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Introduction

This supplementto the Amerigroup Community Care provider manual specifically discussesthe
TennCare Managed Long-Term Services & Supports (MLTSS) CHOICES program (CHOICES). For
information specifically on Medicaid services, please referto the general Amerigroup provider manual.
All requirements from the general Amerigroup provider manual apply to the CHOICES program.

TennCare CHOICES Long-Term Services & Supports

The TennCare CHOICES (CHOICES) Managed Long-Term Services & Supports (MLTSS) program is a
Medicaid LTSS system redesign initiative that integrates LTSS services, including nursing facility services
and home and community-based services (HCBS) alternatives to nursing facility care, into the existing
TennCare managed care delivery system.

CHOICES is for adults (age 21 and older) with a physical disability and seniors (age 65 and older).
CHOICES offers services to help a person live in their own home or in the community. These services
are called Home and Community Based Services or HCBS. These services can be provided in the home,
on the job, or in the community to assist with daily living activities and allow people to work and be
actively involved in their local community. CHOICES also provides care in a nursing home if this is
needed.

The primary goals of CHOICES are to:

e Provide streamlined, timely access to LTSS services.

e Expand access to and utilization of cost-effective HCBS alternatives to nursing facility care.
e Serve more people with existing LTSS funds.

e Increase HCBS options.

e Improve coordination of all Medicaid (acute, behavioral and LTSS) services.

e Rebalance LTSS spending (i.e., funding spent on institutional versus HCBS).

Quick Reference Information

Please call Provider Services at 800-454-3730 for precertification/notification, health plan network
information, individual eligibility, claims information, inquiries and recommendations you may have
about improving our processes and managed care program.

Available Contact Information
Providers can call Provider Services at 800-454-3730 for:
e A Provider Services representative — available Monday through Friday, 8 a.m. to 5 p.m. Central
time.
o Speakto a live agent about precertification/notification, health plan network information,
individual eligibility, claims information and inquiries.
e The automated Provider Inquiry Line (IVR) — 24 hours a day, 7 days a week.
o Check claims status and eligibility.
o Requestinterpreter services.
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Enrolled members can call 866-840-4991 for:
e Memberservices — available Monday through Friday, 7 a.m. to 7 p.m. Central time
e The Nurse HelplLine:

o Clinical servicesare available 24 hours a day, 7 days a week.

o We can help coordinate behavioral health care needs.

Provider Services at the National Contact Center Fax: 800-964-3627
Provider Relations Department: 800-454-3730

Behavioral Health Inpatient Services Fax: 800-877-5211

Behavioral Health Outpatient Services Fax: 866-920-6006
Electronic Data Interchange (EDI) Hotline: 800-590-5745

Electronic Visit Verification (EVV) Help Desk: 855-329-2116

Family Assistance Service Center: 615-743-2000

TennCare Fraud and Abuse Hotline: 800-433-3982

TennCare Phone Number: 800-852-2683 toll free or 615-741-6669 (Nashville local)
Availity*: 1-800-AVAILITY (1-800-282-4548)

EVV Assistance email box: tnlltcevvcs@amerigroup.com

LTC Authorization email box: ltcprovreq@amerigroup.com

Enhanced HCBS — FMAP Communication:
https://www.tn.gov/tenncare/long-term-services-supports/enhanced-hcbs-fmap.html

Individual Eligibility

TennCare enrollees will be enrolled by TennCare into CHOICES if the enrollee meets the categorical and

financial eligibility criteria for Groups 1, 2 or 3:

e Group 1: All personswho receive Medicaid-reimbursed long-term nursing facility care.

e Group 2: Personsage 65 and older and adults age 21 and older with physical disabilities who meet
the nursing facility level of care, qualify either as SSI recipients or as members of the CHOICES-like
HCBS Group, and need and receive HCBS as an alternative to nursing facility care.

e Group 3: Persons age 65 and older and adults age 21 and older with physical disabilities who are
SS| eligible and would not meetthe new nursing facility level of care but who, in the absence of
HCBS, are at risk of nursing facility placement and meetAt Risk Level of Care after placement.

Individual Enrollment

Individuals enrolled in TennCare will be enrolled by TennCare into CHOICES if the following conditions
are met:
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e TennCareorits designee determines if the individual meets the categorical and financial eligibility
criteria for Group 1, 2 or 3.

e For Groups 1 and 2: TennCare determines if the individual meets nursing facility level of care.

e For Group 2: Amerigroup, or for new TennCare applicants, TennCare or its designee, determines if
the individual’s combined HCBS, private duty nursing and home health care can be safely provided
at a cost less than the cost of nursing facility care for the individual.

e For Group 3: TennCare determines if the individual meetsthe at-risk level of care.

e For Groups 2 and 3: If there’san enrollment target, TennCare determines if the enrollment target
has not been metor, for Group 2, approves the Amerigroup request to provide HCBS as a cost-
effective alternative. Individuals transitioning from a nursing facility to the community will not be
subjectto the enrollment target for Group 2 but must meet categorical and financial eligibility for
Group 2.

For individuals residing in a community-based residential alternative at the time of CHOICES

enrollment, authorization for community-based residential alternative services will be retroactive to

the individual’s effective date of CHOICES enroliment.

Access and Availability

All providers are expected to meet the federal and state accessibility standards and those definedin
the Americans with Disabilities Act of 1990. Health care services provided through Amerigroup must be
accessible to all individuals served by Amerigroup.

CHOICES Referrals

Provider selection during the assessment process is driven by the member being served. Petitioning
members with the expectation of being selected as the service provider or petitioning existing
members who receive CHOICES services to change CHOICES providers is prohibited. Additionally,
communicating with hospitals, discharge planners or other institutions for the purposes of soliciting
potential CHOICES members that should instead be referred to the person’s MCO or local Area Agency
on Aging and Disability (AAAD), as applicable, is prohibited.

Electronic Visit Verification System

The Electronic Visit Verification (EVV) system is an automated electronic system used to monitor
memberreceipt and utilization of CHOICES HCBS services. Our current EVV vendoris CareBridge*.
Provider staff arrival and departure are captured through the use of a static GPS device in EVV.

The system acts as verification that services are being performed within the members preferred
schedule, approved location and may also be utilized by the provider for submission of claims.

To use the EVV system, providers check in using a GPStablet device at the member’shome promptly
on arrival. The provider's employee may download the Amerigroup EVV application to their own
Android or Apple smartphone at no charge, which can be usedfor checking in and out of a visit if the
member’stablet is not available. This confirms the identity of the member provider/staff worker as
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well as the arrival time and location. If neither of these options are available, the caregiver can utilize
the member’s phone to check in. At the end of the shift or assignment (and prior to leaving the
member’s home), the provider/staff worker will check out using the tablet device or the same method
in which the check in occurred, logging the departure time and completing a brief survey. This survey
will only be available via the tablet method for checking out. If a provider/staff worker fails to check in
at the appropriate time, the EVV system will alert Amerigroup and steps will be taken to ensure the
memberreceives the appropriate care at the appropriate time.

At a minimum, providers should have at least one full-time staff person devotedto EVV system
monitoring, including afterhours and weekends, if a memberis scheduled to receive care, and two
staff personsfully trained and knowledgeable of the EVV system and its functionality. Use of this
systemis compulsory by providers administering HCBS services to Amerigroup members.

Caregivers are the first line of sight into technology issuesthat may affect the tablets. Please be sure to
communicate any issues with the tablet and/or other methods of check in/out with the EVV team.
Notify Amerigroup immediately via the Get Support function in the EVV system or by sending an email
to the provider request mailbox at ltcprovreqg@amerigroup.com whena memberhas beenidentified
as having no method to check in/out. This includes if the tablet is not available, the tablet is unable to
be turnedon, the tablet is not receiving a signal, the tablet is broken, the caregiver is unable to use the
mobile application for check in/out or the member receiving care does not have a phone the caregiver
can use to check them in/out. Amerigroup will document the memberas having no eligible method to
check in/out aftervalidating that none of the methods are available. This status will not be permanent
and will be revalidated on a monthly basis.

Providers are responsible for complying with the following EVV system processes:

e Log thearrival and departure of the provider/staff worker

e Verifythat services are being delivered at the correct location (e.g., the member’shome) and at the
appropriate time

e Verifythe identity of the provider/staff worker providing the service to the member

e Match the services provided to a member with the services authorized in the person-centered
support plan

e Ensure adherence to the established schedule of services

e Ensure the provider/staff worker delivering the service is authorized to deliver such services

e Establish a schedule of service delivery with as much flexibility and/or specificity within the
authorization and program rules as the memberwants and needs. Identify the time each service is
needed including the amount, frequency, duration and scope of each service

e Provide notification to EVV team if a worker does not arrive as scheduled or otherwise deviates
from the authorized schedule; this ensures service gaps and the reason service was not provided as
scheduled are identified and addressed immediately, and backup plans are implemented as
appropriate

e Keepthe late/missed visit (LMV) dashboard up-to-date and accurate. Visibility of LMV entries is lost
after seven calendar days from the dashboard. This information is used for a state report and must
be accurate.
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e lLog the delivery of home-delivered meals including the member’s name, time delivered and, if
applicable, the reason a meal was not delivered

e Generate claims for submission to Amerigroup

e Capture worker/membersurveys

e Manage all tablets assighed to members under their care

Amerigroup requires contracted providers to use the EVV system for applicable services. Contracted
providers must have at least two staff persons fully trained on the EVV system that can train caregivers
on using the device in the member’shome. An additional expectationis that at least one staff person
with the contracted provider is dedicated to monitoring caregiver activity to ensure caregivers are in
the member’s home providing services at the scheduled time agreed upon when the referral was
accepted.

It is imperative providers comply with these standards to ensure members are receiving services in a
timely manner. To maintain acceptable compliance scores, it is required for 90 percent (or more) of
scheduled services submitted for payment to have GPS coordinates attached. Provider compliance
with appointment staffing will be monitored on an ongoing basis. Providers are required to submit
member specific late and missed information to the MCO for TennCare monthly reporting. Providers
that have not met the minimum performance requirements are subjectto Corrective Action Plan (CAP)
to include moratorium for new referrals and imposing financial sanctions (passthrough liquidated
damages). Continued noncompliance after the completion of CAP may result in reinstatement of the
CAP or additional action including up to termination.

Performance Metrics for Provider Compliance

Staffed Appointments
Provider compliance is determined by calculating the numberof on-time appointments staffed by the
provider and dividing by the total number of appointments authorized for the calendar month.

Example:
100 total appointments
Five missed visits
Five late visits
90 on-time visits
90/100 =90 percentcompliance score

Manually Confirmed Visits
A manual confirmation should be submitted by the provider in order to be paid for the following
scenarios:

e Late visits

o Missed visits

e Visits in which the length deviates from authorization
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e No authorization on file for visit

e Split visits

e More than one worker per visit

e When no check-in/out is recorded for the member.

Note: Check-ins/out outside of the member’s radius will result in a manual confirmation as they will
not associate with the member. A manual confirmation will also be required to use respite se rvices.
This is the only service that is not available for check in/out.

Manually confirmed visits are appointments for which the provider had to request and submit manual
confirmations to Amerigroup for approval. Manual confirmations are instances in which the provider
submits scanned time sheets requesting approval of time submitted. Submissions of manual
confirmations should be a last resort. If manual confirmations are being submitted, Amerigroup must
have, on file within the member’s EVV record, an explanation of why the tablet, bring your own device
(BYOD), and telephony options of check in/out cannot be utilized by the caregiver as well as a
description of the efforts taken by the provider to be within compliance.

Time sheetsare required to contain the below items when submitted with a manual confirmation:
e Name of the member receiving services

e Signature of the member or an authorized representative

e Time serviceswere rendered/duration of care — A.M./P.M. designation should be included

e Date services wererendered

e Tasks performed

e Name of caregiver performing services

e Name and/or logo of provider submitting time sheet

Any visit confirmed without any use of EVV for clocking in or clocking out that is within the providers
control is considered noncompliant and manually confirmed. Continued submission of manual
confirmations without an approved, documented reason will be subject to a CAP. Amerigroup will
measure manual confirmation compliance by dividing the total number of manually confirmed visits by
the total number of visits over the calendar month.

Example:
100 total appointments
Five manually confirmed visits
95 GPS/telephony confirmed visits
95/100 = 95 percentcompliance score

Providers that have not met the minimum performance requirements are subjectto a Corrective
Action Plan (CAP) to include moratorium for new referrals and imposing financial sanctions (pass
through liquidated damages). Continued noncompliance after the completion of CAP may result in
reinstatement of the CAP or additional action including up to termination.
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Missed Visit Reason Code/Resolution Status

It is the provider’s responsibility to maintain the appropriate selection of reason codes/resolution
statuses for all missed visits via the EVV system dashboard. This will be monitored through results from
missed visits without reason codes/resolution statuses populated in an appropriate or timely manner.
Providers have access to enter reason codes/resolution statuses up to seven days after the
appointment date. Failure to submit a reason code/resolution status will result in an automated blank
submission and will be added to the numerator in the missed visit calculation. Scores will be calculated
as the total missed visits with reason codes/resolution statuses divided by the total number missed
visits as applicable.

Example:
100 total missed visits
Five missed visits with blank reason codes/resolution statuses
95 missed visits with reason codes/resolution statuses
95/100 = 95 percentcompliance score

Providers that have not met the minimum performance requirements are subjectto a-Corrective
Action Plan (CAP) to include moratorium for new referrals and imposing financial sanctions (pass
through liquidated damages). Continued noncompliance after the completion of CAP may result in
reinstatement of the CAP or additional action including up to termination.

Late Missed Visits (LMV) reports

The Division of TennCare updated its late/missed visits (LMV) monthly reporting requirements. LMV
data is sent to the Division of TennCare on a monthly basis. Provider agencies who use the electronic
visit verification (EVV) platform and who bill for services on behalf of TennCare CHOICES and
Employment and Community First CHOICES members are required to submit specific member
information regarding the LMV.

Amerigroup Community Care sends a report to each agency with a response due date. The provider
agency populates the report with the following information and returns the report to Amerigroup by
the specified due date:
e If the visit was late:
o Time the late visit was initiated
o Brief explanation of follow-up actions taken by the provider to prevent future late visits
o |[f the visit was missed:
o Confirmation of whetherthe visit was made up or not
= |f the visit was made up, date and time the missed visit was made up
= |f the visit was not made up, explanation of why the visit was not made up
o Confirmation whetherthe member's backup plan was initiated
o Brief explanation of the follow-up actions taken by the provider to preventfuture
missed visits
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Best practices for providers:

e Keepyour LMV dashboard up to date and accurate. You will lose visibility of LMV entries seven
calendar days after any appointment is late or missed. This information is used for a state
report and must be accurate.

e Stay on top of your manual confirmations to ensure they show your appointments as on time or
having a late check-in, so staffing information and the reasons for an LMV are accurate.

o Usethe Notessection within the appointment to capture comments regarding documentation
neededto respondto late or missed visits.

Tips for completing the LMV report:

e Ensure that the provider agency’s email address for LMV data is correct. Updated email
addresses can be sentto the EVV mailbox at tnlltcevvcs@anthem.com.

e Do not make changes to prefilled cells.

e Do not change the format of the document. The document should be returnedin Excel format
via email.

e Do not sendthe Excel file as a secure email.

e Responsesmust provide accurate information as well as specific details regarding the
appointment. Genericanswers for each member are not acceptable.

e Check both the late and missed visit tabs within the request.

e Responses must be professional, free of spelling errors, and grammatically correct.

Responses must be accurate information and provide specific details regarding the appointment.
Generic answers for each member are not acceptable. Documentation submitted by the provider will
be sentto the Division of TennCare exactly the way the MCO receives it. If no responseis received
from the provider, this will be documented and sent to the Division of TennCare as well. Providers who
do not comply are subject to a Corrective Action Plan (CAP), including moratoriums for new referrals
and financial sanctions (liquidated damages). Continued noncompliance after the completion of a CAP
may result in reinstatement of the CAP or additional action, up to and including termination.

Measuring Compliance Criteria

Amerigroup monitors the following criteria to determine provider agency compliance:

* Late and Missed Visitreporting: Provider Late and Missed Visit Reports not received within the
required timeframe.

* Late and Missed Visitreporting: The responses on the Provider Late and Missed Visit Reports
are incomplete or inaccurate.

* Manual Confirmation percentage below compliance standard: 90 percent

* Missed Visit percentage below compliance standard: 90 percent

* Late Visit percentage below compliance standard: 90 percent

Effective January 1, 2020, in accordance with the TennCare Contractor Risk Agreement (TennCare CRA),
changes were made to the manner in which Liquidated Damages (LD) will be assessed. Liquidated
Damages will be assessedto the MCO based on provider and MCO driven late visits, missed visits and
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visits that are manually-confirmed. Providers must meetat least 90% compliance for late visits, missed
visits, check ins and check outs. LDs will be assessed at $5,000 and up per provider per month for EACH
noncompliant metric. If a provider agency is deemed noncompliant due to late, missed and manually
confirmed visits the MCO may opt to pass through liquidated damages that are assessed as stated in
your provider manual supplement and agreements.

TennCare may opt, at its discretion, to apply a $500 per occurrence assessmentin lieu of the
methodology described above in addition to the cost of services not provided (if missed) and the pass-
through cost of any reduction in FMAP for personal care servicesrelated to non-compliance with the
21st Century Cures Act. The MCO may opt to pass through these penalties as well.

Effective January 1, 2020, in accordance with the TennCare CRA, updates were made to the following
LDs based on the percentage of noncompliance with each metric (provider-initiated late visits, missed
visits, manual confirmations):
e 55,000 per month that 11-15% of visits are late, missed, or manually-confirmed for a reason
attributable to the CONTRACTOR or provider (provider initiated), by specified HCBS
e 510,000 per month that 16-20% of visits are late, missed, or manually-confirmed for a reason
attributable to the CONTRACTOR or provider (provider initiated), by specified HCBS

e $15,000 per month that 21-25% of visits are late, missed, or manually-confirmed for a reason
attributable to the CONTRACTOR or provider (provider initiated), by specified HCBS

e 520,000 per month that 26-30% of visits are late, missed, or manually-confirmed for a reason
attributable to the CONTRACTOR or provider (provider initiated), by specified HCBS

e 525,000 per month that 31% or more of visits are late, missed, or manually-confirmed for a
reason attributable to the CONTRACTOR or provider (provider initiated), by specified HCBS

The EVV system will provide contracted HCBS providers with the following billing-related services:
e Invoices — electronic 837i invoices in the format approved by Amerigroup

¢ Billing maintenance reviews — ability to review and perform maintenance, as necessary, to all
billing prior to submission

¢ Billing maintenance reports — reports of billing items and edits made to billing items (this
information will also be provided to Amerigroup)

All of the serverhardware and software neededto run the EVV systemis provided through multiple
redundant data centers. Users access the system through a secure website. The recommended user
setup includes:

e Microsoft Windows XP, Vista

e InternetExplorer version7 or later or Firefox 3.5 or later

e Video card that supports 1024 x 768, 16-bit
e Pentium D 2 gigahertz (GHz) processor (or better)

e 1 gigabyte (GB) of random access memory (RAM), or better (2 GB of RAM for Vista)
e 1 GB of free hard-disk space
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These requirements guarantee the fastest connectivity and greatest user satisfaction. Agencies that do not
currently meet the recommended requirements will still be able to access the system, provided they have access
to the Internet.

LTSS Benefits for Individuals Enrolled in CHOICES

In addition to the physical and behavioral health benefits listed in the Amerigroup Medicaid provider
manual, we provide LTSS services (including HCBS and nursing facility care) to members who have been
enrolled into CHOICES by TennCare with the exception of Immediate Eligibility groups.

The following Long-Term Services and Support Benefits are available to members enrolled in CHOICES,
per Group, when the services have been determined medically necessary through the Amerigroup
assessment process and documentedin the member’s authorized initial person-centered support plan
and comprehensive assessment.

Service and Benefit Limit Group 1 Group 2 Group 3
Full Medicaid
Eligibility
Nursing facility care X Short-term only Short-term
(up to 90 days) | only (up to 90
days)
Community-based residential alternatives X X (Specified
CBRAsservices
and levels of
reimbursement
only. See
below)*
Personal care visits (up to two visits per day at X X
intervals of no less than 4 hours between visits)
Attendant care (up to 1,080 hours per calendar X X

year, up to 1400 hours per full calendar year only
for persons who require covered assistance with
household chores or errands in addition to hands-
on assistance with self-care tasks)
Home-delivered meals (up to one meal per day)
Personal emergency response systems (PERS) one X X
unit installation and (one unit per month for 12
months a year)

>
>

Adult day care (up to 2,080 hours per calendar X X
year)

In-home respite care (up to 216 hours per X X
calendar year)

Inpatient respite care (up to nine days per X X
calendaryear)

Assistive technology (up to $900 per calendar X X
year)
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Service and Benefit Limit Group 1 Group 2 Group 3
Full Medicaid
Eligibility
Enabling technology (limited to $5,000 per X X
calendar year and is available only through
March 31, 2024)
Minor home modifications (up to $6,000 per X X
project, $10,000 per calendar year and $20,000
per lifetime)
Pest control (up to nine units per calendar year) X X

* CBRAs for which Group 3 member are eligible include only: Assisted Care Living Facility services, Community
Living Supports 1 (CLS1), and Community Living Supports-Family Model 1 (CLS-FM1)

In addition to the service limits described above, for membersenrolled in CHOICES in Group 2, the
total cost of HCBS, home health care and private duty nursing will not exceed the cost of providing
nursing facility services to the person. For members enrolled in CHOICES in Group 3, the total cost of
HCBS, excluding minor home modifications, will not exceed the expenditure cap.

A CHOICES memberin Group 2 shall not be disenrolled or required to experience a reduction in the
amount of services currently being provided as a result of State directed increases in the rate of
payment for such services, including rate increases targeted to increase wages for direct support
professionals in order to help providers recruit and retain staff. If an increase in the rate of paymentfor
service(s) would result in a person’sindividual cost neutrality cap being exceeded, the personshall not
be required to reduce the amount of previously authorized services. The State may establish a
methodology that would disregard some or all such rate increases in the application of the individual
cost limit. Except as provided in that methodology, all new or additional services will be subjectto the
individual cost limit.

Notwithstanding any otherrequirements of this Contract, CHOICES Groups 2 and 3 members enrolled
as of July 12, 2021 will be eligible to exceedtheir Expenditure Cap or their Individual Cost Neutrality
Cap, as applicable, in order to be receive a one-time increase of up to $3,000 across the following
services:

e Respite;

e Adult Day Care Services;

e Assistive Technology;

e Enabling Technology; and

e Minor Home Modifications.

The $3,000 is a one-time increase that may be utilized anytime between November2,2021 and March
31, 2024. A membermay elect to receive additional units of one service or multiple services; however,
the overall limitation on additional servicesis $3,000 per person. This assistance is provided in addition
to existing service limitations and without regard for the expenditure cap or individual cost neutrality
test specified in the approved waiver.
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To qualify for this additional assistance the individual must be enrolled in the CHOICES program as of
July 12, 2021, living with family members who routinely provide unpaid support and assistance; or if

the individual does not live with family members, must have unpaid family caregivers who routinely

provide unpaid support and assistance. The person may not be receiving residential supports.

The availability of these additional benefitsis expectedto support the person’sindependence, support
family caregivers, address the additional stresses from impacts of COVID-19, and ensure the
sustainability of these supports going forward.

Except as explained above, all other policies applying to benefit limits in CHOICES continue to apply.

Increasesin the expenditure cap or individual cost neutrality cap effective July 1, 2021 are not
intended to provide for additional benefits, but rather to accommodate targeted rate increases in
CHOICES that have a direct care componentas provided in Tennessee’s conditionally approved Initial
HCBS Spending Plan. These adjustments will ensure that individuals in each of these benefit groups
continue to have access to their currently approved HCBS.

Members enrolled in CHOICES may choose to participate in consumer direction of HCBS and, at a
minimum, hire, fire and supervise workers’ specific HCBS functions.

Amerigroup may submit to TennCare a requestto no longer provide LTSS services to a member due to
concerns regarding the ability to safely and effectively care for the person in the community and/or to
ensure the member’s health, safety and welfare. This may include the following situations:

e A memberin Group 2 or 3 for whom Amerigroup has determined it cannot safely and effectively
meetthe person’s needs at a cost that is less than the member’s cost neutrality cap and who has
declined to transition to a nursing facility.

e A memberin Group 2 or 3 who repeatedly refusesto allow a care coordinator entrance into his or
her place of residence.

e A memberin Group 2 or 3 who refusesto receive critical HCBS services as identified through a
needsassessmentand documentedin the member’s person-centered support plan.

e A memberin Group 1 who fails to pay his or her patient liability, and Amerigroup is unable to find a
nursing facility willing to provide services to the member.

The request by Amerigroup to no longer provide LTSS services to a member will include documentation
as specified by TennCare. The state will make any and all determinations regarding whether
Amerigroup may discontinue providing LTSS servicesto a member, disenrollment from CHOICES and,
as applicable, termination from TennCare.

Cost-Sharing and Patient Liability
Providers cannot require any cost-sharing or patient liability responsibilities for covered services except

to the extentthat cost-sharing or patient liability responsibilities are required for those services by
TennCare in accordance with TennCare rules and regulations, including holding members liable for debt
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due to insolvency of Amerigroup or nonpayment by the state to Amerigroup. Further, providers shall
not charge members for missed appointments.

Patient Liability

TennCare will notify Amerigroup of any applicable patient liability amounts for members enrolled in
CHOICES via the eligibility/enroliment file. Amerigroup will delegate collection of patient liability to the
facility and will pay the facility net of the applicable patient liability amount for membersin Group 1
and members who are receiving services in a community-based residential alternative. Members
enrolled in Group 2 or Group 3 receiving other HCBS services will have patient liability due to the MCO.

In accordance with the involuntary discharge process, including notice and appeal, a facility may refuse
to continue providing services to a person who fails to pay his or her patient liability and for whom the
facility can demonstrate to Amerigroup that it has made a good faith effortto collect payment.

If Amerigroup is notified that a facility is considering discharging a member, Amerigroup will work to
find an alternate facility willing to serve the personand documentits effortsin the member’sfiles.

If we are unable to find an alternate facility willing to serve the member, we will determine if we can
safely and effectively serve the personin the community and within the cost neutrality cap. If we can,
the memberwill be offered a choice of HCBS. If the person chooses HCBS and the person is currently
enrolled in Group 1, we will forward all relevant information to TennCare for a decision regarding
enrollmentin Group 2.

If we are unable to find an alternate facility willing to serve the member, and we determine we cannot
safely and effectively serve the memberin the community and within the cost neutrality cap for
membersin Group 2 or the expenditure cap for members in Group 3, or the member declines to enroll
in Group 2 or TennCare denies enrollment in Group 2 (forthose membersenrolled in Group 1), we may
requestto no longer provide LTSS services to the person.

Preventive Services
TennCare cost-sharing or patient liability responsibilities apply to covered services other than the
preventive services describedin TennCare rules and regulations.

Provider Requirements

Providers or collection agencies acting on the provider’s behalf may not bill members for amounts
other than applicable TennCare cost-sharing or patient liability amounts for covered services, including
services the state or Amerigroup has not paid for, exceptas permitted by TennCare rules and
regulations and as described below.

Providers may seek payment from a memberonly in the following situations:

e If the services are not covered services and, prior to providing the services, the provider informed
the memberthe services were not covered; the provider will inform the member of the
noncoveredservice and have the memberacknowledge the information; if the personstill requests
the service, the provider will obtain such acknowledgmentin writing prior to rendering the service;
regardless of any understanding worked out between the provider and the member about private
payment, once the provider bills Amerigroup for the service that has been provided, the prior

TN-PM-0048-22 15



arrangement with the member becomes null and void without regard to any prior arrangement
worked out with the member.

e If the member’sTennCare eligibility is pending at the time services are provided and if the provider
informs the person he or she will not accept TennCare assignment whether or not eligibility is
established retroactively; regardless of any understanding worked out between the provider and
the memberabout private payment, once the provider bills Amerigroup for the service, the prior
arrangement with the member becomes null and void without regard to any prior arrangement
worked out with the member.

e If the member’sTennCare eligibility is pending at the time services are provided; however, all
monies collected, exceptapplicable TennCare cost sharing or patient liability amounts, shall be
refunded when a claim is submitted to Amerigroup because the provider agreed to accept
TennCare assignment once retroactive TennCare eligibility was established; the monies collected
will be refunded as soon as a claim is submitted and shall not be held conditionally upon payment
of the claim.

e If the servicesare not covered because theyare in excess of a member’s benefitlimit and the
provider complies with applicable TennCare rules and regulations.

Providers must accept the amount paid by Amerigroup or appropriate denial made by Amerigroup (or,
if applicable, paymentby Amerigroup that is supplementary to the member’s third-party payer) plus
any applicable amount of TennCare cost-sharing or patient liability responsibilities due from the
memberas paymentin full for the service. Exceptin the circumstances described above, if Amerigroup
is aware that a provider or a collection agency acting on the provider’s behalf bills a memberfor
amounts other than the applicable amount of TennCare cost-sharing or patient liability responsibilities
due from the person, we will notify the provider and demand that the provider and/or collection
agency cease such action against the member immediately. If a provider continues to bill a member
after notification by Amerigroup, we will refer the provider to the Tennessee Bureau of Investigation.

Disclosure Reporting

Providers, whether contract or non-contract, shall comply with all federal requirements (42 CFR Part 455) on
disclosure reporting. All tax-reporting provider entities that bill and/or receive TennCare funds as the
result of this Contract shall submit routine disclosures in accordance with timeframes specified in 42
CFR Part 455, Subpart B and TennCare policies and procedures, including at the time of initial
contracting, contract renewal, at any time there is a change to any of the information on the disclosure
form, within thirty five (35) days after any change in ownership of the disclosing entity, at least once
everythree (3) years, and at any time upon request. For providers, this requirement may be satisfied
through TENNCARE’s provider registration process.

Authorization/Notification Requirements

Authorization is required for all HCBS and Skilled Nursing Facility Services. Authorizations are not
required for group 1 members Nursing Facility (NF) services billed by a participating provider.
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To requesta LTSS authorization or a change in the member’s person-centered support plan, please
send an email to ltcprovreg@amerigroup.com and include the following information:

e Provider name/Amerigroup Provider ID

e Member’'sname/Amerigroup subscriber ID

e Dates of service/service type/unit amount requested

e Schedule requested by the member (for services monitored through the EVV)

These requests will be sentto the member’s care coordinator, who will take action and determine if
such authorization or change request is appropriate for the member. If approved, an authorization will
be sentto you via DocuSign*, typically within two business days of the initial request. Providers should
email ltcprovreq@amerigroup.com to update their contact information to receive information via
DocuSign. It is the provider’s responsibility to communicate acceptance of an authorization. Failure to
accept an authorization will result in the authorization being offered to another provider. Please also
ensure accurate contact numbers are provided to Amerigroup to ensure proper communication can
occur. To maintain current records, please provide the email address(es) you wish to have on file with
Amerigroup to ltcprovreqg@amerigroup.com.

In the eventof emergencies (e.g., tornados, earthquakes, floods, public health emergenciessuch as a
pandemic, etc.) as determined by TennCare, TennCare may direct the MCO to suspend certain policies
and administrative activities such as Prior Authorizations, Record Requests, Audits, etc.

Workforce Development

CHOICES providers are responsible for acquiring, developing, and deploying a sufficiently staffed and
qualified workforce to capably deliver services to persons supported in a person-centered way. Upon
acceptance of an authorization for services, contracted providers shall be obligated to deliver services
in accordance with the PCSP, including the amount, frequency, intensity, scope and duration of
services specified in the PCSP, and shall be responsible for arranging back-up staff to address instances
when other scheduled staff are not able to deliver services as scheduled. The Provider shall, in any and
all circumstances, including Provider termination of its Provider Agreement, continue to provide
services that maintain continuity of care to the person supportedin accordance with his/her PCSP until
other services are arranged and provided that are of acceptable and appropriate quality.

Service Discontinuation

For service discontinuation:

e Notice is to be provided no less than 30 days prior to the proposed date of service discontinuation
in writing to the member (or guardian/conservator) and the Care Coordinator.

e Provideris to obtain written approval/notification from Amerigroup.

e Provideris to cooperate with transition planning, including providing service beyond 30 days if
needed and working with the new provider to ensure continuity of care.
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CHOICES Provider Business Model

CHOICES providers are required to maintain written policies and procedures of the provider agency’s
business model. The policy and procedures shall include at a minimum; roles and responsibilities of key
personnel, organizational chart, succession planning, ownership, background checks for all personnel,
fraud, waste, and abuse reporting protocols, and a plan for fraud, waste and abuse employee training
as required by Deficit Reduction Act of 2005 Section 6032. A provider’s business model of policies and
procedures shall include, but is not limited to:

e Succession planning

e Roles and Responsibilities of key personnel

e Organizational chart

e Ownership

e Background checks

e Fraud, Waste & Abuse reporting protocols

e Prevention of duplicative payments

e Monitoring of missed visits

CHOICES Care Coordination

All membersenrolled in CHOICES will be assigned a care coordinator. The member’s care coordinator is

the person who has primary responsibility for performance of care coordination activities for a

member receiving services in CHOICES. Amerigroup uses care coordination as the continuous process

of:

e Assessinga member’s physical, behavioral, functional and psychosocial needs and developing the
member’s person-centered support plan

e Assessingrisks for members enrolled in CHOICES Group 2 and Group 3 for receiving services in the
community and identifying specific strategies to mitigate these risks

e Identifying and authorizing the physical health, behavioral health and LTSS services, and other
social support services and assistance (e.g., housing or income assistance) that are necessary to
meetidentified needs contained in the person-centered support plan

e Ensuring timely access to and provision, for coordinating and monitoring of physical health,
behavioral health and LTSS services needed to help the member maintain or improve his or her
physical or behavioral health status, or functional abilities and maximize independence

e Facilitating access to othersocial support services and assistance needed in order to ensure the
member’s health, safety and welfare and, as applicable, to delay or preventthe needfor more
expensive institutional placement

Amerigroup will provide information regarding the role of the care coordinator and will request
providers and caregivers to notify a member’s care coordinator, as expeditiously as warranted by the
member’s circumstances, of any significant changes in the member’s condition or care, hospitalizations
or recommendations for additional services. We will provide training to key providers and caregivers
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regarding the value of this communication and remind them that the member’s identification card
indicates if a memberis enrolled in CHOICES.

Person-Centered Support Plan

As it pertains to CHOICES, the PCSPis a written plan developed by the Care Coordinator, in accordance
with person-centered planning requirements setforth in federal regulation, and in TennCare policies
and protocols, using a person-centered planning process that accurately documentsthe member’s
strengths, needs, goals, lifestyle preferences and other preferencesand outlines the services and
supports that will be provided to the memberto help them achieve their preferred lifestyle and goals,
and to meettheir identified unmet needs (after considering the availability and role of unpaid supports
provided by family members and other natural supports) through paid services provided by the
member’s MCO and other payor sources. The person-centered planning process is directed by the
member with long-term support needsand may include a representative whomthe member has freely
chosen to assist the member with decision-making, and others chosen by the member to contribute to
the process. If the memberhas a guardian or conservator, the membershall lead the planning process
to the maximum extent possible, and the guardian or conservator shall have a participatory role as
neededand defined by the member, except as explicitly defined under State law and the order of
guardianship or conservatorship. Any decisions made on the member’s behalf should be made using
principles of substituted judgment and supported decision-making. This planning process, and the
resulting PCSP, will assist the memberin achieving a personally defined lifestyle and outcomes in the
most integrated community setting appropriate, ensure delivery of services in a manner that reflects
personal preferences and choices, and contribute to the assurance of health, welfare, and personal
growth. Services in CHOICES will be authorized, provided, and reimbursed only as specified in the PCSP.

For Members in CHOICES Group 1

For members in CHOICES Group 1, the member’s care coordinator/care coordination team may:

e Rely on the plan of care developed by the nursing facility for service delivery instead of developing
a plan of care for the member.

e Supplementthe plan of care as necessary with the developmentand implementation of targeted
strategies to improve health, functional ability or quality of life outcomes (e.g., related to
Population Health services or pharmacy management) or to increase and/or maintain functional
abilities.

e Requestto attend care rounds in order to best support the member.

e Assessforand assist with a transition to the community if the member desiresto return to a less
restrictive environment.

Care coordinators will participate in the nursing facility’s care planning process and advocate for the
member.

The member’s care coordinator/care coordination team is responsible for coordinating the member’s

physical health, behavioral health and LTSS needs, which will include coordinating with the nursing
facility as necessary to facilitate access to physical health and/or behavioral health services needed by
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the memberand to help ensure the proper management of the member’s acute and/or chronic
physical health or behavioral health conditions, including services covered by Amerigroup that are
beyond the scope of the nursing facility services benefit.

For Members in CHOICES Groups 2 and 3

For members in CHOICES Groups 2 and 3, the care coordinator will coordinate and facilitate a care
planning team that includes the member, those identified by the member who act as natural supports
and the member’s care coordinator. The care coordinator will include or seekinput from other
members, such as the member’s representative or other persons authorized by the member to assist
with needsassessmentand care planning activities as needed.

Care coordinators will consult with the member’s PCP, specialists, behavioral health providers, other
providers and interdisciplinary team expertsas needed when developingthe person-centered support
plan.

The care coordinator will verify that the decisions made by the care planning team are documentedin
a written, comprehensive person-centered support plan.

The person-centered supportplan developed for membersenrolled in CHOICES Groups 2 and 3 prior to

initiation of HCBS includes:

e Gathering pertinent demographic information regarding the member, including the name and
contact information of any representative and a list of other persons authorized by the member to
have access to health care (including long-term-care-related information) and assisting with
assessment, planning and/or implementation of health care (including long-term care related
services and supports).

e Determining care, including specific tasks and functions that will be performed by family members
and other caregivers.

e Determining home health, private duty nursing and LTSS services the member will receive from
other payer sources including the payer of such services.

e Determining home health and private duty nursing services that will be authorized by Amerigroup,
exceptin the case of personsenrolled on the basis of Immediate Eligibility who will have access to
services beyondthe limited package of HCBS only upon determination of categorical and financial
eligibility for TennCare.

HCBS that will be authorized by Amerigroup include:

e The amount, frequency, duration and scope (tasks and functions to be performed) of each service
to be provided.

e The schedule of whensuch care is needed.

Within 30 calendar days of notice of enroliment in CHOICES, for membersin CHOICES Groups 2 and 3,

the plan of care will include the following additional elements:

e Description of the member’s current physical and behavioral health conditions and functional
status (i.e., areas of functional deficit) and the member’s physical, behavioral and functional needs

TN-PM-0048-22 20



e Description of the member’s physical environmentand any modifications necessary to ensure the
member’s health and safety

e Description of medical equipmentused or needed by the member (if applicable)

e Description of any special communication needs, including interpreters or special devices

e Description of the member’s psychosocial needs, including any housing or financial assistance
needsthat could impact the member’s ability to maintain a safe and healthy living environment

e Description of goals, objectives and desired health; and the functional and quality of life outcomes
for the member

e Description of other services that will be provided to the member, including:

o Covered physical and behavioral health services that will be provided by Amerigroup to help
the member maintain orimprove his or her physical or behavioral health status, or functional
abilities and maximize independence

o Other social support services and assistance neededin order to ensure the member’s health,
safety and welfare and, as applicable, to delay or preventthe needfor more expensive
institutional placement

o Any noncoveredservices including services provided by other community resources, including
plans to link the memberto financial assistance programs, including housing, utilities and food
as needed

e Relevantinformation from the person’s treatment plan for any member receiving behavioral health
services that is needed by a LTSS provider, caregiver or the care coordinator to ensure appropriate
delivery of services or coordination of services

e Relevantinformation regarding the member’s physical health condition(s), including the treatment
and medication regimen needed by a LTSS provider, caregiver or the care coordinator to ensure
appropriate delivery of services or coordination of care

e Frequency of planned care coordinator contacts needed, which will include consideration of the
person’s member needs and circumstances

e Additional information for members who elect consumer direction of HCBS, including whetherthe
member requires a representative to participate in consumer direction and the specific services
that will be consumer-directed

e Any stepsthe memberand/or representative should take in the event of an emergency that differ
from the standard emergency protocol

e Adisaster preparedness plan specific to the member

e The member’s TennCare eligibility end date

The member’s care coordinator/care coordination team will ensure that the member reviews, signs
and dates the person-centered support plan, as well as any updates.

When the refusal to sign is due to a member’s request for additional services, (including requestsfora
differenttype; or an increased amount, frequency, scope, and/or duration of services than what is
included in the person-centered support plan), Amerigroup will, in the case of a new person-centered
support plan, authorize and initiate servicesin accordance with the person-centered support plan. In
the case of an annual or revised person-centered support plan, Amerigroup will ensure continuation of
at least the level of servicesin place at the time the annual or revised person-centered support plan
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was developed until a resolution is reached, which may include resolution of a timely filed appeal.
Amerigroup will not use the member’s acceptance of servicesas a waiver of the member’sright to
dispute the person-centered support plan or as cause to stop the resolution process.

When the refusal to sign is due to the inclusion of services that the member does not want to receive,
either in totality orin the amount, frequency, scope or duration of servicesin the person-centered
support plan, the care coordinator will modify the risk agreementto note this issue, the associated
risks and the measures to mitigate the risks as part of the person-centered support plan. In the event
the coordinator determinesthe member’s needs cannot be safely and effectively metin the
community without receiving these services, Amerigroup may requestthat it no longer provide LTSS
services to the member.

The member’s care coordinator/care coordination team will provide a copy of the member’s
completed person-centered support plan, including any updates, to the member, the member’s
representative and the member’s community-based residential alternative provider and other
providers authorized to deliver care to the member, as applicable. The member’s care
coordinator/care coordination team will provide copies to other providers authorized to deliver care to
the member upon requestand will ensure that such providers who do not receive a copy of the plan of
care are informed in writing of all relevant information neededto ensure the provision of quality care
for the memberand to help ensure the member’s health, safety and welfare, including the tasks and
functions to be performed.

Within five business days of completing a reassessmentof a member’s needs, the member’s care
coordinator/care coordination team will update the member’s plan of care as appropriate and
authorize and initiate HCBS in the updated plan of care.

The member’s care coordinator will inform each person of his or her eligibility end date and educate
the memberregarding the importance of maintaining TennCare CHOICES eligibility, renewing eligibility
at least once a year, and being contacted near the date of a redeterminationto assist them with the
process (e.g., collecting appropriate documentation and completing the necessary forms).

Consumer Direction

We offer consumer direction for HCBS to all members enrolled in CHOICES Group 2 and 3 who are
determined by a care coordinator through the needs assessment/reassessment processto need
attendant care, personal care, in-home respite care, companion care services and/or any other service
specified in TennCare rules and regulations as available for consumer direction. A service that is not
specified in TennCare rules and regulations as available for consumer direction shall not be consumer
directed. Consumer direction in CHOICES affords members the opportunity to have choice and control
over how eligible HCBS are provided, who provides the services and how much workers are paid for
providing care up to a specified maximum amount established by TennCare. Self-direction of health
care task is an option for members participating in consumer direction to direct and supervise a paid
worker delivering eligible CHOICES HCBS in the performance of health care task that would otherwise
be performed by a licensed nurse. Self-direction of health care task is not a service, but rather health
care-related duties and functions. Member participation in consumer direction of HCBS is voluntary.
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Members may elect to participate in or withdraw from consumer direction of HCBS at any time, service
by service, without affecting their enrollment in CHOICES.

Consumer direction is a process by which eligible HCBS are delivered;it is not a service. If a member
chooses not to direct his or her care, he or she will receive authorized HCBS through contract
providers. Members who participate in consumer direction of HCBS choose either to serve as the
employer of record for their workers or to designate a representative to serve as the employer of
record on his or her behalf. The member must make arrangements for the provision of needed medical
care and does not have the option of going without needed services.

Nursing Facility — Pre-Admission Screening and Resident Review

The Pre-Admission Screening and Resident Review (PASRR) process must be completed prior to
admission of a member into a Medicaid-Certified Nursing Facility. A Medicaid-Certified Nursing Facility
should not admit a member prior to confirmation that an appropriate PASRR has been completed. As
part of the approval process for the PASRR/level-of-care for persons in PASRR population, there are
times that specialized services are identified as a requirement for meeting the needs of the member
while in the nursing facility, and all identified specialized services must be coordinated by Amerigroup
immediately upon admission. Any specialized services that are recommended will be identified in the
PASRR summary report. To the maximum extent possible, Amerigroup shall seek to ensure that
specialized services are delivered by community providers (not the nursing facility) in order to establish
relationships that will help facilitate exploration of community-based service delivery options, develop
trust, and ensure continuity of providers and services whenthe person is willing and ready to transition
to the community. The Amerigroup assigned care coordinator will validate when completing
coordination activities that these services are in place for the member.

For additional information, please reference federal regulation 42 §483.30(e) (1) & (4) Physician
Services. and— 42 §483.35 — Nursing Services (i.e., Staff competencies and skill sets). For PASRR
federal regulations, please reference federalregulation 42 CFR 483.100-138.

Nursing Facility — Enhanced Respiratory Care

Nursing facilities must meet requirements prior to providing enhanced respiratory care (ERC) services
to members enrolled with Amerigroup.

1. TennCare establishes ERC rates for skilled nursing facilities (SNFs) delivering ERC services according
to certain criteria set forth in TennCare Rule 1200-13-01-.10(5)

2. Nursing Facilities must meetstandards of care for vent weaning, chronic ventilator care and
tracheal suctioning as setforth in TennCare Rule 1200-13-01-.10(5) and the service must meet
medical necessity and requires an authorization from Amerigroup.

3. Ventweaning must meet medical necessity and requires an authorization from Amerigroup.

4. Chronic ventilator care must meet medical necessity, requires an approved PAE from TennCare,
and requires an authorization from Amerigroup.

TN-PM-0048-22 23



5. Tracheal suctioning must meet medical necessity, requires an approved PAE from TennCare and
requires an authorization from Amerigroup.

6. Nursing facilities must accept TennCare members for vent weaning, chronic ventilator care and/or
tracheal suctioning up to the numberof approved licensed beds.

7. Amerigroup will requestthe ERC provider to confirm that they have licensed beds available prior to
approving the authorization.

8. Nursing facilities must have the ERC rate as part of their contract prior to providing service.

Nursing Facility Level of Care Determination Requirement

Amerigroup requires that all contracted nursing facilities submit complete and accurate PAEs that
satisfy all technical requirements specified by TennCare, and accurately reflect the member’s current
medical and functional status, including Safety Determination Requests. Amerigroup additionally
requires that the nursing facility also submit all supporting documentation required in the PAE and
Safety Determination Request Form, as applicable and required pursuant to TennCare Rules. Failure to
meet this requirement can impact the contractor’s reimbursementand/or ability to continue to
provide services to members enrolled with Amerigroup.

Nursing Facility Diversion

The nursing facility diversion process targets the following groups for diversion activities:

e Membersin CHOICES Group 1 who are waiting for placement in a nursing facility

e Membersin CHOICES residing in their own homes who have a negative change in circumstances
and/or deterioration in health or functional status and who request nursing facility services

e Membersin CHOICES residing in adult care homes or other community-based residential
alternative settings who have a negative change in circumstances and/or deterioration in health or
functional status and who request nursing facility services

e Membersreceiving CHOICES and non-CHOICES services admitted to an inpatient hospital or
inpatient rehabilitation who are not residents of a nursing facility

e Membersreceiving CHOICES and non-CHOICES services who are placed short-term in a nursing
facility, regardless of payer source

The nursing facility diversion process will not prohibit or delay a member’s access to nursing facility
services when these services are medically necessary and requested by the member.

Nursing facility diversion activities involve increasing community-based support that can include
CHOICES services and access to community-based residential alternatives in lieu of nursing facility
placement whenthe member prefersto remain in the community setting.

Nursing Facility-to-Community Transition
Amerigroup identifies members who may have the ability and/or desire to transition from a nursing

facility to the community. Our methodsinclude:
e Referrals, including from the following sources:
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Treating physician

Nursing facility

Other providers

Community-based organizations

Family

Self-referrals

e Identification through the care coordination process, including:
Assessments

O O O O O O

o Information gathered from nursing facility staff
o Participation in Grand Rounds
o Conversation/discussion with the member residing in a nursing facility who expressesinterest

in returning to the community to live
e Review and analysis of membersidentified by TennCare based on minimum data set from nursing
facilities

For transition referrals by or on behalf of a nursing facility resident, regardless of referral source, we
conduct an in-facility visit with the memberto determine the person’sinterest in and potential ability
to transition to the community. In addition, we provide orientation and information to the member
regarding transition activities within 14 days of the referral.

For identification by means otherthan referral or the care coordination process of a memberwho may
have the ability and/or desire to transition from a nursing facility to the community, we conduct an in-
facility visit with the memberto determine whetheror not the person is interested in and has the
potential ability to pursue transition to the community within 90 days of such identification.

The member’s care coordinator/care coordination team will document in the member’s case file that
transition was discussed with the personand indicate the member’s wishes as well as the member’s
potential for transition. Amerigroup will not require a member to transition when the person expresses
a desire to continue receiving nursing facility services.

If the memberwishes to pursue transition to the community, within 14 days of the initial visit or within
14 days of identification through the care coordination process, the care coordinator will conduct an
in-facility assessmentof the member’s ability and/or desire to transition using tools and protocols
specified or prior approved in writing by TennCare. This assessment will include the identification of
any barriers to a safe transition.

As part of the transition assessment, the care coordinator will assess for risks related to the member’s
transition to the community. This will include assessing for knownrisks, documenting those risks and
developing a mitigation plan for those risks. The transition assessmentis completed in collaboration
with the member and/or his or her representative and will also involve discussions with current
caregivers in the nursing facility

The member’scare coordinator/care coordination team will also make a determination regarding
whetherthe member’s needs can be safely and effectively met in the community and at a cost that
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does not exceed nursing facility care. The member’s care coordinator/care coordination team will
explain to the person the member cost neutrality cap and notification process and obtain a signed
acknowledgement of understanding by the memberor his or her representative that a change in a
member’s needs or circumstances that would result in the cost neutrality cap being exceeded or that
would result in the inability of Amerigroup to safely and effectively meet the member’s needsin the
community and within the cost neutrality cap may result in the member’s disenrollment from CHOICES
Group 2, in which case, Amerigroup will assist with transition to a more appropriate care delivery
setting.

For those members whose transition assessmentindicates that they are not candidates for transition
to the community, the care coordinator will notify themin accordance with the specified transition
assessment protocol. In addition, if transition is still sought, the care coordinator will work with the
memberto develop goals that progress the membertoward the independence needed to reside in the
community.

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

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

As part of transition planning, prior to the member’s physical move to the community, the care
coordinator will visit the residence where the member will live to conduct an on-site evaluation of the
physical residence and meetwith the member’s family or other caregiver who will be residing with the
member (as appropriate). The care coordinator will include in the transition plan, activities and/or
services needed to mitigate any perceivedrisks in the residence, including an increase in face -to-face
visits beyond the minimum required contacts.

The transition plan will address all services necessary to safely transition the member to the
community and include:

e Memberneedsrelated to housing

e Transportation

e Availability of caregivers

e Othertransition needsand supports

The transition plan will also identify any barriers to a safe transition and strategies to overcome those
barriers.

The member’s care coordinator will also complete a person-centered support plan that includes
completing a comprehensive needs assessment, documenting risks and the associated mitigation plan,
and making a final determination of cost neutrality. The person-centered support plan will be
authorized and initiated prior to the member’s transition to the community.
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We will not prohibit a memberfrom transitioning to the community once the member has been
counseled regarding risk. However, we may determine that the member’s needs cannot be safely and
effectively met in the community and at a cost that does not exceed nursing facility care. In such case,
we will seek written review and approval from TennCare prior to denial of any member’srequestto
transition to the community. If TennCare approves the request, we will notify the member in
accordance with TennCare rules and regulations, and the transition assessment protocol; and the
member will have the right to appeal the determination.

Amerigroup will approve the transition plan and authorize any covered or cost-effective alternative
services included in the plan within 10 business days of completion of the plan. The transition plan will
be fully implemented within 90 days from approval of the transition plan, except under extenuating
circumstances, which must be documented in writing.

Once completed, Amerigroup will submit to TennCare documentation as specified by TennCare to
verify the member’s needs can be safely and effectively met in the community and within the cost
neutrality cap. Before transitioning a member, we’ll verify the member has been approved for
enrollment in CHOICES Group 2 or 3 (as appropriate) effective as of the planned transition date.

The member’s care coordinator will monitor all aspects of the transition process and take immediate
action to addressany barriers that arise during transition.

For members transitioning to a setting other than a community-based residential alternative setting,
the care coordinator will upon transition utilize the EVV systemto monitor the initiation and daily
provision of servicesin accordance with the member’s new person-centered supportplan, and will
take immediate action to resolve any service gaps.

For members who will live independently in the community or whose on-site visit during transition
planning indicated an elevated risk, within the first 24 hours, the care coordinator will visit the member
in his or her residence. During the initial 90-day post-transition period, the care coordinator will
conduct monthly face-to-face in-home visits to ensure that the:

e Person-centeredsupportplan is being followed.

e Person-centeredsupportplan continues to meetthe member’s needs.

e Memberhas successfully transitioned to the community.

For members transitioning to a community-based residential alternative setting or who will be living
with a relative or other caregiver, within the first 24 hours, the care coordinator will contact the
memberand within seven days after the person has transitioned to the community, the care
coordinator will visit the member in his or her new residence. During the initial 90-day post-transition
period, the care coordinator will:
e Contact the member by telephone each month to ensure that the person-centered support plan:
o lIsbeingfollowed.
o Continues to meetthe member’'snneeds.
e Ensure the memberhas successfully transitioned to the community.
e Conduct additional face-to-face visits as necessary to addressissues and/or concerns.
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e Ensure the member’sneedsare met.

The member’s care coordinator will monitor hospitalizations and short-term nursing facility stays for
members who transition to identify and address issues that may prevent the member’slong-term
community placement.

We will:

e Monitor hospitalizations and nursing facility readmission for members who transition from a
nursing facility to the community to identify issues and implement strategies to improve transition
outcomes.

e Coordinate or subcontract with local community-based organizations to assist in the identification,
planning and facilitation processesrelated to nursing facility-to-community transitions.

e Develop and implement any necessary assessment tools, transition plan templates, protocols or
training necessary to ensure issues that may hinder a member’s successful transition are identified
and addressed. Any tool, template or protocol must be prior approvedin writing by TennCare.

Nursing Facility Blended Rates

Effective July 1, 2018, there are no longer distinct Level1 and Level 2 nursing facility rates in the
CHOICES program. Under the new reimbursement system, each nursing facility has a blended
guality-and acuity-adjusted per diem rate which takes into account the case mix of residentsin the
facility and the facility’s performance in QuILTSS. The new TennCare Rule 1200-13-02 (available at
http://publications.tnsosfiles.com/rules_filings/05-01-18.pdf) which operationalizes the new
reimbursement system became effective on July 30, 2018.

As a reminder, Level 1 bed hold days are no longer covered and should not be billed effective
July 1, 2018.

Ongoing Care Coordination

For Individuals Enrolled in CHOICES Group 1

We will provide the following ongoing care coordination to membersenrolled in CHOICES Group 1:

e Work with nursing facilities to coordinate the provision of care. A care coordinator assigned to a
resident of the nursing facility will participate in quarterly provision of care meetings. At least two
of the provision of care meetings per year will be conducted on-site in the facility. The provision of
care meetings will identify and address any memberwho has experienced a potential significant
change in needs or circumstances or about whom the nursing facility or Amerigroup has expressed
concerns.

e Develop and implement targeted strategies to improve health, functional or quality of life
outcomes (e.g., strategies related to Condition Care services or pharmacy management or to
increase and/or maintain functional abilities), which could include identifying goals for health
improvement or community involvement based on the memberswishes and desires.

e Coordinate with the nursing facility as necessary to facilitate access to physical health and/or
behavioral health services needed by the member and to help ensure the proper management of
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the member’s acute and/or chronic health conditions, including services covered by Amerigroup
that are beyondthe scope of the nursing facility services benefit.

Intervene and addressissues as they arise regarding payment of patient liability amounts and assist
in interventionsto address untimely or nonpayment of patient liability in order to avoid the
consequences of nonpayment.

Follow a potential significant change in needs or circumstances for membersin CHOICES Group 1
who are residing in a nursing facility and contact the nursing facility to determineif a visit and
reassessmentis needed:

Pattern of recurring falls

Incident, injury or complaint

Report of abuse or neglect

Frequent hospitalizations

Prolonged or significant change in health and/or functional status

o O O O

For Individuals Enrolled in CHOICES Groups 2 and 3
We provide the following ongoing care coordination to membersin CHOICES Groups 2 and 3:

Coordinating regularly scheduled meetings with everyone the memberwe support considers
important to them in order to develop a person-centered support plan and update the plan as
needed

During the development of the member’s person-centered support plan and as part of the annual
updates, the care coordinator will discuss with the member his or her interestin consumer
direction of HCBS

During the development of the member’s person-centered support plan, the care coordinator will
educate the member about his or her ability to use advance directives and document the
member’s decision in the member’s file

Ensure the person-centered support plan addressesthe member’s desired outcomes, needsand
preferences

For members in CHOICES Group 2, each time a member’s plan of care is updatedto change the
level or type of service, documentin accordance with TennCare policy that the projected total cost
of HCBS, home health care and private duty nursing is less than the member’s cost neutrality cap;
monitor utilization to identify members who may exceed the cost neutrality cap and to intervene
as necessary to maintain the member’s community placement; educate membersin CHOICES
Group 2 about the cost neutrality cap and what will happenif the cap is met.

For members in CHOICES Group 3, determine whetherthe cost of HCBS, excluding minor home
modifications, will exceed the expenditure cap for CHOICES Group 3. Amerigroup will continuously
monitor ra member’s expenditures and work with the memberwhen he or she is approaching the
limit, including identifying non-LTSS services that will be provided whenthe limit has been met to
prevent/delay the need for institutionalization; each time the person-centered supportplan for a
memberin CHOICES Group 3 is updated, Amerigroup will educate the memberabout the
expenditure cap.

For new services in an updated person-centered support plan, the care coordinator will provide the
member with information about potential providers for each HCBS that will be provided by
Amerigroup and assist members with any requests for information that will help the memberin
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choosing a provider and, if applicable, in changing providers, subjectto the provider’s capacity and
willingness to provide service.

Upon the scheduled initiation of services identified in the person-centered support plan, the
member’s care coordinator/care coordination team will begin to monitor services to ensure
services have beeninitiated and continue to be provided as authorized; this will include ongoing
monitoring via EVV to ensure that services are provided in accordance with the member’s person-
centered support plan, including the amount, frequency, duration and scope of each service, in
accordance with the member’s service schedule; ensure services continue to meetthe member’s
needs.

Identify and address service gaps, ensure that back-up plans are implemented and effectively
working, and evaluate service gaps to determine their cause and to minimize gaps going forward;
describe in policies and procedures the process for identifying, respondingto and resolving service
gaps in a timely manner.

Identify changes to a member’srisk, address those changes and update the person-centered
support plan as needed

Reassessa member’s needs and update the member’s person-centered support plan in accordance
with appropriate requirementsand timelines

Maintain appropriate ongoing communication with community and natural supports to monitor
and support their ongoing participation in the member’s care

For services not covered by Amerigroup, coordinate with community organizations that provide
services that are important to the health, safety and well-being of members. This may include
referrals to other agencies for assistance and assistance as needed with applying for programs, but
Amerigroup will not be responsible for the provision or quality of noncovered services provided by
other entities.

Notify TennCare immediately, in the manner specified by TennCare, if Amerigroup determinesthat
the needs of a member in CHOICES Group 2 cannot be met safely in the community and within the
member’s cost neutrality cap

Perform additional requirementsfor consumerdirection of HCBS as necessary

At a minimum, Amerigroup will consider the following a significant change in needsor
circumstances for members in CHOICES Groups 2 and 3 residing in the community:

Change of residence or primary caregiver or loss of essential social supports

Significant change in health and/or functional status

Loss of mobility

An eventthat significantly increases the perceivedrisk to a member

Member has beenreferredto APS because of abuse, neglect or exploitation

Identify and immediately respond to problems and issues, including circumstances that would
impact the member’s ability to continue living in the community.

o O O O

For ALL Individuals Enrolled in CHOICES
Amerigroup will provide for the following ongoing care coordination to all membersenrolled in
CHOICES:
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e Conduct a level of care reassessment at least annually and within five business days of Amerigroup
becoming aware that the member’s functional or medical status has changed in a way that may
affect level of care eligibility

e Ifthe levelof care assessmentindicates a change in the level of care or if the assessmentwas
prompted by a request by an enrolled member,a member’s representative or caregiver or another
entity for a change in level of services, forward the assessmentto TennCare for determination

e Ifthe levelof care assessmentindicates no change in level of care, Amerigroup will documentthe
date the level of care assessment was completed in the member’sfile; any level of care
assessments prompted by a request for a change in level of services will be submitted to TennCare
for determination

e Facilitate access to physical and/or behavioral health services as needed, including transportation
to services; transportation for HCBS is not included

e Monitor and ensure the provision of covered physical health, behavioral health, and/or LTSS
services; and services provided as a cost-effective alternative to other covered services; and ensure
that services provided meet the member’s needs

e Monitor member’s utilization of the emergency department (ED), identify reasons for frequent
usage of ED resourcesand develop strategies to mitigate ongoing utilization of this resource as
applicable

e Provide assistance in resolving concerns about service delivery or providers

e Coordinate with a member’s PCP, specialists and other providers, such as the member’s mental
health case manager, to facilitate a comprehensive, holistic, person-centered approach to care

e Contact providers and workers on a periodic basis and coordinate with providers and workers to
collaboratively address issuesregarding member service delivery and to maximize community
placement strategies

e Share relevant information with and among providers and others when information is available,
and it is necessary to share for the well-being of the member

e Determine the appropriate course as specified herein upon:

o Receipt of any contact made by or on behalf of a member, regardless of source, which asserts
that the member’s needs are not met by currently authorized services

o The member’shospitalization

o Other circumstances which warrant review and potential modification of services authorized
for the member

e Ensure that all Pre-Admission Screening and Resident Review (PASRR) requirements are met prior
to the member’s admission to a nursing facility

e Update consent forms as necessary

e Assurethat the organization of and documentation included in the member’sfile meetsall
applicable Amerigroup standards

We will provide information regarding the role of the care coordinator and will request providers and
caregivers to notify a member’s care coordinator, as expeditiously as warranted by the member’s
circumstances, of any significant changes in the member’s condition or care, hospitalizations, or
recommendations for additional services. Amerigroup will provide training to key providers and
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caregivers regarding the value of this communication and remind them that the memberidentification
card indicates if a person is enrolled in CHOICES.

We facilitate timely communication betweeninternal departmentsand the care coordinator to ensure
that each care coordinator receivesall relevantinformation regarding his or her assigned members
(e.g., memberservices, Condition Care services, utilization management and claims processing). The
care coordinator will follow up on this information as appropriate (e.g., documenting this information
in the member’s person-centered support plan, monitoring of outcomes, and, as appropriate,
conducting a needs reassessment and updating the plan of care).

We will monitor and evaluate a member’s emergency department and behavioral health crisis service
utilization to determine the reason for these visits. The care coordinator will take appropriate action to
facilitate appropriate utilization of these services (e.g., communicating with the member’s providers,
educating the member, conducting a needs reassessment, and/or updating the member’s person-
centered support plan and to better manage the member’s physical health or behavioral health
condition(s)).

Care coordinators, or an individual of the care coordination team, are actively involved in discharge
planning whena memberenrolled in CHOICES is hospitalized. Hospitalized members who are enrolled
in CHOICES receive face-to-face visits to complete a needsreassessmentand an update to the
member’s person-centered supportplan as needed.

The following observations will be documented at each face-to-face visit:

e Member’s physical condition, including observations of the member’s skin, weight changes and any
visible injuries

e Member’s physical environment

e Member’ssatisfaction with services and care

e Member’'supcoming appointments

e Member'smood and emotional well-being

e Member’sfalls and any resulting injuries

e Astatementbythe member regarding any concerns or questions

e Astatementfrom the member’srepresentative or caregiver regarding any concerns or questions
(whenthe representative/caregiveris available)

We will identify and immediately respond to problems and issues, including:

e Service gaps.

e Complaints or concerns regarding the quality of care rendered by providers, workers or care
coordination staff.

Minimum Care Coordinator Contacts

The care coordinator will conduct all needs assessmentand support planning activities and will make
all minimum care coordinator contacts as specified below in the member’s place of residence except
under extenuating circumstances (such as assessmentand support planning conducted during the
member’s hospitalization or upon the member’s request), which will be documented in writing.
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While we may grant a member’srequestto conduct certain care coordination activities outside his or
her place of residence, we are responsible for assessing the member’s living environment in order to
identify any modifications that may be needed and to identify and address, on an ongoing basis, any
issues which may affectthe member’s health, safety and welfare. Repeated refusal by the memberto
allow the care coordinator to conduct visits in his or her home may, subject to review and approval by
TennCare, constitute grounds for disenrollment from CHOICES Groups 2 or 3 if we are unable to
properly perform monitoring and other contracted functions and to confirm that the member’s needs
can be safely and effectively metin the home setting.

A member may initiate a requestto opt out of some of the minimum face-to-face contacts but only
with TennCare review of circumstances and approval. Amerigroup will not encourage a memberto
requesta reduction in face-to-face visits by the care coordinator.

Care coordinators assess each member’s need for contact with the care coordinator to meetthe
person’s member need and ensure the member’s health and welfare. Members enrolled in CHOICES
will be contacted by their care coordinator according to the following time frames:

e Memberswill receive a face-to-face visit from their care coordinator in their residence within the
appropriate time frames.

e Memberswho are newly admitted to a nursing facility when the admission has not been
authorized by Amerigroup will receive a face-to-face visit from their care coordinator within 10
days of notification of admission.

e Membersin CHOICES Group 2 who have transitioned from a nursing facility to the community will
be contacted per the applicable time frame.

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

e Within five business days of scheduled initiation of HCBS in the updated
person-centered support plan, the member’s care coordinator/care coordination team will contact
membersin CHOICES Groups 2 and 3 to confirm that services are being provided and that the
member’s needs are being met (such initial contact may be conducted by phone).

e Membersin CHOICES Group 1 (who are residents of a nursing facility) will receive a face -to-face
visit from their care coordinator at least twice a year at a reasonable interval.

e Membersin CHOICES Group 2 will be contacted by their care coordinator at least monthly eitherin
person or by telephone; these members will be visited in their residence face-to-face by their care
coordinator at least quarterly.

e Membersin CHOICES Group 3 will be contacted by their care coordinator at least quarterly either
in person or by telephone; these members will be visited in their residence face-to-face by their
care coordinator a minimum of semi-annually.

Amerigroup ensures member’s care coordinator/care coordination team coordinates with Medicare
payers, Medicare Advantage plans and Medicare providers as appropriate to coordinate the care and
benefits of members who are also eligible for Medicare.
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Amerigroup Responsibilities for Service Coordination

The following table provides a summary of the responsibilities of Amerigroup regarding service coordination for members enrolled

in CHOICES.
All Group Individuals and Following All Types of Enroliments
Setting of MR Care Plan Service
8 Continuity of Care Coverage Face-to-Face Visits . Follow-up Contacts and Assessments
Care at Development Authorization and
and Needs and e
Enrollment X Initiation
Risk Assessment
Appliesto | Amerigroup provides covered LTSS | See specific Ongoing Care CHOICES intake for | Group 2 and 3: If Amerigroup becomes aware of
all settings. | services, including HCBS and timelines for face- | Coordination: all current anincrease in the member’s needs atany time
nursing facility services, in to-face meetings Amerigroup will members: before conducting a comprehensive needs

accordance with previously
approved levels, regardless of
whether the serviceis provided by
a participating or nonparticipating
provider.

Amerigroup may nottransitiona
member to anotherfacility (nursing
or community-based residential
alternative) unless the member or
his or her representative
requests/consents to atransfer in
writing. If the member residesina
nonparticipating facility at time of
enrollment, Amerigroup will:
e Provide continuationof those
services fromthat provider forat
least30 calendardays

outlined by setting
of care attime of
enrollmentbelow.
Note: This only
appliesto
enrollment at
implementation.

If a member is
admittedto a
nursing facility and
the admission was
notprior
authorized, the
care coordinator
mustconducta
face-to-face visit
within 10 business

conductalevel of
care reassessment at
leastannually and
within 5 business
days of Amerigroup
becoming awarethat
the member’s
functional or medical
status has changedin
a way that may affect
level of care
eligibility.

Person-Centered

SupportPlan:

e Group 1: Nursing
facility develops,
and the care

Amerigroup will
authorize and
initiate long-term
services within 5
business days of
notice of the
member’s
enrollment.

If Amerigroupis
unable to initiate
any nursing facility
servicesin
accordance with the
required time
frames below,
Amerigroup must
issue awritten

assessment, the member’s care coordinator
mustimmediately conducta comprehensive
needs assessmentand update the member’s
person-centered support plan within 10 business
days of awareness.

If Amerigroupis unable to placeamemberina
nursing facility requested by the member, the
care coordinator must meet with the member
and his or her representative to discuss the
reasons why the member cannot be placed with
the requested facility and provide alternatives.

For members approvedfor Level Il nursing
facility services, Amerigroup must monitor the
member’s continued need for
skilled/rehabilitationservices and notify
TennCare when these servicesareno longer

e Authorize continuation of services | days of notification coordinator/care notice to the necessary. Notification mustinclude information
pending enrollment of the facility | of admission. coordinationteam | member neededfor TennCare to re-evaluate the levelof
as a contractprovideror may supplementas golcumentingtl;e care.
facilitation of the member’s elay, reasons for .
transition to a contract facility. . gigi:ssagya;nd 3: the delay and the Group.2 apd 3: Care coordinators/care

e Continue to reimburse services The care . date services will cgor.dmatlor.w teammust contacta m-er.n.be.r
from the noncontract facility. coordinator start. within 5 bl.Jsmess days of scheduledinitiation of

HCBS services (both atstartand when the
deyglops and must person-centered support plan is changed)to
facilitate a support confirmthey are being provided.
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planning team,
consisting of the
member and the
member’s care
coordinator with
the consultation of
the member’s
providers.

Specific requirements based on group classification and status at/type of enrollment.

an alternative to nursing facility care and is enrolled
into Group 2.

s?;::i: J Continuity of Care Coverage T;nr:: ;fer?; :\onszI:‘izf(-lt\:;ZZ:Qrs\Itts Follow-up Contacts and Assessments
Enrollment
Group 1
Ongoing
Short-term See all groups above. Conductface-to-facevisitand any necessary | Care coordinators mustparticipatein
care facility needs assessment within 30 calendar daysof | Grand Rounds quarterly and conducta
Additionally, Amerigroup may nottransition amember | enroliment. face-to-face visit with a member at
to HCBS unless he or she chooses to receive HCBS as least twice a year or more frequently
an alternative to nursing facility care and is enrolled as necessary.
into Group 2.
;_' Nursing See all groups above. Conductface-to-facevisitand any necessary | Care coordinators mustparticipatein
g facility N _ N needs assessment within 60 calendar daysof | Grand Rounds quarterly and conducta
G Additionally, Amerigroup may nottransition amember | enroliment. face-to-face visit with a member at
to HCBS unless he or she chooses to receive HCBS as least twice a year or more frequently
an alternative to nursing facility care and is enrolled as necessary.
into Group 2.
Waiting for See all groups above. Conductface-to-face visit, perform needs See all groups above.
nursing assessmentand authorize/initiate nursing
facility facility services within 10 calendar days of
placement notice of the member’s enroliment.
New to CHOICES
- Short-term See all groups above. Conductface-to-facevisitand any necessary | Care coordinators must participatein
a | carefacility needs assessment within 30 calendar days Grand Rounds quarterly and conduct a
s Additionally, Amerigroup may nottransition amember | from notice of enrollment. face-to-face visit with amember at
G to HCBS unless he or she chooses to receive HCBS as least twice a year or more frequently

as necessary.
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Setting of

Continuity of Care Coverage

Time Frame for Face-to-Face Visits

Follow-up Contacts and Assessments

Care at and Needs and Risk Assessment
Enroliment
Nursing See all groups above. Conductface-to-facevisitand any necessary | Care coordinators mustparticipatein
facility days needs assessment within 30 calendar days Grand Rounds quarterly and conducta

Additionally, Amerigroup may not transition a member
to HCBS unless he or she chooses to receive HCBS as
an alternative to nursing facility care and is enrolled
into Group 2.

from notice of enrollment.

face-to-facevisit with amember at
leasttwice ayear or more frequently
as necessary.

GROUP 2

Ongoing

Group 2

Allmembers

See all groups above.

Amerigroup must continue authorized LTSS services
(except case management) for a minimum of 30
calendar days. Amerigroup cannot reduce services
until hisor her new care coordinator has conducted a
comprehensive needs assessment, developeda
person-centered support plan and authorized/initiated
HCBS in accordance with this plan.

Amerigroup may nottransferamemberinto anursing
facility unless he or sherequires a short-term stay or
chooses to transition to a nursingfacility and/or we
determine we cannot meet the needs of the member
within the cost neutrality cap, and the member agrees
to enrollin Group 1.

Conductface-to-face visit, perform
comprehensive needs assessmentincluding
risk assessment and agreement, developa
person-centered support plan and
authorize/initiate HCBS within 10 business
days of notice of enrollmentor prior to the
expiration date of the approved levelof
nursing services, whichever is soonest.

If the expirationdate for the level of nursing
facility services approved by TennCare occurs
prior to 30 calendar daysafter enrollment and
Amerigroup is unable to conduct the visit
prior to the expiration date, Amerigroup must
be responsible for facilitating discharge to the
community or enrollmentin Group 1,
whichever is appropriate.

Members must be contacted by their
care coordinator atleast monthly
either in person or by telephone.
These members mustbe visitedin
their residencefaceto face by their
care coordinator atleast quarterly.

New to CHOICES

Group 2

Receiving
Community-
Based
Residential
Alternative
(CBRA)
services

See all groups above.

Amerigroup mustcontinue authorized LTSS services
(except case management) for a minimum of 30
calendar days. Amerigroup cannot reduce services
until hisor her new care coordinator conducts a
comprehensive needs assessment, develops a
person-centered support plan and authorizes/initiates
HCBS in accordance with this plan.

Conductface-to-face visit, perform
comprehensive needs assessment, developa
person-centered support plan and
authorize/initiate HCBS within 10 business
days of notice of enrollment.

Members must be contacted by their
care coordinator atleast monthly
either in person or by telephone.
These members mustbe visitedin
their residence faceto face by their
care coordinator at least quarterly.
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Setting of

Time F for Face-to-Face Visit
Continuity of Care Coverage ime Frame for Face-to-race VIsits

Follow-up Contacts and Assessments

until hisor her new care coordinator has conducted a
comprehensive needs assessment, developed a
person-centered support plan and authorized/initiated
HCBS in accordance with this plan.

Amerigroup may nottransferamemberinto anursing
facility unless he or sherequires a short-term stay or
chooses to transition to a nursingfacility and/or we
determine we cannot meet the needs of the member
within cost neutrality cap, and the member agrees to
enrollin Group 1.

Care at and Needs and Risk Assessment
Enrollment
Amerigroup may nottransferamemberinto anursing
facility unless he or sherequires a short-termstay or
chooses to transition to a nursingfacility and/or we
determine we cannot meet the needs of the member
within the cost neutrality cap, and the member agrees
to enrollin Group 1.
Not See all groups above. Conductface-to-face visit, perform Members must be contacted by their
currently comprehensive needs assessment, developa | care coordinator atleast monthly
receiving Amerigroup must continue authorized LTSS services person-centered support plan and either in person or by telephone.
CBRA (except case management) for aminimum of 30 authorize/initiate HCBS within 10 business These members mustbe visitedin
calendar days. Amerigroup cannot reduce services days of notice of enrollment. their residence faceto face by their

care coordinator at least quarterly.

person-centered support plan and authorized/initiated | \whichever is soonest.
HCBS in accordance with this plan.
If the expirationdate for the level of nursing

Amerigroup may nottransferamemberintoanursing | facility services approved by TennCare occurs
facility unless he or sherequires ashort-termsstay or prior to 30 calendar daysafter enrollment and
choosesto transition to a nursingfacility and/or we

GROUP 3
Ongoing
Allmembers | See all groupsabove. Conductface-to-face visit, perform Members must be contacted by their
comprehensive needs assessmentincluding care coordinator atleast quarterly

Amerigroup must continue authorized LTSS services risk assessment, develop a person-centered either in person orby telephone.

(except case management) for a minimum of 30 supportplan and authorize/initiate HCBS These members mustbe visitedin
) calendar days. Amerigroup cannotreduce services within 10 business days of notice of their residence faceto face by their
g until the new care coordinator has conducted a enrollmentor prior to the expiration dateof | care coordinator semiannuallyata
8 comprehensive needs assessment, developeda the approvedIevel of nursing services, minimum.
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Setting of
Care at
Enrollment

Continuity of Care Coverage

Time Frame for Face-to-Face Visits
and Needs and Risk Assessment

Follow-up Contacts and Assessments

determine we cannot meet the needs of the member
within the cost neutrality cap, and the member agrees
to enrollin Group 1.

Amerigroup is unable to conduct the visit
prior to the expiration date, Amerigroup must
be responsible for facilitating discharge to the
community or enrollmentin Group 1,
whichever is appropriate.

New to CHOICES

Allmembers

Group 3

See all groups above.

Amerigroup must notadmita member to a nursing
facility unless the member meets facility level of care,
is expectedto requireit for morethan 90 calendar-
days and agrees to transition and enroll in Group 1.

Conductface-to-face visit, perform
comprehensive needs assessment, developa
person-centered support plan and
authorize/initiate HCBS within 10business
days of notice of enrollment.

Members must be contacted by their
care coordinator at least quarterly
either in person orby telephone.
These members must be visitedin
their residence faceto face by their
care coordinator a minimum of
semiannually
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Mandatory Child Abuse Reporting

Any person who has knowledge of or is called upon to render aid to any child whois suffering from or
has sustained any wound, injury, disability, or physical or mental condition will report such harm
immediately if the harm is of such a nature as to reasonably indicate that it has been caused by
brutality, abuse or neglect or that, on the basis of available information, reasonably appears to have
been caused by brutality, abuse or neglect.

Any such person with knowledge of the type of harm described in this section will report it by

telephone or otherwise to the:

e Judge having juvenile jurisdiction overthe child

e Department,in a manner specified by the department, either by contacting a local representative
of the departmentor by utilizing the department’s centralized intake procedure, where applicable

e Sheriff of the county where the child resides

e Chief law enforcement official of the municipality where the child resides; if any such person knows
or has reasonable cause to suspect that a child has been sexually abused, relative to the sexual
abuse of children, regardless of whethersuch person knows or believes that the child has sustained
any apparent injury as a result of such abuse

The report will include, to the extentknown by the reporter, the name, address and age of the child;
the name and address of the person responsible for the care of the child; and the facts requiring the
report. The report may include any other pertinent information.

Reports involving known or suspected institutional child sexual abuse will be made and received in the
same manner as all other reports made pursuant to applicable federaland state laws including Tenn.
Code Ann. § 37-1-605 and § 37-1-401-414, relative to the sexual abuse of children.

Every physician or other person who makes a diagnosis of, treats or prescribes for any sexually
transmitted disease or venereal herpesand Chlamydia in children 13 years of age or younger; and
every superintendent or manager of a clinic, dispensary, charitable or penal institution in which there
is a case of any of the diseases, in children 13 years of age or younger, will report the case immediately
in writing on a form supplied by the Department of Health. If the reported cases are confirmed and if
sexual abuse is suspected, the Department of Health will report the case to the Department of
Children’s Services. The Department of Children’s Services will be responsible for any necessary follow

up.

Every physician or other person who makes an initial diagnosis of pregnancy to an unemancipated
minor; and every superintendent or manager of a clinic, dispensary or charitable or penal institution in
which thereis a case of an unemancipated minor who is determined to be pregnant will provide to the
minor’s parent, if the parentis presentand the minor consents, any readily available written
information on how to report to the department of children’s services an occurrence of sex abuse that
may have resulted in the minor’s pregnancy unless disclosure to the parent would violate the federal
Health Insurance Portability and Accountability Act of 1996 (HIPAA), 42 U.S.C. section 1320d etseq., or
the regulations promulgated pursuant to the act.
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The Department of Children’s Services will provide to the Department of Health the relevant written
information. The Department of Health will distribute copies of the written information to all licensees
of the appropriate health-related boards through the boards’ routinely issued newsletters. Atthe time
of initial licensure, these boards will also provide new licensees a copy of the relevant written
information for distribution.

Nothing in this section will be construed to prohibit any hospital, clinic, school or other organization
responsible for the care of children from developing a specific procedure for internally tracking,
reporting or otherwise monitoring a report made by a member of the organization’s staff pursuant to
this section, including requiring a member of the organization’s staff who makes a report to provide a
copy of or notice concerning the report to the organization as long as the procedure does not inhibit,
interfere with or otherwise affect the duty of a person to make a report. Nothing in this section will
prevent staff of a hospital or clinic from gathering sufficient information, as determined by the hospital
or clinic, in order to make an appropriate medical diagnosis or to provide and document care that is
medically indicated and needed to determine whetherto report an incident as definedin this part.
Those activities will not interfere with nor serve as a substitute for any investigation by law
enforcement officials or the department.

Elder Abuse
(Excerpt from Tennessee Department of Human Services)

Older adults and those adults with disabilities want to live independently. They need to be safe and as
independentas possible. Many cannot depend upon or trust those nearestto them. Those they love
the most may abuse them.

Only 1 in 23 cases are reported. It is not only your moral and ethical obligation to report elder abuse
but also your legal obligation.

The types of adult abuse include:

e Neglect occurs whenthe basic needs of a dependentadult are not met by a caregiver. Neglect
may be unintentional, resulting from the caregiver’s lack of ability to provide or arrange for the
care or services the adult requires. Neglect also may be due to the intentional failure of the
caregiver to meetthe adult's needs.

e Self-neglectoccurs when a dependentadult is unable to care for him/her or to obtain needed
care. The impairments result in significant danger to the adult, and in some situations,
deterioration can occur to the point that the adult’s life may be at risk.

e Abuse (physical, sexual and emotional) generally involves more extreme forms of harm to the
adult, including the infliction of pain, injury, mental anguish, unreasonable confinement or other
cruel treatment.

e Financial exploitation occurs when a caregiver improperly uses fundsintended for the care or use
of the adult. These are funds paid to the adult or to the caregiver by a governmental agency.
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To report abuse, please contact the Department of Human Services, Adult Protective Services Division
Abuse Hotline, which serves adults age 18 or older who are abused, neglected or financially exploited
and unable to protect themselves due to mental or physical disabilities or advanced age.

Please call: 1-888-APS-TENN (1-888-277-8366) or local offices at:
e Davidson County: 615-532-3492 e Hamilton County:423-634-6624
e Knox County: 865-594-5685 e Shelby County: 901-543-7800

If the victim of abuse resides in a residential home for the aged, an assisted living, or a nursing home,
reports may be made to:

e Adult Protective Services: 1-888-277-8366

e Department of Health: 1-877-287-0010

e Long Term Care Ombudsman Program: 1-877-236-0013

If the victim resides in a mental health group home, reports may be made to:

e East Tennessee, Cynthia Headrick at 865-594-6551, or via email at cynthia.headrick@state.tn.us
e Middle Tennessee, AnnTurner-Brooks at 615-532-6594, or via email at ann.t.brooks@state.tn.us
e West Tennessee, Phil Brown at 901-543-7442, or via email at phil.brown@state.tn.us

Reportable Event Management

Reportable Event Management (REM) is one important component of an overall approach for ensuring
the health, safety, memberfreedom, and quality of life of people participating in home and
community-based services (HCBS) and ICF/IID services. REM in the CHOICES program involvesa
partnership between TennCare, the Department of Intellectual and Developmental Disabilities (DIDD),
Managed Care Organizations (MCOs), and providers of HCBS and/or ICF/IID services who all have a role
in making REM an effective tool for ensuring the highest possible quality of life by honoring the self -
determination of people receiving HCBS and ICF/IID services.

The One Reportable Event Management System protocol aligns with the Dignity of Choice protocol
which sets forth expectations for TennCare, MCOs, contracted providers, and DIDD regarding
philosophies and practices specific to foreseeable risk identification, assessment, and mitigation in the
1915(c) waiver programs, ECF CHOICES, and ICFs/IID, which identifies a process for addressing dignity
of choice through comprehensive assessment, the Person-Centered Support Plan (PCSP) process, and
ongoing Support/Care Coordination/Case Management. Dignity of Choice is the right of a person to
make an informed decision to engage in experiences of his or her own choosing, which are necessary
for personal growth and development. Supporting dignity of choice means honoring a person’sright to
make choices and engage in activities that may involve risk associated with these types of choices and
activities, and committing to assist the person to identify, consider, and implement strategies to
mitigate the identified potential negative consequences of these choices. Dignity of Choice supports
the idea that self-determination and the right to take reasonable risks are essential for dignity and self -
esteemand so should not be impeded by caregivers concerned about their responsibility to ensure
health and welfare.
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The overall REM approach must also ensure that people, involved family members, and/or natural
supports, as appropriate, are informed about supporting dignity of choice, including informed decision
making, tolerable risks, risk mitigation, and how to safely report an event that compromises the health,
safety, individual freedom, and/or quality of life of a member.

Consistent with expectations set forth in the federal Person-Centered Planning regulations, person-
centered planning in the CHOICES Program is intended to identify and mitigate risk of harm, while not
placing unnecessary restrictions on the freedom and choices of people supported; nor preventing
opportunities for people to achieve increased independence and autonomy at home and as they
participate fully in community life. This has important implications for REM.

Providers and individual staff persons who provide CHOICES services are accountable for ensuring the
supports are provided in accordance with each Individual’s PCSP, including implementation of
strategies identified to help mitigate risk, but should not be held responsible if, in spite of appropriate
supports and implementation of appropriate and reasonable risk mitigation strategies, an untoward
eventoccurs. The CHOICES program acknowledges and value dignity of choice and recognize that the
normal taking of risks in life is essential for personal growth and developmentand maximizing quality
of life.

People supported are encouraged (with, whenever possible, the support and involvement of their
families and natural supports) to pursue and achieve their goals, which inevitably involves taking
informed, reasonable risks.

Within CHOICES, the REM system is designed to:

1. Clarify non-Reportable Events that providers must address internally through their own quality
assurance and event management processes;

2. Define the Reportable Events that must be reported to DIDD and the MCO and the timeframes
for reporting;

3. Ensure that provider agencies, their staff, MCO Support Coordinators, the Fiscal Employer
Agent(FEA), and others are well informed of their responsibilities to identify events that are
reportable;

4. Specify the types of Reportable Events that require investigation or review, by whom (DIDD or
provider), the timeframes for such investigations or reviews, and how the person (and/or family
and legal representative as appropriate), providers, and others are informed of the results of an
investigation or review;

5. Definethe processesfor requestinga file review of a completed Class 1 Investigation Report,
who may requesta review, and timelines applicable to the review process; and

6. Ensure a collaborative process between providers, MCOs, and DIDD that identifies and defines
trends in order to evaluate the nature, frequency, and circumstances of all Reportable Events,
in a manner that leads to actionable stepsthat are proactive in preventing or reducing similar
occurrences.

For the purposes of CHOICES providers, a Reportable Event is an eventthat is classified as Tier

1 or; Tier 2, or Additional Reportable Events, as defined by TENNCARE, that the contracted provider,
Amerigroup, or FEA staff-will be responsible for reporting to Amerigroup and/or DIDD, as specified by
TENNCARE. The contracted provider, Amerigroup, and/or DIDD, as applicable, shall be responsible for
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managing, tracking and trending in order to preventsimilar occurrences in the future whenever
possible.

Additional Reportable Events and Interventions — An Additional Reportable Event is an event which is
not related to abuse, neglect, or exploitation, that the provider, MCO, or FEA staff shall be responsible
for reporting to the MCO and/or DIDD as specified in TENNCARE protocol. A Reportable Interventionis
a measure taken to promote the health and safety of the person, which is not related to abuse,
neglect, or exploitation, that the provider, MCO, or FEA staff shall be responsible for reporting to the
MCO and/or DIDD as specifiedin TENNCARE protocol.

In HCBS programs, there are three (3) categories of Reportable Events: Tier 1, Tier 2, and Additional
Reportable Events and Interventions. The type of Reportable Event dictates the reporting requirements
and process that must be followed by the provider, MCO, and DIDD, as applicable. DIDD shall triage all
allegations reported via the Abuse Hotline within two (2) business days (unless pending results of
medical assessment, laboratory test, expert opinion, etc.) to determine the needfor an investigation.

Reportable events will be reviewed by Amerigroup for potential quality of care issues and subsequent
action will be taken by Amerigroup per established policy.

Tier 1 Reportable Events-Definition of Tier 1 Reportable Event

e Tier 1 Reportable Events: shall mean the alleged wrongful conduct affectingthe person by acts
or omissions of abuse, neglect, exploitation, or misappropriation of money or property, that
resulted in one or more of the following consequencesto the person: death, serious injury, or
physical harm; physical or sexualabuse; significant pain, intimidation or mental anguish that
required medical intervention or loss of funds or property greater than $1,000 in value. Notice
is given to the DIDD Abuse Hotline as soon as possible but within 4 hours, and a typed report is
submitted by the Event Management Coordinator (EMC) to the DIDD Event Management Unit
at Central Office within one (1) business day.

Reporting Requirements for Tier 1 Reportable Events

e Tier 1 Reportable Events must be reported to DIDD’s Abuse Hotline (1-888-633-1313) as soon
as possible, but no later than four (4) hours after the occurrence of the eventor the discovery
thereof, and shall also be reported to Adult Protective Services (APS), Child Protective Services
(CPS), or law enforcement, as required by law. If a Tier 1 Reportable Event, or any other event
that posesan immediate threat to the health and safety of a person, occurs while DIDD,
Amerigroup, or provider staff are on site with the person, in addition to reporting this event,
such staff shall be required to remain with the person until the threat is removed or the person
receives needed medical treatment, if appropriate. Additionally, Amerigroup will maintain an
internal system capable of providing DIDD with the PCSP of the person involved in the alleged
Tier 1 Reportable Event within two (2) hours of request by the DIDD On-Call Investigator.
Amerigroup will provide access to the requested information, if unable to obtain from the
supported person’s provider. When reporting unexplained or unexpected deaths, providers
must inform the DIDD On-Call Investigator and Amerigroup of the person’s Do-Not-Resuscitate
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(DNR) Order (if applicable), safety plan, and an attestation signed by the staff that the lack of
life saving actions was justified and preferred by the person.

e Subsequently, the provider Event Management Coordinator (EMC), or designee, shall submit a
Reportable Event Form (REF) to DIDD and Amerigroup by close of business the next business
day counting from the date of verbal notification. The provider and Amerigroup will not move
forward with their own “reviews” once a Tier 1 Reportable Event has been reported.

e DIDD’s Reportable Event Management Triage is available 24/7 via the Statewide DIDD
Investigations (Abuse) Hotline. The On-Call Investigator shall obtain details of the allegation
from the reporter and record the information in the DIDD Reportable Event Management
system. The On-Call Investigator shall seek additional information by speaking with the person
and/or their legal representative (if applicable), the provider, or other appropriate parties
where applicable, via telephone, without the presence of provider staff who may have been
involved in or witnessed the event (unless otherwise requested by the person)in order to
determineif a Tier 1 Reportable Event must be investigated by DIDD.

e When the On-Call Investigator identifies the eventas a Tier 1 that has recently occurred and
thereis the potential for loss of evidence, the On-Call Investigator shall dispatch the Response
Investigator in the respective region to immediately initiate an investigation, coordinate
and assist any authorities presentat the scene (law enforcement, medical examiner, etc.),
interview witnesses and document the scene, and proceed with the collection of evidence
when appropriate.

e When the On-Call Investigator is conducting a preliminary review and a face-to-face interview
with the person is needed to determine dignity of choice and/or mitigating risks and this cannot
be accomplished via telephone, the On-Call Investigator shall dispatch the Response
Investigator to assist in facilitating the interview. The Response Investigatorshall obtain a
statement from the person, any accessible witnesses, and/or any additional evidence available.

e If through the triage process the reported allegation is determined not to meet the criteria fora
Tier 1 event, DIDD shall notify Amerigroup and provider of the appropriate REF classification.
Amerigroup will communicate with DIDD any insight or concerns upon review of the REF to
assist in ensuring the appropriate REF classification is reached.

e Should subsequent additional information be discovered by the eventreporter, provider,
Amerigroup, or DIDD, the allegation shall be reported to the DIDD Abuse Hotline with the
additional information for review and revision as warranted by the addition of new
information.

e The provider EMC or designee will submit a REF to both DIDD and/or Amerigroup by close of
the nextbusiness day after the occurrence or discovery of occurrence of a Tier 1 Reportable
Event.

Process for Investigation of Tier 1 Reportable Events
e ForTier 1 events, DIDD shall notify TennCare, Amerigroup, and provider(s) of the intent to
investigate via an Initial Notification. DIDD shall complete a thorough investigation within thirty
(30) calendar days of the anchor date, unless an approved extensionis granted. A Final
Investigative Report shall be provided to TennCare, Amerigroup, DIDD Regional Office, and
provider(s).
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e Providers are expectedto send all information related to the investigation to DIDD as soon as
possible upon request. For ECF CHOICES, CHOICES, and Katie Beckett providers, Amerigroup will
be notified and responsible for ensuring provider cooperation with the investigation if provider
staff does not send the requested information to DIDD by the following business day. 1915(c),
ECF CHOICES, and CHOICES will maintain their current processesforimposing progressive
disciplinary action (e.g., monetary sanctions).

e The provider shall instruct all staff that the facts and circumstances being investigated are not
to be discussed with anyone except the DIDD Investigator, law enforcement officers, or other
state investigative entities (APS, Department of Children’s Services, Disability Rights TN, etc.).

e |[f the investigation is not completed within thirty (30) calendar days due to uncontrollable
circumstances, such as law enforcementinvolvement or difficulties obtaining documentation
from external entities such as a hospital, DIDD Investigators may request, and upon approval
from the Director of Investigations or designee, utilize an extension period of up to an
additional thirty (30) calendar days for completion of the investigation. Extensions shall not be
utilized for staff convenience. DIDD will notify the provider, Amerigroup, and TennCare of the
extension. When an investigation will exceed a thirty (30) calendar day extension pending
criminal proceedings, an autopsy report, or law enforcement requests to remain open, etc., the
DIDD Investigator shall complete all field work and the investigative report compiled with all
available evidence. The DIDD Investigator shall provide investigation status updates every thirty
(30) to ninety (90) days based on the direction of the Director of Investigations or designee as
dictated by the circumstances which result in the delay in concluding the investigation. DIDD
will notify the Provider, Amerigroup, and TennCare of any extended time periods and the
projected date of the investigation closure.

e DIDD shall provide the completed REM Investigation Report and Summary to TennCare, the
appropriate Amerigroup, DIDD Regional Office, and provider. The Report and Summary shall
include a statement of whether the allegation(s) is substantiated or unsubstantiated. In the
case of a substantiation for abuse, neglect, or exploitation, the conclusion shall state if the
evidence was clear and convincing (Class 1) or based on a preponderance of the evidence (Class
2). Upon the closure of an investigation resulting in a Class 1 substantiation or a Class 2
substantiation that constitutes the third or more Class 2 substantiation for events discovered or
occurring within a rolling twenty-four(24) months period in three (3) separate investigations,
the State Investigator or Investigations Specialist shall be responsible for sending the
perpetrator a letter notifying him or her of the substantiation(s) and an Election Form that
initiates the due process system administered through DIDD Office of Administrative Appeals.
The notification letter and Election Form shall be mailed to the perpetrator’s address provided
at the time of the interview by both regular mail and certified mail. Additionally, the State
Investigator or Investigations Specialist shall provide a copy of the notification letter and
Election Form to the Office of Administrative Appeals for further follow-up and assist in the due
process system as requested.

Investigation Review Committee (IRC)
e All waiver program providers, persons supported, legal representatives, case managers/support
coordinators, Amerigroup, DIDD, or TennCare representatives may requesta review of an
investigative report within fifteen (15) days of an investigation closing. Requests must be based
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on new or additional information, evidence not considered during the investigative process,
raise matters that bring into question the integrity of an investigation, or provide basis for
disputing the investigative conclusion. All investigation review requests must be submitted in
writing, express the reason for the disagreement, and include additional evidence if applicable.
The Committee will not review any file requeststhat are incomplete or not submitted within
the allotted timeframe.

The request, additional information or evidence, and the investigative report is reviewed by the
DIDD Director of Investigations (or designee) to determine if there was a critical omission in the
investigative process for the investigation. If there was an omission, the investigation may be
reopenedfor theinclusion of the omitted evidence and the potential impact on the conclusion.
If the investigation is not reopened, the request proceeds to the Director of Event Management
(DEM) for review. If the DEM upholds the request, it will move forward to the IRC. If the DEM
does not agree with the request, a summary of the decision will be sent to the General Counsel
for final review and disposition of recommendation. The requestor is notified of DIDD’s de cision
within thirty (30) days of receipt of the request.

The IRC will be provided the investigation, additional information, and requestor’s application
for review and for the committee deliberation.

The IRC may (1) uphold the investigative conclusion, (2) modify the investigative conclusion, or
(3) overturn the investigative conclusion. The IRC’s written decision will be provided to the
requestor. The investigative report will be amended for all overturned or modified IRC
decisions.

Tier 1 Reportable Event Policy on Administrative Leave or Non-Direct Contact:

Excluding when an exceptionis granted by DIDD (as specified below), providers are required to
immediately remove an employee or volunteer alleged to have acted in a manner consistent
with sexual abuse or physical abuse resulting in medical treatment, named in a Tier 1
Reportable Event from providing direct support to any person(s) supported until DIDD has
completed their investigation, either by placing the named employee or volunteer on
administrative leave orin another position in which he or she does not have direct contact
with, or supervisory responsibility for, a person(s).

Providers (i.e., the EMC or agency management, and not the employee or volunteeralleged to
have committed physical or sexual abuse) may requestan exception to this requirementif:

o The provider furnishes evidence of consentfrom the alleged victim (or legal
representative of the alleged victim, if applicable);

o There are no identified risks to persons supported that the employee or volunteer might
come into unsupervised contact with;

o The assigned investigator has interviewed the alleged victim and eyewitnessesto
confirm that there are no identified risks to the memberor others, and;

o Safety measures, such as increased supervision and unannounced visits to the place of
service by provider management, are undertaken. The provider is expected to ensure
that adequate steps are taken for the protection and safety of all persons during the
investigation process.

Such requestsare reviewed and either approved or denied expeditiously by the DIDD Director
of Investigations or designee.
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If a Class 1 substantiation where the allegation is against both the provider and the provider
staff personand the provider allegation is substantiated, but the provider staff allegation is
unsubstantiated, the provider may request an investigation review by the IRC. In such event,
the provider staff person must be allowed to return to work upon release of the Final
Investigation report and will not be required to remain on administrative leave until the file
review is completed.

Tier 2 Reportable Events-Definition of Tier 2 Reportable Events

Tier 2 Reportable Events: shall mean the alleged wrongful conduct affecting the person by acts
or omissions of abuse, neglect, exploitation, or misappropriation of money or property, that
resulted in one or more of the following consequencesto the person:intimidation or mental
anguish; probable risk of serious harm; loss of funds or property between $250 and $1,000 in
value or prescription-controlled medications regardless of value; or, through supervision
neglect harming a citizen in the community or engaging in criminal acts resulting in arrest and
confinement. The person did not require medical intervention/treatmentand is not at
continued risk of serious harm.

Reporting Requirements for Tier 2 Reportable Events

Allegations that are reportedto DIDD and consistent with the Tier 2 categories/definition, will
be referred as appropriate to the provider to perform the investigation (unlessthe specific
provider is excluded from performing their own investigations for another reason further
explained below).

The provider EMC or designee will submit a REF to both DIDD and Amerigroup by close of the
next business day counting from the date of witnessing or discovering the Tier 2 Reportable
Event.

For Tier 2 Reportable Events, the DIDD Investigations Specialist shall review the REF for the
proper classification, along with the MCO. Should the Investigations Specialist or Amerigroup
deem additional information is neededto ensure the proper category, the DIDD REM Triage
system shall be utilized. DIDD shall provide any evidence collected during the Triage Process to
the Provider Investigator for any

Tier 2 investigation

Allegations that are reported to DIDD and consistent with the Tier 2 categories/definition, will
be referred as appropriate to the provider to perform the investigation (unlessthe specific
provider is excluded from performing their own investigations for another reason further
explained below).

The provider EMC or designee will submit a REF to both DIDD and MCO by close of the next
business day after the occurrence or discovery of occurrence of a Tier 2 Reportable Event.
For Tier 2 Reportable Events, the DIDD Investigations Specialist shall review the REF for the
proper classification, along with the MCO. Should the Investigations Specialist or MCO deem
additional information is needed to ensure the proper category, the DIDD REM Triage system
shall be utilized. DIDD shall provide any evidence collected during the Triage Process to the
Provider Investigator for any Tier 2 investigation.
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e DIDD will be responsible for reviewing all Tier 2 REFs for completeness and for ensuring the
Reportable Event has been appropriately identified as Tier 2. Amerigroup will provide DIDD
with any additional information for triage to ensure that the correct classification is reached. If
DIDD determinesthat the Reportable Event needs to be reclassified, the REF shall be
appropriately reclassified and shared with TennCare, Amerigroup and provider. As part of data
collection and analysis, DIDD will monitor and address the frequency of Tier 2 REFs incorrectly
classified by the reporting provider (e.g., the event needed to be reclassified as Tier 1 or Non-
Reportable Event, or the REF documented an occurrence that is not consistent with the
definition of a Tier 1, Tier 2, or Non-Reportable Event).

Process for Investigation of Tier 2 Reportable Events

e Providers shall ensure that all Tier 2 investigations are conducted by a certified Provider
Investigator. As part of the certification, provider Investigators must complete the required
training as determined by TennCare in collaboration with DIDD.

e All providers are responsible for conducting investigations of Tier 2 Reportable Eventsand
submitting an investigation report for each Tier 2 allegation. A completed investigation report
and attachments shall be submitted within twenty-five (25) calendar days of the anchor date.
Should the Provider Investigator need advice or assistance with the investigative process, a
DIDD Investigations Specialist will be available during normal business hours. The investigation
report shall conclude when the investigation is substantiated or unsubstantiated based on the
preponderance of evidence. The Provider Investigator shall consider whetherthe event was the
result of a systemicissue or that of a member. Additionally, the Provider Investigator shall
consider Dignity of Choice and actions taken to mitigate risks.

o The DIDD Investigations Specialist shall determine if the provider has met the required
standards to conduct Tier 2 investigations and if there is a DIDD certified Provider Investigator.
If the provider is eligible to investigate and has a Provider Investigator, the Investigations
Specialist shall notify the provider of the allegation and assignment of a Tier 2 Investigation.

e The provider may have multiple DIDD certified Provider Investigators or may contract with a
DIDD certified Provider Investigator. The provider shall notify the Investigations Specialist
the identity of the Provider Investigator. Afterverifying the Provider Investigator’s certification,
the Investigations Specialist shall provide the investigative report template to the Provider
Investigator.

e Upon submission of the Tier 2 investigative report to DIDD, an Investigations Specialist shall
conduct a review to identify potential evidence that was excluded (such as a withess or
documentation), if the analysis supports the definitions for abuse, neglect, and/or exploitation,
and if preponderance was supported by the evidence. The Investigative Specialist shall
communicate any advice or assistance to the Provider Investigator within three (3) business
days of receipt of the report. The Provider Investigator shall make any revisions to the report
deemed appropriate and resubmit the final report to the Investigations Specialist, provider,
Amerigroup, and TennCare. The provider shall be responsible for the conclusion and findings
within the investigation.

e If the investigation is not completed within twenty-five (25) calendar days due to uncontrollable
circumstances, such as law enforcementinvolvement, or difficulties obtaining documentation
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from external entities such as a hospital, Provider Investigators may request via an Extension
Request Form, an extension period up to thirty (30) additional calendar days to complete the
investigation. All extension requests shall be submitted to the Director of Investigations or
designee, two (2) business days before the date due for closure. Extensions shall not be utilized
for staff convenience. DIDD will notify the Provider, Amerigroup, and TennCare of the extended
time period and new date for closure.

e When a provider investigation will exceed a thirty (30) calendar day extension (pending criminal
proceedings, law enforcement requeststo remain open, etc.) the Provider Investigator shall
complete all field work and the investigative report, but the investigation shall not be released
until such time a lead investigative entity provides approval to release the information. The
Provider Investigator shall provide investigation status updates every thirty (30) days on an
Extension Request Form to the Director of Investigations or designee as dictated by the
circumstances which result in the delay in concluding the investigation. DIDD will notify the
Provider, Amerigroup and TennCare of any extended time periods and the projected date of
the investigation closure. The Director of Investigations or designee shall provide TennCare a
monthly report for Tier 2 Investigations exceeding dates for closure.

e Should the Provider Investigator discover evidence that would result in the allegation rising
from a Tier 2to aTier 1, the Provider Investigator shall stop the investigative process
immediately and notify the Investigations Specialist (if during normal business hours), or the
DIDD Abuse Hotline. The provider must forward the investigation immediately back to DIDD to
investigate. A Tier 2 investigation shall not reach a Class 1 conclusion.

Tier 2 Reportable Event Policy on Administrative Leave or Non-Direct Contact

e Providers, after seeking the victim/person’s preference and/or that of the legal representative
(if applicable), shall determine, at their discretion and in accordance with their policy, whether
to remove an employee or volunteer named in a Tier 2 Reportable Event from any or all direct
support until the provider has completed their investigation. If the allegation is substantiated as
a Class 2, the employee or volunteer may be terminated, or removed until the completion of
any action plan (e.g., training) deemed appropriate by the provider. In lieu of removing an
employee or volunteer named in a Tier 2 Reportable Event from any or all direct support, the
provider may opt to utilize a modified assignment or increased supervision. The provider is
expectedto ensure that adequate steps are taken for the protection and safety of all persons
during the investigation process.

Substantiated Events are classified as Class 1 Events or Class 2 Events:

e C(Class 1 Events (i.e. the wrongful conduct affecting the person constituted abuse, neglect,
exploitation, or misappropriation of money or property, and resulted in one or more of the
following consequencesto the person: death, serious injury, or physical harm; physical or
sexual abuse; significant pain, intimidation or mental anguish; probable risk of serious harm;
loss of funds or property greater than $1,000 in value or prescription controlled medications
regardless of value; or, through supervision neglect harming a citizen in the community or
engaging in criminal acts resulting in arrest and confinement. Wrongful conduct in this category
is of a nature serious enough to call into question whetherthe offendershould be entrusted
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with the care of a vulnerable person). A final investigative report reflects that the evidence
supports that the identified staff acted in accordance with this definition.

e C(Class 2 Events (i.e. the wrongful conduct affecting the person constituted abuse, neglect,
exploitation, or misappropriation of money or property, but resulted in minimal or no physical
harm orinjury, pain or mental anguish; minimal risk of serious harm; loss of funds or property
of up to $1,000 in value; or violation of plans of care with minimal or no adverse consequences.
Wrongful conduct in this category is of a nature that disciplinary action and/or additional
training may reasonably be deemed sufficientto address). A final investigative report reflects
that the evidence supports that the identified staff acted in accordance with this definition.

e To ensure a comprehensive approach to understandingand preventing future occurrences of
Reportable Events, as defined above, the process is also expected to identify applicable, system
policies, rules, guidance or other system processes and procedures that may have contributed
to the Reportable Event.

e ECF CHOICES, the 1915(c) waiver, and ICF/IID programs are designed to balance health and
safety with happiness and personal fulfillment, to ensure persons achieve the best possible
employmentand community living outcomesand are able to exceed expectations through
opportunities to develop and use the gifts, skills and capacities they have to achieve unique and
fulfilling lives. REM is expected to reinforce and advance these goals.

Provider Investigator Training
e Providers shall ensure that all Tier 2 investigations are conducted by a certified Provider
Investigator. As part of the certification, provider Investigators must complete the required
training as determined by TennCare in collaboration with DIDD.

Provider Request for Exception to Investigate

e This process will be utilized if the provider requests not to investigate an allegation and shall
result in a DIDD Investigator conducting the investigation. The provider shall be responsible for
submitting an Exception to Investigation form to the Director of Investigations or designee
within two (2) business days of the anchor date with an explanation related to one or more of
the following:

o Conflict of interest associated with the investigation

o The complexity of the investigation impedesthe provider’s ability to investigate when
the alleged perpetrator has 3 prior substantiations with that agency within a24 rolling
month period, the provider can requestthe state to investigate any subsequent
investigation.

e The Director of Investigations or designee shall notify the Investigations Specialist for the
provider’s region when an exceptionis approved. The Investigations Specialist shall reassign the
investigation to a DIDD State Investigator. Additionally, the Investigations Specialist shall track
all exception requests and dispositions by provider.

Parameters for determining when a provider is not permitted to conduct provider investigations or

status is removed
e Providers who have an overall DIDD QA score lower than “Fair” on the annual survey
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e When the provider or a member of the executive staff are identified as the alleged perpetrator
(Program Director or equivalent and above)

e If the provideris less than ayear old or until the agency has their first DIDD QA/ECF CHOICES
consultative survey

e If the provider does not have a DIDD certified Investigator

e |f a CHOICES provider has negative results from a DIDD wellness review performedin the last 12
months that resulted in significant findings related to health and safety. The provider would be
eligible to conduct their own investigations after their next DIDD QA survey that scores fair or
above.

e |f a CHOICES provideris placed on a DIDD moratorium. The provider would be eligible to
conduct their own investigations after the moratorium was lifted and they scored fair or above
on the following DIDD QA survey.

o Note:TennCare and DIDD have the authority to conduct any investigation, at any time, for any
reason deemed appropriate.

e The DIDD Investigations Specialist monitors the provider’s status based on information
provided by DIDD QA, DIDD Regional Office moratorium notices and wellness reviews, and
notification by Amerigroup.

e Tier 1 and Tier 2 Investigation Follow-up and Action Plan

e DIDD and Amerigroup are responsible for reviewing investigation reports submitted by DIDD
Investigators and Provider Investigators. DIDD Regional Office and Amerigroup will determine
the necessity for any follow-up review needed. The provider will complete the Action Plan for
all substantiated Class 1 and Class 2 investigations. The Action Plan shall address each
Informational Findings and late reporting discovered as a means of provider self-improvement.

e Upon acceptance of the final investigative report, the provider will have an additional ten (10)
days to complete the Action Plan, which will be tracked by the date in which the Final
Investigative Report was closed. The provider will continue to discuss the outcome of the
investigation with the person(s) supported and invite the person’slegal representative and/or
primary contact, if any, to participate in this discussion.

o The Action Plan shall include the following information:

= The procedures that have beenimplementedto mitigate future risks to the
person, including steps to preventsimilar occurrences in the future;

= Verification that the substantiated perpetrator(s) was notified of the outcome of
the investigation;

= Astatementof what, if any, disciplinary action, training, reassignment, or any
other remediation occurred as a result of the findings of the investigation;

= Aresponseto any informational findings contained in the investigation report.

o The DIDD Regional Event Management Coordinator (EMC) and Amerigroup will review
the Action Plan, which shall include any concerns or issuesidentified. DIDD Regional
EMC will include Amerigroup when asking for any additional information within 10
calendar days if the Action Plan submitted does not sufficiently address the identified
concerns. The provider has ten (10) calendar days to provide the additional information.
The DIDD Regional EMC or designee has forty-five (45) calendar days from the date of
closure (release of the Final Investigative Report) to provide a Closure Letter.
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o If allegations were not substantiated, an Action Plan is not required. For both
substantiated and unsubstantiated investigations, providers must ensure that
informational findings are acted upon in a timely manner. DIDD or Amerigroup can
request follow-up action to unsubstantiated Informational Findings, to include Late
Reporting.

Additional Reportable Events and Interventions

e Additional reportable events and interventions, which are not related to abuse, neglect, or
exploitation, shall also be reportedto the DIDD Event Management Unit using the REF. The
provider EMC or designee shall submit a REF to both DIDD and Amerigroup by close of business
of the next business day counting from the date of witnessing or discovering a reportable event
or intervention. Providers shall be responsible for performing data collection and analysis for all
reportable events and interventions.

o The One Reportable Event Management System Definitions Document details what are
required Additional Reportable Events and Interventions.

Non-Reportable Events

e Although non-reportable events are not reportable to DIDD/the MCO, providers are expected
to document, performdata collection and trend analysis, and address these eventsinternally as
part of strategic quality improvement processes that lead to improved outcomes. Provider
oversight for non-reportable events will continue to be monitored by DIDD and/or the MCO
during annual quality assurance surveysand/or recredentialing, where applicable. Itis
considered best practice to notify the coordinator, natural support, and/or legal representative
as non-reportable events occur to ensure continuity for the person. Reportable Events
Reported by a Person or a Person’s Caregiver, Family Member, or Citizen/Friend

e All Reportable Events reported to DIDD, Amerigroup, or provider by a:

o (1) Person,

o (2) Caregiver,

o (3) Family Member, or
o (4) Citizen/Friend, and

e Having occurred during the provision of HCBS or ICF/IID services, will be documented by DIDD
or Amerigroup as applicable. DIDD or Amerigroup receiving the report will generate a REF
within one (1) business day if the reported occurrence is confirmed to be a Reportable Event.
The entity receiving the report from the person or the person’s natural support (either DIDD or
Amerigroup) will be responsible for submitting the completed REF to the other entity.

e The provider’'s EMC or designee will be notified of the Reportable Event by close of the next
business day after the DIDD or Amerigroup received the report from the person or the person’s
natural support. These events will follow the same process for Tier 1 and Tier 2 as outlined
above.

Fiscal Employer Agent (FEA) Responsibilities

e FEA and provider staff must immediately report, after the occurrence or discovery of
occurrence, all instances of suspected abuse, neglect, and exploitation of persons who are
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adults in accordance with T.C.A 71-6-103, and suspected brutality, abuse, or neglect of persons
who are children in accordance with T.C.A 37-1-403 or T.C.A 37-1-605, as applicable.

All Reportable Events occurring during the provision of HCBS services involving an FEA
employee must be reportedto DIDD and Amerigroup as outlined in the Tier 1 and Tier 2
reporting processes above and copied to the Employer of Record within the required
timeframes.

In the eventa Consumer Direction representative of a personis alleged to have committed
abuse, neglect, or exploitation against the person, the representative shall immediately be
removed from his or her representative capacity during the investigation. During such removal,
the person’s participation in Consumer Direction shall be suspended unless another
representative can be identified within five (5) business days to serve either on an interim or
permanentbasis, or the person is determined by DIDD or Amerigroup not to needa
representative to continue with Consumer Direction. If the investigation concludes the
allegations against the representative are unsubstantiated, the person’s participation shall be
reinstated if it had been suspended, and the representative’s participation in Consumer
Direction shall be reinstated if the person determines this reinstatementis appropriate.
However, if the allegations against the representative are substantiated, the FEA, DIDD, and/or
Amerigroup will work with the person to identify a replacement representative for Consumer
Direction. If a replacement representative cannot be identified within ten (10) business days
from completion of the investigation, the personshall be disenrolled from Consumer Direction.
If disenrolled from Consumer Direction, the person may continue to receive services from a
provider. The person may re-enroll in Consumer Direction upon appointing a new
representative.

Due Process

All provider substantiated staff will be eligible to utilize the due process system developed by
DIDD. DIDD established the Office of Administrative Appeals (OAA) unit that provides due
process opportunities for individuals with a Class 1 substantiation. Wrongful conduct of a Class
1 substantiation is generally serious enough to call into question whetherthe offendershould
be entrusted with the care of vulnerable persons. Substantiated individuals will have the right
to request a file review, through which the substantiation could be upheld, modified, or
overturned, and an opportunity to requesta hearing before an Administrative Law Judge.

The OAA due process system is a bifurcated process between the opportunity for a file review
and the opportunity for a trial. Within ten (10) calendar days afteran investigation is closed in
which substantiated staff receives a Class 1 offense, aletter and Election Form are sentto the
substantiated staff by the DIDD Investigator or Investigation Specialist. The letter informs the
individual that he/she has the right to request a file review within fifteen (15) calendar days of
the date of the letter.

o IfanElection Form requestinga file review is not timely received or if the individual
returns the Election Form but waives the right to a file review, then prior to initiating
litigation for placement on the Abuse Registry (AR) and/or the Substantiated
Investigation Records Inquiry (SIRI), OAA shall conduct an informal preliminary trial
and/or placement review to determine whetherthe substantiation should be upheld or
modified and whetherthe individual should be referred for placement on the AR and/or
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SIRI. If the Class 1 is reducedto a Class 2, thenthe due process system concludes, and a
letter is sentto the substantiated staff notifying him/her of the action taken and the
conclusion of due process. If the substantiation(s) is/are upheld or revised so that
he/she still qualifies for due process, then OAA sends a letter and Election Form to the
substantiated staff notifying him/her of the opportunity to requesta trial to contest the
substantiation(s), placement on SIRI, and/or placement on the AR. The timeframe for
requesting a hearing is sixty (60) calendar days from the date of the letter. The hearing
is conducted pursuant to statute and the rules of OAA and the Administrative
Procedures Division of the Secretary of State’s office.

If an Election Form is timely received by OAA, and the individual requests a file review,
then within three (3) business days of receipt, OAA notifies the DIDD Director of
Investigations (DOI) or designee of the request, including a copy of the Election Form
and any supplementalinformation remitted by the substantiated staff. Within three (3)
business days, the DOI notifies OAA whetherthe case will be reopened. If itis not
reopened, OAA accesses the case file, and OAA commences with the file review and
renders a decision letter within thirty (30) days of the receipt of the Election Form,
unless extended pursuantto the OAA rules. If the case is reopened, the individual is
notified via written correspondence from OAA, and the DOI or designee providesan
anticipated date of closure for the investigation. Once closed, if the Class 1
substantiation remains founded, then OAA has thirty (30) days from the date of
notification of the closure by Investigations to complete afile review and draft a
decision letter.

If a formal file review decision results in an upholding of the substantiation or a
modified finding that includes a Class 1, then OAA drafts a decision letter to the
substantiated staff notifying him/her of the decision and the opportunity to requesta
trial to contest the substantiation(s) and/or placement on the AR and SIRI. If the Class 1
is reducedto aClass 2, then the due process system concludes, and a letter is sent to
the substantiated staff notifying him/her of the action taken and the conclusion of due
process.

If an Election Form pertaining to a hearing is not timely received or the right to a hearing
is waived, then the substantiated staff will be referred for placement on the AR and SIRI,
without further right to appeal. OAA prepares a referral memorandum and submits it to
the Department of Health for inclusion of the substantiated staff’s name on the AR. OAA
notifies the DIDD SIRI Coordinator regarding inclusion of the substantiated staff’'sname
on the SIRI. The DOI and provider agency are notified of the outcome of the matter.

If an Election Form pertaining to a hearing is timely received and a hearing requested,
then OAAfiles a Notice of Charges and commences with litigation. The hearing is
conducted pursuant to statute and the rules of OAA and the Administrative Procedures
Division of the Secretary of State’s office. At the conclusion of litigation, the DOl and
provider agency are notified of the outcome. If substantiated staffis referred for
placement on the AR, then OAA prepares a referral memorandum and submits it to the
Department of Health for inclusion of the substantiated staff’sname on the AR, and
OAA notifies the DIDD SIRI Coordinator regarding inclusion of the substantiated staff’s
name on the SIRI.
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e The Substantiated Investigation Records Inquiry (SIRI) will be accessible for all providers to
utilize in reviewing potential employee’s substantiation record to assist in hiring decisions. The
provider will receive the category of substantiation; the conclusion statement from the final
investigative report; and if the offenderexercised his/herright to due process, a copy of the
OAA decision letter and court ruling, if applicable. Tier 2 substantiations are not included in
SIRI.

Reportable Event Data Review, Collection, & Analysis

Itis especially vital to evaluate the nature, frequency, and circumstances of Reportable Eventsin order
to determine how to preventor reduce similar occurrences in the future, whenever possible. DIDD will
maintain a statewide system for data collection and analysis for all Tier 1 and Tier 2 Reportable Events.
All Tier 1 and Tier 2 Reportable Events and data shall be tracked and trended by DIDD on at least a
guarterly basis. MCOs and DIDD, in collaboration with their providers, will evaluate the trended data to
achieve desired Reportable Event Management outcomes.

Further, DIDD will provide TennCare with comprehensive reports for all programs pursuant to the
Interagency Agreementand TennCare CRA, as applicable. TennCare receivesa trend analysis from
DIDD and Amerigroup on all reportable eventdata, including tracking and trending, on a quarterly
basis and uses this information to undertake program level analysis, tracking and oversight for all
Reportable Events.

Where a Tier 1 or Tier 2 Reportable Eventis determinedto be a Class 1 or Class 2 Event the findings
shall also include identification of applicable, system policies, rules, guidance or other system
processesand proceduresthat may have contributed to the Class 1 or 2 Event. The provider,
Amerigroup and/or DIDD, as applicable, shall be responsible for managing, tracking, and trending in
order to prevent similar occurrences in the future.

Each contracted provider is responsible for the designation of an Event Management Coordinator
(EMC). ECF CHOICES, CHOICES, Katie Beckett, 1915(c), and ICF/IID provider agencies that provide day,
residential and personal assistance services will develop a Provider Reportable Event Review Team
(PRERT). The purpose of the PRERT is to review and evaluate the provider’'sreportable events,
investigations, and trends to inform internal prevention strategies. The PRERT shall meetregularly, but
no less than monthly, and individual and representationis specific to each provider’s Event
Management policy. PRERT meetings will be documented and will reflect discussion and follow up
actions concerning reported events and investigations, their causes, actions taken, and
recommendations made by the review team.

Reportable Events Quick Reference Guide

e The following details the expectation and requirementthat staff and contract CHOICES and
Employment and Community First (ECF) CHOICES HCBS providers and the Fiscal Employer Agent
(FEA), as applicable, report, respondto, and documentTier 1, Tier 2, and Additional Reportable
Events and Interventions as indicated in the TennCare CRA.
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Tier 1:
Reportable events

Tier 2:
Reportable events

e All allegations of sexual abuse

e Allegations of physical, emotional, or
psychological abuse that required medical
intervention or treatment

e Allegations of neglect that required medical

intervention or treatment, and all neglect that is
potentially felonious in nature when thereis not

an injury

e All unexplained or unexpected deaths including
suicide

e A suspicious injury where abuse or neglectis
suspected and required medical treatment or
intervention, and the nature of the injury does
not coincide with explanation of how the injury
was sustained:

o Serious injury of an unknown cause. For
purposes of this section, serious injury
shall meanan injury that requires
assessment and treatment beyondfirst aid
that can be administered by alay person.
Assessment and treatment for a serious
injury is in a hospital emergencyroom, in
an urgent care center, or from a physician,
nurse practitioner, or physician's assistant
and/or nurse. Includes, but not limited
to: decubitus ulcers, fractures,
dislocations, concussions, cuts or
lacerations requiring sutures, staples, or
Dermabond; torn ligaments (e.g. severe
sprain) or torn muscles or tendons
(e.g. severe strain) requiring surgical
repair, 2nd and 3rd degree burns, and loss
of consciousness. Serious injuries can be
both known and unknown

o Exploitation by provider personnel
(employees or volunteers) of more than
$1,000 (Class E felony)

Note: There may be circumstances in which
something would not fall under physical abuse, did
not resultin an injury, but could meet the legal
definition for Abuse of a Vulnerable Adult. With
DIDD’s increased involvement in the Vulnerable
Adult Prosecutorial Investigative Team (VAPIT)
meetings across the state, the DA mayrequest that

Allegations of physical abuse that do not require
medical intervention or treatment

Allegations of neglect that do not require medical
intervention or treatment

Allegations of emotional/psychological abuse that
do not require medical intervention or treatment,
including allegations that provider personnel (e.g.
employees, volunteers) engaged in disrespectful
or inappropriate communication about a person
[e.g., humiliation, harassment, threats of
punishment or deprivation, intimidation or
demeaning or derogatory communication (vocal,
written, gestures)], or any other similar acts that
do not meet the definition of emotional or
psychological abuse and which are directed to or
within eyesight or audible range of the person.

Note: Emotional/Psychological Abuse caninclude an
event that negatively affects a person and triggers a
behavioral episode but does not require intervention
by medical personnel, crisis services suchas mobile
crisis, EMT, ER, and/or law enforcement, etc.
Emotional/Psychological Abuse will also include any
such events that would have elicited mentalanguish
by areasonably prudent person:

Suspicious Injury in which abuse/neglect is
suspected but did not require medical treatment
or intervention

The deliberate misplacement, exploitation, or
wrongful, temporary or permanent use of
belongings or money valued between $250 and
$1,000 (i.e., less than the threshold for
misappropriation).
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Tier 1:
Reportable events

Tier 2:
Reportable events

DIDD retainaninvestigation, ratherthanthe
Provider.
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Additional Events and
interventions:
Reportable Medical
events

Additional Events and
interventions:
Reportable Behavioral/
Psychiatric events

Additional Events and
interventions:
Reportable Interventions

Non-Reportable events

e Cellulitis

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

e Deaths (otherthan
thosethat are
unexpected/unexplai
ned)

e Fecal impaction

e Flu

e Insect or animal bite
requiring treatment
by a medical
professional

e MRSA

e Pneumonia

e Pressure
Ulcer/Decubitus
Ulcer

e Seizure progressing
to status epilepticus

e Sepsis

e Serious injury of
known cause

o Severe allergic
reaction requiring
medical attention

o Severe dehydration
requiring medical
attention

e Skin Infection (other
than Cellulitis &
MRSA)

o UTI

Other (please explain

on REF); to also

include:

e COVID19

e Administration of
Routine

e Behavioral Crisis
requiring protective
equipment, manual
or mechanical
restraints, regardless
of type or time used
or approved by plan
of care (all
takedowns or prone
restraints are
prohibited)

e Behavioral Crisis
requiring emergency
psychotropic
medication

e Behavioral Crisis
requiring crisis
intervention

e Criminal
Conduct/Probable
Criminal Conduct:
shall meanacts which
lead to or can
reasonably be
expectedto lead to
police involvement,
arrest, or
incarcerationof a
person using services
or an employee,
during the provision
of services.

e Engagement withlaw
enforcement

e Physical Aggression:
shall mean hostile,
injurious, or
destructive
challenging action(s)
thatare not directly
relatedto property
destruction. Physical
aggressionis
reportable with or

e Abdominal Thrust/Back
Blows/Heimlich
Maneuver

e Administration of PRN
Psychotropic
Medication

e Admission to: Assisted
Care Living Facility,
Skilled Nursing Facility,
ICF/IID, Incarceration,
Planned and
Unplanned Medical
Hospitalization, and
Psychiatric
Hospitalization

e CPRor an Automated
External Defibrillator
(AED)

e Crisis Services: 911 Call,
EMT, ER Visit, Fire,
Mobile Crisis Services,
Police, and Urgent Care
Facility

e Discharge from:
Assisted Care Living
Facility, Skilled Nursing
Facility, ICF/IID,
Incarceration, Planned
and Unplanned Medical
Hospitalization, and
Psychiatric
Hospitalization

e Manual Restraint

e Mechanical Restraint

e Protective Equipment

X-Ray (to rule out

fracture

e Any instance of
disrespectful or
inappropriate
communication, e.g.,
humiliation, harassment,
threats of punishment
or deprivation,
intimidation or
demeaning or
derogatory
communication (vocal,
written, gestures) or any
other acts pertaining to
a member that is not
directed to or within
eyesight or audible
range of the member
and that does not meet
the definition of
emotional or
psychological abuse.
Providers under this
Section are required to
report such complaints
to the MCO.

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

e Staff misconduct that
falls outside the
definition of Reportable
Events or actions or
inactions by staff of
contracted providers,
contracted employees,
volunteers or others
associated withor
providing care for the
persons supported, that
are contrary to sound
judgement and/or
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Additional Events and
interventions:
Reportable Medical
events

Additional Events and
interventions:
Reportable Behavioral/
Psychiatric events

Additional Events and
interventions:

Reportable Interventions

Non-Reportable events

Psychotropic
Medication without
consent;

e Emergency
Situations, including
fire, flooding, and
serious property
damage, thatresult
in harm or risk of
harm to persons
supported;

e Fall with Injury —
Minor (an injury that
is treatable by a lay
person) and Serious
(resulting in medical
intervention and
treatment);

e Medication Variance
and Omission;

e Missing Person>
(greaterthan) 1
hour; shall mean any
person receiving
services who is
unexpectedly absent
for longer than 60
continuous minutes
aftera reasonable
searchwas
conducted. The
intent would follow
the definition and
what was in the
person’s PCSP. It
should not be
interpretedasto
limit a person’s
rights or freedoms,
or on the other
hand, that a person
could not be
“missing” unless

without injury to the
individual or others
(e.g. Staff).

e Property Destruction
exceeding $100

e Psychiatric Admission
(or observation),
including in an acute
care hospital

e Reportable Behavior
involving physical
aggressionand/or
self-injurious
behavior resulting in
injury to another
person (housemate,
staff, private
citizen/other)

o Self-Injurious
Behavior (SIB): shall
mean a self-inflicted
physical injury

Note: For SIB to be

reportable via REF, there

must be an injury that
requires assessmentand
treatment beyond basic
firstaid that can be

administeredby a

layperson.

o Sexual Aggression:
shall meanacts of a
sexual nature,
associated with
potentially violent
behavior of a member,
regardless of the
desire for participation
on the part of the
other person.

e Suicide attempt

Note: The following
events are also

training and related to
the provision of services
and/or the safeguarding
of the person’s health,
safety, general welfare
and/or member

rights. Staff misconduct
includes events that do
not rise to the level of
abuse, neglect or
exploitation, and do not
resultin injury or
adverse effect, and the
risk for harm is minimal.

TN-PM-0048-22

59




Additional Events and
interventions:
Reportable Medical
events

Additional Events and
interventions:
Reportable Behavioral/
Psychiatric events

Additional Events and
interventions:

Reportable Interventions

Non-Reportable events

24/7 supervision is
required.

e Enabling Technology
Remote Supports:
failure to implement
Emergency Back-up
Plans;

e Unsafe Environment
(lack of
cleanliness/hazardo
us conditions not
otherwise expected
to normally existin
the environment;

e Vehicle Accident —
Minor (not resulting
inan injury;
treatable by a lay
person) and Serious
(resulting in medical
intervention and
treatment); and

o Victim of fire.

Note: Chronic
Condition shallmean a
human health condition
or diseasethatis
persistent or otherwise
long lasting in its
effects, or adisease
that comes with time.
The term chronic is
often applied when the
course of the disease
lasts for more than3
months.

Note: Choking episodes
requiring physical
intervention (e.g., use
of abdominal thrust,
back blows, or Heimlich
maneuver) are tracked

considered Reportable

Behavior/Psychiatric

Events, even if they did

not require use of a

behavior safety

intervention or a

restrictive behavioral

procedure:

e engagement withlaw
enforcement

e property destruction
exceeding $100

e psychiatric
admission/discharge

e sexualaggression

e suicide attempt
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Additional Events and
interventions:
Reportable Medical
events

Additional Events and
interventions:
Reportable Behavioral/
Psychiatric events

Additional Events and
interventions:
Reportable Interventions

Non-Reportable events

andtrended asa
Reportable Medical
Event, even if
intervention does not
occur atan emergency
room or urgent care

facility.

e Adult Protective Services (APS): Phone: 888-277-8366, fax: 866-294-3961 or visit
online: https://reportadultabuse.dhs.tn.gov

e Child Protective Services (CPS): Phone: 877-237-0004
e DIDD 24/7 Investigations hotlines: Phone 888-633-1313

Tier 1 Reportable
Events:

Tier 2 Reportable
Events:

Additional
Reportable Events
and Interventions:

Non-Reportable events:

Reportable? To
whom?

Yes (DIDD and MCO)
and

APS/CPSfor all abuse,
neglectand/or
exploitation events,
and Law Enforcement
when warranted.

Yes (DIDD and MCO)

Yes (DIDD and MCO

No

Reportable
timeline

By telephone:
immediately but no
longer than 4 hours
after occurrence or
discovery of occurrence

By writing: Completing
the REF by close of
business the next
business day after the
occurrence or discovery
of occurrence
(regardless if the event
is deemedto have
occurred outside the
provision of

services) of aTier 1
Reportable Eventvia
the designated
information system.

APS/CPS within 24 hrs.
For all abuse, neglect

By

writing: Completing
the REF by close of
the next business
day counting from the
date of witnessing or
discoveringaTier 2
Reportable Eventvia
the designated
information system.

At any time during
remediation/follow
up of any additional
event or intervention
informationis
gathered thatwould
result inthe event
risingtoaTier1,

the entity to discover
the additional
informationis
responsible for

following the above

By writing:
Completing the
REF by close of the
next business day
counting fromthe
date of witnessing
or discovering a the
Additional
Reportable
Event/Intervention
viathe designated
information
system.

At any time during
remediation/follow
up of any additiona
event or
intervention
informationis
gathered that
would resultinthe
eventrisingtoa

Tier 1 or Tier 2, the

At any time during
remediation/follow up of any
additional event or
intervention informationis
gathered thatwould resultin
the event rising to aTier 1, Tier
2, or Additional Reportable
Event/Intervention, the entity
todiscover the additional
information is responsible for
following the above noted
reporting requirements for the
appropriate Tier.
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Tier 1 Reportable
Events:

Tier 2 Reportable
Events:

Additional
Reportable Events
and Interventions:

Non-Reportable events:

and/or exploitation
events.

Law Enforcement as
soon as possible when
warranted.

noted reporting
requirements for the
Tier 1 reporting.

entity to discover
the additional
informationis
responsible for
following the above
noted reporting
requirements for
the appropriate
Tier.

Who conducts
investigation?

DIDD with review by
the MCO for potential
quality of care issues.
For Tier 1 events, DIDD
shall notify TennCare,
respective MCO(s), and
provider(s) of the intent
to investigate viaan
Initial Notification.

All providers are
responsible for
conducting
investigations of Tier
2 Reportable Events
and submittingan
investigation report
viathe designated
information system.
For each Tier 2
event/investigation.

Only Certified
Provider
Investigators can
complete Tier 2
Provider
Investigations.

Investigation not
required

Investigation notrequired

Time frame for
investigation

DIDD shall complete a
thorough investigation
within thirty (30)
calendar days of the
anchor date, unless an
approved extension is
granted.

A Final Investigative
Reportshall be
providedto TennCare,
MCO(s), DIDD Regional
Office, and Provider(s).

A completed
investigation report
and attachments shal
be entered in the
designated
information system.
Within twenty-five
(25) calendar days of
the anchor date by
the provider.

N/A

N/A

Administrative

Yes, for physical/sexual

Atproviderdiscretion|

N/A

N/A

performing data

leave abuse with exception | andinaccordance

process; provider with provider’s

policy/discretionfor policy.

other Tier 1 incident

types
Who tracksand |DIDD, MCO and DIDD, MCO and Providersare Although non-reportable
trends? provider provider responsible for eventsare notreportableto

DIDD or the MCO, providers are
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Tier 1 Reportable
Events:

Tier 2 Reportable
Events:

Additional
Reportable Events
and Interventions:

Non-Reportable events:

collectionand
analysis for all
reportable events
andinterventions.

expected to document,
perform data collection and
trend analysis, and address
these eventsinternally as part
of strategic quality
improvement processes that
lead to improved outcomes.
Provideroversight for non-
reportable events will continue
to be monitoredby DIDD and
the MCO during annualquality
monitoring surveys and
through credentialing site visits
with Provider Relations.

Action
Plan/Remediation

The providerwill
complete the Action
Plan for all
substantiated Class 1
and Class 2
investigations.

For investigations
completedby APS/CPS/
and/or Law
Enforcement, the
person’s COS, clinicians,
etc. will work together
to determine steps of
remediationas
warranted.

The providerwill
complete the Action
Plan for all
substantiated Class 2
investigations.

It is considered best
practice thatthe
provider,in
collaborationwith
the COS, identifies
areasof concern
and provides
remediation, when
applicable, to
decreasethe event
fromrecurring.

The provideris responsible for
appropriateaction, including
documentation, with review as
partof DIDD and MCO quality
assurance process
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Fraud, Waste, and Abuse

Pursuant to the TennCare CRA, during both credentialing and recredentialing site visits, MCOs are
required to verify that CHOICES providers have policies and processes concerning Fraud, Waste and
Abuse training for employees, that providers have policies and processes concerning training on Fraud,
Waste and Abuse including the False Claims Act, and Whistleblowers Protection, how to report FWA
and information on medical records standards including cloning medical notes and possible
consequences. This information is included within the review of the Succession Planning.

First Line of Defense Against Fraud

We are committed to protecting the integrity of our health care program and the effectiveness of our

operations by preventing, detecting and investigating fraud, waste and abuse. Combating fraud, waste

and abuse begins with knowledge and awareness.

e Fraud: Anytype of intentional deception or misrepresentation made with the knowledge that the
deception could result in some unauthorized benefitto the person committing it — or any other
person. The attempt itself is fraud regardless of whetheror not it is successful.

e Waste: Includes overusing services or other practices which, directly or indirectly, result in
unnecessary costs. Waste is generally not considered to be driven by intentional actions but rather
occurs whenresources are misused.

e Abuse: When health care providers or suppliers do not follow good medical practices resulting in
unnecessary or excessive costs, incorrect payment, misuse of codes or services that are not
medically necessary.

To help preventfraud, waste and abuse, providers can assist by educating members. For example,
spending time with members and reviewing their records for prescription administration will help
minimize drug fraud. One of the most important stepsto help prevent memberfraud is as simple as
reviewing the memberidentification card. It is the first line of defense against possible fraud. Our
company may not accept responsibility for the costs incurred by providers supplying services to a
person who is not a membereven if that person presentsan Amerigroup memberidentification card.
Providers should take measuresto ensure the cardholder is the person named on the card.

Presentation of a memberidentification card does not guarantee eligibility; providers should verifya
member’s status by inquiring online or via telephone. Online support is available for provider inquiries
on the website and telephonic verification may be obtained through the automated Provider Inquiry
Line at 1-800-454-3730.

Providers should encourage membersto protect their identification cards as they would a credit card,
to carry their health benefits card at all times and report any lost or stolen cards to our company as
soon as possible. Understanding the various opportunities for fraud and working with members to
protect their health benefitidentification card can help preventfraudulent activities. If you or a patient
suspect identification theft, call our Amerigroup compliance hotline at 1-800-433-3982. Providers
should instruct their patients who suspect identification theftto watch the Explanation of Benefits
(EOB) for any errors and contact members services if something is incorrect.
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Reporting Fraud, Waste and Abuse

If you suspecta provider (e.g., provider group, hospital, doctor, dentist, counselor, medical supply
company, etc.) or any members (a person who receives benefits) has committed fraud, waste or abuse,
you have the right to report it. No individual who reports violations or suspected fraud and abuse will
be retaliated against for doing so. The name of the personreporting the incident and his or her
callback number will be keptin strict confidence by investigators.

You can report your concerns by:
e Visiting our website and completing the Report Waste, Fraud and Abuse form.

e Calling Provider Services.
e Calling our Special Investigations Unit fraud hotline at 1-866-847-8247.

Any incident of fraud, waste or abuse may be reported to us anonymously; however, our ability to
investigate an anonymously reported matter may be handicapped without enough information. Hence,
we encourage you to give as much information as possible. We appreciate your time in referring
suspected fraud but be advised that we do not routinely update individuals who make referrals as it
may potentially compromise an investigation.

Examples of Provider Fraud, Waste and Abuse:
e Altering medical records to misrepresent actual services provided
o Cloning Medical Records/Notes and Documentation is considered cloned when each entry

in the medical record for a beneficiary is worded exactly like or similar to the previous
entries. Cloned documentation does not meet medical necessity requirements for coverage
of services rendered due to the lack of specific, memberinformation. All documentation in
the medical record must be specific to the patient and her/his situation at the time of the
encounter. Cloning of documentation is considered a misrepresentation of the medical
necessity requirement for coverage of services. Identification of this type of documentation
will lead to denial of services for lack of medical necessity and recoupment of all
overpayments made.

e Billing for services not provided

e Billing for medically unnecessary tests or procedures

e Billing professional services performed by untrained or unqualified personnel

e Misrepresentation of diagnosis or services

e Soliciting, offering or receiving kickbacks or bribes

e Unbundling — when multiple procedure codes are billed individually for a group of procedures

which should be covered by a single comprehensive procedure code
e Upcoding — when a provider bills a health insurance payer using a procedure code for a more
expensive service than was performed

When reporting concerns involving a provider (a doctor, dentist, counselor, medical supply company,
etc.) include:

e Name, address and phone number of provider

¢ Name and address of the facility (hospital, nursing home, home health agency, etc.)
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e Medicaid number of the provider and facility, if you have it

e Type of provider (doctor, dentist, therapist, pharmacist, etc.)

e Names and phone numbers of other witnesses who can help in the investigation
e Dates of events

e Summary of what happened

Examples of Member Fraud, Waste and Abuse:

e Forging, altering or selling prescriptions

e Letting someone else use the member’s identification card
e Obtaining controlled substances from multiple providers

e Relocating to out-of-service plan area

e Using someone else’s identification card

When reporting concerns involving a member include:

e The member'sname

e The member’sdate of birth, Social Security Numberor case number if you have it
e The city where the memberresides

e Specific details describing the fraud, waste or abuse

Investigation Process

We investigate all reports of fraud, abuse and waste for all services provided under the contract,

including those that subcontracted to outside entities. If appropriate, allegations and the investigative

findings are reportedto all appropriate state, regulatory and/or law enforcementagencies. In addition
to reporting, we may take corrective action with provider fraud, waste or abuse, which may include but
is not limited to:

e Written warning and/oreducation: We send certified letters to the provider documenting the
issues and the need for improvement. Letters may include education or requests for recoveries or
may advise of further action.

e Medical record audit: We review medical records to substantiate allegations or validate claims
submissions.

e Special claims review: A certified professional coder or investigator evaluates claims and places
payment or system edits on file. This type of review prevents automatic claim paymentin specific
situations.

e Recoveries: We recover overpayments directly from the provider within 30 days. Failure of the
provider to return the overpayment after 30 days may result in reduced payment of future claims
or furtherlegal action.

Acting on Investigative Findings
We refer all criminal activity committed by a member or provider to the appropriate regulatory and

law enforcement agencies.

If a provider appears to have committed fraud, waste, or abuse the provider:
e Will be referredto the Special Investigations Unit
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e May be presentedto the credentials committee and/or peer review committee for disciplinary
action, including provider termination

Failure to comply with program policy or procedures, or any violation of the contract, may resultin
termination from our plan.

If a member appears to have committed fraud, waste or abuse or has failed to correct issues, the
membermay beinvoluntarily disenrolled from our health care plan, with state approval.

Relevant Legislation

False Claims Act

We are committed to complying with all applicable federaland state laws, including the federal False
Claims Act (FCA).The FCA is a federal law allowing the government to recover money stolen through
fraud by government contractors. Under the FCA, anyone who knowingly submits or causes another
person or entity to submit false claims for payment of government funds is liable for three times the
damages or loss to the government, plus civil penalties of $5,500 to $11,000 per false claim.

The FCA also contains qui tam or whistleblower provisions. A whistleblower is a memberwho reports
in good faith an act of fraud or waste to the government or files a lawsuit on behalf of the government.
Whistleblowers are protected from retaliation from their employer under qui tam provisions in the FCA
and may be entitled to a percentage of the funds recovered by the government.

HIPAA

The Health Insurance Portability and Accountability Act (HIPAA) was signed into law in August 1996.

The legislation improves the portability and continuity of health benefits, ensures greater

accountability in the area of health care fraud and simplifies the administration of health insurance.

e Our company recognizes its responsibility under HIPAA privacy regulations to only request the
minimum necessary member information from providers to accomplish the intended purpose;
conversely, network providers should only request the minimum necessary individual information
required to accomplish the intended purpose when contacting us; however, privacy regulations
allow the transfer or sharing of individual information. Our company may request information to
conduct business and make decisions about care such as an individual’s medical record,
authorization determinations or payment appeal resolutions. Such requests are considered part of
the HIPAA definition of treatment, payment or health care operations.

e Fax machines used to transmit and receive medically sensitive information should be maintained in
an environment with restricted access to members who need memberinformation to perform
their jobs. When faxing information to us, verify the receiving fax number is correct, notify the
appropriate staff at our company and verify the fax was received.

e Email (unlessencryptedand/or transferred by another secure service) should not be usedto
transfer files containing member information (e.g., Excel spreadsheets with claim information; such
information should be mailed or faxed.)

e Please use professional judgment when mailing medically sensitive information such as medical
records. The information should be in a sealed envelope marked “confidential” and addressedto a
specific member, P.O. Box or department at our company.
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Our company voicemail system is secure and password protected. When leaving messages for any
of our associates, leave only the minimum amount of memberinformation required to accomplish
the intended purpose.

When contacting us, please be preparedto verify the provider’'s name, addressand TIN or
member’s provider number.

Employee Education about the False Claims Act
As a requirement of the Deficit Reduction Act of 2005, contracted providers who receive Medicaid
payments of at least $5 million (cumulative from all sources), must comply with the following:

Establish written policies for all employees, managers, officers, contractors, subcontractors and
agents of the network provider. The policies must provide detailed information about the False
Claims Act, administrative remedies for false claims and statements, any state laws about civil or
criminal penalties for false claims, and whistleblower protections under such laws, as described in
section 1902(a)(68)(A).

Include as part of such written policies detailed provisions regarding policies and proceduresfor
detecting and preventing fraud, waste and abuse. Include in any employee handbook a specific
discussion of the laws described in Section 1902(a) (68) (A), the rights of employeesto be protected
as whistleblowers, and policies and procedures for detecting and preventing fraud, waste and
abuse.

CHOICES Provider Background Check Requirements

Pursuant to the TennCare CRA, during both credentialing and recredentialing site visits, MCOs are
required to verify that CHOICES providers have policies and processes concerning criminal background
checks including registry checks for employees and volunteers, that these providers have conducted all
required criminal background checks including registry checks, and that providers have policies and
processes concerning individualized assessments for applicants for employmentwho have criminal
backgrounds.

Providers are required to maintain a criminal background check roster that contains evidence and
details of background checks of employees that support CHOICES members. This roster will be used
and shared with each MCO.

Tracking of employeesforthis process must begin using the Provider Criminal

Background Check Roster as of July 1, 2017.

Employees will be categorized as having direct contact and/or incidental contact with a member.
Providers will be required to sign attestation forms during initial and/or recredentialing visits
conducted by the MCOs. Attestations will be providedto TennCare to validate that applicable
background checks are conducted.

Providers must make organizational payroll documentation from the previous month for
employeesthat support CHOICES members available to the MCO during the site visit.
Organizational payroll documentation will be used by the MCO to audit and validate employees
that are compensated to support CHOICES members against the Provider Criminal Background
Check Roster.

Volunteers who support CHOICES members will be validated using the attestation form.
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e Employees that support CHOICES members must have background checks completed and vetted
prior to having direct contact with members as opposedto before being hired.

e MCOs will audit a sample of employee files and background checks (as opposedto 100 percentof
employee files) that support CHOICES members.

Effective July 1, 2017, all contracted CHOICES providers will begin tracking the following information

utilizing the Provider Criminal Background Check Roster for employees and volunteers:

e Employee orvolunteer name

e Employee or volunteer Social Security number

o Title

e Hire date (or start date if a volunteer)

e First date providing services to members

e Criminal background check date (foremployees and volunteers with direct contact only)

e Tennessee Abuse Registry check date

e National Sex OffenderRegistry check date

e Tennessee Sex OffenderRegistry check date

e List of Excluded Individuals/Entities (LEIE) check date

e Whetherthe employee or volunteer'srecord was audited, if applicable, by one of the MCOs during
their credentialing visit, and if so, the date of the audit and the name of the MCO that completed
the audit

Employees and volunteers who will have direct contact with members must have a criminal
background check including registry checks that include verification that the employee or volunteer's
name does not appear on the Tennessee Abuse Registry, the National Sex Offender Registry, the
Tennessee Sex Offender Registry or the LEIE. For all volunteers and employees who qualify to provide
services constituting only incidental contact with members, the provider shall maintain proof that
requisite registry checks were completed.
e If a potential employee or volunteer's name appears on any of the preceding registries, that
memberis disqualified from providing services to a CHOICES member.
e If a potential employee or volunteer's criminal background check returns results, the
provider must use his/her discretion as to whetherthat memberis appropriate to have direct
contact with members and must provide the potential employee with a memberan individualized
assessmenttaking into account the following three factors:
o Whether or not the evidence gathered during the individualized assessmentshowsthat
the criminal conduct is related to the jobin such a way that could place the member
receiving services at risk
o The nature and gravity of the offense or conduct such as whetherthe offenseis related to
physical, sexual or emotional abuse of another person; whetherthe offense involvesviolence
against another person; or whetherthe offense involvesthe manufacture, sale or distribution
of drugs
o The time that has passed since the offense or conduct and/or completion of the
sentence.
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Employees and volunteers who will not have direct contact with members but will have incidental
contact only must have registry checks for all registries listed above but do not require criminal
background checks . Appearance on any registry disqualifies a memberfrom having incidental
contact with a member. Such registry checks must be performed prior to any employee or volunteer
having any incidental contact with the member.

For all volunteersand employees who qualify to provide services constituting only incidental
contact with persons, the CHOICES provider shall maintain proof that requisite registry checks
were completed and will be subjectto MCO review during credentialing and recredentialing visits
as requested.

Note: The effective date of the new background check process is July 1, 2017. However, all
employees hired on or after January 1, 2017, must be recorded on the Provider Criminal
Background Check Roster.

A copy of the Provider Criminal Background Check Roster and the Provider Criminal Background
Check Attestation must be maintained at your office for MCOs to utilize during onsite reviews.

The MCO verifies that any personsrequired to have background checks, including registry
checks, as applicable, who have been employed or have begunvolunteering since the last
credentialing visit have had criminal background checks, including registry checks, as applicable.

Quality Monitoring

Amerigroup is responsible for ensuring that each Community Living Supports (CLS) provider within
CHOICES network maintains compliance related to quality of care and service provision. This is
accomplished through oversight and monitoring by the Amerigroup Provider Relations and quality
teams.

Quality monitoring focuses on the quality of servicesthat go above and beyond the minimum of quality
standards. Amerigroup collaborates with the Department of Intellectual and Developmental Disabilities
(DIDD) and TennCare for CLS/CLS —FM CHOICES services, as outlined in the TennCare CRA and
TennCare protocol.

Amerigroup will utilize the information obtained through the DIDD Quality Monitoring surveys in
determining the appropriate course of action to support and/or counsel each provider in the CHOICES
network, but Amerigroup maintains sole responsibility for the quality of providers in the CHOICES
network.

Quality monitoring of CHOICES services shall include only CLS and CLS-FM. Upon the first initiation of
services by a CHOICES CLS or CLS-FM to one or more CHOICES members (i.e., the first time the provider
begins delivering services in the program), Amerigroup shall notify DIDD upon a provider becoming
contracted for CHOICES CLS and CLS-FM for purposes of scheduling consultative quality monitoring
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surveys, as applicable, with DIDD. Upon completion of consultative surveys, the providers shall be
placed on the annual survey schedule.

Home and Community-Based Services Settings Rule Compliance

Home- and community-based service (HCBS):

e Isintegrated in and supports access to the greater community.

e Provides opportunities to seekemploymentand work in competitive integrated settings, engage in
community life and control personal resources.

e Ensures the personreceives services in the community to the same degree of access as individuals
not receiving Medicaid home-and community-based services.

e Isselected by the person among setting options including nondisability-specific settings and an
option for a private unitin a residential setting.

The intent of the HCBS final rule is to ensure members receiving long-term services and supports
through HCBS programs under the 1915(c), 1915(i) and 1915(k) Medicaid authorities have full access to
benefits of community living and an opportunity to receive services in the most integrated setting
appropriate and enhance the quality of HCBS and provide protections to participants.

During the credentialing process and prior to Amerigroup executinga Provider Agreement with a
provider seeking Medicaid reimbursement for CHOICES, Amerigroup is required to verify the provider
is compliant with the HCBS Settings Rule detailed in 42 C.F.R. § 441.301(c)(4)-(5). Providers are
required to indicate their level of compliance with the HCBS Settings Rule by completing a provider
self-assessmentissued by Amerigroup. Once a provider has returned their self-assessmentindicating
their full compliance with the HCBS Settings Rule, Amerigroup will verify provider compliance during
the credentialing process prior to executing an agreement with a provider and during recredentialing.
If a provider is not compliant with the HCBS Settings Rule, Amerigroup cannot contract with the
provider. If at any time a previously compliant provider is deemed to be out of compliance with the
HCBS Settings Rule, Amerigroup will require the provider to complete a corrective action plan detailing
action steps and timelines to remedy any noncompliance. If a provider does not follow the corrective
action plan, orif the provider determinesit is unwilling or unable to continue compliance with the
HCBS Settings Rule, such provider will be terminated from the CHOICES network and any currently
served members receiving HCBS will be transferredto a compliant provider.

Amerigroup will utilize our HCBS settings audit tool to verify compliance with the Settings Rule.
Amerigroup will complete annual HCBS settings audits that include evaluating physical location,
policies procedures and other written documentation, employee training and sampling employee files.
In addition, in accordance with the TennCare CRA, we will conduct ongoing provider education training
and technical assistance on the HCBS Settings Rule as deemed necessary by TennCare.

The Amerigroup Settings Compliance Committee for CHOICES will review referrals provided from the

care coordinator leadership and, as part of their review, they will complete the following:

e Reviewing any proposed or emergency right restrictions and restraints included and not included in
a Behavioral Support Plan (BSP), PCSP or POC for potential human rights violations and ensuring
informed consent of any restriction.
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e Provide input for any modifications to member’srights when the member residesin a provider
owned or controlled residential setting prior to modification being included in member’s person-
centered support plan.

e Review potential violations to HCBS Settings Rules in instances in which a memberis living in an
unlicensed setting or licensed setting other than those coveredin benefitsfor CHOICES members
that may be in violation of HCBS Settings Rules and make recommendations for coming into
compliance with HCBS Settings rules.

e Review of the number of psychotropic medications being prescribed including use of PRN
psychotropic medication.

e Reviewing and make recommendations regarding complaints received pertaining to potential
human rights violations.

e Ensuring that proposed restriction is the least restrictive viable alternative and is not excessive.

e Ensuring that proposed restriction is not for staff convenience.

Claims Submission

Electronic Submission

Amerigroup encourages the submission of claims electronically through Electronic Data Interchange
(EDI). Providers must submit claims within 120 days from the date of service for inpatient services or
from the date of service for outpatient services exceptin cases of coordination of benefits/subrogation
or in cases where a member has retroactive eligibility. For cases of coordination of
benefits/subrogation, the time frames for filing a claim will begin on the date that the third-party
documents resolution of the claim. For cases of retroactive eligibility, the time frames for filing a claim
will begin on the date that Amerigroup receives notification from TennCare of the member’s
eligibility/enroliment.

Availity is our designated Electronic Data Interchange (EDI) gateway and E-Solutions Service Desk.

How to register with Availity:

e If you wish to submit directly, you can connect to the Availity EDI Gateway at no cost for you go to
https://www.availity.com and select REGISTER. If you have any questions or concerns, please
contact Availity at 1-800-AVAILITY (1-800-282-4548).

Availity Payer ID: 26375
Phone: 1-800-282-4548

Providers have the option of submitting claims electronically through EDI. The advantages of electronic
claims submission are as follows:

e Facilitates timely claims adjudication

e Acknowledgesreceipt and rejection notification of claims electronically

e Improvesclaims tracking

e Improvesclaims status reporting

e Reducesadjudication turnaround
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e Eliminates paper
e Improves cost-effectiveness
e Allows for automatic adjudication of claims

The EDI claim submission guide includes additional information related to the EDI claim process.

Registering with Availity

If you choose to submit directly through Availity but are not yet a registered user, go to
https://www.availity.com and select REGISTER. The registration wizard will lead you through the
enrollment process. Once complete, you will receive an email with your login credentials and next
steps for getting started. If you have any questions or concerns, please contact Availity at
1-800-AVAILITY (1-800-282-4548).

Itis our priority to deliver a smooth transition to Availity for our EDI services. If you have questions,
please contact your Provider Relations representative or Provider Services at 800-454-3730.

Electronic Visit Verification System
Select HCBS providers must submit claims through the Electronic Visit Verification system (see previous
EVV Section).

Paper Claims Submission

Providers also have the option of submitting paper claims. All claims should be submitted on original
Red claim forms (not black and white or photocopied forms) laser printed or typed (not handwritten)

in alarge, dark font. The time frames for submitting a corrected claim via UB-04 CMS-1450 or
CMS-1500 (08-05) must be within 120 days from the date of discharge for inpatient services or from
the date of service for outpatient services exceptin cases of coordination of benefits/subrogation orin
cases where a member has retroactive eligibility. For cases of coordination of benefits/subrogation, the
time frames for filing a claim will begin on the date that the third-party documents resolution of the
claim. For cases of retroactive eligibility, the time framesfor filing a claim will begin on the date that
Amerigroup receives notification from TennCare of the member’s eligibility/enroliment.

CMS-1500 (08-05) and CMS-1450 (UB-04) must include the following information (HIPAA compliant

where applicable):

e Patient’s ID number

e Patient’s name

e Patient’s date of birth

e Patient’s account number

e |CD-10 diagnosis code/revenue codes

e Date of service

e Place of service

e Procedures, services or supplies rendered CPT-4 codes/HCPCS codes/DRGs with appropriate
modifiers if necessary

e National Drug Codes (NDC)

e PresentOn Admission (POA) indicators
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e Itemizedcharges

e Days or units

e Provider tax ID number

e Provider name according to contract

e NPl of billing and rendering provider when applicable

e COB/otherinsurance information

e Authorization/precertification number or copy of authorization/precertification
e Name of referring physician

e NPl of referring physician whenapplicable

e Any other state required data

Paper claims must be submitted within 120 days of the date of service exceptin cases of coordination
of benefits/subrogation or in cases where a member has retroactive eligibility. For cases of
coordination of benefits/subrogation, the time frames for filing a claim will begin on the date that the
third-party documents resolution of the claim. For cases of retroactive eligibility, the time frames for
filing a claim will begin on the date that Amerigroup receives notification from TennCare of the
member’s eligibility/enrollment. Paperclaims must be submitted to the following address:

Amerigroup Community Care — TN Claims
P.O. Box 61010
Virginia Beach, VA 23466-1010

Website Submission

Participating providers have the option to utilize the claim submission utilities available on the
Amerigroup provider website. Providers will have the ability to enter claims on a preformatted
CMS-1500 and/or UB-04 claim template. Provider offices and facilities that are able to create HIPAA
compliant ANSI 837 4010A1 claim transactions will have the ability to upload the claims on the
provider website. In order to take advantage of the direct submission of ANSI 837 claim files, please
contact our EDI Hotline at 1-800-590-5745.

International Classification of Diseases, 10th Revision (ICD-10) Description

As of October 1, 2015, ICD-10 became the code set for medical diagnoses and inpatient hospital
procedures in compliance with HIPAA requirements and in accordance with the rule issued by the U.S.
Department of Health and Human Services (HHS).

ICD-10 is a diagnostic and procedure coding system endorsed by the World Health Organization (WHO)
in 1990. It replaces the International Classification of Diseases, 9th Revision (ICD-9), which was
developedin the 1970s. Internationally, the codes are used to study health conditions and assess
health management and clinical processes. In the United States, the codes are the foundation for
documenting the diagnosis and associated services provided across health care settings.
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Although we often use the term ICD-10 alone, there are actually two parts to ICD-10:
e (Clinical modification (CM):ICD-10-CM is used for diagnosis coding.
e Procedure coding system (PCS):ICD-10-PCS is used for inpatient hospital procedure coding; this
is a variation from the WHO baseline and unique to the United States.

ICD-10-CM replaces the code sets ICD-9-CM, volumes one and two for diagnosis coding, and
ICD-10-PCS replaces ICD-9-CM, volume three for inpatient hospital procedure coding.

Claims Adjudication

Amerigroup is dedicated to providing timely adjudication of provider claims for services renderedto
members. All network and non-network provider claims that are submitted for adjudication are
processed according to generally accepted claims coding and payment guidelines. These guidelines
comply with industry standards as defined by the CPT-4 and ICD-10 manuals. Hospital facility claims
should be submitted using the CMS-1450 (UB-04) and provider services using the CMS-1500.

Providers must use HIPAA compliant billing codes when billing Amerigroup. This applies to both
electronic and paper claims. When billing codes are updated, the provider is required to use
appropriate replacement codes for submitted claims. Amerigroup will not pay any claims submitted
using noncompliant billing codes.

Amerigroup reservesthe right to use code-editing software to determine which services are
considered part of, incidental to orinclusive of the primary procedure.

For claims payment to be considered, providers must adhere to the following time limits:

e Submit claims within 120 days from the date the service is rendered or for inpatient claims filed by
a hospital, within 120 days from the date of discharge.

e Inthe case of otherinsurance, submit the claim within 120 days of receiving a response from the
third-party payer.

e Claims for members whose eligibility has not been addedto the state’s eligibility system must be
received within 120 days from the date the eligibility is added, and Amerigroup is notified of the
eligibility/enrollment.

e Claims submitted after the 120-day filing deadline will be denied.

e Corrected claims must be submitted within 120 days from the date of services or within 60 days
from the date of the Explanation of Payment (EOP), whichever is later.

Afterfiling a claim with Amerigroup, review the weekly EQOP. If the claim does not appear on an EOP
within 14 calendar days as adjudicated or you have no other written indication that the claim has been
received, check the status of your claim on our website at providers.amerigroup.com or the telephonic
Provider Inquiry Line at 866-840-4991. If the claim is not on file with Amerigroup, resubmit your claim
within 120 days from the date of service. If filing electronically, check the confirmation reports for
acceptance of the claim that you receive from your EDI or practice managementvendor.
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Clean Claims Adjudication

A clean claim is a requestfor payment for a service rendered by a provider that:

e Issubmitted by a provider in a timely manner.

e |saccurate.

e s submitted on a HIPAA compliant standard claim form, including a CMS-1500 (08-05) or CMS-1450
(UB-04), or successor forms thereto or the electronic equivalent of such claim form.

e Isa complete claims submission following any and all HIPAA compliance standards (Levels 1-7).

e Includes a National Provider Identifierand taxonomy information for rendering, attending and
billing providers.

e Includes, for all J-codes billed, required NDC code and drug pricing information (NDC quantity, unit
price and unit of measurement); exceptionsare:
o Vaccines for children, which are paid as an administrative fee.
o Inpatient-administered drugs.
o Radiopharmaceuticals unless the drug is billed separately from the procedure.

e Requires no further information, adjustment or alteration by a provider in order to be processed
and paid by Amerigroup.

Amerigroup is required, per the TennCare CRA, to adjudicate 90% of clean claims for nursing facility
services and CHOICES HCBS and ECF CHOICES HCBS within 14 calendar days and 99.5 percent within 21
calendar days of receipt of a clean claim.

Claims that are determinedto be unclean will be returnedto the billing provider along with a letter
stating the reason for rejection for those claims submitted on paper. For electronic claims (EDI), claims
that are determined to be unclean will be returned to Availity, and they will be reported out to either
the billing provider or the vendor the billing provider used to submit the claim.

Claims Related to Change of Ownership

In the eventa provider’s contract is terminated because of a change of ownership, Amerigroup shall
remain obligated to pay for reimbursable services rendered prior to termination of the contract and
that become due afterthe contract is terminated subject to timely filing requirements.

Claims Status

Providers should use our website (https://providers.amerigroup.com) or call the automated Provider
Inquiry Line (866-840-4991) to check claims status. Providers should also use the claims status
information available for claims that were electronically submitted through a clearinghouse for
information on accepted and rejected claims.

Electronic Data Interchange (EDI)

Amerigroup uses Availity as its exclusive partner for managing all electronic data interchange (EDI) transactions.
Electronic Data Interchange (EDI), including Electronic Remittance Advices (835) allows for a faster, more
efficient and cost-effective way for providers and employersto do business.

Advantages of Electronic Data Interchange (EDI)
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e Process claims faster by submitting coordination of benefits electronically and fixing errors
early with in-system notification and correction
o Reduce overhead and administrative costs by eliminating paper claim submissions

Use Avalility for the following EDI transactions:
e Healthcare Claim: Professional (837P)
e Healthcare Claim: Institutional (837I)
e Healthcare Claim: Dental (837D)
e Healthcare Eligibility BenefitInquiry and Response (270/271)
e Healthcare Services Prior Authorization (278)
e Healthcare Services Inpatient Admission and Discharge Notification (278N)
e Healthcare Claim Payment/Advice (835)
e Healthcare Claim Status Requestand Response (276/277)
e Medical Attachments (275)

Ways you can use the Availity EDI Gateway

Availity’s EDI submission options:

EDI Clearinghouse for Direct Submitters (requires practice managementor revenue cycle software)
Or use your existing clearinghouse or billing vendor (work with your vendor to ensure connection to
the Availity EDI Gateway)

Electronic Data Interchange Trading Partner

Trading partners connects with Availity’s EDI gateway to send and receive EDI transmissions. A Trading
Partner can be a provider organization using software to submit direct transmissions, billing company
or a clearinghouse vendor.

To become an EDI Trading Partner visit www.availity.com.
Login if already an Availity user, choose My providers < Transaction Enrollment or choose Register if
new to Availity.

Payer ID
Claim Payer ID: 26375

Note: If you use a clearinghouse, billing service or vendor, please work with them directly to determine
payer ID.

Electronic Remittance Advice (835)
The 835 eliminates the need for paper remittance reconciliation.

Use Avalility to register and manage ERA account changes with these three easy steps:
1. Log into Availity https://apps.availity.com/availity/web/public.elegant.login
2. Select My Providers
3. Click on Enrollment Centerand select Transaction Enrollment
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Note: If you use a clearinghouse or vendor, please work with them on ERA registration and receiving
your ERA’s.

Electronic Funds Transfer (EFT)

Electronic claims payment through electronic funds transfer (EFT) is a secure and fastest way to receive
payment reducing administrative processes. EFT deposit is assigned a trace number that is matched to
the 835 Electronic Remittance Advice (ERA) for simple payment reconciliation.

Effective November 1, 2021, EnrollSafe is the only option for providers to enroll or make changes for
EFT payment.

Visit https://provider.amerigroup.com/tennessee-provider/claims/electronic-data-interchange for EFT
registration instructions.

Contact Availity
Please contact Availity Client Services with any questions at 1-800-Availity (282-4548).

Provider Payment Disputes and Independent Review

Providers can submit claim payment reconsiderations verbally, in writing, or electronically. Providers
have the ability to submit claim reconsideration requeststhrough the Availity Portal with more robust
functionality. For providers, this means an enhanced experience when:

e Filing a claim payment reconsideration.

e Sending supporting documentation.

e Checking the status of your claim payment reconsideration.

e Viewing your claim paymentreconsideration history.

New Availity Portal functionality includes:

e Acknowledgementof submission at the time of submission.

e Email notification when a reconsideration has beenfinalized by
e A worklist of opensubmissions to check a reconsideration status.

With the new electronic functionality, when a claim paymentreconsideration is submitted through the
Availity Portal, we will investigate the requestand communicate an outcome through Availity. Once an
outcome has been determined, the Availity Portal user who submitted the claims payment
reconsideration will receive an email notification informing him/her that the reconsideration review
has been completed. If you are not satisfied with the reconsideration outcome, continue to follow the
existing process to file an appeal, as outlined in your provider manual.
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CHOICES/Money Follows the Person Materials and Logos
Providers are prohibited from altering in any manner official CHOICES brochures or other CHOICES or

unless Amerigroup has submitted a requestto do so to TennCare and obtained prior written approval
from TennCare.

Providers are prohibited from reproducing for their own use the CHOICES unless Amerigroup has
submitted a request to do so to TennCare and obtained prior written approval from TennCare.

Individual Care

Amerigroup requires its HCBS providers to have a policy requiring personal care service providers to
visually confirm a member’s presence uponarriving to a member’shome to deliver services.

Disclaimers will appear on back cover:

* CareBridge* is an Electronic Visit Verification (EVV) vendor providing an electronic system used to
monitor a member’s receipt and utilization of certain services for Amerigroup Community Care.

* DocuSign is an electronic document management platform providing a secure electronic signature
process on behalf of Amerigroup Community Care.

* Availity is an independent company that administers the secure provider portal on behalf of
Amerigroup Community Care.
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