
­

AD., M.P.H. 

2011
 

Mr. Michael Melendez 
Associate Regional Administrator 
Department of Health & Human Services 
Centers for Medicare & Medicaid Services 

York Regional Office 
Division of Medicaid and Children's Health 
26 Federal Plaza - Room 3800 
New York, New York 10278 

RE: SPA #11-50 
Non-Institutional Services 

Dear Mr. Melendez: 

The State requests approval of the enclosed amendment #11-50 to the Title XIX (Medicaid) State 
Plan for non-institutional services to be effective April 1, 2011 (Appendix 1). This amendment is being 
submitted based on enacted legislation. A summary of the plan amendment is provided in Appendix 11. 

The State of New York reimburses these services through the use of rates that are consistent with 
and promote efficiency, economy, and quality of care and are sufficient to enlist enough providers so that 
care and services are available under the plan at least to the extent that such care and services are 
available to the general population in the geographic area as required by § 1902(a)(30) of the Social 
Security Act and 42 CFR §447204. 

Copies of pertinent sections of enacted State statute and proposed regulations are enclosed for 
your information (Appendix III). A copy of the public notice of this plan amendment, which was given in 
the New York State Register on March 30, 2011, is also enclosed for your information (Appendix IV). In 
addition, responses to the five standard funding questions and the standard access questions are also 
enclosed (Appendix V and VI, respectively). 

If you have any questions regarding this State Plan submission, please do not hesitate to contact 
John E. Ulberg Jr., Director, Division of Health Care Financing at (518) 474-6350. 

as A`Hei son 
edit d Dire for 

De ty ommissioner 
Office Health Insurance Programs 

Enclosures 

EALTH. NY.GOV 
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PARTMENT OF HEALTH AND HUMAN SERVICE­ FORM APPROV 
CING ADMINISTRATION­ OMB NO. 0938­

TRANSMITTAL AND NOTICE OF APPROVAL OF 1. TRANSMITTAL NUMBER; 2. STATE 
STATE PLAN MATERIAL #11-50 

New York 
FOR: HEALTH CARE FINANCING ADMINISTRATION 3. PROGRAM IDENTIFICATION: TITLE XIX OF THE 

SOCIAL SECURITY ACT (MEDICAID) 

TO: REGIONAL ADMINISTRATOR 4. PROPOSED EFFECTIVE DATE 
HEALTH CARE FINANCING ADMINISTRATION 1 April 1, 2011 
DEPARTMENT OF HEALTH AND HUMAN SERVICES 

5. TYPE OF PLAN MATERIAL (Check One). 

q NEW STATE PLAN q AMENDMENT TO BE CONSIDERED AS NEW PLAN AMENDMENT 
COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Se -rate Transmittal ter each amendment) 

6. FEDERAL STATUTE/REGULATION CITATION:­ 7. FEDERAL BUDGET IMPACT: 
Section 1902(a) of the Social Security Act, and 42 CFR 447 a. FFY 04/01/11 -09/30/11 (553.44 million) 

b. FFY 10/01/11 -09/301`12 ($50.00 million) 
8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT:­ 9. PAGE NUMBER OF THE SUPERSEDED PLAN 

SECTION OR ATTACHMENT (If Applicable): 
Attachment 4.19-B: Pages 4(a), 4(3), 4(4), 4(5) 

Attachment 4.19-B: Page 4(a) 

10. SUBJECT OF AMENDMENT: 
Control CHHA Utilization by Implementing Provider Specific Aggregate Annual Spending Caps 
(FMAP = 56.88% 4/1/11 -6/30/11; 50% 7/1/11 forward) 

11. GOVERNOR'S REVIEW (Check One): 
Z GOVERNOR'S OFFICE REPORTED NO COMMENT q OTHER, AS SPECIFIED: 
q COMMENTS OF GOVERNOR'S OFFICE ENCLOSED 
q NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL 

12.S A V RE F STATE AGENCY OFFICIAL:­ 16. RETURN TO: 
New York State Department of Health 
Corning TowerI3. TYPE A : J on A. Helgerson 
Empire State Plaza 
Albany, New York 1223714. TITLE:­ dicaid Director & Deputy Commissioner 

Department of Health 
15. DATE SUBMITTED: 

June 10, 2011 I 
FOR L^ IONrI 31, iCt I+IC < US f3 I I , 

17 7`L ATE:I.ECEPi D. 1I -DATE APPROVED: 

EFFECT-11:­ E DAZE €'I APPROVED GNA'I"UR OFFICAAI 

21:; <.EDNAMF­ "E: 

EMAR.1S& 
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New York
4(a) 

Attachment 4.19-B
(04/11) 

[For the rate periods on and after January 1, 2005 through December 31, 2006, and

April 1, 2007 through March 31, 2009, there shall be no such reconciliation of the amount of

savings in excess of or lower than one million five hundred thousand dollars.] 

In addition, separate payment rates for nursing services provided to patients diagnosed

with Acquired Immune Deficiency Syndrome (AIDS) shall be established based upon regional

services prices. Such prices shall be computed based upon average nursing costs per visit

calculated by aggregating base year allowable costs and statistics reported by certified home

health agencies within each of four state regions, and increased by a case mix adjustment

factor which represents the relative ratio of additional resources needed to provide home care

nursing services to AIDS patients when compared to the average case mix of home care

patients. Such AIDS regional nursing prices will be trended annually. 

The Commissioner shall adjust medical assistance rates of payment for services provided

by AIDS home care programs for purposes of improving recruitment and retention of non-

supervisory home care services workers or any worker with direct patient care responsibility in

the following amounts for services provided on and after December first, two thousand two. 

Rates of payment by governmental agencies for AIDS home care programs (including

services provided through contracts with licensed home care services agencies) shall be

increased by three percent. 

Providers which have their rates adjusted for this purpose shall use such funds solely for

the recruitment and retention of non-supervisory home care services workers or any worker

with direct patient care responsibility. Providers are prohibited from using such funds for any

other purpose. 

The Commissioner is authorized to audit each provider to ensure compliance with this


purpose and shall recoup any funds determined to have been used for purposes other than


recruitment and retention of non-supervisory home care services workers or any worker with


direct patient care responsibility.
 

In the case of services provided by providers through contracts with licensed home care

services agencies, rate increases received by providers shall be reflected in either the fees paid

or benefits or other supports provided to non-supervisory home care services workers or any

worker with direct patient care responsibility of such contracted licensed home care services

agencies and such fees, benefits or other supports shall be proportionate to the contracted 

TN #11-50 Approval Date 

Supersedes TN #07 -06 Effective Date 
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New York 
4 

Attachment 4.19-B 
(04/11) 

For the rate periods on and after January 1, 2005 through December 31, 2006, and April 
1, 2007 through March 31, 2009, there shall be no such reconciliation of the amount of savings 
in excess of or lower than one million five hundred thousand dollars. 

Certified home health care agency ceilings. 

Effective for services provided on and after April 1, 2011 through March 31, 2012, Medicaid 
payments for certified home health care agencies (agencies), except for such services 
provided to children under eighteen years of age, shall reflect ceiling limitations determined 
in accordance with this section. Ceilings for each agency shall be based on a blend of: 

(1) the agency's 2009 average per patient Medicaid claims, weighted at 51 percent, and 
(2) the 2009 statewide average per patient Medicaid claims for all agencies, as adjusted by 

the regional wage index factor and by each agency's patient case mix index, and 
weighted at 49 percent. 

(b) Effective for rate periods on and after April 1, 2011, the Department shall determine, based 
on 2009 claims data, each agency's projected average per patient Medicaid claim for the 
period April 1, 2011 through March 31, 2012, as compared to the applicable ceiling, 
computed pursuant to this section. To the extent that each agency's projected average 
claim exceeds such ceiling, the Department shall reduce such agency's payments for periods 
on and after April 1, 2011 by the amount that exceeds such ceiling. 

The regional wage index factor (WIF) will be computed in accordance with the following and 
applied to the portion of the statewide average per-patient Medicaid claim attributable to 
labor costs: 

(1) Average wages will be determined for agency service occupations for each of the 10 
i 4. L hl e. i / ,m ._t. 

t T Labor.la..bor market regions as defined, i_u.y . he fvew urk State t ofSlate Departmen
(2) The average wages in each region will be assigned relative weights in proportion to the 

Medicaid utilization for each of the agency service categories as reported in the most 
recently available agency cost report submissions. 

TN #11-50 Approval Date 

Supersedes TN NEW Effective Date 
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New York 
4(4) 

Attachment 4.19-0 
(04/11) 

(3)­ Based on the average wages as determined pursuant to this subdivision, as weighted 
pursuant to this subdivision, an index will be determined for each region, based on a 
comparison of the weighted average regional wages to the statewide average wages. 

(4)­ The department will adjust the regional WIFs proportionately, if necessary, to assure 
that the application of the WIFs is revenue-neutral on a statewide basis. 

(d)­ Agency specific case mix indexes (CMIs) will be calculated for each agency and applied to
 
the statewide average CMI. Computation of such CMIs will utilize the episodic payment
 
system grouper and will reflect:
 

(1)­ 2009 adjusted agency Medicaid claims as grouped into 60 day episodes of patient care; 
(2)­ data for each agency patient as derived from the federal Outcome Assessment 

Information Set (OASIS) and as reflecting the assignment of such patients to OASIS 
resource groups; 

(3)­ the assignment of a relative weight to each OASIS resource group; 
(4)­ the assignment of each agency's CMI index based on the sum of the weights for all of 

its grouped episodes of care divided by the number of episodes. 

(e)­ Ceiling limitations determined pursuant to this section will be subject to retroactive 
adjustment and reconciliation. In determining payment adjustments based on such 
reconciliation, adjusted agency ceilings will be established. Such adjusted ceilings will be 
based on a blend of: 

(1) an agency's 2009 average per patient Medicaid claims adjusted by the percentage of 
increase or decrease in such agency's patient case mix from the 2009 calendar year to 
the annual period April 1, 2011 through March 31, 2012, weighted at 51 percent, and; 

(2) the 2009 statewide average per-patient Medicaid claims adjusted by a regional WIF and 
the agency's patient case mix index for the annual period April 1, 2011 through March 
31, 2012, weighted at 49 percent. Such adjusted agency ceiling will be compared to 
actual Medicaid paid claims for the period April 1, 2011 through March 31, 2012. In 
those instances when an agency's actual per-patient Medicaid claims are determined to 
exceed the agency s adjusted ceiling the amount of such excess will be due from each 

TN #11-50­ Approval Date 

Supersedes TN NEW­ Effective Date 
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New York 
4 

Attachment 4.19-0 
(04/11) 

such agency to the state and will be recouped b y the Department in a lump sum amount 
or through reductions in the Medicaid payments due to the agency. In those instances 
where an interim payment adjustment was applied to an agency, and such agency's 
actual per-patient Medicaid claims are determined to be less than the agency's adjusted 
ceiling, the amount by which such Medicaid claims are less than the agency's adjusted 
ceiling will be remitted to each such agency by the Department in a lump sum amount 
or through an increase in the Medicaid payments due to the agency. 

(f)­ Interim payment adjustments pursuant to this section will be based on Medicaid paid 
claims for services provided by agencies in the base year 2009. Amounts due from 
reconciling payment adjustments will be based on Medicaid paid claims for services 
provided by agencies in the base year 2009 and Medicaid paid claims for services provided 
by agencies in the reconciliation period April 1 2011 through March 31, 2012. 

(g)­ The payment adjustments will not result in an aggregate annual decrease in Medicaid 
payments to providers in excess of $200 million. 

TN #11-50 Approval Date 

Supersedes TN NEW	Effective Date 
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SUMMARY
 
SPA #11-50
 

This state plan amendment proposes to control certified home health agency

(CHHA) utilization by implementing provider specific aggregate annual spending caps, 

effective April 1, 2011. 



Appendix III

2011 Title XIX State Plan
Second Quarter Amendment
Non-Institutional Services

Authorizing Provisions 



S. 2809-D / A. 4009-D - Part H 

§ 3. Section 3614 of the public health law is amended by adding a new subdivision 12 to read as 
follows: 

12. (a) Notwithstanding any inconsistent provision of law or regu­
lation and subject to the availability of federal financial partic­
ipation, effective on and after April first, two thousand eleven through 
March thirty-first, two thousand twelve, rates of payment by government 
agencies for services provided by certified home health agencies, except 
for such services provided to children under eighteen years of age and 
other discrete groups as maybe determined b the commissioner pursuant 
to regulations, shall reflect ceiling limitations determined in accord­
ance with this subdivision, provided, however, that at the discretion of 
the commissioner such ceilings may, as an alternative, be applied to 
payments for services provided on and after April first, two thousand 
eleven, except for such services provided to children and other discrete 
groups as may be determined by the commissioner pursuant to regulations. 
In determining such payments or rates of payment, agency ceilin s shall 
be established. Such ceilings shall be applied to payments or rates of 
payment for certified home health agency services as established pursu­
ant to this section and applicable regulations. Ceilings shall be based 
on a blend of: (i) an agency's two thousand nine average per patient 
Medicaid claims, weighted at a percentage as determined by the commis­
sioner; and (ii) the two thousand nine statewide average per patient 

­Medicaid claims adjusted by a regional wage index factor and an agency 
patient case mix index, weighted at a percentage as determined by the 
commissioner. Such ceilings will be effective April first, two thousand 
eleven through March thirty-first, two thousand twelve. An interim 
payment or rate of payment adjustment effective April first, two thou­
sand eleven, shall be applied to agencies with projected average per 
patient Medicaid claims, as determined by the commissioner, to be over 
their ceilings. Such agencies shall have their payments or rates of 
payment reduced to reflect the amount by which such claims exceed their 
ceilin s. 
(b) Ceiling limitations determined pursuant to paragraph (a) of this 
subdivision shall be subject to reconciliation. In determining payment 
or rate of payment adjustments based on such reconciliation, adjusted 
agency ceilings shall be established. Such adjusted ceilings shall be 
based on a blend of. (i) an agency's two thousand nine average per 
patient Medicaid claims adjusted by the percentage of increase or 
decrease in such agency's patient case mix from the two thousand nine 
calendar year to the annual period April first, two thousand eleven 
through March thirty-first, two thousand twelve, weighted at a percent­
age as determined by the commissioner; and (ii) the two thousand nine 
statewide average per patient Medicaid claims adjusted by a regional 



­

wage index factor and the agency's patient case mix index for the annual 

period April first, two thousand eleven through March thirty-first, two 

thousand twelve, weighted at a percentage as determined by the commis­

sioner. Such adjusted agency ceiling shall be compared to actual Medi­

caid paid claims for the period April first, two thousand eleven through 

March thirty-first, two thousand twelve. In those instances when an

agency's actual per patient Medicaid claims are determined to exceed the

agency's adjusted ceiling, the amount of such excess shall be due from

each such agency to the state and may be recouped by the department in a 

lump sum amount or through reductions in the Medicaid payments due to 

the agency. In those instances where an interim payment or rate of

payment adjustment was applied to an agency in accordance with paragraph

(a) of this subdivision, and such agency's actual per patient Medicaid

claims are determined to be less than the agency's adjusted ceiling, the

amount by which such Medicaid claims are less than the agency's adjusted

ceiling shall be remitted to each such agency by the department in a

lump sum amount or through an increase in the Medicaid payments due to

the agency.
(c) Interim payment or rate of payment adjustments pursuant to this


subdivision shall be based on Medicaid paid claims, as determined by the


commissioner, for services provided by agencies in the base year two


thousand nine. Amounts due from reconciling rate adjustments shall be


based on Medicaid paid claims, as determined by the commissioner, for


services provided by agencies in the base year two thousand nine and


Medicaid paid claims, as determined by the commissioner, for services


provided by agencies in the reconciliation period April firs two thou­

sand eleven through March thirty-first, two thousand twelve. In deter­

mining case mix, each patient shall be classified using a system based


on measures which may include, but not be ' 'ted to, clinical and func­

tional measures, as reported on the federal Outcome and Assessment


Information Set (OASIS), as may be amended.
 
(d) The commissioner may require agencies to collect and submit any

data required to implement the provisions of this subdivision. The

commissioner may promulgate regulations to implement the provisions of 

this subdivision. 
(e) Payments or rate of payment adjustments deter mined pursuant to

this subdivision shall, for the period April first, two thousand eleven

through March thirty-first, two thousand twelve, be retroactively recon­

ciled utilizing the methodology in paragraph (b) of this subdivision and

utilizing actual paid claims from such period. 
(f) Notwithstanding any inconsistent provision of this subdivision,

payments or rate of payment adjustments made pursuant to this subdivi­

sion shall not result in an aggregate annual decrease in Medicaid

payments to providers subject to this subdivision that is in excess of

two hundred million dollars, as determined by the commissioner and not

subject to subsequent adjustment, and the commissioner shall make such 



adjustments to such payments or rates of payment as are necessary to

ensure that such aggregate limits on payment decreases are not exceeded. 
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Express Terms 

Pursuant to the authority vested in the Commissioner of Health by section 3614(12) of the Public 

Subpart 86-1 of Title 10 of the Official Compilation of Codes, Rules and 

Regulations of the State of New York, is amended, to be effective upon publication of a Notice 

of Adoption in the New York State Register, to read as follows: 

Subpart 86 -1 of title 10 of NYCRR is amended and a new s i on 86-1.13-a is added, to read as 

follows: 

86-1.13 -a. Certified home health care agency c^ 

(a) Effective for services provided on and after "'A.^ 1 1, 2011 t,irough Match 1, 2012, 
s^crs r

ncies exce t 
x 

ouch servicesMedicaid payments for certified hom health care a ` es 

faae shall reflect ceiling limitations determined inprovided to children under eighteen y^ 
'I y 

accordance with this section. Ceilings Leach-' gncy shall ased on a blend of 

(1) the agency 's 2 r per patient Medicai c laim, wei ' hied at 51 percent, and 

(2) the 2009 state average per patient % d aid claim all agencies, as adjusted by the 

re Tonal wage inc e^ ctor nd; b each a cs 's anent case mix index, and wei kited at 

(b) Effve for rates on a - pri1 011, the Department shall determine, based 

on 2009 cams data, each a &cy's 6M t ted average per patient Medicaid claim for the period 

April 1 2011 t tough March 3 t 2012, as compared to the applicable ceiling computed pursuant 

to subdivision (a) ci s section T the extent that each agency's projected average claim is in 

excess of such ceiling, the De ent shall reduce such agency's payments for periods on and 

after April 1, 2011 by an an c nt reflecting the degree that such agency 's.projected average 

claim is in excess of such ceiling. 

(c) The regional wage index factor (WIF) will be computed in accordance with the following,
 

and applied to the portion of the statewide average per patient Medicaid claim attributable to
 

labor costs:
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s ncy service occupations for each of the 10(1) Average wages will be determined for age

labor market regions as defined bythe New Fork State De art of Labor. 

(2) The average wages in each region will be assigned relative weights in proportion to 

the Medicaid utilization for each of the agency service categories as reported in the most recently 

available agency cost report submissions. 

(3) Based on the average wages as determined pursuant to paragraph (1) of this 

lion an index will besubdivision. as wei hied ursuant to ara ra h 2 of this s 

ages to
determined for each region. based on a co!mkirisor^ of 

the statewide average wages. 

ecessar to assure
(4) The Department may adjust the re h i WIFs pro ortionatel `_ 

that the application of the WIFs is revenue-neutral Mstte basis. 

be calcu lated for each agency and applied to(d) Agency specific ease mix indexes 
AA,

the statewide average CMI. Computation 0f suer CM shall ut^ the episodic payment system 

grouper and shall reflect: r 7, y 

(1) 2009 adjus l e licaid cla as grouped into 60 day episodes of patient 

care 

data for each ency nt as derl ft'om the federal Outcome Assessment 

Informatic t (OASIS) d̂ reflecting the assignment of such patients to OASIS resource 

groupsLL 

(3) the assign e nt of a re ive weight to each OASIS resource group; 

(4) the assignment e ach agency's CMI index based on the sum of the weights for all 

of its grouped episodes of care divided by the number of episodes. 

(e) Ceiling limitations determined pursuant to this section shall be subject to retroactive
 

adjustment and reconciliation. In determining payment adjustments based on such
 

reconciliation, adjusted agency ceilings shall be established. Such adjusted ceilings shall be
 

based on a blend of; G an agency's 2009 average per patient Medicaid claim adjusted by the
 



­­­­­­­­
­­­­­
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percentage of increase o e in such agency's patient case mix from the 2009 calendar near 

to the annual period April 1, 2011 through March 31, 2012, weighted at 51 percent, and; (ii), the 

2009 statewide average patient Medicaid claim adjusted by a regional wage index factor and 

the agency's patient case mix index for the annual period April 1, 2011 through March 31, 2012, 

weighted at 49 percent. Such adjusted agency ceiling shall be compared to actual Medicaid paid 

claims for the period April 1, 2011 through March 31 2012. In those instances when an agency's 

actual average per patient Medicaid claim is determined to exc^ the agency s adjusted ceiling, 

state and maybe recoupedthe amount of such excess shall be due from each such ageaq 

the Medicaid payments due toby the Department in a lump sum amount or through 

the agency. In those instances where an interim pat or rate otyyment adjustment was 

a) and such agen s actual average perapplied to an agency in accordance with parag 

patient Medicaid claim is determined to be less the agency 's adjusted ^t?ng, the amount by 

ceiling shall bb fitted to eachwhich such Medicaid claims are less than the agent ^ dLgs 

such agency by the Department in a` Haim amount opugh an increase in the Medicaid 

payments due to the agency. 

ivis e b of this section shall beProjected payment, cam ute urs^' I 

based on Medicaid i c laims termined De artme for services provided b 

agencies in the base real I A 'o is due ors" :red from reconciling projected av pent 

be based on Medicaid paid claims, as 

determined b the Department. fog ices rowde b agencies in 2009 and Medicaid paid 

claims as rmined by e artnie^; or services provided by agencies in the reconciliation
Ak, 

as i A '^ L 'S t 7^'7

period April i i thou a i ill 3, 4y1 G. 

(g) The Department m requircgencies to collect and submit any data deemed by the
 

Department to be required element the provisions of this section.
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ISCELLANEOIJ S
 
NOTICES/HEARINGS 

800-221-9311
 

or visit our web site at: 
w w w. osc. state. nv. us 

Claims for abandoned property must be filed with the New York 
State Comptroller's Office of Unclaimed Funds as provided in Sec­
tion 1406 of the Abandoned Property Law. For further information 
contact: Office of the State Comptroller, Office of Unclaimed Funds, 

1 10 State St., Albany, NY 12236. 

PUBLIC NOTICE 
Department of Civil Service 

he Open Mee-Lin; 

e Department of Health proposes to am( d the Title XIX 
icaid) State Plan f care, and non­

1 services to comply with recently proposed statutory 
The following sienificant changes are proposed: 

- Medicaid administration costs paid to local governments. contrac­
tors and other such entities will also be reduced in the same manner as 
described above­

- Payments exempt from the uniform reduction based on federal 
law prohibitions include, but are not limited to, the following: 

. Federally Qualified Health Center services: 

. Indian Health Services and services provided to Native Ameri­
cans: 

• Supplemental Medical Insurance - Part A and Part B; 

• State Contribution for Prescription Drug Benefit (aka Medicare 

Part D payments); 

. Any local share cap payment required by the Federal Medical As­
sistance Percentage (FMAP) increase legislation: 

. aclv^ccscu•tucu
 

Hospice Services.
 

Payments exempt
 
funded exclusively wit 
limited to, the followir 

on-state owned or operated 
riders certified under Article 28 of the I' YS Public 

blic expenditure payments to the NYC Health and 

I 

87 
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ty rm
sustaining safety net services in underserved commun other disproportionate share hospital payments. Payments may be

quality and access to care is maintained, and to a 3ded to rates of payment or made as aggregate payments. Payments
administrative burden to Medicaid applicants and recipients or will be based initially on reported reconciled data from the base year
providers. two years prior to the payment year adjusted for authorized Medicaid

Medicaid expenditures will be reduced through the Medicaid sav- irther reconciled to actual reported data from such

Is allocation plan by the amount of projected overspending throng paymen
but not limited to: modifying or suspending . Extends current provisions to services on and after April 1, 2011,

uch as fees. premium levels, and rat the reimbursable operating cost component for general hospital
edicaid inpatient rates will be established with the 2006 final

to the final Consumer Price Index (CPI) for all orb 
0.25%. 

» For the state fiscal year beginning April 1, 2011 through March . The State proposes to extend, effective April 1. 2011. and thereaf­

31, 2012, continues specialty hospital adjustments for hospital ter, certain cost containment initiatives that were enacted in Chapter

inpatient services provided on and after April 1, 2011, to public gen- 81 of the Laws of 1995 and extended by subsequent legislation. The

eral hospitals, other than those operated by the State ofNew York or extended provisions are as follows: (1) hospital capital costs shall

the State University of New York, located in a city with a population exclude 44% of major moveable equipment costs: (2) elimination of

of over one million and receiving reimbursement of up to 51.08 bil- reimbursement of staff housing operating and capital costs; and (3)

lion annually. Payments to eligible public general hospitals may be budgeted capital inpatient costs of a general hospital applicable to the 

payment for costs incurred for hospital acquired conditions (HA(

The regulations promulgated by the Commissioner shall incorpoi

the listing of Medicaid HACs in the yet to be i ssued final federal ri
 

required to be submitted to the Department, and shall be 1 n nnintn t,... ,,„1fltinn.
f 

reflect each h sn t il's ubmissasn of a f ully
iti) - v ed. 

1 2009 DSH hospital data collection tool. which is required able conditions and complications, including, but not limited
nitted to the Department. diseases or complications of care acquired in the hospital and inju

such initial determinations sustained in the hospital.
d by the Commissioner on a 

evised to reflect actual rate period data and statistics. Indigent care -sarean claims will be subjec

will services were medically n
iaymeuts wilt be withheld in instances when a hospital has not submit­

ed required information by the due dates. provided, however, that ,aid payment.

on of such required data.
 the Department is propos
DSH payments for a rate I Medical Home (PCMH) to

isions to improve medical c 

88
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com­
approval of temporary adjustments to Medicaid 

:e to accommodate additional patient services 
requirements resulting from the closure, merger or reconfiguration of 
other hospitals in the area. Such rate increases would enable the 
surviving hospital to cover costs, including but not limited to ad­
ditional staff, service reconfiguration, transfer of medical residents to 
other programs, increased patient volume, and enhancing information 
technology 1 

t report shall n 
licensed public accountant effective with cost 

reports tiled with the Department of Health for cost 
ending on or after December 31, 2010. Effective for t 
periods, the Department will have authority to audit such cost reports. 

Long Term Care Services 
Effective for periods on and after July 1, 2011. Medicaid rates of 

payments for inpatient services provided by residential health care fa-
es (RHCF), which as of April 1, 2011, operate discrete units for 

ith Huntington's disease, and shall be 
i. The aggregate amount of such rate add-ons 

ve to the t( 
add-ons shall be 
lied cost reports 

eriod two years prior to 
to add-ons shall not be 

2011, and thereafter, 
t operated pub­

ial health 

within a county, in aggregate amounts of up to 5300 million. 
rant allocated to each eligible public RHCF will be in accor­
,ith the previously approved methodology. Payments to 
RHCF's may be added to rates of payment or made as aggre­

m or after April 1, 2011, the total 
7 residential health care facility's 
nt care services and other operat­

h 
methodology to be effective July 1, 2011. 

- The Statewide pricing methodology for the non-capital component 
of the rates of payment for inpatient services provided by residential 
health care facilities shall utilize allowable operating costs for a base 
near, as determined by the Commissioner of Health by regulation, and 
shall reflect: 

. A direct statewide price component adjusted by a wage equaliza­
tion factor and subject to a Medicaid-only case mix adjustment. 

ndircct statewide price component adjusted by a wage 
on factor; and 

. A facility specific non-comparable component. 

The non-capital component of the rates for AIDS facilities or 
discrete AIDS units i facilities; discrete units for residents 
receiving care in a long inpatient rehabilitation program for 
traumatic brain it ons; discrete units providing specialized 
programs for r ing behavioral interventions: discrete 

units for lo dependent
 

discret provi
 

may 
ions for rate adjustments or 

sition of facilities to the 
cilitating quality impro' 

. Effective April 1. 2011, the capital cost component 
rates of payment for services provided by residential health care 

hall not include any payment factor for return on or return of 
equity or for residual reimburse 

reserved bed days for 
its aged 21 

care facility if at 
ticioate in a 
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allocated propon.ronaiay oaseu 
­y's, AIDS homecare and hospic 

ived 
practitioners and physi 
e added to such professional
 

payments made to eligible clinical 

.E the period Apri11. 2011 thro 
and eacn ear thereafter, the Depart 
thorized to make supplemental payments for services provided by 
physicians. nurse practitioners and physician assistants who are 
employed by non-state operated public general hospitals operated by a 
public benefit corporation located in a city of more than one million 
persons or at a facility of such public benefit corporation as a member 
of a practice plan under contract to provide services to patients of such 
a public benefit corporation. Fees for these professional services shall 
be increased by an amount equal to the average commercial or 
Medicare rate that would otherwise be received for such services 
rendered by physicians, nurse practitioners and physician assistants, 
provided, however, that such supplemental fee payments shall not be 
available with regard to services provided at facilities participating in 
the Medicare Teaching Election Amendment Such included payments 
,;iat 
sum
 

clinic, and ambulatory surgery services capacity may
 
receive a temporary rate enhancement under the ambulatory pa 

ps (APG) met 

. Extends current provisions to services on and after April 
the reimbursable operating cost component for general hospital 
outpatient rates and adult day health care services provided by RHCFs 
rates will be established with the final 2006 trend factor equal to the 
final consumer price index (CPI) for all urban c 

r direct care services total annu; 
aid patients, as reported in each s 
cost report as submitted to the D 

ments made s I not be subject to subsequent it 

reconciliation. 

. Effective April 
30, 2011, medica 

2011, for the period April 1, 
istance rates of payment to idential health 

care faciliti nostic treatment centers lice nder Article 
28 of tile I Law for adult day health car es provided 

AIDS) or 
other human immunodeficiency virus (HIV) related illnesses, shall be 
increased by an aggregated amount of $1,867,000. Such amount shall 
be allocated proportionally among such providers based on the medi­
cal assistance visits reported by each provider in the most recently 
available cost reports, submitted to the Department by January I, 
2011. Such adjustments shall be included as adjustments to each 
provider's daily rate of payment for such services and shall not be 
subject to subsequent adjustment or reconciliation. 

- Ef 

in adjust­
236,000. 

Such adjustments all be distributed proportionally as rate add-ons, 
based on each eli ible provider 's Medicaid visits as reported in such 
provider's most tly available cost report as submitted to the 
Department prio to January 1, 2011, and provided further, such 
adjustments sha not be subject to subsequent adjustment or 

the nt to such rate 
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t?Ytirel 

t Medicaid claims are determined to 
ing, the amount of such excess shall 
he State and may be recouped by the 
cunt or through reductions in the 

o the agency. 
r rate of payment­ djustment was applied to 

e, and such ; uncy's actual per patient 
be le 

ceiling, the amount by which suc ledieaid claims are less than 
agency's adjusted ceiling shall be pitted to each such agency by 
Department in a lump sum an or through an increase in t 
Medicaid payments due to the a 

- In determining case mix, each patient shall be classified using a 
system based on measures which may include, but not be limited to, 
clinical and functional measures, as reported on the federal Outcome 
and Assessment Information Set (OASIS), as may be amended. 

- The Commissioner may require agencies to collect and submit 
any data, and may promulgate regulations to implement the agency 
ceilings, 

ml. 

h episodic payments, a statewide base price will 
eh 60-d" epr. Yde of . d shall be adjusted 

by a ndex factor and an individual patient case mix 
index. payments may be further adjusted for low utiliza­
tion ca! ect a percentage limitation of the cost for high­
utilizatu exceed outlier thresholds of such payments. 

- Toy cgs comparable to the prior state fiscal year, the 
initial 2012 base jar episodic payments will be based on 2009 
Medicaid pail ;, as determined by the Commissioner. Such base 

ill be made not less frequently than every three 
year episodic payments subsequent to 2012 will 

determined by the Commissioner that will be 
;uch base year adjustments shall be made not less 

risk-adjusted 
performance, 
members to it 
for FFS memll. cc of ongoing continuity relatii 
ship with pro) siding more reliable care mana 
ment paymen vhich are independent of sped 

iuire the following changes 
Medicaid. 

ume Medicaid provid­
k-adjusted global pay­

ted payment models will 
their historical case mix. 

imbursement to provid­
mproved preventative 

try utilization (such as a reduction 
in admissions conditions) as defined by stan­
dardized measui ce; and 

- Eligible Med vice recipients, who are currently 
receiving MH provider. as determined by an 

he Commissioner of Health, 

health services (SSHS). SS 
students with disabilities in s 
ported ^ 4201 schools. Payme 
penditure reimbursement methodology, I 
cost study for all school supportive heahl 
SSHS are authorized under § 1903(c) of 
include: nhysicai therapy, occupation, 
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\YS Register/March 30, 2011 

Clinic Visits 

Brand Name Prescription 

Generic Drug Prescription, and 
Preferred Brand Name Prescription 
Drugs 

Over-the-counter Medications 

Lab Tests 

X-Rays 

Medical Supplies 

Overnight hospital ys 

Emergency Room for non-
emergency room services) 

Additional Services Proposed for 
Cop: 

Eve ( 

ioners in private 

53.00 S3.40 and diagnostic and treatment centers 
ices provided in Article 28 certified 

$3.00 533.40 service limits will not apply to services 
51.00 51.15 ;stings, skilled nursing facilities, or in 

lice of Mental Health or the Office of 
Persons with Developmental Disabilities. Additionally, the utilization 

$0.50 $0.60 limits will not apply for services provided to Medicaid enrollees less 

$0.50 $0.60 than 21 years of age enrollees who are developmentally disabled or to 

51.00 $1.15 enrollees with specified chronic medical,' hysical conditions. 

51.00 

$25.00 
on the last day 

$3.00 56.40 

e option of reducing coinsurance 

amounts at their discretion. Effective October 1, 2011, the Department 
of Health will change the cost-sharing basis for Medicare Part B 
payments. Currently, New York State Medicaid reimburses practitio­
ners the full or partial Medicare Part B coinsurance amount for 
enrollees who have both Medicare and Medicaid coverage (the dually-
eligible). Medicaid reimburses the Medicare Part B coinsurance, 

rdless of whether or not the service is covered by Medicaid. Upon 
at of the proposed state plan change, Medicaid will no 

titioners for the Medicare Part B coinsurance for 

$0.00 

$0.00 de natiment for the 

50.00 Medicare,' Medicaid 

Su.00 
that the provider 

$200.00 Id have rece 

Therefore, if the Medic 
have paid for the 
Practitioners and clinics will be requi 
and Medicaid payment (if any) as full 

icaid-only coverage. 

what Medicaid would 
I be paid by Medicaid. 

ecept the total Medicar 
t for ser 

be prohibited from billing the Medicaid re at. 

. Effective Octobei 
Lion ss 

Substa 
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Miscellaneous \otices/14earings 

- The 
amounts 
outcome 

- Through a collaborative effo 
Office of Mental Health, Office 
vices, and the Office for Peopl 
streamline existing prograi 
locating medical and behavioral I 
to support improved coordinat 

. Effective for dates of servi 
for prescription footwear and 
adults agi 
footwear is at 
overutilization of 
May 1, 2011, the D 

ealth, with the 
Abuse Ser­

ital Disabilities, will 
barriers to co­

b facilities 

pril 1, 2011, coverage 
s and components for 

wear or when the 
This will reduce 

:e on and after 
prescription 

footwear, inserts at The fees will be based on an aver­
age of industry costs of equivalent products. 

. Effective for dates of service on and after April I. 2011, coverage 
of enteral formula for adults age 21 and over will be limited to formula 
administered by feeding tube or formula for treatment of an inborn 
metabolic disease. This will preserve coverage for medical need and 

consumed formulas for adults who can 

ope
 
will not be available for 

. Effective on and after July 1, 2011 

Kings County, Fulton Center
 
114 Willoughby Street
 
Brooklyn, New York 11201
 

Bronx County, Tremont Center
 
1916 Monterey Avenue
 
Bronx, New York 10457
 

The public is invited to review and comment on this proposed state 
plan amendment. 

For further information and to review and comment, please contact: 
Department of Health, Bureau of HCRA Operations & Financial Anal­
ysis, Corning Tower Bldg., Rm. 984, Empire State Plaza, Albany, NY 
12237, (518) 474-1673, (518) 473-8825 (FAX), e-mail: 
spa_inquires fa health. state. ny.us 

SALE OF 
FOREST PRODUCTS 

C henango Reforestat 
Contract No. X008135 

Pursuant to Section 9-0505 c 
selected transportation providers to del­Law, the Department of Environmental Conserve 
tion of Medicaid enrollees to and from 
rived through a competitive bid process. The Department will choose 
one or more transportation providers in a defined community to deliver 
necessary transportation of Medicaid enrollees to and from dialysis 

e enrollee's freedom to choose a transportation provi 

Public Notice for the following: 
Seal- d bids for ?I tons more or less rod nine. 32.6 MBF more or 

less white ash, 23.6 MBF more or less black cherry, 15.2 MBF more 
or less red maple, 10.0 MBF more or less sugar maple. 0.3 MBF more 
or less yellow birch, 0.5 MBF more or less basswood, 0.1 MBF more 
or less aspen, 233 cords more or less In 
Reforestation Area No. 1, Stands C-27, 
cepted at the Department of Environmental Conservation, Contract 
Unit, 625 Broadway 10th Fl., Albany, NY 12233-5027 until 11:00 
a.m. on Thursday, April 7, 2011. 

n, contact: Robert Slavicek, Supervising For-
I­ Conservation, Division of Lands 

. 80, Sherburne, NY 13460­

SALE OF 
FOREST PRODUCTS 

Lewis Reforestation Area No. 20 
Contract No. X0081 
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NON-INS UTIONAL SERVICES

State Plan Amendment #11-50
 

CMS Standard Funding Questions 

The following questions are being asked and should be answered in relation to all

payments made to all providers reimbursed pursuant to a methodology described in

Attachment 4.19-B of this SPA. For SPAS that provide for changes to payments for clinic

or outpatient hospital services or for enhanced or supplemental payments to physician

or other practitioners, the questions must be answered for all payments made under the

state plan for such service, 

1.­ Section 1903(a)(1) provides that Federal matching funds are only

available for expenditures made by States for services under the

approved State plan. Do providers receive and retain the total

Medicaid expenditures claimed by the State (includes normal per diem,

supplemental, enhanced payments, other) or is any portion of the

payments returned to the State, local governmental entity, or any

other intermediary organization? If providers are required to return

any portion of payments, please provide a full description of the

repayment process. Include in your response a full description of the

methodology for the return of any of the payments, a complete listing

of providers that return a portion of their payments, the amount or

percentage of payments that are returned and the disposition and use

of the funds once they are returned to the State (i.e., general fund,

medical services account, etc.). 

Res n : Providers do retain the payments made pursuant to this

amendment. However, this requirement in no way prohibits the public provider,

including county providers, from reimbursing the sponsoring local government

for appropriate expenses incurred by the local government on behalf of the

public provider. The State does not regulate the financial relationships that exist

between public health care providers and their sponsoring governments, which

are extremely varied and complex. Local governments may provide direct and/or

indirect monetary subsidies to their public providers to cover on-going

unreimbursed operational expenses and assure achievement of their mission as

primary safety net providers. Examples of appropriate expenses may include

payments to the local government which include reimbursement for debt service

paid on a provider's behalf, reimbursement for Medicare Part B premiums paid

for a provider's retirees, reimbursement for contractually required health benefit

fund payments made on a provider's behalf, and payment for overhead expenses

as allocated per federal Office of Management and Budget Circular A-87

regarding Cost Principles for State, Local, and Indian Tribal Governments. The

existence of such transfers should in no way negate the legitimacy of these

facilities' Medicaid payments or result in reduced Medicaid federal financial

participation for the State. This position was further supported by CMS in review

and approval of SPA 07-07C when an on-site audit of these transactions for New 



­

York City's Health and Hospitals Corporation was completed with satisfactory

results. 

2.­ Section 1902(a)(2) provides that the lack of adequate funds from local

sources will not result in lowering the amount, duration, scope, or

quality of care and services available under the plan. Please describe

how the state share of each type of Medicaid payment (normal per

diem, supplemental, enhanced, other) is funded. Please describe

whether the state share is from appropriations from the legislature to

the Medicaid agency, through intergovernmental transfer agreements

(IGTs), certified public expenditures (CPEs), provider taxes, or any

other mechanism used by the state to provide state share. Note that, if 

the appropriation is not to the Medica id agency, the source of the

share would necessarily be derived through either th rough an

CPE. In this case, please identify the agency to which the funds are

appropriated. Please provide an estimate of total expenditure and

State share amounts for each type of Medicaid payment. If any of the

non-federal share is being provided using IGTs or CPEs, please fully

describe the matching arrangement including when the state agency

receives the transferred amounts from the local governmental entity

transferring the funds. If CPEs are used, please describe the

methodology used by the state to verify that the total expenditures

being certified are eligible for Federal matching funds in accordance

with 42 CFR 433.51(b). For any payment funded by CPEs or IGTs,

please provide the following:
(i) a complete list of the names of entities transferring or

certifying funds;
(ii) the operational nature of the entity (state, county, city,

other);
(iii) the total amounts transferred or ce rtified by each entity 

(iv) clarify whether the certifying or transfe

general taxing authority: and,
(v) whether the certifying or transferring entity re ceived

appropriations (identify level of appropriations). 

Response: Payments made to service providers under the provisions of this

SPA are funded through a general appropriation received by the State agency

that oversees medical assistance (Medicaid), which is the Department of Health.

The source of the appropriation is the Local Assistance Account under the

General Fund/Aid to Localities. 

Section 1902(a)(30) requires that payments for services be consistent

with efficiency, economy, and quality of care. Section 1903(a)(1)

provides for Federal financial participation to States for expenditures

for services under an approved State plan. If supplemental or

enhanced payments are made, please provide the total amount for

each type of supplemental or enhanced payment made to each

provider type. 



Res nse: The payments authorized for this provision are not supplemental or 

enhanced payments. 

4.­ For clinic or outpatient hospital services please provide a detailed
description of the methodology used by the state to estimate the upper

payment limit (UPL) for each class of providers (State owned or

operated, non-state government owned or operated, and privately
owned or operated). Please provide a current (i.e., applicable to the
current rate year) UPL demonstration. 

Response: Medicaid payments for home care and hospice services are
not subject to the upper payment limit requirement. 

5.­ Does any governmental provider receive payments that in the
aggregate (normal per diem, supplemental, enhanced, other) exceed
their reasonable costs of providing services? If payments exceed the
cost of services, do you recoup the excess and return the Federal share
of the excess to CMS on the quarterly expenditure report? 

Response: The rate methodology included in the approved State Plan for home

care and hospice services is a cost-based methodology subject to ceilings. There

is no current requirement under current federal law or regulation that limits

individual providers' payments to their actual costs. 

Assurances: 

1.­ In compliance with provisions of the Recovery Act, the State should
provide assurances that they are in compliance with the terms of the
Recovery Act concerning (1) Maintenance of Effort (MOE); (2) State
or local match; (3) Prompt payment; (4) Rainy day funds; and (5)
Eligible expenditures (e.g. no DSH or other enhanced match
payments). 

Response: The State hereby provides assurances that it remains in
compliance with the terms of the Recovery Act with regard to the
requirements pertaining to the maintenance of effort, State or local match,
prompt payment, rainy day funds, and eligible expenditures. In addition,
the HHS Office of Inspector General has reviewed the State's compliance
with the political subdivision requirement for increased FMAP under ARRA
and found the State to be in compliance with this provision (Report A-02­
09-01029). 

2.­ The State needs to verify it is in compliance with the provisions of

Section 5006 of the Recovery Act concerning tribal consultations for

the SPA, or an explanation why the provisions did not apply in this 

instance. 



Response: No certified home health agencies are owned or operated by

tribal organizations. Therefore, after discussion with CMS, special

consultation or notification is not applicable. 
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NON-INSTITUTIONAL SERVICES
 
State Plan Amendment #11-50
 

CMS Standard Access Questions 

The following questions have been asked by CMS and are answered by the 
State in relation to all payments made to all providers under Attachment 
4.19-13 of the state plan. 

Specifically, how did the State determine that the Medicaid provider 
payments that will result from the change in this amendment are 
sufficient to comply with the requirements of 1902(a)(30)? 

Response: This amendment seeks to control over-utilization of Certified 
Home Health Agency (CHHA) services by implementing provider-specific, 
per-patient average spending limits. Paid Medicaid claims for CHHAs in New 
York State increased from $760M in 2003 to $1.35B in 2009 (approximately 
2.7% of total Medicaid spending). This amendment will reduce CHHA 
spending to approximately $1.158, which is still 51.% more than the 2003 
total. Projections indicate that only 23 of 139 CHHAs will face a rate/payment 
reduction as a result of this amendment. These providers can mitigate their 
financial impact by reducing inappropriate utilization of CHHA services. 

2.­ How does the State intend to monitor the impact of the new rates and 
implement a remedy should rates be insufficient to guarantee required 
access levels? 

Response: The State has various ways to ensure that access levels in the 
Medicaid program are retained and is currently not aware of any access 
issues. Certain classes of providers must notify and receive approval from 
the Department's Office of Health Systems Management or the Office of Long 
Term Care, as applicable, in order to discontinue services. These offices 
monitor and consider such requests in the context of access as they 
approve/deny changes in services. Finally, providers cannot discriminate 
based on source of payment. 

For providers that are not subject to an approval process, the State will 
continue to monitor provider complaint hotlines to identify geographic areas of 
concern and/or service type needs. If Medicaid beneficiaries begin to 
encounter access issues, the Department would expect to see a marked 
increase in complaints. These complaints will be identified and analyzed in 
light of the changes proposed in this State Plan Amendment. 



3.­ How were providers, advocates and beneficiaries engaged in the 
discussion around rate modifications? What were their concerns and 
how did the State address these concerns? 

Response: This change was recommended by the Medicaid Redesign 
Team. The Medicaid Redesign Team Process had discussions with industry 
associations, held multiple regional hearings and solicited ideas through a 
public process. The change was then enacted by the State Legislature as 
part of the 2011-12 Budget. The legislative process also provides 
opportunities for all stakeholders to lobby their concerns, objections, or 
support for various legislative initiatives. In addition, providers and other 
interested parties were given an opportunity to suggest and evaluate 
proposed reforms through the Home Care Reimbursement Work Group. 

4.­ What action(s) does the State plan to implement after the rate change 
takes place to counter any decrease to access if the rate decrease is 
found to prevent sufficient access to care? 

Response: Should any essential community provider experience Medicaid 
or other revenue issues that would prevent access to needed community 
services, per usual practice, the State would meet with them to explore the 
situation and discuss possible solutions, if necessary. The State has issued 
additional guidance that clearly articulates provider responsibility should they 
decide to stop accepting patients, decrease available services to existing 
patients, or to close. All CHHAs were provided with detailed information on 
April 11, 2011, to assist them in planning and managing their operations to 
comply with the spending limits without negatively impacting patient care. 

s the State modifying anything else in the State Plan which w 
counterbalance any impact on access that may be caused by the 
decrease in rates (e.g. increasing scope of services that other provider 
types may provide or providing care in other settings)? 

Response: This amendment is part of a wide-reaching Medicaid Reform 
project which includes initiatives to shift many current home care patients into 
Managed Long Term Care programs or other care management program 
models. In addition, providers who may be impacted by the proposed 
average spending limitations will have the opportunity to balance the costs of 
high-needs patients with those of lower-acuity recipients. 


