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NY - Submission Package - NY2016MH00020 - (NY-16-034) ro1ow 

- All Reviewable Units 

Submission - Summary 
'.IE IC><IC. - H~a :h Hon•es Program SPA Convcr,;100 lest- ~.Y 2016 

er.IS 10434 OMB 0938-1 188 

Not Started 

Package Header 

Package ID NY2016MH00020 

Submission Type Official - Review 1 

Approval Date NIA 

Superseded SPA N/A 
ID 

State Information 

State/Territory New York 
Name 

Submission Component 

• State Plan Amendment 

Submiss ion Type 

• Official Submission Package 
Draft Submission Package 

Key Contacts 

Name Tiiie 

Gallagher. Regina NYS Med1ca1d State Plan Coordinatro 

SPA ID and Effective Date 

In Progress 

SPA ID NY-16-034 

Initial Submission 9/29/2016 
Date 

Effective Date N/A 

Medicaid Agency Department of Health 
Name 

• Medicaid 
CHIP 

Request System Help 

Complete 

View Implementation Guide 

View All Responses 

+!-

+/-

•I-

Allow this official package to be viewable by other states? 

Yes 

• No 

+/. 

Phone Number Email Address 

(518)473-3658 regma gallagher@heatth.ny.gov 

+/-
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SPA ID NY-16-034 

Revlewable Unit 

Health Homes Intro 

Health Homes Population and Enrollment Criteria 

Health Homes Geographic Limitations 

Health Homes Services 

Health Homes Providers 

Health Homes Service Delivery Systems 

Health Homes Payment Methodologies 

Health Homes Monitoring, Quality Measurement and Evaluation 

Executive Summary 

Summary See executive summary within the intro 
Description 

Including Goals 
and Objectives 

Dependency Description 

Description of any none 
dependencies 

between this 
submission 

package and any 
other submission 

package 
undergoing review 

Disaster-Related Submiss ion 

This submission Is related to a disaster 

Yes 

• No 

Federal Budget Impact and Statute/Regulation Citation 

Federal Budget Impact 

Federal Fiscal Year 

First 2016 

Second 2017 

Federal Statute I Regulation Citation 

§1902(a) of the Social Security Act and 42 CFR 447 

Governor's Office Review 

• Nocomment 
Comments received 

Proposed Effective Date 

9/1/2016 

9/1/2016 

9/1/2016 

9/1/2016 

9/112016 

9/112016 

9/112016 

9/1/2016 

Amount 

$2,906,900.00 

S5,905,500.00 
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+/-

+/. 

+/. 

+/. 
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No response within 45 days 
Other 

Authorized Submitter 

Tho following information will be provided by the system once the package Is submitted to CMS. 

Name of Michelle Levesque 
Authorized 

Submitter 

Title None 

Phone number 

Email address micheUe.levesque@health.ny.gov 

Authorized Michelle Levesque 
Submitter's 

Signature 

../ I hereby certify that I am authorized to submit this package on behalf or the Medicaid Agency. 
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PRA C1l'Closure Statement Accordin1i 10 the Parerwo1>. Reduction Act o' 1!195 no persons are required 10 1es1xmd to a collect on or informal on unless 11 displays a valid 
Ot.IB contro number The va d OMB con1rol numoer for tnis 10'0<ma1 on co <>C:1on 1s 0938 1188 The t me reQtll'ed to complete this 1nlorma1ton collechOl' os eshmated 10 
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Submission - Public Comment 
"f" 

- .. 1','t! (9J~ • ,j .. -

Package Header 

Package ID NY2016MH00020 

Submission Ty pc Official 

Approval Date NIA 

Superseded SPA NIA 

to 

Name or Health SPA Conversion 1es: 
Homos Program 

,, 1 •• 

• , .. _·!O~ 

SPA 10 NY-16· 

Initial Submission NIA 
Date 

Erfoctove Date NIA 

Indicate whc1her public comment was solic iled wi1h respect to this submission. · 

C' Pubhc nooee was not requued and comment was not sohcitea 
v Public not1ee was not required. but comment was solc1ec 
(! J Public notice was required and comment was sohc1tec 

Indicate how tho public notice wn Issued and public comment was solicitod 

Ne-Nsoaper Announcement 

;!'.l Publlctuoon 1n statc"s adm1n1stra11ve record. 1n accordance with the 
adm1~1strative procedures requirements 

L Email to Electronic Ma1hn9 List or S1mt1ar Mechanism 

Websrtc No~ce 

= Pu~lic Heanng or Mee11ng 

= Other method 

Upload copies or public notices and other documents used 

Saved Documents 

Maximum frle SIZD 2M8 

· Valid fi'e extensions pd' ppt doc docx ds) ... is ppt• 

Name 

Date or Publication • 

811i/2016 

Date Created 

9113120 t6 8 22 AM EDT 

9/1312016 8 22 AM EDT 

Upload with this application a written summary of public comments received (optional) 

Savod Documents 
• MaK1mum fife sue 2M8 
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• Valid file e•rens1ons· pdf pp/ doc aoc• •Is• . .is ppt> 

Name Oato Create d 

No items avalable 

Browse .. 

Indicate the koy lssuos raiaod during the public comment period (optlonall 

Access 

Oua111y 

j Cost 

Payment metl\Odology 

Ehg1bd1ty 

::' Benefits 

Service delrvery 

Other issue 

Validation & Navigation 

Would you like to valida te the rov1owable unit data? 

Yes !. No 

,., l'f! :.•·, 4 d'" C'.Jll,.1 r1 l"':')h' •t ,t'l .~f\0) ':I tl.1 '••' .. 1 t t.' I• J., 11• J \', ! '-' 

Navigate to R<!vicwablo Unit 

- Select Rev1cwablc Unn -

Page 2of2 

Typo 
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!'f' ti.-o r ~r111h1,1 ,. 'IHTI•.'11" r '''"(·'"M OQ 1t\i• , .. t•' 1c, + 111.-11•1 • t •'rn.1!r( ..... , I J•J•• 'u l_,'::;r ·1u1r;.1r 'J Ull' f••tl1~ : ., , ....... ,, ... t. C '.1 " . ,. .. 3l'~UI>:. •!out .. ,, i :..111' 
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Submission - Tribal Input 
'.' f- 1 , 1 Hc:i ::i 1t '\• I• r1n S ;:)t. (' ... n . •·' 

Package Header 

Package ID NY2016MH00020 

Submission Typo Omc1a1 

Approval Date NIA 

Superseded SPA NIA 
ID 

Namo of Health SPA Convcmon 1es1 
Homos Program 

t. I I', • ., 1\ 

One o r more Indian healt h programs or Urban Indian Organizations 
furnish hoallh care services In this stale· 

.! Yes 

\...' No 

SPA ID NY·16· 

Initial Submission NIA 
Date 

Elfoct1vo Date 'llA 

TI1is state plan is likely to have a direct effec t on Indians. Indian h ealth 
programs o r Urban lndi•n Organizations · 

: Yes 

!,• No 

• Eapla ln why this n e"1cnds health home leilacy r:ues 
SPA is not likely to 
h:we 3 direct effect 

o n lndl;1n1. Indian 
Ho;ilth Program s 

or Urban Ind ian 

Org:mlz:itions 11~ir" 1t·r :>u1 11 3~1 .:c~ 

• Even though no: requited . lhe state has sol1c1led 
advice from Indian Heallll Programs and/or Urban 
Indian Organizat>ons poor to submlSSlon of this SPA 

".) The su11e has not soltefle<l advtee from Indian Health 
Programs and/or Urban Indian Organizabons pnor 10 

submiSSlOn of this SPA 

Complot e tho following Information r119ardln9 any tribal con sulLltion conduct i>d wilh respect to th is submission 

Tribal consultation was conducted In tho following manner 

S;il lnd1an Heal!h Programs 

Name of Program Date of consullatlon 

Hcallh C·1'\1C 912/2016 

Method/Location of consultation 

tnbal consultabon sent no corrroent recvd 

States are not required to consult with Indian tnb•l govemments but of such consultation wos conducted vcluntanly, provide inlormat on about such consultaloon 

;z lnd,an Trobcs 

Name o f Tribe Do to of consullotlon Mothodllocntlon o f consu ltation 

Cayuga Na~on 9/212016 tnbal consullat>On sent. no comment recvd 

Oneida Indian NatJOn 9 212016 tnbal consultation sent. no COrTYnOnl recvd 
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Namo of Tribo Dnte or consultation Method/Locati on of consultation 

Onondaga Nation 9/212016 tnbal consultabon sent. no corrmen1 recvd 

Seneca Nabon of Indians 9/2/2016 lf•bal consultabon sent no commenl recvd 

Sh1nnKock Indian Na~on Tnb31 Office 91212016 tnbal consulta!JOn sent. no commenl recvd 

St R1!91S Moh3wk Tribe 9/212016 1f1bal consu11a1oon sent no corrroen l recvd 

Tono 11anda Seneca Nation Tnbe 91212016 tnbal consulta!JOn sent no comment recvo 

TusC3rora Indian Nabon 912/2016 tnbal consultallon senl. no oorrvnent recvd 

UkKhang Indian Terrrtory 9'2/2016 tnbal consultallon senl. no corrrnent rccvd 

Tho state must upload coplos of documonts that support tho solicitaion or advice In accordanco with statutory roqulromonts . Including any notices 
aont to lndlan Hoalth Programs and/or Urban Indian Organlulons. as woll as attondoo lists ii lato·to·faco mootings woro hold. Also upload 
documents with comments rocolvod from Indian Hoalth Programs or Urban Indian Organization• and tho state's responses to nny Issues ra lsod. 
Altornatlvely Indicate tho koy lssuos and summarlzo any comments rocolved below and describe how the auto incorporated thom into tho dosign 
of Its program. 

Savod Documents 

Maximum file Size 2M8 

Valid file c•tenSJons par ppr doc doc- xlsx <Is PP"' 

Name Dale Croatcd 

·,ea 1 9/ 1312016 8 51 Al./ EDT 

._. ""r D.1 911312016 8 51 AM EDT 

-•~a . 9113 '2016 8 51 AM EDT 

c -,oa G 911312016 8 54 AM EDT 

... , ca 911312016 8 5" Al.I EDT 

Browse .. 

Ind icate the key lssuos raised (optional) 

11 Access 

Ouallty 

= Cost 

C Payment methodology 

~ Benefrts 

= Servoco delivery 

;:- Other issue 

Validation & Navigation 

Would you hke to validato the revH!wable unit da ta? 

::_. Yes @) No 
•• • 1r .-•• ,.,., :1 ru1nr ~or.•u.1·1.: 1 "'.H.1 '•H w•I .. L •• ~ t'c• •• r • 

Nav19•IO to Revlowable Unit 

- SCIOCI Rev1owable Unit -

Typo 
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Submission - SAMHSA Consultation 
'I[ 1r ,.., i1U •'i ... ~. l>'r •":J"'t' .. r •• 

·.~: • :~r. .. _ 

Package Header 

Packago ID NY2016MH00020 

Submission Typo Official 

Approval Date NIA 

Superseded SPA NIA 
ID 

Name of Hoolth SPA Conversion tost 
Homes Program 

• , r~ - '• t '. ·, 

;i; The State provides assurance 1hat rt has consulled and coordinated w1tn 
the Substance Abuse and Mental Health Services Adm1mstr.11ton (SAMHSA) 
1n addressing 155ues regarding the prevenllOn and treatment of mental illness 
and substance abuse among el1g1ble tndtvlduals wctn chronic cond,tons 

Va lidatio n & N avigat ion 

Would you like to validato tho revicwablo uni t data? 

0 Yes '!, No 
'l f'" l ,._ ... J -

. ~ 
t· • J ····· 

SPA 10 NY-16· 

lnilial Submission NIA 
Dato 

Elf octavo Date NIA 

Date o r consulta llon 

11/2012014 

Naviga te to Rcviowabto Unit 

- Select Revoewabte Unit -

Page I of 1 

P<>1." u•~'.1'r .. t•11.:.. r:r1 • uf .C"""" •• • !t , ... p -:t~.J , ...... f1'"''n .. ·on "'nt,:;.)tC!.;. , ... ,.J..; 
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Records 1 Submission Packages 

NY - Submission Package - NY2016MH00020 - (NY-16-034) Fo1c1w 

- All Revlewable Units 

Health Homes Intro 

cr.•s 104'.l<l 01.1B 093e.11ss 

Not Started 

Package Header 

Package ID NY2016MH00020 

Submission Type Off1C1al - Review 1 

Approval Date NIA 

Superseded SPA NIA 
ID 

Program Authority 

1945 of the Social Security Act 

In Progress 

SPA ID NY-10-034 

Initial Submission 912912016 
Date 

Effective Date 9/112016 

The state elects to implement the Health Homes state plan option under Section 1945 of the Social Security Act. 

Name of Health SPA Conversion lest 
Homes Program 

Executive Summary 

Request System Help 

Complete 

View Implementation Guide 

View All Responses 

.. _ 

.. ,. 
Provide an executive summary of this Health Homes program including the goals and objectives of the program, the population. providers. services 
and service delivery model used 
Summary description including goals and objecbves: 
New state plan amendment 
Supersedes transmittal# 15-0002 
Transmittal# 10-0034 
This State Pian Amendment is in Attachment 3.1-H of the State Plan. except forthe Payment Methodologies section, which 1s in Attachment 4.19-B of the State 
Plan 

Part I: Summary of new State Plan Amendment (SPA) #1 6-0034 
The Department of Health proposes to amend the Title XIX (Medicaid) State Plan for non-institutional services. The following changes are proposed: 

Effective September 1. 2016 through November 30, 2016 the State will continue to reimburse converted Targeted Case Management (TCM) providers at their 
existing Health Home Legacy rates. Health Home per member rates, for Health Home providers including TCM providers, that are based on three tiers "High. 
Medium. Low'. acuity, functional status, and region and a uniform case finding fee. which were currently scheduled to take effect on September 1, 2016, will 
now become effective on December 1, 2016 Health Home per member rates to implement court orders for Assisted Outpatient population (Health Home Plus) 
and the Adult Home population will remain in effect and unchanged. 

Amendment change located in MACPRO Umt 7 p. 2 of 3 
Key. ( J represents deleted text and under11ned reP<esents new text 

On (September 1, 2016) December 1. 2016. the case finding fee will be set at S135 
Effective January 1, 2015 TCM programs for adults will be paid their ex1s11ng TCM rates until (August 31 , 2016) November 30, 2016. 

Part II' Summary of Changes Concerning MMDL to MAC Pro Conversion: 

https://gmacbis.appiancloud.com/suite/tempo/records/type/EZhOsNitem/isB9CoOjznkfJL ... 9129120 16 
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In migrating informabon from New York State Health Home approved SPA #15-0020 housed in CMS' MMDL application to the newly released MAC Pro 
application. the following transactions/edits were executed with the assistance and agreement of CMS Highlights of this conversion and subsequent decisions 
have been summarized in the following categories: 

Omitted language from previously approved SPA #15-0020; 
Suggested changes by CMS and NYS response; 
Acceptance of all assurances· new CMS requirement in MACPro that all assurances must be accepted in order to validate and complete submission; 
Completion of Monitoring, Quality Measurement and Evaluation; and 
Other. Required documentation. flowcharts. etc. 

Every effort has been made to migrate the following information from NYS' previously approved SPA #15-0020, located in the MMDL application, to the newly 
released MACPro application, as requested by CMS. However, NYS has experienced a number of challenges. both technical and programmatic, dunng this 
transition. Therefore, NYS has recommended an email containing this amendment and Executive Summary be forwarded to CMS to preserve the effecbve date 
and information contained herein, in the event migrated data is unsuccessfully transmitted through the MACPro application. In addition, it's NYS' understanding 
that requests for additional information, documents, and /or revisions, particularly concerning all assurances, are for clarification purposes only and do not 
represent new Heallh Home policy or obligations. as previously discussed during our Health Home conference calls. 

For additional information concerning this process. please refer to "Questions and Answers for CMS in Preparation for Conference Calls: August 31 and 
September 1. 2016" emailed to CMS on September 29, 2016. 

General Assurances 

..J The state provides assurance that eligible individuals will be given a free choice of Health Homes providers . 

..J The states provides assurance that it will not prevent individuals who are dually eligible for Medteare and Medicaid from receiving Health Homes services 

+/ • 

v The state provides assurance that hospitals parltClpabng under the state plan or a waiver of such plan will be instructed to establish procedures for refemng 
elig ible individuals with chronic conditions who seek or need treatment on a hospital emergency department to designated Health Homes providers. 

v The state provides assurance that FMAP for Health Homes services shall be 90% for the first eight fiscal quarters from the effective date of the SPA. After 

the first eight quarters. expenditures will be claimed at the regular matching rate . 

../ The state provides assurance that it will have the systems in place so that only one 8-quarter period of enhanced FMAP for each health homes enrollee will 

be claimed. 

v The state provides assurance that there will be no duplication of services and payment for similar services provided under other Medicaid authorities. 

PRA Disclosure Sta1em,.n1 Accord.nq to the Pap.,rwork Reduchon Acl of lll95 no persons are r~quired to respond to a collect<on or informal on unless 11 displays a valid 
OUB control numoer The valid OMB control num1>er lor th<s •flforma11on collec11on is 0~38-1168 The time requ1rP.d 10 complete this 1nforma1ton collection is esllmalcd to 
.1vcrage 40 hours per response, 1nclud1n9 the t11nc 10 review 1nstruct1ons s":i1ch cx,,,ling dala resources gamer the dala neede<I. and complete and review 1he 1nrorrna11on 
collection. 11 you hnv<' comments concerning the nccuracy of the time estunatelSl or ~uggeshons tor 1mprovmg lh1s form please wnt~ to Cl·AS, 7500 Secunty Bouleva1d Attn 
PRA Repor1s Clt':ir:ine<> Off1cN Mail Slop C4-2G 05 Baltimore Maryland 21244 1850 

https://gmacbis.appiancloud.com/suite/tempo/records/type/EZhOsA/item/isB9Co0jznkfJL. .. 912912016 
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Records I Submrssron Packages 

NY - Submission Package - NY2016MH00020 - (NY-16-034) Follow 

- All Reviewable Units 

Health Homes Intro 
'.•1:r· CA•D · rleallh Homes Progr~m. SPA Conver.00•1 t•'St- t'<Y 2016 

cr.1s 104;1-: oi: a 093s., i aa 

Not Started 

Package Header 

Package ID NY2016MHD0020 

Submission Type Official - Revtew 1 

Approval Date NIA 

Superseded SPA N/A 
ID 

Program Authority 

1945 of the Social Security Act 

In Progress 

SPA ID NY-16-034 

Initial Submission 9129/2016 
Date 

Effective Date 91112016 

The state elects to implement the Health Homes state plan option under Section 1945 of the Social Security Act. 

Name of Health SPA Conversion test 
Homes Program 

Executive Summary 

Request System Help 

Complete 

View Implementation Guide 

View All Responses 

+/-

Provide an execu1ive summary of this Health Homes program including the goals and objectives of the program, the population, providers. services 
and service delivery modet used 

Summary description including goals and objecbves 
New state plan amendment. 
Supersedes transmittal # 15-0002 
Transmittal# 16-0034 
This State Plan Amendment is in Attachment 3.1-H of the State Plan. except for the Payment Methodologies section, which 1s in Attachment 4.19-B of the State 
Plan. 

Part I: Summary of new State Plan Amendment (SPA) #16-0034 
The Department of Health proposes to amend the Title XIX (Medicaid) State Plan for non-institutional services. The following changes are proposed: 

EffectJve September 1. 2016 through November 30, 2016 the State will continue to reimburse converted Targeted Case Management (TCM) providers at their 
existing Health Home Legacy rates. Health Home per member rates. for Health Home providers including TCM providers, that are based on three tiers "High, 
Medium, Low". acuity. functional status, and region and a uniform case finding fee, which were currently scheduled to take effect on September 1. 2016. will 
n<l'N become effective on December 1. 2016. Health Home per member rates to implement court orders for Assisted Outpatient population (Health Home Plus) 
and the Adult Home population will remain rn effect and unchanged. 

Amendment change located in MACPRO Unrt 7 p 2 of 3 
Key ( ) represents deleted tex1 and underlined represents new tex1 

On (September 1. 2016) December 1, 2016, the case finding fee will be set at $135 
Effective January 1. 2015 TCM programs for adults will be paid their existing TCM rates until (August 31 . 2016) November 30. 2016. 

Part II : Summary of Changes Concerning MMDL to MACPro Conversion. 
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In migrating information from New York State Health Home approved SPA #15-0020 housed in CMS' MMDL application to the newly released MACPro 
application . the following transactions/edits were executed with the assistance and agreement of CMS. Highlights of this conversion and subsequent decisions 
have been summanzed in \he following categories 

Omitted language from previously approved SPA #15-0020: 
Suggested changes by CMS and NYS response: 
Acceptance of all assurances - new CMS requirement in MAC Pro lhat all assurances must be accepted in order to validate and complete submission; 
Completion of Monitoring. Quality Measurement and Eva luation; and 
O ther: Required documentation, flowcharts, etc 

Every effort has been made to migrate the following information from NYS' previously approved SPA #15-0020. located in \he MMDL application, to \he n ewly 
relea sed MAC Pro appltcation, as requested by CMS. However, NYS has experienced a number of challenges, both technical and programmatic , during this 
transition. Therefore, NYS has recommended an email containing this amendment and Executive Summary be forwarded to CMS to preserve \he effective date 
and information contained herein, in the event migrated data is unsuccessfully transmitted through the MACPro application. In addition, it's NYS' understanding 
that requests tor additional information, documents. and /or revisions, particularly concerning all assurances, are for clarification purposes only and do not 
represent new Health Home poltcy or obligations, as previously d iscussed during our Health Home conference calls 

For additional information concerning this process, please refer to "Questions and Answers for CMS 1n Preparation for Conference Calls: August 31 and 
September 1, 2016" emailed to CMS on September 29, 2016. 

General Assurances 

../ The state provides assurance that eligible individuals will be given a free choice of Health Homes providers . 

+/-

../ The states provides assurance that 11 will not prevent individuals who are dually eligible for Medicare and Medicaid from receiving Health Homes services. 

v The state provides assurance that hospitals participating under the state plan or a waiver of such plan will be instructed to establish procedures for referring 

eligible individuals with chronic conditions who seek or need treatment in a hospital emergency department to designated Health Homes providers . 

.../ The state provides assurance that FMAP for Health Homes services shall be 90% for the first eight fiscal quarters from the effective date of the SPA After 
the first eight quarters, expenditures will be claimed at the regular matching rate 

v The state provides assurance that it will have the systems in place so that only one 8.quarter period of enhanced FMAP for each health homes enrollee will 

be claimed. 

v The state provides assurance that there will be no duplication of services and payment for similar services provided under other Medicaid authorities. 

PRA D1sclos:ire Statement According to the Paperwork Reduction Act cl 1995 no persons are required to respond to a colleclion or information unless 11 displays a vahrt 
0 1.1B control number The valid OMl3 control nurnber for lh1s 1nforma11on collec11on 1s 0938-1188 The 11me required to complete lh1s onformatoon collectron is est1m11ed lo 
average 40 hours per response 1ndud1r1Q lhe lime to review 1nsl'Uct,ons SP3rch e"~ling dJla resources g.11ner the data necdM and complell' :ind review lhe ooformalior 
coll~Cl1on ,, you have comrl>'l'.llS concerning the accuracy of th<' 1,me esl·<'•31e(" O' suqgc£11ons for 1mprov1r.q th s fc<rn. plc;ts<' ... nte to Cl.IS 7500 Security BouK'vard Aun 
PR/, Rcpons Clearance Office• I.la I Slop C~ 26-05 Ba·11more l.la'Yland 2 t:?44-1850 
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Records 1 Subm1ss1on Packages 

NY - Submission Package - NY2016MH00020 - (NY-16-034) Fo1ow 

Request System Help 

. All Reviewable Units 

Health Homes Population and Enrollment Criteria 
: .iEOICAIO Health Homes Progrim SPA Convl'rsion le<I NY 2Qlf 

Cl.'S-104'.\.I OMB 0938-1188 

Not Started 

Package Header 

Package ID NY2016MH00020 

Submission Type Official - Review 1 

Approval Date N/A 

Superseded SPA NIA 
ID 

I~ Progress 

SPA ID NY-16-034 

Initial Submission 9/29/201 6 
Date 

Effective Date 9'1 20t6 

Complete 

View Implementation Guide 

View All Responses 

Categories of Individuals and Populations Provided Health Homes Services 

The state will make Health Homes services available to the following categories of Medicaid participants 

../ Categoncally Needy (Mandatory and Opbons for Coverage) Ehgibihty Groups 

../ Medically Needy Eligibility Groups 

Population Criteria 

The state elects to offer Health Homes services to Individuals with 

../ Two or more chronic conditions 

Mandatory Medically Needy 

../ Medically Needy Pregnant Women 

../ Medically Needy Children under Age 1 8 

Optional Medically Needy (select the groups included in the population) 

Familles and Adults 

../ Medically Needy Children Age 18 through 20 

../ Medically Needy Parents and Other Caretaker Relatives 

Aged. B lind and Disabled 

../ Medically Needy Aged. Bhnd or Disabled 

../ Medically Needy Blind or Disabled Individuals Eligible in 1973 

Specify the conditions Included 

../ Mental Health Condition 

../ Substance Use Disorder 

../ Asthma 

v Diabetes 

+/-

+/-

https :// gmacbis.appiancloud.com/su i te/tempo/records/type/EZhOsA/i tern/i sB 9Co0j znkfJL ... 9/29/2016 



Y - Submission Package - NY20 I 6MH00020 - (NY-16-034) Page 2 of 5 

../ One chronic condition and the risk of developing another 

v Heart Disease 

v BMI over25 

../ Other (specify) 

Name Description 

BMI over 
25 

BMI is defined as. at or above 25 for adults, and BMI at or 
above the 85 percentile for children 

Specify the conditions included 

Mental Health Condition 

Substance Use Disorder 

Asthma 

Diabetes 

Heart Disease 

BMI over25 

v Other (specify) 

Name 

HIV/AIDS 

One Serious Mental illness 

SEO/Complex Trauma 

Description 

see description below 

see description below 

see description below 

Specify the criteria for at risk of developing another chronic condition 

HIV, Serious Mental Illness (SMI) and Serious Emotional Disturbance (SEO) 
and complex trauma are each single qualifying conditions for which NYS was 
approved. Providers do not need to document a nsk of developing another 
cond1t1on in these cases. 
New Yor1<'s Medicaid program serves over 5 million enrollees with a broad 
array of health care needs and challenges. While many Medicaid enrollees are 
relatively healthy and access practitioners to obtain episodic and preventive 
health care, the Medicaid program also has several population groups who 
have complex medical. behavioral, and long term care needs that drive a high 
volume of high cost services including inpatient and long 
term institutional care. 

Of lhe 5.4M Medicaid enrollees who access services on a fee for service or 
managed care basis, 975,000 (including dual eligibles) have been Identified as 
high cosVhigh need enrollees with two or more chronic conditions and/or a 
Serious Persistent Mental Illness These high cost/high need enrollees are 
categonzed into 
four groups representing enrollees with intellectual disabilities. enrollees in 
need of long term care services, 
enrollees with behavioral health issues. and enrollees with two or more 
chronic medical conditions. One of NY's first health home inillatives will focus 
on enrollees with behavioral health and/or chrome medical cond11Jons 

The NYS Medicaid program plans to certify health homes that build on current 
provider partnerships. Applicant health home providers will be required to 
meet State defined health home requirements that assure access to primary, 
specialty and behavioral health care that support the integration and 
coordination of all care. Recently passed New Yor1< State Law provides the 
Commissioners of Health, Mental Health, Alcoholism and Substance Abuse 
Services. and People with Developmental Disabilities the authority to integrate 
care delivery by synching health care, substance abuse services. and mental 
health certification requirements for health homes. Approved health homes will 
directly provide. or contract for. health home services to the identified eligible 
beneficiaries. To meet this goal. it is expected that health home providers will 
develop health home networ1<s wtth primary, medical. specialty and mental 
health providers. substance abuse service providers. community based 
organizations, managed care plans and others to provide enrollees access to 
needed services. 

To facilitate the use of health information technology by health homes to 
improve service delivery and coordination actoss the care continuum. NY has 
developed initial and final HIT standards for health homes that are consistent 
with NYS' Operational Plan for Health Information Technology and Exchange 
approved by 
CMS. Providers must meet initial HIT standards to implement a health home. 
Furthermore. applicants must provide a plan to achieve the final standards 
w1th1n eighteen months of program initiation in order to be approved as a 
health home provider. 
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To the extent possible health home providers will be encouraged to utilize 
regional health information organizations or qualified entities to access patient 
data and to develop partnerships that maximize the use of HIT across 
providers (i.e hospitals. TCMs). Health home providers will be encouraged to 
utilize HIT as feasible to create. document execute and update a plan of care 
that 1s accessible to the interdisciplinary team of providers 
for every patient. Health home providers will also be encouraged to utthze HIT 
as feasible to process and follow up on patient tesbng, treatments, community 
based services and provider referrals. 

NY will target populations for health homes services in the major categories 
and the associated 3M Clinical Risk Group categories of chronic behavioral 
and medical conditions listed below 

Major Category: Alcohol and Substance Abuse 
JM Clinical Risk Group (3M CRGs) Category 
1. Alcohol Liver Disease 
2. Chronic Alcohol Abuse 
J. Cocaine Abuse 
4. Drug Abuse - Cannabis/NOS/NEC 
5. Substance Abuse 
6. Opioid Abuse 
7. Other Significant Drug Abuse 

Major Category: Mental Health 
3M Clinical Risk Group (3M CRGs) Category 
1. Bi-Polar Disorder 
2. Conduct, Impulse Control, and Other D1srupttve Behavior Disorders 
3 Dementmg Disease 
4. Depressive and Other Psychoses 
5. Eating Disorder 
6. Major Personality Disorders 
7. Psychiatric Disease (Except Schizophrenia) 
8. Schizophrenia 

Major Category: Cardiovascular Disease 
3M Clinical Risk Group (3M CRGs) Category 
1. Advanced Coronary Artery Disease 
2. Cerebrovascular Disease 
3. Congestive Heart Failure 
4. Hypertension 
5. Peripheral Vascular Disease 

Ma1or Category: HIV/AIDS 
JM Chmcal Risk Group (3M CRGs) Category 
1. HIV Disease 

Major Category: Metabolic Disease 
3M Clinical Risk Group (3M CRGs) Category 
1. Chronic Renal Failure 
2. Diabetes 

Major Category: Respiratory Disease 
JM Clinical Risk Group (3M CRGs) Category 
1. Asthma 
2. Chronic Obstructive Pulmonary Disease 

Major Category: Other 
JM Clinical Risk Group (3M CRGs) Category 
1. Other Chronic Disease -rond1tions listed above as well as other specific 
diagnoses of the population 

Description or population selection criteria 

The target population to receive health home services under this amendment 
indudes categorically needy and medically needy beneficiaries served by 
Medicaid managed care or fee for service and Medicare/Medicaid dual ehgible 
benef1C1anes who meet health home selection cnteria NY will offer Health 
Home Services to 
individuals with two or more chronic conditions, individuals with HIV/AIDS. 
individuals with one serious mental illness. individuals with SED. and 
individuals with complex trauma. 

Enrollees 1n the behavioral health category have been identified through 
daims and encounter data analysis as having received mental health or 
substance abuse services and/or having select mental health diagnoses 
These enrollees often have co-morbid chronic. medical conditions. In addition. 
based on experience in working with this population, many of these enrollees 
have social issues, such as lack or permanent housing, that take priority 
to these individuals over their health care conditions. Enrollees in the chronic 
medical condition category have been identified through claims and encounter 
data analysis as having two or three chronic medical conditions. 

Complex trauma exposure in childhood has been shown to impair brain 
development and the ability to learn and develop social and emotional skills 
during childhood, consequently increasing the risks of developing serious or 
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v One serious and persistent mental health cond1bon 

Enrollment of Participants 

Participation in a Health Homes is volunta ry. Indicate the method the 
state will use to enroll eligible Medicaid individuals into a Health Home 

Opt-In to Health Homes provider 

• Referral and assignment to Health Homes provider with opt-out 

Other (descnbe) 

chronic diseases in adolescence and adulthood. Children who have 
experienced complex trauma and who are not old enough to have 
experienced long-term impacts are uniquely vulnerable Childhood exposure 
to child maltreatment. including emotional abuse and neglect. exposure to 
violence, sexual and physical abuse are often traumatic events that continue 
to be distressing for children even after the maltreatment has ceased, with 
negative physical. behavioral, and/or psychological effects on the children. 
Since child maltreatment occurs m the context of the child's relationship with a 
caregiver. the child's ability to form secure attachment bonds, sense of safety 
and stability are d isrupted. Without tunely and effectJve mtervenbon dunng 
childhood, a growing body of research shows that a child's experience of 
these events (simultaneous or sequential maltreatment) can create 
wide-ranging and lasting adverse effects on developmental functioning, and 
physical, social, emotional or spiritual well· being. Enrolling children who are 
experiencing complex trauma in Health Homes will work to prevent, while an 
individual is still m childhood, the development of other more complex chronic 
conditions in adulthood. 

Enrollees in the complex trauma category will be identified for re ferral to 
Health Homes by various entities. including child welfare systems (i.e., foster 
care and local departments of social services) . health and behavioral health 
care providers. and other systems (e g • education) that impact children. 

Enrollees m the behavioral health category have been identified through 
claims and encounter data analysis as having received mental health or 
substance abuse services and/or having select mental health diagnoses. 
These enrollees often have co-morbid chronic, medical conditions. In addition, 
based on experience in working with this populabon. many of these enrollees 
have social issues. such as lack of permanent housing, that take priority 
to these individuals over their health care conditions. Enrollees in the chronic 
medical condition category have been identified through claims and encounter 
data analysis as having two or three chronic medical conditions. 

Specify the criteria for a serious and persistent mental health c ondition 

The guidance on complex trauma draws upon the domains within the 
definition o f serious emotional disturbance(SED). While there may be 
similarities in the condition(s)and symptoms that arise in either complex 
trauma or SEO, the therapeutic approaches associated with the same 
diagnoses may vary significantly when the symptoms arising from traumatic 
experiences are identified as such Trauma experts indicate that with complex 
trauma. the 
clinical diagnoses may be more severe and typically present as comorbidities 
or multiple diagnoses. 1.Definition of Complex Trauma a. The term complex 
trauma incorporates a t least 
i. Infants/children/or adolescents' exposure to multiple traumatic events. often 
of an invasive, interpersonal nature, and ii the wide ranging long-term impact 
of this exposure. b. Nature of the traumatic events. i often is severe and 
pervasive. such as abuse or profound neglect ii. usually begins earty in life iii. 
can be disruptive o f the child's development and the formation of a healthy 
sense of self (with self-regulatory, executive functioning, self-perceptions, etc.) 
1v. o ften occur in the context of the child's relationship with a caregiver. and v. 
can interfere with the child's ability to form a secure attachment bond. which is 
considered a prerequisite for healthy social-emotional fundioning. c Many 
aspects of a child's healthy physical and mental development rely on this 
secure attachment, a primary source o f safety and stability. d. Wtde-ranging, 
long-term adverse effects can include impairments In I. physiological 
responses and related neurodevelopment ii. emotional responses 
iii cognitive processes includ ing the ability to think, learn. and concentrate iv. 
impulse control and other self-regulating 
behavior v. self-image, and v1. relabonships with others. Effective October 1, 
2016 complex trauma and SEO will each be a single qualifying condition. 

Describe the process used 

Individuals eligible for health home services will be identified by the State. 
Individuals will be assigned to a 

+/-

health home provider based on existing relationships with health care 
providers or health care delivery system relationships, geography, and/or 
qualifying condition. Individuals will be enrolled into an appropriate health 
home and be given the option to choose another health home when available, 
or opt out of enrollment in a health home. Individuals will be notified by U.S. 
mail of their health home enrollment. The notification letter will identi fy the 
assigned health home. describe the individual's option to select another health 
home or opt-out from receiving heatth home services with in a designated time 
penod, and briefly describe health home services. The State will provide 
health home providers a roster of assigned enrollees and current demographic 
information to facilitale outreach and engagement. 

Individuals that are under 21 years of age. including !hose for which consent 
to enroll in a health home wiU be provided by a parent or guardian. will be 
referred to health homes by health homes, care managers, managed care 
plans and other providers and entities, including local departments of social 
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services, and local government units. Referrals will be processed ror 
assignment. and such assignments will take into 
account existing relationships with health care providers or health care 
delivery system relatJonships, geography, and/or quali fying condition. Such 
individuals/parents/guardians will be given the option to choose another health 
home when available, or opt out of enrollment of a health home . 

../ The state provides assurance that it will dearly communicate the 
ind1v1dual's right to opt out of the Health Homes benefit or to change Health 
Homes providers at any time and agrees to submit to CMS a copy of any letter 
or communication used to inform the individuals of the Health Homes benefit 
and their rights to choose or change Health Homes providers or to elect not to 
receive the benefit 

Name Date Created Type 

NY Health Home Brochure 9/14/2016 10:08 AM EDT 

PRA D:;c.Josure Statemeni Acco1din9" tne Pap.>rv."lr>. Rr:<l"ctJOn Atl <it t9'J'> no per-;oM are reqwred 10 r"s!)'lnd :o a colletl on of n1lorrr.abon unless 1t <!osp'ays a v3 d 
Ot.18 control nufTibH The va'rd 0'.1B comrol r.umber tor th.s nlorma:ror <:OI ect1on is 0938 't BB The t me reciwe<I :o complele •hrs 1rtorma11on co ect1on 1s es11m~111d to 
;ivNage 40 hours pN 1esponse. ondu<lrng lhe time 10 review inslruct ons. se:uch ex1slino <Jara resources. gather !he data needed and complele and review lhe 1nlorma1 on 
conect1on If you have commen1s concerning the accur 3CV of lhe I me es111n;ot<:>1s1 or sugg~'hons tor improving ll11s focm please vmle 10 CMS 7500 Secur;ty Boulevard Attn 
PR;, R1•ports Clearance Officer r,1~11 Step C4-2&-05 Ba 11more t.ta·yland 21:?44-1850 

https://gmacbis.appiancloud.com/suite/tempo/records/type/EZhOsNitem/isB9CoOjznkfJL. .. 9/29/2016 



NY - Submission Package - NY20 16MH00020 - (NY- 16-034) Page 1 of 5 

Records I Submission Packages 

NY - Submission Package - NY2016MH00020 - (NY-16-034) Follow 

Request System Help 

. All Reviewable Units 

Health Homes Population and Enrollment Criteria 
l.1EDICAID He;illh liomes Program . SPA Conversion test NY. 2016 

er.ts t0434 O'.'B 091e · 1a0 

Not Started 

Package Header 

Package ID NY2016MH00020 

Submission Type Official· Review 1 

Approval Date NIA 

Superseded SPA NIA 
ID 

In Progress 

SPA ID NY-16-034 

Initial Submission 9/29/2016 
Date 

Effective Date 9/112016 

Complete 

View Implementation Guide 

View All Responses 

Categories of Individuals and Popu lations Provided Health Homes Services 

The state will make Health Homes services available to the following categories of Medicaid participants 

.J Categorically Needy (Mandatory and Options for Coverage) Eligibility Groups 

.J Mec:hcally Needy Eligibility Groups 

Population Criteria 

The state elects to offer Health Homes services to Individuals with 

.J Two or more chronic conditions 

Mandatorv Medically Needy 

../ Medically Needy Pregnant Women 

.J Medically Needy Children under Age 18 

Opllonal Medically Needy !select the groups included in the oopulallonl 

Families and Adults 

../ Medically Needy Children Age 18 through 20 

../ Medically Needy Parents and Other Caretaker Relatives 

Aged, Blind and Disabled 

../ Medically Needy Aged, Blind or Disabled 

../ Medically Needy Blind or Disabled Individuals Eligible in 1973 

Specify the conditions included 

../ Mental Health Condition 

../ Substance Use Disorder 

../ Asthma 

../ Diabetes 

+/. 

+/. 
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v One chronic condition and the risk of developing another 

v Heart Disease 

v BMI over25 

v Other (specify) 

Name Description 

BMI over 
25 

BMI is defined as. at or above 25 for adults. and BMI at or 
above the 85 peroen!Jle for children 

Specify the conditions included 

Mental Health Condition 

Substance Use Disorder 

Asthma 

Diabetes 

Heart Disease 

BMI over25 

v Other (specify) 

Name 

HIV/AIDS 

One Serious Mental illness 

SEO/Complex Trauma 

Description 

see description below 

see description below 

see description below 

Specify the criteria for at risk of developing another chronic condition 

HIV, Serious Mental Illness {SMI) and Serious Emotional Disturbance (SEO) 
and complex trauma are each single qualifying conditions for which NYS was 
approved. Providers do not need to document a risk of developing another 
condition in these cases. 
New York's Medicaid program serves over 5 million enrollees with a broad 
array of health care needs and challenges. While many Medicaid enrollees are 
relatively healthy and access practitioners to obtain episodic and preventive 
health care, the Medicaid program also has several population groups who 
have complex medical. behavioral. and long term care needs that dnve a high 
volume of high cost services including inpatient and long 
term institutional care. 

Of the 5.4M Medicaid enrollees who access services on a fee for service or 
managed care basis. 975,000 (including dual eligibles) have been identified as 
high cosUhigh need enrollees with two or more chronic conditions and/or a 
Senous Persistent Mental Illness. These high cosVhigh need enrollees are 
categorized into 
four groups representing enrollees with intellectual disabilities. enrollees in 
need of long term care services, 
enrollees with behavioral health issues, and enrollees with two or more 
chronic medical conditions. One of NY's first health home initiatives will focus 
on enrollees with behavioral health and/or chronic medical condi!Jons 

The NYS Medicaid program plans to certify health homes that build on current 
provider partnerships. Applicant health home providers will be required to 
meet State defined health home requirements that assure access to primary. 
specialty and behavioral health care that support the integration and 
coordination of all care. RecenUy passed New York State Law provides the 
Commissioners of Health. Mental Health. Alcohohsm and Substance Abuse 
Services. and People with Developmental Disabihties the authority to integrate 
care delivery by synching health care, substance abuse services, and mental 
health certification requirements for health homes. Approved health homes will 
directly provide, or contract for, health home services to the identified eligible 
beneficiaries. To meet this goal. it 1s expected that health home providers will 
develop health home networks with primary. medical, specialty and mental 
health providers. substance abuse service providers. community based 
organizations, managed care plans and others to provide enrollees access to 
needed services. 

To facilitate the use of health information technology by health homes to 
improve service dehvery and coordination across the care con!Jnuum. NY has 
developed initial and final HIT standards for health homes that are consistent 
with NYS' Operational Plan for Health Information Technology and Exchange 
approved by 
CMS. Providers must meet initial HIT standards to implement a health home. 
Furthermore, applicants must provide a plan to achieve the final standards 
within eighteen months of program initiation in order to be approved as a 
health home provider. 
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To the extent possible health home providers will be encouraged to utilize 
regional health information organizations or qualified entities to access patient 
data and to develop partnerships that maximize the use of HIT aaoss 
providers (i.e. hospitals. TC Ms). Health home providers will be encouraged to 
ut1hze HIT as feasible to create. document, execute and update a plan of care 
that is accessible to the interdisciplinary team of providers 
for every patient Health home providers will also be encouraged to utilize HIT 
as feasible to process and follow up on patient testing, treatments, community 
based services and provider referrals 

NY will target populations for health homes services in the major categories 
and the associated 3M Clinical Risk Group categories of chronic behavioral 
and medical conditions listed below. 

Major Category: Alcohol and Substance Abuse 
3M Clinical Risk Group (3M CRGs) CategOf)' 
1. Alcohol Liver Disease 
2. Chronic Alcohol Abuse 
3. Cocaine Abuse 
4. Drug Abuse - Cannabis/NOS/NEC 
5. Substance Abuse 
6 Opioid Abuse 
7. Other Significant Drug Abuse 

Major Category: Mental Health 
3M Clinical Risk Group (3M CRGs) Category 
1. Bi-Polar Disorder 
2 Conduct, Impulse Control. and Other Disruptive Behavior Disorders 
3. Oementing Disease 
4. Depressive and Other Psychoses 
5. Eating Disorder 
6. Major Personality Disorders 
7. Psychiatric Disease (Except Schizophrenia) 
8. Schizophrenia 

Major Category: Cardiovascular Disease 
3M Clinical Risk Group (3M CRGs) Category 
1. Advanced Coronary Artery Disease 
2. Cerebrovascular Disease 
3. Congestive Heart Failure 
4 Hypertension 
5. Peripheral Vascular Disease 

Major Category: HIV/AIDS 
3M Clinical Risk Group (3M CRGs) Category 
1 HIV Disease 

Ma1or Category: Metabolic Disease 
3M Clinical Risk Group (3M CR Gs) Category 
1. Chronic Renal Failure 
2. Diabetes 

Ma1or Category. Respiratory Disease 
3M Chnical Risk Group (3M CRGs) CategOf)' 
1. Asthma 
2. Chronic Obstructive Pulmonary Disease 

Major Category: Other 
3M Clinical Risk Group (3M CRGs) CategOf)' 
1 Other Chronic Disease -cond1bons fisted above as well as other speQfic 
diagnoses of the population. 

Description of population selection a iteria 

The target population to receive health home services under this amendment 
includes categonc<1lly needy and medically needy beneficiaries served by 
Medicaid managed care or fee for service and Medicare/Medicaid dual eligible 
beneficiaries who meet health home selection a1teria. NY will offer Health 
Home Services to 
individuals with two or more chronic conditions. individuals with HIV/AIDS. 
individuals with one senous mental illness. individuals with SEO. and 
individuals with complex trauma 

Enrollees in the behavioral health category have been identified through 
claims and encounter data analysis as having received mental health or 
substance abuse services and/or having select mental health diagnoses. 
These enrollees often have co-morbid chronic. medical conditions. In addition. 
based on experience in worlling with this population. many of these enrollees 
have social issues. such as lack of permanent housing, that take priority 
to these individuals over their health care conditions. Enrollees in the chronic 
medical condition category have been identified through claims and encounter 
data analysis as having two or three chronic medical conditions. 

Complex trauma exposure in childhood has been shown to impair brain 
development and the ability to learn and develop social and emotional skills 
dunng childhood. consequently 1naeasing the risks of developing serious or 
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./ One serious and persistent mental health condition 

Enrollment of Participants 

Participation in a Health Homes ls voluntary . Indicate the method the 
state will use to enroll eligible Medicaid individuals into a Health Home 

Opt-In to Health Homes provider 

• Referral and assignment to Health Homes provider with opt-out 

Other (descnbe) 

chronic diseases in adolescence and adulthood. Children who have 
experienced complex trauma and who are not old enough to have 
experienced long-term impacts are uniquely vulnerable. Childhood exposure 
to chtld maltreatment. including emoltonal abuse and neglect. exposure to 
violence, sexual and physical abuse are often traumatic events that continue 
to be distressing for children even after the maltreatment has ceased, with 
negative physical. behavioral, and/or psychological effects on the children. 
Since child maltreatment =rs in the context of the child's relationship with a 
caregiver. the child's ability to form secure attachment bonds, sense of safety 
and stability are disrupted. Wrthout timely and effective intervention during 
childhood, a grOWtng body of research shows that a child's expenence of 
these events (simultaneous or sequential maltreatment) can create 
wide-ranging and lasting adverse effects on developmental functioning, and 
physical. social, emotional or spiritual well-being. Enrolling children who are 
experiencing complex trauma in Health Homes will work to prevent. white an 
tndtviduat is still m childhood, the development of other more complex chronic 
conditions in adulthood. 

Enrollees in the complex trauma category will be identified for referral to 
Health Homes by various entities. including child welfare systems (1.e .. foster 
care and local departments of social services) , health and behavioral health 
care providers, and o ther systems (e g .. education) that impact chtldren. 

Enrollees m the behavioral health category have been identified through 
claims and encounter data analysis as having received mental health or 
substance abuse services and/or having select mental health diagnoses. 
These enrollees often have co-morbid chronic. medical conditions. In addition . 
based on expenence In working with this populabon. many of these enrollees 
have social issues, such as lack of permanent housing, that take priority 
to these individuals over their health care conditions. Enrollees in the chronic 
medical condition category have been identified through claims and encounter 
data analysis as having two or three chronic medical conditions. 

Specify the criteria for a serious and persistent mental health condition 

The guidance on complex trauma draws upon the domains within the 
definition of senous emotional disturbance(SED). Whtie there may be 
similar~ies in the condition(s)and symptoms that arise in either complex 
trauma or SEO. the therapeutic approaches associated with the same 
diagnoses may vary signifteantly when the symptoms arising from traumatic 
experiences are identified as such Trauma experts indicate that with complex 
trauma. the 
clinical diagnoses may be more severe and typically present as comorbid ities 
or multiple diagnoses. 1.Definition of Complex Trauma a. The term complex 
trauma incorporates a t least 
i Infants/children/or adolescents' exposure to multiple traumatic events, often 
of an invasive, interpersonal nature, and ii. the wide ranging long-term impact 
of this exposure b. Nature of the traumatic events· 1. often is severe and 
pervasive, such as abuse or profound neglect ii. usually begins earty tn life iii. 
can be disruptive of the child's development and the formation o f a healthy 
sense of self (with self-regulatory, executive functioning , self-perceptions, etc .) 
1v often occur in the context of the child's relationship with a caregiver. and v. 
can interfere with the child's ability to form a secure attachment bond, which is 
considered a prerequisite for healthy social-emotional functioning c Many 
aspects of a child's healthy physical and mental development rely on this 
secure attachment, a primary source of safety and stability. d. Wide-ranging. 
long-term adverse effects can include Impairments tn i. physiological 
responses and related neurodevelopment ii. emotional responses 
iii. cognitive processes including the ability to think. learn. and concentrate iv. 
impulse control and other self-regulating 
behavior v. self-image, and vi. relationships with others. Effective October 1, 
2016 complex trauma and SEO will each be a single qualifying condition. 

Describe the process used 

Individuals eligible for health home services will be identified by the State. 
Individuals will be assigned to a 

+I -

health home provider based on ex1sbng relationships with health care 
providers or health care delivery system relationships. geography, and/or 
qualifying condition Individuals will be enrolled into an appropriate health 
home and be given the option to choose another health home when available. 
or opt out of enrollment in a health home. Individuals will be notified by U.S. 
mail of their health home enrollment The notification letter will identify the 
assigned health home, descnbe the individual's option to select another health 
home or opt-out from receiving health home services with in a designated time 
penod, and briefly describe health home services. The State will provide 
health home providers a roster of assigned enrollees and current demographic 
information to facilitate outreach and engagement 

Individuals that are under 21 years of age, including those for which consent 
to enroll in a health home will be provided by a parent or guardian, will be 
referred to health homes by health homes, care managers. managed care 
plans and other providers and entities. including local departments of social 
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services, and local government units. Referrals will be processed for 
assignmenl and such assignments will take into 
account existing relationships with health care providers or health care 
delivery system relationships, geography, and/or qualifying condition. Such 
individuals/parents/guardians will be given the option to choose another health 
home when available, or opt out of enrollment of a health home 

~ The state provides assurance that 11 will dearly communicate the 
individual's right to opt out of the Health Homes benefit or to change Health 
Homes providers at any time and agrees to submit to CMS a copy of any letter 
or communication used to inform the individuals of the Health Homes benefit 
and their rights to choose or change Heallh Homes providers or to elect not 10 
receive the benefit 

Name Date Created Type 

NY Health Home Brochure 9/14/201610:08AM EDT 

PRA D sdosur<' Statement According to lhe Paperwo,... R<:dJC11or. Act er 1995, nor.er <>us are reQ r~ 10 ·espo'l:l IO 3 coiled.on or 'llormal on unless i: displays a vahd 
01.lB con•rol null'l>er The va d 0'.16 con1rol numoc1 tor t"•S 1nforma11c CO'lecho'l s O!l38 1188 The lime re<:;u11ed 10 complele ~1s information colleC1on1s estimated to 
average 40 hOurs per response 1nclud nq the time 10 review ins1ruct ons search exos1°ng data resources gather lhe daia neede<l and comolele and review lhe 1nformat1on 
conee11on It you have comments concer111ng lhe accuracy or the 11me es111na1e(sJ or suggestions for improving th is lorrn please wrilt> 10 CMS. 7500 Secunty Boulevard Alln 
PRA Reports Clearance Of11cer Mail Stop C4-26-05. Ba't1more t.laiyland 21244-1850 

https://gmacbis.appiancloud.com/suite/tempo/records/type/EZhOsNitem/isB9CoOjznkfJL. .. 9/29/2016 



NY - Submission Package - NY20 16MH00020 - (NY-16-034) Page I of 1 

Records I Submission Packages 

NY - Submission Package - NY2016MH00020 - (NY-16-034) Follow 

- All Reviewable Units 

Health Homes Geographic Limitations 
l;lEDICAID - Health Hornes Program SPA Convers•on test - NY - 2015 

Cl.'S IC43A 0'.IB 09:!8 1188 

Not Started tn Progress 

Package Header 

Package 10 NY2016MH00020 

Submission Type Official - Review 1 

Approval Date N/A 

Superseded SPA N/A 
ID 

• Health Homes services will be available statewide 
Health Homes services will be limited to the following geographic areas 
Health Homes services will be provided in a geographic phased-in approach 

SPA 10 NY-16-034 

Initial Submission 9/29/2016 
Date 

Effective Date 9/112016 

Request System Help 

Complete 

View lmplementat•on Guide 

PRA Q,sdosure Slalemenl According to tne Paperwork Reduction Act or 1&95 no person~ 1re required to rt>spond 10 a collt>Cllori of in!orma11on unless 11 displays a vat1d 
OMS control numb!!r The val,d OMB control number for l111s 1nforma11or> collecllon 1s 0938 1 lBB The hrrn' roct111red 10 complol~ this 1nformat1on collection 1s csllmaled to 
average 40 hours per response, 1nctud ng lhe hme 10 "'v1e,•1 instruct,ons. se~rch exishng dal.1 resources. 1_1alher lhE' data needed and complete and review the 1nrorrna11on 
coll£>ct1on If you have comrnenls concNnin') lhe accuracy or lhc I me es11n1a1e1s1 or suagcshons for 1mprov1n') lh s fo<m plc~S(' wnte 10 Cr.IS i500 Secullly Bou'••vard Ar:n 
PRt. R<:pocts Clearance O!ftcer l.\1,1 Stop~ 26-05 A 'i.rnore r.la'Yrar'O 21244-1850 
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Records I Submission Packages 

NY - Submission Package - NY2016MH00020 - (NY-16-034) F'*'* 

Request System He<p 

· All Reviewable Units 

Health Homes Services 
1/EOICAID • 1-iealth Homes Program· SPA Conve~1on tt'st ·NY W 11,; 

C'.15- 10434 OMS 0938 • 186 

Not Started 

Package Header 

Package ID NY2016MH00020 

Submission Type Official · Review 1 

Approval Date NIA 

Superseded SPA NIA 
ID 

In Progress 

SPA ID NY-16-034 

Initial Submission 9129/2016 
Date 

Effective Date 9/1/20 16 

Complete 

View Implementation Guide 

View All Responses 

Service Definitions 

+/. 

Provide the state's definitions of the following Health Homes services and the specific activities perfonned under each service 

Comprehensive Care Management 

Definition 

A comprehensive individualized patient centered care plan will be required for all health home enrollees. The care plan will be developed based on the 
information obtained from a comprehensive health nsk assessment used to identify the enrollee's physical, mental health, chemical dependency and social 
service needs. The individualized care plan will be required to indude and integrate the individual's medical and behavioral health services. rehabilitative. long 
term care, S0C1al service needs, as applicable. The care plan will be required to dearly identify the primary care physician/nurse practitioner. specialist(s). 
behavioral health care provider(s). care manager and other providers directly involved in the individual's care. The individual's plan of care must also identify 
community networks and supports that will be ubhzed to address their needs Goals and timeframes for improving the patient's health. their overall health care 
status and the interventions that will produce this effect must also be included 1n the plan or care. 

The care manager will be required to make sure that the individual (or 1helr guardian) plays a central and active part in the development and execution of their 
plan of care, and that they are In agreement with the goals. interventions and time frames contained in the plan. Family members and other supports involved 
in the patient's care should be identified and Included in the plan and execution of care as requested by the individual. 

The care plan must also indude outreach and engagement activities which will support engaging the patient in their own care and promote continuity of care. In 
addition. the plan of care will include periodic reassessment of the individual's needs and goals and clearly identify the patient's progress in meeting goals 
Changes in the plan of care will be made based on changes in patient need 

Describe how Health Information Technology will be used to link this service in a comprehensive approach across the care continuum 
To facilitate the use of health information technology by health homes to improve service delivery and coordination across the care continuum, NY has 
developed initial and final HIT standards. Providers must meet the initial HIT standard to implement a heal1h home, as feasible NY anticipates that a portion of 
health hOme providers may not utilize HIT in their current programs. These providers will be encouraged to utilize regional health information organizations 
(RHIOs) or a qualified entity to access patient data and to develop partnerships that maximize the use of HIT across providers (i.e. hospitals. TCMs). Applicants 
must provide a plan in order to achieve the final HIT standards within eighteen months of program initiation in order to be approved as a health home provider. 
Health home providers will be encouraged to utilize HIT as feasible to create, document and execute and update a plan of care for every patient that is 
accessible to the interdisciplinary team of providers. Health home providers will also be encouraged to utilize HIT as feasible to process and follow up on 
patient testing. treatments, services and referrals 

Scope of service 

The service can be provided by the following provider types 
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Behavioral Health Professionals or Spec1alosts 

Nurse Practitioner 

Nurse Care Coordinators 

Nurses 

Medical Specialists 

Physicians 

Physician's Assistants 

Pharmacists 

Social Workers 

Doctors of Chiropractic 

Licensed Complementary and alternative Medicine Practitioners 

Dieticians 

Nutritionists 

..t Other (specify) 

Provider Type Description 

Care Coordination see descnption below 

Care Coordination 

Definition 

The health home provider will be accountable for engaging and retaining health home enrollees in care, as well as coordinating and arranging for the provision 
of services, supporting adherence to treatment recommendations. and monitoring and evaluating the enrollee's needs. The individualized plan of care will 
identify all the services necessary to meet goals needed for care management of the enrollee such as prevention, wellness. medical treatment by specialists 
and behavioral health providers. transition of care from provider to provider. and social and community services where appropriate. 

In order to fulfill the care coord1na1Jon requirements, the health home provider will assign each individual enrollee one dedicated care manager who 1s 
responsible for overall management of the enrollee's plan of care. The enrollee's health home care manager will be clearly identified in the patient record and 
will have overall responsibility and accountability for coordinating all aspects of the mdiVJduars care. The health home provider will be responsible to assure that 
communication will be fostered between the dedicated care manager and treating ct1n1C1ans to discuss as needed enrollee's care needs. conflicting treatments. 
change in condition. etc. which may necessitate treatment change (i.e .. written orders and/or prescriptions). 

The health home provider will be required to develop and have policies. procedures and accountabilities (contractual agreements) in place, to support and 
define the roles and responsibilities for effective collaboration between primary care, specialist. behavioral health providers and community-based organizations. 
The health home providers policies and procedures will direct and incorporate successful collaboration through use of evidence-based referrals, follow-up 
consultations. and regular, scheduled case review meetings with all members of the interdisciplinary team. The health home provider will have the option of 
utilizing technology conferencing tools Including audio, video and /or web deployed solutions when security protocols and precautions are in place to protect PHI 
10 support care managemenVcoordinalion activities. 

The health home provider will be required to develop and utilize a system to track and share patient information and care needs across providers. monitor 
patient outcomes. and initiate changes 1n care as necessary to address patient need. 

Describe how Health Information Technology will be used to link this service in a comprehensive approach across the care continuum 

Health home providers will be encouraged to utilize RHIOs or a qualified enbty to access patient data and to develop partnerships that maximize the use of HIT 
across providers (i.e. hospitals. TCMs) Health home providers will ubhze HIT as feasible to create. document and execute and update a plan of care for every 
patient that 1s accessible to the interd1scipl1nary team of providers. Health home providers will also be encouraged to ubhze HIT as feasible to monitor pabent 
outcomes. initiate changes in care and follow up on patient testing. treatments. services and referrals. 

Scope of service 

The service can be provided by tho follow ing provider types 

Behavioral Health Professionals or Specialists 

Nurse Practitioner 

Nurse Care Coordinators 

Nurses 

Medical Specialists 

Physicians 

Physician's Assistants 
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Pharmacists 

Social Workers 

Doctors of Chiropractic 

Licensed Complementary and alternative Medicine Practitioners 

Dieticians 

Nutritionists 

v Other (specify) 

Provider Type Description 

Health Promotion see description below 

Health Promotion 

Definition 

Health promotion begins for eligible health home enrollees with the commencement of outreach and engagement activities. NYS' health home plan for outreach 
and engagement will require a health home provider to actively seek to engage patients in care by phone, letter, HIT and community ·m reach' and outreach. 
Each of these outreach and engagement funcllons wtll all include aspects of comprehensive care management care coordination, and referral to community 
and social support services. All of the activities are built around the notion of linkages to care that address all of the clinical and non-d1nical care needs of an 
individual and health promotion. The health home provider will support continuity of care and health promotion through the development of a treatment 
relationship with the individual and the interdisciplinary team of providers. The health home provider will promote evidence based wellness and prevention by 
linking health home enrollees w ith resources for smoking cessation, diabetes, asthma, hypertension. self· help recovery resources. and other services based 
on individual needs and preferences Health promotion activities will be utilized to promote patient education and self management of their chronic condition. 

Describe how Health Information Technology will be used to link this service In a comprehensive approach across the care continuum 

Health home providers will be encouraged to utilize RHIOs or a qualified entity to access patient data and to develop partnerships that maximize the use of HIT 
across providers (i.e. hospitals. TC Ms). The health home providers will utilize HIT as feasible to promote, link, manage and follow up on enrollee health 
promotion activities. 

Scope of service 

The service can bo provided by the following provider types 

Behavioral Health Professionals or Specialists 

Nurse Practitioner 

Nurse Care Coordinators 

Nurses 

Medical Speoahsts 

Physicians 

Physician's Assistants 

Pharmacists 

Social Workers 

Doctors of Chiropractic 

Licensed Complementary and alternative Medicine Practitioners 

Dieticians 

Nutritionists 

v Other (specify) 

Provider Type 

Comprehensive Transitional Care from Inpatient to Other Settings (including appropriate follow-up) 

Comprehens ive Transitional Care from Inpatient to Other Settings (including appropriate follow-up) 

Defin ition 

Description 

see description below 
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Comprehensive transitional care will be provided to prevent enrollee avoidable readmission after discharge from an inpatient facility (hospital, rehabilitative, 
psychiatric. skilled nursing or treatment facility) and to ensure proper and timely follow up care. To accomplish this, the health home provider will be required to 
develop and have a system in place with hospitals and residentiaVrehabilitation faaltbes in their network to provide the health home care manager prompt 
noofication of an enrollee's admission and/or discharge toffrom an emergency room, inpatient. or residentiaVrehab1litation setting. 

The health home provider will also have policies and procedures in place with local practitioners, health facilities including emergency rooms, hospitals, and 
residentiaVrehabilitation settings. providers and community-based services to ensure coordinated. and safe transition in care for its patients who require transfer 
to/from sites of care. 

The health home proV!der will be required to develop and have a systematic follow-up protocol in place to assure tJmely access to follow-up care post discharge 
that indudes at a minimum receipt of a summary care record from the discharging entity, medication reconciliation, and a plan for 11mely scheduled 
appointments at recommended outpatient providers. 

The health home care manager will be an active participant in all phases of care transition: induding: discharge planning and follow-up to assure that enrollees 
received follow up care and services and re-engagement of patients who have become lost to care 

Describe how Health lnfonnation Technology will be used to link this service In a comprehensive approach across the care continuum 

Health home providers will be encouraged to utilize RHIOs or a qualified entity to access patient data and to develop partnerships that maximize the use of HIT 
across providers (i.e. hospitals. TC Ms). The health home provider will utilize HIT as feasible to communicate with health facilities and to facilitate 
interdisciplinary collaboration among all providers. the patient. family, care givers and local supports. 

Scope of service 

The service can be provided by the following provider types 

Behavioral Health Professionals or Specialists 

Nurse Practitioner 

Nurse Care Coordinators 

Nurses 

Medical Specialtsts 

Physicians 

Physician's Assistants 

Pharmacists 

Social Workers 

Doctors of Chiropractic 

Licensed Complementary and alternative Medicine Practitioners 

Dieticians 

Nutntion1sts 

../ O ther (specify) 

Provider Type Description 

Individual and Family Support (which includes authonzed representatives) see descnption below 

Individual and Family Support (which includes authorized representatives) 

Definition 
The patient's 1nd1vidualized plan of care will reflect and incorporate the patient and family or caregiver preferences, educabon and support for self-management; 
self help recovery, and other resources as appropriate. The provider will share and make assessable to the enrollee, their families or other caregivers (based on 
the individual's preferences). the individualized plan of care by presenting options for accessing the enrollee's clinical information. 

Peer supports. support groups, and self-care programs will be ullhzed by the health home provider to increase patients' and caregivers knowledge about the 
individual's d1sease(s). promote the enrollee's engagement and self management capabilities. and help the enrollee improve adherence to their prescnbed 
treatment. The provider will d iscuss and provide the enrollee. the enrollee's family and care g ivers. information on advance directives in order to allow them to 
make informed end-of-life decisions ahead of time. 

The health home provider will ensure that a ll communication and Information shared with the enrollee. the enrollee's family and caregivers is language. literacy 
and culturally appropriate so i t can be understood 

Describe how Health lnfonnation Technology will be used to link this service in a comprehensive approach across the care continuum 

Health home providers will be encouraged to utilize RHIOs or a qualified entity to access patient data and to develop partnerships that maximize the use o f HIT 
across providers (i.e. hospitals. TC Ms). The health home provider will utilize HIT as feasible to provide the patient access to care plans and options for 
accessing dinical information 

Scope of service 
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The service can be provided by the following provider types 

Behavioral Health Professionals or Specialists 

Nurse Practitioner 

Nurse Care Coordinators 

Nurses 

Medical Specialists 

Physicians 

Physician's Assistants 

Pharmacists 

Social Workers 

Doctors of Chiropractic 

Licensed Complementary and alternative Medicme Practitioners 

Dieticians 

Nutnbonists 

../ Other (specify) 

Provider Type Description 

Referral to Community and Social Suppon Services see description below 

Referral to Community and Social Support Services 

Definition 

The health home provider Wlll identify available community-based resources and actively manage appropriate referrals. access to care. engagement with other 
community and social supports, coordinate services and follow-up post engagement wrth services. To accomplish this, the health home provider will develop 
policies, procedures and accountabilities (through contractual agreements) to support effec1lve collaboration Wlth community-based resources, that dearly 
define the roles and responsibihties of the participants. 

The plan of care will include community-based and other social suppon services. appropriate and ancillary healthcare services that address and respond to the 
patient's needs and preferences, and contribute to achieving the patient's goals. 

Describe how Healt h lnfonnation Technology will be used to link this service in a comprehensive approach across the care continuum 

Health home providers will be encouraged to utihze RHIOs 0< a qualified enbty to access pauent data and lo develop partnerships that maximize the use of HIT 
aaoss providers (i.e. hospitals. TCMs). The health home providers Wlll utilize HIT as feasible to initiate. manage and follow up on community-based and other 
SOCJal service referrals. 

Scope of service 

The service can be provided by the following provider types 

Behavioral Health Profess10nals or Specialists 

Nurse Practitioner 

Nurse Care Coordinators 

Nurses 

Medical Specialists 

Physicians 

Physicaan's Assistants 

Pharmae1sts 

Social Workers 

Doctors of Chiropractic 

Licensed Complementary and alternative Medicine Practitioners 

Dieticians 
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Nutritionists 

...t Other (speaty) 

Provider Type Description 

see previously approved SPAs see previously approved SPAs 

Health Homes Patient Flow 

+1-

Describe the patient flow through the state's Health Hornes system. Submit with the state plan amendment flow-charts of the typical process a 
Health Hornes individual would encounter 

NYFunher information will be provided to CMS 

Name Date Created Type 

NY Health Horne Patient Flow Chans 9/1912016 3:56 PM EDT !!I 

PRA 01sdosure S1a1emen1 Accord ~1 IO lhe Paperwo·k Reducti0n Acl o• 1995 no pt:"o~s are requin~d lo respond 10 a co"ect10n o· informal on unless 11 displays a vahd 
01.19 con1rcl number The valid O'.'B con1ro1 number lo< this nformal<>n cor.er• on •S 09:;8-1188 "'he l•m"' required 10 compkl1e th s 1nformahon Collecl•Ofl 1s es111n.1ll'd 10 
average 40 hours per •esponse onC1ud1ng :he 11me 10 review mstrucirons searcn exiS:.OfJ data resources. ga1her fhe dala needed. Md complele and review th~ 1nforma11on 
col1t·c.11on f you have ~omments concerning lhC accuracy of me 11me es1,ma1e1s; or sugges11ons for 1mprov1nq lh1s form. pleas" write to CMS. 7500 Secunly Boulevard A ltn 
PRA Reports Clearance Otf1cer. ~1a,1 Slop C4-26-05. Ball11norc. Maryland 2 1244-1850 
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Records I Submission Packages 

NY - Submission Package - NY2016MH00020 - (NY-16-034) Fo1ow 

- All Reviewable Units 

Health Homes Providers 
t.IEDICAID H~alth Homes F'rogram · SPA Convers•on '~'' · NY· 2016 

o.:S-104'4 0'.180938-1188 

Not Started 

Package Header 

Package ID NY2016MH00020 

Submission Type Official • Revtew 1 

Approval Date NIA 

Superseded SPA N/A 
ID 

Types of Health Homes Providers 

../ Designated Providens 

Teams of Health Care Professionals 

Health Teams 

Request System Help 

In Progress 

SPA ID NY-16-034 

Initial Submission 9/29/2016 
Date 

Effective Date 911/20 t 6 

Comolele 

View Implementation Guide 

V.e-.•1 All Responses 

+ • 

Indicate the Health Homes Designated Providers the state Includes in its 
program and the provider qualifications and standards 

Physicians 

Clinical Practices or Chnical Group Practices 

Rural Health Clinics 

Community Health Centers 

Community Mental Health Centers 

Home Health Agencies 

Case Management Agencies 

Community/Behavioral Health Agencies 

Federally Qualified Health Centen; (FQHC) 

../ Other (Specify) 

Provider Type Description 

Designated Providers as described 1n section 1945 please see text 
(h)(S) below 
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Provider Infrastructure 

•I· 

Describe the Infrastructure of provider arrangements for Health Home Services 

New York's health home provider infrastructure will include designated providers working with mulMisciphnary teams as described below. NYS Medicaid 
provi~ers ehg1ble to become health homes include managed care plans. hospitals; medical. mental and chemical dependency treatment clinics; primary care 
practitioner practices. PCMHs: FQHCs: Targeted Case Management (TCM) providers: certified home health care agencies and any other Medicaid enrolled 
provider that meet health home provider standards. To assure that NY health homes meet the proposed federal health home model of service delivery and NYS 
standards, he~Jth hom~ _provider quahficat1on standards were developed. The standards were developed with input from a variety of stakeholders includ ing 
hospitals. clinics. phys1c1ans, mental health experts, chemical dependency treatment experts and housing providers. Representatives from the Department of 
Health's Offices of Health Systems Management. Health IT Transformation, and the AIDS Institute and the NYS Offices of Mental Health and 
Alcoholism and Substance Abuse Services also participated in the development of these standards. The standards set the ground work for assuring that health 
home enrollees will receive appropriate, and timely access to medical, behavioral, and social services in a coordinated and integrated manner. 

NY health homes will use multidisciplinary teams of medical, mental health. chemical dependency treatment providers, social workers, nurses and other care 
providers led by a dedicated care manager who will assure that enrollees receive needed medical. behavioral, and social services in accordance with a single 
plan of care Opbonal team members may include nutritionists/dietioans. pharmacists. outreach workers including peer speciahsts and other representatives as 
appropriate to meet the enrollee needs (housing representatives, entitlement employment). All members of the team will be responsible for reporting back to 
the care manager on patient status, treatment options. actions taken and outcomes as a result of those interventions. All members of the team will also be 
responsible for ensunng that care is person-centered. culturally competent and linguistically capable. 

A single care management record will be agreed to and shared by all team professionals and case reviews will be conducted on a regular basis. The care 
manager will be responsible for overall management and coordination of the enrolee's care plan which will include both medicaVbehavioral health and social 
service needs and goals 

In order to ensure the delivery of quality health home services. the State will provide educational opportunities for health home providers. such as webinars. 
regional meetings and/ or teaming collaborabves to foster Shared learning, information sharing and problem solving. Educational opportunities will be provided 
to support the prov1s1on of timely, comprehensive, high-quality health homes services that are whole person focused and that 
integrate medical, behavioral health and other needed supports and social services. The State will maintain a highly collaborative and coordinated working 
relationship with ind1v1dual health home providers through frequent communication and feedback. Leaming activities and technical assistance will also support 
providers of health home services to address the following health home functional components: 

1 . Provide quality-driven, cost-effective, culturally appropriate, and person- and !amity-centered health home 
services; 
2. Coordinate and provide access to high-quality health care services Informed by evidence-based clinical practice guidelines; 
3. Coordinate and provide access to preventive and health promotion services, including prevention of mental illness and substance use d isorders: 
4. Coordinate and provide access to mental health and substance abuse services: 
5. Coordinate and provide access to comprehensive care management, care coordination, and transitional care across setbngs. Transitional care includes 
appropnate follow-up from inpatient to other settings, such as participation on discharge planning and facohtating transfer from a pediatric to an adult system of 
health care; 
6. Coordinate and provide access to chronic disease management, including self-management support to individuals and their families: 
7. Coordinate and provide access to individual and family supports, including referral to community, social support, and recovery services; 
8. Coordinate and provide access to long-term care supports and services: 
9. Develop a person-centered care plan for each individual that coordinates and integrates all of his or her clinical and non-clinical health-care related needs 
and services: 
10. Demonstrate a capacity to use health information technology to link services, facilitate communication among team members and between the health team 
and individual and family caregivers, and provide feedback to practices, as feasible and appropnate. and 
11. Establish a continuous quality improvement program. and collect and report on data that permits an evaluabon of increased coordination of care and chronic 
disease management on mdivldual-level clinical outcomes. expenence of care outcomes, and quahty of care outcomes at the population level. 

The Department of Health in partnership with the Office of Mental Health and the Office of Alcoholism and Substance Abuse Services will closely monitor health 
home providers to ensure that health home services are being provided that meet the NYS health home provider standards and CMS' health home core 
functional 
requirements. Oversight activities will include, but not be limited to: medical chart and care management record review, site audits, team composition analysis, 
and review of types and number of contacts, etc. 

Supports for Health Homes Providers 

+/. 

Describe the m ethods by which the state will support providers o f Health Homes services In addressing the following components 

1. Provide quality-driven, cost-effective. culturally appropriate. and person- and family- centered Health Homes services 

2. Coordinate and provide access to high quality health care services informed by evidence-based clinical practice guidelines 

3. Coordinate and provide access to preventive and health promotion services, including prevention of mental illness and substance use d isorders 

4. Coordinate and provide access to mental health and substance abuse services 

5. Coordinate and provide access to comprehensive care management, care coordination. and transitional care across settings. Transitional care includes 
appropnate follow-up from inpatient to other settings, such as participation m discharge planning and facilitating transfer from a pediatric to an adult system 
of health care 

6 Coordinate and provide access to chronic disease management. 1nclud1ng self-management support to individuals and their families 

7. Coordinate and provide access to individual and family supports, including referral to community, social support, and recovery services 

8. Coordinate and provide access to long-term care supports and services 

9. Develop a person-centered care plan for each Individual that coordinates and integrates all of his or her clinical and non-clinical health-care related needs 
and services 

1 o. Demonstrate a capa<:lty to use health information technology to link services. facilitate communication among team members and between the health 
team and 1nd1vidual and family caregivers. and provide feedback to practices, as feasible and appropriate 

11. EstabhSh a contonuous quality improvement program. and collect and repon on data that permits an evaluation of increased coordination of care and 
chronic disease management on individual-level clinical outcomes, experience of care outcomes. and quality of care outcomes at the population level 
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Description 

Other Health Homes Provider Standards 

+/-

The state's requirements and expectations for Health Homes providers are as follows 

The state's minimum requirements and expectations for Health Home providers are as follows: Under New York State's approach to health home 
implementation, a health home provider is the central point for directing patient-centered care and is accountable for reducing avoidable health care costs. 
specifically preventable hospital admissions/readmissions and avoidable emergency room visits; providing timely post discharge follow-up, and improving 
patient outcomes by addressing primary medical. specialist and behavioral 
health care through direct provision, or through contractual arrangements with appropriate service providers. of 
comprehensive, integrated services. 

General Qualifications 

1.Health home providers/plans must be enrolled (or be eligible for enrollment) in the NYS Medicaid program and agree to comply with all Medicaid program 
requirements 

2.Health home providers can either directly provide, or subcontract for the provision of. health home services. The health home provider remains responsible for 
all health home program requirements, including services performed by the subcontractor. 

3.Care coordination and integration of health care services will be provided to all health home enrollees by an 
interdisciplinary team of providers. where eaeh individual's care is under the direction of a dedicated care manager who is accountable for assuring access to 
medical and behavioral health care services and community social supports as defined in the enrollee care plan 

4.Hospitals that are part of a health home networll must have procedures in place for refemng any eligible individual with chronic conditions who seek or need 
treatment in a hospital emergency department to a DOH designated health home provider. 

5.Health home providers must demonstrate their ability to perform each of the eleven CMS health home core functional components. (Refer to section iii. 
Provider Infrastructure) Including: 

i.processes used to perform these functions: 
ii.processes and timeframes used to assure service delivery takes place in the descnbed manner, and 
iii.descnption of multifaceted health home service interventions that will be provided to promote patient engagement, participation in their plan of care and that 
ensures patients appropnate access to the continuum of physical and behavioral health care and social services. 

6.Health home providers must meet the following core health home requirements in the manner described below. Health home providers must provide written 
documentation that clearly demonstrates how the requirements are being mel 

• Please note whenever the ind1viduaV patient /enrollee is stated when applicable, the term is interchangeable with guardian. 

I. Comprehenstve Care Management 

Policies and procedures are in place to create, document, execute and update an individualized, patient centered plan of care for each individual. 
1a. A comprehensive health assessment that identifies medical. mental health, chemical dependency and social service needs Is developed. 
1b. The individual's plan of care integrates the continuum of medical , behavioral health services. rehabilitative, long term care and social service needs and 
clearly identifies the primary care physician/nurse practitioner. speciallst(s). behavioral health care provider(s). care manager and other providers directly 
involved in the individual's care. 
le.The individual (or thelf guardian) play a central and active role in the development and execution of their plan of care and should agree with the goals, 
interventJons and time frames contained in the plan 
1d. The individual's plan of care clearly identifies primary. specialty, behavioral health and community networks and supports that address their needs 
1 e. The individual's plan of care clearly identifies family members and other supports involved in the patienrs care. Family and other supports are included in 
the plan and execution of care as requested by the individual. 
1 f. The individual's plan of care clearly identifies goals and timeframes for improving the patient's health and health care status and the interventions that will 
produce this effect. 
19. The individual's plan of care must included outreach and engagement actiVJties that wtll support engaging pallents in care and promoting continuity of care 
1 h. The individual's plan of care includes periodic reassessment of the ind1V1dual needs and clearly identifies the patienrs progress in meeting goals and 
changes in the plan of care based on changes m patJent's need. 

II. Care Coordination and Health Promotion 

2a. The health home provider is accountable for engaging and retaining health home enrollees in care: coordinating and arranging for the provision of services; 
supporting adherence to treatment recommendations: and monitoring and evaluating a patient's needs, including prevention, wellness. medical. specialist and 
behavioral health treatment. care transitions, and social and communily services where appropriate through the 
a eallon of an individual plan of care. 
2b. The health home provider will assign each individual a dedicated care manager who is responsible for overall 
management of the patient's care plan. The health home care manager is clearly identified in the patient record. Each individual enrolled wi1h a health home will 
have one dedicated care manager who has overall responsibility and accountability for coordinating all aspects of the individual's care. The individual cannot be 
enrolled in more than one care management program funded by the Medicaid program. 
2c The health home provider must describe the relationship and communication between the dedicated care manager and the treating clinicians that assure 
that the care manager can discuss with clinicians on an as needed basis, changes in pabent condition that may necessitate treatment change (i.e .. written 
orders and/or 
prescnpllons). 
2d. The health home provider must define how patient care will be directed when conflicting treatment is being provided. 
2e. The health home provider has policies, procedures and accountabilities (contractual agreements) to support 
effective collaborations between primary care. specialist and behavioral health providers. evidence-based referrals and follow-up and consultations that clearly 
define roles and responsibilities. 
2f. The health home provider supports continuity of care and health promotion through the development of a treatment relationship with the individual and the 
interdisciplinary team of providers. 
2g. The health home provider supports care coordination and facilitates collaboration through the establishment of regular case review meetings, including all 
members of the interd1sophnary team on a schedule determined by the health home proVJder. The health home provider has the option of utilizing technology 
conferencing tools indud1ng audio, video and /or web deployed solU1ions when security protocols and precautions are in place to protect PHI. 
2h. The health home provider ensures 24 hours/seven days a week availability to a care manager to provide information and emergency consultation services. 
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2i. The health home provider will ensure the availability of priority appointments for health home enrollees to medical and behavioral health care services within 
their health home provider network to avoid unnecessary, inappropriate utilization of emergency room and inpatient hospital services. 
21 The health home provider promotes evidence based wellness and prevention by hnking health home enrollees with resources for smoking cessabOn. 
diabetes, asthma, hypertension. self help recovery resources. and other services based on individual needs and preferences. 
2k. The health home provider has a system to track and share pabent information and care needs acrnss providers and to monitor patlent outcomes and initiate 
changes in care, as necessary, to address patient need. 

Ill. Comprehensive Transitional Care 

3a The health home provider has a system 1n place with hospitals and residentiaVrehabilitation facilrties in their network to provide the health home prompt 
notification of an 1nd1vidual's adm1ss1on and/or discharge to/from an emergency room, inpatient. or residential/rehabilitation setting. 
3b. The health home provider has policies and procedures in place with local practitioners, health facilities induding emergency rooms, hospitals, and 
resldentiaVrehabilllallon settings, providers and community-based services to help ensure coordinated. safe transitions in care for its patients who require 
transfers in the site of care. 
3c The health home provider utilizes HIT as feasible to facilitate interdisciplinary collaboration among all providers. the patien~ family, care givers. and local 
supports. 
3d The health home provider has a systematic follow-up protocol in place to assure timely access to follow-up care post discharge that indudes at a minimum 
receipt of a summary care record from the discharging entity. medication reconciliation, timely scheduled appointments at recommended outpatient providers, 
care manager verification with outpatient provider that the patient attended the appointment, and a plan to outreach and reengage the patient in care i f the 
appointment was missed. 

IV PatJent and Family Support 

4a. Patient's individualized plan or care reflects patient and family or caregiver preferences. education and support for self-management; self help recovery, and 
other resources as appropriate. 
4b Patient's individualized plan of care is accessible to the individual and their families or other caregivers based 
on the individual's preference. 
4c The health home provider utilizes peer supports, support groups and self-care programs to increase patients' knowledge about their disease, engagement 
and self management capabilibes. and to improve adherence to prescnbed treatment 
4d The health home provider discusses advance directives with enrollees and their families or caregivers. 
4e. The health home provider communicates and shares informatlon with individuals and their families and other caregivers with appropriate consideration for 
language, literacy and cultural preferences. 
4f The health home provider gives the patient access to care plans and options for accessing dinical information. 

V Referral to Community and Social Support Services 

Sa. The health home provider identifies available community-based resources and actively manages appropriate referrals, access. engagement, follow-up and 
coordination of services. 
Sb The health home provider has policies. procedures and accountabilities (contractual agreements) to support effective collaborations with community-based 
resources. which dearly define roles and responsibilities. 
Sc The plan of care should include community-based and other social support services as well as healthcare services that respond to the patient's needs and 
preferences and contnbute to achieving the patient's goals. 

VI. Use of Health Information Technology to Link Services 

Health home providers will make use of available HIT and accesses data through the regional health information organization (RHIOs)/Qualified Entities (QE) to 
conduct these processes as feasible, to comply with the initial standards cited in items 6a.-6d for implementation of health homes. In order to be approved as 
health home provider. applicants must provide a plan to achieve the final standards crted in items 6e.-8i. within eighteen (18) months or program initiation. 
Initial Standards 
Sa. Health home provider has structured information systems, policies, procedures and practices to create, document, execute. and update a plan of care for 
every patient. 
Sb. Health home provider has a systematic process to follow-up on tests. treatments. services and. and referrals which is incorporated into the patient's plan of 
care 
6c Health home provider has a health reco<d system which allows the patienrs health information and plan of care to be acceSSlble to the interdiSC1pllnary team 
of providers and which allows for population management and identification of gaps 1n care induding preventive services. 
6d. Health home provider makes use of available HIT and accesses data through the RHIO/QE to conduct these processes. as feasible. 
Final Standards 
Se. Health home provider has structured interoperable health information technology systems. policies. procedures and practices to support the creation, 
documentation. ex~tion . and ongoing management of a plan of care for every patient 
Sf Health home provider uses an electronic health record system that qualifies under the Meaningful Use provisions of the HITECH Act. which allows the 
pat1enrs health information and plan of care lo be accessible to the interdisciplinary team of providers. If the provider does not currently have such a system. 
they will provide a plan for when and how they will implement it. 
6g. Health home provider will be required to comply with the current and future version of the Statewide Policy 
Guidance (http://health.ny.gov/technology/statewide_policy_guidance.htm) 
which includes common information policies, standards and technical approaches governing health information 
exchange. 
6h Health home provider commits to joining regional health information networks or qualified health IT entities for data exchange and indudes a commitment to 
share information with all providers participating in a care plan. RHIOs/QE provides policy and technical services required for health information exchange 
through the Statewide Health Information Network of New York (SHIN-NY) . 
Si. Health home provider supports the use of evidence based clinical decision making tools, consensus guidelines, and best practices to achieve optimal 
outcomes and cost avoidance. One example of such a tool is PSYCKES. 

VII . Quality Measures Reporting to State 

7a. The health home provider has the capability or sharing information with other providers and collecting and reporting specific quality measures as required by 
NYS and CMS. 
7b The health home provider is accountable for reducing avoidable health care costs specifically preventable hospital admissions/readmissions and avoidable 
emergency fOom visits; providing tlmely post discharge follow up. and improving patient outcomes as measured by NYS and CMS required quality measures. 

Name Date Created Type 

No items available 
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Package Header 

Package ID NY2016MH00020 

Submission Type Official - Review 1 

Approval Date NIA 

Superseded SPA N/A 
ID 

In Progress 

SPA ID NY-16-034 

Initial Submission 9/29/2016 
Date 

Effective Date 9/1120 16 

Complete 

View lmplementatton Guide 

Identify the service delivery system(s) that will be used for individuals receiving Health Homes services 

v Fee for Service 

PCCM 

Risk Based Managed Care 

v Other Service Delivery System Describe if the providers in this other delivery system will be a 
designated provider o r part of the Team of health care professionals and 
how payment will be delivered to these providers 

Descnbe if the providers in this other delivery system will be a designated 
provider or part of the team of health care professionals and how payment will 
be delivered to these provid.ers: 
Managed Care Considerations 
Similar to the NY patient centered Medical Home program, it is the intention of 
the State to coordinate and pay for health home services through health plans 
but at State set rates for the service The State will address any existing care 
management resources in the current plan premium for health home enrollees 
under CMS guidelines (bring this resource out of the capitation and create 
federal matching for those resources under the health home payment). Plans 
will pay health home providers State set rates when providers are contracted 
to provide all health home services In the case where the plan does a portion 
of the health home service (e.g.,telephomc post discharge tracking) and 
downstream providers do a separate portion (e.g. face to face care 
management) the plan will then splrt the State generated PMPM proportional 
to the contracted effort. 

v The State provides assurance that any contract requirements specified in 
this section will be included in any new or the next contract amendment 
submitted to CMS for review 
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Not Started 

Package Header 

Package ID NY2016MH00020 

Submission Type Official - Review 1 

Approval Date NIA 

Superseded SPA NIA 
ID 

Payment Methodology 

tn Progress 

SPA ID NY-16-034 

Initial Submission 9/2912016 
Date 

Effective Date 9/112016 

Complete 

View Implementation Guide 

\flew All Responses 

+I-

The State's Health Homes payment methodology will contain the following features 

../ Fee for Service 

Individual Rates Per Service 

../ Per Member. Per Month Rates 

Comprehensive Methodology Included in the Plan 

Incentive Payment Reimbursement 

Describe any see text below 
varia tions in 

payment based on 
provider 

qualifications, 
individual care 

needs, or the 
Intensity of the 

services provided 

PCCM (description included in Service Delivef)' sectJon) 

../ Fee for Service Rates based on 

../ Severity or each individual's chronic conditions 

Capabilities of the team of health care professionals, 
designated provider. or health team 

../ Other 

Describe below 

see text box below regarding rates 
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Risk Based Managed Care (description included in Service Delivery section) 

Alternative models of payment, other than Fee for Service or PMPM payments (describe below) 

Agency Rates 

Describe the rates used 

• FFS Rates included in plan 

Comprehensive methodology included in plan 

The agency rates are set as of the following date and are effective for services provided on or after that date 

Rate Development 

Provide a comprehensive description in the SPA of t he manner In which rates were set 

1 In the SPA please provide the cost data and assumptions that were used to develop each of the rates 

2. Please identify the reimbursable unit(s) of service 

3. Please describe the minimum level of activities that the state agency requires for providers to receive payment per the defined unit 

4 Please descnbe the state's standards and process required for service documentation, and 

5 Please descnbe 1n the SPA the procedures for reviewing and rebasing the rates, including 

• the frequency with which the state will review the rates, and 

• the factors that will be reviewed by the state in order to understand if the rates are economic and efficient and sufficient to ensure quality services. 

+/-

Comprehensive Provide a comprehensive description of the rate-setting policies the State will use to establish Health Homes provider reimbursement fee 
Description for service or PMPM rates. Explain how the methodology is consistent with the goals of efficiency, economy and quality of care Within 

your description, please explain: the reimbursable unit(s) of service, the cost assumptions and other relevant factors used to determine 
the payment amounts. the minimum level of activities that the State agency requires for providers to receive payment per the defined unit, 
and the State's standards and process required for service documentation. 

Provider Type 

NYS Medicaid providers ehg1ble to become health homes include managed care plans; hospctals; medical, mental and chemical 
dependency treatment clinics; primary care practitioner practices; PCMHs; FQHCs: Targeted Case Management (TCM) providers; 
certified home heallh care agencies and any other Medicaid enrolled provider that meet health hOme provider standards. 

Care Management Fee. 

Health Homes meeting State and federal standards will be paid a per member per month care management fee that is adjusted based on 
region and case mix (from 3M Clinical Risk Groups (CRG) method for adults, or the Child and Adolescent Needs and Strength 
Assessment of New York (CANS-NY) for children age 0 through 20). This fee will eventually be adjusted by (after the data is available) 
patient functional status. Until such time as the behavioral health benefit is moved to managed care the lee will include a fee for 
conducting the CANS-NY assessment. The risk adjusted payments will allow providers to receive a diverse population of patients and 
assign patients to various levels of care management intensity without having to meet preset standards for contact counts. Providers will 
be able to respond to and adjust the intensity and frequency of intervention based on patient's current condition and needs (from traciting 
to high touch). All rates will be published on the OOH website Except as otherwise noted in the plan, state developed fee schedule rates 
are the same for both governmental and pnvate providers. Rates for Health Home services to children are effective October 1. 2016 and 
apply to services furnished on and after October 1, 2016 through September 30, 2018. Rates for Health Home services furnished to other 
populations are set October 1, 2016 and apply to services furnished on and after that date. 

State Health Home rates may be found al 
http:llwww health.ny.govlhealth_care/medocaid/program/medocaid_health_homes/rate_information.htm 

This care management fee will be paid in two increments based on whether a patient is in 1) the case finding group or 2) the active care 
management group. The case finding group will receive a PMPM that is a reduced percentage (80%) of the active care management 
PMPM through August 31, 2016. On [September 1, 2016) December 1, 2016, the case finding fee will be set at $135. The case finding 
PMPM will be available for the three months after a patient has been assigned to a health home. Then, nothing can be billed for that 
pabent for the next three months. Following this interval. case finding can be billed for another three months while outreach and 
engagement is attempted once again. This PMPM is intended to cover the cost of outreach and engagement. 

Effective August 1, 2014, the per member per month care management fee will be adjusted by a temporary rate add-on to distribute the 
annual amounts authorized under the State's Medicaid Redesign Team (MRT) Waiver and as shown below. 

August 1. 2014 to March 31 , 2015: SBO mlhon 
April 1, 2015 to December 31 , 2015: S66.7 million 
January 1, 2016 to December 31, 2016: $43 9 million 

(SEE TABLE LOCATED UNDER SECTION ON NON-DUPLICATION OF PAYMENT. MOVED DUE TO SPACE CONSTRAINTS) 

The temporary rate add on will be paid to State designated Health Homes Funds received through this rate add-on must be used to 
support costs related to one or more of the following authonzed purposes: 1) Member engagement and promotion of Health Homes, 2) 
Workforce training and retraining, 3) Health information technology (HIT) and clinical connectivity. and 4) Joint governance technical 
assistance. 

Each Health Home will be required to submit semi-annual reports documenting how the funds were used in accordance with the four 
authorized purposes. Semi-annual reports shall be submitted until such time as it is verified that all funds have been used in accordance 
with authonzed purposes Funds that are not disbursed in accordance with authorized purposes will be recouped by the Department 
within 90 days of such finding. 
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Assurances 

A unit of service will be defined as a billable unit per service month. In order to be reimbursed for a billable unit of service per month 
health home providers musl at a minimum. provide one of the core health home services per month. The monthly payment will be paid 
via the case finding and active care management PMPM. Once a patient has been assigned a care manager and is enrolled in the health 
home program. the active care management PMPM may be billed. 

Managed Care Considerations: Similar to the NY patient centered Medical Home program. it is the intention of the State to coordinate 
and pay for health home services through health plans but at State set rates for the service. The State will address any exisbng care 
management resources in the current plan premium for health home enrollees under CMS guidelines (bring this resource out of the 
capitation and create federal matching for those resources under the health home payment). Plans will pay health home providers State 
set rates when providers are contracted to provide all health home services. In the case where the plan does a portlon of the health home 
service (e.g. telephonic post discharge tracking) and downstream providers do a separate portlon (e.g. face to face care management) 
the plan will then split the State generated PMPM proportional to the contracted effort. 

The Medicaid/FHP Model Contract will be modified at the next scheduled amendment to inciude language similar to that outlined below 
which will address any duplication of payment between the MCO capitation payments and health home payments. The delivery design 
and payment methodology will not result in any duplication of payment between Health Homes and managed care. 

The managed care plan is not required to provide services that would duplicate the CMS reimbursed Health Home services for 
members participating in the State's Health Home program. 

The managed care organization will be informed of members assigned to a Health Home or will assign its members to a Health 
Home for health home services Plans may need to expand their networks to 1ndude additional State designated health home providers 
to ensure appropriate access 

Plans will need to have signed contracts including clearly established responsibilities with the provider based health homes. 
The managed care plan will be required to inform either the individual's Health Home or the State of any inpatient admission or 

discharge of a Health Home member that the plan learns of through its inpatient admission initial authorization and concurrent review 
processes as soon as possible to promote appropriate follow-up and coordination of services. 

Plans will assist State designated Health Home providers in their network with coordinating access to data. as needed 
Plans will, as appropnate. assist with the collection of required care management and patient experience of care data from State 

designated Health Home providers in its' network. 

The State has a health home advisory committee of providers and managed care plans through which any issues with payment would be 
raised and addressed. Directions have been given to health plans to match health home payment to providers based on relallve health 
home care management effort Further information on specific oonstructoon on health home rates includes speafic administrabon 
compensation to guide rate differential construct 

Targeted Case Management (TCM) and Chronic Illness Demonstration Projects (CIDPs} Conversion Considerations: 

The State envisions that eventually all targeted case management programs operating in New York will convert to or become part of 
health homes. and these providers will require bme to meet State and Federal health home standards. The State will allow TCM 
providers that can meet health home standards to convert to health homes or join with larger health homes. TCM providers that convert 
to health homes will be governed under NYS Health Home Provider Qualifocat1on Standards, not TCM standards. The payment method 
will be designed to transition all existing TCM capacity from the current rates to the new Health Home payment structure. Effective 
January 1, 2015 TCM programs for adults will be paid their existing TCM rates until [August 31. 2016] November 30, 2016 Effective 
October 1, 2016 through September 30. 2018 TCM programs for children will be paid a transitional rate that is as financially equivalent as 
practicable to their current rate 

Health Home care management services may be provided to children that are eligible and enrolled in both the Earty Intervention Program 
and Health Home, and will meet and fulfill the requirements of the ongoing service coordination required to be provided to children 
enrolled in the Early Intervention Program. 

All payments will be made under the health home payment detailed above in the care management fee section if they convert to or 
be<:ome part of a health home This existing TCM rate will be paid for both case finding and active care management. The case finding 
PMPM will be available for the three months after a patient has been assigned to a health home. Then. nothing can be billed for that 
patient for the next three months. Following this interval. case finding can be billed for another three months whole outreach and 
engagement is attempted once again. This rate would be paid for both case finding and active care management. 

New York State's health home services are set as of January 1. 2012 and are effective for services on or after that date. All rates will be 
published on the DOH websrte. Except as otherwise noted in the plan. state developed fee schedule rates are the same for both 
governmental and private providers. All of !he above payment poficies have been developed to assure that !here is no duplicabon of 
payment for health homes services. 

CIDP information has been moved to non-duplication of payment for similar services section 

+/-

~ The State provides assurance that 1t will ensure non-dupl1callon of payment for services similar to Health Homes services that are offered/covered under a 
different statutory authority. such as 1915(c) waivers or targeted case management 

Describe below 
how non· 

duplication of 
payment will be 

achieved 

All rates are published on the DOH website. Except as otherwise noted in the plan, state developed fee schedule rates are the same for 
both governmental and private providers. All of the above payment policies have been developed to assure that there is no duplication of 
payment for health home services. 
http://www.health.ny.gov/health_care/medocaid/programlmedocaid_health_horneslrate_inforrnation him 

The State anticipates that most of the six Cl DPs will convert to health homes. The CIDP providers are well positioned to become health 
homes and meet State and Federal health home standards. The Cl DPs that convert to health homes will be paid at their existing CIDP 
rate for a period of one (1) year from the effective date of the SPA if they convert to health home for their existing patients. For new 
patients that may be assigned to a CIDP program that has converted to health home the State will pay the State set health home PMPM. 
At the beginning of the second year after the effective date of the SPA these converted programs will be paid for all patients under the 
State set health home PMPM Cl DPs that do not convert to health homes. if any. will end operations as Cl DPs on March 29. 2012 
when the contract with the State terminates. 
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HEALTH HOME DEVELOPMENT RATE ADD ON SCHEDULE FROM PREVIOUS SECTION PLACED HERE DUE TO SPACE 
C ONSTRAINTS· 

Payments will be applicable to claims with dates of service on and after August 1. 2014 and will be paid beginning March 2015. and 
quarterly thereafter as shown below. The rate add-on for each period will be calculated by d ividing the authorized payment amount by 
total number of claims for such period. 

Rate add on applied 
to claims with the 
following dates 
of payment 

8/1114 to 2128/ 15 
311/ 15 to 513 1115 
611115 to 8/31 / 15 
9/ 1/ 15 to 11/30/ 15 
12/1/15 to 2/29/16 
3/1116 to 5/31/ 16 
611116 to 8/31116 
9/ 1/16 to 11/30/ 16 

Rate Add-on 
Payment Date 

Amount of Payment 
Authorized Under 
the Waiver 

March 2015 
June 2015 
September 2015 
December 2015 
March 2016 
June 2016 
September 2016 
December 2016 

SBO million 
S2.2.2 million 
S22.2million 
S22.3 million 
S10.9million 
S10.9 million 
$10.9 million 
S11 2 million 

v The State meets the requirements of 42 CFR Part 447, Subpart A. and sections 1902(a)(4), 1902(a)(6), 1902(a)(30)(A). a nd 1903 with respect to non­

payment for provider-preventable cond itions. 

v The State provides assurance that all governmental and private providers are reimbursed according to the same rate schedule. unless otherwise described 

above 

v The State provides assurance that 1t shall re imburse providers directly, except when there are employment or contractual arrangements consistent with 

section 1902(a)(32). 

PRA 0.sciosure S1atemem A<;<;0rd1n9 10 the Papen" 01< Reduct1or. Act o' IQ9' no persoos are '"q" red to resp<>nd 10 a conec1i0n o' 1nforma1>0n unless 11 displays a va110 
rr.tB control number The va'td 01.is conirol numt>cr for 1n1s in'omia11on coU~cllon s 0938 t 1se Thn lime required 10 complete lh•< mforma11on collect1on is es11ma1ed 10 
average 40 hou1s per response 1ncJud ng the time to rev1ew 1nslruct1on< search ex1shng dJI~ resources golhl'r lhe data needed. ~nd complete 3nd review the 1nformallon 
collection If you have comments concerning lhe accuracy of the time esllrnale(S) or sugges11ons for lllprov111g this form. please wnle lo CMS 7500 Secunty Boulevard, Attn 
PRA Repons Clearance Otticer. Mail SIOP C4-26-05. Elall1more. Maryland 2124& 1850 
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Not Started 

Package Header 

Package ID NY2016MH00020 

Submission Type Official - Review 1 

Approval Date NIA 
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ID 

In Progress 

SPA ID NY-16-034 

Initia l Submission 912912016 
Date 

Effective Data 91112016 

Complete 

View Implementation Guide 

View All Responses 

Monitoring 

+I. 

Describe the state•s met hodology for calculating cost saving (and report cost savings annually in Quality Measure Raport). Include savings t hat 
result from improved coordination of care and chronic disease management achieved through the Health Homes Program, including data sources 
and measurement specifications. as well as any savings associated with dual eligibles. and If Medicare data was available to the state to utilize in 
arriving at its cost-savings estimates 

NYS will monitor cost savings from health homes through measures of preventable events, including PP Rs. potentially preventable hospital admissions and 
potentially avoidable ER visits. These metrics are the same metrics for evaluation in section IX. Measures or preventable hospitalizations and avoidable ER 
will be calculated for the entire Medicaid program. Similar to Section VII, A . NYS will use health home rosters to calculate potential cost savings for enrollees in 
health homes. 

NYS will also compare total costs of care for enrollees in health homes. including all services costs. health home costs and managed care capitation to s1m1lar 
cohorts that are not receiving health home services 

Describe how the state will use health lnfonnatlon technology in providing Health Homes services and to improve service delivery and coordination 
across the care continuum (including the use of wireless patient technology to improve coordination and management o f care and patient 
adherence to recommendations made by their provider) 

To facilitate the use of health information technology by health homes to improve service delivery and coordination across the care continuum, NY has 
developed inttial and final HIT standards. Providers must meet the initial HIT standard to implement a health home. In addition, provider applicant must provkle 
a plan in to achieve the final standards within eighteen months of program Initiation in order 10 be approved as a health home provider. 

The initial standards require health home providers to make use of available HIT for the following processes, as feasible: 

1. Have a structured information systems. policies. procedures and practJces to create, documenl execute, and update a plan of care for every patient. 
2. Have a systematic process to follow-up on tests, treatments. services and, and referrals which 1s incorporated into the pabent's plan of care; 
3 Have a health record system which allows the patient health infonnabon and plan of care to be accessible to the interd1sciphnary team of providers and allow 
for population management and identification of gaps in care including preventive services; and 
4.ls required lo make use o f available HIT and access members' data through the RHIO or OE to conduct au processes, as feasible 

The final standards require health home provider 10 use HIT for the following: 

1. Have structured interoperable health information technology systems, policies. procedures and practices to support the creation, documentation, execution. 
and ongoing management of a plan of care for every patient; 
2.Utilize an electronic health record system that qualifies under the Meaningful Use provisions of the HITECH Act that allows the patienrs health infonnat1on 
and plan of care to be accessible to the interd1soplinary team of providers If the provkler does not C4JrrenUy have Suell a system. they will have to provide a 
plan for when and how they will implement it Health home providers will comply with all C4Jrrent and future versions of the Statewide Policy Guklance 
(http://health ny.govltechnologytstatewide_pol1cy_guidance.htm) which includes common infonnallon policies, standards and technical approaches governing 
health infonnation exchange; 
3.Join regional health information networks or qualified health IT entities for data exchange and make a commitment to share information with all providers 
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participating in a care plan. Regional Health Information Organization /Qualified Entities will be provided policy and technical services required for health 
information exchange through the Statewide Health Information Network of New York (SHIN-NY); and 
4. Support the use of evidence based clinical decision making tools. consensus guidelines. and best practices to achieve optimal outcomes and cost avoidance. 
For example, in New York the Office of Mental Health has a web and evidence based practices system, known as Psychiatric Services and Clinical Know1edge 
Enhancement System (PSYCKES). which utilizes informatics to improve the quality of care. accountability. and cost-effectiveness of mental health prescribing 
practices in psychiatric centers 

NY health home providers will be encouraged to use wireless technology as available to improve coordination and management of care and patient adherence 
to recommendations made by their provider. This may include the use of cell phones, peripheral monitoring devices. and access patient care management 
records, as feasible. 

To facilitate state reporting requirements to CMS. NY is working toward the development of a single portal to be used by health homes for submission of 
functJonal assessment and quality measure reporting to the State. Consideration is being given to also include a care management record. a lso accessed VIS 
the portal as an option for health home providers who currently do not have an electronic care management record system. 

Significant Investment has been made in New York's Health Information Infrastructure to ensure that medical information is in the hands of clinicians and New 
Yorkers to guide medical decisions and supports the delivery of coordinated, preventive. patient-centered and high quality care. Ongoing statewide evaluation 
designed to evaluate the impact of HIT on quality and outcomes of care is underway by the Office of Health Information Technology and Transformation. 

Quality Measurement and Evaluation 

+/-

./ The state provides assurance that all Health Homes providers report to the state on all applicable quality measures as a condition of receiving payment from 
the state 

../ The state provides assurance that it will identify measureable goals for its Health Homes model and intervention and also identify quality measures related to 
each goal to measure its success in achieving the goals 

...t The state provides assurance that it will report to CMS information submitted by Health Homes providers to inform evaluations. as well as Reports to 
Congress as described in Section 2703(b) of the Affordable Care Act and as described by CMS 

...t The state provides assurance that it will track avoidable hospital readmissions and report annually in the Quality Measures report 

Go to HHOM Reports 

PRA D sclosure Sta1emen1 Accordmq to the Paperwork Reduction Act o• t995, no persons ar~ rPQUlfed to respond to a collec11on of 1nformat1on unless it displays a valid 
OMB control number The valid OMB con1rol number lcr 1t11s information collec110111s 0938-1188 The hme required to com;ilote this information cot1ect1on 1s estimated to 
averagt 40 hours per response 1nciudmg the time to review 111struc:1or'S search ex1s11ng d.11a re~ources. gather the <J.11a needed and complete and review the 1ntormat1on 
collection If you have comments concern ng the accuracy o! the hme ,;st m llC(S) or suggest1oris tor improving lh1s form please "mte to Ct.IS. 7500 Secunty Boul •v,1rd Attn 
PRA R<:pons Cteara~ce Office• 1.ta 1 Stop C4-2&-0S Baltimore 1.1aryt~nd 21244 • 850 
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