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Dear Ms. McKnight:

The State requests approval of the enclosed amendment #20-0033 to the Title XIX
(Medicaid) State Plan for non-institutional services to be effective April 2, 2020 (Appendix [).
This amendment is being submitted based on enacted legislation. A summary of the plan
amendment is provided in Appendix I1.

The State of New York reimburses these services through the use of rates that are
consistent with and promote efficiency, economy, and quality of care and are sufficient to enlist
enough providers so that care and services are available under the plan at least to the extent
that such care and services are available to the general population in the geographic area as
required by §1902(a)(30) of the Social Security Act and 42 CFR §447.204.

A copy of pertinent sections of enacted legislation is enclosed for your information
(Appendix I1l). A copy of the public notice of this plan amendment, which was given in the New
York State Register on April 1, 2020, is also enclosed for yourinformation (Appendix IV). In
addition, responses to the five standard funding questions and the standard access questions
are also enclosed (Appendix V and VI, respectively).

If you have any questions regarding this State Plan Amendment submission, please do
not hesitate to contact Regina Deyette, Medicaid State Plan Coordinator, Division of Finance
and Rate Setting, Office of Health Insurance Programs at (518) 473-3658.

Sincerely,

Donna Frescatore
Medicaid Director
Office of Health Insurance Programs
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Attachment 4.19-B

New York
4(a)

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

In addition, separate payment rates for nursing services provided to patients diagnosed
with Acquired Immune Deficiency Syndrome (AIDS) will be established based upon regional
services prices. Such prices will be computed based upon average nursing costs per visit
calculated by aggregating base year allowable costs and statistics reported by certified home
health agencies within each of four state regions, and increased by a case mix adjustment
factor which represents the relative ratio of additional resources needed to provide home care
nursing services to AIDS patients when compared to the average case mix of home care
patients. Such AIDS regional nursing prices will be trended annually.

Effective for services provided on and after April 1, 2011, separate payment rates will no
longer be established for nursing services provided to patients diagnosed with AIDS; the rate
for nursing services provided to patients diagnosed with AIDS will be the prospective certified
home health agency rate for nursing services established for the effective period.

The Commissioner will adjust medical assistance rates of payment for services provided
by AIDS home care programs for purposes of improving recruitment and retention of non-
supervisory home care services workers or any worker with direct patient care responsibility in
the following amounts for services provided on and after December first, two thousand two.

Rates of payment by governmental agencies for AIDS home care programs (including
services provided through contracts with licensed home care services agencies) will be
increased by up to three percent.

Providers which have their rates adjusted for this purpose will use such funds solely for
the recruitment and retention of non-supervisory home care services workers or any worker
with direct patient care responsibility. Providers are prohibited from using such funds for any
other purpose.

The Commissioner is authorized to audit each provider to ensure compliance with this
purpose and will recoup any funds determined to have been used for purposes other than
recruitment and retention of non-supervisory home care services workers or any worker with
direct patient care responsibility.

In the case of services provided by providers through contracts with licensed home care
services agencies, rate increases received by providers will be reflected in either the fees paid
or benefits or other supports provided to non-supervisory home care services workers or any
worker with direct patient care responsibility of such contracted licensed home care services
agencies and such fees, benefits or other supports will be proportionate to the contracted

TN __ #20-0033 Approval Date
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Attachment 4.19-B

New York

4(a)(i)

volume of services attributable to each contracted agency. Such agencies [shall] will submit to
providers with which they contract written certifications attesting that such funds will be used
solely for the purposes of recruitment and retention of non-supervisory home care services
workers or any worker with direct patient care responsibility and [shall] will maintain in their files
expenditure plans specifying how such funds will be used for such purposes. The Commissioner is
authorized to audit such agencies to ensure compliance with such certifications and expenditure
plans and [shall] will recoup any funds determined to have been used for purposes other than
those set forth in this section.

The Commissioner of Health will additionally adjust rates of payment for AIDS home care
service providers, for the purpose of improving recruitment and retention of home health aides or
non-supervisory personnel with direct patient care responsibility.

These additional adjustments to rates of payments [shall] will be calculated by allocating
the available funding proportionally based on each AIDS home care service provider’s, home health
aide or other direct care services total annual hours of service provided to Medicaid patients, as
reported in each such agency's most recently available cost report as submitted to the
Department. The total aggregate available funding for AIDS home care service providersis as
follows:

For the period June 1, 2006 through December 31, 2006 - $540,000.
For the period January 1, 2007 through June 30, 2007 - $540,000.
For the period July 1, 2007 through March 31, 2008 - $1,080,000.
For the period April 1, 2008 through March 31, 2009 - $1,080,000.
For the period April 1, 2009 through March 31, 2010 - $1,080,000.
For the period April 1, 2010 through March 31, 2011 - $1,080,000.
For the period April 1, 2011 through March 31,2012 - $1,080,000.
For the period April 1, 2012 through March 31, 2013 - $1,080,000.
For the period April 1, 2013 through March 31, 2014 - $1,080,000.
For the period June 5, 2014 through March 31, 2015 - $1,080,000.
For the period April 1, 2015 through March 31, 2016 - $1,080,000.
For the period April 1, 2016 through March 31,2017 - $1,080,000.
For the period April 1, 2017 through March 31, 2018 - $1,080,000.
For the period April 1, 2018 through March 31,2019 - $1,080,000.
For the period April 1, 2019 through March 31, 2020 - $1,080,000.
For the period April 2, 2020 through March 31, 2021, and thereafter - $1,080,000.

Payments made pursuant to this section [shall] will not be subject to subsequent
adjustment or reconciliation.

For providers established after November 1, 2005, the Department utilizes Medicaid data
from the initial cost report submitted to the Department, which would allow the inclusion of those
providers in the distribution.

TN __ #20-0033 Approval Date
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Attachment 4.19-B

New York

4(a)(vii)

The Commissioner of Health is authorized to require group health insurance plans and employer
based group health plans to report to the Department, insofar as such reporting does not
violate any provisions the Federal Employee Retirement Income Security Act (ERISA), at such
times and in such manner as the Commissioner [shall] will decide, any information needed,
including but not limited to, the number of peoplein such plans who become ineligible each
month for the continuation coverage described herein. In addition, every certified health
maintenance organization and every insurer licensed by the Superintendent of Insurance will
submit reports in such form and at such times as may be required.

Recruitment And Retention

The Commissioner will adjust medical assistance rates of payment for services provided by
certified home health agencies for purposes of improving recruitment and retention of non-
supervisory home care services workers or any worker with direct patient care responsibility in
the following amounts for services provided on and after December 1, 2002.

Rates of payment by governmental agencies for certified home health agency services
(induding services provided through contracts with licensed home care services agencies) will
be increased by up to three percent.

Providers, which have their rates adjusted for this purpose will use such funds solely for the
recruitment and retention of non-supervisory home care services workers or any worker with
direct patient care responsibility. Providers are prohibited from using such funds for any other
purpose.

The Commissioner is authorized to audit each provider to ensure compliance with this purpose
and will recoup any funds determined to have been used for purposes other than recruitment
and retention of non-supervisory home care services workers or any worker with direct patient
care responsibility.

In the case of services provided by providers through contracts with licensed home care
services agencies, rate increases received by providers will be reflected in either the fees paid
or benefits or other supports provided to non-supervisory home care services workers or any
worker with direct patient care responsibility of such contracted licensed home care services
agencies and such fees, benefits or other supports will be proportionate to the contracted
volume of services attributable to each contracted agency. Such agencies will submit to
providers with which they contract written certifications attesting that such funds will be used
solely for the purposes of recruitment and retention of hon-supervisory home care services
workers or any worker with direct patient care responsibility and will maintain in their files
expenditure plans specifying how such funds will be used for such purposes. The Commissioner
is authorized to audit such agencies to ensure compliance with such certifications and
expenditure plans and will recoup any funds determined to have been used for purposes other
than those set forth in this section.

TN __ #20-0033 Approval Date
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Attachment 4.19-B

New York

4(a)(viii)(1)

Recruitment and Retention of Direct Patient Care Personnel

The Commissioner of Health will additionally adjust rates of payment for certified home health
agencies, for purposes of improving recruitment and retention of home health aides or non-
supervisory personnel with direct patient care responsibility.

These additional adjustments to rates of payments [shall] will be calculated by allocating the
available funding proportionally based on each certified home health agency’s, home health aide or
other direct care services total annual hours of service provided to Medicaid patients, as reported in
each such agency’s most recently available cost report as submitted to the Department. For home
health services paid under the episodic payment system, allocation of the recruitment and retention
payment is included in episodic payment prices paid under that system. The total aggregate available
funding for all eligible certified home health agency providers is as follows:

For the period June 1, 2006 through December 31, 2006 - $20,100,000.
For the period January 1, 2007 through June 30, 2007 - $20,100,000.
For the period July 1, 2007 through March 31, 2008 - $40,200,000.

For the period April 1, 2008 through March 31, 2009 - $40,200,000.

For the period April 1, 2009 through March 31, 2010 - $40,200,000.

For the period April 1, 2010 through March 31, 2011 - $40,200,000.

For the period April 1, 2011 through March 31, 2012 - $40,200,000.

For the period April 1, 2012 through March 31, 2013 - $40,200,000.

For the period April 1, 2013 through March 31, 2014 - $40,200,000.

For the period June 5, 2014 through March 31, 2015 - $26,736,000.

For the period April 1, 2015 through March 31, 2016 - $26,736,000.

For the period April 1, 2016 through March 31, 2017 - $26,736,000.

For the period April 1, 2017 through March 31, 2018 - $26,736,000.

For the period April 1, 2018 through March 31, 2019 - $26,736,000.

For the period April 1, 2019 through March 31, 2020 - $26,736,000.

For the period April 2, 2020 through March 31, 2021 and thereafter - $26,736,000.

Payments made pursuant to this section will not be subject to subsequent adjustment or
reconciliation.

For providers established after November 1, 2005, the Department utilizes Medicaid data from
the initial cost report submitted to the Department, which would allow the inclusion of those providers
in the distribution.

TN __ #20-0033 Approval Date
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Attachment 4.19-B

New York
10

Hospice Services: Routine Home Care, Continuous Home Care, Inpatient Respite Care,
And General Inpatient Care

Medicaid payment for hospice care will be in amounts no lower than the Medicare rates for:
general inpatient, inpatient respite, routine home care and continuous home care using the same
methodology as used under Part A of Title XVIII Annual adjustments [shall] will be made to these
rates commencing October 1, 1990, using inflation factors developed by the State.

The Commissioner of Health will increase medical assistance rates of payment by up to three
percent for hospice services provided on and after December first, two thousand two, for purposes
of improving recruitment and retention of non-supervisory workers or workers with direct patient
care responsibility.

Rates of payment will be additionally adjusted for the purpose of further enhancing the
provider’s ability to recruit and retain non-supervisory workers or workers with direct patient care
responsibility. These additional adjustments to rates of payment will be allocated proportionally
based on each hospice provider’s non-supervisory workers’ or direct patient care workers’ total
annual hours of service provided to Medicaid patients as reported in each such provider’s most
recently available cost report as submitted to the Department. The total aggregate available funding
for all eligible hospice providers is as follows:

For the period June 1, 2006 through December 31, 2006 - $730,000.
For the period January 1, 2007 through June 30, 2007 - $730,000.
For the period July 1, 2007 through March 31, 2008 - $1,460,000.
For the period April 1, 2008 through March 31, 2009 - $1,460,000.
For the period April 1, 2009 through March 31, 2010 - $1,460,000.
For the period April 1, 2010 through March 31, 2011 - $1,460,000.
For the period April 1, 2011 through March 31, 2012 - $1,460,000.
For the period April 1, 2012 through March 31, 2013 - $1,460,000.
For the period April 1, 2013 through March 31, 2014 - $1,460,000.
For the period June 5, 2014 through March 31, 2015 - $1,460,000.
For the period April 1, 2015 through March 31, 2016 - $1,460,000.
For the period April 1, 2016 through March 31, 2017 - $1,460,000.
For the period April 1, 2017 through March 31, 2018 - $1,460,000.
For the period April 1, 2018 through March 31, 2019 - $1,460,000.
For the period April 1, 2019 through March 31, 2020 - $1,460,000.
For the period April 2, 2020 through March 31, 2021 and thereafter - $1,460,000.

For providers established after November 1, 2005, the Department utilizes Medicaid data
from the initial cost report submitted to the Department, which would allow the inclusion of those
providers in the distribution.

Hospice services providers that have their rates adjusted for this purpose [shall] will use
such funds solely for the purposes of recruitment and retention of non-supervisory workers or
workers with direct patient care responsibility and are prohibited from using such funds for any
other purposes. Each hospice provider receiving funds [shall] will submit, at a time and in a manner
determined by the Commissioner, a written certification attesting that such funds will be used solely
for the purpose of recruitment and retention of non-supervisory workers or workers with

TN __ #20-0033 Approval Date
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SUMMARY
SPA #20-0033

This State Plan Amendment proposes to reduce Worker Recruitment and
Retention by 25 percent for Certified Home Health Agencies (CHHA) and Hospice
programs effective April 2, 2020.
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SPA 20-0033

Chapter 56 of the Laws of 2020, PARTY, Section 14, amending section 2807-v at (ccc) of the
Public Health Law

Tobacco control and insurance initiatives pool distributions. 1. Funds
accumulated in the tobacco control and insurance initiatives pool or in the
health care reform act (HCRA) resources fund established pursuant to section
ninety-two-dd of the state finance law, whichever is applicable, including
income from invested funds, shall be distributed or retained by the
commissioner or by the state comptroller, as applicable, in accordance with
the following:

(ccc) Funds shall be deposited by the commissioner, within amounts
appropriated, and the state comptroller is hereby authorized and
directed to receive for the deposit to the credit of the state special
revenue funds - other, HCRA transfer fund, medical assistance account,
or any successor fund or account, for purposes of funding the state
share of increases in the rates for certified home health agencies, long
term home health care programs, AIDS home care programs, hospice
programs and managed long term care plans and approved managed long term
care operating demonstrations as defined in section forty-four hundred
three-f of this chapter for recruitment and retention of health care
workers pursuant to subdivisions nine and ten of section thirty-six
hundred fourteen of this chapter from the tobacco control and insurance
initiatives pool established for the following periods in the following
amounts:

(1) twenty-five million dollars for the period June first, two thou-
sand six through December thirty-first, two thousand six;

(i1) fifty million dollars for the period January first, two thousand
seven through December thirty-first, two thousand seven;

(i1i) fifty million dollars for the period January first, two thousand
eight through December thirty-first, two thousand eight;

(iv) fifty million dollars for the period January first, two thousand
nine through December thirty-first, two thousand nine;

(v) fifty million dollars for the period January first, two thousand
ten through December thirty-first, two thousand ten;

(vi) twelve million five hundred thousand dollars for the period Janu-
ary first, two thousand eleven through March thirty-first, two thousand
eleven;

(vii) up to fifty million dollars each state fiscal year for the peri-
od April first, two thousand eleven through March thirty-first, two
thousand fourteen;

(viii) up to fifty million dollars each state fiscal year for the
period April first, two thousand fourteen through March thirty-first,
two thousand seventeen;

(ix) up to fifty million dollars each state fiscal year for the period
April first, two thousand seventeen through March thirty-first, two

(x) up to fifty million dollars each state fiscal year for the period
April first, two thousand twenty through March thirty-first, two thou-



SPA 20-0033

Chapter 56 of the Laws of 2020, PART MM, Section 9, amending section 4013 of the Public
Health Law

§ 9. Subdivision 1 of section 4013 of the public health law, as added by
section 26 of part J of chapter 82 of the laws of 2002, is amended to read as
follows:

1. The commissioner shall, subject to the provisions of subdivision two of
this section, increase medical assistance rates of payment by up to

three percent for hospice services provided on and after December first,
two thousand two, for purposes of improving recruitment and retention of non-
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MISCELLANEOUS
NOTICES/HEARINGS

Notice of Abandoned Property
Received by the State Comptroller

Pursuant to provisions of the Abandoned Property Law and related
laws, the Office of the State Comptroller receives unclaimed monies
and other property deemed abandoned. A list of the names and last
known addresses of the entitled owners of this abandoned property is
maintained by the office in accordance with Section 1401 of the
Abandoned Property Law. Interested parties may inquire if they ap-
pear on the Abandoned Property Listing by contacting the Office of
Unclaimed Funds, Monday through Friday from 8:00 a.m. to 4:30
p-m., at:

1-800-221-9311
or visit our web site at:
WWW.0sc.state.ny.us

Claims for abandoned property must be filed with the New York
State Comptroller’s Office of Unclaimed Funds as provided in Section
1406 of the Abandoned Property Law. For further information contact:
Office of the State Comptroller, Office of Unclaimed Funds, 110 State
St., Albany, NY 12236.

PUBLIC NOTICE
Department of Health

The Department of Health proposes to amend the Title XIX
(Medicaid) State Plan for inpatient, long term care, and non-
institutional services to comply with recently proposed statutory
provisions. The following significant changes are proposed:

All Services

Effective for dates of service April 1, 2020 through March 31, 2021,
and each state fiscal year thereafter, all non-exempt Department of
Health state funds Medicaid payments will be uniformly reduced by
$2.5 billion. Such reductions will be applied only to the extent that
alternative methods that achieve Medicaid state share savings annu-
ally are not implemented. Medicaid payments that will be exempted
from the uniform reduction include:

1. Payments whereby federal law precludes such reduction,
including:

o Federally Qualified Health Center services;

o Indian Health Services and services provided to Native
Americans;

¢ Supplemental Medical Insurance — Part A and Part B;

o State Contribution for Prescription Drug Benefit (aka Medicare
Part D payments);

e Any local share cap payment required by the Federal Medical
Assistance Percentage (FMAP) increase legislation;

o Services provided to American citizen repatriates; and

o Hospice Services.

2. Payments funded exclusively with federal and/or local funds
include, but are not limited to, the following:

o Upper payment limit payments to non-state owned or operated
governmental providers certified under Article 28 of the NYS Public
Health Law;

e Certified public expenditure payments to the NYC Health and
Hospital Corporation;

o Certain disproportionate share payments to non-state operated
or owned governmental hospitals;

o Certain managed care payments pursuant to section 3-d of Part
B of the Chapter 58 of the Laws of 2010; and
o Services provided to inmates of local correctional facilities.

3. Other Payments that are not subject to the reduction include:

o Payments pursuant to Article 32, Article 31 and Article 16 of the
Mental Hygiene Law;

¢ Required payments related to the School Supportive Health Ser-
vices Program and Preschool Supportive Health Services Program;

o Early Intervention;

o Payments for services provided by Other State Agencies includ-
ing Office of Children and Family Services, State Education Depart-
ment, and the Department of Corrections and Community Supervision.

o Vital Access Providers and Vital Access Provider Assurance
Program;

o Physician Administered Drugs;

o Court orders and judgments; and

o Family Planning services.

Copies of the proposed state plan amendments will be on file in
each local (county) social services district and available for public
review.

PUBLIC NOTICE
Department of Health

Pursuant to 42 CFR Section 447.205, the Department of Health
hereby gives public notice of the following:

The Department of Health proposes to amend the Title XIX
(Medicaid) State Plan for institutional, non-institutional or long term
care services to comply with proposed Medicaid Redesign Team II
(MRT) initiatives. The following changes are proposed:

All Services

Effective for dates of service April 1, 2020 through March 31, 2021,
and each State Fiscal Year (SFY) thereafter, all non-exempt Depart-
ment of Health state funds Medicaid payments will be uniformly
reduced by 1.875 percent. Medicaid payments that will be exempted
from the uniform reduction include:

« Payments whereby federal law precludes such reduction,
including:
o Federally Qualified Health Center services;
o Indian Health Services and services provided to Native
Americans;
o Supplemental Medical Insurance — Part A and Part B;
o State Contribution for Prescription Drug Benefit (aka
Medicare Part D payments);
o Any local share cap payment required by the Federal Medi-
cal Assistance Percentage (FMAP) increase legislation;
« Services provided to American citizen repatriates; and
« Hospice Services.

o Payments funded exclusively with federal and/or local funds
include, but are not limited to, the following:
o Upper payment limit payments to non-state owned or oper-
ated governmental providers certified under Article 28 of the
NYS Public Health Law;
o Certified public expenditure payments to the NYC Health
and Hospitals Corporation;
o Certain disproportionate share payments to non-state oper-
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Miscellaneous Notices/Hearings

o Eliminating Prescriber Prevails which applies to the Medicaid
fee-for-service pharmacy program and to selected drug classes for
managed care plans. Doing so would reduce inappropriate prescrib-
ing, remove barriers that limit the State’s ability to manage pharmacy
programs, and minimize the inappropriate influence of pharmaceutical
manufacturers in the prior authorization process.

The estimated annual net aggregate decrease in gross Medicaid
expenditures attributable to these initiatives contained in the budget
for SFY 2020/2021 is $142 million and for SFY 2021/2022 is $428
million.

Transportation

Effective on or after April 1, 2020 and SFY thereafter, these propos-
als would:

o Transition the State to a single Medicaid Transportation Broker
to ensure that consumers receive reliable, high quality transportation
services using the mode that is appropriate for the consumer.

o Discontinue the Supplemental Ambulance Rebate Payments to
emergency medical transportation (EMT) providers since updating
and rationalized the ambulance fee schedule consistent with the
Department of Health’s Ambulance Rate Adequacy Study.

e Carve transportation out of the MLTC Benefit (excluding
PACE) and into fee-for-service to create efficiencies and consistency
in purchasing, arranging and managing transportation services across
the Medicaid program.

e Maximize Public Transit in New York City and other urban ar-
eas to encourage the use of public transportation as an alternative to
livery when appropriate for the consumer.

o Reduce Taxi/Livery Rates and promoting other modes of
transportation to reflect market rates for transportation services.

o Implement an ambulance diversion - Triage, Treat and Transport
(ET3) - support program to reduce avoidable hospitalizations, subject
to any necessary federal approvals.

¢ Pursue a Certified Public Expenditure program to maximize
federal reimbursement for NEMT services incurred by municipalities.

¢ Create a Community Paramedicine Program to expand the roles
of Emergency Medical Technicians (EMTs) and Paramedics by
providing medical care to patients at home to avoid unnecessary trips
to the Emergency Department (ED). EMTs and Paramedics would
provide additional patient health and safety services (e.g., food, medi-
cations, fall precautions) and clinical assessment and diagnostic test-
ing in consultation with online medical control/telemedicine
physicians/advanced practitioners to avoid unnecessary trips to the
hospital.

The estimated annual net aggregate decrease in gross Medicaid
expenditures attributable to these initiatives contained in the budget
for SFY 2020-2021 is $188 million and for SFY 2021-2022 is $488
million.

Telehealth

Effective on or after April 1, 2020 and SFY thereafter, these propos-
als would:

o Expand Utilization of Telehealth services and reimbursement
models, specifically to address behavioral health, oral health, maternity
care and other high-need populations. The proposal contemplates a
state-wide, hosted telehealth platform to help mitigate interoperability
barriers, as well as to enhance broadband to ensure telehealth con-
nectivity in rural areas.

The estimated annual net aggregate decrease in gross Medicaid
expenditures attributable to these initiatives contained in the budget
for SFY 2020-2021 is $15 million and for SFY 2021-2022 is $25.4
million.

Institutional Services

Effective on or after April 1, 2020 and SFY thereafter, these propos-
als would:

¢ Reduce the size of the voluntary hospital Indigent Care Pool by
$75 million (State share);

¢ Eliminate the Indigent Care Pool “Transition Collar”, which
generates an additional $12.5 million in State share savings; and

o Eliminate the Public Hospitals Indigent Care Pool, which gener-
ates $70 million in State savings;

o Convert the value of Upper Payment Limit (UPL) payments
received by public hospitals in a city with a population over a million
into Medicaid reimbursement rates;

« Reduce hospital inpatient capital rate add-on by 5 percent and
capital reconciliation payments by 10 percent.

The estimated annual net aggregate decrease in gross Medicaid
expenditures attributable to these initiatives contained in the budget
for SFY 2020-2021 is $728 million and for SFY 2021-2022 is $743
million.

Long Term Care Services

Eftective on or after April 1, 2020 and SFY thereafter, these propos-
als would:

e Modify the current eligibility criteria for individuals to receive
Personal Care Services and Consumer Directed Personal Assistance
Services (CDPAS) as a Medicaid benefit, regardless of whether such
services are received through fee-for-service, Mainstream Managed
Care plans, or Managed Long Term Care (MLTC) plans. In order to be
eligible to receive such services, an individual must be assessed to
need assistance with more than two activities of daily living (ADLs)
(ranging from limited assistance to total dependence).

« Institute a Home and Community Based Services lookback pe-
riod of 60 months for asset transfers in determining eligibility for
Medicaid for those seeking home and community based long term
care services and supports as currently applies to those seeking
Medicaid eligibility for nursing home care.

o Eliminate the ability of spouses living together in the com-
munity, and parents living with their child, to refuse to make their
income and resources available during the determination of an ap-
plicant’s eligibility for Medicaid.

o Utilize an independent clinician panel, similar to the State’s
Conflict Free Evaluation and Enrollment Center, to assess patients and
order PCS and CDPAS under a clear set of standards and protocols.

« Implement an enhanced utilization review process by an inde-
pendent assessor for any individuals who are assessed to need more
than 12 hours per day on average in a given month (i.e., 360 hours per
month for a 30-day month) to ensure that it remains safe for that indi-
vidual to remain in the community.

o Change the frequency in which the Community Health Assess-
ment is conducted from every six months to once annually, subject to
requiring reassessments based on changes in health condition or status.

e Implement a uniform tasking tool for use by plans and Local
Departments of Social Services (LDSS) to help determine service
utilization, including the hours of Personal Care Services and CDPAS
required each day.

« Employ the provider “choice” model to proceed with the
implementation and electronic visit verification (EVV) system, as
required by the Federal 21st Century Cures Act.

o Eliminate requirements that plans and LDSS educate consum-
ers about the availability of the CDPAP program semi-annually
Develop standards and protocols to determine whether consumers are
self-directing and, if applicable, their designated representative is able
to fulfill their obligations appropriately.

e Delay the implementation date of certain permissible Consumer
First Choice Option Services (CFCO) services from January 1, 2020
to April 1, 2022.

o Incorporate additional transparency, compliance, and account-
ability standards to ensure that entities receiving wage parity pay-
ments are appropriately using those funds for the benefit home care
aides.

o Reduce Workforce Recruitment and Retention funding for home
health care workers.

e Migrate the completion of all Community Health Assessments
(CHA) and reassessments to a single, statewide Independent Assessor
(IA).

¢ Modify the minimum community spouse resource amount,
which is used to determine the Medicaid eligibility of an applicant
under spousal impoverishment budgeting.

e Reduce funding associated with nursing home capital reim-
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NON-INSTITUTIONAL SERVICES
State Plan Amendment #20-0033

CMS Standard Funding Questions

The following questions are being asked and should be answered in relation to all
payments made to all providers reimbursed pursuant to a methodology described in
Attachment 4.19-B of the state plan. For SPAs that provide for changes to payments for
dinic or outpatient hospital services or for enhanced or supplemental payments to
physician or other practitioners, the questions must be answered for all payments made
under the state plan for such service.

1. Section 1903(a)(1) provides that Federal matching funds are only
available for expenditures made by States for services under the approved
State plan. Do providers receive and retain the total Medicaid
expenditures claimed by the State (includes normal per diem,
supplemental, enhanced payments, other) or is any portion of the
payments returned to the State, local governmental entity, or any other
intermediary organization? If providers are required to return any portion
of payments, please provide a full description of the repayment process.
Includein your response a full description of the methodology for the
return of any of the payments, a complete listing of providers that return a
portion of their payments, the amount or percentage of payments that are
returned and the disposition and use of the funds once they are returned
to the State (i.e., general fund, medical services account, etc.).

Response: Providers do retain the payments made pursuant to this amendment.
However, this requirement in no way prohibits the public provider, including county
providers, from reimbursing the sponsoring local government for appropriate
expenses incurred by the local government on behalf of the public provider. The
State does not regulate the financial relationships that exist between public health
care providers and their sponsoring governments, which are extremely varied and
complex. Local governments may provide direct and/or indirect monetary subsidies
to their public providers to cover on-going unreimbursed operational expenses and
assure achievement of their mission as primary safety net providers. Examples of
appropriate expenses may include payments to the local government which include
reimbursement for debt service paid on a provider's behalf, reimbursement for
Medicare Part B premiums paid for a provider's retirees, reimbursement for
contractually required health benefit fund payments made on a provider's behalf,
and payment for overhead expenses as allocated per federal Office of Management
and Budget Circular 2 CFR 200 regarding Cost Principles for State, Local, and Indian
Tribal Governments. The existence of such transfers should in no way negate the
legitimacy of these facilities' Medicaid payments or result in reduced Medicaid federal
financial participation for the State. This position was further supported by CMS in
review and approval of SPA 07-07Cwhen an on-site audit of these transactions for
New York City's Health and Hospitals Corporation was completed with satisfactory
results.



2. Section 1902(a)(2) provides that the lack of adequate funds from local
sources will not result in lowering the amount, duration, scope, or quality
of care and services available under the plan. Please describe how the
state share of each type of Medicaid payment (normal per diem,
supplemental, enhanced, other) is funded. Please describe whether the
state share is from appropriations from the legislature to the Medicaid
agency, through intergovernmental transfer agreements (IGTs), certified
public expenditures (CPEs), provider taxes, or any other mechanism used
by the state to provide state share. Note that, if the appropriation is not
to the Medicaid agency, the source of the state share would necessarily be
derived through either through an IGT or CPE. In this case, please identify
the agency to which the funds are appropriated. Please provide an
estimate of total expenditure and State share amounts for each type of
Medicaid payment. If any of the non-federal share is being provided using
IGTs or CPEs, please fully describe the matching arrangement including
when the state agency receives the transferred amounts from the local
governmental entity transferring the funds. If CPEs are used, please
describe the methodology used by the state to verify that the total
expenditures being certified are eligible for Federal matching funds in
accordance with 42 CFR 433.51(b). For any payment funded by CPEs or
IGTs, please provide the following:

(i) acomplete list of the names of entities transferring or certifying
funds;

(i) the operational nature of the entity (state, county, city, other);

(iii) the total amounts transferred or certified by each entity;

(iv) clarify whether the certifying or transferring entity has general
taxing authority: and,

(v) whether the certifying or transferring entity received
appropriations (identify level of appropriations).

Response: Payments made to service providers under the provisions of this SPA
are funded through a general appropriation received by the State agency that
oversees medical assistance (Medicaid), which is the Department of Health.

The source of the appropriation is the Medicaid General Fund Local Assistance
Account, which is part of the Global Cap. The Global Cap is funded by General Fund
and HCRA resources.

There have been no new provider taxes and no existing taxes have been modified.

3. Section 1902(a)(30) requires that payments for services be consistent
with efficiency, economy, and quality of care. Section 1903(a)(1) provides
for Federal financial participation to States for expenditures for services
under an approved State plan. If supplemental or enhanced payments are
made, please provide the total amount for each type of supplemental or
enhanced payment made to each provider type.

Response: The payments authorized for this provision are not supplemental or
enhanced payments.



4. For clinic or outpatient hospital services please provide a detailed
description of the methodology used by the state to estimate the upper
payment limit (UPL) for each class of providers (State owned or operated,
non-state government owned or operated, and privately owned or
operated). Please provide a current (i.e., applicable to the current rate
year) UPL demonstration.

Response: Certified Home Health Agencies and Hospice payments are not subject
to UPL requirements.

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

Response: The rate methodology included in the State Plan for Certified Home
Health Agencies is cost-based, subject to ceilings. The hospice rate methodology is
based on Federal guidelines, as provided by CMS, annually. We are unaware of any
requirement under current federal law or regulation that limits individual providers’
payments to their actual costs.

ACA Assurances:

1. Maintenance of Effort (MOE). Under section 1902(gg) of the Social
Security Act (the Act), as amended by the Affordable Care Act, as a
condition of receiving any Federal payments under the Medicaid program
during the MOE period indicated below, the State shall not have in effect
any eligibility standards, methodologies, or procedures in its Medicaid
program which are more restrictive than such eligibility provisions as in
effect in its Medicaid program on March 10, 2010.

MOE Period.

= Beginson: March 10, 2010, and

= Endson: The date the Secretary of the Federal Department of Health
and Human Services determines an Exchange established by a State
under the provisions of section 1311 of the Affordable Care Act is fully
operational.

Response: This SPA complies with the conditions of the MOE provision of section
1902(gg) of the Act for continued funding under the Medicaid program.

2. Section 1905(y) and (z) of the Act provides for increased FMAPs for
expenditures made on or after January 1, 2014 for individuals determined
eligible under section 1902(a)(10)(A)(i)(VIII) of the Act. Under section
1905(cc) of the Act, the increased FMAP under sections 1905(y) and (z)
would not be available for States that require local political subdivisions to
contribute amounts toward the non-Federal share of the State’s



expenditures at a greater percentage than would have been required on
December 31, 2009.

Prior to January 1, 2014 States may potentially require contributions by
local political subdivisions toward the non-Federal share of the States’
expenditures at percentages greater than were required on December 31,
2009. However, because of the provisions of section 1905(cc) of the Act,
it is important to determine and document/flag any SPAs/State plans
which have such greater percentages prior to the January 1, 2014 date in
order to anticipate potential violations and/or appropriate corrective
actions by the States and the Federal government.

Response: This SPA would [ ]/ would not [v'] violate these provisions, if they
remained in effect on or after January 1, 2014.

3. Please indicate whether the State is currently in conformance with the
requirements of section 1902(a)(37) of the Act regarding prompt
payment of claims.

Response: The State does comply with the requirements of section 1902(a)(37) of
the Act regarding prompt payment of claims.

Tribal Assurance:

Section 1902(a)(73) of the Social Security Act the Act requires a State in
which one or more Indian Health Programs or Urban Indian Organizations
furnish health care services to establish a process for the State Medicaid
agency to seek advice on a regular ongoing basis from designees of Indian
health programs whether operated by the Indian Health Service HIS Tribes
or Tribal organizations under the Indian Self Determination and Education
Assistance Act ISDEAA or Urban Indian Organizations under the Indian
Health Care Improvement Act.

IHCIA Section 2107 (e)(I) of the Act was also amended to apply these
requirements to the Children's Health Insurance Program CHIP.
Consultation is required concerning Medicaid and CHIP matters having a
direct impact on Indian health programs and Urban Indian organizations.

a) Please describe the process the State uses to seek advice on a regular
ongoing basis from federally recognized tribes Indian Health
Programs and Urban Indian Organizations on matters related to
Medicaid and CHIP programs and for consultation on State Plan
Amendments waiver proposals waiver extensions waiver amendments
waiver renewals and proposals for demonstration projects prior to
submission to CMS.

b) Please include information about the frequency inclusiveness and
process for seeking such advice.

c) Please describe the consultation process that occurred specifically for
the development and submission of this State Plan Amendment when
it occurred and who was involved.



Response: Tribal consultation was performed in accordance with the State’s tribal
consultation policy as approved in SPA 17-0065, and documentation of such is included
with this submission. To date, no feedback has been received from any tribal
representative in response to the proposed change in this SPA.
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APPENDIX VI
NON-INSTITUTIONAL SERVICE
State Plan Amendment # 20-0033

CMS Standard Access Questions

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

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

Response: This amendment seeks to apply a twenty-five percent (25%) reduction
uniformly across the Worker Recruitment and Retention add-on (WRR) for Certified
Home Health Agencies and Hospice programs, effective for dates of service
beginning April 2, 2020 and thereafter. While this is a reduction in reimbursement,
the WRR is a small component of the rates, it reflects a minimal change for
providers, and is being uniformly applied so there will be no major impacts to the
payments made for provision of services.

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

Response: The State has various ways to ensure that access levels in the Medicaid
program are retained and is currently not aware of any access issues. The State
monitors and considers requests in the context of access as they approve/deny
changes in services. Finally, providers cannot discriminate based on source of
payment.

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

Finally, the State ensures that there is sufficient provider capacity for Medicaid
Managed Care plans as part of its process to approve managed care rates and
plans. Should sufficient access to services be compromised, the State would be
alerted and would take appropriate action to ensure retention of access to such
services.

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



Response: This change was enacted by the State Legislature as part of the
negotiation of the 2020-21 Budget. Theimpact of this change was weighed in the
context of the overall Budget in the State. The legislative process provides
opportunities for all stakeholders to lobby their concerns, objections, or support for
various legislative initiatives.

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

Response: Should any essential community provider experience Medicaid or other
revenue issues that would prevent access to needed community services, per usual
practice, the State would meet with them to explore the situation and discuss
possible solutions, if necessary.

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

Response: The State continues to implement Medicaid reform initiatives to better
align reimbursement and to ensure access to quality of care in the appropriate
setting. The State provided a recent ten percent increase to support hospice
programs. Additionally, the State continues to increase rates of payment consistent
with increases in Minimum Wage to support payments to providers.
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