Table of Contents

State/Territory Name:
State Plan Amendment (SPA) #: NY 16-0044

This file contains the following documents in the order listed:

1) Approval Letter
2) CMS 179 Form
3) Approval SPA Pages



-

DEPARTMENT OF HEALTH & HUMAN SERVICES

Centers for Medicare & Medicaid Services ‘
7500 Security Boulevard, Mail Stop 52-26-12

Baltimore, MD 21244-1850 CENTERS FOR MEDICARE & MEDICAID SERVICES

Financial Management Group

NOV 30 2016

Jason A. Helgerson

State Medicaid Director

Office of Health Insurance Programs
NY$ Department of Health

Corning Tower (OCP- 1211)
Albany, NY 12237

RE: State Plan Amendment (SPA) 16-0044
Dear Mr. Helgerson:

We have reviewed the proposed amendment to Attachment 4.19-A of your Medicaid State plan
submmitted under transmittal number (TN) 16-0044, Effective September 1, 2016 this amendment
clarifies New York’s reimbursement policy with respect to bospitals that have undergone a full
asset merger. '

We conducted our review of your submittal according to the statutory requirements at sections
1902(a)(2), 1902(a)(13), 1902(a)(30), 1903(a) and 1923 of the Social Security Act and the
implementing Federal regulations at 42 CFR Part 447. This is to inform you SPA 16-0044 is
approved with an effective date of Septemberl, 2016. We are enclosing the CMS-179 and the
amended approved plan pages. :

If you have any questiohs, please contact Charlene Holzbaur at 609-882-4103 Ext. 104.

Sincerely,

Kristin Fan
Director

Enclosures
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Attachment 4.19-A
(12/10)

Maergers, acquisitions;, consolidations, restructurings and closures.

1. Rates of Payment. [As used in thig Section, tTihe terms merger, scquisition, Jand] consolidation,_and

rectrchyring, for the DUDOSe O Gt “ting a combined relmbursernent, rate, {shailjwill mean the
combining of two Or more aneral hospltals where such combination I t rafu
acouigiion (heraipafter refefred wW.as NI, sraer} ang {s consistent with the publit naed, would
creats @ new, more economical entity, reduce the costs of operation, result in the reduction of beds
and/or improve service dellvery and approved through the Department's Certificate of Need process.
Paymenits for hospitals subject to a full agset merger[, acquisition or consolidation] for inpatient acute
care services that are not otherwise exempt from DRG case-based rates of payment will be effective on
the dare the ful) assel MerGe rransaction is effacted and [shailfiwill be computed in accordance with this
Section axcept as follows:

a. The WEF used to adjust the statewide base price [shallwill be calculated by combining all
components used In the caltulation pursuant to the WEF Section for all haspitals subject to the full
asget marger{, acquisition ar consolidation]. '

b. The ditact GME payment per discharge added to the case payment rates of teaching hospitals
[shalllwill ba caleulated by dividing the total reported Madicaid direct GME costs for all teaching
hospitals subject to the full agset rrerget{,-acguisition, or consolidation] by the total reported Medlicaid
discharges reported by such hospitals in the applicable base petiod.

¢. The indirect GME payment per discharge added to the case payment rates of teaching hospitals
[shalllwill be calculated in accardance with the Add-ons to the Case Payment Rate Per Discharge
Saction, axcept the ratio of residents to peds used in the calculation [shatijwill be basad on the total
residents and beds of all such hospitals subject to the full gaget merger(, acquisition, or
consolidation]. _

d. The non-comparable payment per discharge added to the case payment rates fshalllwill be calculated
by dividing the total reported Medicald costs for qualifying non~camparable cost categories for all
hospitals subject to the full asset merger[, acquisition, or consolidation) by the total reported Medicald
discharges reported by such hospitals in the applicable base period.

TN _#16-0044 Approvai bate _____NOV 80 2016
Supersedes TN _ #11-0024-8_ Effective Date SEP Q 1 2016




Attachment 4.19-A

Naw York
136.1

1. A. Temporary rate change for fill assat mergers and aoquisitions,

2. For the pariod April 1, 2012 through August 31, 2016, the Commissioner may grant approval of a
temparary change to rates calculated pursuant to this Section for hospitals that complete a merger,
acquisition or consolldation provided such hospitals demonstrate through submission of a wrtten
proposal that the merger, acquisition or consolidation will result Iin an improvement to (i) cost
effactiveness of service delivery, (Il) quality of care, and (jii) factors deemed appropriate by the
Commissionaer, Such written proposal shall be submitted to the Department sixty days prior to the
requested effective date of the temporary rate change. The temporary rate change shall be in effect
for no longer than such ime as base year costs are updated for the development of these femporary
rates or such time as statewide base year costs are updated for the development of rates, whichever
is earfler, and shall consist of the varlous operating rate components of the surviving entity, At the
and of the specified imeframe, the hospital wiil be reimbursed in accordance with the statewlde
methodology set forth in this Attachment. The Commissioner may establish, as a condition of
racalving such a temporary rate change, banchmarks and goals to be achieved as & result of the
ongoing consolldation efforts and may also require that the hospital submit such periodic reports
concarning the achievement of such henchmarks and goals as the Commissioner deems necessary.
Failure to achieve satisfactory progress, as determined by the Commissioner, in accomplishing such
benchmarks and goals shall- be a basis for ending the haspital’s temporary rate change prior to the
end of the specified timeframe,

b.The Commissioner shall withdraw approval of a temporary rate change for hospitals which (1) fafll to
demonstrate compliance with and continual improvement on the approved proposal ar (i) an update
to the base year is made by the Department.

TN __#16:0094 Approval Date NOV 80 2016
Supersedes TN __#11:0024-D  Eftectiva Data SEP 01 2016
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