing requirements, and related implementation requirements.

2.3.5. Material Subcontractors

2.3.5.1. All Contractor requirements set forth in this Contract that are relevant
to the arrangement between the Contractor and Material Subcontractor
shall apply to Material Subcontractors as further specified by EOHHS.

2.3.5.2. Prior to contracting with a Material Subcontractor, the Contractor shall
evaluate the prospective Material Subcontractor's ability to perform the
activities to be subcontracted.

2.3.5.3. All Material Subcontracts shall be prior approved by EOHHS except
for those with External Brokers as described in Section 2.12.2. To
obtain such approval, the Contractor shall make a request in writing and
submit with that request a completed Material Subcontractor checklist
report as set forth in Appendix A using the template (Appendix K)
provided by EOHHS as may be modified by EOHHS from time-to-time.
The Contractor shall submit the completed Appendix K as part of the
Readiness Review (see Section 2.2.3.1.1.2), and during the Contract
Term for any changes in Material Subcontractors, as required in
Appendix A.

2.3.5.3.1. For Material Subcontractors who are not pharmacy benefit
managers or Behavioral Health Subcontractors, the Contractor shall
submit such report to EOHHS at least sixty (60) calendar days prior to
the date the Contractor expects to execute the Material Subcontract.

2.3.5.3.2. The Contractor shall submit such report for pharmacy benefit
managers and Behavioral Health Subcontractors ninety (90) calendar
days prior to the date the Contractor expects to execute the Material
Subcontract.

2.3.5.3.3. The Contractor shall provide EOHHS with any additional
information requested by EOHHS in addition to the information required
in the Material Subcontractor checklist report. For Material
Subcontractors who are pharmacy benefit managers, the Contractor
shall provide a network adequacy report at EOHHS’s request.
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2.3.5.4. The Contractor's contract, agreement, or other arrangement with a
Material Subcontractor shall:

2.3.5.4.1. Be a written agreement;

2.3.5.4.2. Specify, and require compliance with, all applicable requirements
of this Contract and the activities and reporting responsibilities the
Material Subcontractor is obligated to provide;

2.3.5.4.3. Provide for imposing sanctions, including contract termination if
the Material Subcontractor's performance is inadequate;

2.3.5.4.4. Require the Material Subcontractor to comply with all applicable
Medicaid laws, regulations, and applicable sub-regulatory guidance,
including but not limited to federally required disclosure requirements
set forth in this Contract; and

2.3.5.4.5. Comply with the audit and inspection requirements set forth in 42
CFR 438.230(c)(3), such that the written agreement with the Material
Subcontractor requires the Material Subcontractor to agree as follows.
See also Section 5.5.

2.3.5.4.5.1. The State, CMS, HHS Inspector General, the Comptroller
General, or their designees, have the right to audit, evaluate,
and inspect any records or systems that pertain to any
activities performed or amounts payable under this Contract.
This right exists through ten (10) years from the final date of
the contract or from the date of completion of any audit,
whichever is later, provided, however that if any of the
entities above determine that there is a reasonable
possibility of Fraud or similar risk, they may audit, evaluate,
and inspect at any time; and

2.3.5.4.5.2. The Material Subcontractor shall make its premises,
facilities, staff, equipment, records, and systems available for
the purposes of any audit, evaluation, or inspection
described immediately above.

2.3.5.4.6. Stipulate, or the Contractor shall make best efforts to stipulate,
that Massachusetts general law or Massachusetts regulation will prevail
if there is a conflict between the state law or state regulation where the
Material Subcontractor is based.

2.3.5.5. The Contractor shall monitor any Material Subcontractor's
performance on an ongoing basis and perform a formal review annually.
If any deficiencies or areas for improvement are identified, the
Contractor shall require the Material Subcontractor to take corrective
action. The Contractor shall notify EOHHS of any corrective action within
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two (2) business days of issuing such action. Upon request, the
Contractor shall provide EOHHS with a copy of the annual review and
any corrective action plans developed as a result.

2.3.5.6. Upon notifying any Material Subcontractor, or being notified by such
Material Subcontractor, of the intention to terminate such subcontract,
the Contractor shall notify EOHHS in writing no later than the same day
as such notification and shall otherwise support any necessary Enrollee
transition or related activities as described in Section 2.6, 2.8.1, 2.10.7,
and elsewhere in this Contract.

2.3.5.7. In accordance with Appendix A, the Contractor shall regularly submit
to EOHHS a report containing a list of all Material Subcontractors. Such
report shall also indicate whether any of its Material Subcontractors are
a business enterprise (for-profit) or non-profit organization certified by
the Commonwealth's Supplier Diversity Office. The Contractor shall
submit ad hoc reports, as frequently as necessary or as directed by
EOHHS, with any changes to the report.

2.3.5.8. The Contractor shall remain fully responsible for complying with and
meeting all of the terms and requirements of the Contract as well as
complying with all applicable state and federal laws, regulations, and
guidance, regardless of whether the Contractor subcontracts for
performance of any Contract responsibility. No subcontract will operate
to relieve the Contractor of its legal responsibilities under the Contract.

2.3.5.9. The Contractor shall, pursuant to the Acts of 2014, c. 165, Section
188, file with EOHHS any contracts or subcontracts for the management
and delivery of behavioral health services by specialty behavioral health
organizations to Enrollees and EOHHS shall disclose such contracts
upon request.

2.3.6. Program Integrity
2.3.6.1. General Provisions
2.3.6.1.1. The Contractor shall:

2.3.6.1.1.1. Comply with all applicable federal and state program
integrity laws and regulations regarding Fraud, Waste, and
Abuse, including but not limited to, the Social Security Act
and 42 CFR Parts 438, 455, and 456.

2.3.6.1.1.2. Implement and maintain written internal controls, policies
and procedures, and administrative and management
arrangements or procedures designed to prevent, detect,
reduce, investigate, correct and report known or suspected
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Fraud, Waste, and Abuse activities consistent with 42 CFR
438.608(a) and as further specified in this Contract.

2.3.6.1.1.3. In accordance with federal law, including but not limited to
Section 6032 of the federal Deficit Reduction Act of 2005,
make available written Fraud and Abuse policies to all
employees. If the Contractor has an employee handbook,
the Contractor shall include specific information about such
Section 6032, the Contractor’s policies, M.G.L. Ch. 12,
Section 5J, and the rights of employees to be protected as
whistleblowers.

2.3.6.1.1.4. Meet with EOHHS regularly and upon request to discuss
Fraud, Waste, and Abuse, audits, overpayment issues,
reporting issues, and best practices for program integrity
requirements.

2.3.6.1.1.5. At EOHHS'’s discretion, implement certain program integrity
requirements for providers, as specified by EOHHS,
including but not limited to implementing National Correct
Coding Initiative edits or other CMS claims
processing/provider reimbursement manuals, and mutually
agreed upon best practices for program integrity
requirements.

2.3.6.2. Compliance Plan

2.3.6.2.1. The Contractor shall, in accordance with 42 CFR 438.608(a)(1),
have a compliance plan designed to guard against Fraud, Waste, and
Abuse.

2.3.6.2.2. At a minimum, the Contractor’'s compliance plan shall include the
following:

2.3.6.2.2.1. Written policies, procedures, and standards of conduct that
articulate the Contractor's commitment to comply with all
applicable federal and state laws regarding Fraud, Waste,
and Abuse.

2.3.6.2.2.2. The designation of a compliance officer and a compliance
committee, as described in 42 CFR 438.608, that is
accountable to senior management.

2.3.6.2.2.3. Adequate Massachusetts-based staffing and resources to
investigate incidents and develop and implement plans to
assist the Contractor in preventing and detecting potential
Fraud, Waste, and Abuse activities. Staff conducting
program integrity activities for the Contractor shall be familiar
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with MassHealth and state and federal regulations on Fraud,
Waste, and Abuse.

2.3.6.2.2.4. Effective training and education for the Contractor’s
employees, including but not limited to the Contractor’'s
compliance officer and senior management.

2.3.6.2.2.5. Effective lines of communication between the compliance
officer and the Contractor’'s employees, as well as between
the compliance officer and EOHHS.

2.3.6.2.2.6. Enforcement of standards through well-publicized
disciplinary guidelines.

2.3.6.2.2.7. Provision for internal monitoring and auditing as described
in 42 CFR 438.608.

2.3.6.2.2.8. Provision for prompt response to detected offenses, and for
development of corrective action initiatives, as well as the
reporting of said offenses and corrective actions to EOHHS
as stated in this Contract and as further directed by EOHHS,
and

2.3.6.2.2.9. Communication of suspected violations of state and federal
law to EOHHS, consistent with the requirements of this
Section 2.3.6.2.

2.3.6.2.3. The Contractor’'s compliance plan shall be in place by the Contract
Operational Start Date and in a form and format specified by EOHHS.
The Contractor shall provide EOHHS with its compliance plan in
accordance with Appendix A, annually, and when otherwise requested.
The Contractor shall make any modifications requested by EOHHS
within thirty (30) calendar days of a request.

2.3.6.3. Anti-Fraud, Waste, and Abuse Plan
2.3.6.3.1. The Contractor shall have an anti-Fraud, Waste, and Abuse plan.

2.3.6.3.2. The Contractor’s anti-Fraud, Waste, and Abuse plan shall, at a
minimum:

2.3.6.3.2.1. Require reporting of suspected and confirmed Fraud,
Waste, and Abuse consistent with this Contract;

2.3.6.3.2.2. Include a risk assessment of the Contractor’s various
Fraud, Waste, and Abuse and program integrity processes,
a listing of the Contractor’s top three vulnerable areas, and
an outline of action plans in mitigating such risks;
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2.3.6.3.2.2.1. The Contractor shall submit to EOHHS this risk
assessment quarterly at EOHHS’s request and
immediately after a program integrity related action,
including financial-related actions (such as
overpayment, repayment, and fines).

2.3.6.3.2.2.2. With such submission, the Contractor shall provide
details of such action and outline activities for
employee education of federal and state laws and
regulations related to Medicaid program integrity and
the prevention of Fraud, Waste, and Abuse to ensure
that all of its officers, directors, managers and
employees know and understand the provisions of the
Contractor’s compliance plan and anti-Fraud, Waste,
and Abuse plan.

2.3.6.3.2.3. Outline activities for Provider education of federal and
state laws and regulations related to Medicaid program
integrity and the prevention of Fraud, Waste, and Abuse,
specifically related to identifying and educating targeted
Providers with patterns of incorrect billing practices or
overpayments;

2.3.6.3.2.4. Contain procedures designed to prevent and detect Fraud,
Waste, and Abuse in the administration and delivery of
services under this Contract; and

2.3.6.3.2.5. Include a description of the specific controls in place for
prevention and detection of potential or suspected Fraud,
Waste, and Abuse, such as:

2.3.6.3.2.5.1. A list of automated pre-payment claims edits,
2.3.6.3.2.5.2. Alist of automated post-payment claims edits,

2.3.6.3.2.5.3. A description of desk and onsite audits performed on
post-processing review of claims,

2.3.6.3.2.5.4. A list of reports of Provider profiling and credentialing
used to aid program and payment integrity reviews,

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

2.3.6.3.2.5.6. A list of provisions in the Material Subcontractor and
Provider Contracts that ensure the integrity of provider
credentials.
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2.3.6.3.2.6. The Contractor shall have its anti-Fraud, Waste, and Abuse
plan in place by the Contract Operational Start Date and in a
form and format specified by EOHHS. The Contractor shall
provide EOHHS with its compliance plan in accordance with
Appendix A, annually, and when otherwise requested. The
Contractor shall make any modifications requested by
EOHHS within thirty (30) calendar days of a request.

2.3.6.4. Overpayments
2.3.6.4.1. Reporting MassHealth Overpayments to EOHHS

2.3.6.4.1.1. This Section 2.3.6.4 shall apply to overpayments for
Medicaid-primary services, this Section 2.3.6.4 shall not
apply to overpayments for Medicare covered services.

2.3.6.4.1.2. The Contractor shall report MassHealth overpayments to
EOHHS using the following reports as specified below and in
Appendix A,

2.3.6.4.1.2.1. Notification of Provider Overpayments Report,
2.3.6.4.1.2.2. Fraud and Abuse Notification Report,

2.3.6.4.1.2.3. Summary of Provider Overpayments Report;
2.3.6.4.1.2.4. Self-Reported Disclosures Report; and

2.3.6.4.1.2.5. Monthly Identified and Recovered Overpayment Report

2.3.6.4.1.3. In accordance with Appendix A, the Contractor shall
submit to EOHHS the Notification of Provider Overpayments
Report and Fraud and Abuse Notification Report no later
than five (5) business days after the identification of the
overpayment.

2.3.6.4.1.4. In accordance with Appendix A, the Contractor shall
submit to EOHHS the Summary of Provider Overpayments
Report as follows:

2.3.6.4.1.4.1. The Contractor shall report all overpayments identified,
including but not limited to those resulting from
potential Fraud, as further specified by EOHHS,

2.3.6.4.1.4.2. The Contractor shall, as further specified by EOHHS,
report all overpayments identified during the Contract
Year, regardless of dates of service, and all
investigatory and recovery activity related to those
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2.3.6.4.1.4.3.

overpayments. This report shall reflect all cumulative
activity for the entire contract year plus six (6) months
after the end of the contract year,

For any overpayments that remain unrecovered for
more than six (6) months after the end of the Contract
Year, the Contractor shall continue to report all
cumulative activity on such overpayments until all
collection activity is completed.

2.3.6.4.2. Identifying and Recovering Overpayments:

2.3.6.4.2.1. If the Contractor identifies an overpayment prior to EOHHS:

2.3.6.4.21.1.

2.3.6.4.21.2.

The Contractor shall recover the overpayment and may
retain any overpayments collected.

In the event the Contractor does not recover an
overpayment first identified by the Contractor within
one hundred and eighty (180) days after such
identification, the Contractor shall provide justification
in the Summary of Provider Overpayments report for
any initial overpayment amounts identified but not
recovered. EOHHS may, at its sole discretion, apply a
Capitation Payment deduction equal to the amount of
the overpayment identified but not collected in
accordance with this Section 2.3.6.4.2.

2.3.6.4.2.2. If EOHHS identifies an overpayment prior to the Contractor
that the Contractor did not identify and report to EOHHS in
accordance with all applicable Contract requirements:

2.3.6.4.2.21.

2.3.6.4.2.2.2.

2.3.6.4.2.2.3.

Within 90 days of EOHHS’s notification of the
overpayment, the Contractor shall investigate the
associated claims and notify EOHHS as to whether the
Contractor agrees with or disputes EOHHS'’s findings,
in the Response to Overpayments Identified by
EOHHS Report as specified in Appendix A.

If the Contractor disputes EOHHS’s finding, the
Contractor’s response shall provide a detailed
description of the reasons for the dispute, listing the
claim(s) and amount of each overpayment in dispute.

If the Contractor agrees with EOHHS’s finding:

2.3.6.4.2.2.3.1. The Contractor’s response shall provide the

amount of each overpayment agreed to.
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2.3.6.4.2.2.3.2. The Contractor shall complete collections of

2.3.6.4.2.2.4.

2.3.6.4.2.2.5.

2.3.6.4.2.2.6.

2.3.64.2.2.7.

2.3.6.4.2.2.8.

such agreed-upon overpayments. The Contractor
shall submit a report to EOHHS of such collections
within ninety (90) days of the Contractor’s response
to EOHHS'’s natification, in the Agreed Upon
Overpayments Collection Report as specified in
Appendix A.

In the event the Contractor recovers an agreed-upon
overpayment first identified by EOHHS within ninety
(90) days of the Contractor’s response to EOHHS’s
notification, EOHHS may, at its sole discretion, apply a
Capitation Payment deduction equal to 80% of the
agreed-upon overpayment amount in accordance with
this Section 2.3.6.4.2. The Contractor shall retain the
remaining 20% of the agreed-upon overpayment
amount collected. In the event EOHHS determines that
there is a valid justification for any agreed-upon
overpayment amounts that cannot be collected (e.g.,
MFD hold), this Capitation Payment deduction shall be
calculated based on the amount collected instead of
the initial agreed-upon overpayment amount.

In the event the Contractor does not recover an
overpayment first identified by EOHHS within ninety
(90) days of the Contractor’s response to EOHHS’s
notification, without providing sufficient justification for
any initial overpayment amounts identified but not
recovered as determined by EOHHS, EOHHS may, at
its sole discretion, apply a Capitation Payment
deduction equal to the amount of the overpayment
identified but not collected in accordance with this
Section 2.3.6.4.2.

No Capitation Payment deductions shall apply to any
amount of a recovery to be retained under the False
Claims Act cases.

EOHHS shall calculate, following the end of the
Contract Year, all Capitation Payment deductions for
the prior Contract Year pursuant to this Section
2.3.6.4.2.

In the alternative to the above process, EOHHS may, in

its discretion, recover the overpayment and may retain
any overpayments collected.
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2.3.6.4.3. Other Requirements Regarding Overpayments

2.3.6.4.3.1. The Contractor shall maintain and require its Providers to
use a mechanism for the Provider to report when it has
received an overpayment, to return the overpayment to the
Contractor within sixty (60) calendar days of the identification
of the overpayment, and to notify the Contractor in writing of
the reason for the overpayment. The Contractor shall report
any such notifications by its Providers to EOHHS in the Self-
Reported Disclosures report.

2.3.6.4.3.2. The Contractor may not act to recoup improperly paid
funds or withhold funds potentially due to a Provider when
the issues, services or claims upon which the recoupment or
withhold is based on the following:

2.3.6.4.3.2.1. The improperly paid funds were recovered from the
Provider by EOHHS, the federal government or their
designees, as part of a criminal prosecution where the
plan had no right of participation, or

2.3.6.4.3.2.2. The improperly paid funds currently being investigated
by EOHHS are the subject of pending federal or state
litigation or investigation, or are being audited by
EOHHS, the Office of the State Auditor, CMS, Office of
the Inspector General, or any of their agents.

2.3.6.5. Suspected Fraud
2.3.6.5.1. Contractor Obligations

2.3.6.5.1.1. Report, within five (5) business days, in accordance with
Appendix A and all other Contract requirements, any
allegation of Fraud, Waste, or Abuse regarding an EOHHS
client or Commonwealth contractor as defined under 42 CFR
455.2 or other applicable law to EOHHS;

2.3.6.5.1.2. Notify EOHHS and receive EOHHS’s approval to make
such contact, prior to initiating contact with a Provider
suspected of Fraud about the suspected activity;

2.3.6.5.1.3. Take no action on any claims which form the basis of a
Fraud referral to EOHHS, including refraining from voiding or
denying such claims, as well as refraining from any attempts
to collect overpayments on such claims;

2.3.6.5.1.4. Provide to EOHHS an annual certification, in a form and
format specified by EOHHS, attesting that the Contractor
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satisfies all Contract requirements regarding suspected
Fraud including but not limited to the requirement to report
any allegation of Fraud to EOHHS; and

2.3.6.5.1.5. Suspend payments to Providers for which EOHHS
determines there is a credible allegation of Fraud pursuant to
42 CFR 455.23, or as further directed by EOHHS, unless
EOHHS identifies or approves the Contractor’s request for a
good cause exception as set forth in Section 2.9.8.2.10.

2.3.6.5.1.5.1.

2.3.6.5.1.5.2.

2.3.6.5.1.5.3.

As further directed by EOHHS, after the conclusion of a
Fraud investigation that results in a verdict or
settlement obtained by the Office of the Attorney
General (AGO) Medicaid Fraud Division, the Contractor
shall disburse to EOHHS any money the Contractor
held in a payment suspension account connected to
the investigation to account for the verdict or
settlement.

As further directed by EOHHS, if the amount of money
the Contractor held in the payment suspension account
exceeds the Provider’s liability under the verdict or
settlement, the Contractor shall release to the Provider
the amount of money that exceeds the Provider’'s
liability under the verdict or settlement.

As further directed by EOHHS, if EOHHS determines
the Contractor may receive a finders’ fee performance
incentive as described in Section 4.7.3 below, the
Contractor may retain any money in a payment
suspension account necessary to satisfy all or part of
the amount of such finders’ fee performance incentive.
If the Contractor is entitled to a finder’s fee
performance incentive in an amount greater than the
amount held in a payment suspension account,
EOHHS will pay the Contractor the difference between
the amount of the performance incentive and the
amount in the payment suspension account.

2.3.6.5.1.6. The Contractor and, where applicable, its Material
Subcontractors shall cooperate, as reasonably requested in
writing, with the Office of the Attorney General’s Medicaid
Fraud Division (MFD), the Office of the State Auditor’'s
Bureau of Special Investigations (BSl), or other applicable
enforcement agency. Such cooperation shall include, but not
be limited to, providing at no charge, prompt access and
copies of any documents and other available information
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determined necessary by such agencies to carry out their
responsibilities regarding Fraud and Abuse, maintaining the
confidentiality of any such investigations, and making
knowledgeable staff available at no charge to support any
investigation, court, or administrative proceeding.

2.3.6.5.2. Monetary Recoveries by the Office of the Attorney General’s
Medicaid Fraud Division

2.3.6.5.2.1. Except as otherwise provided within this Section 2.3.6.5.2,
EOHHS shall retain all monetary recoveries made by MFD
arising out of a verdict or settlement with Providers.

2.3.6.5.2.2. The Contractor shall receive a finders’ fee performance
incentive as follows:

2.3.6.5.2.2.1. To receive the finders’ fee performance incentive, the
Contractor shall satisfy, in EOHHS’s determination, the
following requirements as they relate to MFD’s case
against a Provider.

2.3.6.5.2.2.1.1. The Contractor made a fraud referral to EOHHS
pursuant to Section 2.3.6.5;

2.3.6.5.2.2.1.2. The Contractor’s fraud referral provided
sufficient details regarding the Provider(s), conduct,
and time period of the allegation(s) of Fraud at
issue;

2.3.6.5.2.2.1.3. The Contractor attests, in a form and format
specified by EOHHS, that the fraud referral arose
out of the Contractor’s own investigatory activity that
led to the identification of the allegation(s) of fraud at
issue;

2.3.6.5.2.2.1.4. The Contractor complies with all other
obligations in Section 4.7.3;

2.3.6.5.2.2.1.5. The Contractor made its Fraud referral to
EOHHS prior to MFD’s investigation becoming
public knowledge; and

2.3.6.5.2.2.1.6. The basis of the Contractor’s Fraud referral —
the specific Provider and allegedly fraudulent
conduct — is the subject of a verdict or settlement
achieved by MFD with a Provider that requires the
Provider to pay EOHHS.
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2.3.6.5.2.2.2. The amount of the finders’ fee performance incentive,
as determined by EOHHS, shall be as set forth in
Section 4.7.3.

2.3.6.5.2.3. The Contractor shall abide by and adhere to any release of
liability regarding a provider in any verdict or settlement
signed by MFD or EOHHS.

2.3.6.6. Other Program Integrity Requirements

2.3.6.6.1. Prior to initiating an audit, investigation, review, recoupment, or
withhold, or involuntarily termination of a Provider, the Contractor shall
request from EOHHS deconfliction, cease all activity, and wait to
receive permission from EOHHS to proceed. The Contractor shall wait
until EOHHS either grants the deconfliction request or notifies the
Contractor to continue to cease activity so as not to interfere in a law
enforcement investigation or other law enforcement activities.

2.3.6.6.2. The Contractor shall notify EOHHS within two (2) business days
after contact by the Medicaid Fraud Division, the Bureau of Special
Investigations or any other investigative authorities conducting Fraud
and Abuse investigations, unless specifically directed by the
investigative authorities not to notify EOHHS. The Contractor, and
where applicable any Material Subcontractors, shall cooperate fully with
the Medical Fraud Division, Bureau of Special Investigations, and other
agencies that conduct investigations, full cooperation includes, but is
not limited to, timely exchange of information and strategies for
addressing Fraud and Abuse, as well as allowing prompt direct access
to information, free copies of documents, and other available
information related to program violations, while maintaining the
confidentiality of any investigation. The Contractor shall make
knowledgeable employees available at no charge to support any
investigation, court, or administrative proceeding.

2.3.6.6.3. The Contractor shall report promptly to EOHHS, in accordance
with Appendix A and all other Contract requirements, when it receives
information about an Enrollee’s circumstances that may affect their
MassHealth eligibility, including but not limited to a change in the
Enrollee’s residence and the death of the Enrollee.

2.3.6.6.4. The Contractor shall report no later than five (5) business days to
EOHHS, in accordance with Appendix A and all other Contract
requirements, when it receives information about a Provider’s
circumstances that may affect its ability to participate in the Contractor’'s
network or in MassHealth, including but not limited to the termination of
the Provider’s contract with the Contractor.
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2.3.6.6.5. The Contractor shall verify, in accordance with other Contract
requirements, through sampling, whether One Care Covered Services
that were represented to be delivered by Providers were received by
Enrollees. The Contractor shall report the identification of any
overpayments related to One Care Covered Services that were
represented to be delivered by Providers but not received by Enrollees
in the following reports as set forth in Appendix A: Fraud and Abuse
Notification, Notification of Provider Overpayments, and Summary of
Provider Overpayments report.

2.3.6.6.6. The Contractor shall provide employees, as well as Material
Subcontractors and agents, 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 whistleblower protections.

2.3.6.6.6.1. The Contractor shall comply with all federal requirements
for employee education about false claims laws under 42
U.S.C. §1396a(a)(68) if the Contractor received or made
Medicaid payments in the amount of at least $5 million
during the prior Federal fiscal year.

2.3.6.6.6.2. If the Contractor is subject to such federal requirements,
the Contractor shall:

2.3.6.6.6.2.1. On or before April 30th of each Contract Year, or such
other date as specified by EOHHS, provide written
certification, in accordance with Appendix A or in
another form acceptable to EOHHS, and signed under
the pains and penalties of perjury, of compliance with
such federal requirements,

2.3.6.6.6.2.2. Make available to EOHHS, upon request, a copy of all
written policies implemented in accordance with 42
U.S.C. §1396a(a)(68), any employee handbook, and
such other information as EOHHS may deem
necessary to determine compliance, and

2.3.6.6.6.3. Failure to comply with this Section 2.3.6.6 may result in
intermediate sanctions in accordance with Section 5.4.

2.3.6.6.7. The Contractor shall designate a Fraud and Abuse prevention
coordinator responsible for the following activities. Such coordinator
may be the Contractor’'s compliance officer. The Fraud and Abuse
prevention coordinator shall:

2.3.6.6.7.1. Assess and strengthen internal controls to ensure claims
are submitted and payments properly made;
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2.3.6.6.7.2. Develop and implement an automated reporting protocol
within the claims processing system to identify billing
patterns that may suggest Provider and Enrollee Fraud and
shall, at a minimum, monitor for under-utilization or over-
utilization of services;

2.3.6.6.7.3. Conduct regular reviews and audits of operations to guard
against Fraud and Abuse;

2.3.6.6.7.4. Receive all referrals from employees, Enrollees, or
Providers involving cases of suspected Fraud and Abuse
and developing protocols to triage all referrals involving
suspected Fraud and Abuse;

2.3.6.6.7.5. Educate employees, Providers, and Enrollees about Fraud
and how to report it, including informing employees of their
protections when reporting fraudulent activities per Mass.
Gen. Laws Ch. 12, Section 5J; and

2.3.6.6.7.6. Establish mechanisms to receive, process, and effectively
respond to complaints of suspected Fraud and Abuse from
employees, Providers, and Enrollees, and report such
information to EOHHS.

2.3.6.6.8. In accordance with M.G.L. Ch. 12, Section 5J, do not discriminate
against an employee for reporting a fraudulent activity or for cooperating
in any government or law enforcement authority’s investigation or
prosecution,

2.3.6.6.9. Upon a complaint of Fraud, Waste, or Abuse from any source or
upon identifying any questionable practices, the Contractor shall report
the matter in writing to EOHHS within five (5) business days,

2.3.6.6.10. Make diligent efforts to recover improper payments or funds
misspent due to fraudulent, wasteful, or abusive actions by the
Contractor, its parent organization, its Providers, or its Material
Subcontractors,

2.3.6.6.11. Require Providers to implement timely corrective actions related
to program integrity matters as approved by EOHHS or terminate
Provider Contracts, as appropriate,

2.3.6.6.12. In accordance with Appendix A, submit a Summary of Provider
Overpayments report in a form and format, and at times, specified by
EOHHS, and submit ad hoc reports related to program integrity matters
as needed or as requested by EOHHS,
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2.3.6.6.13. In accordance with Appendix A, have the CEO or CFO certify in
writing to EOHHS that after a diligent inquiry, to the best of their
knowledge and belief, the Contractor is in compliance with this Contract
as it relates to program integrity requirements and has not been made
aware of any instances of Fraud and Abuse other than those that have
been reported by the Contractor in writing to EOHHS.

2.3.6.7. Screening Employees and Material Subcontractors

2.3.6.7.1. In addition to the requirements set forth in Section 2.9.8, the
Contractor shall screen employees and Material Subcontractors by
searching the Office of the Inspector General List of Excluded
Individuals Entities and the other databases listed in Appendix | to
determine if any such individuals or entities are excluded from
participation in federal health care programs.

2.3.6.7.2. The Contractor shall conduct such screening upon initial hiring or
contracting and on an ongoing monthly basis, or other frequency
specified at Appendix I.

2.3.6.7.3. The Contractor shall notify EOHHS of any discovered exclusion of
an employee or Material Subcontractor within two (2) business days of
discovery.

2.3.6.7.4. The Contractor shall require its Providers to also comply with the
requirements of this Section 2.3.6.7 with respect to its own employees
and Material Subcontractors.

2.3.6.8. Screening Providers

2.3.6.8.1. The Contractor shall screen Providers in accordance with the
requirements set forth in Section 2.9.8.

2.3.7. Continuity of Operations Plan

2.3.7.1. The Contractor shall maintain a continuity of operations plan that
addresses how the Contractor’s, and Material Subcontractor’s
operations shall be maintained in the event of a natural disaster, terrorist
attack, pandemic, or other event which leads to a significant disruption in
operations due to staff absence and/or loss of utilities. The Contractor
shall provide copies of such plan with EOHHS upon request and shall
inform EOHHS whenever such plan shall be implemented.

2.4. Eligibility, Enrollment, and Initial Outreach
2.4.1. Eligible Populations

2.4.1.1. To be eligible to enroll in One Care, an individual shall:
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2.41.1.1. Be 21 through 64 years of age at the time of enrollment;
2.4.1.1.2. Reside in the Commonwealth;

2.4.1.1.3. Be enrolled in Medicare Parts A and B and eligible for Part D;
2.4.1.1.4. Be enrolled in MassHealth Standard or CommonHealth;
2.4.1.1.5. Have no other comprehensive private or public health insurance;
2.4.1.1.6. Not have presumptive eligibility;

2.4.1.1.7. Not be subject to a six-month deductible period under 130 CMR
520.028;

2.4.1.1.8. Not be a refugee described at 130 CMR 522.002; and

2.4.1.1.9. Not be excluded on the One Care Effective Enrollment Date for
any reason described in Section 2.4.2.

2.4.1.2. Continued Enroliment at Age 65

2.4.1.2.1. Individuals who reach 65 years of age while enrolled in a One
Care Plan may remain enrolled in the One Care Plan provided that
those individuals continue to meet all other eligibility requirements
described in Section 2.4.1.1.

2.4.2. Concurrent Exclusion Reasons

2.4.2.1. Individuals residing in an Intermediate Care Facility operated by the
Massachusetts Department of Developmental Services (DDS) may not
be enrolled in One Care.

2.4.2.2. Individuals enrolled in HCBS waivers who meet the eligibility criteria
for One Care may enroll in a One Care Plan, with One Care enrollment
taking effect on the first day of the first month following the individual’s
disenrollment from the HCBS waiver.

2.4.2.3. Individuals enrolled in PACE, another Medicare Advantage Plan, or a
Medicare Part D Plan may enroll in a One Care Plan, with One Care
enrollment taking effect on the first day of the first month following the
individual’'s disenrollment from their PACE, Medicare Advantage, or Part
D Plan.

2.4.3. Eligibility Verification

2.4.3.1. Prior to submitting an enroliment to EOHHS, the Contractor shall
verify through EOHHS'’s electronic online Eligibility Verification System
(EVS) that the MassHealth Member is eligible for MassHealth Standard
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or MassHealth CommonHealth, and otherwise meets One Care
participation requirements, including eligibility for Medicare, as described
in Section 2.4.1.

2.4.3.2. If the Enrollee is covered under a different comprehensive healthcare
product, including those operated by the Contractor (including
commercial plans, and Qualified Health Plans offered through the
Exchange), the Contractor shall promptly submit to EOHHS a completed
Third-Party Liability (TPL) Indicator Form in accordance with EOHHS’s
specifications.

2.4.3.3. The Contractor shall instruct and assist the Contractor’s Providers in
the process and need for verifying an Enrollee’s MassHealth eligibility
and enrollment prior to providing any service at each point of service,
through EOHHS’s Eligibility Verification System (EVS), provided,
however, the Contractor and its Providers shall not require such
verification prior to providing Emergency Services.

2.4.4. Eligibility and Enrollment Resources

2.4.4 1. The Contractor shall direct all inquiries about MassHealth eligibility
coverage that the Contractor may receive from Enrollees or their
representatives, as well as former or prospective Enrollees and their
representatives, to the MassHealth customer service vendor as
applicable. For inquiries received by phone, the Contractor shall make
their best efforts to connect the caller to the MassHealth customer
service line. For eligibility- related inquiries the Contractor may receive
through other media, or when the MassHealth 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 MassHealth customer service line within a reasonable period of time.
The Contractor shall document all measures the Contractor took to
address the eligibility-related inquiries, including their efforts to connect
the caller to the MassHealth customer service line. The Contractor shall
make this information available to EOHHS upon request.

2.4.4.2. The Contractor shall direct all requests for individual Medicare
insurance information, counseling, and assistance to the SHINE
(Serving the Health Insurance Needs of Everyone) Program, the
Massachusetts State Health Insurance Assistance Program (SHIP),
SHINE is a free, nonbiased resource for individuals to understand the
insurance options available to them, or to 1-800-Medicare.

2.4.4.3. The Contractor shall provide EOHHS with access to enroliment
packages, Marketing materials, and educational materials to use as
training materials and reference guides about One Care and the
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Contractor’s Plan, and to be distributed by EOHHS’s customer service
vendor to Members upon request by EOHHS.

2.4.5. MassHealth Benefit Request and Eligibility Redetermination Assistance
2.4.5.1. The Contractor shall:

2.4.5.1.1. Actively track redetermination due dates, including with
information provided by EOHHS;

2.4.5.1.2. No later than thirty (30) days prior to the Enrollee’s MassHealth
redetermination date, contact the Enrollee and provide assistance (if
required) to complete and return to MassHealth the redetermination
form;

2.4.5.1.3. Assertively support Enrollees to resolve redetermination requests
with EOHHS;

2.4.5.1.4. Make best efforts to proactively assist Enrollees to remain
continuously enrolled in their One Care Plan when they are likely to be
found eligible through a redetermination process;

2.4.5.1.5. Make best efforts to help Enrollees avoid lapses in their
MassHealth eligibility; and

2.4.5.1.6. Communicate with Enrollees to help them renew their MassHealth
coverage. The Contractor is authorized and directed to make
appropriate use of prerecorded or artificial autodialed calls and
automated texts in compliance with the Federal Communications
Commission January 23, 2023, Declaratory Ruling. The Contractor shall
consult its legal counsel about the appropriate use of autodialed calls
and automated texts to Enrollees pursuant to the FCC Declaratory
Ruling. The Contractor shall be responsible for complying with the
ruling.

2.4.5.2. The Contractor shall assist Enrollees with completing eligibility
redetermination activities as follows. The Contractor shall:

2.4.5.2.1. Explain to Enrollees the forms used to apply for MassHealth
Benefits (e.g., ACA-3, SACA-2);

2.4.5.2.2. Assist MassHealth applicants in applying for MassHealth,
including support completing and submitting MassHealth forms;

2.4.5.2.3. Provide assistance to Enrollees with the completion of the annual

Eligibility Redetermination Verification form and other MassHealth
Eligibility forms, including assistance with completing and submitting
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MassHealth forms, gathering necessary documentation, and addressing
logistical barriers; and

2.4.5.2.4. Refer Enrollees to the MassHealth customer service center as
needed or to other specific resources as directed by EOHHS.

2.4.6. Enrollment
2.4.6.1. Enrollment Processing

2.4.6.1.1. Enroliment and disenrollment shall be processed through the One
Care Plan, consistent with the Effective Enrollment Date requirements
outlined in Section 2.4.6.2, and the requirements for marketing,
education, and enrollment activities described in Section 2.12.1.

2.4.6.1.2. At EOHHS’s discretion, EOHHS may require the Contractor to opt
into the Medicare Online Enrollment Center (OEC) to receive Medicare
Enroliment and Disenroliment requests for its One Care Plan; upon
such direction from EOHHS, the Contractor shall opt in and maintain
participation in the OEC throughout the Contract Term.

2.4.6.1.3. The Contractor shall:

2.4.6.1.3.1. Have a mechanism for sending and receiving timely
information about all Enrollees, including confirmation of the
Effective Enroliment Date, from CMS and MassHealth
systems;

2.4.6.1.3.2. Submit enrollment requests to EOHHS via the Provider
Online Service Center on behalf of MassHealth Members
eligible for, and seeking to enroll in, the Contractor’s One
Care Plan;

2.4.6.1.3.3. Submit and receive aligned enrollment transactions to CMS
or its designee for Medicare coverage through the
Contractor’'s One Care Plan, in accordance with CMS
requirements;

2.4.6.1.3.4. Maintain aligned Medicare and Medicaid enrollments in the
Contractor’s One Care Plan;

2.4.6.1.3.5. On each business day, obtain from EOHHS, the daily and
monthly (as available) via the HIPAA 834 Enrollment Files,
and process information pertaining to all enrollments in the
Contractor’s Plan, including the Effective Date of Enroliment;
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2.4.6.1.3.6. The Contractor’s internal enrollment system shall be
configured to automatically ingest these files and use them
for the following purposes:

2.4.6.1.3.6.1. Enroliment and Disenrollment Tracking: Monitor and
confirm all member enroliments and disenrollments as
provided in the 834 files;

2.4.6.1.3.6.2. Aid Category Changes: Accurately track any changes
in member aid categories as reported in the files;

2.4.6.1.3.6.3. Disenrollment Date Calculation: Calculate the
appropriate disenrollment date when a member’s aid
category change necessitates disenrollment from the
plan. The calculated disenrollment date must comply
with the advance notice requirements described in this
Contract and in Medicare Enrollment Guidelines; and

2.4.6.1.3.6.4. Demographic Changes: Track and update any member
demographic changes as provided in the HIPAA 834
Enroliment Files.

2.4.6.2. Enrollment Policy
2.4.6.2.1. General

2.4.6.2.1.1. Enrollment in One Care is voluntary. The first Effective
Enroliment Date under this Contract is scheduled for no
earlier than January 1, 2026.

2.4.6.2.1.2. The Contractor shall submit clinical assessment information
(MDS-HC or its successor, as described in Section 2.5.1) to
EOHHS to assign an Enrollee to a different Rating Category.

2.4.6.2.1.3. Enroliments received, approved, processed, and confirmed
via the MassHealth Medicaid Management Information
System (MMIS) by the last business day of the month will be
effective on the first calendar day of the following month.

2.4.6.2.1.4. The Contractor shall be responsible to provide or arrange,
and to pay for all One Care Covered Services required to be
provided by the Contractor to Enrollees under this Contract
for each Enrollee as of 12:01 a.m. on the Effective
Enrollment Date for the Enrollee, even if the Contractor is
not notified of an Enrollee’s enrollment into the Contractor’'s
One Care Plan until after such Enrollee’s Effective
Enrollment Date. As specified by EOHHS, the Contractor’'s
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responsibilities under this section continue until such time as
provided in Section 2.4.3.

2.4.6.2.1.5. Enrollment in the Contractor’s Plan shall occur at the sole
discretion of the Member or EOHHS, except for
Reinstatement as described in Section 2.4.7, to ensure
Exclusively Aligned Enrollment as required in Section
2.4.10, or as described in Section 2.4.9.

2.4.6.2.1.6. Subject to the eligibility requirements set forth in 130 CMR
508 et seq. and in Section 2.4.1. above, the Contractor shall
accept for enroliment all eligible MassHealth Members
seeking enrollment in the order in which they seek to join the
Contractor’s Plan or are assigned to the Contractor’s Plan,
without restriction.

2.4.6.2.1.7. The Contractor shall notify EOHHS of any third-party
liability in accordance with Section 2.17.8.1.

2.4.6.2.1.8. The Contractor shall inform the Member that enrolling in
One Care ends the Member’s enrollment in their current
PACE, a Medicare Advantage Plan that is not a One Care
Plan, or a Medicare Part D Plan, prior to the effective date of
their One Care Plan enroliment.

2.4.6.2.1.9. The Contractor shall accept for enrollment in the
Contractor’s Plan all eligible MassHealth Members seeking
enrollment at any time without regard to income status,
physical or mental condition (such as cognitive, intellectual,
mobility, psychiatric, or sensory disabilities as further defined
by EOHHS), age, sex, 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.

2.4.6.2.1.10. 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.

2.4.6.2.2. Member Consent

2.4.6.2.2.1. The Contractor shall utilize integrated enroliment forms,
modalities, and methods permitted pursuant 42 CFR 422
subpart V, to the Medicare Communication and Marketing
Guidance and approved by EOHHS.

2.4.6.2.2.2. The Contractor shall provide a range of methods (e.g.,
electronic submission, paper form submission, telephonic
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with signature, etc.) accessible to individuals with various
disabilities, functional needs, and accessibility needs for
Members to use to Enroll into or Disenroll from the
Contractor’s One Care Plan.

2.4.6.2.2.3. The Contractor shall establish and execute policies and
procedures that provide mechanisms by which an Enrollee
or Authorized Representative can sign or otherwise convey
agreement (i.e., recorded verbal consent) to Enroll in and
Disenroll from the Contractor’'s One Care Plan.

2.4.6.2.2.4. The Contractor shall accept requests to Enroll in or
Disenroll from the Contractor’'s One Care Plan from the
MassHealth Member or their Authorized Representative via
telephone but shall confirm Member consent by obtaining
the Member's or their Authorized Representative’s signature
on an enrollment or disenrollment form, including an
electronic form. The Contractor may use alternative means
of consent only for Members who are not able to provide a
signature as an accessibility accommodation.

2.4.6.2.2.5. Only the MassHealth Member or their Authorized
Representative may make voluntary Enroliment or
Disenrollment decisions and provide authorization (i.e.,
consent) for such actions.

2.4.6.2.2.6. The Contractor shall document Member consent to enroll
into or disenroll from One Care in accordance with all
applicable rules and guidance and as further directed by
EOHHS.

2.4.6.2.2.7. The Contractor shall maintain records of all such Member
consent and provide such records to EOHHS for review
upon request.

2.4.7. Reinstatement
2.4.7.1. RESERVED.

2.4.7.2. Enrollees age sixty-five (65) and older, including Enrollees who turn
sixty-five (65) during a period of disenrollment related to MassHealth
eligibility changes, may, within twelve (12) months of the disenroliment
from One Care, re-enroll in the Contractor’s One Care Plan if they
otherwise meet the One Care Participation requirements in Section
241.

2.4.8. Deemed Eligibility
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2.4.8.1. The Contractor shall provide Medicare continued Deemed Eligibility
for no less than thirty (30) days from the issue date of the required
advance notice of Medicare disenrollment from the D-SNP due to loss of
special needs status, as required by 42 CFR 422.52(d) and Chapter 2 of
the Medicare Managed Care Manual.

2.4.8.2. Medicare Covered Services and enrollment shall extend through the
last day of the calendar month of the required Deemed Eligibility period,
and shall not be cancelled retroactively, unless approved by EOHHS.

2.4.8.3. During the Deemed Eligibility period, the Contractor shall provide
continued Medicare enrollment and coverage through the Contractor’s
One Care D-SNP as described in this Section 2.4.8, concurrent with
Medicaid enrollment and coverage as described in Section 2.4.12
through the Contractor's One Care Medicaid managed care
organization.

2.4.8.4. The Contractor shall make best efforts to maintain aligned Medicare
and Medicaid enroliment periods and shall provide concurrent Medicare
and Medicaid coverage (to the extent Medicaid coverage is available per
Section 2.4.12) for Enrollees during any Medicare Deemed Eligibility
period.

2.4.9. Default Enrollment

2.4.9.1. The Contractor shall request and subsequently receive EOHHS’s
advance approval in writing prior to using the Default Enrollment process
established by CMS in 42 CFR §§ 422.66(c), 422.68(a), and Section
40.1.5 of the Medicare Advantage and Part D Enrollment and
Disenrollment Guidance. EOHHS may revoke its approval for a
Contractor to conduct Default Enroliment at any time.

2.4.10. FIDE SNP Exclusively Aligned Enrollment in MassHealth and Medicare
Coverage

2.4.10.1. In accordance with Section 2.1, prior to commencing the initial
enroliment of MassHealth Members, the Contractor shall demonstrate to
EOHHS that it has been designated by CMS as a Medicare Advantage
Special Needs Plan for persons dually eligible for Medicare and
Medicaid and has Medicare Part D authority in each county approved by
EOHHS to be served by the Contractor under this Contract.

2.4.10.2. The Contractor shall operate a One Care Plan that meets the
requirements of a Medicare Advantage Fully Integrated Dual Eligible
Special Needs Plan (FIDE SNP), and shall provide Exclusively Aligned
Enroliment for Dual Eligible individuals as follows:
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2.4.10.2.1. Eligible individuals choosing to participate in One Care shall
enroll for both their Medicare and their MassHealth coverage through a
single One Care Plan; and

2.4.10.2.2. Dual Eligible individuals may not be enrolled in a One Care Plan
for only their Medicare or their MassHealth coverage.

2.4.10.3. Individuals enrolled in Medicare but not eligible for MassHealth
Standard or MassHealth CommonHealth (i.e., not a Dual Eligible) are
not eligible to enroll in One Care, including in the Contractor’s One Care
D-SNP for their Medicare coverage.

2.4.10.4. The Contractor shall conduct enroliments and disenrollments for
Dual Eligible individuals to always ensure the individual’s MassHealth
and Medicare enrollments are aligned and maintained with the same
One Care Plan.

2.4.10.5. The legal entity holding a contract with CMS for the FIDE SNP
covered under this Contract receives direct capitation from EOHHS to
provide coverage of the Medicaid benefits described in Appendix C.

2.4.10.6. In an instance when an individual’'s Effective Enrollment Date is later
than the first calendar day of the following month, the Contractor shall
hold the Medicaid enrollment or disenrollment transaction and shall
submit it to MMIS no sooner than the first day of the month preceding
the Effective Enroliment Date of the Medicare enrollment. The
Contractor shall make best efforts to ensure MassHealth and Medicare
enrollment effective dates remain aligned.

2.4.11. Limiting or Suspending Enroliment

2.4.11.1. The Contractor shall accept new enrollments as described in
Section 2.4.6 unless, with at least thirty (30) calendar days advance
notice, the Contractor requests and receives EOHHS’ approval to limit
enrollment for a predetermined amount of time, including in accordance
with 42 CFR 422.60;

2.411.2. EOHHS may require the Contractor to suspend new Medicaid
enrolliments within six (6) months (or less) of the end date of the
Contract unless the Contract is or is expected to be renewed or
extended.

2.4.11.3. EOHHS may require the Contractor to suspend Medicaid enroliment
as described in Section 5.4.

2.4.12. Disenrollment
2.4.12.1. Disenrollment Processing

80



2.4.12.1.1. The Contractor shall:

2.4.12.1.1.1. Have a mechanism for sending and receiving timely
information about all disenrollments from the Contractor’'s
One Care Plan, including the effective date of disenroliment
and the disenrollment reason code from CMS and
MassHealth systems.

2.4.12.1.1.2. Submit Disenrollment transactions and reason codes to
EOHHS on behalf of Enrollees seeking to disenroll from the
Contractor's One Care Plan.

2.4.12.1.1.3. Submit and receive aligned disenrollment transactions to
CMS or its designee to disenroll from Medicare coverage
through the Contractor’s One Care Plan, in accordance with
CMS requirements.

2.4.12.1.1.4. On each business day, obtain the HIPAA 834 Enrollment
File from EOHHS and process information pertaining to all
Enrollee disenroliments, including the Effective Date of
Disenrollment and disenrollment reason code.

2.4.12.1.1.5. At a minimum, continue to provide One Care Covered
Services, and all other services required under this Contract,
to Enrollees through 11:59 p.m. on the Effective Date of
Disenrollment, and be responsible for ceasing the provision
of Covered Services to an Enrollee upon the effective date of
disenrollment, as specified by EOHHS.

2.4.12.1.1.6. EOHHS shall review the Contractor’s voluntary
disenrollment rate, including as compared with other One
Care Plans and other MassHealth FIDE SNPs, as an
indicator of plan performance towards meeting Enrollee
satisfaction.

2.4.12.2. Disenroliment Policy
2.4.12.2.1. General

2.4.12.2.1.1. Disenrollments received by the Contractor and approved
by EOHHS and CMS by the last business day of the month
will be effective on the first calendar day of the following
month.

2.4.12.2.1.2. For all disenroliments, the Contractor shall have
processes in place to ensure continuity of services and to
cooperate with EOHHS in the smooth transition of a
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disenrolled beneficiary to their subsequent Medicaid and/or
Medicare coverage.

2.4.12.2.1.3. If the Enrollee transfers to another One Care Plan, SCO
Plan, or PACE, the Contractor shall, in accordance with
applicable laws and regulations, promptly transfer current
Minimum Data Set Home Care (MDS-HC) assessment (or
successor tool, if applicable) information to the new
MassHealth Plan, and

2.4.12.2.1.4. The Contractor shall:

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

2.4.12.2.1.4.2. 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
their special needs (except when the Enrollee’s
continued enrollment in the One Care Plan seriously
impairs the One Care Plan’s ability to furnish services
to either the particular enrollee or other enrollees).

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

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

2.4.12.3. Voluntary Disenrollment

2.4.12.3.1. Subject to 42 C.F.R. § 422.66 and § 438.56, and subject to
applicable eligibility requirements, Enrollees may elect to disenroll from
their One Care Plan and enroll in a different One Care Plan, or another
MassHealth program such as PACE or SCO, or to enroll in MassHealth
FFS or other MassHealth State plan and/or waiver programs and either
Original Medicare (FFS) or a Medicare Advantage Plan, including
enrollment into a Part D Plan.

2.4.12.3.2. When an Enrollee meets participation requirements for their
current One Care Plan but elects to enroll in a different Plan for their
Medicaid coverage, Medicare coverage, or both, the disenroliment shall
be considered voluntary.
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2.4.12.3.3. All voluntary disenrollments shall meet the Member Consent
requirements of Section 2.4.6.2.2 above.

2.4.12.3.4. The Contractor shall document the Enrollee’s reason for
voluntary disenrollment and shall report to EOHHS such reasons in a
form and format specified by EOHHS.

2.4.12.3.5. The Contractor shall not discontinue or suspend enrollment for
Enrollees for any amount of time without 30 calendar days advance
notice and the approval of EOHHS.

2.4.12.4. Qualifying Involuntary Disenroliment

2.4.12.4.1. The Contractor may request that an Enrollee be involuntarily
disenrolled for the following reasons only:

2.4.12.4.1.1. Loss or downgrade of MassHealth eligibility

2.4.12.4.1.2. Enrollee no longer meets One Care program participation
requirements set forth in Section 2.4.1.

2.4.12.4.1.3. Enrollee has confirmed to the Contractor that they have
relocated out of the Service Area

2.4.12.4.1.4. Fraud or abuse, which occurs 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.

2.4.12.4.2. Consistent with the requirements of Appendix M, the Contractor
may submit a written request, accompanied by supporting
documentation, to EOHHS to disenroll an Enrollee, for cause, for the
following reason:

2.4.12.4.2.1. When the Enrollee’s continued enrollment 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 their
individual needs. Such requests shall be approved by
EOHHS in advance, and the Contractor shall follow the
procedures described in Appendix M.

2.4.12.4.3. For Involuntary Disenrollments related to MassHealth eligibility
changes:
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2.4.12.4.3.1. Medicare Enrollment continues as described in Section
2.4.8; and

2.4.12.4.3.2. Medicaid Enrollment continues until the last day of the
month in which the Enrollee’s last Medicaid eligible day
OCCurs.

2.4.13. Initial Enrollee Contact and Onboarding
2.4.13.1. The Contractor shall:

2.4.13.1.1. Except as otherwise permitted during Medicare open enroliment,
provide an onboarding to Enrollees within thirty (30) days, either prior to
or following the initial date of enroliment. The onboarding shall include:

2.4.13.1.1.1. Engage with the Enrollee to identify any immediate health
or social needs (e.g., immediately connecting an Enrollee
with a dentist for urgent dental needs); and

2.4.13.1.1.2. Working with the Enrollee to schedule a Comprehensive
Assessment (see Section 2.5).

2.4.13.2. Selection of a Primary Care Provider (PCP)

2.4.13.2.1. For Enrollees with a current non-network Primary Care Provider
(PCP), making reasonable efforts to contract with their PCP (See
Section 2.8.3).

2.4.13.2.2. For Enrollees with a current PCP that is not in network and
refuses to become a Network Provider or enter into a single case non-
network agreement where applicable (see Section 2.8.2.2), assist the
Enrollee to choose a PCP. The Enrollee shall 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.

2.4.13.2.3. For Enrollees without a current PCP identified at the time of
enroliment, the Contractor shall assist the Enrollee to identify and
choose a PCP with an open panel.

2.4.13.2.4. If an Enrollee does not identify a current PCP or select a PCP
within ninety (90) days of enroliment, 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.
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2.4.13.2.5. Provide materials, including those described in Section 2.12.5,
and a welcome call to the Enrollee including, but not limited to the
following:

2.4.13.2.5.1. Providing any pre-enrollment materials specified in
Section 2.4 that, due to a late month enrollment request,
were not provided prior to the time of enroliment;

2.4.13.2.5.2. Making available any enrollment and onboarding
materials upon request and with consent of the Enrollee to
family members, significant informal caregivers, and
designated representatives, as appropriate; and

2.4.13.2.5.3. For Enrollees for whom written materials are not
appropriate, providing non written onboarding in a format
such as telephone calls, home visits, video screenings, or
group presentations.

2.4 .13.3. Notify its Enrollees:

2.4.13.3.1. That translations of written information are available in Prevalent
Languages per 42 CFR 422.2267(a),

2.4.13.3.2. That oral interpretation services are available for any language
spoken by Enrollees and Eligible Individuals free of charge,

2.4.13.3.3. How Enrollees can access oral interpretation services,

2.4.13.3.4. How Enrollees can access alternate format materials described
in Section 2.12.3, and

2.4.13.3.5. How Enrollees can make a standing request to receive all future
notifications and communication in a specified preferred language
and/or Alternative Format per 42 CFR 422.2267(a).

2.4.13.3.6. Ensure that all onboarding 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.

2.5. Assessments and Care Plans
2.5.1. Comprehensive Assessment
2.5.1.1. Frequency of Assessments

2.5.1.1.1. At Enrollment
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2.5.1.1.1.1. The Contractor shall complete a Comprehensive
Assessment within ninety (90) calendar days of each
Enrollee’s Effective Enroliment Date.

2.5.1.1.1.2. The Contractor shall make subsequent attempts beyond
the ninety (90) days if the initial attempt to contact the
Enrollee is unsuccessful. The Contractor shall incorporate
the following into their policies and procedures for
unreachable Enrollees:

2.5.1.1.1.2.1. The Contractor shall submit a weekly no contact list to
EOHHS outlining frequency and type of outreach
efforts;

2.5.1.1.1.2.2. The Contractor’s Medical Director or designee shall
review past and/or current claims utilization to find
provider(s) and/or pharmacies connected to the
Enrollee; and

2.5.1.1.1.2.3. The Contractor shall notify EOHHS of Enrollees who
remain unreachable after 180 days, have not actively
participated in Care Coordination, Assessment and
Care Planning, and who have no claims for physical
and/or behavioral health treatment.

2.5.1.1.1.3. With the Member’s consent, the Contractor may complete
the assessment in advance of the Effective Enrollment Date
for new One Care program Enrollees.

2.5.1.1.1.4. The Contractor is not required to conduct a new
Comprehensive Assessment for individuals who were
enrolled in the Contractor’s One Care Plan prior to January
1, 2026, and for whom that Comprehensive Assessment is
still current in accordance with Section 2.5.1.1.2.1.

2.5.1.1.2. Ongoing

2.5.1.1.2.1. The Contractor shall complete Comprehensive
Assessments:

2.5.1.1.2.1.1. Atleast annually, and no later than 12 months from the
date of initial Comprehensive Assessment,

2.5.1.1.2.1.2. More frequently as directed by a condition identified, or
2.5.1.1.2.1.3. Whenever an Enrollee experiences a major change

that is:
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2.5.1.1.2.1.3.1. Not temporary or episodic,

2.5.1.1.2.1.3.2. Impacts on more than one area of health status,
and

2.5.1.1.2.1.3.3. Requires interdisciplinary review or revision of
the Individualized Care Plan.

2.5.1.2. Approach
2.5.1.2.1. General

2.5.1.2.1.1. The Contractor shall perform Comprehensive Assessments
for all Enrollees to collect pertinent medical and behavioral
health history, and support needs to begin the development
of an Enrollee’s Individualized Care Plan.

2.5.1.2.1.2. The Enrollee shall be at the center of the Comprehensive
Assessment process. The Contractor shall ensure that the
Enrollee receives information about the Comprehensive
Assessment, and any necessary assistance and
accommodations to prepare for and fully participate in the
Comprehensive Assessment, the right to initiate Service
Requests, and how to request access to the Comprehensive
Assessment results and documentation.

2.5.1.2.1.3. The Contractor shall complete the Comprehensive
Assessment in a location that meets the needs of the
Enrollee, including conducting home-based assessments as
appropriate. With the Enrollee’s consent the Contractor shall
also gather information from the Enrollee’s providers or other
sources of support.

2.5.1.2.1.4. Using the information gathered from the Comprehensive
Assessment, the contractor shall work with the Enrollee to
develop an ICP (see Section 2.5.3.1.2 below).

2.5.1.2.1.5. The Contractor shall record the findings of the
Comprehensive Assessment results, which includes but is
not limited to, all pertinent Enrollee reported information in
the Centralized Enrollee Record.

2.5.1.2.2. Concurrent Assessment Requirements

2.5.1.2.2.1. The Comprehensive Assessment as described in Section
2.5.1 shall be conducted concurrently and clearly aligned
and integrated with the assessment tool for Rating Category
assignment (i.e., MDS-HC or its successor), as described in
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Section 2.5.2, in order to remove redundancies in the
assessment process and to reduce burden on the Enrollee.
Any elements represented in both assessments shall be
completed by a qualified Registered Nurse as described in
Section 2.5.2.2.1.

2.5.1.2.3. In-person/Face-to-Face Requirements

2.5.1.2.3.1. The Comprehensive Assessment shall be informed by at
least one (1) in-person meeting in a location preferred by the
Enrollee, including but not limited to the following:

2.5.1.2.3.1.1. Enrollee’s home or an alternate location of their
choosing;

2.5.1.2.3.1.2. Enrollee’s Primary Care Clinic; or

2.5.1.2.3.1.3. Virtually (e.g., with video and audio or other
alternatives approved by EOHHS).

2.5.1.2.3.2. Subject to advance approval by EOHHS, the Contractor
may have policies and procedures to use modalities other
than in-person engagement (e.g., virtually with audio and
video, or other alternatives approved by EOHHS) for
Comprehensive Assessments in certain cases, based on a
particular Enrollee’s need and current status.

2.5.1.2.3.3. The Contractor shall not have policies or procedures that
rely on alternative modalities based on geographic location,
travel time for an assessor, use of contracted vendors or
staff not primarily located within Massachusetts, or to reduce
costs.

2.5.1.2.4. Assessor Qualifications

2.5.1.2.4.1. The Comprehensive Assessment shall be conducted at a
minimum by a Registered Nurse (RN) or equivalently trained
health care professional (e.g., an individual with training
inclusive of or substantially similar to the training provided to
an RN).

2.5.1.3. Comprehensive Assessment Tool

2.5.1.3.1. The Comprehensive Assessment shall be conducted using an
approved assessment tool and informed by at least one (1) in person
meeting. The tool shall also cover expanded domains that may be
relevant to the creation of each Enrollee's care plan.
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2.5.1.3.2. The Contractor may develop its own tool to conduct the
Comprehensive Assessment. All assessment tools shall be prior
approved by EOHHS.

2.5.1.3.3. EOHHS reserves the right to specify which tool the Contractor
shall use to conduct the Comprehensive Assessment.

2.5.1.3.4. Any changes the Contractor proposes to make to its
Comprehensive Assessment tool shall be approved by EOHHS prior to

use.

2.5.1.3.5. The Contractor shall complete a population analysis to inform any
such changes proposed to its tool:

2.5.1.3.5.1. The Contractor’s proposed changes to the tool shall
incorporate the results of this population analysis to ensure
domains adequately capture the needs, problems, and
conditions of the Contractor’s Enrollees, and

2.5.1.3.5.2. The Contractor shall submit the population analysis with its
proposed changes to the tool to EOHHS for approval.

2.5.1.3.6. Required Domains

2.5.1.3.6.1. The Comprehensive Assessment tool shall include the
following domains, which may be updated by EOHHS during
the Contract period:

2.5.1.3.6.1.1.

2.5.1.3.6.1.2.

2.5.1.3.6.1.3.

2.5.1.3.6.1.4.

2.5.1.3.6.1.5.

Enrollee’s immediate needs, problems, or conditions
using the Enrollee’s own voice,

Health conditions of known prevalence among
subpopulations, including but not limited to physical,
emotional, mental health, substance use, cognitive,
intellectual, low vision/blindness, deaf and hard of
hearing, and oral health,

Specialized supports that may be needed, particularly
for individuals who utilize the emergency department
for a psychiatric or behavioral issue,

Current medications for all health conditions including
but not limited to physical, emotional, mental health,
substance use, cognitive, intellectual, low
vision/blindness, deaf and hard of hearing, and oral
health,

Immunizations or vaccines,
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2.5.1.3.6.1.6. The ability of the individual to communicate their
concerns or symptoms, including if the individual can
verbalize issues and/or whether physical symptoms are
manifested through behavior,

2.5.1.3.6.1.7. Functional Status, including ADL and IADL limitations
and support needs, and what the Enrollee identifies as
their strengths, weaknesses, interests, choices about
daily routine, and any adaptive equipment, assistive
technology, or durable medical equipment currently in
use,

2.5.1.3.6.1.8. Accommodation/Accessibility Needs including but not
limited to, in Housing, Accessing Health Care Services,
Communication with Health Care Providers.

2.5.1.3.6.1.9. Health Literacy,

2.5.1.3.6.1.10. Identification of the Enrollee’s Race, Ethnicity,
Language, Sexual Orientation, and Gender
Identification (REL SOGI), including identifying how
these factors create barriers to or otherwise influence
the Enrollee’s needs, problems, conditions, and access
to care,

2.5.1.3.6.1.11. Social needs and Social Determinants of Health,
including but not limited to transportation, housing, food
security, social isolation/connections, work/vocational,
financial security, interpersonal, and physical safety,
including risk of abuse or neglect by family members or
caregivers,

2.5.1.3.6.1.12. Current Providers, including Primary Care Providers,
Behavioral Health Providers, Specialists, and Providers
of Home and Community-based Services,

2.5.1.3.6.1.13. Personal goals, including health goals and activities
enjoyed by the Enrollee and barriers to participating,

2.5.1.3.6.1.14. Cultural and ethnic orientation or personal beliefs
towards the Enrollee’s presenting problems that may
influence the Enrollee’s health care,

2.5.1.3.6.1.15. Specific communication needs and accommodations,
such as language interpreters/translators, sign
language interpreters, CART, written materials, and
any other adaptations and supports necessary for the
Enrollee to understand treatment options,
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2.5.1.3.6.1.16. Involvement or affiliation with other Care
Coordinators, care teams, or other State agencies,
including current and past involvement, use of self-
directed services through State agencies, and agency
contacts,

2.5.1.3.6.1.17. Social supports, including informal
supports/caregivers and the activities they perform for
Enrollees, and a back-up plan for all supports provided,

2.5.1.3.6.1.18. Status of and access to preventive care, screenings,
and wellness strategies, including for oral health,
sexual and reproductive health and family planning,
nutritional needs, exercise/activity, and other
prevention strategies,

2.5.1.3.6.1.19. Advance Directive/guardianship, including health care
proxy and power of attorney, and

2.5.1.3.6.1.20. Other domains and/or considerations as may be
required by EOHHS.

2.5.1.3.6.2. To the extent not covered in the Contractor’'s Onboarding
activities, at the time of the assessment, the assessor shall
also confirm:

2.5.1.3.6.2.1. The Enrollee’s preferences regarding Privacy, services,
caregivers, and daily routine, and

2.5.1.3.6.2.2. The Enrollee’s understanding of their rights, in
accordance with Appendix N.

2.5.2. Assessment for Assignment to Rating Categories
2.5.2.1. General

2.5.2.1.1. For all Enrollees residing in the community, the Contractor shall
complete and submit assessments as instructed by EOHHS to inform
EOHHS’s assignment of Enrollees to community Rating Categories and
capitation payment.

2.5.2.1.2. The Contractor shall use the MDS-HC (or its successor) as the
assessment tool, designated by EOHHS, for Rating Category
assignment, as instructed by EOHHS, and as further as described in
Section 2.5.2.

2.5.2.1.3. The MDS-HC assessment shall be completed in-person with the
Enrollee, and whenever possible, in the Enrollee’s residence.
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2.5.2.1.4. EOHHS may require completion and submission of the MDS-HC
for Enrollees in all community Rating Categories, including for all
Enrollees designated as C1, during the Contract term.

2.5.2.2. Assessor Qualifications

2.5.2.2.1. The MDS-HC assessment shall be completed in-person with the
Enrollee by a qualified Registered Nurse. The Contractor shall verify
licensures for all RNs conducting MDS-HC assessments at least
monthly.

2.5.2.2.2. The MDS-HC assessment shall be conducted concurrently with
and incorporated into the Comprehensive Assessment as appropriate
and described in Section 2.5.1 whenever both are due. When
conducting the assessments concurrently, the process may be
streamlined to avoid duplicative questions. Responses to
Comprehensive Assessment elements may be applied to the MDS-HC,
other than for assessing functional status, as long as the assessor
meets the qualifications required for the MDS-HC assessment (see
Section 2.5.2.2.).

2.5.2.2.3. The assessor may obtain additional information about Enrollees
from other sources, including Case Managers, health care providers, an
LTS Coordinator, and Enrollee medical records.

2.5.2.2.4. The Contractor shall cooperate with and participate in any and all
requests from EOHHS for further information concerning any submitted
MDS-HC assessment data or related information.

2.5.2.3. Frequency

2.5.2.3.1. Except as described in Section 2.5.2.2.2., the Contractor shall
conduct a new MDS-HC assessment no later than ninety (90) days
following the Enrollee’s Effective Enrollment Date into the Contractor’s
One Care plan. As further described in Section 4.4, EOHHS will
provide retroactive reconciliation for changes in Rating Category
assignment for new Enrollees for up to three (3) calendar months for
timely assessments.

2.5.2.3.2. With the Member’s consent, the Contractor may complete the
assessment in advance of the Effective Enrollment Date for incoming
One Care Enrollees.

2.5.2.3.3. For Enrollees assigned to the C1 Rating Category, the MDS-HC
shall be completed to change the Rating Category.

2.5.2.3.4. For Enrollees assigned to the C2 and the C3 Rating Categories,
including C2A, C2B, C3A, and C3B, the MDS-HC shall be completed
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within 90 days of the Enrollee’s Effective Enroliment Date into One
Care, and at least annually thereafter.

2.5.2.3.5. For Enrollees assigned to the C4 Rating Category, the MDS-HC
shall be completed:

2.5.2.3.5.1. Within thirty (30) days following the Enrollee’s admission
into a Transitional Living Program; and

2.5.2.3.5.2. Prior to the end of the month of discharge from a
Transitional Living Program.

2.5.2.3.6. An Enrollee shall be assigned to the F1 Rating Category when the
Enrollee’s current residence is a long-term care facility, and such
residence has lasted at least ninety (90) days.

2.5.2.4. Submission

2.5.2.4.1. Information collected on the MDS-HC or its successor shall be
sent to MassHealth via the MDS-HC application in the Commonwealth’s
Virtual Gateway to ensure accurate assignment of Rating Categories,
and may be used to inform risk adjustment.

2.5.2.4.2. The Contractor shall cooperate with and participate in any and all
requests made by EOHHS for further information concerning any MDS-
HC submission.

2.5.2.4.3. EOHHS reserves the right to make changes to this tool.
2.5.2.5. MassHealth Review

2.5.2.5.1. The Contractor shall have policies and procedures in place to
submit Rating Category discrepancies to EOHHS for review.

2.5.2.5.2. EOHHS may audit the Contractor’s assessment processes and
tools at any time, including through case file and medical record review.

2.5.2.6. Enrollees in Facility Settings
2.5.2.6.1. Status Change Form (SC-1)

2.5.2.6.1.1. EOHHS uses the EOHHS Status Change form (“SC-1”) to
identify and designate the start and end dates for payment to
a long-term care facility.

2.5.2.6.1.2. The SC-1 form shall be completed and submitted to
EOHHS:
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2.5.2.6.1.2.1. Upon an Enrollee’s admission to or discharge from a
long-term care facility; and

2.5.2.6.1.2.2. In the event of a facility closure, which shall be
considered a discharge from the facility for payment
and Rating Category assignment purposes.

2.5.2.6.1.3. SC-1 forms are submitted to EOHHS by the long-term care
facility. The Contractor shall ensure the SC-1 form is
completed and submitted to EOHHS in a form, format, and
timeframe specified by EOHHS when an Enrollee enters or
leaves a facility and shall include requirements for timely
submission of the SC-1 in its contracts with long-term care
facilities.

2.5.2.6.2. Assessment Tool and Process for Enrollees Residing in a Nursing
Facility

2.5.2.6.2.1. When an Enrollee is admitted into a Nursing Facility,
including Enrollees who are residing in a Nursing Facility at
the time of Enrollment, the Contractor shall ensure that the
facility shall complete an MDS 3.0.

2.5.2.6.2.2. The Contractor shall ensure that the facility completes and
submits the MDS 3.0 to EOHHS within fourteen (14) days of
admission, and at least annually thereafter. The Contractor
shall work with the Facility as needed to ensure timely
submission.

2.5.2.6.2.3. The MDS 3.0 shall be conducted or coordinated by a
Registered Nurse with the appropriate participation of health
professionals.

2.5.2.6.2.4. The MDS 3.0 assessment shall be conducted in person
with the Enrollee, include direct observation, and include
communication with the Enrollee and direct care staff on all
shifts.

2.5.2.7. EOHHS may, at EOHHS’s discretion, delegate responsibility for
performing assessments for assignment to Rating Categories described
in this Section 2.5.2, to a third party. In the event EOHHS delegates
such responsibility to a third party, the Contractor shall collaborate with
such entity as directed by EOHHS. EOHHS shall provide written notice
to the Contractor no less than ninety (90) days prior to the effective date
of any such change.

2.5.3. Care Plan
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2.5.3.1. General

2.5.3.1.1. The Contractor shall engage each Enrollee through Person
Centered Planning in ongoing development of their Individualized Care
Plan (ICP).

2.5.3.1.2. The ICP shall:

2.5.3.1.2.1. Reflect the Enrollee’s preferences and needs. The
Contractor shall ensure that the Enrollee receives any
necessary assistance and accommodations to prepare for
and fully participate in the care planning process, including
the development of the ICP, and that the Enrollee receives
clear information about:

2.5.3.1.2.1.1. Their health status, including functional limitations; and

2.5.3.1.2.1.2. How family members, caregivers, and social supports
can be involved in the care planning as the Enrollee
chooses.

2.5.3.1.2.2. Be developed by the Enrollee, their Care
Coordinator/Clinical Care Manager, their LTS Coordinator if
assigned, others identified by the Enrollee (and/or the
Enrollee’s representative, if applicable), and in consultation
with any specialists caring for the Enrollee, in accordance
with 42 C.F.R. 438.208(c)(3) and 42 C.F.R. 422.112(a)(6)(iii)
and updated periodically to reflect changing needs identified
by the Enrollee. The Enrollee shall be at the center of the
care planning process.

2.5.3.1.2.3. Specify how services and care shall be integrated and
coordinated among health care providers, and community
and social services providers where relevant to the
Enrollee’s care.

2.5.3.1.2.4. The ICP shall include at least the following information:

2.5.3.1.2.4.1. A prioritized list of Enrollee identified goals, concerns,
and strengths using the Enrollee’s own voice;

2.5.3.1.2.4.2. The plan for addressing goals or concerns;

2.5.3.1.2.4.3. Alist of all recommended goals (including those that
the Enrollee is not ready to address);

2.5.3.1.2.4.4. The person(s) responsible for specific interventions;
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2.5.3.1.2.4.5. The due date for each intervention;

2.5.3.1.2.4.6. A list of authorized services and the Enrollee’s
understanding of available services;

2.5.3.1.2.4.7. The Enrollee’s desire to self-manage all or part of their
care plan regardless of the severity of disability, and
the Enrollee’s understanding of their self-management
responsibilities;

2.5.3.1.2.4.8. Identification of, and a plan to address, the member’s
medical, behavioral health, functional, cognitive and
Social Determinant of Health needs;

2.5.3.1.2.4.9. A Description of how the member will maintain their
independence in the community;

2.5.3.1.2.4.10. A comprehensive list of the member’s care team
members;

2.5.3.1.2.4.11. Contact information for the member’s primary
caregiver; and

2.5.3.1.2.4.12. |dentification of the member’s Health Care Proxy (or
documentation of a conversation to help the member
identify a health care proxy).

2.5.3.1.3. MassHealth reserves the right to audit and review Enrollee care
plans.

2.5.3.2. Member Approval/Consent
2.5.3.2.1. The Contractor shall:
2.5.3.2.1.1. Inform an Enrollee of their right to approve the ICP;

2.5.3.2.1.2. Establish and execute policies and procedures that provide
mechanisms by which an Enrollee can sign or otherwise
convey approval of their ICP when it is developed and at the
time of subsequent modifications to it;

2.5.3.2.1.3. Obtain Enrollee’s or their representative’s signature on the
initial ICP and all subsequent revisions. Where the ICP is
developed via telephone or videoconference, if the audio is
recorded, the Contractor shall receive the Enrollee’s consent
for the audio recording. The Contractor shall also document
when Enrollees or their representatives refuse to sign,
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including a clear explanation of the reason for the Enrollee’s
refusal;

2.5.3.2.1.4. Provide the Enrollee with access to their ICP;

2.5.3.2.1.5. Inform an Enrollee of their right to an Appeal of any denial,
termination, suspension, or reduction in services, or any
other change in providers, services, or medications, included
in the ICP;

2.5.3.2.1.6. Inform an Enrollee how to submit a Grievance or an
Appeal; and

2.5.3.2.1.7. Inform an Enrollee how to contact the Ombudsman.
2.5.3.3. Service Requests
2.5.3.3.1. The Contractor shall:

2.5.3.3.1.1. Accept at any time from an Enrollee a Service Request or
other request for a modification of the ICP.

2.5.3.3.1.2. Document all Service Requests and other requests for a
modification of the ICP in the Enrollee’s Centralized Enrollee
Record.

2.5.3.3.1.3. Issue a timely service authorization decision (consistent
with Section 2.10.9.8).

2.5.3.3.1.4. Provide proper notice to the Enrollee of the service
authorization decision (consistent with Section 2.10.9.7),
including Appeal rights.

2.5.3.3.1.5. Educate Enrollees about the process and timetable for
Service Requests, including but not limited to how long the
Plan may take to make a service authorization decision
(consistent with Section 2.10.9):

2.5.3.3.1.5.1. During the initial welcome call; and
2.5.3.3.1.5.2. Before the annual review of the ICP.

2.5.3.3.1.6. Document the above education in the Enrollee’s
Centralized Enrollee Record.

2.5.3.4. Flexible Benefits
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2.5.3.4.1. The ICP may identify Flexible Benefits that may promote
independent living or recovery, positively impact outcomes, or address
access or other barriers to achieving goals in the ICP.

2.5.3.4.2. Flexible Benefits may be identified and requested in the ICP by
the Enrollee, a Provider, or any Member of the Enrollee’s ICT as part of
Person-Centered Planning. Consistent with Section 2.10.11, the
Contractor is encouraged to authorize Service Requests for Flexible
Benefits in the ICP that add value, including by promoting independent
living or recovery, positively impacting outcomes, or addressing barriers
to achieving goals in the Enrollee’s care plan.

2.5.3.5. Care Plan Linkage to Prior Authorization/Utilization Management

2.5.3.5.1. Service authorization requests may be identified and requested in
the ICP by the Enrollee, the Care Coordinator, a Provider, or any
Member of the Enrollee’s ICT as part of Person-Centered Planning.

2.5.3.5.2. The Contractor shall have policies and procedures in place to
ensure that the individuals making an authorization decision notify the
Enrollee’s Care Coordinator when a modification or denial are

considered to confirm all applicable information is reflected in their
review.

2.5.3.5.2.1. The Care Coordinator shall ensure all necessary
supporting information is provided to the authorizing
reviewer, including the Enrollee’s ICP, and any additional
information from Providers or the Enrollee.

2.5.3.5.2.2. The authorizing reviewer shall review and consider all
supporting information, including the cumulative effect of
Medicare and Medicaid benefits, Medical Necessity as
defined in this Contract, and value and outcomes as required
in Section 2.10.11, prior to modifying or denying any service
request identified on the ICP.

2.6. Care Coordination and Care Model
2.6.1. Care Coordination/Care Management
2.6.1.1. General
2.6.1.1.1. The Contractor shall offer care coordination to all Enrollees:

2.6.1.1.1.1. Through a Care Coordinator or a Clinical Care Manager
(CCM) for medical and Behavioral Health Services, and
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2.6.1.1.1.2. Through a Long-term Supports (LTS) Coordinator,
contracted from a community-based organization, for LTSS.

2.6.1.1.2. The Contractor shall provide Enrollees with information on how to
contact their coordinator(s). The Contractor shall ensure that
communication with each Enrollee’s designated coordinator(s) is in
accordance with the Enrollee’s communication preferences, including
through mail, telephone, text, and other electronic means, and including
any interpreter services and other technology to ensure effective
communication for the Enrollee.

2.6.1.2. In-Person Care Coordination/Care Management Engagement

2.6.1.2.1. In-person visits shall be conducted by the Enrollee’s Care
Coordinator or Clinical Care Manager at least once per year in the
following circumstances:

2.6.1.2.1.1. When an Enrollee is receiving in-home services and agrees
to and is able to have a home visit.

2.6.1.2.1.2. For an Enrollee who indicates that face-to-face interaction
is their preferred method of communication. Enrollees may
choose to have face-to-face visits done in their home or in
another appropriate location of their choice.

2.6.1.2.2. Enrollees for whom home visits are not possible or not preferred
shall consistently receive active and effective communication via
methods that are available to and preferred by them, including, but not
limited to telephone, email, virtual video/audio meetings, and written
correspondence. Assistive technologies for communication shall be
provided as needed to support communication between the Care
Coordinator and Enrollee. Enrollees shall not be disadvantaged in
receiving quality care coordination based on their ability or preference
regarding method of communication or need for communication
accommodations.

2.6.1.3. The Contractor shall provide and perform both the Administrative and
Clinical activities of Care Coordination and Care Management as
required for each Enrollee, and as described in this Section 2.6.1.

2.6.1.4. Administrative Requirements

2.6.1.4.1. The Contractor shall assign Care Coordinator or Clinical Care
Manager staff that are appropriately trained, licensed, and credentialed
to perform the required administrative activities described in this
Section 2.6.
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2.6.1.4.2. Care Coordinators shall complete the following administrative
activities as required for each Enrollee.

2.6.1.4.2.1. Maintain open lines of communication with Enrollees,
interact with Enrollees as needed based on Enrollee
preferences and care recommendations

2.6.1.4.2.2. Ensure Enrollees have an ICT composed of all people key
to managing their care, communicate with and convene the
ICT as needed, and encourage Enrollees to identify ICT
Members.

2.6.1.4.2.3. Ensure Enrollees have a current ICP on record,

2.6.1.4.2.4. Maintain Enrollee records to ensure that health
plan services (medical, BH, LTSS, social) are recorded and
that requests for services are appropriately documented,
submitted, tracked, and adjudicated.

2.6.1.4.2.5. Ensure that appropriate mechanisms are in place to
receive Enrollee input and Grievances, and secure
communication among relevant parties.

2.6.1.4.2.6. Ensure Enrollees can get to appointments and make
community connections.

2.6.1.4.2.7. Act as a first point of contact for Enrollees, including by
assisting Enrollees with navigating health plan processes
and interactions, help Enrollees get answers to questions
and manage challenges in getting services.

2.6.1.4.2.8. Ensure ADA compliance of services provided.
2.6.1.4.2.9. Educate Enrollees on One Care’s benefits/service options.

2.6.1.4.2.10. Help Enrollees find care in their preferred
language, arrange for interpreter services as needed.

2.6.1.4.2.11. Facilitate communication and information exchange for
the services the Enrollee receives from community and
social support providers.

2.6.1.4.2.12. Help Enrollees identify and engage with community-based
resources that support social engagement, recovery, Social
Determinants of Health (including addressing homelessness,
food insecurity and other factors), wellness, and independent
living.
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2.6.1.5. Clinical Requirements

2.6.1.5.1. The Contractor shall assign Care Coordinator or Clinical Care

Manager staff that are appropriately trained, licensed, and credentialed

to perform the required clinical activities described in this section.

2.6.1.5.2. Care Coordinators shall complete the following clinical activities as

required for each Enrollee:

2.6.1.5.2.1. Document and access Enrollees’ care plans, healthcare

needs, and goals.

2.6.1.5.2.2. Arrange and ensure that appropriate assessments,
evaluations, and in-home resources are available.

2.6.1.5.2.3. Update care plans as Enrollees’ needs change.

2.6.1.5.2.4. Be available and accessible to Enrollees to help answer

questions and get needs met, provide, or facilitate access to

interventions, as necessary.

2.6.1.5.2.5. Facilitate Service Requests and interaction with providers,
LTS Coordinators, and others to ensure adequate Service

Request presentation to UM/PA entities and appropriate

adjudication in consideration of the ICP.

2.6.1.5.2.6. Access health plan escalation processes if there are

concerns about Enrollee needs and/or preferences being

appropriately addressed.

2.6.1.5.2.7. Support safe transitions in care for Enrollees moving

between settings, including for short-term and long-term

stays.

2.6.1.5.2.8. Ensure post-hospitalization services are discussed with

Enrollees and put into place (for both medical and BH
conditions).

2.6.1.5.2.9. Assist Enrollees in connecting with recovery supports
necessary to prevent hospitalization or re-hospitalization.

2.6.1.5.2.10. 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.

2.6.1.5.2.11. Provide Care Coordination/Care Management to

Enrollees residing in a SNF or nursing facility that has a

positive PASRR level Il screening.
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2.6.1.5.2.12. Report concerns about abuse or neglect to the
appropriate agency (i.e., Disabled Persons Protection
Commission (DPPC) for adults with disabilities ages 21-59,
AGE for adults ages 60 and over).

2.6.1.6. Additional Clinical Requirements for Enrollees with Complex Care
Needs

2.6.1.6.1. The Contractor shall assign Clinical Care Manager staff that are
appropriately trained, licensed, and credentialed to perform the required
clinical activities described in this Section 2.6.1.6.1 for Enrollees with
Complex Care Needs.

2.6.1.6.1.1. Such assignment may be delegated to a Provider under
agreement with the Contractor to assume Clinical Care
Management responsibilities.

2.6.1.6.1.2. In addition to executing the Administrative requirements
and Clinical requirements of care coordination, the Clinical
Care Manager shall provide and/or coordinate Clinical Care
Management for medical and Behavioral Health Services.

2.6.1.6.2. The Clinical Care Manager shall require one of the following levels
of licensure and/or certification:

2.6.1.6.2.1. Alicensed registered nurse;
2.6.1.6.2.2. A Licensed Independent Clinical Social Worker (LICSW);

2.6.1.6.2.3. A Licensed Clinical Social Worker (LCSW) who is directly
supervised by a LICSW;,

2.6.1.6.2.4. A Licensed Mental Health Counselor (LMHC);
2.6.1.6.2.5. A Licensed Alcohol and Drug Counselor (LADC) I; or

2.6.1.6.2.6. A Licensed Alcohol and Drug Counselor (LADC) Il who is
directly supervised by a LADC I; and

2.6.1.6.3. Shall be employed by the Contractor, the Enrollee’s PCP, or a
patient-centered medical home or health home provider.

2.6.1.6.4. The Clinical Care Manager shall provide Clinical Care
Management, or a set of activities that comprise intensive monitoring,
follow up, and Care Coordination and clinical management of Enrollees
with Complex Care Needs, including but not limited to:
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2.6.1.6.4.1. Engagement of the Enrollee into Clinical Care
Management;

2.6.1.6.4.2. Assessment of the clinical risks and needs of each
Enrollee;

2.6.1.6.4.3. Medication review and reconciliation;
2.6.1.6.4.4. Medication adjustment by protocol;

2.6.1.6.4.5. Enhanced self- management training and support for
complex clinical conditions, including coaching for family
members if appropriate; and

2.6.1.6.4.6. Frequent Enrollee contact, as appropriate.
2.6.1.7. Long-term Supports (LTS) Coordinator

2.6.1.7.1. The Contractor shall contract with multiple Community-based
Organizations (CBOs) for the LTS Coordinator role, including at least
one (1) Independent Living Center (ILC), where geographically feasible
in its Service Area.

2.6.1.7.2. 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
(RLCs), Aging Services Access Points (ASAPs), and other CBOs
serving individuals with disabilities.

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

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

that with EOHHS prior approval, Contractor may offer Enrollee only one
(1) LTS Coordinator.

2.6.1.7.5. 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
LTSS 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.
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2.6.1.7.6. The Contractor shall provide the LTS Coordinator with secure
electronic user access to the Centralized Enrollee Record.

2.6.1.7.7. The LTS Coordinator is responsible for the following activities:

2.6.1.7.7.1. 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;

2.6.1.7.7.2. 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;

2.6.1.7.7.3. Arranging and, with the agreement of the ICT, coordinating
the authorization and the provision of appropriate community
LTSS and resources;

2.6.1.7.7.4. Assisting Enrollees in accessing Personal Care Attendant
Services;

2.6.1.7.7.5. Monitoring the appropriate provision and functional
outcomes of community LTSS, according to the ICP, as
deemed appropriate by the ICT;

2.6.1.7.7.6. Determining community-based alternatives to long-term
care; and

2.6.1.7.7.7. Assessing appropriateness for facility-based LTSS, if
indicated, including assessing any accommodation or
access needs, including accessibility requirements and
equipment needs.

2.6.1.7.8. The LTS Coordinator shall 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 shall 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.

2.6.1.7.9. The Contractor shall make an LTS Coordinator available:

2.6.1.7.9.1. During Comprehensive Assessments for all Enrollees in
C3, including C3A and C3B, in C4, and in F1 Rating
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Categories, and for all Enrollees in any Rating Category who
request it;

2.6.1.7.9.2. At any other time at an Enrollee’s request;

2.6.1.7.9.3. When the need for community-based LTSS is identified by
the Enrollee or ICT;

2.6.1.7.9.4. 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

2.6.1.7.9.5. In the event of a contemplated admission to or discharge
from a nursing facility, psychiatric hospital, or other long-term
care facility; and

2.6.1.7.9.6. Before, during, and following transitions between settings
of care, including short-term and long-term hospital and
institutional stays.

2.6.1.7.10. If the Contractor has not contacted the Enrollees within 120 days
of their initial enrollment as described in Section 2.5.1.1.1.2. The
Contractor shall assess and ensure adequate capacity of contracted
LTS Coordinators to support participation in Comprehensive
Assessments and other activities as described in Section 2.5 and as
directed by EOHHS.

2.6.1.7.11. The LTS Coordinator shall 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.

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

2.6.1.7.12.1. 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 One Care;

2.6.1.7.12.2. Completion of person-centered planning and
person-centered direction training;

2.6.1.7.12.3. Experience working with people with disabilities,
behavioral health needs, or elders in need of LTSS;

2.6.1.7.12.4. Knowledge of the home and community-based service
system and how to access and arrange for services;
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2.6.1.7.12.5. Experience conducting LTSS needs assessments and
monitoring LTSS delivery;

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

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

2.6.1.7.12.8. Meet all requirements of their CBO employer.

2.6.1.7.13. The Contractor shall work with the Implementation Council, the
Contractor’'s Consumer Advisory Board, and other stakeholders in the
community to identify and implement best practices for promoting
effective LTS Coordinator engagement.

2.6.1.8. Nursing Facility Care Coordination

2.6.1.8.1. For Enrollees receiving nursing facility services, the Contractor
shall:

2.6.1.8.1.1. Conduct an in-person comprehensive assessment;

2.6.1.8.1.2. Monitor and modify as necessary the Enrollee’s ICP to
include all specialized services, behavioral health, and
rehabilitative services identified in the PASRR evaluation, as
well as other needs identified through the comprehensive
assessment;

2.6.1.8.1.3. Make any necessary referrals and coordinate those
referrals for the provision of the services identified in the
ICP; and

2.6.1.8.1.4. Offer an in-person visit monthly and complete and in-
person visit with Enrollees receiving nursing services
quarterly (and make phone calls/telehealth visits as
appropriate between in-person visits).

2.6.2. Interdisciplinary Care Team

2.6.2.1. The Contractor shall arrange for each Enrollee, in a manner that
respects the needs and preferences of the Enrollee, the formation and
operation of an ICT. The Contractor shall 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 their licensure
and relationship with the Enrollee. The Enrollee shall be encouraged to
identify individuals they would like to participate on the ICT.
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2.6.2.2. The ICT shall consist of at least the following staff:
2.6.2.2.1. PCP;
2.6.2.2.2. Behavioral Health Provider, if indicated,;
2.6.2.2.3. Care Coordinator or Clinical Care Manager, as indicated; and
2.6.2.2.4. LTS Coordinator, if indicated, as specified in Section 2.6.1.7.8.

2.6.2.3. As appropriate and at the discretion of the Enrollee, the ICT also may
include any or all of the following participants:

2.6.2.3.1. Registered nurse;
2.6.2.3.2. Specialist clinician(s);

2.6.2.3.3. Other professional and support disciplines including social
workers, Community Health Workers, Certified Mental Health Peer
Specialists, and qualified peers;

2.6.2.3.4. Family members and social supports;
2.6.2.3.5. Other informal caregivers;
2.6.2.3.6. Advocates; and

2.6.2.3.7. State agency or other case managers and other state agency
clinical staff.

2.6.2.4. The Contractor shall establish and communicate to Enrollees clear
processes for Enrollees to request changes in ICT Members, including
but not limited to changes to their Care Coordinator or Clinical Care
Manager, and LTS Coordinator.

2.6.2.5. The Contractor shall:

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

2.6.2.5.2. 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;
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2.6.2.5.3. 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;

2.6.2.5.4. Ensure care team meetings are held periodically and shall monitor
the provision of services provided for Enrollees;

2.6.2.5.5. Ensure Contractor-employed and Provider ICT participants are
appropriately resourced and compensated for care coordination and
integration activities accomplished through Enrollee ICTs; and

2.6.2.5.6. Have a mechanism to identify Enrollees that need a course of
treatment or regular care monitoring, to allow Enrollees direct access to
a specialist(s) (for example, through a standing referral or an approved
number of visits) as appropriate for the Enrollee's condition and
identified needs.

2.6.2.6. The ICT shall:

2.6.2.6.1. 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 2.5.3.1.2) and the roles of each ICT Member
in supporting treatment goals;

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

2.6.2.6.3. 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 Principles and recovery
principles;

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

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

2.6.2.6.6. 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 2.15.5.6); and
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2.6.2.6.7. 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.

2.6.2.7. Beyond supporting ICTs, the Contractor may also use qualified peers
and nonmedical staff (e.g., Community Health Workers, Certified Mental
Health Peer Specialist) to support and connect Enrollees with
community-based resources. The Contractor shall have written protocols
for:

2.6.2.7.1. Generating or receiving referrals or requests for services from
Enrollees and for recording and tracking the results of referrals and
requests for services from Enrollees;

2.6.2.7.2. Providing or arranging for second opinions, whether in or non-
network at no cost to the Enrollee;

2.6.2.7.3. Sharing clinical data and ICT information, including management
of medications;

2.6.2.7.4. Determining conditions and circumstances under which specialty
services shall be provided;

2.6.2.7.5. Tracking and coordination of Enrollee transfers from one setting to
another (for example, hospital to home and nursing home to adult day
health) and ensuring the provision of necessary new or Continuing
Services and supports to minimize unnecessary complications related
to care setting transitions;

2.6.2.7.6. Obtaining and sharing individual medical and care planning
information among the Enrollee’s caregivers, and with EOHHS for
quality management and evaluation purposes; and

2.6.2.7.7. Integrating into the ICT care planning process and the ICP, as
appropriate, hospice services that may be received by an Enrollee from
a hospice provider.

2.6.3. Care Transitions and Discharge Planning Requirements
2.6.3.1. General

2.6.3.1.1. For purposes of this Section, transitions of care shall include
transitions across facility and community settings, typically referred to
as discharges and admissions, including:

2.6.3.1.1.1. Inpatient discharge or transition, including but not limited to
discharge from an acute inpatient hospital, nursing facility,
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chronic disease and rehabilitation hospital, psychiatric
inpatient hospital, or substance use disorder hospital,
collectively referred to as “inpatient discharge;”

2.6.3.1.1.2. Discharge from a twenty-four (24) hour diversionary setting,
Emergency Department (ED), or any other change in
treatment setting;

2.6.3.1.1.3. Admissions, including an Enrollee entering an inpatient
setting or a different residential treatment setting, a twenty-
four (24) hour diversionary service setting, an ED, and other
setting changes in which an Enrollee receives ongoing
support services or treatment.

2.6.3.1.2. Where appropriate, the Contractor shall encourage its providers to
adopt of evidence-based health at home models;

2.6.3.1.3. The Contractor shall ensure that the Care Coordinator is informed
about in a timely manner and engaged in any care transition involving
the Enrollee;

2.6.3.1.4. Prior to a transition in care, the Contractor shall ensure that the
ICT, including the Care Coordinator assists in the development of an
appropriate discharge or transition plan, including on-site presence in
acute settings if appropriate;

2.6.3.1.5. For Enrollees who require new or changing LTSS supports, the
Contractor shall ensure that the Enrollee’s LTS Coordinator is present
at or otherwise participates in discharge planning meetings, in
accordance with Section 2.6.4, as appropriate;

2.6.3.1.6. The Contractor shall develop, implement, and maintain written
protocols and operational capabilities to ensure an appropriate two-way
exchange of information about the Enrollee to facilitate effective
transitions for Enrollees as necessary. Such information shall include:

2.6.3.1.6.1. Primary diagnoses and major health problems;

2.6.3.1.6.2. A plan of care or treatment plan that includes Enrollee
goals and preferences, diagnosis and treatment plan, and
community care/service plan (if applicable);

2.6.3.1.6.3. An Enrollee’s Advance Directives, and power of attorney;
2.6.3.1.6.4. Emergency plan and contact number and person;

2.6.3.1.6.5. Reconciled medication list;
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2.6.3.1.6.6. Identification of, and contact information for, transferring
clinician/institution;

2.6.3.1.6.7. An Enrollee’s cognitive and Functional Status;
2.6.3.1.6.8. Follow-up appointment schedule with contact information;

2.6.3.1.6.9. Formal and informal caregiver status and contact
information; and

2.6.3.1.6.10. Designated community-based care provider, long-term
services, and social services as_appropriate.

2.6.3.1.7. The Contractor shall develop, implement, and maintain written
protocols for facilitating timely and effective Care Transitions between
settings, including with all Network Hospitals and Nursing Facilities.
Such protocols shall include elements such as but not limited to the
following:

2.6.3.1.7.1. Event notification written protocols that ensure key
providers and individuals involved in an Enrollee’s care are
notified of admission, transfer, discharge, and other
important care events, for example, accessing or receiving
event notifications from an EOHHS-Certified ENS Vendor
participating in the Statewide ENS Framework. Such key
providers shall include but not be limited to an Enrollee’s
PCP, Behavioral Health provider if any, LTSS provider (e.g.,
Personal Care Attendant) if any, Care Coordinator, and LTS
Coordinator, if any;

2.6.3.1.7.2. Discharge Planning activities occurring at the time of
admission;

2.6.3.1.7.3. Prioritizing return to an appropriate home or community-
based setting rather than a facility setting whenever
possible, including proactive planning to identify and mitigate
barriers to effectively supporting an Enrollee to return to and
remain in their home, and make best efforts to ensure a
smooth transition to the next service or to the community;

2.6.3.1.7.4. Policies and procedures to ensure inclusion of Enrollees
and Enrollees’ family members/guardians and caregivers, as
applicable, in Discharge Planning and follow-up, and to
ensure appropriate education of Enrollees, family members,
guardians, and caregivers on post-discharge care
instructions;
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2.6.3.1.7.5. Inclusion of the Enrollee’s Behavioral Health provider, if
any, and LTSS providers (e.g., Personal Care Attendant) if
any in Discharge Planning and follow-up;

2.6.3.1.7.6. Identification of the Enrollee’s State agency affiliation,
release of information, and coordination with any State
agency representative assigned to the Enrollee;

2.6.3.1.7.7. Identification of non-clinical supports and the role they
serve in the Enrollee’s treatment and after care plans;

2.6.3.1.7.8. Include protocols for documenting all efforts related to Care
Transitions and Discharge Planning in the Enrollee’s medical
record, including the Enrollee’s active participation, goals,
and preferences;

2.6.3.1.7.9. Scheduling of discharge/aftercare appointments in
accordance with the access and availability standards;

2.6.3.1.7.10. Referral to and care coordination with post-acute and
outpatient providers as needed, including community-based
support services providers;

2.6.3.1.7.11. Telephonic or other follow-up with Enrollees within forty-
eight (48) hours of an inpatient encounter;

2.6.3.1.7.12. Culturally and linguistically competent post-discharge
education regarding symptoms that may indicate additional
health problems or a deteriorating condition;

2.6.3.1.7.13. Patient-centered self-management support and relevant
information specific to the Enrollee’s condition and any
ongoing risks; and

2.6.3.1.7.14. Home visits post-discharge as required by the Enrollee.
2.6.3.2. Follow-up Requirements Post-Discharge

2.6.3.2.1. Within seven (7) calendar days following an Enrollee’s emergency
department (ED) discharge, seven (7) calendar days following an
Enrollee’s inpatient discharge, discharge from twenty-four (24) hour
diversionary setting, or transition to a community setting, the Contractor
shall ensure the Care Coordinator follows up with the Enrollee face-to-
face or via telehealth (e.g., telephone or videoconference, or as further
specified by EOHHS), and at a minimum:

2.6.3.2.1.1. Discusses with the Enrollee, and with the Enrollee’s
consent, updates the Enrollee’s Care Plan; and
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2.6.3.2.1.2. Coordinates clinical services, in-home or community-based
services, and other supports for the Enrollee, as needed.

2.6.3.2.2. Following an Enrollee’s emergency department (ED) discharge,
inpatient discharge, discharge from twenty-four (24) hour diversionary
setting, or transition to a community setting, the Contractor shall ensure
that an appropriately licensed and credentialed individual, such as a
registered nurse (RN) or a licensed practical nurse (LPN) under the
oversight and supervision of an RN:

2.6.3.2.2.1. Reviews the updated Care Plan, if applicable.

2.6.3.2.2.2. Conducts a formal Medication Reconciliation that includes
a comprehensive Medication Review and provides
Medication Management as needed, including ensuring that
Enrollees who require medication monitoring shall have
access to such services within seven (7) business days of
discharge from a behavioral health inpatient setting;

2.6.3.2.2.3. Discusses with the Enrollee and the Enrollee’s ICT (and
documents) plans to better support the Enrollee to prevent
future admissions or re-admissions, as appropriate; and

2.6.3.2.2.4. The Contractor shall ensure the Care Coordinator monitors
and updates ICT Members on the Enrollee’s status following
transitions in care.

2.6.3.2.2.5. The Contractor shall ensure that the Care Coordinator
assists Enrollees in accessing supports to which they are
referred following a transition of care.

2.6.3.2.2.6. Assurance that inpatient and twenty-four (24) hour
diversionary Behavioral Health Providers provide a
discharge plan following any behavioral health admission to
ICT Members.

2.6.3.3. Discharge Planning for Enrollees Experiencing or At Risk of
Homelessness

2.6.3.3.1. The Contractor shall, as further directed by EOHHS, including but
not limited to in Managed Care Entity Bulletins, implement policies and
procedures that ensure timely, appropriate, and comprehensive
Discharge Planning for Enrollees experiencing homelessness or
Enrollees at risk of homelessness. Such policies and procedures shall
be consistent with federal and state privacy laws and regulations and
shall be incorporated into the Contractor’s protocols for Care Transitions
with all Network Hospitals.
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2.6.3.3.2. In addition to the requirements above in Section 2.6.3.2, ensure
that Discharge Planning activities include the following as further
specified by EOHHS:

2.6.3.3.2.1. The hospital shall contact the Contractor at the time of
admission in order to collaborate in identifying resources to
assist with the Enrollee’s housing situation.

2.6.3.3.2.2. At the time of admission, and as part of its general
Discharge Planning processes, the hospital shall assess
each admitted Enrollee’s current housing situation.

2.6.3.3.2.3. The hospital shall invite and encourage participation in
Discharge Planning, as appropriate, by the Enrollee, the
Enrollee’s family, providers, Community Partner, Care
Coordinators, shelter staff, and any other supports identified
by the Enrollee.

2.6.3.3.2.4. For any Enrollee who is a client of the Department of
Mental Health (DMH), the Department of Developmental
Services (DDS), MassAbility, or AGE, the hospital shall invite
and encourage designated staff from each such agency to
participate in such Enrollee’s discharge planning activities.

2.6.3.3.2.5. For any Enrollee that is not a client of DMH, DDS,
MassADbility, or AGE, the hospital shall determine whether
the Enrollee may be eligible to receive services from some
or all of those agencies and offer to assist in submitting an
application to DMH, DDS, MassAbility, or AGE as
appropriate.

2.6.3.3.2.6. The hospital shall determine whether the Enrollee has any
substance use disorder, as further specified by EOHHS. For
any such Covered Individual, the Provider must contact the
Massachusetts Substance Use Helpline (800) 327-5050, the
statewide, public resource for finding substance use
treatment, recovery options, and assistance with problem
gambling, or successor Helplines as identified by EOHHS.
The Helpline’s trained specialists will help the Enrollee
understand the available treatment services and their
options.

2.6.3.3.3. Ensure that Discharge Planning activities include the following
assessment of options for discharge as further specified by EOHHS:

2.6.3.3.3.1. The hospital shall ensure that discharge planning staff are
aware of and utilize available community resources to assist
with Discharge Planning.
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2.6.3.3.3.2. For any Enrollee with skilled care needs, who needs
assistance with activities of daily living, or whose behavioral
health condition would impact the health and safety of
individuals residing in the shelter, the hospital shall make all
reasonable efforts to prevent discharges to emergency
shelters. For such Enrollees, the hospital shall seek
placement in more appropriate settings, such as DMH
community-based programs or nursing facilities.

2.6.3.3.3.3. For any Enrollee who was experiencing homelessness
prior to admission and is expected to remain in the hospital
for fewer than 14 days, the hospital shall contact the
appropriate emergency shelter to discuss the Enrollee’s
housing options following discharge, as further specified by
EOHHS.

2.6.3.3.3.4. For any Enrollee for whom discharge to an emergency
shelter or specific placement cannot be secured, the hospital
shall provide additional supports and track discharges of
such Enrollees as further specified by EOHHS.

2.6.3.3.4. For the purposes of this Section 2.6.3, Enrollees experiencing
homelessness shall be any Enrollee who lacks a fixed, regular, and
adequate nighttime residence and who:

2.6.3.3.4.1. Has a primary nighttime residence that is a public or private
place not designed for or ordinarily used as a regular
sleeping accommodation for human beings including a car,
park, abandoned building, bus or train station, airport, or
camping group;

2.6.3.3.4.2. Is living in a supervised publicly or privately operated
emergency shelter designated to provide temporary living
arrangements, including congregate shelters, transitional
housing, and hotels and motels paid for by charitable
organizations or by federal, state, or local government
programs for low-income individuals; or

2.6.3.3.4.3. Is chronically homeless as defined by the US Department
of Housing and Urban Development (see also Section 1.32).

2.6.4. Coordinating Care and Services with Federal, State, and Community
Agencies

2.6.4.1. General

2.6.4.1.1. The Contractor shall implement a systematic process for
coordinating care and creating linkages between Enrollees and
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organizations that provide services not covered, including but not limited
to:

2.6.4.1.1.1. State agencies, including 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 AGE;

2.6.4.1.1.2. Social service agencies;

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

2.6.4.1.1.4. Consumer, civic, and religious organizations; and

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

2.6.4.2. Requirements
2.6.4.2.1. The systematic process and associated linkages shall provide for:

2.6.4.2.1.1. Sharing information and generating, receiving, and tracking
referrals;

2.6.4.2.1.2. Obtaining and recording consent from Enrollees to share
individual Enrollee medical information where necessary;
and

2.6.4.2.1.3. Ongoing coordination efforts (for example, regularly
scheduled meetings, newsletters, and jointly community-
based projects).

2.6.4.2.2. The Contractor shall designate a State Agency Liaison as
described in Section 2.3.1.

2.6.4.3. Department of Mental Health (DMH)

2.6.4.3.1. The Contractor shall ensure that services are provided to
Enrollees with DMH affiliation as follows:
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2.6.4.3.1.1. 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;

2.6.4.3.1.2. 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;

2.6.4.3.1.3. 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

2.6.4.3.1.4. Designate a DMH Liaison as described in Section 2.3.

2.6.4.4. Department of Developmental Services (DDS)

2.6.4.4.1. The Contractor shall ensure that services are provided to
Enrollees with DDS affiliation as follows:

2.6.4.4.1.1. Ensure that the ICT communicates with the DDS
caseworker(s) assigned to Enrollees and inform them of the
services provided through the Contractor’s Plan; and

2.6.4.4.1.2. Designate a DDS Liaison as described in Section 2.3.

2.6.4.5. Ombudsman

2.6.4.5.1. The Contractor shall support Enrollee access to, and work with,
the Ombudsman to address Enrollee requests for information, issues, or
concerns related to One Care, including:

2.6.4.5.1.1. Educating Enrollees about the availability of Ombudsman
services:

2.6.4.5.1.1.1. On the Contractor’s website;

2.6.4.5.1.1.2. When Enrollees receive the Member Welcome
package;

2.6.4.5.1.1.3. At the time of the annual Comprehensive Assessment;
and

2.6.4.5.1.1.4. When Enrollees — or their family members or
representatives — contact One Care Plan staff,
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including Member services and provider staff, with a
Grievance or Appeal.

2.6.4.5.1.2. Communicating and cooperating with Ombudsman staff as
needed for them to investigate and resolve Enrollee requests
for information, issues, or concerns related to One Care,
including by:

2.6.4.5.1.2.1. Designating a staff person as the Contractor’s
Ombudsman liaison as described in Section 2.3;

2.6.4.5.1.2.2. Providing Ombudsman staff with access to records
needed to investigate and resolve Enrollee Grievances
(with the Enrollee’s consent); and

2.6.4.5.1.2.3. Ensuring ongoing communication and cooperation of
the Contractor’s staff with Ombudsman staff in working
to investigate and resolve Enrollee Grievances,
including updates on progress made towards
resolution, until such time as the Grievances have been
resolved.

2.6.5. Continuity of Care

2.6.5.1. For all services other than Part D drugs, the Contractor shall develop
policies and procedures to ensure continuity of care for all Enrollees into
the Contractor’s One Care Plan for whichever is the longer of:

2.6.5.1.1. A period of up to ninety (90) days following the Effective
Enrollment Date, unless the Comprehensive Assessment and the ICP
are completed (developed and reviewed with the Enrollee, including any
changes in providers, services, or medications) sooner and the Enrollee
agrees to the shorter time period; or

2.6.5.1.2. Until the Comprehensive Assessment and ICP are complete
(developed and reviewed with the Enrollee, including any changes in
providers, services, or medications).

2.6.5.2. Continuity of Care policies shall apply any time an individual enrolls
into the Contractor’s One Care Plan, including for Members enrolling
from other One Care plans or MassHealth health plans, or PACE.

2.6.5.3. Any service an Enrollee receives from the Enrollee’s prior insurance
carrier that the Contractor will not cover after the Enrollee’s continuity of
care period shall be considered a reduction, modification, or denial of a
currently authorized service. The Contractor shall provide advance
notice and all Appeal rights, including Continuing Services, required for
adverse Integrated Organization Determinations described in Section
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2.13, and according to the requirements at 42 C.F.R. § 438.404 and 42
C.F.R. § 422.568.

2.6.5.4. Such policies and procedures shall be consistent with 42 C.F.R. §
438.62(b)(1) and 42 C.F.R. § 422.112(b) and for the purpose of:

2.6.5.4.1. Minimizing the disruption of care and ensuring uninterrupted
access to Medically Necessary services;

2.6.5.4.2. Ensuring that the Enrollee is established with any new service
Providers, as indicated by the ICP, so that no gap in ongoing services
OCCurs;

2.6.5.4.3. For an Enrollee that has not transitioned to the Contractor's
Network Providers at the conclusion of the 90-day continuity o