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All requirements of the Medicaid program expressed in law, regulation, and policy statement, not
expressly waived in this list, shall apply to the demonstration, beginning April 14, 2014.

The following waivers shall enable New York to implement the approved Special Terms and
Conditions (STCs) for the New York Partnership Plan Medicaid section 1115 demonstration.

1. Statewideness Section 1902(a)(1)

To permit New York to geographically phase in the Managed Long Term Care (MLTC) program
and the Health and Recovery Plans (HARPS) and to phase in behavioral health (BH) home and
community based services (HCBS) into HIV Special Needs Plans(SNPs). To permit New York
to geographically phase in long term nursing home benefits into managed care.

2. Income Comparability Section 1902(a)(17)

To enable New York to apply a more liberal income standard for individuals who are
deinstitutionalized and receive home and community-based services (HCBS) through the
managed long term care program than for other individuals receiving community-based long
term care.

3. Service Comparability (Amount, Duration & Scope)  Section 1902(a)(10)(B)

To enable New York to provide HCBS behavioral health services, whether furnished as a state
plan benefit or as a demonstration benefit, to targeted populations that may not be consistent with
the targeting authorized under the approved state plan, in amount, duration and scope that
exceeds those available to eligible individuals not in those targeted populations.

4. Freedom of Choice Section 1902(a)(23)(A)

To the extent necessary to enable New York to require beneficiaries to enroll in managed care
plans, including the Mainstream Medicaid Managed Care (MMMC), and MLTC and HARPs
programs in order to obtain benefits offered by those plans. Beneficiaries shall retain freedom of
choice of family planning providers.

5. Payments to Providers Under the State Plan Sections 1902(a)(13)(A) and
1902(a)(30)(A)



To the extent necessary to permit the state to elect to reduce supplemental payments to
institutional providers otherwise authorized under the approved state plan in order to prioritize
funding for delivery system reform incentive payments.



CENTERS FOR MEDICARE & MEDICAID SERVICES
EXPENDITURE AUTHORITY LIST

NUMBER: 11-W-00114/2
TITLE: Partnership Plan Medicaid Section 1115 Demonstration
AWARDEE: New York State Department of Health

Under the authority of section 1115(a)(2) of the Social Security Act (the Act), expenditures made
by New York for the items identified below, which are not otherwise included as expenditures
under section 1903 of the Act shall, for the period beginning April 14, 2014, until the ending date
specified for each authority, be regarded as expenditures under the state’s title XIX plan.

The following expenditure authorities shall enable New York to implement the approved Special
Terms and Conditions (STCs) for the New York Partnership Plan Medicaid Section 1115
demonstration. The authorities also promote the objectives of title X1X in the following ways:

e Expenditure authorities 1, 2, 4, 5, 6, 9 and 10 promote the objectives of title XIX by
increasing efficiency and quality of care through initiatives to transform service delivery
networks;

e Expenditure authorities 1, 2, 3, 4 and 8 promote the objectives of title XIX by increasing
overall coverage of low-income individuals in the state;

e Expenditure authorities 2, 6 and 7 promote the objectives of title XIX by improving
health outcomes for Medicaid and other low-income populations in the state; and

e Expenditure authorities 9 and 10 promote the objectives of title X1X by increasing access
to, stabilize and to strengthen providers and provider network availability to serve
Medicaid low-income populations in the state.

1. Demonstration-Eligible Populations. Expenditures for healthcare related costs for the
following populations that are not otherwise eligible under the Medicaid state plan.

a. Demonstration Population 9 (HCBS Expansion). Medically needy individuals who
are receiving HCBS, and who are medically needy after application of community
spouse and spousal impoverishment eligibility and post-eligibility rules consistent
with section 1924 of the Act.

b. Demonstration Population 10 (Individuals Moved from Institutional Settings to
Community Settings for Long Term Care Services). Expenditures for health care
related costs for individuals moved from institutional nursing facility settings to
community settings for long term services and supports who would not otherwise be
eligible based on income, but whose income does not exceed a more liberal income
standard, and who receive services through the managed long term care program
under the demonstration.



c. Demonstration Population 11 (Temporary Assistance for Needy Families (TANF)
Recipients). Expenditures for health care related costs for low-income adults enrolled
in TANF. These individuals are exempt from receiving a MAGI determination in
accordance with §1902(e)(14)(D)(i)(1) of the Act.

2. Twelve-Month Continuous Eligibility Period. Expenditures for health care related
costs for individuals who have been determined eligible under groups specified in Table 1
of STC 4 in Section IV for continued benefits during any periods within a twelve month
eligibility period when these individuals would be found ineligible if subject to
redetermination. This authority includes providing continuous coverage for the Adult
Group determined financially eligible using Modified Adjusted Gross Income (MAGI)
based eligibility methods. For expenditures related to the Adult Group, specifically, the
state shall make a downward adjustment of 2.6 percent in claimed expenditures for
federal matching at the enhanced federal matching rate and will instead claim those
expenditures at the regular matching rate.

. Transitional Coverage for Members of the Adult Group Turning 65. Expenditures for
health care related costs for individuals under the state plan who are in the Adult Group upon
turning 65. Coverage for these individuals will continue until the end of their respective
continuous eligibility period. Expenditures for individuals receiving continued coverage will
be claimed at the regular match rate. (End Date: January 1, 2016)

. Transitional Coverage to the Marketplace. Expenditures for health care related costs for
individuals under the state plan who experience a coverage gap before a file transfer is
completed from the Medicaid agency to the Marketplace. This population will receive
continued benefits for no longer than 30 days until coverage under the Marketplace is
effective. Expenditures for individuals receiving this coverage will be claimed at the regular
matching rate. (End Date: June 30, 2016)

Facilitated Enrollment Services. Expenditures for enroliment assistance services provided
by managed care organizations (MCOs), the costs for which are included in the claimed
MCO capitation rates.

Demonstration Services for Behavioral Health Provided under MMMC. Expenditures
for provision of residential and outpatient addiction services, crisis intervention and licensed
behavioral health practitioner services to MMMC enrollees only and are not provided under
the state plan.

. Targeted HCBS Behavioral Health Services. Expenditures for the provision of HCBS
behavioral health services under Health and Recovery Plans (HARPs) and HIVV SNPs that are
not otherwise available under the approved state plan.

Designated State Health Programs Funding. Expenditures for the designated state health
program specified in STC 12 in Section VII which provides premium subsidies to FHPIlus
individuals and new applicants between 133 percent and 150 percent FPL who have coverage
through the Marketplace. (End Date: December 31, 2015)



9. Designated State Health Programs Funding. Expenditures for the designated state health
program specified in STC 15 in Section VIII of the STCs, not to exceed $345.4 million in
FFP through March 31, 2016.

10. Delivery System Reform Incentive Payment (DSRIP) Program. Expenditures for
incentive payments and planning grant payments for the DSRIP program specified in STC 1
— 40 in Section VIII of the STCs, not to exceed $1,007.8 million of FFP through March 31,
2016.
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CENTERS FOR MEDICARE & MEDICAID SERVICES
SPECIAL TERMS AND CONDITIONS

MBER: 11-W-00114/2

TITLE: Partnership Plan Medicaid Section 1115 Demonstration

AWARDEE: New York State Department of Health

PREFACE
The STCs have been arranged into the following subject areas:
Preface

Program Description and Objectives
General Program Requirements

V. Populations Affected by and Eligible Under the Demonstration
V. Demonstration Benefits and Enrollment

VI. Delivery Systems

VII. Delivery System Reform Program Description and Objectives
VIII. General Reporting Requirements

IX. General Financial Requirements

X. Monitoring Budget Neutrality

XI. Evaluation of the Demonstration

Additionally, attachments have been included to provide supplementary information and
guidance for specific STCs.

. PROGRAM DESCRIPTION AND OBJECTIVES

The state’s goal in implementing the Partnership Plan section 1115(a) demonstration is to
improve access to health services and outcomes for low-income New Yorkers by:

Improving access to health care for the Medicaid population;

Improving the quality of health services delivered;

Expanding access to family planning services; and

Expanding coverage with resources generated through managed care efficiencies to
additional low-income New Yorkers.

The demonstration is designed to permit New York to use a managed care delivery system to
deliver benefits to Medicaid recipients, create efficiencies in the Medicaid program, and
enable the extension of coverage to certain individuals who would otherwise be without
health insurance. It was approved in 1997 to enroll most Medicaid recipients into managed
care organizations (MCOs) (Medicaid managed care program). As part of the
demonstration’s renewal in 2006, authority to require some disabled and aged populations to



enroll in mandatory managed care was transferred to a new demonstration, the Federal-State
Health Reform Partnership (F-SHRP). Effective April 1, 2014, this authority was restored to
this demonstration as F-SHRP was phased out.

In 2001 the Family Health Plus (FHPlus) program was implemented as an amendment to the
demonstration, providing comprehensive health coverage to low-income uninsured adults,
with and without dependent children, who have income greater than Medicaid state plan
eligibility standards. FHPlus was further amended in 2007 to implement an employer-
sponsored health insurance (ESHI) component. Individuals eligible for FHPlus who have
access to cost-effective ESHI are required to enroll in that coverage, with FHPIus providing
any wrap-around services necessary to ensure that enrollees get all FHPlus benefits. FHPIlus
expires on December 31, 2013 and will become a state-only program, but federal matching
funding for state expenditures for FHPIus will continue to be available as a designated state
health program through December 31, 2014.

In 2002 the demonstration was expanded to incorporate a family planning benefit under
which family planning and family planning-related services are provided to women losing
Medicaid eligibility and to certain other adults of childbearing age (family planning
expansion program). The family planning expansion program expires on December 31, 2013
and becomes a state plan benefit.

In 2010 the Home and Community Based Services Expansion program (HCBS expansion
program) was added to the demonstration. It provides cost-effective home and community
based services to certain adults with significant medical needs as an alternative to
institutional care in a nursing facility. The benefits and program structure mirrors those of
existing section 1915(c) waiver programs, and strives to provide quality services for
individuals in the community, ensure the well-being and safety of the participants and
increase opportunities for self-advocacy and self-reliance.

As part of the 2011 extension, the state was authorized to develop and implement two new
initiatives designed to improve the quality of care rendered to Partnership Plan recipients.
The first, the Hospital-Medical Home (H-MH) project, will provide funding and performance
incentives to hospital teaching programs in order to improve the coordination, continuity and
quality of care for individuals receiving primary care in outpatient hospital settings. By the
end of the demonstration extension period, the hospital teaching programs which receive
grants under the H-MH project will have received certification by the National Committee
for Quality Assurance as patient-centered medical homes and implemented additional
improvements in patient safety and quality outcomes.

The second 2011 initiative was intended to reduce the rate of preventable readmissions
within the Medicaid population, with the related longer-term goal of developing
reimbursement policies that provide incentives to help people stay out of the hospital. Under
the Potentially Preventable Readmissions (PPR) project, the state will provide funding, ona
competitive basis, to hospitals and/or collaborations or hospitals and other providers for the
purpose of developing and implementing strategies to reduce the rate of PPRs for the
Medicaid population. Projects will target readmissions related to both medical and



behavioral health conditions.

Finally, in 2011 CMS began providing matching funding for the state’s program to address
clinic uncompensated care through its Indigent Care Pool. Prior to this extension period, the
state funded (with state dollars only) this program which provides formula-based grants to
voluntary, non-profit and publicly-sponsored Diagnostic and Treatment Centers (D&TCs) for
services delivered to the uninsured throughout the state.

In 2012, New York added to the demonstration an initiative to improve service delivery and
coordination of long term care services and supports for individuals through a managed care
model. Under the Managed Long Term Care (MLTC) program, eligible individuals in need
of more than 120 days of community-based long term care are enrolled with managed care
providers to receive long term services and supports as well as other ancillary services. Other
covered services are available on a fee-for-service basis to the extent that New York has not
exercised its option to include the individual in the Mainstream Medicaid Managed Care
Program (MMMC). Enrollment in MLTC was phased in geographically and by group.

The state’s goal specific to managed long term care (MLTC) are as follows:

e Expanding access to managed long term care for Medicaid enrollees who are in need
of long term services and supports (LTSS);

e Improving patient safety and quality of care for enrollees in MLTC plans;

e Reduce preventable inpatient and nursing home admissions; and

e Improve satisfaction, safety and quality of life.

In April 2013 New York had three amendments approved. The first amendment was a
continuation of the state’s goal for transitioning more Medicaid beneficiaries into managed
care. Under this amendment, the Long Term Home Health Care Program (LTHHCP)
participants began transitioning, on a geographic basis, from New York’s 1915(c) waiver
into the 1115 demonstration and into managed care. Second, this amendment eliminated the
exclusion from MMMC of, both foster care children placed by local social service agencies
and individuals participating in the Medicaid buy-in program for the working disabled.

Additionally the April 2013 amendment approved expenditure authority for New York to
claim FFP for expenditures made for certain designated state health program beginning April
1, 2013 through March 31, 2014. During this period, the state was also required to submit
several deliverables to demonstrate that the state was successful in its efforts to transform its
health system for individuals with developmental disabilities.

A December 2013 amendment was approved to ensure that the demonstration made changes
that were necessary in order to coordinate its programs with the Medicaid expansion and
other changes made under the Affordable Care Act (ACA) implementation beginning
January 1, 2014.

Effective April 1, 2014 CMS approved an amendment to extend several authorities that
expired in calendar year 2014. As part of the amendment CMS extended authorities related



to the transitioning of parents into state plan coverage and other authorities that provide
administrative ease to the state’s programs and continuing to provide services to vulnerable
population, i.e. HCBS Expansion program and individuals moved from institutional settings
into community based settings.

Also effective April 1, 2014, the Federal-State Health Reform Partnership (F-SHRP)
demonstration phased out and populations receiving managed care of managed long term
care in the 14 counties that encompassed the F-SHRP demonstration were moved into the
Partnership Plan demonstration.

The amendment approved on April 14, 2014 allows New York to take the first steps toward a
major delivery system reform to be supported by a Delivery System Reform Incentive
Payment (DSRIP) program. We have reached agreement on the basic structure of Medicaid
funding for New York State’s longer-term transformation efforts, which aim to significantly
improve care, change how public and safety net providers are organized, and reform how
Medicaid pays for health services. This amendment to the Partnership Plan demonstration
will provide for an Interim Access Assurance Fund (IAAF) to ensure that sufficient numbers
and types of providers are available in the community to participate in the transformation
activities contemplated by the DSRIP Program. The DSRIP program will incentivize
providers through additional payments beginning contingent on the 5-year renewal of the
demonstration in 2015.

On December 31, 2014, CMS amended Partnership Plan to enable New York to extend long
term nursing facility services to enrollees of New York’s MMMC and MLTC populations,
thereby removing patients in residential health care facilities (RHCF) at the time of
enrollment into MMMC who are classified as permanent and recent residents of RHCF at
time of enrollment into MLTC. As part of the agreement, the state also instituted an
independent long term services and support (LTSS) assessment process via an enrollment
broker and implemented its Independent Consumer Support Program in areas of the state
where services and enrollment were being instituted. The demonstration was also
temporarily extended until March 31, 2015.

In August 2015 CMS approved New York’s request to implement Health and Recovery
Plans (HARPS) to integrate physical, behavioral health and HCBS for Medicaid enrollees
with diagnosed severe mental illness (SMI) and/or substance use disorder (SUD) to receive
services in their own homes and communities. Under the demonstration, HARPs are a
separate coverage product that is targeted to Medicaid enrollees that meet need-based criteria
for SMI and/or SUD established by the state. HIV SNP plans under MMMC will also offer
BH HCBS services to eligible individuals meeting targeting, risk, and functional needs
criteria. All MMMC plans will offer BH benefits in integrated plans including four new
demonstration services.

The demonstration is also amended to effectuate eligibility flexibilities for the Adult Group,
including allowing adults enrolled in TANF to be enrolled as a demonstration population,
without a MAGI determination, extension of continuous eligibility for members of the Adult
Group who turn 65 during their continuous eligibility period and temporary coverage for



members of the Adult Group who are determined eligible to receive coverage through the
Marketplace.

GENERAL PROGRAM REQUIREMENTS

Compliance with Federal Non-Discrimination Statues. The state must comply withall
applicable federal statues relating to non-discrimination. These include, but are not limited
to, the Americans with Disabilities Act of 1990, title VI of the Civil Rights Act of 1964,
section 504 of the Rehabilitation Act of 1973 and the Age Discrimination Act of 1975.

Compliance with Medicaid Law, Regulation and Policy. All requirements of the
Medicaid program expressed in law, regulation and policy statement, not expressly waived or
identified as not applicable in the waiver and expenditure authority documents (of which
these terms and conditions are part), must apply to the demonstration.

Changes in Medicaid Law, Regulation and Policy. The state must, within the timeframes
specified in law, regulation or policy statement, come into compliance with any changes in
federal law, regulation or policy affecting the Medicaid program that occur during this
demonstration approval period, unless the provision being changed is expressly waived or
identified as not applicable.

Impact on Demonstration of Changes in Federal Law, Regulation and Policy.

a. To the extent that a change in federal law, regulation or policy requires either a reduction
or an increase in federal financial participation (FFP) for expenditures made under this
demonstration, the state must adopt, subject to CMS approval, a modified budget
neutrality agreement for the demonstration as necessary to comply with such change.
The modified agreement will be effective upon the implementation of the change. The
trend rates for the budget neutrality agreement are not subject to change under this
subparagraph.

b. If mandated changes in the federal law require state legislation, the changes must take
effect on the day such state legislation becomes effective, or on the last day such
legislation was required to be in effect under the law.

State Plan Amendments. The state will not be required to submit title XIX state plan
amendments for changes affecting any populations made eligible solely through the
demonstration. If a population eligible through the Medicaid state plan is affected by a
change to the demonstration, a conforming amendment to the state plan may be required,
except as otherwise noted in these STCs. The state is required to submit new or revised title
XIX state plan amendments for state plan services received by demonstration participants
except for services provided through waiver or expenditure authority.



6. Changes Subject to the Amendment Process. Changes related to program design,
eligibility, enrollment, expansion of program benefits, sources of non-federal share of
funding and budget neutrality must be submitted to CMS as amendments to the
demonstration. All amendments require are subject to approval at the discretion of the
Secretary in accordance with section 1115 of the Social Security Act (the Act). The state
must not implement changes to these elements without prior approval by CMS.
Amendments to the demonstration are not retroactive, and FFP will not be available for
changes to the demonstration that have not been approved through the amendment process
outlined in STC 7 of this section.

7. Amendment Process. Requests to amend the demonstration must be submitted to CMS for
approval no later than 120 days prior to the planned date of implementation of the change
and may not be implemented until approved. Amendment requests must include, but are not
limited to, the following:

a. An explanation of the public process used by the state, consistent with the requirements
of STC 14 of this section, to reach a decision regarding the requested amendment;

b. A data analysis which identifies the specific “with waiver” impact of the proposed
amendment on the current budget neutrality agreement. Such analysis shall include
current total computable “with waiver” and “without waiver” status on both a summary
and detailed level through the current approval period using the most recent actual
expenditures, as well as summary and detailed projections of the change in the “with
waiver” expenditure total as a result of the proposed amendment, which isolates (by
eligibility group/EG) the impact of the amendment;

C. A detailed description of the amendment, including impact on beneficiaries, with
sufficient supporting documentation; and

d. If applicable, a description of how the evaluation design will be modified to incorporate
the amendment provisions.

8. Extension of the Demonstration.

a. Should the state intend to request an extension of the demonstration under section
1115(a), 1115(e), or 1115(f), the state must submit an extension request no later than 6
months prior to the expiration date of the demonstration. The chief executive officer of
the state must submit to CMS either a demonstration extension request or a phase-out
plan consistent with the requirements of STC 9 of this section.

b. Compliance with Transparency Requirements of 42 CFR 431.412. Effective April 27,
2012, as part of the demonstration extension requests, the state must provide
documentation of compliance with the transparency requirements of 42 CFR 431.412 and
the public notice and tribal consultation requirements outlined in STC 14 of this section
regarding Public Notice, Tribal Consultation and Consultation with Interested Parties.



9. Demonstration Phase-Out. The state may suspend or terminate this demonstration in
whole, or in part, consistent with the following requirements:

a. Notification of Suspension or Termination: The state must promptly notify CMS in

writing of the reason(s) for the suspension or termination, together with the effective date
and phase-out plan. The state must submit its notification letter and a draft phase-out
plan to CMS no less than 4 months before the effective date of the demonstration’s
suspension or termination. Prior to submitting the draft phase-out plan to CMS, the state
must publish on its website the draft phase-out plan for 30 day public comment period.
In addition, the state must conduct tribal consultation in accordance with its approved
tribal consultation state plan amendment. Once the 30 day public comment period has
ended, the state must provide a summary of each public comment received, the state’s
response to the comment, and the way the state incorporated the received comment into a
revised phase-out plan.

CMS must approve the phase-out plan prior to the implementation of the phase-out
activities. There must be a 14 day period between CMS approval and the phase-out plan
implementation of phase-out activities.

. Phase-Out Plan Requirements: The state must include, at a minimum, in its phase out
plan its process by which it will notify affected beneficiaries, the content of said notices
(including information on the beneficiary’s appeal rights), the process by which the state
will conduct administrative reviews of Medicaid eligibility for the affected beneficiaries,
and any community outreach activities.

Phase-Out Procedures: The state must comply with all notice requirements found in 42
CFR 8§ 431.206, § 431. 210 and 8§ 431.213. In addition, the state must ensure all appeal
and hearing rights afforded to demonstration participants as outlined in 42 CFR §
431.220 and 8 431.221. If a demonstration participant requests a hearing before the date
of action, the state must maintain benefits as required in 42 CFR § 431.230. In addition,
the state must conduct administrative renewals for all affected beneficiaries in order to
determine whether they qualify for Medicaid eligibility under a different eligibility
category as discussed in the October 1, 2011 State Health Official Letter #10-008.

. Federal Financial Participation (FFP): If the project is terminated or any relevant
waivers suspended by the state, FFP shall be limited to normal closeout costs associated
with terminating the demonstration including services and administrative costs of
disenrolling participants.

10. CMS Right to Terminate or Suspend. CMS may suspend or terminate the demonstration,
subject to adequate public notice, (in whole or in part) at any time before the date of
expiration, whenever it determines following a hearing that the state has materially failed to
comply with the terms of the project. CMS will promptly notify the state in writing of the
determination and the reasons for the suspension or termination, together with the effective
date.



11.

12.

13.

14.

15.

Finding of Non-Compliance. The state does not relinquish its rights to challenge CMS
findings that the state materially failed to comply.

Withdrawal of Waiver Authority. CMS reserves the right to withdraw waivers or
expenditure authorities at any time it determines that continuing the waivers or expenditure
authorities would no longer be in the public interest or promote the objectives of title X1X of
the Act. CMS will promptly notify the state in writing of the determination and the reasons
for the withdrawal, together with the effective date and afford the state an opportunity to
request a hearing to challenge CMS’ determination prior to the effective date. If a waiver or
expenditure authority is withdrawn, FFP is limited to normal closeout costs associated with
terminating the waiver of expenditure authority, including services and administrative costs
of disenrolling participants.

Adequacy of Infrastructure. The state must ensure the availability of adequate resources
for implementation and monitoring of the demonstration, including education, outreach and
enrollment; maintaining eligibility systems; compliance with cost sharing requirements;
monitoring and oversight of managed care plans providing long term services and supports
and HCBS, including quality and enrollment processes; and reporting on financial and other
demonstration components.

Public Notice, Tribal Consultation and Consultation with Interested Parties. The state
must comply with the state Notice Procedures set forth in 59 Fed. Reg. 49249 (September 27,
1994). The state must also comply with the tribal consultation requirements in section
1902(a)(73) of the Act as amended by section 5006(e) of the American Recovery and
Reinvestment Act (ARRA) of 2009 and the tribal consultation requirements contained in the
state’s approved state plan, when the state proposes any program changes to the
demonstration, including (but not limited to) those referenced in STC 6 of this section.

In states with federally recognized Indian tribes, consultation must be conducted in
accordance with the consultation process outlined in the July 17, 2001 letter or the
consultation process in the state approved Medicaid state plan, if that process is specifically
applicable to consulting with tribal governments on waivers (42 CFR § 431.408(b)(2)).

Transformed Medicaid Statistical Information Systems (T-MSIS) Requirements. The
state shall comply with all data reporting requirements under Section 1903(r) of the Act,
including but not limited to Transformed Medicaid Statistical Information Systems
Requirements. More information on T-MSIS is available in the August 23, 2013 State
Medicaid Director Letter. On August 23, 2013, a State Medicaid Director Letter entitled,
“Transformed Medicaid Statistical Information System (T-MSIS) Data”, was released. It
states that all States are expected to demonstrate operational readiness to submit T-MSIS
files, transition to T-MSIS, and submit timely T-MSIS data by July 1, 2014. Among other
purposes, these data can support monitoring and evaluation of the Medicaid program in New
York against which the premium assistance demonstration will be compared.

Should the MMIS fail to maintain and produce all federally required program management
data and information, including the required T-MSIS, eligibility, provider, and managed care



encounter data, in accordance with requirements in the State Medicaid Manual Part 11, FFP
may be suspended or disallowed as provided for in federal regulations at 42 CFR 433
Subpart C, and 45 CFR Part 95.

16. The state must have processes in place to ensure that there is no duplication of federal
funding for any aspect of the demonstration.

IV.POPULATIONS AFFECTED BY AND ELIGIBILITY UNDER THE
DEMONSTRATION

1. Demonstration Components. The Partnership Plan includes four distinct components,
each of which affects different populations, some of which are eligible under the state plan
and some of which are eligible only as an expansion population under the demonstration.

a. Mainstream Medicaid Managed Care Program (MMMC). This component provides
Medicaid state plan and demonstration benefits through a managed care delivery system
comprised of managed care organizations (MCOs) and primary care case management
(PCCM) arrangements to most recipients eligible under the state plan. (See Attachment
A for a listing of MMMC benefits) All state plan eligibility determination rules apply to
these individuals.

Specifically the state has authority to expand mandatory enrollment in mainstream
managed care to all individuals identified in Table 2 (except those otherwise excluded or
exempted as outlined in STC 9 of this section. When the state intends to expand
mandatory managed care enrollment to additional counties, it must notify CMS 90 days
prior to the effective date of the expansion and submit a revised assessment of the
demonstration’s budget neutrality agreement, which reflects the projected impact of the
expansion for the remainder of the demonstration approval period.

b. Managed Long Term Care (MLTC). This component provides a limited set of
Medicaid state plan benefits including long term services and supports through a
managed care delivery system to individuals eligible through the state plan who require
more than 120 days of community based long term care services. See Attachment B for a
listing of MLTC services.

Services not provided through the MLTC program are provided on a fee-for-service
basis. The state has authority to expand mandatory enrollment into MLTC to all
individuals identified in Table 3 (except those otherwise excluded or exempted as
outlined in STC 10 of this section) with initial mandatory enrollment starting in any
county in New York city and then expanding statewide based on the enroliment plan
outlined in Attachment F. When the state intends to expand into a new county outside of
New York City, it must notify CMS 90 days prior to the effective date of the expansion
and submit a revised assessment of the demonstration’s budget neutrality agreement
along with all other required materials as outlined in STC 6 in Section V.
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c. Home and Community Based Services Expansion Program (HCBS Expansion).
This component provides home and community based services similar to those provided
under the state’s section 1915(c) HCBS waivers (Long Term Home Health Care
Program/LTHHCP, Nursing Home Transition and Diversion Program/NHTD, and
Traumatic Brain Injury Program/TBI) to certain medically needy individuals. These
services enable these individuals to live at home with appropriate supports rather thanin
a nursing facility. See Attachment C for HCBS Expansion services.

d. Health and Recovery Plans (HARPS): This component provides integrated Medicaid
covered services for, and includes, services specifically to address the needs of
individuals with a serious mental illness (SMI) and substance use disorder (SUDs)
conditions under the demonstration. Members enrolled in the Health and Recovery Plans
described below will not be enrolled in mainstream MCOs (they are distinct lines of
business) but the same entity may offer both products. Within the HARPs, a benefit
package of behavioral health home and community based services (BH HCBS) is
provided, in addition to the existing mainstream benefit package. See attachment D for a
listing of BH HCBS services.

Individuals Eligible under the Medicaid State Plan (State Plan Eligibles). Mandatory
and optional Medicaid state plan populations derive their eligibility through the Medicaid
state plan and are subject to all applicable Medicaid laws and regulations in accordance with
the Medicaid state plan, except as expressly waived and as further described in these STCs.

Individuals Not Otherwise Eligible under the Medicaid State Plan. Individuals made
eligible under this demonstration by virtue of the expenditure authorities expressly granted
include those in the HCBS Expansion component of the demonstration and are subject to all
applicable Medicaid laws and regulations in accordance with the Medicaid state plan, except
as specified as not applicable in the expenditure authorities for this demonstration.

Continuous Eligibility Period.

Duration. The state is authorized to provide a 12 month continuous eligibility period to the
groups of individuals specified in Table 1, regardless of the delivery system through which
they receive Medicaid benefits. Once the state begins exercising this authority, each newly
eligible individual’s 12 month period shall begin at the initial determination of eligibility; for
those individuals who are re-determined eligible consistent with Medicaid state plan rules,
the 12-month period begins at that point. At each annual eligibility redetermination
thereafter, if an individual is re-determined eligible under the Medicaid state plan the
individual is guaranteed a subsequent 12 month continuous eligibility period. 12 month
continuous eligibility is also authorized for the new adult group under section
1902(a)(10)(A)()(V1II) of the Act.

b. Exceptions. Notwithstanding subparagraph (a), if any other following circumstances

occur during an individual’s 12 month continuous eligibility period, the individual’s
Medicaid eligibility shall be terminated, suspended or re-determined:
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Vi.
Vili.
Viii.

Xi.

Xil.
Xiii.

The individual cannot be located.

The individual is no longer a New York State resident.

The individual requests termination of eligibility.

The individual dies.

The individual fails to provide, or cooperate in obtaining a Social Security Number, if
otherwise required.

The individual provided an incorrect or fraudulent Social Security Number.

The individual was determined eligible for Medicaid in error.

The individual is receiving treatment in a setting where Medicaid eligibility is not
available (e.g. institution for mental disease).

The individual is receiving care, services or other supplies under a section 1915
waiver.

The individual was previously otherwise qualified for emergency medical assistance
benefits only, based on immigration status, but is no longer qualified because the
emergency has been resolved.

The individual fails to provide the documentation of citizenship or immigration status
required under federal law.

The individual is incarcerated.

The individual turns 65 years of age and is no longer eligible for the Adult Group
(beginning January 1, 2016)".

Table 1: Groups Eligible for a 12 Month Continuous Eligibility Period

State Plan Mandatory and Optional Groups

Statutory or Regulatory Reference

Pregnant Women 42 CFR 435.116
Adult Group 42 CFR 435.119
Parents or other caretaker relatives 42 CFR 435.110

Members of low income families, except for

children §1931 and §1925 of the SSA

5. Individuals enrolled in MMMC. Table 2 below lists the groups of individuals who receive
Medicaid benefits through the mainstream Medicaid managed care component of the
demonstration, as well as the relevant expenditure reporting category (demonstration
population) for each.

Table 2: Mainstream Medicaid Managed Care Program

State Pla_n Mandatory and CER Reference Expenditure and EI_|g|b|I|ty
Optional Groups Group Reporting
Pregnant Women 42 CFR 435.116 Demonstration Population 2

Infants and Chlllgdren under age 42 CFR 435.118 Demonstration Population 1
Adult Group 42 CFR 435.119

! Individuals enrolled in Medicaid under the Adult Group who turn 65 years of age, upon receipt of Medicare, will
be seamlessly disenrolled from MMMC and continue receiving Medicaid on a fee for service basis. MMIS will
indicate that Medicaid is last payer of any fee for service claims for these individuals.
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Children with adoption
assistance, foster care or
guardianship under title IV-E

42 CFR 435.145

Demonstration Population 1

Parents and other Caretaker
Relatives

42 CFR 435.110

Demonstration Population 2

6. Individuals enrolled in MLTC. Table 3 below lists the groups of individuals who may be
enrolled in the Managed Long Term Care component of the demonstration as well as the
relevant expenditure reporting category (demonstration population) for each. To be eligible,
all individuals in this program must need more than 120 days of community based long term
care services and for MAP and PACE have a nursing home level of care.

Table 3: Managed Long Term Care Program

State Plan Mandatory and
Optional Groups

FPL and/or Other
Qualifying Criteria

Expenditure and Eligibility
Group Reporting

Optional Adults aged 65 or
older

42 CFR 435.210

Demonstration Population
11/MLTC Adults 65 and
above — Duals

Optional Adults/children blind

42 CFR 435.230

Demonstration Population
10/MLTC Adults 18 through

or disabled 64 — Duals
molr?t(lfl(l)mien 2;??;?3’;;?; or Demonstration Population
Optional Adults it < in  own to month 11/MLTC Adults 65 and
P y above - Duals

income standard

Adults/children aged 18
through 64 blind and disabled

Income at or below the
monthly income standard, or
with spend down to monthly

income standard

Demonstration Population
10/MLTC Adults 18 through
64 — Duals

Aged 18 through 64 Medicaid
Buy In for Working People
with Disabilities

Income up to 250% of FPL

Demonstration Population
10/MLTC Adults 18 through
64 — Duals

Parents and Caretaker
Relatives 21 through 64

Income at or below the
monthly income standard, or
with spend down to monthly

income standard

Demonstration Population
10/MLTC Adults 18 through
64 — Duals

Children aged 18 through 20

Income at or below the
monthly income standard or
with spend down

Demonstration Population
10/MLTC Adults 18 through
64 — Duals

Pregnant Women

Income up to 200% of FPL

Demonstration Population
10/MLTC Adults 18 through
64 — Duals

Poverty Level Children Aged
18 through 20

Income up to 133% of FPL

Demonstration Population
10/MLTC Adults 18 through
64 — Duals

Foster Children Aged 18

In foster care on the date of

Demonstration Population
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through 20 18™ birthday 10/MLTC Adults 18 through

64 — Duals
Income based on higher
Individuals Moved from income standard to Demonstration Population 10
Institutional Settings to community settings for long and 11/MLTC Adults 18
Community Settings for Long term services and supports through 64 and MLTC Adults
Term Care Services pursuant to STC 8 of this 65 and above
section

7.

Individuals enrolled in HCBS Expansion Program. This group, identified as
Demonstration Population 9/HCBS Expansion, includes married medically needy
individuals:

a. Who meet a nursing home level of care;
b. Whose spouse lives in the community; and

c. Who would be income-eligible for Medicaid services in the community but for the
application of the spousal impoverishment eligibility and post-eligibility rules of section
1924 of the Act.

Individuals Moved from Institutional Settings to Community Settings for Long Term
Services and Supports. Individuals discharged from a nursing facility who enroll into the
MLTC program in order to receive community based long term services and supports or who
move from an adult home as defined in subdivision twenty-five of section two of the social
services law, to the community and, if applicable, enroll into the MLTC program, are eligible
based on a special income standard. Spousal impoverishment rules shall not apply to this
population. The special income standard will be determined by utilizing the average Housing
and Urban Development (HUD) Fair Market Rent (FMR) dollar amounts for each of the
seven regions in the state, and subtracting from that average, 30 percent of the Medicaid
income level (as calculated for a household of one) that is considered available for housing.
The seven regions of the state include: Central, Northeastern, Western, Northern
Metropolitan, New York City, Long Island and Rochester.

The state shall work with Nursing Home Administrators, nursing home discharge planning
staff, family members and the MLTC health plans to identify individuals who may qualify
for the housing disregard as they are able to be discharged from a nursing facility back into
the community and enrolled into the MLTC program. Spousal impoverishment rules shall
apply to individuals who have a spouse living in the community who enroll into the MLTC
program.

Enrollees receiving community based long term services and supports must be provided with
nursing facility coverage through managed care, if nursing facility care is needed for 120
days or less and there is an expectation that the enrollee will return to community based
settings. During the short term nursing facility stay, the state must retain the enrollees’
community maintenance needs allowance. In addition, the state will ensure that the MLTC
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Managed Care Organizations (MCOs) work with individuals, their families, nursing home
administrators, and discharge planners to help plan for the individual’s move back into the
community, as well as to help plan for the individual’s medical care once he/she has
successfully moved into his/her home. For dually eligible enrollees, the MCO is responsible
for implementing and monitoring the plan of care between Medicare and Medicaid. The
MCO must assure the services are available to the enrollee.

9. Individuals eligible to be enrolled in HARPs. Medicaid adult beneficiaries age 21 or over
eligible for Medicaid furnished in MMMC under the demonstration who are diagnosed with
SMI and/or serious SUD and meet risk factors specified by:

a. areview of current MMMC utilization,
b. adiagnosis specified by New York’s Office of Mental Health (OMH),

c. an SUD diagnosis by New York’s Office of Alcoholism and Substance Abuse Services
(OASAS), and includes but is not limited to, receiving a “moderate” score of the
Community Mental Health Assessment Suite of the International Resident Assessment
Instrument (interRAL).

10. Exclusions and Exemptions from MMMC. Notwithstanding the eligibility criteria inSTC
1 of this section, certain individuals cannot receive benefits through the MMMC program
(i.e. excluded), while others may request an exemption from receiving benefits through the
MMMC program (i.e. exempted). Tables 4 and 5 list those individuals either excluded or
exempted from MMMC.

Table 4: Individuals Excluded from MMMC

Individuals who become eligible for Medicaid only after spending down a portion of their
income

Residents of state psychiatric facilities and residents of Residential Treatment Facilities for
Children and Youth

Participants in capitated long term care demonstration projects

Medicaid eligible infants living with incarcerated mothers

Individuals with access to comprehensive private health insurance if cost effective

Foster care children in the placement of a voluntary agency

Certified blind or disabled children living or expected to live separate and apart from their
parents for 30 days or more

Individuals expected to be Medicaid eligible for less than 6 months (except for pregnant women)

Individuals receiving hospice services (at time of enrollment)

Individuals with a “county of fiscal responsibility” code of 97, except for individuals in OMH
family care who other than their residence in district 97 would be eligible to enroll in MMMC.

Individuals with a “county of responsibility” code of 98 (Individuals in an Office for People with
Developmental DisabilitiessfOPWDD facility or treatment center)

Youth in the care and custody of the commissioner of the Office of Family & Children Services

Individuals who are under 65 years of age (screened and require treatment) in the Centers for
Disease Control and Prevention breast, cervical, colorectal or prostate cancer, and who are not
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otherwise covered under creditable health coverage

Individuals who are eligible for Emergency Medicaid

Table 5: Individuals who may be exempted from MMMC

Individuals with chronic medical conditions who have been under active treatment for at least 6
months with a sub-specialist who is not a network provider for any Medicaid MCO in the service
area or whose request has been approved by the New York State Department of Health Medical
Director because of unusually severe chronic care needs. Exemption is limited to six months

Individuals designated as participating in OPWDD-sponsored programs

Individuals already scheduled for a major surgical procedure (within 30 days of scheduled
enrollment) with a provider who is not a participant in the network of any Medicaid MCO in the
service area. Exemption is limited to six months

Individuals with a developmental or physical disability receiving services through a Medicaid
home and community based services (HCBS) waiver authorized under section 1915(c) of the Act

Child and Youth residents of alcohol/substance abuse long term residential treatment programs

Native Americans

Individuals with a “county of fiscal responsibility code of 98” (OPWDD) in Medicaid
Management Information System/MMIS) in counties where program features are approved by
the state and operational at the local district level to permit these individuals to voluntarily enroll

11. Exclusions and Exemptions from MLTC. Notwithstanding the eligibility criteria in STC 1
of this section, certain individuals cannot receive benefits through the MLTC program (i.e.
excluded while others may request an exemption from receiving benefits through the MLTC
program (i.e. exempted). Tables 6 and 7 list those individuals either excluded or exempted
from MLTC.

Table 6: Individuals excluded from MLTC

Residents of psychiatric facilities

Individuals expected to be Medicaid eligible for less than six months

Individuals eligible for Medicaid benefits only with respect to tuberculosis-related services

Individuals with a “county of fiscal responsibility” code 99 in MMIS (Individuals eligible only
for breast and cervical cancer services)

Individuals receiving hospice services (at time of enrollment)

Individuals with a “county of fiscal responsibility “ code of 97 (Individuals residing in a state
Office of Mental Health facility)

Individuals with a “county of fiscal responsibility” code of 98 (Individuals in an OPWDD
facility or treatment center)

Individuals who are under 65 years of age (screened and require treatment) in the Centers for
Disease Control and Prevention breast, cervical, colorectal and/or prostate early detection
program and need treatment for breast, cervical, colorectal or prostate cancer and who are not
otherwise covered under creditable health coverage

Residents of intermediate care facilities for the mentally retarded (ICF/MR)

Individuals who could otherwise reside in an ICF/MF, but choose not to

Residents of alcohol/substance abuse long term residential treatment programs

Individuals eligible for Emergency Medicaid

Individuals in the Office for People with Developmental Disabilities Home and Community
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Based Services (OPWDD HCBS) section 1915(c) waiver program

Individuals in the following section 1915(c) waiver programs: Traumatic Brain Injury (TBI),
Nursing Home Transition & Diversion (NHTD), and Long Term Home Health Care Program

(LTHHCP) in certain counties® (see AttachmentF)

Residents of Assisted Living Programs

Individuals in receipt of Limited Licensed Home Care Services

Individuals in the Foster Family Care Demonstration

Table 7: Individuals who may be exempted from MLTC

Individuals aged 18 through 20 who are nursing home certifiable and require more than 120 days
of community based long term care services

Native Americans

Individuals who are eligible for the Medicaid buy in for the working disabled and are nursing
home certifiable

Aliessa Court Ordered Individuals

12. Exclusions from HARPs®. Individuals who are in other delivery systems including FFS,
dual eligibles, FIDA, and MLTC will not be eligible for HARP enroliment.

13. Population-Specific Program Requirements.

a. MMMC Enrollment of Individuals Living with HIV. The state is authorized to
require individuals living with HIV to receive benefits through MMMC. Once the state
begins implementing MMMC enrollment in a particular district, individuals living with
HIV will have 30 days in which to select a health plan. If no selection is made, the
individual will be auto-assigned to an MCO. Individuals living with HIV who are
enrolled in an MCO (voluntarily or by default) may request transfer to an HIV Special
Needs Plan (SNP) at any time if one or more HIV SNPs are in operation in the
individual’s district. Further, transfers between HIV SNPs will be permitted at any time.
Individuals in HIV SNPs will be eligible for BH HCBS services if meeting the targeting,
risk and functional needs requirements for BH HCBS services. HIVV SNPs will meet all
requirements of MMMC plans providing LTSS as well as HARP plans relating to HCBS
service delivery.

b. Restricted Recipient Programs. The state may require individuals participating in a
restricted recipient program administered under 42 CFR 8431.54(e) to enroll in MMMC.
Furthermore, MCOs may establish and administer restricted recipient programs, through
which they identify individuals that have utilized Medicaid services at a frequency or
amount that is not medically necessary, as determined in accordance with utilization
guidelines established by the state, and restrict them for a reasonable period of time to

2 New York is using a phased in approach to transition LTHHCP individuals into the MLTC program. There are six phases (see
Attachment F).

* Upon implementation of DISCOs, individuals enrolled in Medicaid under a DISCO will be excluded from HARP
eligibility.
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obtain Medicaid services from designated providers only. The state must adhere to the
following terms and conditions in this regard.

I.  Restricted recipient programs operated by MCOs must adhere to the requirements in
42 CFR 8431.54(e)(1) through (3), including the right to a hearing conducted by the
state.

ii.  The state must require MCOs to report to the state whenever they want to place a new
person in a restricted recipient program. The state must maintain summary statistics
on the numbers of individuals placed in restricted recipient programs, and the reasons
for those placements, and must provide the information to CMS upon request.

c. Managed care enrollment of individuals using long term services and supports
under the Demonstration. The state is authorized to require certain individuals using
long term services and supports to enroll in either mainstream managed care or managed
long term care as identified in STC 1 of this section. Enrollment in HARPs is optional.
In addition, the populations that are exempted from mandatory enroliment, based on the
exemption lists in STCs 10 and 11 of this section may also elect to enroll in managed
care plans. Once these individuals begin to enroll in managed care, the state will be
required to provide the following protections for the population®.

I.  Person Centered Service Planning. The state, through its contracts with its MCOs
and/or Prepaid Inpatient Health Plans (PIHPs), will require that all individuals
utilizing long term services and supports will have a person centered individual
service plan maintained at the MCO or PIHP. Person centered planning includes
consideration of the current and unique psycho-social and medical needs and history
of the enrollee, as well as the person’s functional level, and support systems.

A. The state must establish minimum guidelines regarding the person centered plan
(PCP) that will be reflected in MCO/PIHP contracts. These must include at a
minimum, a description of:

=

The qualification for individuals who will develop the PCP;

N

Types of assessments;
3. How enrollees are informed of the services available to them; and
4. The MCOs’ responsibilities for implementing and monitoring the PCP.

B. The MCO/PIHP contract shall require the use of a person centered and directed
planning process intended to identify the strengths, capacities and preferences of

the enrollee, as well as to identify an enrollee’s long term care needs and the
resources available to meet those needs, and to provide access to additional care

4 All beneficiary protections apply to MMMC, MLTC and HARPs, unless otherwise noted in Section V
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options as specified by the contract. The person centered plan is developed by the
participant with the assistance of the MCO/PIHP, provider and those individuals
the participant chooses to include. The plan includes the services and supports
that the participant needs.

C. The MCO/PIHP contract shall require that service plans must address all
enrollees’ assessed needs (including health and safety risk factors) and personal
goals, taking into account an emphasis on services begin delivered in home and
community based settings.

D. The MCO/PIHP contract shall require that a process is in place that permits the
participants to request a change to the person centered plan if the participant’s
circumstances necessitate a change. The MCO contract shall require that all
service plans are updated and/or revised at least annually or when warranted by
changes in the enrollee’s needs.

E. The MCO/PIHP shall ensure that meetings related to the enrollee’s person
centered plan will be held at a location, date and time convenient to the enrollee
and his/her invited participants.

F. The MCO/PIHP contract shall require development of a backup plan to ensure
that needed assistance will be provided in the event that the regular services and
supports identified in the individual service plan are temporarily unavailable. The
backup plan may include other individual assistance or services.

G. The MCO/PIHP contract shall require that services be delivered in accordance
with the service plan, including the type, scope, amount, duration, and frequency.

H. The MCO/PIHP contract shall require that enrollees receiving long term services
and supports have a choice of provider, where applicable, which has the capacity
to serve that individual within the network. The MCO/PIHP must contract with at
least two providers in each county in its service area for each covered service in
the benefit package unless the county has an insufficient number of providers
licensed, certified, or available in that county.

I. The MCO/PIHP contract shall require policies and procedures for the MCO/PIHP
to monitor appropriate implementation of the individual service plans, including
the qualifications of individuals developing service plans, types of assessments
conducted and the method for how enrollees are notified of available services.

Verification of MLTC Plan Enrollment. The state shall implement a process for
MLTC plans, network and non-network providers for the state to confirm enroliment
of enrollees who do not have a card or go to the wrong provider before developing a
person-centered service plan.
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Health and Welfare of Enrollees. The state through its contracts with its MCOs/PIHPs
shall ensure a system is in place to identify, address, and seek to prevent instances of
abuse, neglect, and exploitation of its enrollees on a continuous basis. This should
include provisions such as critical incident monitoring and reporting to the state,
investigations of any incident including, but not limited to, wrongful death, restraints,
or medication errors that resulted in an injury. In each quarterly report, the state will
provide information regarding any such incidents by plan. The state will also ensure
that children and adults receiving MLTC are afforded linkages to child and/or adult
protective services through all service entities, including the MCOs/PIHPs.

Maintaining Accurate Beneficiary Address. New York will complete return mail
tracking for enrollment notification mailings. The state will use information gained
from returned mail to make additional outreach attempt through other methods
(phone, email, analysis of prior claims, etc.).

Network of Qualified Providers. The provider credentialing criteria described at 42
CFR 8 438.214 must apply to providers of long-term services and supports. If the
MCQO’s/PIHP’s credentialing policies and procedures do not address non-
licensed/non-certified providers, the MCO/PIHP shall create alternative mechanisms
to ensure the health and safety of its enrollees. To the extent possible, the
MCO/PIHP shall incorporate criminal background checks, reviewing abuse registries
as well as any other mechanism the state includes within the MCO/PIHP contract.

d. MLTC enrollment. Including the protections afforded individuals in subparagraph (c)

of STC 11 of this section, the following requirements apply to MLTC plan enrollment:

Transition of Care Period: Initial transition into MLTC from fee-for-service. Each
enrollee who is receiving community-based long-term services and supports that
qualifies for MLTC must continue to receive services under the enrollee’s pre-
existing service plan for at least 90 days after enrollment, or until a care assessment
has been completed by the MCO/PIHP, whichever is later. Any reduction,
suspension, denial or termination of previously authorized services shall trigger the
required notice under 42 CFR § 438.404 which clearly articulates the enrollee’s right
to file an appeal (either expedited, if warranted, or standard), the right to have
authorized service continue pending the appeal, and the right to a fair hearing if the
plan renders an adverse determination (either in whole or in part) on the appeal. For
initial implementation of the auto-assigned population, the plans must submit data for
state review on a monthly basis reporting instances when the plan has issued a notice
of action that involves a reduction of split shift or live-in services or when the planis
reducing hours by 25 percent or more. The plan will also report the number of appeals
and fair hearings requested regarding these reductions. The state shall ensure through
its contracts that if an enrollee is to change from one MCO/PIHP to another, the
MCO/PIHPs will communicate with one another to ensure a smooth transition and
provide the new MCO/PIHP with the individual’s current service plan.

Marketing Oversight.
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e.

A. The state shall require each MCO/PIHPs through its contracts to meet 42 CFR
8438.104, and state marketing guidelines which prohibit cold calls, use of
government logos and other standards.

B. AIll materials used to market the MCO/PIHP shall be prior approved by the state.

C. The state shall require through its contracts that each MCO/PIHP provide all
individuals who were not referred to the plan by the enrollment broker with
information (in a format determined by the state) describing managed long term
care, a list of available plans and contact information to reach the enrollment
broker for questions or other assistance. The plan shall report the number of
individuals receiving these materials to the state on a quarterly basis pursuant to
STC 4 in Section IX.

Demonstration Participant Protections. The state will ensure that adults in LTSS in
MLTC programs are afforded linkages to adult protective services through all service
entities, including the MCO’s/PIHP’s. The state will ensure that these linkages are in

place before, during, and after the transition to MLTC as applicable.

Non-duplication of Payment. MLTC Programs will not duplicate services included in
an enrollee’s Individualized Education Program under the Individuals with Disabilities
Education Act, or services provided under the Rehabilitation Act of 1973.

. DEMONSTRATION BENEFITS AND ENROLLMENT

Demonstration Benefits and Cost Sharing. The following benefits are provided to
individuals eligible for the Medicaid managed care components of the demonstration:

a. Mainstream Medicaid Managed Care (MMMC). State plan and demonstration

benefits delivered through MCOs or, in certain districts, primary care case management
arrangements, with the exception of certain services carved out of the MMMC contract
and delivered directly by the state on a fee-for-service basis. All MMMC benefits
(regardless of delivery method), as well as the co- payments charged to MMMC
recipients, are listed in Attachment A. In addition to state plan benefits, there are four
demonstration services for individuals in MMMC only provided to enrollees in MMMC
under the demonstration. An additional 1115 demonstration amendment will be
submitted to CMS prior to incorporating the behavioral health state plan services and
demonstration services for populations under age 21.

Managed Long Term Care. State plan benefits delivered through MCOs or, in certain
districts, prepaid inpatient health plans, with the exception of certain services carved out
of the MLTC contract and delivered directly by the state on a fee-for-service basis. All
MLTC benefits are listed in Attachment B.
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c. Health and Recovery Plans (HARPS). State plan and demonstration benefits
that are identical to MMMC with an additional component that provides HCBS
for SMI and SUD needs will be provided by the HARPs.. Nursing facility
services will not be provided by HARPs. There are no co-payments for HARP
services. All BH HCBS benefits are listed in Attachment D. HCBS for HARPs
recipients meeting targeting, risk and need-based functional criteria are only
provided under the demonstration. The state must update the Medicaid state plan
for rehabilitation and other mental health and substance use disorder services as
identified through a companion letter to TN 10-38 as well as substance use
disorder demonstration services not described in the current state plan. HIV SNPs
will also provide BH HCBS benefits to individuals meeting targeting, risk and
needs-based criteria. All reimbursement for BH HCBS in HARPs and HIV SNPs
will be non-risk.

2. HARPs Services Tiers. HARPs recipients will receive HCBS services under the following

tier structure in accordance with their person-centered services plan.

a. Tier 1 HCBS services —
i. Peer supports
ii. Employment supports
iii. Education supports.
b. Tier 2 HCBS services — All HCBS services, including Tier 1 services. These services are
provided to individuals whose medical need surpasses the need for Tier 1 services.
c. Crisis respite - Crisis respite services under the HARPs are available to all HARPs
enrollees, regardless of the tiers from which they receive services.
i. Intensive crisis respite
ii. Short term crisis respite in a dedicated facility

HARP enrollees are permitted to appeal any service denial decisions.

HARPs Services Utilization Thresholds. The following thresholds will apply to HARPs

enrollees. The state will track and report overall utilization to ensure cost containment as

well as compile sufficient fee for service data to submit HARPSs capitation rates to CMS for

approval.

a. Tier 1-$8,000 per person, per 12 month period threshold. Up to $10,000 in services are
permitted.

b. Tier 2 - $16,000 per person, per 12 month period threshold. Up to $20,000 in services
are permitted.

c. Crisis Respite — 7 days per service, up to 21 days per 12 month period.

If a HARP enrollee exceeds any threshold for clinical reasons, the enrollee’s HARP must

contact the HARP medical director from New York OMH or OASAS and get approval for
specific dollar increases above the thresholds.
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4. Alternative Benefit Plan. The Affordable Care Act Low-Income Adult Group will receive

benefits provided through the state’s approved Alternative Benefit Plan (ABP) SPA.

Home and Community Settings Characteristics. Beneficiaries receiving Medicaid HCBS
and LTSS services furnished through the 1115 demonstration, including individuals who
receive services under the demonstration’s HCBS Expansion program must receive Services
in residential and non-residential settings located in the community, which meet CMS
standards for HCBS settings as articulated in current 1915(c) policy, including regulations at
42 CFR 8441.301. Individuals who receive BH HCBS described under HARPs (STC 1(d)
in Section V) and HIV SNPs must also reside in and receive HCB services in settings that
fully comply with 42 CFR 441.301 as detailed in the New York Statewide Transition Plan
amended no later than August 31, 2015 to include the services identified in this amendment
that are HCBS. This amended Statewide Transition Plan must meet CMS approval for these
settings to be funded beyond November 30, 2015. A full list of home and community based
qualities are provided in Attachment C.

Inmates of a Public Institution. Medicaid eligible individuals who are inmates of a public
institution and admitted as inpatients to medical institutions listed at 42 CFR 441.11(c) are
eligible for Medicaid funding for medically necessary services, as described under the state’s
Medicaid plan, and provided by a certified provider that maintains compliance with federal
requirements.

. Option for Consumer Directed Personal Assistance Program. Enrollees shall have the
option to elect self-direction of Personal Assistance under the MMMC program. The state
shall ensure through its contracts with the MCOs/PIHPs that enrollees are afforded the option
to select self-direction and enrollees are informed of CDPAP as a voluntary option to its
members. Individuals who select self-direction must have the opportunity to have choice and
control over how services are provided and who provides the service.

a. Information and Assistance in Support of Participant Direction. The state/MCO
shall have a support system that provides participants with information, training,
counseling, and assistance, as needed or desired by each participant, to assist the
participant to effectively direct and manage their self-directed services. Participants shall
be informed about self-directed care, including feasible alternatives, before electing the
self-direction option.

b. Participant Direction by Representative. The participant who self-directs the personal
care service may appoint a volunteer designated representative to assist with or perform
employer responsibilities to the extent approved by the participant. Services may be
directed by a legal representative of the participant. Consumer-directed services may be
directed by a non-legal representative freely chosen by the participant. A person who
serves as a representative of a participant for the purpose of directing services cannot
serve as a provider of personal attendant services for that participant.
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c. Participant Employer Authority. The participant (or the participant’s representative)
must have decision-making authority over workers who provide personal care services.

1. Participant. The participant (or the participant’s representative) provides training,
supervision and oversight to the worker who provides services. A Fiscal/Employer
Agent that follows IRS and local tax code laws functions as the participant’s agent in
performing payroll and other employer responsibilities that are required by federal
and state law.

ii.  Decision-Making Authorities. The participants exercise the following decision
making authorities: Recruit staff, hire staff, verify staff’s ability to perform
identified tasks, schedule staff, evaluate staff performance, verify time worked by
staff and approve time sheets, and discharge staff.

d. Disenrollment from Self-Direction. A participant may voluntarily disenroll from the
self-directed option at any time and return to a traditional service delivery system through
the MMMC or MLTC program. To the extent possible, the member shall provide his/her
intent to withdraw from participant direction. A participant may also be involuntarily
disenrolled from the self-directed option for cause, if continued participation in the
consumer-directed services option would not permit the participant’s health, safety, or
welfare needs to be met, or the participant demonstrates the inability to self-direct by
consistently demonstrating a lack of ability to carry out the tasks needed to self-direct
services, or if there is fraudulent use of funds such as substantial evidence that a
participant has falsified documents related to participant-directed services. If a
participant is terminated voluntarily or involuntarily from the self-directed service
delivery option, the MCO/PIHP must transition the participant to the traditional agency
direction option and must have safeguards in place to ensure continuity of services.

e. Payment for services will be made following the service being rendered and only
upon receipt of an acceptable receipt, invoice or signed and approved timesheet, as
applicable.

f. Appeals. The following actions shall be considered adverse action under both 42 CFR
431 subpart E and 42 CFR 438 subpart F:

i. Areduction, suspension or termination of authorized CDPAP services;
ii. A denial of a request to change Consumer Directed Personal Assistance Program
services.

8. Adding Services to the MMMC and/or MLTC plan benefit package. At any pointin
time the state intends to add to either the MMMC or MLTC plan benefit package currently
authorized state plan or demonstration services that have been provided on a fee-for-service
basis, the state must provide CMS the following information, with at least 30 days’ notice
prior to the inclusion of the benefit, either in writing or as identified on the agenda for the
monthly calls referenced in STC 3 in Section IX:
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a.

A description of the benefit being added to the MCO/PIHP’s benefit package;

b. A detailed description of the state’s oversight of the MCO/PIHPs readiness to administer

the benefit including: readiness and implementation of activities, which may include
onsite reviews, phone meetings and desk audits reviewing policies and procedures for
new services, data sharing to allow plans to create services plans as appropriate, process
to communicate the change to enrollees, MCO/PIHP network development to include
providers of that service and any other activity performed by the state to ensure plan
readiness.

Information concerning the changes being made to the MMMC and/or MLTC contract
provisions and capitation payment rates in accordance with STC 2 in Section VI.

CMS reserves the right to delay implementation of the benefit transition until such time
as appropriate documentation is provided showing evidence of MCO/PIHP readiness. In
addition, new services that are not currently authorized under the state plan or
demonstration may be added only through approved amendments to the state plan or
demonstration.

CMS will notify the state of concerns within 15 days. If no comments are received, the
state may proceed with the scheduled benefit transition.

9. Expanding MLTC enrollment. Any time the state is ready to expand mandatory MLTC
plan enrollment into a new geographic area for populations approved for managed care
through an amendment, the state must provide CMS notification at least 90 days prior to the
expansion. Such notification will include:

a.

b.

A list of the counties that will have approved populations moving to mandatory
enrollment;

A list of MCO/PIHPs with an approved state certificate of authority to operate in those
counties demonstrating that enrollees will be afforded choice of plan within the new
geographic area;

Confirmation that the MCO/PIHPs in the new geographic area have met the network
requirements in STC 10 in Section VI for each MCO/PIHP.

The state must also apply the requirements of STC 5 of this section when applicable to
the MLTC population or geographic area being added to the MLTC program.

CMS reserves the right to delay implementation of the geographic expansion until such
time as notification documentation is provided.

CMS will notify the state of concerns within 15 days. If no comments are received, the
state may proceed with the scheduled geographic expansion.

10. Assurances during expansion of MLTC enrollment, HARPs enrollment and expansion
of LTSS for MMMC recipients including HIV SNPs. The assurances below pertain to
future MLTC expansions and provision of LTSS for MMMC recipients (where applicable)
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authorized under this demonstration. To provide and demonstrate smooth transitions for
beneficiaries, the state must:

a.

11.

Send sample notification letters. Existing Medicaid providers must receive sample
beneficiary notification letters via widely distributed methods (mail, email, provider
website, etc.) so that providers are informed of the information received by enrollees
regarding their managed care transition.

Provide continued comprehensive outreach, including educational tours for enrollees and
providers. The educational tour should educate enrollees and providers on the MLTC
plan enrollment options, rights and responsibilities and other important program
elements. The state must provide webinars, meeting plans, and send notices through
outreach and other social media (e.g. state’s website). The enrollment broker, choice
counseling entities, ombudsman and any group providing enroliment support must
participate.

Operate a call center independent of the MLTC, and MMMC and HARP plans for the
duration of the demonstration. This entity must be able to help enrollees in making
independent decisions about plan choice and be able to document complaints about the
plans. During the first 60 days of implementation the state must review all call center
response statistics to ensure all contracted plans are meeting requirements in their
contracts. After the first 60 days, if all entities are consistently meeting contractual
requirements the state can lessen the review of call center statistics, but no more than 120
days should elapse between reviews.

Review the outcomes of the auto-assignment algorithm to ensure that MLTC and
MMMC plans with more limited networks do not receive, are the same or larger number
of enrollees, as plans with larger networks.

The state shall require MCO/PIHPs to maintain the current worker/recipient relationship
for no less than 90 days.

Assessment of LTSS needs under MLTC, MMMC and Behavioral Health under
HARPs and HIV SNPs. The state shall begin implementation of an independent and
conflict-free LTSS needs assessment system for newly eligible Medicaid recipients, as
applicable. After implementation has begun, MLTC plans will not complete any LTSS
needs assessments for individuals requesting such services prior to enroliment in a plan.
Non-dually eligible individuals requesting LTSS will be assessed for criteria
necessitating enrollment in MLTC or an alternate waiver program. An independent
LTSS assessment system must be in place in any geographic location where MLTC or,
LTSS in MMMC will be mandated or where HARPs are an option. It should be noted
that LTSS assessments for skilled nursing facility services in MMMC and behavioral
health assessments for HARPs and HIVV SNPs will be conflict free prior to
implementation and geographic phase in.
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The following requirements apply until the state implements an independent LTSS assessment
process:

a. MLTC plans conduct the initial assessment for an individual’s need for LTSS
using a standardized assessment tool designated by the state and conduct the
assessment in a timely manner, but not to exceed 30 days of a referral or initial
contact.

b. The state shall ensure the Semi-Annual Assessment of Members (SAAM) tool (or
successor tool designated by the state) to determine if the individual has a need
for LTSS. Other assessment tools may be used as appropriate in addition to the
SAAM, if approved by the state. The state shall take corrective action against
MLTC plans that do not meet this 30 day requirement.

c. The MCO/PIHP shall complete a re-assessment at least annually, or when an
enrollee reports a change.

d. New Medicaid applicants must be provided the results of their assessment and
educated on the steps in the Medicaid eligibility determination, including denial
and fair hearing procedures. Current eligibles must be provided information
regarding choice of MLTC plan.

e. The state shall require each MCO/PIHP, through its contracts, to report to the
enrollment broker the names of all individuals for whom an assessment is
completed. If the individual has not been referred by the enrollment broker, the
MCO/PIHP shall report the date of initial contact by the individual and the date of
the assessment to determine compliance with the 30-day requirement.

f. The state shall review a sample of the MLTC plan LTSS assessments every six
months, either through the External Quality Review Organization (EQRO) of by
the state, to verify the correct determinations were made.

12. Operation of the HCBS Expansion Program. The individuals eligible for this component
of the demonstration will receive the same HCBS as those individuals determined eligible for
and enrolled in the state’s Long Term Home Health Care Program (LTHHCP), Nursing
Home Transition and Diversion Program (NHTDP) and Traumatic Brain Injury Program
(TBIP) authorized under section 1915(c) of the Act. The specific benefits provided to
participants in this program are listed in Attachment C.

The state will operate the HCBS Expansion program in a manner consistent with approved
LTHHCP, NHTDP and TBIP 1915(c) waiver programs and must comply with all
administrative, operational, quality improvement and reporting requirements contained
therein. The state shall provide enrollment and financial information about the individuals
enrolled in the HCBS Expansion program as requested by CMS.
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13. Facilitated Enrollment. Facilitated enrollers, which may include MCOs, health care

14.

\

providers, community-based organizations, and other entities under state contract, will
engage in those activities described in 42 CFR 8 435.904(d)(2), as permitted by 42 CFR §
435.904(e)(3)(ii), within the following parameters:

a. Facilitated enrollers will provide program information to applicants and interested
individuals as described in 42 CFR 8435.905(a).

b. Facilitated enrollers must afford any interested individual the opportunity to apply for
Medicaid without delay as required by 42 CFR 8435.906.

c. If aninterested individual applies for Medicaid by completing the information required
under 42 CFR 8435.907(a) and (b) and 42 CFR 8435.910(a) and signing a Medicaid
application, that application must be transmitted to the LDSS for determination of
eligibility.

d. The protocols for facilitated enrollment practices between the LTSS and the facilitated
enrollers must:

i. Ensure that choice counseling activities are closely monitored to minimize adverse
risk selection; and
ii. Specify that determinations of Medicaid eligibility are made solely by the LTSS.

Passive Enrollment. For any component that requires passive enroliment of potential
enrollees, individuals must have the ability to “opt out.” Beneficiaries in an MMMC with a
HARP line of business will be passively enrolled with the ability to opt-out within the first 90
days following passive enrollment and return to their original MCO. Following that 90 day
opt out period, HARP enrollees may not change plans again until the annual enrollment
period for that plan. HARP eligible beneficiaries in an MMMC without a HARP line of
business will be allowed to voluntarily enroll in a HARP. The beneficiary must be given the
choice of another MCO and the current MCO must assist the beneficiary to make the change.
The state will notify CMS and the public at least 60 days before exercising the option to
modify needs-based eligibility criteria. When a beneficiary opts out of the HARPs and into a
MMMC, care must be coordinated during the transition between physical and behavioral
health, to best meet the needs of the beneficiary. The MCO and the HARP must work
together to transition the beneficiary.

.DELIVERY SYSTEMS

Contracts. Procurement and the subsequent final contracts developed to implement
selective contracting by the state with any provider group shall be subject to CMS approval
prior to implementation. Payments under contracts with public agencies, that are not
competitively bid in a process involving multiple bidders, shall not exceed the documented
costs incurred in furnishing covered services to eligible individuals (or a reasonable estimate
with an adjustment factor no greater than the annual change in the consumer price index).
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2. Managed Care Contracts. No FFP is available for activities covered under contracts and/or

modifications to existing contracts that are subject to 42 CFR 438 requirements prior to CMS
approval of model contract language. The state shall submit any supporting documentation
deemed necessary by CMS. The state must provide CMS with a minimum of 45 days to
review and approve changes. CMS reserves the right, as a corrective action, to withhold FFP
(either partial or full) for the demonstration, until the contract compliance requirement is met.

Managed Care Data Requirements. All managed care organizations shall maintain an
information system that collects, analyzes, integrates and reports data as set forth at 42 CFR
8438.242. This system shall include encounter data that can be reported in a standardized
format. Encounter data requirements shall include the following:

a. Encounter Data (Health Plan Responsibilities). The health plan must collect,
maintain, validate and submit data for services furnished to enrollees as stipulated by the
state in its contracts with the health plans.

b. Encounter Data (State Responsibilities). The state shall, in addition, develop
mechanisms for the collection, reporting, and analysis of these, as well as a process to
validate that each plan’s encounter data are timely, complete and accurate. The state will
take appropriate actions to identify and correct deficiencies identified in the collection of
encounter data. The state shall have contractual provisions in place to impose financial
penalties if accurate data are not submitted in a timely fashion. Additionally, the state
shall contract with its EQRO to validate encounter data through medical record review.

c. Encounter Data Validation Study for New Capitated Managed Care Plans. If the
state contracts with new managed care organizations, the state shall conduct a validation
study 18 months after the effective date of the contract to determine completeness and
accuracy of encounter data. The initial study shall include validation through a sample of
medical records of demonstration enrollees.

d. Submission of Encounter Data to CMS. The state shall submit encounter data to the
Medicaid Statistical Information System (MSIS) and when required T-MSIS
(Transformed MSIS) as is consistent with federal law and per STC 15 in Section I1l. The
state must assure that encounter data maintained at managed care organizations can be
linked with eligibility files maintained at the state.

Interpretation Services and Culturally Competent Care. The MCOs and other entities
acting on behalf of the state Medicaid agency (including, but not limited to enrollment
brokers) must have interpretation services and provide care that is consistent with the
individual’s culture. MCOs must conduct analyses to determine any gaps in access to these
services and will expand its workforce accordingly. The MCOs may also require the use of
remote video and voice technology when necessary.

Managed Care Benefit Packages. Individuals enrolled in managed care plans under the

demonstration must receive from the managed care program the benefits as identified in
Attachments A through D, respectively. As noted in plan readiness and contract
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requirements, the state must require that, for enrollees in receipt of LTSS, each MCO/PIHP
coordinate, as appropriate, needed state plan services that are excluded from the managed
care delivery system but available through a fee-for-service delivery system, and must also
assure coordination with services not included in the established benefit package. Plans will
be at risk for any Medicaid covered service that is currently delivered. BH HCBS in HARPs
and HIV SNPs will be non-risk for the initial years in accordance with STC 1 of section V.
If the MCO network is unable to provide necessary medical services covered under the
contract to a particular enrollee, the MCO will be required to cover these services out of
network for the enrollee. The costs of room and board may not be covered and cannot be
included when determining the MCO payment rates.

Managed Care Rates Transition for HARPs. While working towards a managed care
capitated rate for HARPs, the state may not proceed with implementation in a region until it
has approved HCBS fee for service rates for such region. The state must submit HARP
capitation rates to CMS for approval no later than December 31, 2017. Should the state not
have the ability to submit proposed rates, it must request a temporary extension to continue
using the most recently approved rates.

Managed Care Rate Transition for Skilled Nursing Facilities (SNF). For 2 years after a
county has transitioned from FFS to managed care for SNF services, plans will be required to
pay contracted nursing homes either the existing FFS rate or a negotiated rate which allows
the nursing home and the plan to engage in other financing arrangements. MLTCand
MMMC plans will be reimbursed with an actuarial sound rate in compliance with 42 CFR
438.6. The rate must be calculated to promote community integration by creating a blended
institutional/Home and Community Based Services (HCBS) rate structure. For calendar year
2016, the state shall submit an actuarial certification to CMS for approval that contains the
following modifications:

a. MLTC transition rates must be phased out.

b. An HCBS ‘rate cohort” for MMC plans must be included.

c. Documentation must be submitted identifying the unique and cumulative impact of the
various capitation rate withholds that are funding the funds.

d. Documentation must be submitted assessing gaps in rate-setting for MLTC plans that
necessitate funds to mitigate risks.

Behavioral Health Services Furnished by MMMCs, HIV SNPs, and HARPs. To the
extent that an MCO is not able to meet the requirements for the management of the specialty
behavioral health services, the MCO must contract with a managed care behavioral health
organization to manage those services for enrollees. If the MCO network is unable to
provide necessary medical services covered under the contract to a particular enrollee, the
MCO will be required to cover these services out of network for the enrollee. This includes
up to a two year period following the carve-in of behavioral health services into managed
care during which time the MCO will reimburse OMH ambulatory licensed and OASAS
certified providers the FFS fee schedule to ensure continuity of care. After 90 days, the MCO
may apply utilization review criteria to individuals under the care of non-participating
providers. Plans will be required to authorize services and reimburse providers whether the
behavioral health provider is contracted with the health plans or an out of network provider.
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If the health plan does not offer a HARP line of business, that plan’s HARP-eligible enrollees
will be offered a choice of plans with a HARP by the state’s enrollment broker. For SUD
services and the delivery system changes associated with the new demonstration services and
resulting state plan amendments including changes under the CMS Innovation Accelerator
Program (IAP), the state may require the MCOs through their contracts, as approved by
CMS, to adopt system-wide changes and rates, also approved by CMS, to ensure that the
innovations are adopted in a consistent manner statewide.

Independent Consumer Support Program. To support the beneficiary’s experience
receiving and applying to receive long term services and supports in a managed care
environment, the state shall create and maintain a permanent independent consumer support
program to assist beneficiaries in understanding the coverage model and in the resolution of
problems regarding services, coverage, access and rights.

a. Organizational Structure. The Independent Consumer Support Program shall operate
independently from any Partnership Plan MCO. Additionally, to the extent possible, the
program shall also operate independently of the state Medicaid agency.

b. Accessibility. The services of the Independent Consumer Support Program shall be
available to all Medicaid beneficiaries enrolled in Partnership Plan who are in need of
LTSS (institutional, residential and community based) and must be accessible through
multiple entryways (e.g., phone, internet, office) and also provide outreach in the same
manner as appropriate.

c. Functions. The Independent Consumer Support Program shall assist beneficiaries to
navigate and access covered LTSS, including the following activities:

i. offer beneficiaries support in the pre-enrollment state, such as unbiased health plan
choice counseling and general program-related information.

Ii. serve as an access point for complaints and concerns about health plan enroliment,
access to services and other related matters.

iii. help enrollees understand the fair hearing, grievance and appeal rights and processes
within the health plan and at the state level, and assist them through the process if
needed/requested.

iv. conduct trainings with Partnership Plan MCO and providers on community-based
resources and supports that can be linked with covered plan benefits.

d. Staffing. The Independent Consumer Support Program must employ individuals who are
knowledgeable about the state’s Medicaid programs; beneficiary protections and rights
under Medicaid managed care arrangements; and the health and service needs of persons
with complex needs, including those with a chronic condition, disability, and cognitive or
behavioral needs.
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10.

11.

12.

e. Data Collection and Reporting. The Independent Consumer Support Program shall track
the volume and nature of beneficiary contacts and the resolution of such contacts on a
schedule and manner determined by the state, but no less frequently than quarterly.

f. Geographic expansion of MLTC and LTSS in MMMC. In any geographic location
where the state is mandating MLTC or LTSS in MMMC, the state must have the
Independent Consumer Support Program in place at least 30 days prior to enrollment
procedures for that geographic location.

Revision of the State Quality Strategy. The state must update its comprehensive Quality
Strategy to reflect all managed care plans (MCO/PIHPS) operating under MMMC including
HIV SNPs, MLTC and HARP programs proposed through this demonstration and submit to
CMS for approval of the most recent amendment within 90 days of approval of the most
recent amendment. The state must obtain the input of recipients and other stakeholders in the
development of its revised comprehensive Quality Strategy and make the Strategy available
for public comment. The state must revise the strategy whenever significant changes are
made, including changes through this demonstration. Pursuant to STC 5 in Section IX, the
state must also provide CMS with annual reporting on the implementation and effectiveness
of the updated comprehensive quality strategy, as it impacts the demonstration. The CQS
must also address the following elements:

a. The state’s goals for improvement, identified through claims and encounter data, quality
metrics and expenditure data. The goals should align with the three part aim but should
be more specific in identifying specific pathways for the state to achieve these goals.

b. The specific quality metrics for measuring improvement in the goals. The metrics should
be aligned with the Medicaid and CHIP adult and child core measures, and should also
align with other existing Medicare and Medicaid federal measure sets where possible.

c. Metrics should be measured at the following levels of aggregation: the state Medicaid
agency, each managed care entity, and each direct health services provider. The state will
work with CMS to further define what types of metrics will be measured for direct
service providers.

d. The specific methodology for determining benchmark and target performance on these
metrics for each aggregated level identified above (state, plan and provider).

e. MLTSS essential elements as defined in the May 21, 2013 CMS Information Bulletin to
its MMMC quality reporting system (QARR).

f. The specific methodology for determining ongoing compliance with HCBS settings
qualities.

Required Components of the State Quality Strategy. The revised comprehensive Quality
Strategy shall meet all the requirements of 42 CFR 438 Subpart D. The quality strategy must
include components relating to managed long term services and supports. The Quality
strategy must address the following regarding the population utilizing long term services and
supports: level of care assessments, service planning, and health and welfare of enrollees.

Required Monitoring Activities by the State and/or EQRO. The state’s EQR process for
the mainstream managed care and MLTC plans shall meet all the requirements of 42 CFR
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13.

14.

438 Subpart E. In addition, the state, or its EQRO shall monitor and annually evaluate the
MCO/PIHPs performance on specific new requirements under mandatory enrollment of
individuals utilizing long term services and supports. The state shall provide an update of the
processes used to monitor the following activities as well as the outcomes of the monitoring
activities within the annual report in STC 5 in Section IX. The new requirements include,
but are not limited to the following:

a. MLTC Plan Eligibility Assessments. To ensure that approved instruments are being
used and applied appropriately and as necessary, and to ensure that individuals being
served with LTSS meet the MLTCplan eligibility requirements for plan enroliment. The
state will also monitor assessments conducted by the plan where individuals are deemed
ineligible for enrollment in an MLTC plan.

b. Service Plans. To ensure that MCOs/PIHPs are appropriately creating and implementing
service plans based on enrollee’s identified needs.

c. MCO/PIHP credentialing and/or verification policies. To ensure that LTSS services
are provided by qualified providers.

d. Health and welfare of enrollees. To ensure that the MCO/PIHP, on an ongoing basis,
identifies, addresses, and seeks to prevent instances of abuse, neglect and exploitation.

Access to Care, Network Adequacy and Coordination of Care Requirements for Long
Term Services and Supports (LTSS). The state shall set specific requirements for
MCO/PIHPs to follow regarding providers of LTSS, consistent with 42 CFR 438 Part D.
These requirements shall be outlined within each MCO/PIHP contract. These standards
should take into consideration individuals with special health care needs, out of network
requirements if a provider is not available within the specific access standard, ensuring
choice of provider with capacity to serve individuals, time/distance standards for providers
who do not travel to the individual’s home, and physical accessibility of covered services.
The MLTC or mainstream managed care plan is not permitted to set these standards.

Demonstrating Network Adequacy. Annually, each MCO/PIHP must provide adequate
assurances that it has sufficient capacity to serve the expected enrollment in its service area
and offers an adequate coverage of benefits as described in Attachment A and B for the
anticipated number of enrollees in the service area.

a. The state must verify these assurances by reviewing demographic, utilization and
enrollment data for enrollees in the demonstration as well as:

i. The number and types of providers available to provide covered services to the
demonstration population;

ii. The number of network providers accepting the new demonstration population; and

iii. The geographic location of providers and demonstration populations, as shown
through GeoAccess, similar software or other appropriate methods.
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b. The state must submit the documentation required in subparagraphs (i) — (iii) above to
CMS with each annual report.

c. Enrollees and their representatives must be provided with reference documents to
maintain information about available providers and services in their plans.

15. Advisory Committee as required in 42 CFR 438. The state must maintain for the
duration of the demonstration a managed care advisory group comprised of individuals and
interested parties appointed pursuant to state law by the Legislature and Governor. To the
extent possible, the state will attempt to appoint individuals qualified to speak on behalf of
seniors and persons with disabilities who are impacted by the demonstration’s use of
managed care, including individuals with developmental disabilities, regarding the impact
and effective implementation of these changes on individuals receiving LTSS.

16. Health Services to Native Americans Populations. The plan currently in place for patient
management and coordination of services for Medicaid-eligible Native Americans developed
in consultation with the Indian tribes and/or representatives from the Indian health programs
located in participating counties shall continue in force for this extension period.

VIl. DELIVERY SYSTEM REFORM PROGRAM DESCRIPTION AND
OBJECTIVES

1. Medicaid Redesign Team (MRT)
a. BACKGROUND

The purpose of this demonstration amendment is to describe a structure under which the federal
government will provide up to $8 billion in new federal funds for all Medicaid Redesign Team
(MRT) activities including delivery system reform in the waiver, managed care programming
and state plan amendment (SPA) activities. The purpose of one component of MRT, the
Delivery System Reform Incentive Payment (DSRIP) program, is to provide incentives for
Medicaid providers to create and sustain an integrated, high performing health care delivery
system that can effectively and efficiently meet the needs of Medicaid beneficiaries and low
income uninsured individuals in their local communities by improving care, improving health
and reducing costs. Up to $6.42 billion of the new MRT funding is available for DSRIP
payments to providers. An additional $500 million in temporary, time limited, funding is
available from an Interim Access Assurance Fund (IAAF) for payments to providers to protect
against degradation of current access to key health care services in the near term. And, up to
$1.08 billion in federal funding for non-DSRIP Medicaid Redesign purposes, with specific uses
of that funding still to be discussed and finalized.

Only initial funding of this structure is authorized in 2014; continued authority for operations and
funding must be authorized upon renewal of the overall Partnership Plan demonstration, and is
contingent on satisfactory initial implementation.

The DSRIP program is focused on the following goals: (1) safety net system transformation at
both the system and state level; (2) accountability for reducing avoidable hospital use and
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improvements in other health and public health measures at both the system and state level; and
(3) efforts to ensure sustainability of delivery system transformation through leveraging managed
care payment reform.

Safety Net System Transformation. The DSRIP funds provider incentive payments
to reward safety net providers when they undertake projects designed to transform
the systems of care that support Medicaid beneficiaries and low income uninsured by
addressing three key elements, which must be reflected in all DSRIP projects
proposed by safety net providers participating in DSRIP (referred to as “Performing
Provider Systems”’). DSRIP projects will be designed to meet and be responsive to
community needs while ensuring overall transformation objectives are met. As such,
all projects must include the following elements, whose core components and
associated outcome measures are further described in the DSRIP Strategies Menu and
Metrics (Attachment J):

A. Element 1: Appropriate Infrastructure. The DSRIP will further the evolution
of infrastructure and care processes to meet the needs of their communities in a
more appropriate, effective and responsive fashion to meet key functional goals.
This will include changes in the workforce. Infrastructure evolution must support
the broader goals of DSRIP, and key outcomes reflect the kinds of infrastructure
to be supported under DSRIP. Appropriate infrastructure should ensure access to
care, particularly to outpatient resources as well as effective care integration. In
support of linking settings, the transforming infrastructure should place more
emphasis on outpatient settings. Also, critical services such as care coordination
may need to be expanded to meet the broad needs of the population served.

Indicators related to this objective are included in the System Transformation Milestones
(Domain 2) described in more detail in DSRIP Strategies Menu and Metrics (Attachment
J). Because many of these indicators are difficult to benchmark, the state will be
accountable for ensuring that these indicators are moving overall in the right directions
across all systems as part of the statewide accountability described in STC 14 (f) of this
section.

B. Element 2: Integration across settings. The DSRIP will further the
transformation of patient care systems to create strong links between different
settings in which care is provided, including inpatient and outpatient settings,
institutional and community based settings, and importantly behavioral and
physical health providers. The goal will be to coordinate and provide care for
patients across the spectrum of settings in order to promote health and better
outcomes, particularly for populations at risk, while also managing total cost of
care. The DSRIP will fund projects that include new and expanded care
coordination programs, other evidence based, data driven interventions and
programs focused on key health and cost drivers and opportunities for providers
to share information and learn from each other.

Key outcomes to be measured are expected to reflect this ongoing transformation.
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Integration across settings will create alignments between providers. The DSRIP
will include restructuring payments to better reward providers for improved
outcomes and lower costs.

Indicators related to this objective are included in the Clinical Improvement
Milestones (Domain 3) described in more detail in DSRIP Strategies Menu and
Metrics (Attachment J). Each system will be accountable for these indicators, and
in addition, because the state should also work to support this goal, the state will
also be accountable for statewide performance on these outcomes as described in
STC 14(g) of this section.

. Element 3: Assuming responsibility for a defined population. The DSRIP
projects will be designed in ways that promote integrated systems assuming
responsibility for the overall health needs of a population of Medicaid
beneficiaries and low income uninsured people, not simply responding to the
patients that arrive at the doors of a hospital. The state will approve a defined
population for each DSRIP project based on geographic and member service
loyalty factors, as described in DSRIP Program Funding and Mechanics Protocol
(Attachment I). Safety net providers may propose to develop integrated systems
that target the individuals served by a set of aligned community-based providers,
or more ambitious systems to tackle accountability for an entire geographic
population. Patient and beneficiary engagement through tools including
community needs assessment and responsiveness to public health needs will be an
important element of all DSRIP projects.

Each indicator used to determine DSRIP awards should reflect a population,
rather than the patients enrolled in a particular intervention. In addition, DSRIP
performing provider systems will be required to report on progress on priorities
related to the Prevention Agenda as included in the Population-wide Strategy
Implementation Milestones (Domain 4) described in more detail in DSRIP
Strategies Menu and Metrics (Attachment J).

. Element 4: Procedures to reduce avoidable hospital use: guidepost for
statewide reform. New York has identified a statewide goal of reducing
avoidable hospital use and improving outcomes in other key health and public
health measures. Effectively reducing avoidable hospital use requires alignment
of outpatient and inpatient settings, requires systems that can take responsibility
for a population, and requires investments in key infrastructure--and so this is a
guidepost that can ensure that these transformations are aligned with our shared
goals of better health, and better care at lower cost.

Consistent with the fact that this is an integral guidepost to system transformation,
key improvement outcomes for avoidable hospital use and improvements in other
health and public health measures will be included for each project, and the state
will be held accountable for these measures as part of the statewide accountability
described in STC 14 (f) of this section.
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b.

E. Element5: State managed care contracting reforms to establish and promote
DSRIP objectives. The state must also ensure that its managed care payment
systems recognize, encourage and reward positive system transformation. To
fully accomplish DSRIP goals and ensure sustainability of the initiatives
supported by this demonstration, as a condition of receiving DSRIP project
funding, the state shall develop and execute payment arrangements and
accountability mechanisms with its managed care contractors. These payment
and accountability changes, described further in STC 39 of this section, must be
reflected in the state’s approved state plan and managed care contracts, and are
funded through the approved state plan (without separate DSRIP funding). These
changes are a condition for overall DSRIP project funding to be released.

This goal will also be monitored as part of the statewide accountability test
described in STC 14(f) of this section and will be tracked not at a DSRIP project
level, but at the state level. The state must ensure state payments to managed care
plans reflect and promote the establishment and continuation of integrated service
delivery systems and procedures to reduce avoidable hospital use and ensure
improvements in other health and public health measures.

State and Provider Accountability. Overall DSRIP project funding is available up
to the amounts specified in the special terms and conditions. Such funding is subject
to the Performing Provider System meeting ongoing milestones established pursuant
to this demonstration, and the state meeting overall state milestones as described in
the STCs and DSRIP Program Funding and Mechanics Protocol (Attachment I). In
addition, statewide achievement of performance goals and targets must be achieved
and maintained for full access to the funding level as specified in the STCs. Specific
reductions from statewide funds are taken from the state starting in Year 3 accordance
with STC 14 (h) of this section if these targets are not achieved.

Individual projects are awarded based on the merit of the proposal itself, its support
of the overall DSRIP goals, and the projected breadth and depth of the impact on
Medicaid beneficiaries. Public transparency, a process that allows for community
input, and independent expert evaluation are critical to the approval and funding
levels for each project.

It should be noted that federal funding for DSRIP activities is limited in any phase of
the demonstration period to the amounts set forth in this demonstration authority,
subject to all of the reductions based on milestones, even if the state expenditures
exceed the amount for which federal funding is available.

Interim Access Assurance Fund (IAAF). Temporary, time limited, funding is available

from an IAAF to protect against degradation of current access to key health care services

in the near term. The IAAF is available to provide supplemental payments that exceed
upper payment limits, DSH limitations, or state plan payments, to ensure that current

trusted and viable Medicaid safety net providers, according to criteria established by the
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state consistent with these STCs, can fully participate in the DSRIP, transformation
without unproductive disruption. The IAAF is authorized as a separate funding structure
from the DSRIP program to support the ultimate achievement of DSRIP goals. To the
extent available funds are not expended in this time-limited IAAF, they are available for
the DSRIP program itself. In addition, a separate fund is authorized to make DSRIP
project design grants to providers. The IAAF and the design grant funds are both part of
the overall DSRIP total funding.

Interim Access Assurance Fund. To protect against degradation of current access to
key health care services, limit unproductive disruption, and avoid gaps in the health
delivery system, New York is authorized to make payments for the financial support
of selected Medicaid providers.

A

Limit on FFP. New York may expend up to $500 million in FFP for Interim
Access Assurance payments for the period from the date of approval of the IAAF
expenditure authority until December 31, 2014. Contingent upon renewal of the
demonstration, the authority could be extended until March 31, 2015. To the
extent available funds are not expended in this time-limited IAAF, they are
available for the DSRIP program itself.

. Funding. The non-federal share of IAAF payments may be funded by state

general revenue funds and transfers from units of local government that are
compliant with section 1903(w) of the Act. Any IAAF payments must remain
with the provider receiving the payment to be used for health care related
purposes, and may not be transferred back to any unit of government, directly or
indirectly, or redirected for other purposes. The IAAF payments received by
providers cannot be used for the non-federal share of any expenditures claimed
under a federally-supported grant.

Interim Access Assurance Fund Requirements.

A

The state will make all decisions regarding the distribution of IAAF payments to
ensure that sufficient numbers and types of providers are available to Medicaid
beneficiaries in the geographic area to provide access to care for Medicaid and
uninsured individuals while the state embarks on its transformation path. The
IAAF payments shall be limited to providers that serve significant numbers of
Medicaid individuals, and that the state determines have financial hardship in the
form of financial losses or low margins. In determining the qualifications of a
safety net provider for this program and the level of funding to be made available,
the state will take into consideration both whether the funding is necessary (based
on current financial and other information on community need and services) to
provide access to Medicaid and uninsured individuals. The state will also seek to
ensure that IAAF payments supplement but do not replace other funding sources.

. Before issuing any payments to providers, the state must post on its Website a list

of qualifications that providers must meet to receive payments under this section,
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provide an opportunity for public comment for at least 14 days, and consider such
comments. On the day the proposed qualifications list is posted, the state must
provide to CMS the URL where the list can be found. The state must take the
public comments into account when qualifying providers and distributing funds
from this account.

Following the end of the public comment period in (ii), the state will initiate an
open application period of at least 14 days duration for providers to submit
applications.

If a provider otherwise meeting the qualifications of this section is also receiving
funds through the state’s vital access program, or any other supplemental payment
program for which the federal government provides matching funds, or Medicaid
disproportionate share hospital payments, the state must assure CMS of non-
duplication. As part of the reporting requirements described in (iii) below, the
state assures that the payment information for the IAAF will be maintained, as the
reporting information is subject to CMS audit. A provider may receive both
funding through this special fund and a planning grant as part of the DSRIP
program.

iii. Reporting.

A

Within 10 days of initiating payments under this section to a provider, the state
must submit a report to CMS that states the total amount of the payment or
payments, the amount of FFP that the state will claim, the source of the non-
Federal share of the payments, and documentation of the needs and purposes of
the funds to assure CMS of non-duplication. The state should document all other
Medicaid payments (e.g. base, supplemental, VAP, DSH) the provider receives to
demonstrate that existing payments are not sufficient to meet financial needs of
the providers.

In each quarterly progress report, the state will include a summary of all payments
under this section made during the preceding quarter, including all information
required in (A), and attach copies all reports submitted under (A) for payments
made during the quarter.

. When reporting payments under this section on the CMS-64, the state must

include in Form CMS-64 Narrative a table that lists all payments by date,
provider, and amount (broken down by source), and a reference to the quarterly
progress report(s) where the payments and all of their required supporting
documentation is presented.

IAAF payments. The IAAF payments are not direct reimbursement for expenditures
or payments for services. Payments from the IAAF are not considered patient care
revenue, and shall not be offset against disproportionate share hospital expenditures
or other Medicaid expenditures that are related to the cost of patient care (including
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C.

stepped down costs of administration of such care) as defined under these STCs,
and/or under the state plan.

Delivery System Reform Incentive Payment (DSRIP) Fund. The terms and conditions
in Section ¢ apply to the State’s exercise of Expenditure Authority 9: Expenditures
Related to the Delivery System Reform Incentive Payment (DSRIP) Fund. These
requirements are further elaborated by Attachment I, “NY DSRIP Program Funding and
Mechanics Protocol,” Attachment J “NY DSRIP Strategies Menu and Metrics,” and
Attachment K “DSRIP Operational Protocol.” For purposes of this section, the DSRIP
program will have its own demonstration years (DY) and any reference to DY isin
reference to the DSRIP portion of the Partnership Plan demonstration and not the entire
Partnership Plan demonstration. DSRIP funding for demonstration year DY 1 through
DY 5 is contingent on renewal of the demonstration no later than December 31, 2014 and
the revision of Attachments I, J and K based on the pre-implementation activities
described in this section.

As described further below, DSRIP funding is available to Performing Provider Systems
that consist of safety net providers whose project plans are approved and funded through
the process described in these STCs and who meet particular milestones described in their
approved DSRIP project plans. DSRIP project plans are based on the evidenced-based
projects specified in the DSRIP Strategies Menu and Metrics (Attachment J) and are
further developed by Performing Provider Systems to be directly responsive to the needs
and characteristics of the low-income communities that they serve and to achieve the
transformation objectives furthered by this demonstration.

2. Safety Net Definition: The definition of safety net provider for hospitals will be based on

the

environment in which the performing provider system operates. Below is the safety net

definition:

a.

A hospital must meet the following criteria to participate in a performing provider
system:

Must be either a public hospital, Critical Access Hospital or Sole Community
Hospital, or

Must pass two tests:

A. At least 35 percent of all patient volume in their outpatient lines of business must
be associated with Medicaid, uninsured and Dual Eligible individuals.

B. At least 30 percent of inpatient treatment must be associated with Medicaid,
uninsured and Dual Eligible individuals; or

Must serve at least 30 percent of all Medicaid, uninsured and Dual Eligible members
in the proposed county or multi-county community. The state will use Medicaid
claims and encounter data as well as other sources to verify this claim. The state
reserves the right to increase this percentage on a case by case basis so as to ensure
that the needs of each community’s Medicaid members are met.
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b. Non-hospital based providers, not participating as part of a state-designated health home,
must have at least 35 percent of all patient volume in their primary lines of business and
must be associated with Medicaid, uninsured and Dual Eligible individuals.

c. Vital Access Provider Exception: The state will consider exceptions to the safety net
definition on a case-by-case basis if it is deemed in the best interest of Medicaid
members. Any exceptions that are considered must be approved by CMS and must be
posted for public comment 30 days prior to application approval. Three allowed reasons
for granting an exception are:

i. A community will not be served without granting the exception because no other
eligible provider is willing or capable of serving the community.

ii.  Any hospital is uniquely qualified to serve based on services provided, financial
viability, relationships within the community, and/or clear track record of successin
reducing avoidable hospital use.

lii.  Any state-designated health home or group of health homes.

d. Non-qualifying providers can participate in Performing Providers Systems. However,
non-qualifying providers are eligible to receive DSRIP payments totaling no more than 5
percent of a project’s total valuation. CMS can approve payments above this amount if it
is deemed in the best interest of Medicaid members attributed to the Performing Provider
System.

3. Performing Provider Systems. The safety net providers that are funded to participate ina
DSRIP project are called “Performing Provider Systems.” Performing Provider Systems that
complete project milestones and measures as specified in Attachment J, “DSRIP Strategies
Menu and Metrics”, are the only entities that are eligible to receive DSRIP incentive
payments.

4. Two DSRIP Pools. Performing Provider Systems will be able to apply for funding from one
of two DSRIP pools: Public Hospital Transformation Fund and Safety Net Performance
Provider System Transformation Fund.

a. The Public Hospital Transformation Fund will be open to applicants led by a major
public hospital system. The public hospital systems allowed to participate in this pool
include:

i.  Health and Hospitals Corporation of New York City
ii.  State University of New York Medical Centers
iii.  Nassau University Medical Center
iv.  Westchester County Medical Center
v.  Erie County Medical Center
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b. The Safety Net Performance Provider System Transformation Fund would be available to

C.

all other DSRIP eligible providers.

Allocation of funds between the two pools will be determined after applications have
been submitted, based on the valuation of applications submitted to each pool. The
valuation framework is described in STC 9 of this section and will be further specified in
the Program Funding and Mechanics Protocol.

There is also a Performance Pool within the two DSRIP pools, as described in the
Program Funding and Mechanics Protocol (Attachment I).

5. Coalitions and Attributed Population. Major public general hospitals and other safety net
providers are strongly required to form coalitions that apply collectively as a single
Performing Provider System. Coalitions will be evaluated on performance on DSRIP
milestones collectively as a single Performing Provider System. Coalitions are subject to the
following conditions in addition to the requirements specified in the Program Funding and
Mechanics Protocol:

a.

Coalitions must designate a lead coalition provider who will be held responsible under
the DSRIP for ensuring that the coalition meets all requirements of Performing Provider
Systems, including reporting to the state and CMS.

Coalitions must establish a clear business relationship between the component providers,
including a joint budget and funding distribution plan that specifies in advance the
methodology for distributing funding to participating providers. The funding distribution
plan must comply with all applicable laws and regulations, including, but not limited to,
the following federal fraud and abuse authorities: the anti-kickback statute (sections
1128B(b)(1) and (2) of the Act); the physician self-referral prohibition (section 1903(s) of
the Act); the gainsharing civil monetary penalty (CMP) provisions (sections 1128A(b)(1)
and (2) of the Act); and the beneficiary inducement CMP (section 1128A(a)(5) of the
Act). CMS approval of a DSRIP plan does not alter the responsibility of Performing
Provider Systems to comply with all federal fraud and abuse requirements of the
Medicaid program.

Each Performing Providers System must, in the aggregate, identify a proposed population
for DSRIP. The proposed population will be aligned with the population attribution
methodology specified in the Program Funding and Mechanics Protocol. The attribution
methodology will assure non-duplication of members between DSRIP Performing
Providers Systems.

Each coalition must have a data agreement in place to share and manage data on system-
wide performance.

Objectives. Performing Provider Systems will design and implement projects that aim to

achieve each of the following objectives or sub-parts of objectives, which are elaborated
further in the DSRIP Strategies Menu and Metrics (Attachment J). To put in the context of
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the overall three objectives below, each performing provider system is responsible for project
activity that addresses the first two objectives, for a defined population as specified in the
third objective.

a.

The creation of appropriate infrastructure and care processes based on community need,
in order to promote efficiency of operations and support prevention and early
intervention.

The integration of settings through the cooperation of inpatient and outpatient,
institutional and community based providers, in coordinating and providing care for
patients across the spectrum of settings in order to promote health and better outcomes,
particularly for populations at risk, while managing total cost of care.

Population health management as described in the attribution section of the Program
Funding and Mechanics Protocol.

Project Milestones. Progress towards achieving the goals specified above will be assessed
by specific milestones for each project, which are measured by particular metrics that are
further defined in the DSRIP Strategies Menu and Metrics (Attachment J). These milestones
are organized into the following domains:

a.

Project progress milestones (Domain 1). Investments in technology, tools, and human
resources that will strengthen the ability of the Performing Provider Systems to serve
target populations and pursue DSRIP project goals. Performance in this domain is
measured by a common set of project progress milestones, which will include milestones
related to the monitoring of project spending and post-DSRIP sustainability. This
includes at least semi-annual reports on project progress specific to the performing
provider system’s DSRIP project and its Medicaid and uninsured patient population.

System transformation milestones (Domain 2). As described further in the Project Menu,
this includes outcomes that reflect the four subparts of the goal on system transformation,
including measures of inpatient/ outpatient balance, increased primary care/community-
based services utilization, and rates of global capitation, partial capitation and bundled
payment of providers by Medicaid managed care plans, and measures for patient
engagement.

Clinical improvement milestones (Domain 3): As described further in the Project Menu,
this domain includes metrics that reflect improved quality of care for Medicaid
beneficiaries; including the goal of reducing avoidable hospital use and improvements in
other health and public health measures. Payment for performance on these outcome
milestones will be based on an objective demonstration of improvement over a baseline,
using a valid, standardized method. Systems that are already high performers on these
metrics, with the exception of avoidable hospitalization metrics, before initiation of
projects must either explore alternative projects or align with lower performing providers
such that the system as a whole has adequate room for improvement (as defined in
DSRIP Program Funding and Mechanics Protocol (Attachment I).
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d. Population-wide Strategy Implementation Milestones (Domain 4). DSRIP Performing
Provider Systems will be responsible for reporting on progress on strategies they have
chosen related to the Prevention Agenda as identified in DSRIP Strategies Menu and
Metrics (Attachment J) for relevant populations as identified in DSRIP Program Funding
and Mechanics Protocol (Attachment I) and as approved in their project plan.

8. DSRIP Project Plan Performing Provider Systems must develop a DSRIP project plan
that is based on one or more of the projects specified in the DSRIP Strategies Menu and
Metrics (Attachment J) and complies with all requirements specified in the DSRIP
Program Funding and Mechanics Protocol. Performing Provider Systems should develop
DSRIP project plans, while leveraging community needs, including allowing community
engagement during planning, to sufficiently address the delivery system transformation
achievement that is expected from their projects. DSRIP project plans will be provided
in a structured format developed by the state and approved by CMS and must be tracked
by the state over the duration and close out of the program. DSRIP project plans must be
approved by the state and may be subject to additional review by CMS, DSRIP project
plans must include the following elements:

a. Rationale for Project Selection.

i.  Each DSRIP project plan must identify the target populations, program(s), and
specific milestones for the proposed project, which must be chosen from the options
described in the approved DSRIP Strategies Menu and Metrics.

ii.  Goals of the project plan should be aligned with each of the objectives as described in
STC 6 of this section.

iii.  Milestones should be organized as described above in STC 7 of this section reflecting
the three overall goals and subparts for each goal as necessary.

iv.  The project plan must describe the need being addressed and the starting point
(including baseline data consistent with the agreement between CMS and the state) of
the performing provider system related to the project. The starting point of the
project plan must be after April 1, 2015.

v.  Based on the starting point the performing provider system must describe its 5-year
expected outcome for each of the domains described in STC 7 of this section.
Supporting evidence for the potential for the interventions to achieve these changes
should be provided in support of this 5 year projection for achievement in the goals of
this DSRIP.

vi.  The DSRIP Project Plan shall include a description of the processes used by the
Performing Provider System to engage and reach out to stakeholders, including a plan
for ongoing engagement with the public, based on the process described in the
Operational Protocol (Attachment K).
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Vii.

viii.

Performing Provider Systems must demonstrate how the project will transform the
delivery system for the target population and do so in a manner that is aligned with
the central goals of DSRIP, and in a manner that will be sustainable after DY5. The
projects must implement new, or significantly enhance existing health care initiatives;
to this end, providers must identify the CMS and HHS funded delivery system reform
initiatives in which they currently participate or in which they have participated in the
previous five years, and explain how their proposed DSRIP activities are not
duplicative of activities that are already or have recently been funded.

The plan must include an approach to rapid cycle evaluation that informs the system
in a timely fashion of its progress, how that information will be consumed by the
system to drive transformation and who will be accountable for results, including the
organizational structure and process to oversee and manage this process. The plan
must also indicate how it will tie into the state’s requirement to report to CMS ona
rapid cycle basis.

The plan must contain a comprehensive workforce strategy. This strategy will
identify all workforce implications — including employment levels, wages and
benefits, and distribution of skills — and present a plan for how workers will be
trained and deployed to meet patient needs in the new delivery system. Applicants
will need to include workers and their representatives in the planning and
implementation of their workforce strategy.

b. Description of Project Activities.

Each project must feature strategies from all domains described in STC 7 of this
section and the DSRIP Strategies Menu and Metrics.

For each domain of a project, there must be at least one associated outcome metric
that must be reported in all years, years 1 through 5. The initially submitted DSRIP
project plan must include baseline data on all measures, should demonstrate the
ability to provide valid data and provide benchmarks for each measure. Baseline
measurements should be based on the most recently available baseline data, as agreed
to by CMS and the state.

c. Justification of Project Funding.

The DSRIP project plan shall include a detailed project specific budget as provided
for in DSRIP Program Funding and Mechanics Protocol (Attachment I) and a
description of the performing provider system or provider coalition’s overall
approach to valuing the project. Project valuations will be subject to a standardized
analysis by the state as described below and further specified in the Program Funding
and Mechanics Protocol.

DSRIP project plans shall include any information necessary to describe and detail
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mechanisms for the state to properly receive intergovernmental transfer payments (as
applicable and further described in the program funding and mechanics protocol).

9. Project Valuation. DSRIP payments are earned for meeting the performance milestones (as
specified in each approved DSRIP project plan). The value of funding for each milestone and
for DSRIP projects overall should be proportionate to and its potential benefit to the health
and health care of Medicaid beneficiaries and low income uninsured individuals, as further
explained in the Program Funding and Mechanics Protocol (Attachment I).

a. Maximum project valuation. As described further in the Program Funding and Mechanics

Protocol, a maximum valuation for each project on the project menu shall be calculated
based on the following valuation components as specified in the Program Funding and
Mechanics Protocol (Attachment 1).

Index score of transformation potential. The state will use a standardized index to
score each project on the project menu, based on its anticipated delivery system
transformation. This index will include factors of anticipated transformation, such as
potential for achieving the goals of DSRIP outlined in STC 6 of this section, expected
cost savings, potential to reduce preventable events, capacity of the project to directly
affect Medicaid and uninsured beneficiaries and robustness of evidence base. The
index scoring process is described in the DSRIP Program and Funding and Mechanics
Protocol and will be available for public comment in accordance with STC 10 of this
section.

Valuation benchmark. The project index score will be multiplied by a valuation
benchmark in combination with the components below for all DSRIP projects in order
to determine the maximum valuation for the project, as specified in the Program
Funding and Mechanics Protocol (Attachment I). The valuation benchmark should be
externally justified based on evidence for the value and scope of similar system
transformations and delivery system reforms, and may not be based on the total
statewide limit on DSRIP funding described in STC 14 of this section. By no later
than 15 days after the public comment period for initial DSRIP applications, the state
will establish a state-wide valuation benchmark based on its assessment of the cost of
similar delivery reforms. This value will be expressed in a per member per month
(PMPM) format and may not exceed $15 PMPM, calculated multiplying paragraphs
(iii)(B) and (C) below.

DSRIP Project Plan Application Score. Based on the Performing Provider System’s
application, each project plan will receive a score based on the following:

A. The fidelity to the project description, and likelihood of achieving improvement
by using that project.

B. Number of beneficiaries attributed to each performing provider’s project plan.

C. Number of DSRIP months that will be paid for under the DSRIP project plan.
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b.

Progress milestones and outcome milestones. A DSRIP project’s total valuation will be
distributed across the milestones described in the DSRIP project plan, according to the
specifications described in the Program Funding and Mechanics Protocol (Attachment ).
An increasing proportion of DSRIP funding will be allocated to performance on outcome
milestones each year, as described in DSRIP Program Funding and Mechanics Protocol
(Attachment I).

Performance based payments. Performing Provider Systems may not receive payment for
metrics achieved prior to the baseline period set by CMS and the State in accordance
with these STCs and the funding and mechanics protocol and achievement of all
milestones is subject to audit by CMS, the state, and the state’s independent assessor
described in STC 10 of this section. The state shall also monitor and report proper
execution of project valuations and funds distribution as part of the implementation
monitoring reporting required under STC 12 of this section. In addition to meeting
performance milestones, the state and performing providers must comply with the
financial and reporting requirements for DSRIP payments specified in STC 13 of this
section and any additional requirements specified in the Program Funding and Mechanics
Protocol (Attachment I).

10. Pre-implementation activities. In order to authorize DSRIP funding for DY 1 to 5, the state
must meet the following implementation milestones according to the timeline outlined in
these STCs and must successfully renew the demonstration according to the process outlined
in STC 8 in Section Il1. Failure to complete these requirements will result in a state penalty,
as described in paragraph (vi) below.

a.

b.

Project Design Grants. During calendar year 2014, the state may provide allotted
amounts to providers for DSRIP Design Grants from a designated Design Grant Fund.
These grants will enable providers to develop specific and comprehensive DSRIP Project
Plans. New York may expend up to $100 million in FFP for the grant payments from the
Design Grant Fund. Unspent funds will be carried over to DSRIP. DSRIP Project
Design Grant payments count against the total amounts allowed for DSRIP under the
demonstration.

Submitting a proposal for a DSRIP Project Design Grant. Providers and coalitions
must submit a DSRIP design proposal as an application for a design. The state will
review proposals and award design grants at any time during the pre-implementation
activities.

Use of Design Grant Funds. The providers and coalitions that receive DSRIP project
design grants must use their grant funds to prepare a DSRIP project plan to prepare
the provider’s application for a DSRIP award. Providers and coalitions that receive
DSRIP project design grants must submit a DSRIP application.

Public comment period. The state must engage the public and all affected stakeholders
(including community stakeholders, Medicaid beneficiaries, physician groups, hospitals,
and health plans) by publishing the development of the DSRIP Program Funding and
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Mechanics Protocol and DSRIP Strategies Menu and Metrics (Attachments | and J),
including all relevant background material, and providing a public comment period that
will be no less than 30 days that includes submission of comments through electronic
means as well as public meetings across the State.

c. Allowable changes to DSRIP protocols. The state must post the public comments
received and any technical modifications the state makes to the DSRIP Program Funding
and Mechanics Protocol and DSRIP Strategies Menu and Metrics (Attachments | and J).
Only changes to the protocol and menu that are related to the public comments will be
allowed and incorporated into final protocols for DY 1 to DY 5. The state will submit the
final protocols and menu and CMS will review and take action on the changes (ie.
approve, deny or request further information or modification) no later than 30 days after
the state’s submission.

d. Baseline data on DSRIP measures. The state must use existing data accumulated prior to
implementation to identify performance goals for performing providers. The state must
identify high performance levels for all anticipated measures in order to ensure that
providers select projects that can have the most meaningful impact on the Medicaid
population, and may not select projects for which they are already high performers, with
the exception of projects specifically focused on avoidable hospitalization.

e. Procurement of entities to assist in the administration and evaluation of DSRIP. The
state will identify independent entities with expertise in delivery system improvement,
including an independent assessor, an independent evaluator and any other an
administrative costs. The independent entities will work in cooperation with one another
to do the following:

i.  Independent Assessor: Conduct a transparent review of all proposed DSRIP project
plans and make project approval recommendations to the state.
ii.  Independent Evaluator: Assist with the continuous quality improvement activities.
iii.  Administrative Costs: Administrative costs the state incurs associated with the
management of DSRIP reports and other data.

A. The state must describe the functions of each independent entity and their
relationship with the state as part of its Operational Protocol (Attachment K)

B. The state may elect to require IGTs to be used to fund the non-federal share of the
administrative activities, as permitted under the state plan.

C. Spending on the independent entities and other administrative cost associated
within the DSRIP fund is classified as a state administrative activity of operating
the state plan as affected by this demonstration. The state must ensure that all
administrative costs for the independent entities are proper and efficient for the
administration of the DSRIP Fund.

f.  Submit evaluation plan. The state must submit an evaluation plan for DSRIP consistent
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with the requirements of STC 19 of this section no later than 120 days after award of the
DSRIP program and must identify an independent evaluator. The evaluation plan,
including the budget and adequacy of approach to meet the scale and rigor of the
requirements of STC 21 of this section, is subject to CMS approval.

g. Update comprehensive quality strategy. The state must update its comprehensive quality
strategy, defined in Section VI, to ensure the investment in DSRIP programs will
complement and be supported by the state’s managed care quality activities and other
quality improvements in the state, including the state’s Medicaid Redesign Team and
Health Homes initiatives.

h. DSRIP Operational Protocol. The state shall submit for CMS approval a draft
operational protocol for approving, overseeing, and evaluating DSRIP project grants no
later than 90 days after the award of the Demonstration. The protocol is subject to CMS
approval. The State shall provide the final protocol within 30 days of receipt of CMS
comments. If CMS finds that the final protocol adequately accommodates its comments,
then CMS will approve the final protocol within 30 days. This protocol will become an
appendix to Attachment K of these STCs.

i.  The Operational Protocol, including required baseline and ongoing data reporting,
independent assessor protocols, performing provider requirements, and
monitoring/evaluation criteria shall align with the CMS approved evaluation design
and the monitoring requirements in STC 34 of this section.

ii.  The state shall make the necessary arrangements to assure that the data needed from
the Performing Provider Systems, and data needed from other sources, are available
as required by the CMS approved monitoring protocol.

iii.  The Operational Protocol and reports shall be posted on the state Medicaid website
within 30 days of CMS approval.

i. CMS Oversight of Pre-implementation Activities. CMS reserves the right to provide
oversight over the state’s pre-implementation activities in order to document late
submissions and missed deliverables without notice of a delay from the state. Notice of
delay from of any deliverable must be received by CMS no less than 10 days before the
due date of the deliverable. As part of CMS’ review of the state’s deliverables, CMS will
assess completeness based on listed deliverable requirements in the STCs.

11. DSRIP proposal and project plan review. In accordance with the schedule outlined in these
STCs and the process described further in the Program Funding and Mechanics Protocol
(Attachment 1), the state and the assigned independent assessor must review and
approve DSRIP project plans in order to authorize DSRIP funding for DY 1, DY 2, and DY 3
and must conduct ongoing reviews of DSRIP project plans as part of a mid-point assessment
in order to authorize DSRIP funding for DY 4 and DY 5. The state is responsible for
conducting these reviews for compliance with approved protocols. CMS reserves the right to
review projects in which the state did not accept the finding of the independent assessor or
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other outlier projects, as specified in the Program Funding and Mechanics Protocol
(Attachment I).

a. Review tool. The state will develop a standardized review tool that the independent
assessor will use to review DSRIP project plans and ensure compliance with these STCs
and associated protocols. The review tool will be available for public comment for a 30
day period according to the timeframe specified in the Program Funding and Mechanics
Protocol (Attachment I). The review tool will define the relevant factors, assign weights
to each factor, and include a scoring for each factor. Each factor will address the
anticipated impact of the project on the Medicaid and uninsured populations consistent
with the overall purpose of the DSRIP program.

b. Role of the Independent assessor. An independent assessor will review project proposals
using the state’s review tool and consider anticipated project performance. The
independent assessor shall make recommendations to the state regarding approvals,
denials or recommended changes to project plans to make them approvable. This entity
(or another entity identified by the state) will also assist with the mid-point assessment
and any other ongoing reviews of DSRIP project plan.

c. Public comment. Project proposals will be public documents and subject to public
comment. The public will have no less than30 days from the date of project posting to
submit comments for specific project proposals, according to the process described in the
Operational Protocol (Attachment K). After the comment period for the projects closes, a
method for which the public can continue to comment must remain available, to obtain
feedback on the ongoing implementation of the projects. The state must periodically
compile comments received over the life of the demonstration and ensure that responses
to comments are provided and released for public view.

d. Mid-point assessment. During DY 3, the state’s independent assessor shall assess project
performance to determine whether DSRIP project plans merit continued funding and
provide recommendations to the state. If the state decides to discontinue specific
projects, the project funds may be made available for expanding successful project plans
in DY 4 and DY 5, as described in the Program Funding and Mechanics Protocol
(Attachment I).

12. Monitoring. With the assistance of the independent assessor, the state will be actively
involved in ongoing monitoring of DSRIP projects, including but not limited to the following
activities.

a. Review of milestone achievement. At least two times per year, Performing Provider
Systems seeking payment under the DSRIP program shall submit reports to the state
demonstrating progress on each of their projects as measured by project-specific
milestones and metrics achieved during the reporting period. The reports shall be
submitted using the standardized reporting form approved by the state and CMS. Based
on the reports, the state will calculate the incentive payments for the progress achieved
according to the approved DSRIP project plan. The Performing Provider System shall
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have available for review by New York or CMS, upon request, all supporting data and
back-up documentation. These reports will serve as the basis for authorizing incentive
payments to Performing Provider Systems for achievement of DSRIP milestones.

. Quarterly DSRIP Operational Protocol Report. The state shall provide quarterly updates
to CMS and the public on the operation of the DSRIP program. The reports shall provide
sufficient information for CMS to understand implementation progress of the
demonstration and whether there has been progress toward the goals of the
demonstration. The reports will document key operational and other challenges, to what
they attribute the challenges and how the challenges are being addressed, as well as key
achievements and to what conditions and efforts they attribute the successes.

Learning collaboratives. With funding available through this demonstration, the state will
support regular learning collaboratives regionally and at the state level, which will be a
required activity for all Performing Provider Systems, and may be organized either
geographically, by the goals of the DSRIP, or by the specific DSRIP projects as described
in the DSRIP Strategies Menu and Metrics (Attachment J). Learning collaboratives are
forums for Performing Provider Systems to share best practices and get assistance with
implementing their DSRIP projects. Learning collaboratives should primarily be focused
on learning (through exchange of ideas at the front lines) rather than teaching (i.e. large
conferences), but the state should organize at least one face-to-face statewide
collaborative meeting a year. Learning collaboratives should be supported by a web site
to help providers share ideas and simple data over time (which should not need to be
developed from scratch). In addition, the collaboratives should be supported by
individuals (regional “innovator agents”) with training in quality improvement who can
travel from site to site in the network to rapidly answer practical questions about
implementation and harvest good ideas and practices that they systematically spread to
others.

. Rapid cycle evaluation. In addition to the comprehensive evaluation of DSRIP described
in STC 22 of this section, the state will be responsible for compiling data on DSRIP
performance after each milestone reporting period and summarizing DSRIP performance
to-date for CMS in its quarterly reports. Summaries of DSRIP performance must also be
made available to the public on the state’s website along with a mechanism for the public
to provide comments.

Additional progress milestones for at risk projects. Based on the information contained in
the Performing Provider System’s semiannual report or other monitoring and evaluation
information collected, the state or CMS may identify particular projects as being “atrisk”
of not successfully completing its DSRIP project in a manner that will result in
meaningful delivery system transformation. The state or CMS may require these projects
to meet additional progress milestones in order to receive DSRIP funding in a subsequent
semi-annual reporting period. Projects that remain “at risk” are likely to be discontinued
at the midpoint assessment, described in STC 11 of this section.

Annual discussion and site visits. In addition to regular monitoring calls, the State shall
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on an annual basis present to and participate in a discussion with CMS on implementation
progress of the demonstration including progress toward the goals, and key challenges,
achievements and lessons learned. The state, the independent assessor, and CMS will
conduct annual site visits of a subset of Performing Providers to ensure continued
compliance with DSRIP requirements.

g. Application, review, oversight, and monitoring database. The state will ensure that there
is a well maintained and structured database, containing as data elements all parts and
aspects of Performing Provider Systems’ DSRIP project plans including the elements
discussed in paragraph 8; independent assessor, state, and CMS review comments and
scores; project planning, process, improvement, outcome, and population health
milestones, with indicators of their required timing, incentive payment valuation, and
whether or not they were achieved; and any other data elements required for the oversight
of DSRIP. Along with the database, the state will develop software applications that will
support:

i.  Electronic submission of project plans by Performing Provider Systems;
ii.  Public comment on project plans;

iii.  Review of project plans by the independent assessor, state, and other independent
participants in project plan review and scoring;

iv.  Electronic submission by Performing Provider Systems of their performance data;

v.  Generation of reports, containing (at a minimum) the elements in STC 36 of this
section, that can be submitted to CMS to document and support amounts claimed for
DSRIP payments on the CMS-64;

vi.  Summaries of DSRIP project plans submissions, scoring, approval/denial, milestone
achievement, and payments that can be accessed by the public;

vii.  Database queries, and export all or a portion of the data to Excel, SAS, or other
software platforms; and

viii. ~ On-line access rights for CMS.
13. Financial Requirements applying to DSRIP payments generally.

a. The non-Federal share of Fund payments to providers may be funded by state general
revenue funds, and transfers from units of local government consistent with federal law.
Any DSRIP payment must remain with the provider specified in the DSRIP project plan,
and may not be transferred back to any unit of government, including public hospitals,
either directly or indirectly. In the case of coalitions that are performing DSRIP projects
collectively, the DSRIP funding will flow to the participating providers and/or the
coalition coordinating entity according to the methodology specified in the DSRIP
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project plan but may not be transferred between coalition providers.

b. The state must inform CMS of the funding of all DSRIP payments to providers through a
quarterly payment report to be submitted to CMS within 60 days after the end of each
quarter, as required under STC 36 of this section. This report must identify the funding
sources associated with each type of payment received by each provider. This report
must identify and fully disclose all the underlying primary and secondary funding sources
of the non-Federal share (including health care related taxes, intergovernmental transfers,
general revenue appropriations, and any other mechanism) for each type of payment
received by each provider.

c. The state will ensure that any lack of adequate funds from local sources will not result in
lowering the amount, duration, scope or quality of Medicaid services available under the
state plan or this demonstration. The preceding sentence is not intended to preclude the
state from modifying the Medicaid benefit through the state plan amendment process.

d. The state may not claim FFP for DSRIP Payments until both the state and CMS have
concluded that the performing providers have met the performance indicated for each
payment. Performing providers’ reports must contain sufficient data and documentation
to allow the state and CMS to determine if the performing provider has fully met the
specified metric, and performing providers must have available for review by the state or
CMS, upon request, all supporting data and back-up documentation. FFP will be
available only for payments related to activities listed in an approved DSRIP project plan.

e. Each quarter the State makes DSRIP Payments or IAAF payments and claims FFP,
appropriate supporting documentation will be made available for CMS to determine the
appropriate amount of the payments. Supporting documentation may include, but is not
limited to, summary electronic records containing all relevant data fields such as Payee,
Program Name, Program ID, Amount, Payment Date, Liability Date, Warrant/Check
Number, and Fund Source. Documentation regarding the Funds revenue source for
payments will also identify all other funds transferred to such fund making the payment.
This documentation should be used to support claims made for FFP for DSRIP Payments
that are made on the CMS-64.9 Waiver forms.

f. DSRIP Payments are not direct reimbursement for expenditures or payments for services.
Payments from the DSRIP Fund are intended to support and reward performing providers
for improvements in their delivery systems that support the simultaneous pursuit of
improving the experience of care, improving the health of populations, and reducing per
capita costs of health care. Payments from the DSRIP Fund are not considered patient
care revenue, and shall not be offset against disproportionate share hospital expenditures
or other Medicaid expenditures that are related to the cost of patient care (including
stepped down costs of administration of such care) as defined under these Special Terms
and Conditions, and/or under the State Plan.

14. Limits on Federal Financial Participation.
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a. Use of FFP. The state will receive up to a total of $8 billion FFP to support MRT

activities: $6.92 billion for DSRIP, $500 million of which will be for the IAAF, and the
remaining amount to be allocated by the state for remaining MRT activities (with no
more than $1.08 billion for such other activities).

. MRT Cap. The State can claim FFP for MRT expenditures in each DSRIP Year up to the
limits shown in the table below. Each DSRIP Project Plan must specify the DSRIP Year
to which each milestone pertains; all incentive payments associated with meeting the
milestone must count against the annual limit for the DSRIP Year identified. The state or
its contractor shall monitor and report proper execution of project valuations and funds
distribution as part of the implementation monitoring and reporting required under STC
35 of this section.

One-year DSRIP funding carry-over. If a performing provider system does not fully
achieve a metric in Domains 2, 3 or 4 that was specified in its approved DSRIP project
plan for completion in a particular DSRIP year, the performing provider system must
report on the missed metrics in the given DSRIP year. Performing Provider Systems that
do not meet annual milestones for a given metric will not be eligible to receive incentive
payments for the missed metrics in that given DSRIP year. Any funding that would have
been allocated to the performing provider system during that DSRIP year will be placed
in the performance pool fund to be redistributed to Performing Provider Systems that
have exceeded their set performance benchmarks for that DSRIP year. When a
performing provider system does not meet its DSRIP year performance metrics, the
missed metrics milestone will be recalibrated based on the procedures in DSRIP Program
Funding and Mechanics Protocol (Attachment I) for the next DSRIP year and the
performing provider system will be eligible to receive payments from the DSRIP
payment pool for that next year if it reaches the recalibrated milestone in that next DSRIP

year.

d. Fund Allocations According to MRT Demonstration Year

(Federal Financial Participation in Millions)

Year-
0

Year-1

Year-2

Year-3

Year-4

Year-5

Total

Sources of Funding

Public Hospital IGT
Transfers (Supports
DSRIP IGT Funding
for Public Performing
Provider
Transformation Fund,
Safety Net
Performance Provider
System
Transformation Fund,

$512.0

$878.1

$933.0

$1,481.8

$1,317.1

$878.1

$6,000.0
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DSRIP, State Plan
and Managed Care
Services)

State Appropriated
Funds

$188.0

$345.4

$476.6

$467.8

$343.5

$178.7

$2,000.0

Total Sources of
Funding

$700.0 $1,223.5 $1,409.5 $1,949.6 $1,660.6 $1,056.8 $8,000.0

Uses of Funding

DSRIP

Expenditures $620.0 | $1,007.8 | $1,070.7 | $1,700.6 | $1,511.6 | $1,007.8 | $6,918.5
Interim Access

Assurance Fund $500.0 $0.0 $0.0 $0.0 $0.0 $0.0 $500.0
(IAAF)

Planning Payments | $70.0 $0.0 $0.0 $0.0 $0.0 $0.0 $70.0

Performance

Payments $0.0 $957.8 | $1,020.7 | $1,650.6 | $1,461.6 | $957.8 | $6,048.5
Administration $50.0 $50.0 $50.0 $50.0 $50.0 $50.0 $300.0
Health Homes $30.0 $66.7 $43.9 $0.0 $0.0 $0.0 $190.6
MC Programming $0.0 $149.0 $294.9 $249.0 $149.0 $49.0 $890.9
Health Workforce

MLTC Strategy $0.0 $49.0 $49.0 $49.0 $49.0 $49.0 $245.0
HCBS Services $0.0 $100.0 $245.9 $200.0 $100.0 $0.0 $645.9
lgzﬂilrfgses of $700.0 | $1,223.5 | $1,409.5 | $1,949.6 | $1,660.6 | $1,056.8 | $8,000.0

*Includes costs associated with State based planning in Year-O0.
*New York State may spend up to 5% of annual costs on Administration.

e. Notwithstanding the limits in STC 1.a and 14.a, to the extent that the state elects to limit
supplemental payments to an institutional provider class otherwise authorized under its
state plan in any state fiscal year during which the DSRIP demonstration is in effect, an
amount equal to the federal share of the amount not paid to such providers, up to $600
million may be added to the overall MRT and DSRIP limits on federal funding. This
election will be available only to the extent that the state does not increase the authorized
levels of such supplemental payments, or initiate new supplemental payments, during the
authorized demonstration period. The state must develop and use a tracking spreadsheet
(following a format approved by CMS) to ensure that the amounts of the DSRIP increase
do not exceed the amount of authorized but unpaid supplemental payments.

f. Statewide accountability. Beginning in DSRIP Year 3, the limits on DSHP funding and
on total DSRIP payments described in paragraph (a) above may be reduced based on
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statewide performance, according to the process described in the Program Funding and
Mechanics Protocol.

g. Statewide performance will be assessed on a pass or fail basis, for a set of 4 milestones.

Statewide performance on universal set of delivery system improvement metrics (as
defined in Attachment J). Metrics for delivery system reform will be determined ata
statewide level. Each metric will be calculated to reflect the performance of the
entire state. Each of these statewide metrics will be assigned a direction for
improving and worsening. This milestone will be considered passed in any given
year if more metrics in these domains are improving on a statewide level than are
worsening, as compared to the prior year as well as compared to initial baseline
performance.

A composite measure of success of projects statewide on project-specific and
population wide quality metrics. This test is intended to reflect the success of every
project in achieving the goals that have been assigned to each project, including pay
for reporting for certain outcome measures as specified in DSRIP Strategies Menu
and Metrics (Attachment J). As described in DSRIP Program Funding and
Mechanics Protocol (Attachment 1), each metric that determines project level
incentive payments for each project will be determined at the project level to be
meeting the improvement standards. This statewide milestone will be considered
passed in any given year if the number of metrics for each project that trigger award
as the improvement standards in DSRIP Program Funding and Mechanics Protocol
(Attachment 1) are greater than the number of metrics for each project that fail to
trigger an award as per the improvement standard in DSRIP Program Funding and
Mechanics Protocol (Attachment I).

Growth in statewide total Medicaid spending, including MRT spending, that is at or
below the target trend rate (Measure applies in DY4 and DY5). The per member per
month (PMPM) amounts will be adjusted to exclude growth in federal funding
associated with the Affordable Care Act. The state will not be penalized if it uses
these higher FMAP rates generated by the Affordable Care Act to reinvest in its
Medicaid program.

Growth in statewide total inpatient and emergency room spending that is at or below
the target trend rate (Measure applies in DY 3, DY 4 and DY 5).

Both of the above measures will be measured on a PMPM basis in the most recent
state fiscal year from the state fiscal year that immediately precedes it, with
applicable spending including both federal and non-federal shares combined. Per
member per month spending in each measure is determined by dividing statewide
total spending by the number of person-months of Medicaid eligibility in the state for
the state fiscal year. The most recent state fiscal year is the last state fiscal year
ending prior to the start of the DSRIP Year. For total Medicaid spending, the target
trend rate is the ten-year average rate for the long-term medical component of the
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Consumer Price Index (as used to determine the state's Medicaid Global Spending
Cap for that year), for DYs 4 and 5 only. For inpatient and emergency room spending
the target trend rate is the ten-year average rate for the long-term medical component
of the Consumer Price Index (as used to determine the state's Medicaid Global
Spending Cap for that year) minus 1 percentage points for DY 3 and 2 percentage
points for DYs 4 and 5.

Implementation of the managed care plan, including targets agreed upon by CMS and
the state after receipt of the managed care contracting plan in STC 39 of this section
related to reimbursement of plans and providers consistent with DSRIP objectives
and measures. These targets will include one associated with the degree to which
plans move away from traditional fee for service payments to payment approaches
rewarding value.

h. The state must pass all four milestones to avoid DSRIP reductions. If the state fails on

any of the 4 milestones, the amount of the potential reduction is set as follows:

The state must pass 50 percent of the inpatient/emergency room spending reduction goals
to avoid DSHP penalties. This will be the sole test for any DSHP penalty. The amount of
the potential reduction is set as follows:

DSRIP Year 3

DSRIP Year 4

DSRIP Year 5

DSHP Penalty

$23.39 million (5
percent)

$34.35 million (10
percent)

$35.74 million (20
percent)

DSRIP Penalty

$74.09 million (5
percent)

$131.71 million (10
percent)

$175.62 million (20
percent)

If DSRIP and DSHP penalties are applied, the state reduce funds in an equal distribution

of projects, and will not affect the high performance fund.

15. Designated State Health Programs (DSHP). The state may claim FFP for certain DSHP

expenditures, following procedures and subject to limits as described below.

a. Limit on FFP for DSHP. The amount of FFP that the state may receive for DSHP may
not exceed the limit described below. If upon review, the amount of FFP received by the
state is found to have exceeded the applicable limit, the excess must be returned to CMS
as a negative adjustment to claimed expenditures on the CMS-64.

$ millions
YearO | Yearl Year 2 Year 3 Year 4 Year 5 Total
188.0 345.4 476.6 467.8 343.5 178.7 2,000

The FFP limit for 2014 is the lowest of the following amounts:

i.$188 million,
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ii.  The combined non-Federal share of IAAF Payments, DSRIP Project Design Grant
payments and DSRIP administrative costs in 2014, and

iii.  The federal share of total matchable DSHP expenditures in 2014 as outlined below.
b. DSHP List 1. The state may claim FFP in support of DSRIP for List 1 DSHP
expenditures made after March 31, 2014. The state may not claim FFP until after the
date on which CMS has approved a DSHP Claiming Protocol for the specific DSHP.
I.  Health Care Reform Act programs
A. AIDS Drug Assistance
B. Tobacco Use Prevention and Control
C. Health Workforce Retraining
ii.  State Office on Aging programs
A. Community Services for the Elderly
B. Expanded In-Home Services to the Elderly

iii.  Office of Children and Family Services: Committees on Special Education direct care
programs

iv.  State Department of Health, Early Intervention Program Services
c. DSHP List 2. The state may claim FFP in support of DSRIP for List 2 DSHP
expenditures made after December 31, 2014. The state may not claim FFP until after the

date on which CMS has approved a DSHP Claiming Protocol for the specific DSHP

i. Homeless Health Services

i.  Childhood Lead Poisoning Primary Prevention
iii.  Healthy Neighborhoods Program
iv.  Cancer Services Programs
v.  Obesity and Diabetes Programs
vi.  TB Treatment, Detection and Prevention
vii.  TB Directly Observed Therapy
viii.  General Public Health Work

iXx.  Newborn Screening Programs
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d. DSHP List 3. The state may claim FFP in support of DSRIP for List 3 DSHP
expenditures not used for DD Transformation. The state may not claim FFP until after
the date on which CMS has approved a DSHP Claiming Protocol for the specific DSHP

i.  Office of Mental Health

Licensed Outpatient Programs
Care Management

Emergency Programs
Rehabilitation Services
Residential (Non-Treatment)
Community Support Programs

mTmoow>

ii.  Office for People with Developmental Disabilities

Day Training

Family Support Services
Jervis Clinic

Intermediate Care Facilities
HCBS Residential
Supported Work (SEMP)
Day Habilitation

Service Coordination/Plan of Care Support
Pre-vocational Services

J. Waiver Respite

K. Clinics - Article 16

~IETMOUO®m)

iii.  Office of Alcoholism and Substance Abuse Services

A. Outpatient and Methadone Programs
B. Prevention and Program Support Services

e. DSHP Claiming Protocol. The state will develop a CMS-approved DSHP claiming
protocol with which the state will be required to comply in order to draw down DSHP
funds for DSRIP. State expenditures for the DSHP listed above must be documented in
accordance with the protocols. The state is not eligible to receive FFP until an applicable
protocol is approved by CMS. Once approved by CMS, the protocol becomes
Attachment L of these STCs, and thereafter may be changed or updated with CMS
approval. Changes and updates are to be applied prospectively. For each DSHP, the
protocol must contain the following information:

i.  The sources of non-federal share revenue, full expenditures and rates.
ii.  Program performance measures, baseline performance measure values, and

improvement goals. (CMS may, at its option, approve the DSHP Claiming Protocol
for a DSHP without this feature.)
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iii.  Procedures to ensure that FFP is not provided for any of the following types of
expenditures:

Grant funding to test new models of care
Construction costs (bricks and mortar)
Room and board expenditures
Animal shelters and vaccines
School based programs for children
Unspecified projects
Debt relief and restructuring
Costs to close facilities
HIT/HIE expenditures
Services provided to undocumented individuals
Sheltered workshops
Research expenditures
. Rent and utility subsidies normally funded by the United State Department of
Housing and Urban Development
Prisons, correctional facilities, and services provided to individuals who are
civilly committed and unable to leave
Revolving capital fund
Expenditures made to meet a maintenance of effort requirement for any federal
grant program
Administrative costs
Cost of services for which payment was made by Medicaid or CHIP (including
from managed care plans)
Cost of services for which payment was made by Medicare or Medicare
Advantage
T. Funds from other federal grants
U. Needle-exchange programs

SrA="IomMmoom
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f. DSHP Claiming Process.

i.  Documentation of each designated state health program’s expenditures, as specified
in the DSHP Protocol, must be clearly outlined in the state's supporting work papers
and be made available to CMS.

ii.  Inorder to assure CMS that Medicaid funds are used for allowable expenditures, the
state will be required to document through an Accounting and VVoucher system its
request for DSHP payments. The vouchers will be detailed in the services being
requested for payment by the state and will be attached to DSHP support.

iii.  Federal funds must be claimed within two years following the calendar quarter in
which the state disburses expenditures for the DSHP.

iv.  Federal funds are not available expenditures disbursed before April 1, 2014, or for

59



16.

17.

18.

services rendered prior to April 1, 2014.

v.  Federal funds are not available for expenditures disbursed after December 31, 2014,
or for services rendered after December 31, 2014.

vi.  Sources of non-federal funding must be compliant with section 1903(w) of the Act
and applicable regulations. To the extent that federal funds from any federal programs
are received for the DSHP listed above, they shall not be used as a source of non-
federal share.

vii.  The administrative costs associated with the DSHP listed above, and any others
subsequently added by amendment to the demonstration, shall not be included in any
way as demonstration and/or other Medicaid expenditures.

viii.  Any changes to the DSHP listed above shall be considered an amendment to the
demonstration and processed in accordance with STC 7 in Section IlI.

g. Reporting DSHP Payments. The state will report all expenditures for DSHP payments
to the programs listed above on the forms CMS-64.9 Waiver and/or 64.9P Waiver under
the waiver name “DSRIP DSHP” (if in support of DSRIP) or “IAAF DSHP” (ifin
support of Interim Access Assurance Fund payments) as well as on the appropriate forms
CMS-64.91 and CMS-64PI.

Budget Neutrality Review. In conjunction with any demonstration renewal beyond
December 31, 2014, CMS reserves the right to modify the budget neutrality agreement
consistent with budget neutrality policy.

Improved Management Controls. The state and CMS agree that, in conjunction with any
Partnership Plan demonstration renewal beyond December 31, 2014, the state will undertake
additional activities and steps to strengthen internal controls, compliance with federal and
state Medicaid requirements and financial reporting to ensure proper claiming of federal
match for the Medicaid program, and to self-identify and initiate timely corrective action on
problems and issues. To support the development of these additional special terms and
conditions, the state will provide a report to CMS by October 1, 2014, outlining its
assessment of current strengths and weaknesses of the state’s system of internal and financial
management controls (taking into account any audit findings from federal or state oversight
agencies including the HHS Office of Inspector General, the state Office of Inspector
General, and CMYS); the steps the state proposes to take to strengthen compliance,
documentation and transparency; and the expected path for resolution of any outstanding
deferrals or disallowances initiated by CMS as of the date of this amendment.

DSRIP Transparency. During the 30 day public comment period for the DSRIP Program
Funding and Mechanics protocol (Attachment 1), DSRIP Strategies Menu and Metrics
(Attachment J), the state must have conducted at least two public hearings regarding the
state's DSRIP amendment approval. The state must utilize teleconferencing or web
capabilities for at least one of the public hearings to ensure statewide accessibility. The two
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19.

20.

21.

public hearings must be held on separate dates and in separate locations, and must afford the
public an opportunity to provide comments. Once the state develops its standardized review
tool the independent assessor will use for the DSRIP project plans, the tool must also be
posted for public comment for 30 days.

a. Administrative Record. CMS will maintain, and publish on its public Web site, an
administrative record that may include, but is not limited to the following:

i.  The demonstration application from the state.
ii.  Written public comments sent to the CMS and any CMS responses.

iii.  Ifan application is approved, the final special terms and conditions, waivers,
expenditure authorities, and award letter sent to the state.

iv. Ifanapplication is denied, the disapproval letter sent to the state.

v.  The state acceptance letter, as applicable.

vi.  Specific requirements related to the approved and agreed upon terms and conditions,
such as implementation reviews, evaluation design, quarterly progress reports, annual
reports, and interim and/or final evaluation reports.

vii.  Notice of the demonstration’s suspension or termination, if applicable.

b. CMS will provide sufficient documentation to address substantive issues relating to the
approval documentation that should comprehensively set forth the basis, purpose, and
conditions for the approved demonstration.

Submission of Draft Evaluation Design. The state shall submit a draft DSRIP evaluation
design to CMS no later than 120 days after the award of the demonstration, including, but not
limited to data that the state proposes to be used to evaluate DSRIP. The state must employ
aggressive state-level standards that align with its managed care evaluation approach.

Submission of Final Evaluation Design. The state shall provide the Final Evaluation
Design within 30 days of receipt of CMS comments of the Draft Evaluation Design. If CMS
finds that the Final Evaluation Design adequately accommodates its comments, then CMS
will approve the Final Evaluation Design and the final evaluation plan will be included as
Attachment M of these STCs.

Evaluation Requirements. The state shall engage the public in the development of its
evaluation design. The evaluation design shall incorporate an interim and summative
evaluation and will discuss the following requirements as they pertain to each:

a. The scientific rigor of the analysis;

b. A discussion of the goals, objectives and specific hypotheses that are to be tested,;

c. Specific performance and outcomes measures used to evaluate the demonstration’s
impact;

d. How the analysis will support a determination of cost effectiveness;

e. Data strategy including sources of data, sampling methodology, and how data will be
obtained;

f.  The unique contributions and interactions of other initiatives; and
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g. How the evaluation and reporting will develop and be maintained.

The demonstration evaluation will meet the prevailing standards of scientific and academic
rigor, as appropriate and feasible for each aspect of the evaluation, including standards for
the evaluation design, conduct, and interpretation and reporting of findings. The
demonstration evaluation will use the best available data; use controls and adjustments for
and reporting of the limitations of data and their effects on results; and discuss the
generalizability of results.

The state shall acquire an independent entity to conduct the evaluation. The evaluation
design shall discuss the state’s process for obtaining an independent entity to conduct the
evaluation, including a description of the qualifications the entity must possess, how the state
will assure no conflict of interest, and a budget for evaluation activities.

22. Evaluation Design. The Evaluation Design shall include the following core components
to be approved by CMS:

a. Research questions and hypotheses: This includes a statement of the specific research
questions and testable hypotheses that address the goals of the demonstration,
including:

I. safety net system transformation at both the system and state level,
ii. accountability for reducing avoidable hospital use and improvements in other
health an public health measures at both the system and state level and
iii. efforts to ensure sustainability of transformation of/in the managed care
environment at the state level.

The research questions will be examined using appropriate comparison groups and
studied in a time series.

b. The design will include a description of the quantitative and qualitative study design
(e.g., cohort, controlled before-and-after studies, interrupted time series, case-control,
etc.), including a rationale for the design selected. The discussion will include a
proposed baseline and approach to comparison. The discussion will include approach
to benchmarking, and should consider applicability of national and state standards.
The application of sensitivity analyses as appropriate shall be considered.

c. Performance Measures: This includes identification, for each hypothesis, of
quantitative and/or qualitative process and/or outcome measures that adequately
assess the effectiveness of the Demonstration in terms of cost of services and total
costs of care, change in delivery of care from inpatient to outpatient, quality
improvement, and transformation of incentive arrangements under managed care.
Nationally recognized measures should be used where appropriate. Measures will be
clearly stated and described, with the numerator and dominator clearly defined. To
the extent possible, the state will incorporate comparisons to national data and/or
measure sets. A broad set of metrics will be selected. To the extent possible, metrics
will be pulled from nationally recognized metrics such as from the National Quality
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Forum, Center for Medicare and Medicaid Innovation, meaningful use under HIT,
and the Medicaid Core Adult sets, for which there is sufficient experience and
baseline population data to make the metrics a meaningful evaluation of the New
York Medicaid system.

d. Data Collection: This discussion shall include: A description of the data sources; the
frequency and timing of data collection; and the method of data collection. The
following shall be considered and included as appropriate:

I. Medicaid encounter and claims data in TMSIS,
ii. Enrollment data,
iii. EHR data, where available
iv. Semiannual financial and other reporting data
v. Managed care contracting data
vi. Consumer and provider surveys, and
vii. Other data needed to support performance measurement

e. Assurances Needed to Obtain Data: The design report will discuss the state’s
arrangements to assure needed data to support the evaluation design are available

f. Data Analysis: This includes a detailed discussion of the method of data evaluation,
including appropriate statistical methods that will allow for the effects of the
Demonstration to be isolated from other initiatives occurring in the state. The level of
analysis may be at the beneficiary, provider, health plan and program level, as
appropriate, and shall include population and intervention-specific stratifications, for
further depth and to glean potential non-equivalent effects on different sub-groups.
Sensitivity analyses shall be used when appropriate. Qualitative analysis methods
shall also be described, if applicable.

g. Timeline: This includes a timeline for evaluation-related milestones, including those
related to procurement of an outside contractor, if applicable, and deliverables.

h. Evaluator: This includes a discussion of the state’s process for obtaining an
independent entity to conduct the evaluation, including a description of the
qualifications that the selected entity must possess; how the state will assure no
conflict of interest, and a budget for evaluation activities.

23. Interim Evaluation Report. The state is required to submit a draft Interim Evaluation
Report 90 days following completion of DY 4 of the demonstration. The Interim
Evaluation Report shall include the same core components as identified in STC 24 of this
section for the Summative Evaluation Report and should be in accordance with the CMS
approved evaluation design. CMS will provide comments within 60 days of receipt of
the draft Interim Evaluation Report. The state shall submit the final Interim Evaluation
Report within 30 days after receipt of CMS’ comments.

24. Summative Evaluation Report. The Summative Evaluation Report will include analysis
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25.

26.

of data from DY 5. The state is required to submit a preliminary summative report in 180
days of the expiration of the demonstration including documentation of outstanding
assessments due to data lags to complete the summative evaluation. Within 360 days of
the end for DY 5, the state shall submit a draft of the final summative evaluation report to
CMS. CMS will provide comments on the draft within 60 days of draft receipt. The state
should respond to comments and submit the Final Summative Evaluation Report within
30 days.

The Final Summative Evaluation Report shall include the following core components:

a. Executive Summary. This includes a concise summary of the goals of the
Demonstration; the evaluation questions and hypotheses tested; and key findings
including whether the evaluators find the demonstration to be budget neutral and cost
effective, and policy implications.

b. Demonstration Description. This includes a description of the Demonstration
programmatic goals and strategies, particularly how they relate to budget neutrality
and cost effectiveness.

c. Study Design. This includes a discussion of the evaluation design employed
including research questions and hypotheses; type of study design; impacted
populations and stakeholders; data sources; and data collection; analysis techniques,
including controls or adjustments for differences in comparison groups, controls for
other interventions in the state and any sensitivity analyses, and limitations of the
study.

d. Discussion of Findings and Conclusions. This includes a summary of the key
findings and outcomes, particularly a discussion of cost effectiveness, as well as
implementation successes, challenges, and lessons learned.

e. Policy Implications. This includes an interpretation of the conclusions; the impact of
the demonstration within the health delivery system in the state; the implications for
state and federal health policy; and the potential for successful demonstration
strategies to be replicated in other state Medicaid programs.

f. Interactions with Other State Initiatives. This includes a discussion of this
demonstration within an overall Medicaid context and long range planning, and
includes interrelations of the demonstration with other aspects of the state’s Medicaid
program, and interactions with other Medicaid waiver sand other federal awards
affecting service delivery, health outcomes and the cost of care under Medicaid.

State Presentations for CMS. The state will present to and participate in a discussion
with CMS on the final design plan at post approval. The state will present on its interim
evaluation report that is described to in STC 23 of this section. The state will present on
its summative evaluation in conjunction with STC 24 of this section.
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27.

28.

29.

30.

31.

32.

33.

34.

Public Access. The state shall post the final approved Evaluation Design, Interim
Evaluation Report, and Summative Evaluation Report on the State Medicaid website
within 30 days of approval by CMS.

CMS Notification. For a period of 24 months following CMS approval of the
Summative Evaluation Report, CMS will be notified prior to the public release or
presentation of these reports and related journal articles, by the state, contractor or any
other third party. Prior to release of these reports, articles and other documents, CMS
will be provided a copy including press materials. CMS will be given 30 days to review
and comment on journal articles before they are released. CMS may choose to decline
some or all of these notifications and reviews.

Electronic Submission of Reports. The state shall submit all required plans and reports
using the process stipulated by CMS, if applicable.

Cooperation with Federal Evaluators. Should CMS undertake an evaluation of the
demonstration or any component of the demonstration, or an evaluation that is isolating
the effects of DSRIP, the state and its evaluation contractor shall cooperate fully with
CMS and its contractors. This includes, but is not limited to, submitting any required
data to CMS or the contractor in a timely manner and at no cost to CMS or the contractor.

Cooperation with Federal Learning Collaboration Efforts. The state will cooperate
with improvement and learning collaboration efforts by CMS.

Evaluation Budget. A budget for the evaluation shall be provided with the evaluation
design. It will include the total estimated cost, as well as a breakdown of estimated staff,
administrative and other costs for all aspects of the evaluation such as any survey and
measurement development, quantitative and qualitative data collection and cleaning,
analyses, and reports generation. A justification of the costs may be required by CMS if
the estimates provided do not appear to sufficiently cover the costs of the design or if
CMS finds that the design is not sufficiently developed.

Deferral for Failure to Provide Summative Evaluation Reports on Time. The state
agrees that when draft and final Interim and Summative Evaluation Reports are due, CMS
may issue deferrals in the amount of $5,000,000 if they are not submitted on time to CMS
or are found by CMS not to be consistent with the evaluation design as approved by
CMS.

DSRIP Implementation Monitoring. The state must ensure that they are operating its
DSRIP program according to the requirements of the governing STCs. In order to
demonstrate adequate implementation monitoring towards the completion of these
requirements, the state will submit the following:

a. DSRIP monitoring activities, in STC 35 of this section as a part of the operational

protocol in STC 10 (h) of this section indicating how the state will monitor
compliance with demonstration requirements in the implementation of this
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demonstration, including monitoring and performance reporting templates.
Monitoring and performance templates are subject to review and approval by CMS.

Data usage agreements demonstrating the availability of required data to support the
monitoring of implementation.

Quarterly Report Framework indicating what metrics and data will be available to
submit a quarterly report consistent with STC 36 of this section.

35. DSRIP Monitoring Activities. As part of the state’s Operational Protocol described in
STC 10 (h) of this section and Attachment K, the state will submit its plans for how it
will meet the DSRIP STCs through internal monitoring activities. The monitoring plans
should provide, at a minimum, the following information:

36.

a.

The monitoring activities aligned with the DSRIP deliverables as well as the CMS
evaluation design to ensure that entities participating in the DSRIP process are
accountable for the necessary product and results for the demonstration.

The state shall make the necessary arrangements to assure that the data needed from
the performing providers, coalitions, administrative activities, independent assessor
and independent evaluator that are involved in the process for DSRIP deliverables,
measurement and reporting are available as required by the CMS approved
monitoring protocol.

The state shall identify areas within the state’s internal DSRIP process where
corrective action, or assessment of fiscal or non-fiscal penalties may be imposed for
the entities described in STC 10(e) of this section, should the state’s internal DSRIP
process or any CMS monitored process not be administered in accordance with state
or federal guidelines.

The monitoring protocol and reports shall be posted on the state Medicaid website
within 30 days of submission to CMS.

DSRIP Quarterly Progress Reports. The state must submit progress reports in the
format specified by CMS, no later than 60-days following the end of each quarter along
with the Operational Protocol Report described above. The first DSRIP quarterly reports
will be due by August 30, 2014. The intent of these reports is to present the state’s
analysis and the status of the various operational areas in reaching the three goals of the
DSRIP activities. These quarterly reports, using the quarterly report guideline outlined in
Attachment L, must include, but are not limited to the following reporting elements:

a.

b.

Summary of quarterly expenditures related to IAAF, DSRIP Project Design Grant,
and the DSRIP Fund;

Summary of all public engagement activities, including, but not limited to the
activities required by CMS;

Summary of activities associated with the IAAF, DSRIP Project Design Grant, and
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the DSRIP Fund. This shall include, but is not limited to, reporting requirements in
STC 3 of this section and Attachment K, the Operational Protocol:

I. Provide updates on state activities, such as changes to state policy and procedures,
to support the administration of the IAAF, DSRIP Project Design Grant and the
DSRIP Fund;

ii. Provide updates on provider progress towards the pre-defined set of activities and
associated milestones that collectively aim towards addressing the state’s goals;

iii. Provide summary of state’s analysis of DSRIP Project Design;

iv. Provide summary of state analysis of barriers and obstacles in meeting
milestones;

v. Provide summary of activities that have been achieved through the DSRIP Fund;
and

vi. Provide summary of transformation and clinical improvement milestones and that
have been achieved.

d. Summary of activities and/or outcomes that the state and MCOs have taken in the
development of and subsequent approval of the Managed Care DSRIP plan; and

e. Evaluation activities and interim findings.

The state may comment and submit a revised Attachment L no later than 30 days after
approval of these STCs. CMS will approve necessary changes and update the attachment as
necessary. Any subsequent changes to Attachment L must be submitted to CMS prior the
end of the reporting period in which the change to the Quarterly Report would take place.

37.

38.

39.

Annual Onsite with CMS. In addition to regular monitoring calls, the state shall on an
annual basis present to and participate in a discussion with CMS on implementation
progress of the demonstration including progress toward the goals, and key challenges,
achievements and lessons learned.

Rapid Cycle Assessments. The state shall specify for CMS approval a set of
performance and outcome metrics and network characteristics, including their
specifications, reporting cycles, level of reporting (e.g., the state, health plan and
provider level, and segmentation by population) to support rapid cycle assessment in
trends under premium assistance and Medicaid fee-for-service, and for monitoring and
evaluation of the demonstration.

Medicaid Managed Care DSRIP Contracting Plan. In recognition that the DSRIP
investments represented in this waiver must be recognized and supported by the state’s
managed care plans as a core component of long term sustainability, and will over time
improve the ability of plans to coordinate care and efficiently deliver high quality
services to Medicaid beneficiaries through comprehensive payment reform, strengthened
provider networks and care coordination, the state must take steps to plan for and reflect
the impact of DSRIP in managed care contracts and rate-setting approaches. Prior to the
state submitting contracts and rates for approval for the April 1, 2015 to March 31, 2016
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contract cycle, the state must submit a roadmap for how they will amend contract terms
and reflect new provider capacities and efficiencies in managed care rate-setting.
Recognizing the need to formulate this plan to align with the stages of DSRIP, this should
be a multi-year plan, and necessarily be flexible to properly reflect future DSRIP progress
and accomplishments. This plan must be approved by CMS before the state may claim
FFP for managed care contracts for the 2015 state fiscal year. The state shall update and
submit the Managed Care DSRIP plan annually on the same cycle and with the same
terms, until the end of this demonstration period and its next renewal period. Progress on
the Managed Care DSRIP plan will also be included in the quarterly DSRIP report. The
Managed Care DSRIP plan should address the following:

a.

What approaches MCOs will use to reimburse providers to encourage practices
consistent with DSRIP objectives and metrics, including how the state will plan and
implement its stated goal of 90% of managed care payments to providers using value-
based payment methodologies.

How and when plans’ currents contracts will be amended to include the collection
and reporting of DSRIP objectives and measures.

How the DSRIP objectives and measures will impact the administrative load for
MCOs, particularly insofar as plans are providing additional technical assistance and
support to providers in support of DSRIP goals, or themselves carrying out programs
or activities for workforce development or expansion of provider capacity. The state
should also discuss how these efforts, to the extent carried out by plans, avoid
duplication with DSRIP funding or other state funding; and how they differ from any
services or administrative functions already accounted for in capitation rates.

How alternative payment systems deployed by MCOs will reward performance
consistent with DSRIP objectives and measures.

How the state will assure that providers participating in and demonstrating successful
performance through DSRIP will be included in provider networks.

How managed care rates will reflect changes in case mix, utilization, cost of care and
enrollee health made possible by DSRIP, including how up to date data on these
matters will be incorporated into capitation rate development.

How actuarially-sound rates will be developed, taking into account any specific
expectations or tasks associated with DSRIP that the plans will undertake, and how
the state will use benchmark measures (e.g., MLR) to ensure that payments are sound
and appropriate. How plans will be measured based on utilization and quality in a
manner consistent with DSRIP objectives and measures, including incorporating
DSRIP objectives into their annual utilization and quality management plans
submitted for state review and approval by January 31 of each calendar year.

. How the state will use DSRIP measures and objectives in their contracting strategy

approach for managed care plans, including reform.

40. New York MRT-DSRIP Deliverables Schedule.

Due Date/Submission Date Activity/Deliverable
. CMS approves STCs and DSRIP
April 14,2014 Attachments
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New York posts the DSRIP Funding and
Mechanics Protocol and the DSRIP
Strategies Menu and Metrics for public
comment for 30 days

New York posts IAAF Qualifications and
Application on for public comment for 14
days;

14 day IAAF application period begins once
comment period closes

IAAF awards can be distributed after 14 day
application period closes

State has 10 days to submit its first report for
IAAF payments (STC 1(b)(iii)(A) of this
section)

State will make baseline data for DSRIP
measures available

State submits its proposed independent assess
statement of work (SOW) for its independent
assessor contract procurement

May 1, 2014

State must accept DSRIP STCs or offer
technical corrections, including for the
DSRIP Operational Protocol and the
Quarterly Reporting formats

State has 10 days to submit changes to the
DSRIP Funding and Mechanics Protocol and
the DSRIP Strategies Menu and Metrics once
public comment period closes

CMS will review changes to the DSRIP
Funding and Mechanics Protocol and DSRIP
Strategies Menu and Metrics and take action
no later than 30 days after state submits
changes

State accepts DSRIP Design Grant
applications and make Design Grant awards

State posts DSRIP Project Plan Review Tool
that independent assessor will use to score
submitted DSRIP Project Plan applications
for 30 days

August 1, 2014

State submits draft DSRIP evaluation design

August 30, 2014

State submits its first quarterly report,
including its operational report (STCs 35 &
36)

October 1, 2014

State submits its Improved Management
Controls report to CMS

State accepts DSRIP Project Plan
applications
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State will perform initial review of submitted
DSRIP Project Plan applications

Independent assessor will perform full
review of DSRIP project plan applications

Independent assessor will post reviewed
DSRIP Project Plan applications for public
comment for 30 days

New York Partnership Plan Renewal Period — January 1, 2015

Independent assessor approval
recommendations made public

State Distributes DSRIP Project Plan awards
for approved performing provider systems

Quarterly Deliverables — Quarterly Report and Operational Report

August 30, 2014

November 30, 2014

February 28, 2015

May 30, 2015

*Note: Activities/Deliverables without a specific Due Date/Submission Date could occur at any
time during the timeframes with dates certain, for example the public comment period for the
DSRIP Funding and Mechanics Protocol could occur any time after April 14, 2014, based on the
state’s discretion, so long as the activities are completed and related deliverables are submitted.
Should the state renew the demonstration, the quarterly reporting will continue during the
renewal period.

VIll. GENERAL REPORTING REQUIREMENTS

1. General Financial Requirements. The state must comply with all general
financial requirements set forth in Section X.

2. Reporting Requirements Related to Budget Neutrality. The state must comply with
all reporting requirements for monitoring budget neutrality set forth in section XI.

3. Monthly Calls. CMS shall schedule monthly conference calls with the state. The
purpose of these calls is to discuss any significant actual or anticipated developments
affecting the demonstration. Areas to be addressed include, but are not limited to, MCO
operations (such as contract amendments and rate certifications), transition and
implementation activities, health care delivery, the FHP-PAP program, enrollment of
individuals using LTSS and non- LTSS users broken out by duals and non-duals, cost
sharing, quality of care, access, family planning issues, benefits, audits, lawsuits,
financial reporting and budget neutrality issues, MCO financial performance that is
relevant to the demonstration, progress on evaluations, state legislative developments,
services being added to the MMMC including HIV SNPs, MLTC or HARPs plan benefit
package pursuant to Section V, and any demonstration amendments, concept papers, or
state plan amendments the state is considering submitting. CMS shall update the state on
any amendments or concept papers under review, as well as federal policies and issues
that may affect any aspect of the demonstration. The state and CMS shall jointly develop
the agenda for the calls.

70



4. Quarterly Operational Reports. The state must submit progress reports in accordance
with the guidelines in Attachment E taking into consideration the requirements in STC 7
of this section, no later than 60 days following the end of each quarter (December, March,
and June of each demonstration year). The state may combine the quarterly report due for
the quarter ending September with the annual report in STC 5 of this section. The intent of
these reports is to present the state’s analysis and the status of the various operational
areas. In addition to the guidelines for quarterly reporting in Attachment E, the state’s
report shall also include the following:

a.  Beneficiary choice of plans and capacity of plans participating in the HIV SNP,
MMC and MLTC, HARPs or Fully Integrated Duals Advantage (FIDA), including
the number of beneficiaries who made an affirmative choice.

b. LTSS Assessment statistics in accordance with the requirements of STC 8 in Section
V, including corrective actions against MCOs/PIHPs that do not meet the 30 day
assessment requirement.

c.  Total enrollment in each MCO by month. Data should reflect a rolling 12 month
period.

d.  Total beneficiaries who chose to opt out of HARP, their reason for opting out and
the number who decide to voluntarily enroll or re-enroll.

e.  Activities related to choice counseling including efforts to improve health literacy and
the methods used to obtain public input, e.g. recipient focus groups, etc.

f.  Progress toward compliance with T-MSIS requirements.

g.  Status of managed care plan performance, initiatives and activities as measured
by HEDIS, CAHPs and other quality metrics.

5. Annual Report. The state must submit an annual report documenting accomplishments,
project status, quantitative and case study findings, interim evaluation findings,
utilization data, and policy and administrative difficulties in the operation of the
demonstration. The state must submit this report no later than 90 days following the
end of each demonstration year. Additionally, the annual report must include:

a. A summary of the elements included within each quarterly report;

b.  Anupdate on the progress related to the quality strategy as required STC 9 in Section
VI, including:

i.  Outcomes of care, quality of care, cost of care and access to care for
demonstration populations;
ii.  The results of beneficiary satisfaction survey, grievances and appeals;

c.  The status of the evaluation required in Section XII and information regarding progress
in achieving demonstration evaluation criteria including the results/impact of any
demonstration programmatic area defined by CMS that is unique to the demonstration
design or evaluation hypotheses;
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d.  Anaggregated enroliment report showing the total number of individuals enrolled in each
plan;

e.  Alisting of the new geographic areas the state has expanded MLTC to;

f.  Alist of the benefits added to the managed care benefit package;

g. Anupdated transition plan which shows the intended transition and timeline for any new
benefits and/or populations into the demonstration;

h.  Network adequacy reporting as required in STC 13 of Section VI,

State efforts related to the collection and verification of encounter data and utilization

data, including the required transition to T-MSIS, encounter data validation activities and

outcomes conducted by the EQRO.

j. Any other topics of mutual interest between CMS and the state related to the
demonstration; and

k.  Any other information the state believes pertinent to the demonstration, such as:

i.  Any policy or administrative difficulties that may impact the demonstration,
ii.  Any state legislative developments that may impact the demonstration,
iii.  The status of the health care delivery system under the demonstration with respect to
issues and/or complaints identified by beneficiaries,
iv.  The impact of the demonstration in providing insurance coverage to beneficiaries and
uninsured population,
v.  The existence or results of any audits, investigations or lawsuits that impact the
demonstration,
vi.  The financial performance of the demonstration (budget neutrality), and
vii. A summary of the annual post-award forum, including all public comments received
regarding the process of the demonstration project.

. Transition Plan. On or before July 1, 2012, and consistent with guidance provided by CMS,
the state is required to prepare, and incrementally revise, a Transition Plan consistent with the
provisions of the Affordable Care Act (ACA) for individuals enrolled in the demonstration,
including how the state plans to coordinate the transition of these individuals to a coverage
option available under the ACA without interruption in coverage to the maximum extent
possible. The plan must include the required elements and milestones described in
paragraphs (a)-(e) outlined below. In addition, the Plan will include a schedule of
implementation activities that the state will use to operationalize the Transition Plan. For any
elements and milestones that remain under development as of July 1, 2012, the state will
include in the Transition Plan a description of the status and anticipated completion date.

a.  Seamless Transitions. Consistent with the provisions of the ACA, the Transition Plan
will include details on how the state plans to obtain and review any additional
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information needed from each individual to determine eligibility under all eligibility
groups, and coordinate the transition of individuals enrolled in the demonstration (by
FPL) (or newly applying for Medicaid) to a coverage option available under the ACA
without interruption in coverage to the maximum extent possible. Specifically, the state
must:

i. Determine eligibility under all January 1, 2014, eligibility groups for which the state
IS required or has opted to provide medical assistance, including the group described
in 81902(a)(10)(A)(i)(V1I) for individuals under age 65 and regardless of disability
status with income at or below 133 percent of the FPL;

ii. ldentify demonstration populations not eligible for coverage under the ACA and
explain what coverage options and benefits these individuals will have effective
January 1, 2014,

iii. implement a process for considering, reviewing and making preliminary
determinations under all January 1, 2014 eligibility groups for new applicants for
Medicaid eligibility;

iv. Conduct an analysis that identifies populations in the demonstration that may not be
eligible for or affected by the ACA and the authorities the state identifies that may be
necessary to continue coverage for these individuals; and

v. Develop a modified adjusted gross income (MAGI) calculation for program integrity.

b.  Access to Care and Provider Payments.

I.  Provider Participation. The state must identify the criteria that will be used for
reviewing provider participation in (e.g., demonstrated data collection and reporting
capacity) and means of securing provider agreements for the transition.

ii.  Adequate Provider Supply. The state must provide the process that will be used to
assure adequate provider supply for the state plan and demonstration populations
affected by the demonstration on December 31, 2013. The analysis should address
delivery system infrastructure/capacity, provider capacity, utilization patterns and
requirements (i.e., prior authorization), current levels of system integration, and other
information necessary to determine the current state of the of service delivery. The
report must separately address each of the following provider types:

A. Primary care providers,

B. Mental health services,

C. Substance use services and
D. Dental.

iii.  Provider Payments. The state will establish and implement the necessary processes
for ensuring accurate encounter payments to providers entitled to the prospective
payment services (PPS) rate (e.g., certain FQHCs and RHCs) or the all-inclusive rate
(e.g., certain Indian Health providers).

c.  System Development or Remediation. The Transition Plan for the demonstration is
expected to expedite the state’s readiness for compliance with the requirements of the
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Affordable Care Act and other federal legislation. System milestones that must be tested
for implementation on or before January 1, 2014 include: Replacing manual
administrative controls with automotive processes to support a smooth interface among
coverage and delivery system options that is seamless to beneficiaries.

d.  Progress Updates. After submitting the initial Transition Plan for CMS approval, the
state must include progress updates in each quarterly and annual report. The Transition
Plan shall be revised as needed.

e. Implementation.

I. By October 1, 2013, the state must begin to implement a simplified, streamlined
process for transitioning eligible enrollees in the demonstration to Medicaid, the
Exchange or other coverage options in 2014. In transitioning these individuals from
coverage under the waiver to coverage under the state plan, the state will not require
these individuals to submit a new application.

ii.  On or before December 31, 2013, the state must provide notice to the individual of
the eligibility determination using a process that minimizes demands on the enrollees.

7. Reporting Requirements Related to Individuals using Long Term Services and
Supports. In each quarterly report required by Section IX, the state shall report:

a.  Any critical incidents reported within the quarter and the resulting investigations as
appropriate;

b.  The number and types of grievance and appeals for this population filed and/or resolved
within the reporting quarter for this population;

c.  The total number of assessments for enrollment performed by the plans, with the number
of individuals who did not qualify to enroll in an MLTC plan;

d.  The number of individuals referred to an MLTC plan that received an assessment within
30 days;

e.  The number of people who were not referred by the enroliment broker and contacted the
plan directly and were provided MLTC materials;

f.  Rebalancing efforts performed by the MLTC plans and mainstream plans once the benefit
is added. Rebalancing reporting should include, but is not limited to the total number of
individuals transitioning in and out of a nursing facility within the quarter.

g.  Total number of complaints, grievances and appeals by type of issue with a listing of the
top 5 reasons for the event.

8. Final Evaluation Report. The state shall submit a Final Evaluation Report pursuant to the
requirements of section 1115 of the Act.
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IX. GENERAL FINANCIAL REQUIREMENTS

1. Quarterly Expenditure Reports. The state must provide quarterly expenditure
reports using Form CMS-64 to separately report total expenditures for services
provided under the Medicaid program, including those provided through the
demonstration under section 1115 authority. This project is approved for
expenditures applicable to services rendered during the demonstration period.
CMS shall provide FFP for allowable demonstration expenditures only as long as
they do not exceed the pre-defined limits on the costs incurred as specified in
Section XI.

2. Reporting Expenditures under the Demonstration. The following describes the
reporting of expenditures under the demonstration:

a.

In order to track expenditures under this demonstration, New York must
report demonstration expenditures through the Medicaid and State
Children’s Health Insurance Program Budget and Expenditure System,
following routine CMS-64 reporting instructions outlined in Section 2500
of the State Medicaid Manual. All demonstration expenditures must be
reported each quarter on separate Forms CMS-64.9 Waiver and/or 64.9P
Waiver, identified by the demonstration project number assigned by CMS
(including the project number extension, which indicates the DY in which
services were rendered or for which capitation payments were made).

DY reporting shall be consistent with the following time periods:

Demonstration Year Time Period

1 10/1/1997 - 9/30/1998
2 10/1/1998 - 9/30/1999
3 10/1/1999 - 9/30/2000
4 10/1/2000 - 9/30/2001
5 10/1/2001 - 3/30/2003
6 04/1/2003 - 9/30/2004
7 10/1/2004 - 9/30/2005
8 10/1/2005 - 9/30/2006
9 10/1/2006 - 09/30/2007
10 10/1/2007 - 09/30/2008
11 10/1/2008 - 09/30/2009
12 10/1/2009 - 09/30/2010
13 10/1/2010 - 09/30/2011
14 10/1/2011 - 09/30/2012
15 10/1/2012 - 09/30/2013
16 10/1/2013 — 09/30/2014
17 10/01/2014 — 09/30/2015
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Vi.

Vii.
Viii.

Demonstration expenditures will be correctly reported on Forms CMS-64.9 Waiver.
Quarterly cost settlements and pharmaceutical rebates relevant to the demonstration will
be allocated to the demonstration populations specified in subparagraph (g) and offset
against current quarter waiver expenditures. Demonstration expenditures net of these
cost settlement offsets will be reported on Form CMS-64.9 Waiver. Amounts offset will
be identifiable in the state's supporting work papers and made available to CMS.

Allocation of cost settlements. The state will calculate the percentage of Medicaid
expenditures for each demonstration eligibility group to expenditures for all Medicaid
population groups from a DataMart file produced for the latest completed federal
fiscal year. Quarterly recoveries will be allocated to the eligibility groups based on
those percentages. These percentages will be updated annually to reflect the most
recent completed federal fiscal year.

Allocation of pharmacy rebates. The state will calculate the percentage of pharmacy
expenditures for each demonstration eligibility group to pharmacy expenditures for
all population groups from a DataMart file produced for the latest completed federal
fiscal year. Rebates will be allocated to the eligibility groups based on those
percentages. These percentages will be updated annually to reflect the most recent
completed federal fiscal year.

For the HCBS Expansion component of the demonstration, the state shall report only the
home and community based services expenditures for Demonstration Population 9 on
line 19A on Forms CMS-64.9 Waiver and/or 64.9P.

For each DY, fourteen separate waiver Forms CMS-64.9 Waiver and/or 64.9P Waiver
must be completed, using the waiver name noted below in brackets, to report
expenditures for the following demonstration populations and services.

Demonstration Population 1 - Temporary Assistance to Needy Families (TANF) child
under age 1 through age 20 required to enroll in managed care in any county.
[TANF Child]
Demonstration Population 2 - TANF Adults aged 21 through 64 required to enroll in
managed care in any county. [TANF Adult]
Demonstration Population 3 - Disabled Adults and Children 0 through 64 voluntarily
enrolled in managed care. [SSI 0 through 64]
Demonstration Population 4 — Disabled Adults and Children 0-64 required to enroll in
managed care.
Demonstration Population 5 — Disabled Adults 65+ voluntarily enrolled in managed
care.
Demonstration Population 6 — Disabled Adults 65+ required to enroll in managed
care.
Demonstration Population 7 — Non Duals 18-64

Demonstration Population 8 — Non Duals 65+
Demonstration Population 9 - Home and Community-Based Services Expansion
participants [HCBS Expansion]
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X.  Demonstration Population 10 — Individuals Moved From Institutional Settings to
Community Settings for Long Term Care Services
xi.  Demonstration Population 11 - MLTC Adults age 18 through 64 - Duals [MLTC
Adults 18 -64]
xii.  Demonstration Population 12 - MLTC Adults age 65 and above - Duals [MLTC
Adults 65+]

xiii.  Demonstration Services — Expenditures for services provided by designated state
health programs for which state revenue will be used to fund New York’s DSRIP
program. [DSHP for DSRIP]

xiv.  Demonstration Services — Expenditures for payments to New York that provide
project funding and incentive payments to Performing Provider Systems under
DSRIP.

Xxv.  Demonstration Services 7 - Designated State Health Program for expenditures made
for the period January 1, 2014 through December 31, 2015 for the state-funded
Marketplace subsidy program who purchases health care coverage in the
Marketplace. [DSHP — APTC]

xvi.  Demonstration Services 8 — Expenditures made for BH HCBS services for
individuals enrolled in HARP and HIV SNPs. [BH HCBS] Note: expenditures under
this MEG will be claimed in the manner necessary to ensure the correct claiming of
FMAP for all populations. For example, BH HCBS services for the adult expansion
groups will be claimed at the FMAP rate at STC 6 of section XI.

xvii.  Demonstration Services 9 — Expenditures made for provision of residential and
outpatient addiction services, crisis intervention and licensed behavioral health
practitioner services to MMMC enrollees only and are not provided under the state

plan.

3. Expenditures Subject to the Budget Neutrality Agreement. For purposes of this section,
the term “expenditures subject to the budget neutrality agreement” must include all Medicaid
expenditures in STC 2(e) of this section for individuals who are enrolled in this
demonstration (with the exception of the populations identified in subparagraphs iii, iv, and
iX), as well as the demonstration services described in subparagraphs x through xiii, subject
to limitations enumerated in this paragraph. All expenditures that are subject to the budget
neutrality agreement are considered demonstration expenditures and must be reported on
Forms CMS-64.9 Waiver and/or 64.9P Waiver.

4. Mandated Increase in Physician Payment Rates in 2013 and 2014. Section 1202 of the
Health Care and Education Reconciliation Act of 2010 (Pub. Law 110-152) requires state
Medicaid programs to reimburse physicians for primary care services at rates that are no less
than what Medicare pays, for services furnished in 2013 and 2014, with the Federal
Government paying 100 percent of the increase. The entire amount of this increase will be
excluded from the budget neutrality test for this demonstration. The specifics of separate
reporting of these expenditures will be described in guidance to be issued by CMS at a later
date.
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5. Administrative Costs. Administrative costs will not be included in the budget neutrality
limit, but the state must separately track and report additional administrative costs that are
directly attributable to the demonstration. All administrative costs must be identified on the
Forms CMS-64.10 Waiver and/or 64.10P Waiver.

6. Claiming Period. All claims for expenditures subject to the budget neutrality cap (including
any cost settlements) must be made within 2 years after the calendar quarter in which the
state made the expenditures. All claims for services during the demonstration period
(including any cost settlements) must be made within 2 years after the conclusion or
termination of the demonstration. During the latter 2-year period, the state must continue to
identify separately net expenditures related to dates of service during the operation of the
demonstration on the CMS-64 waiver forms in order to properly account for these
expenditures in determining budget neutrality.

7. Reporting Member Months. The following describes the reporting of member months for
demonstration populations:

a.  For the purpose of calculating the budget neutrality expenditure cap and for other
purposes, the state must provide to CMS, as part of the quarterly report required under
STC 4 in Section 1X, the actual number of eligible member months for the demonstration
populations defined in STC 1 of this section, for months prior to or including the ending
date indicated in STC 2(e) of this section for each demonstration population. The state
must submit a statement accompanying the quarterly report, which certifies the accuracy
of this information.

To permit full recognition of “in-process” eligibility, reported counts of member months
may be subject to revisions after the end of each quarter. Member month counts may be
revised retrospectively for up to 2 years as needed.

b.  The term “eligible member months” refers to the number of months in which persons are
eligible to receive services. For example, a person who is eligible for 3 months
contributes 3 eligible member months to the total. Two individuals who are eligible for 2
months each contribute 2 eligible member months, for a total of 4 eligible member
months.

c.  For the purposes of this demonstration, the term “demonstration eligibles” excludes
unqualified aliens and refers to the demonstration populations described in STC 2 of this
section. Beginning in DY 9, “demonstration eligibles” excludes Demonstration
Populations 3 and 4, subject to STC 3(b) of this section, as well as portions of
Demonstration Populations 1 and 2, as specified in STC 3(a — b) of this section.
Demonstration Services 8 will have duplicate expenditures of member months in other
demonstration populations and the state will ensure that duplicate member months will be
omitted from any official tallies under the demonstration.

8. Standard Medicaid Funding Process. The standard Medicaid funding process must be
used during the demonstration. New York must estimate matchable demonstration
expenditures (total computable and federal share) subject to the budget neutrality expenditure
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cap and separately report these expenditures by quarter for each federal fiscal year on the
Form CMS-37 for both the Medical Assistance Payments and State and Local Administration
Costs. CMS shall make federal funds available based upon the state’s estimate, as approved
by CMS. Within 30 days after the end of each quarter, the state must submit the Form CMS-
64 quarterly Medicaid expenditure report, showing Medicaid expenditures made in the
quarter just ended. CMS shall reconcile expenditures reported on the Form CMS-64 with
federal funding previously made available to the state, and include the reconciling adjustment
in the finalization of the grant award to the state. As part of the state’s amendment to
introduce eligibility flexibilities that seamlessly enroll adult TANF recipients into Medicaid,
extend Adult Group coverage to individuals who turn 65 for a limited period and provide
Medicaid during a temporary Marketplace coverage gap, the state will work with CMS to
determine the best method to reconcile actual member months and actual expenditures for
individuals in affected populations to ensure appropriate FMAP is claimed.

9. Extent of FFP for the Demonstration. Subject to CMS approval of the source(s) of the
non- federal share of funding, CMS shall provide FFP at the applicable federal matching
rates for the demonstration as a whole as outlined below, subject to the limits described in
section XI:

a.  Administrative costs, including those associated with the administration of the
demonstration.

b.  Net expenditures and prior period adjustments of the Medicaid program that are paid in
accordance with the approved Medicaid state plan and waiver authorities.

c.  Net expenditures and prior period adjustments, made under approved expenditure
authorities granted through section 1115(a)(2) of the Act, with dates of service during the
operation of the demonstration.

10. Sources of Non-Federal Share. The state certifies that the non-federal share of funds for
the demonstration is state/local monies. The state further certifies that such funds shall not
be used to match for any other federal grant or contract, except as permitted by law. All
sources of non- federal funding must be compliant with section 1903(w) of the Act and
applicable regulations. In addition, all sources of the non-federal share of funding are subject
to CMS approval.

a. CMS may review the sources of non-federal share of funding for the demonstration at
any time. The state agrees that all funding sources deemed unacceptable by CMS shall
be addressed within the time frames set by CMS.

b.  Any amendments that impact the financial status of the program shall require the state to
provide information to CMS regarding all sources of the non-federal share of funding.

11. State Certification of Funding Conditions. The state must certify that the following
conditions for the non-federal share of demonstration expenditures are met:
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a.  Units of government, including governmentally operated health care providers, may
certify that state or local tax dollars have been expended as the non-federal share of funds
under the demonstration.

b.  To the extent the state utilizes certified public expenditures (CPESs) as the funding
mechanism for the title XIX (or under section 1115 authority) payments, CMS must
approve a cost reimbursement methodology. This methodology must include a detailed
explanation of the process by which the state would identify those costs eligible under
title X1IX (or under section 1115 authority) for purposes of certifying public expenditures.

c.  To the extent the state utilizes CPEs as the funding mechanism to claim federal match for
payments under the demonstration, governmental entities to which general revenue funds
are appropriated must certify to the state the amount of such tax revenue (state or local)
used to satisfy demonstration expenditures. The entities that incurred the cost must also
provide cost documentation to support the state’s claim for federal match.

d.  The state may use intergovernmental transfers to the extent that such funds are derived
from state or local tax revenues and are transferred by units of government within the
state. Any transfers from governmentally operated health care providers must be made in
an amount not to exceed the non-federal share of title X1X payments.

e.  Under all circumstances, health care providers must retain 100 percent of the claimed
expenditure. Moreover, no pre-arranged agreements (contractual or otherwise) exist
between health care providers and state and/or local government to return and/or redirect
any portion of the Medicaid payments. This confirmation of Medicaid payment retention
is made with the understanding that payments that are the normal operating expenses of
conducting business, such as payments related to taxes (including health care provider-
related taxes), fees, business relationships with governments that are unrelated to
Medicaid and in which there is no connection to Medicaid payments, are not considered
returning and/or redirecting a Medicaid payment.

12. Monitoring the Demonstration. The state will provide CMS with information to
effectively monitor the demonstration, upon request, in a reasonable time frame.

X. MONITORING BUDGET NEUTRATLITY

1. Limiton Title XIX Funding. The state shall be subject to a limit on the amount of federal
title XX funding that the state may receive on selected Medicaid expenditures during the
period of approval of the demonstration. The limit is determined by using a per capita cost
method, and budget neutrality expenditure caps are set on a yearly basis with a cumulative
budget neutrality expenditure limit for the length of the entire demonstration. The data
supplied by the state to CMS to set the annual limits is subject to review and audit, and, if
found to be inaccurate, will result in a modified budget neutrality expenditure limit.

2. Risk. New York shall be at risk for the per capita cost (as determined by the method
described below) for demonstration eligibles under this budget neutrality agreement, but not
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for the number of demonstration eligibles in each of the groups. By providing FFP for all
demonstration eligibles, New York shall not be at risk for changing economic conditions that
impact enrollment levels. However, by placing New York at risk for the per capita costs for
demonstration eligibles under this agreement, CMS assures that federal demonstration
expenditures do not exceed the level of expenditures that would have occurred had there been
no demonstration.

3. Demonstration Populations Used to Calculate Budget Neutrality Expenditure Limit.
The following demonstration populations are used to calculate the budget neutrality
expenditure limit subject to the limitations outlined in STC 4 of this section and are
incorporated into the following eligibility groups (EGS):

Eligibility Group 1 — TANF Children under age 1 through 20 required to enroll
in managed care in the counties subject to mandatory managed care enrollment
as of October 1, 2006 (Demonstration Population 1)

Eligibility Group 2 — TANF Adults aged 21 through 64 required to enroll in managed
care in the counties subject to mandatory managed care enrollment as of October 1,
2006 (Demonstration Population 2).

Eligibility Group 3 - Disabled Adults and Children 0 through 64
(Demonstration Population 3).
Eligibility Group 4 - Aged or Disabled Adults (Demonstration Population 4)

Eligibility Group 5 — MLTC adults age 18 through 64 — Duals (Demonstration
Population 10).

Eligibility Group 6 — MLTC Adults age 65 and above — Duals (Demonstration
Population 11).

4. Budget Neutrality Expenditure Limit. The following describes the method for calculating
the budget neutrality expenditure limit for the demonstration:

a.

For each year of the budget neutrality agreement, an annual budget neutrality
expenditure limit is calculated for each EG described in STC 3 of this section as follows:

An annual EG estimate must be calculated as a product of the number of eligible
member months reported by the state in accordance with the requirements outlined
in STC 3 of this section, for each EG, times the appropriate estimated per member
per month (PMPM) costs from the table in subparagraph (iii) below. Should EGs 3
and 4 be incorporated into the budget neutrality expenditure limit, as outlined in this
STC, the PMPM costs may be revised.

The PMPM costs in subparagraph (iii) below are net of any premiums paid

by demonstration eligible.
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iii.  The PMPM costs for the calculation of the annual budget neutrality expenditure limit
for the eligibility groups subject to the budget neutrality agreement under this
demonstration are specified below.

A. To reflect the additional demonstration year that was authorized through

temporary extension (DY 12), the PMPM cost for each EG in DY 11 has been
increased by the appropriate growth rate from the prior extension period. These
figures are displayed below.

DY 11 Trend DY 12
Eligibility Group (10/1/08 — Rate (10/1/09 -
TANF Children under age 1 through 20 $549.19 6.7% $585.99
TANF Adults 21through 64 $751.73 6.6% $801.34

B. For the current extension period, the PMPM costs for each EG in DY 12 has been

increased by the appropriate growth rate included in the President’s federal fiscal
year 2011 budget for DY's 13 through 16, as outlined below. In addition, because
the Family Planning Expansion Adults are going to be treated as a “hypothetical
state plan population” beginning in DY 13, a PMPM cost was constructed based
on state expenditures in DY 10, and increased by the rate of growth in the medical
care component of the Consumer Price Index between 2004 and 2008. Because
DYs 16 and 17 combined are less than 12 months in duration, they are assigned
the PMPM costs equal to what would have been calculated for the full year
starting October 1, 2013 and ending September 30, 2014. The FHPlus Adults
with Children and Family Planning Expansion Adults groups will end on
December 31, 2013, so no PMPM is defined for those groups for DY 17. The
budget neutrality expenditure limit will end March 31, 2014; expenditures made
after that date for DSHP must be offset by accumulated savings from DYs 1
through 18.

Eligibility DY 12 DY 13 DY 14 DY 15 DY 16 &

Group (10/1/09 — Trend Rate (10/1/10 (10/2/11 - (10/1/12 - DY 17
9/30/10) —9/30/11) 9/30/12) 9/30/13) (10/1/13 -

7/31/15)

TANF

acgh;'fre” under | ¢85 99 6.6% $624.67 $665.90 $709.85 $756.70

through 20

TANF

Adults 21 $801.34 6.4% $852.63 $907.20 $965.26 $1027.04

through 64

MLTC

Adults

18through 64 1.19% $4009.38 $4057.09 $4105.37

- Dual

MLTC

Adults 65 and 3.23% $4742.15 $4895.32 $5053.44

above - Dual
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Iv.  The annual budget neutrality expenditure limit for the demonstration as a whole is the
sum of the project annual expenditure limits for each EG calculated in subparagraph
(i) above.

b.  The overall budget neutrality expenditure limit for the demonstration period is the sum of
the annual budget neutrality expenditure limits calculated in subparagraph (a)(iv) above
for each year. The federal share of the overall budget neutrality expenditure limit
represents the maximum amount of FFP that the state may receive for expenditures on
behalf of demonstration populations and expenditures described in Section X during the
demonstration period.

5. Monitoring of New Adult Group Spending and Opportunity to Adjust Projections. For
each demonstration year, a separate annual budget limit for the new adult group will be
calculated as the product of the trended monthly per person cost times the actual number of
eligible/member months as reported to CMS by the state under the guidelines set forth in
Section X. The per capita cost estimates for the new adult group are listed in the table below.

MEG DY 16 - PMPM

New Adult Group $722.57

a.  Ifthe state’s experience of the take up rate for the new adult group and other factors that
affect the costs of this population indicates that the new adult group PMPM limit
described above may underestimate the actual costs of medical assistance for the new
adult group, the state has the opportunity to submit an adjustment to the PMPM limit,
along with detailed expenditure data to justify this, for CMS review without submitting
an amendment pursuant to Section Il. In order to ensure timely adjustments to the
PMPM limit for a demonstration year, the revised projection for DY 16 must be
submitted to CMS by no later than October 1, 2014.

b.  The budget limit for the new adult group is calculated by taking the PMPM cost
projections for the above group in each demonstration year, times the number of eligible
member months for that group and demonstration year, and adding the products together
across demonstration years. The federal share of the budget neutrality cap is obtained by
multiplying total computable budget neutrality cap by the federal share.

c.  The state will not be allowed to obtain budget neutrality “savings” from this population.

d.  If total FFP reported by the state for the new adult group should exceed the federal share
of FFP for the budget limit for the new adult group by more than 3 percent following
each demonstration year, the state must submit a corrective action plan to CMS for
approval.
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6. Calculating the Federal Medical Assistance Percentage (FMAP) for Continuous

Eligibility for the Adult Group. CMS anticipates that states that adopt continuous
eligibility for adults would experience a 2 percent increase in enrollment. Based on this
estimate, CMS has determined that 97.4 percent of the member months for newly eligibility
in the Adult Group will be made at the enhanced FMAP rate and 2.6 percent will be
matched at the regular FMAP rate.

7. State Reporting for the FMAP Adjustment. Newly eligible individuals in the Adult Group

10.

XI.

shall be claimed at the enhanced FMAP rate. The state must make an adjustment in theCMS-
64W that accounts for the proportion of member months in which beneficiaries are enrolled
due to continuous eligibility and could have been disenrolled due to excess income in
absence of continuous eligibility (i.e. 2.6 percent). For the purposes of budget neutrality, the
members for the adult group within the 2.6 percent of the population described in this STC
will be treated as a hypothetical population. The state is not subject to use their budget
neutrality savings towards providing continuous eligibility for this population.

Future Adjustments to the Budget Neutrality Expenditure Limit. CMS reserves theright
to adjust the budget neutrality expenditure limit to be consistent with enforcement of
impermissible provider payments, health care related taxes, new federal statutes, or policy
interpretations implemented through letters, memoranda, or regulations with respect to the
provision of services covered under the Partnership Plan.

Enforcement of Budget Neutrality. CMS shall enforce budget neutrality over the life of
the demonstration rather than on an annual basis. DY 16c¢ expenditures, which will consist
only of DSHP expenditures in support of the H-MH and PPR demonstrations, will be
included in the budget neutrality test for the demonstration. The state may receive FFP for
these expenditures to the extent that sufficient accumulated budget neutrality savings are
available from prior DYs.

Exceeding Budget Neutrality. If at the end of this demonstration period the overall budget
neutrality expenditure limit has been exceeded, the excess federal funds must be returned to
CMS. If the demonstration is terminated prior to the end of the budget neutrality agreement,
an evaluation of this provision shall be based on the time elapsed through the termination
date.

EVALUATION OF THE DEMONSTRATION
The evaluation design must include a discussion of the goals and objectives set forth in
Section 1l of these STCs, and develop evaluation questions specific to the changes
implemented in the demonstration during the extension period.
a. The evaluation questions should include, but are not limited to:

i. To what extent has the provisions of continuous eligibility affected the stability and

continuity of coverage and care to adults? How has the implementation of the
Statewide Enrollment Center impacted “churning” by demonstration participants?
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Vi.

Vil.

. A guantitative and qualitative assessment of the effectiveness of the provider and

enrollee education and outreach efforts, as well as plan oversight and compliance
monitoring, in minimizing the impact of the transition of individuals living with HIV
into mandatory Medicaid managed care.

To what extent has the mandatory enrollment of individuals living with HIV into
MMC impacted their perceptions of care (fee-for-service vs. Safety Net
Population/SNP vs. mainstream)?

Has the required enrollment of individuals living with HIV into Medicaid managed
care (either mainstream plans or HIV SNPs) impacted quality outcomes, which in
earlier studies showed that these individuals enrolled in managed care on a voluntary
basis received better quality care than in fee-for-service?

An assessment of the successes and failures, along with recommendations for
improvement, of the HIV SNP program.

Has the state’s H-MH demonstration resulted in demonstrable improvements in the
quality of care received by demonstration participants?

To what extent has the H-MH demonstration produced replicable residency program
design features that enhance training in medical home concepts?

viii.  How has the H-MH demonstration helped the selected facilities improve both

Xi.

Xii.

their systemic and quality performance under each initiative implemented by the
selected facilities?

How have the results of the PPR demonstration program informed changes in
reimbursement policies that provide incentives to help people stay out of the hospital?
How has the PPR demonstration program improved quality and cost savings at
selected facilities? To what extent are the interventions tested both replicable and
sustainable?

How has the additional funding provided under the Clinic Uncompensated Care
program increased the use of patient-centered medical homes and electronic medical
records?

How have the results of the Marketplace Subsidy Program for enrollment in a QHP,
using childless adults who are not eligible to receive a subsidy as a comparison group,
expanded access to health insurance coverage?

. The evaluation questions for MLTC goals should include, but are not limited to:

iv.

V.

Vi.

How has enrollment in MLTC plans increased over the length of the demonstration?
What are the demographic characteristics of the MLTC population? Are they
changing over time?

What are the functional and cognitive deficits of the MLTC population? Are they
changing over time?

Are the statewide and plan-specific overall functional indices decreasing or staying
the same overtime?

Are the average cognitive and plan specific attributes decreasing or staying the same
over time?

Are the individuals care plans consistent with the functional and cognitive abilities of
the enrollees? This evaluation question will be included as there is sufficient data
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available in 2014 to provide accurate measures. NYS will address this question in the
Final Evaluation Plan.

vii. Access to care: To what extent are enrollees able to receive timely access to personal,
home care and other services such as dental care, optometry and audiology?

viii.  Quality of care: Are enrollees accessing necessary services such as flu shots and
dental care?

ix. Patient Safety: Are enrollees managing their medications? What are the fall rates and
how are they changing over time?

X. Satisfaction: What are the levels of satisfaction with access to, and perceived
timeliness and quality of network providers?

xi. Costs: What are the PMPM costs of the population?

The draft design must discuss the outcome measures that will be used in evaluating the
impact of the demonstration during the period of approval, particularly among the target
population. It must discuss the data sources and sampling methodology for assessing
these outcomes. The draft evaluation design must include a detailed analysis plan that
describes how the effects of the demonstration shall be isolated from other initiatives
occurring in the state.

No later than 120 days after approval of the amendment to include BH services in
MMMC and BH HCBS services in HIV SNPs and HARPS, the state must submit to
CMS a draft evaluation design addendum describing how the state will evaluate HARPs
and BH integration in MMMC. At a minimum, the evaluation of BH integration must
examine the impact of HARPs and HIV SNPs on use of care and health outcomes for
individuals eligible to receive BH HCBS benefits, the factors associated with individuals
electing to or declining to enroll in HARPS, the cost effectiveness of HARPs, and the
consequences of targeting availability of BH HCBS to a more narrowly defined
population than the criteria in the state plan.

Evaluation Implementation. The state shall implement the final evaluation design and
submit its progress in each of the quarterly and annual progress reports.

Interim Evaluation Report. The state must submit an interim evaluation report as part of
the state’s request for any future renewal of the demonstration.

Final Evaluation Report. The state must submit draft final evaluation reports accordingto
the following schedule.

a. By July 31, 2014 the state must submit to CMS a draft final evaluation report, presenting

findings from all evaluation activities. Findings from the evaluations of the H-MH and
PPR demonstrations may be preliminary findings. CMS shall provide comments within
60 days after receipt of the report. The state shall submit the final evaluation report within
60 days after receipt of CMS comments.

. By April 30, 2015 the state must submit to CMS a draft final evaluation report on the
evaluations of the H-MH and PPR demonstrations. CMS shall provide comments within
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60 days after receipt of the report. The state shall submit the final evaluation report
within 60 days after receipt of CMS comments.

5. Cooperation with CMS Evaluators. Should CMS conduct an independent evaluation of
any component of the demonstration, the state will cooperate fully with CMS or the
independent evaluator selected by CMS. The state will submit the required data to the
contractor or CMS.
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ATTACHMENT A

Mainstream Medicaid Managed Care Benefits

Inpatient and outpatient hospital services

Clinic services including Rural Health Clinic and Federally Qualified Health Center services
Laboratory and X-rayservices

Home healthservices

Early Periodic Screening, Diagnosis, and Treatment services (for individuals under age 21 only)
Family planning services and supplies

Physicians services including nurse practitioners and nurse midwife services

Dental services

Physical and occupational therapy

Speech, hearing, and language therapy

Prescription drugs, over-the-counter drugs, and medical supplies

Durable Medical Equipment (DME), including prosthetic and orthotic devices, hearing

aids, and prescriptionshoes

Vision care services, including eyeglasses

Intermediate Care Facilities for the Mentally Retarded (ICF/MR)

Nursing facility services (Not covered inHARPS)

Personal care services

Medical Social Services for persons transitioning from the LTHHCP who received the service
under the LTHHCP (non-state plan service)

Home Delivered Meals for persons transitioning from the LTHHCP who received the service
under the LTHHCP (non-state plan service)

Case managementservices

Hospice careservices

TB-related services

Inpatient and outpatient behavioral health services (mental health and chemical dependence services)
Emergency medical services, including emergency transportation

Adult day care

Personal Emergency Response Services (PERS)

Renal dialysis

Home and Community Based Services waivers (HCBS)

Care at Home Program (OPWDD)

Non-emergency transportation

Experimental or investigational treatment (covered on a case-by-case basis)

Health Home Care Coordination and Management
Residential Addiction Services

Outpatient Addiction Services

Crisis Intervention

Licensed Behavioral Health Practitioner Services
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Service

Co-pay

Non-preferred brand-name prescription drugs

$3
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Preferred brand-name prescription drugs $1

Generic prescription drugs $1

Note: One co-pay is charged for each new prescription and each refill. No co-
payment for drugs to treat mental illness (psychotropic) and tuberculosis.

The state plan and demonstration behavioral health benefits below are being included in the
MMMC plans for adults age 21 and over according to the implementation phase in. A
separate amendment will be submitted for children under age 21 to include these benefits and
HCBS services in MMMC.

State Plan Inpatient and Outpatient Behavioral Health Services in MMMCs for individuals

21 and older, excluding rehabilitation services for residents of community residences
Clinic: Medically supervised outpatient withdrawal

Clinic: OASAS outpatient and opioid treatment program (OTP) services
Rehabilitation: OASAS outpatient rehabilitation programs

Clinic: Outpatient clinic services (OMH services)

Outpatient Hospital: Comprehensive psychiatric emergency program including Extended
Observation Bed (EOB)

Clinic: Continuing day treatment

Clinic: Partial hospitalization

Rehabilitation: Personalized Recovery Oriented Services
Rehabilitation: Intensive Psychiatric Treatment
Rehabilitation: Assertive Community Treatment

Targeted Case Management (being phased out) including Intensive case
management/supportive case management

Inpatient Hospital: Medically Managed detoxification (hospital based)
Inpatient Hospital: Medically supervised inpatient detoxification
Inpatient hospital: Inpatient treatment

Inpatient Hospital: Inpatient psychiatric services

Rehabilitation: Services for residents of community residences Note: these services are
currently excluded from the behavioral health integration. will be phased into MMMC via
contract amendments at a later date.
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ATTACHMENT B
Managed Long Term Care
Benefits

Home Health Care*

Medical Social Services

Adult Day Health Care

Personal Care

Durable Medical Equipment**

Non-emergent Transportation

Podiatry

Dental

Optometry/Eyeglasses

Outpatient Rehabilitation PT, OT, SP

Audiology/Hearing Aids

Respiratory Therapy

Private Duty Nursing

Nutrition

Skilled Nursing Facilities

Social Day Care

Home Delivered/Congregate Meals

Social and Environmental
Supports

PERS (Personal Emergency Response Service)

*Home Care including Nursing, Home Health Aide, Physical Therapy (PT),
Occupational Therapy (OT), Speech Pathology (SP)

**DME including Medical/Surgical, Hearing Aid Batteries, Prosthetic, Orthotics
and Orthopedic Footwear
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ATTACHMENT C
Home and Community-Based Services Expansion Program Benefits

All HCBS Expansion program participants may not receive all benefits listed below. An
individual participant’s access to the benefits below may vary based on the individual’s
similarity to an individual determined eligible for and enrolled in the LTHHC, NHTD, or TBI
1915(c) waiver program.

Assistive Technology (including personal emergency response system)
Community Integration Counseling and Services

Community TransitionServices
Congregate/Home Delivered Meals
Environmental Modifications

Home and Community Support Services
Home Maintenance

Home Visits by Medical Personnel
Independent Living SkillsTraining
Intensive Behavioral Programs

Medical Social Services

Moving Assistance

Nutritional Counseling/Education

Peer Mentoring

Positive Behavioral Interventions
Respiratory Therapy

Respite Care/Services

Service Coordination

Social Day Care (including transportation)
Structured Day Program

Substance Abuse Programs

Transportation
Wellness Counseling Services

Home and community-based services (HCBS) must be provided in a setting that includes the
following qualities:

The setting is integrated in and supports full access of individuals receiving Medicaid HCBS to
the greater community, including opportunities to seek employment and work in competitive
integrated settings, engage in community life, control personal resources, and receive servicesin
the community, to the same degree of access as individuals not receiving Medicaid HCBS.
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The setting is selected by the individual from among setting options including non-
disability specific settings and an option for a private unit in a residential setting. The
setting options are identified and documented in the person-centered service plan and are
based on the individual's needs, preferences, and, for residential settings, resources
available for room and board.

Ensures an individual's rights of privacy, dignity and respect, and freedom from coercion
and restraint.

Optimizes, but does not regiment, individual initiative, autonomy, and independence in
making life choices, including but not limited to, daily activities, physical environment,
and with whom to interact.

Facilitates individual choice regarding services and supports, and who provides them.

In a provider-owned or controlled residential setting, in addition to the qualities specified
above, the following additional conditions must be met:

1. The unit or dwelling is a specific physical place that can be owned, rented, or
occupied under a legally enforceable agreement by the individual receiving
services, and the individual has, at a minimum, the same responsibilities and
protections from eviction that tenants have under the landlord/tenant law of the
State, county, city, or other designated entity. For settings in which landlord
tenant laws do not apply, the State must ensure that a lease, residency agreement
or other form of written agreement will be in place for each HCBS participant,
and that the document provides protections that address eviction processes and
appeals comparable to those provided under the jurisdiction's landlord tenant law.

2. Each individual has privacy in their sleeping or living unit:

e Units have entrance doors lockable by the individual, with only
appropriate staff having keys to doors.

e Individuals sharing units have a choice of roommates in that setting.

e Individuals have the freedom to furnish and decorate their sleeping or
living units within the lease or other agreement.

3. Individuals have the freedom and support to control their own schedules and
activities, and have access to food at any time.

Individuals are able to have visitors of their choosing at any time.

The setting is physically accessible to the individual.

Any modification of the additional conditions specified in items 1 through 4
above, must be supported by a specific assessed need and justified in the person-
centered service plan. The following requirements must be documented in the
person-centered service plan:

o oA

e Identify a specific and individualized assessed need.

e Document the positive interventions and supports used prior to any
modifications to the person-centered service plan.

e Document less intrusive methods of meeting the need that have been tried but
did not work.
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e Include a clear description of the condition that is directly proportionate to the
specific assessed need.

e Include regular collection and review of data to measure the ongoing
effectiveness of the modification.

e Include established time limits for periodic reviews to determine if the
modification is still necessary or can be terminated.

e Include the informed consent of the individual.

e Include an assurance that interventions and supports will cause no harm to the
individual.

Settings That are Not Home and Community-Based:

For 1115 demonstrations that furnish HCBS services, settings that are not home and community-
based are defined at 8441.301(c)(5) as follows:

A nursing facility;

An institution for mental diseases;

An intermediate care facility for individuals with intellectual disabilities;

A hospital; or

Any other locations that have qualities of an institutional setting, as determined by the
Secretary.
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ATTACHMENT D - BH HCBS in HARPS and HIV SNPs

Behavioral Health HCBS

HCBS Assessment

e HCBS Eligibility Brief Assessment
e HCBS Full Assessment
Rehabilitation

e Psychosocial Rehabilitation

e Community Psychiatric Support and Treatment (CPST)
Empowerment Services-Peer Supports
Habilitation Services

Respite

e Short-term Crisis Respite

e Intensive Crisis Respite
Non-medical transportation

Family Support and Training
Employment Supports

e Pre-vocational

e Transitional Employment

e Intensive Supported Employment

e On-going Supported Employment
Education Support Services

*HCBS settings must adhere to the same HCBS setting qualities as listed in Attachment C.
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ATTACHMENT E

Quarterly Operational Report Format

Under Section IX STC 4, the state is required to submit quarterly reports to CMS. The purpose
of the quarterly report is to inform CMS of significant demonstration activity from the time of
approval through completion of the demonstration. The reports are due to CMS 60 days after the
end of each quarter (except for the report due for the quarter ending on September 30 of each
demonstration year, which can be incorporated into the annual report required under Section IX).

The following report guidelines are intended as a framework and can be modified when agreed
upon by CMS and the state. A complete quarterly progress report must include an updated
budget neutrality monitoring workbook.

NARRATIVE REPORT FORMAT: Title

Partnership Plan

Section 1115 Quarterly Report
Demonstration/Quarter Reporting Period:

Introduction:
Information describing the goal of the demonstration, what it does, and key dates of approval
/operation. (This should be the same for each report.)

Enroliment Information:
Please complete the following table that outlines all enrollment activity under the
demonstration. The state should indicate “N/A” where appropriate. If there was no activity
under a particular enrollment category, the state should indicate that by “0”. Please note
any changes in enrollment that fluctuate 10 percent or more over the previous quarter as
well as the same quarter in the prior demonstration year.

Enrollment Counts
Note: Enrollment counts should be person counts, not participant months

Current No. No.
Demonstration Enrollees | Voluntary Involuntary
Populations (to date) Disenrolled Disenrolled
(as hard coded in the in current in current
CMS-64) Quarter Quarter

Population 1 — TANF Child under age 1
through age 20 in mandatory MC counties
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Population 2 - TANF Adults aged 21 through
64 in mandatory MC counties as of 10/1/06

Adult Group in MMMC

Population 9 — HCBS Expansion participants

Population 10 - MLTC Adults 18 through 64
- Duals

Population 11 - MLTC Adults age 65 and
above - Duals

Total enrollment in each MCO by month

Voluntary Disenrollments:
« Cumulative Number of VVoluntary Disenrollments within Current Demonstration Year

e Number of Opt-outs for all HARP enrollees and reasons
e Number of Voluntary enroliments into HARPs
e Number of re-enrollments into HARPs

« Reasons for Voluntary Disenrollments

Involuntary Disenrollments:
e Cumulative Number of Involuntary Disenrollments within Current Demonstration Year

» Reasons for Involuntary Disenrollments

Enrollment Information for Specific Sub-populations:
« Enrollees in the HCBS Expansion program
e Enrollees in the HIVV SNP

e Enrollees in the HARPs

Program Operations

Outreach/Innovative Activities: Summarize outreach activities and/orpromising
practices for the current quarter.

Operational/Policy Developments/Issues: Identify all significant program
developments/issues/problems that have occurred in the current quarter, including, but

not limited to, approval and contracting with new plans, benefit changes, and legislative
activity. Also include any anticipated activities or program changes related to health
care delivery, benefits, enrollment, grievances, quality of care, access, and other
operational issues.
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Update on Progress and Activities related to Quality Demonstrations and Clinic
Uncompensated Care Funding: Identify all activities relating to the implementation of

these programs, including but not limited to:
» Release of solicitations and selection of awardees for the quality demonstrations;
= An explanation of grants, contracts or other financial arrangements entered
into for purposes of implementing the quality demonstrations of this
demonstration; and
= Progress of grantees in meeting the milestones identified in these STCs and any
award documents.

Consumer Issues: A summary of the types of complaints or problems consumersidentified
about the program in the current quarter. Include any trends discovered, the resolution of
complaints, and any actions taken or to be taken to prevent other occurrences, this should be
broken out to show the number of LTSS complaints vs. all other categories identified. Also
discuss feedback, issues or concerns received from the Medicaid Managed Care Advisory
Review Panel (MMCARP), advocates and county officials.

Quality Assurance/Monitoring Activity: Identify any qualityassurance/monitoring

activity in current quarter.

Managed Long Term Care Program: Identify all significant program developments, issues, or
problems that have occurred in the current quarter.

Home and Community-Based Services Expansion Program: For the quarter ending March
31 each year, attach a copy of the CMS-372 report completed in accordance with Appendix

A of the approved Long-Term Home Health Care, the Nursing Home Transitionand
Diversion, and the Traumatic Brain Injury 1915(c) waivers.

Demonstration Evaluation: Discuss progress of evaluationimplementation.

Financial/Budget Neutrality Developments/Issues: Provide informationon:
« Quality demonstration and clinic uncompensated care expenditures — to whom andwhen

« Designated State Health Programs — amount of FFP claimed for the quarter

Enclosures/Attachments: Identify by title any attachments along with abrief
description of what information the document contains.

State Contact(s): Identify individuals by name, title, mailing address, phone, fax,and
email address that CMS may contact should any questionsarise.

Date Submitted to CMS:
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ATTACHMENT F -RESERVED
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ATTACHMENT G
Mandatory Managed Long Term Care/Care Coordination Model (CCM)

Mandatory Population: Dual eligible, age 21 and over, receiving community based
long term care services for over 120 days, excluding the following:

- Long Term Home Health Care Program (in certain counties, see timeline below);
= Nursing Home Transition and Diversion waiver participants;

- Traumatic Brain Injury waiver participants;

» Nursing home residents;

« Assisted Living Program participants; and

« Dual eligible that do not require community based long term care services.

Voluntary Population: Dual eligible, age 18 through 20, in need of community based long
term care services for over 120 days and assessed as nursing home eligible. Non-dual
eligible age 18 and older assessed as nursing home eligible and in need of communitybased
long term care services for over 120 days.

The following requires CMS approval to initiate and reflects the enrollment ofthe
mandatory population only.

Phase | and I1: New York City and thesuburbs

July 1, 2012 - Any new dual eligible case new to service, fitting the mandatory definition inany

New York City County will be identified for enroliment and referred to the Enroliment
Broker for action.

» Enrollment Broker will provide with educational material, a list of plans/CCMs,
and answer questions and provide assistance contacting a plan if requested.

< Plan/CCM will conduct assessment to determine if eligible for community based
long term care.

« Plan/CCM transmits enrollment to Enrollment Broker.

In addition, the following identifies the enrollment plan for cases already receiving care.
Enrollment will be phased in by service type by borough by zip code in batches. People
will be given 60 days to choose a plan according to the following schedule.

July 1, 2012: Begin personal care cases in New York County
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August 1, 2012: Continue personal care cases in New York County

September, 2012: Continue personal care cases in New York County and begin personal care
in Bronx County; and begin consumer directed personal assistance program cases in New York

and Bronx counties

October, 2012: Continue personal care and consumer directed personal assistance
program cases in New York and Bronx counties and begin Kings County

November, 2012: Continue personal care and consumer directed personal assistance
program cases in New York, Bronx and Kings Counties

December, 2012: Continue personal care and consumer directed personal assistance program
cases in New York, Bronx and Kings Counties and begin Queens and Richmond counties

January, 2013: Continue personal care and consumer directed personal assistance program
citywide.

February, 2013 (and until all people in service are enrolled): Personal care,consumer
directed personal assistance program, citywide.

March, 2013: Personal care, consumer directed personal assistance program, adult day health
care, home health care over 120 days citywide.

March, 2013: Personal care, consumer directed personal assistance program, adult day health
care, home health care over 120 days in Nassau, Suffolk and Westchester counties

April, 2013: Personal care, consumer directed personal assistance program, adult day health
care, home health care over 120 days and long-term home health care program citywide.

April, 2013: Personal care, consumer directed personal assistance program, adult day health
care, home health care over 120 days and long-term home health care program in Nassau,
Suffolk and Westchester Counties

Phase I11: Rockland and Orange Counties

Dually eligible community based long term care service recipients in these additional
counties as capacity is established. June 2013
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Phase IV: Albany, Erie, Onondaga and Monroe Counties

Dually eligible community based long term care service recipients in theseadditional
counties as capacity is established. Anticipated Fall 2013

Phase V: Other Counties with capacity.

Dually eligible community based long term care service recipients in these additional
counties as capacity is established. Anticipated Spring 2014

Phase VI:

Previously excluded dual eligible groups contingent upon development of appropriate
program models:

< Nursing Home Transition and Diversion waiver participants;

« Traumatic Brain Injury waiver participants;

= Nursing home residents;

» Assisted Living Program participants;

= Dual eligible that do not require community based long term care services.
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