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Section 2.7 - Improving the Quality of Health Services Delivered

Assessing Quality of Care (p. 8)

1) If CMS approves the Department’s request to require recipients living with HIV/AIDS to
enroll in managed care on a mandatory basis, will the HIVQUAL project be expanded to
include mainstream plans? If not, please provide a rationale for excluding enrollees in
mainstream plans from the benefits of this quality oversight program.

The Department’s HIVQUAL program was designed for assessing quality of care at the
provider level and is not currently planned for use to measure quality at a managed care plan
level. The Department’s Office of Health Insurance Programs and AIDS Institute have
worked collaboratively on the development of a set of HIV-specific quality measures which
were added to the QARR measurement set in October 2008. First year data for these
measures was received in June of 2009 and are currently being analyzed.

It should be noted that approximately 70% of all persons with HIV enrolled in a mainstream
plan are receiving care at either a Designated AIDS Center hospital or some other hospital or
clinic that is subject to HIVQUAL reviews. The Department expects to continue using
HIVQUAL in these facilities. Quality improvement activities related to HIVQUAL results
will clearly impact plan rates for measures that are included in both HIVQUAL and QARR
measurement sets.

2) Even in the HIV Special Needs Plans (SNPs), a few of the quality measures need
improvement (e.g. Medication Adherence, PPD). Please provide more detail on the
initiatives in place to improve these results.

HIV SNPs are required to conduct at least one internal performance improvement project each
year in a priority topic area of their choosing with the approval of the AIDS Institute. The
purpose of these projects is to promote quality improvement within the SNP. Each year SNPs
present their results to the other SNPs as a way of sharing best practices, facilitating peer
learning and highlighting creative and unique quality improvement projects. The AIDS
Institute distributes quality results to the SNPs annually. The SNPs also receive provider level
results for their own network providers in order to understand provider level performance and
address any issues in performance.

Comparable quality data for Medicaid fee-for-service is collected as part of an all payor
sample conducted by HIV providers as part of the AIDS Institute HIV QUAL program. For
several measures SNP results are higher than the all payor sample. This includes VL and
CD4 monitoring, pelvic exam, substance use and tobacco use screening and medication
adherence. Adherence measure results for all sites pooled for this group during CY2006 was
60% compared with 67% in SNPs. The PPD measure (test placed and read in second visit
within 48-72 hours) was 65% compared with 55% in the SNP Medicaid only group.
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With regard to the medication adherence measure, SNPs are putting substantial effort into
ensuring that appropriate HIV medication is prescribed, dispensed and used by enrollees. In
2008, one SNP conducted a project which examined pharmacy dispensing patterns and their
clinical impact. This project related directly to the appropriateness of medication regimens
and adherence. Based on issues identified, the SNP intervened by, for example, providing
HIV education, scheduling earlier PCP visits, performing community outreach (if unable to
contact the member by phone) and informing the PCP team.

Assessing Satisfaction with Care — Experience of Adults (p. 10)

3) The CAHPS results for adults living in New York City are uniformly lower than those for
adults living elsewhere. The application states that these measures were included in the
Quality Incentive program. Please provide additional information on initiatives
undertaken by the MCOs operating in NYC to improve the patient experience for
enrollees.

Plans with rates below the statewide average and trending downward from previous year’s
result must conduct a barrier analysis and then develop an action plan which is submitted to
and monitored by the Department’s Quality Improvement staff. Attachment 1 is a brief
description of planned actions the health plans have submitted in response to low CAHPS
scores for the CAHPS measures Getting Care Needed and Customer Service.

In addition to having plans develop improvement strategies, the Department also sponsors
CAHPS-related quality improvement conferences and offers plan-specific technical
assistance. The most recent CAHPS improvement conference was held in October, 2008 in
New York City.

Survey of HIV SNP Enrollees (p. 12)
4) Is the Choices in Care Study an ongoing study initiative, or was it time-limited (e.g. one
year only)?

Recruitment of SNP members into the Choices of Care Study began in May, 2003 with
recruitment of new SNP members ending in January, 2007. The study initiative ended once a
12 month cycle of individual interviews were completed. There has been some discussion
about resuming the study once mandatory managed care enrollment is implemented.

5) The application notes that the comparison group for the Choices in Care study was FFS
recipients. Was any similar assessment done for those enrollees living with HIV/AIDS
who were enrolled in mainstream MCQOs? Can the Department provide any information
about the experience of recipients living with HIV/AIDS who get their health care through
mainstream MCQOs?

The Choices of Care study did not include recipients in mainstream managed care plans.
However, recipients with HIV enrolled in mainstream plans are included in the biennial
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CAHPS survey sponsored by the Department. Recipients with HIV in Medicaid managed
care are identified using administrative criteria and then matched to the respondent set from
the CAHPS survey. The table below describes how recipients with HIV enrolled in
mainstream plans rate their plans and their health care compared with recipients who do not
have HIV.

Satisfaction Ratings of Persons in Medicaid Managed Care
Comparison of those with and without HIV+
(CAHPS)
Rates Adjusted by Respondent Age, Education, General Health Rating

Responders HIV Non-HIV

Measures: Rate Rate
Getting Care Needed 71.3 76.0
Getting Care Quickly 77.3 79.4
Rating of Health Plan 57.0 66.3
Recommend Plan 88.7 90.4
Rating of all Healthcare 65.3 66.2
Provider Communication 92.2 88.2
Wellness Discussion 62.9 53.9
Rating of Personal Doctor 77.3 74.8

Implementing New Standards for Care (p. 13)
6) Please explain “upweighted” requirements for primary care training programs in the
context of PCP standards.

Upweighted requirements refer to a New York State program in which primary care training
programs are eligible for enhanced reimbursement if they agree to enhanced standards related
to ambulatory training structure, ambulatory training time, etc. We made use of some of
those requirements during the development of primary care standards that would apply to care
in all primary care residency training programs seeing Medicaid members

7) Please provide more detail about the structure of the planned Patient-Centered Medical
Home initiative.

The Statewide Medical Home initiative, authorized in this year’s state legislation, will provide
enhanced reimbursement to physicians/practices who meet New York State standards for
‘medical home’. After review, the Department selected NCQA’s Patient-Centered Medical
Home certification as evidence of meeting those standards. Payments will be made both in
fee-for-service (FFS) and managed care. NYS is in the process of submitting a SPA for this
program.
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Pay for Performance Consortia (p. 14)
8) What types of providers will the consortia be rewarding for performance? How are such
determinations made?

There are currently three active Pay for Performance Demonstration Projects funded through
the Department, all of which have designed incentive programs that reward primary care
physicians. Incentive awards were constructed differently for each. One intends to reward
physicians who access their data via a web portal and complete a survey regarding the quality
of the data and their performance standing compared to regional benchmarks. For the other
two projects, rewards will be based upon physician achievement compared with established
benchmarks. A final report on the Pay for Performance Demonstration Projects will be
available in the second half of 2010.

Section 3.1 - Partnership for Coverage

9) Since this application was submitted in March, presumably the Departments have
presented the results of their study to the Governor. Please provide a summary of those
recommendations, and what, if any, impact those recommendations may have on the
Partnership Plan demonstration.

The Departments released the findings from the Urban Institute’s analysis of four proposals
for health care reform in New York State along with a transmittal report to the Governor.
The report did not make recommendations on how the State should proceed with health care
reform. The Transmittal Report submitted to the Governor is in Attachment 2 and is also on
the DOH website at:

http://partnership4coverage.ny.gov/reports/docs/2009-07-

17 release of urban institute report.pdf

Section 3.2 - Expanding FHPIus Eligibility to 200% of the Federal Poverty Level (FPL)

10) Please clarify the Department’s intent for this proposal: a two-step phase in (from current
FPL levels to 160% FPL and then from 160% FPL to 200% FPL), or complete expansion
(from current FPL levels to 200% FPL) of eligibility.

If Federal Financial Participation is approved, the Department’s intent is a complete
expansion from current FPLs to 200% of the FPL.

11) Please provide the effective date the Department is seeking for either a two-step phase-in
or complete expansion of FHPIus eligibility.

The Department is seeking to implement the expansion to 200% effective April 1, 2010.


http://partnership4coverage.ny.gov/reports/docs/2009-07-17_release_of_urban_institute_report.pdf
http://partnership4coverage.ny.gov/reports/docs/2009-07-17_release_of_urban_institute_report.pdf
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12) Please provide enrollment and expenditure projections by demonstration year for either a
two-step phase-in or complete expansion of FHPIlus eligibility.

The accompanying chart shows estimated enrollment and expenditures for an expansion of
Family Health Plus eligibility to 200% FPL. Based on our experience with the current
program, we assume that participation rates will vary based on category (singles/parents) and
geography (NY C/rest-of-state), ranging from 37% to 72% across those groups. We anticipate
obtaining legislation to authorize a $15 monthly premium contribution for FHP eligible
individuals with incomes above 160%. Requiring a contribution at this income level is
consistent with current Child Health Plus premium requirements. The participation rates for
those above 160% FPL were adjusted to 75% of the above values to reflect the effect of a
required $15 per month premium contribution in that group. Based on enrollment patterns in
the original program implementation, we assume it will take four years to reach those
participation rates, with low participation rates in the initial six months of the expansion.

That phase-in is reflected in the annual estimates. Gross annual program costs were estimated
based on a $255 PMPM cost and inflated by 6% annually, less any required premium
contribution.

The estimates are derived from the Census Bureau’s Annual Social and Economic
Supplement to the Current Population Survey (CPS). We reconstituted CPS households into
groups that would apply together for public health insurance programs and derived their gross
income and “case size” accordingly, to determine income as a percentage of the poverty
income guidelines. As shown in the top panel of the chart, we estimate there are 446,400
adults with income between the current and proposed eligibility levels for Family Health Plus.
The chart breaks this “newly eligible” population into those up to 160% of FPL and those
above that level. The latter group is subject to a $15 per person monthly premium
contribution. The analysis assumes both groups will be eligible upon implementation of the
expansion.

Applying our estimated participation rates to that population, we estimate that 226,900 new
eligibles will participate in the expansion, but it will take four years to reach that “full
enrollment” figure. When that enrollment level is reached, the annual cost of those enrollees
is estimated to be $812.6M. By the end of the third year, we estimate 192,500 newly eligible
adults will be enrolled in the program. The gross annual cost associated with the (increasing)
enrollment during each program year was derived by multiplying each month’s enrollment by
the PMPM cost, less any required premium contribution.

We anticipate that the promotional activities associated with the expansion will induce some
adults who are currently eligible to enroll in Family Health Plus. This spill-over effect was
derived using participation rates that were one-fifth of those used for the newly eligible adults.
Among the estimated 272,800 currently eligible adults, we estimate that 33,600 will enroll
within four years of the expansion. Adding these currently eligible enrollees to the newly
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eligible enrollees, gross expenditures in the first year are estimated at $41.1M, reflecting the
gradual addition of new enrollees, and reach $649.2M in the third year.

Participation and Costs for FHPlus Expansion to 200% of FPL
Income as % of FPL
Total New 160% to Currently | TOTAL w/
Enrollees | To 160% 200% Eligible | CURRENT
Single/Childless Eligibles 370,600 259,000 111,600 122,800 493,400
Parent Eligibles 75,800 11,300 64,500 150,000 225,800
Combined Eligibles 446,400 270,300 176,100 272,800 719,200
Full Enrollment 226,900 147,300 79,600 33,600 260,500
Full Annual Cost ($M) $812.6 $536.8 $275.8 $122.5 $782.8
End of Year Year 1 35,800 23,200 12,600 5,300 41,100
Enrollment Year 2 127,600 82,800 44,800 18,900 146,500
by SFY Year 3 192,500 125,000 67,500 28,500 221,000
Gross Annual Year 1 $35.7 $23.6 $12.0 $5.4 $41.1
Cost Year 2 $281.0 $186.0 $94.9 $42.4 $323.4
by SFY Year 3 $564.1 $373.1 $191.1 $85.1 $649.2
Assumes participation rates ranging from 37% to 72% for newly eligible singles and parents
in NYC and rest-of-state who do not pay premiums. Those over 160% of FPL pay $15
per month toward premiums, and their participation rates were reduced by one-quarter of the
above rates. Based on current program, we allow four years to reach those rates.
‘Total of New' shows effect on new eligibles. 'Total w/ Current' adds enrollment among current
eligibles, at one fifth of above rates. Costs reflect $255 PMPM in Year 1 and 6% inflation.

13) The narrative in this section references two mechanisms for funding the additional
approximately $2 billion (over the 3-year extension period) it will cost to expand eligibility
for FHPIus. Please provide a detailed list of State health programs for which the
Department is seeking Federal match, as well as the State appropriations in SFY 2009-
2010 associated with each. Additionally, provide a detailed explanation of the potential
DSH diversion option, including the participation of both the State and local governments
and projected potential funding by county.

The requested information will be submitted under separate cover.

Section 3.3 - Simplifying the Eligibility Process

14) The Department resubmitted an amendment request on November 4, 2008 to provide 12
months of continuous eligibility for certain Medicaid recipients and all Family Health Plus
enrollees after negotiations to provide continuous eligibility through the State plan were
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unsuccessful. Please provide a revised eligibility crosswalk chart between the State plan
and the populations included in this demonstration only along with estimates of additional
months of eligibility in each extension year for each population.

The chart below only includes populations included in the Partnership Plan. We estimate
that an average of six additional months of eligibility per recipient per year may result from
the provision of continuous coverage.

FHPIus eligibles and Single and Childless Couples in Medicaid: Statewide
Other eligible groups: Albany, Broome, Cattaraugus, Chautaugua, Columbia, Erie, Genesse,
Greene, Herkimer, Livingston, Monroe, Nassau, Niagara, Oneida, Onondaga, Ontario, Orleans,
Oswego, Rensselaer, Rockland, Saratoga, Suffolk, Westchester

State Plan Group Partnership Plan Waiver Group
Single Individuals and Childless Couples- | Adults who were in receipt or eligible for
Not a State Plan group Safety Net Cash Assistance but are

otherwise ineligible for Medicaid

FHPIus eligibles- Not a State Plan group FHPIus eligibles: *

- families with gross income up to 150%
with resources that do not exceed 150%
of the medically needy income standard

- childless adults age 19-64 with gross
income up to 100%FPL with resources
that do not exceed 150%FPL of the
medically needy income standard

Sec. 1905(a)(i) -Children through age 18 with income
Under 21 year olds between the Medicaid Standard (formerly
-children eligible at the medically PA Standard of Need) and the Medically
needy income level Needy Income Level.
-19 and 20 year olds -Children 19-20
Sec. 1905 (a)(ii) Adults (21-64) AFDC-related family
Caretaker relatives of dependent children member
Sec. 1931 Adults (21-64) AFDC-related family
Low Income Families member
Sec. 1902(a)(10)(A)(i)(I11) Pregnant women with incomes up to the
Qualified pregnant women Medicaid Standard

*Current levels; does not reflect proposal to expand to 160% or 200%.
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15) Please confirm that the Department will operationalize this process by relieving recipients
of the obligation to report changes in income and resources between redeterminations.

The Department’s intent is to relieve recipients included under continuous coverage of the
obligation to report changes in income and resources between redeterminations.

16) Will recipients be required to report other changes that may affect eligibility (e.g., move
to a different State)? Will the Department ignore until the next regularly scheduled
redetermination any information received from other sources that may impact recipients’
eligibility (e.g., increase in income reported to the State’s Income Eligibility Verification
System or Food Stamps/SNAP program)? Under what circumstances will eligibility be
terminated before the next regularly scheduled redetermination?

Eligibility will not be terminated for increases in income of which the Department becomes
aware, but may be terminated for other reasons, such as moved out of state, death, client
request, and the discovery that the original determination or most recent redetermination was
in error because the recipient misrepresented facts material to his/her eligibility. Eligibility
may be suspended upon incarceration.

17) Please explain how changes in family size or other eligibility characteristics (e.g. an eligible
child no longer lives with a caretaker parent/parent; end of the post partum period for a
woman eligible through pregnancy; a child aging out of an eligibility category; end of
foster care eligibility for a child) will affect the individual’s eligibility under this proposal.

The Department plans to provide continuous coverage in instances of household size changes
and other eligibility changes.

18) The Partnership Plan demonstration does not include all the individuals eligible for
Medicaid in the State. Do the Department and the county social services districts have the
capacity to identify those individuals who will NOT be eligible for 12 months continuous
enrollment and handle their eligibility redeterminations accordingly?

Our intent is to provide continuous coverage statewide to individuals living in all 62 counties.
We will be able to identify those individuals whom our state statute excluded from continuous
coverage, e.g., SSI cash recipients, spend-down clients.
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19) Please provide the specific expenditure and/or waiver authorities, or special terms and
conditions that the Department wishes to have modified to accommodate the various
eligibility simplification proposals in the extension request.

The DOH is currently in the process of identifying all of the specific expenditure and/or
waiver authorities and special conditions related to the State’s eligibility simplification
requests.

Regarding 12 months continuous eligibility, the Department proposes to add the following to
the Special Terms and Conditions:

Individuals enrolled in the Family Health Plus program and individuals in the following
Medicaid categories will be eligible for a total of twelve months of continuous coverage
from the initial determination of eligibility and from the date of any subsequent
determination of eligibility (this does not apply to individuals who have available monthly
income in excess of the medically needy income level and spend down to become eligible
for Medicaid):

o Single individuals and childless couples in Medicaid;

e ADC-related children (aged 19 - 21);

o Parents and caretaker relatives living with dependent children under age 21; and

e Qualified pregnant women.

Section 3.4 - Allowing Government Employees to Enroll in the Family Health Plus
Premium Assistance Program

20) Would the Department be amenable to limiting the change in FHPIus eligibility to
employees of county or municipal governments or school districts?

State statute allowing public employees to enroll in FHPIlus does not differentiate between
types of public employees.

Section 3.5 - Expanding Mandatory Managed Care (MMC)

21) If an amendment was no longer required to expand MMC to additional counties, how will
the Department inform CMS of such an undertaking, including phase-in plans and
outcomes?

Counties newly eligible for mandatory Medicaid managed care enrollment will follow the
same process that the State used to roll out mandatory managed care in the early days of the
waiver. Before commencing any readiness activities with a particular county, the
Department will inform CMS of its intent to expand mandatory managed care into that
county and provide a proposed implementation plan and a timeline. OHIP’s Bureau of
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Program Planning and Implementation will initiate extensive readiness activities in each
county implementing mandatory enrollment. Prior to implementation, the Bureau will
conduct an on-site readiness review using an assessment tool created by CMS and updated
for the implementation of mandatory managed care enrollment of the SSI population.

22) The Department submitted an amendment request on November 4, 2008 to require
persons living with HIV/AIDS (PLWHAS) to enroll in managed care. However, a request
for additional information was not sent to the Department for response. Therefore, we
request that the Department provide written responses to the following questions:

a)

b)

How will the boroughs in New York City be phased-in? Please provide more detail.

Prior to implementing mandatory managed care enrollment for people with HIVV/AIDS,
the Department will send a general mailing to all Medicaid individuals who are known to
have an exemption for HIVV/AIDS alerting them that they may be required to enroll in
managed care. The mailing will not explicitly identify the person as having HIVV/AIDS,
but will inform them that managed care enrollment is mandatory and a letter that
specifies a choice date will be forthcoming. Following this general mailing, a mandatory
enrollment notice which will include details on exemption criteria will be mailed by
borough, with no more than 2,500 mailings per month. The order of the phase-in by
borough is Brooklyn, Bronx, and Manhattan followed by Queens and Staten Island,
which will be grouped together. Staggering by borough will provide ample time for the
Department to communicate with providers, advocates, and other stakeholders in the
local community to ensure that outreach activities are targeted to the areas receiving the
mailings.

Please provide the rationale for giving PLWHAs 60 days to make an affirmative
selection of a health plan, rather than the 90 days afforded to disabled individuals.

Individuals who are SSI or SSl-related will still get 90 days just as with all other SSI
cases; non-SSI individuals will be given 60 days. The Department does not believe it is
advisable or necessary to provide a different timeframe for those with HIV/AIDS since
there is an element of disclosure in doing so. The existing enrollment materials will be
revised to emphasize the choices for people with HIV/AIDS. The experience with the SSI
enrollment shows that most people who do make a plan choice do so early in the choice
period, well within the 60 days, and there is minimal added value to the 30 extra days. By
taking advantage of the significant infrastructure that exists in the HIV/AIDS community,
we anticipate that enhanced outreach will lead to higher voluntary choice rates.

The Department cites “confidentiality concerns” as the reason for not auto-
assigning to an HIV SNP those PLWHAs who do not affirmatively select a MCO.
Please expand upon those concerns.
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Auto-assignment to an HIVV SNP may cause unanticipated disclosure or fear of disclosure
for beneficiaries who wish to keep their HIV status confidential from family and friends.
Once enrolled in an HIV SNP, plans are required to conduct aggressive outreach
(including a home visit if other contact fails) to new members to assess care needs and
arrange for coordinating ongoing care in the plan. If auto-assigned to a SNP, this specific
group of new members may be concerned about additional disclosure as a result of plan
contact. During mandatory planning discussions, the outreach goal for people living with
HIV/AIDS (PLWHAS) was to limit auto-assignment. Beneficiaries who get auto-
assigned to a mainstream plan can transfer to an HIVV SNP and exercise that choice at any
time. This flexibility allows SNP access to beneficiaries who may have been auto-
assigned to mainstream but who would benefit from the enhanced services offered by a
SNP.

How will the Department monitor and ensure that auto-assignments rates for
PLWHA is consistent with the auto-assignment rates which resulted from the
mandatory managed care enrollment of SSl-eligible individuals in New York City?

We believe that continued outreach to the HIV/AIDS community including providers,
advocates, and consumers will lead to voluntary choice rates that are higher than the rates
for SSl-eligible individuals. This outreach will encourage providers, state and local
agencies, advocates, health plans, and others to work with consumers who must choose a
plan. The Department will review the mailing schedules and track the voluntary choice
rates as the program is implemented.

Some PLWHA will be exempt from mandatory managed care enrollment due to
other circumstances, and may request an exemption through the enrollment broker
in NYC. Please provide the most recent managed care exemption form being used
in NYC.

Since all other exemptions remain in place, a person who has other circumstances that
meet the exemption criteria will continue to be exempt and can apply to be exempt from
mandatory enrollment. The current exemption form is included as Attachment 3.

CMS has heard concerns from multiple advocacy groups about the capacity of the
mainstream MCOs to provide appropriate care to PLWHAS; however, those
concerns are belied by the data showing that those PLWHAs who choose to enroll in
managed care overwhelmingly select a mainstream plan. Please provide the data
that demonstrates adequate network capacity (e.g. Designated AIDS Centers) in the
mainstream plans.

Mainstream managed care plans are contractually obligated to include Designated AIDS
Center (DACs) hospitals in their networks and all New York City plans contract with
multiple AIDS Centers. Plans are also required to include Ryan White funded programs
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in their network. The table below shows how many contracts each plan in New York
City has with a DAC hospital or other HIV specialty hospital or clinic. In addition,
health plans are required to provide quarterly as part of the provider network submission
information that identifies physicians who are HIV-experienced.

Provider Network Data - 4th Quarter 2008
Count of New York City AIDS Services Providers

Ancillary Services

Designated AIDS
Plan Name AIDS Centers | Clinics
Affinity Health Plan 14 3
Amerigroup 12 1
GHI HMO Select 20 2
Health Insurance Plan 32 21
Health Plus 10 11
Healthfirst PHSP 9 2
Metroplus Health Plan 16 2
Neighborhood Health Providers 16 19
New York State Catholic Health Plan 22 3
Unitedhealthcare Of New York 8 0
Wellcare 13 0

Also, a recent amendment to the model contract requires mainstream plans to identify
HIV specialists (defined as having 20+ patients or are accredited by one of several
bodies) within their network in their provider directories. This will enable newly-
enrolled recipients to identify experienced physicians if they do not currently have one.

When the Partnership Plan was first approved, it was projected that HIV SNPs
would enroll as many as 100,000 PLWHAs. However, as of April 2009,
approximately 5,000 PLWHAs were enrolled with a HIV SNP. If a clear majority of
PLWHAs are “voting with their feet” in choosing a mainstream plan over an HIV
SNP, what unique value do HIVV SNPs offer to the NY managed care program? Has
the Department discussed these concerns with the HIV SNPs to identify the reasons
for low enrollment?

Using 2007 beneficiary enrollment data, the New York City HIV+ Medicaid population
was revised to 51,500, with an estimated 36,805 beneficiaries eligible to enroll in
managed care. Some individuals were already enrolled in managed care at time of
diagnosis and remained in the plan. To date, there are 5,800 SNP members. While the
majority of new enrollment each month comes from FFS beneficiaries, enrollment also
comes from those who disenroll from mainstream programs.
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HIV SNPs are a valuable component of New York’s managed care program and offer
another care options for persons living with HIV. In these plans, members have HIV-
experienced providers as PCPs and a care coordination that is specialized to meet the
needs of HIV+ members. SNP programs address preventive health and have links to
supportive community services that address members’ psychosocial needs in specifically
targeted ways. The Department has discussed enrollment with the SNP plans and has
seen progress in SNP growth as a result. In part this growth is attributable to the SNPs
expansion of provider networks, especially large DAC providers. On-going outreach and
education about Medicaid managed care in the community by the Department has led to
positive conversations between HIV providers and SNPs.

The Program Evaluation cites a unique “live and work” rule for PLWHAs living on
Staten Island, which does not have a SNP or Designated AIDS Center. How does
this rule facilitate access to services for PLWHAs? Will it be continued once
managed care enrollment is required?

None of the SNPs include Staten Island (Sl) as part of their service area at this time and
the DACs located in Sl closed in June, 2008. Because medical care and specifically HIV
care is limited on Staten Island the expansion of the “live and work” rule gives HIV+
beneficiaries the same SNP choices as others in the remaining four NYC boroughs.

SNPs are able to establish limited networks of providers in SI and SNP members would
also have access to a broader SNP network of medical services than is available on SI.
Because care coordination is a required SNP benefit, SNPs are able to help members get
access to services they have difficulty finding on their own. The “live and work” rule will
continue once managed care enrollment is required. A phased-in schedule described
above has Staten Island in later part of phase-in to allow for more network development
by the plans.

The Department created an e-mailbox last fall to accept comments from advocacy
groups and others about this proposal. Please summarize the comments received
from this mailbox.

The Department received one set of comments on the waiver amendment request from
Medicaid Matters (Attachment 4). In their May 5, 2009 letter, Medicaid Matters
expressed strong support for the proposal to provide twelve months of continuous
coverage for certain adults, saying that it will reduce gaps in coverage. The balance of
comments focused on the proposal to mandatorily enroll people living with HIV/AIDS,
as follows:

e Member satisfaction surveys do not necessarily reflect the specific experiences of
disabled individuals.
e Plan networks may not include enough HIV specialists.
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e Any one plan may not include all of an enrollee’s providers, requiring enrollees to
choose among their providers.

e To avoid high auto-assignment rates, New York Medicaid Choice call center capacity
should be increased and NYC managed care staff should receive training regarding
the needs of people living with HIV/AIDS.

e A comprehensive outreach campaign for beneficiaries, providers and health plans
should be undertaken to ensure enrollment efforts reach the HIVV/AIDS population,
including alternative forms of outreach for the unstably housed, instructions on
responding to enrollment letters, what enroliment will mean to these individuals and
how to avoid interruptions in services.

e A longer choice window and a shorter lock-in period should be afforded this
population.

e The program should be evaluated after the first 2,500 enrollments and enrollment
halted if auto-assignment rates are high.

e Potential enrollees should be pre-coded for automatic exclusions and exemptions
based on utilization data.

e Since individuals who fail to choose a plan will be auto-assigned to a mainstream
plan, the same standards of care that apply to HIV SNPs should apply to mainstream
plans with respect to service coordination, case management and community services
linkage requirements.

e The mandatory enrollment program does not address systemic problems faced by
people living with HIV/AIDS, including poor communication and lack of respect
from health care practitioners, inadequate transportation, financial distress, lack of
integration of services, continuity of care and inadequate follow-up after hospital
discharge.

e The health screening form should include questions about the need for reasonable
accommodations and plans should provide data to the Department regarding
accommodations requested and granted.

e To ensure continuity of care, health screening forms should be promptly completed
and shared with case managers; the Department should monitor compliance with
transitional care requirements.

e Outreach, education and case management efforts should be initiated to assist
enrollees in navigating a “bifurcated” delivery system in which some benefits are
provided by the plan and others are carved out.

e Procedures are needed to ensure plan compliance with due process requirements to
ensure enrollees do not lose access to critical services.

These comments as well as input received from providers and community organizations
throughout the implementation process have and will continue to be taken into account as
we develop policies related to enrollment, case management requirements, choice period,
outreach and education.
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Section 3.6 - Allowing Special Spousal Budgeting Provisions for Home and Community
Based Waivers

23) Please provide additional detail on the history of this eligibility policy and why it cannot be
addressed within the context of the State’s home and community based services waiver
(Long-Term Home Health Care Program or LTHHCP).

On October 30, 2008, CMS advised the Department that it cannot apply spousal impoverishment
post-eligibility rules to medically needy individuals. Furthermore, CMS advised that Section 1924(h)
of the Social Security Act only permits a participant in a home and community-based waiver program
to be considered an institutionalized spouse if s/he “is described in section 1902(a)(10)(A)(ii)(VI) of
the Act.” To determine income eligibility for this group (a group that New York State does not
cover), states use a special income standard of 300 percent of the federal SSI community payment. If
the applicant’s income is over this amount (incurred medical bills cannot be used to spenddown to the
income level), the individual is ineligible.

New York State has not elected to cover the group described in Section 1902(a)(10)(A)(ii)(\V1) of the
Act because the State covers institutionalized individuals under its medically-needy program; thus,
providing Medicaid coverage to individuals who have income that is over the income limit but
insufficient to cover the cost of their institutional care. Furthermore, election of the group described
in Section 1902(a)(10)(A)(ii)(\V1) of the Act would not be limited to determining eligibility for
participants in a home and community-based waiver program, but would affect all eligibility
determinations for institutionalized individuals.

24) The State was previously advised that individuals whose eligibility is determined under the
1115 demonstration could not be served under a 1915(c) waiver. Individuals served under
a 1915(c) waiver must be eligible through the Medicaid State plan. How will the State
address this issue?

This will require further follow-up discussion with CMS.

25) Subsequent to the submission of the application, the State further refined this population.
Please explain the difference between “those who would otherwise have an income
spenddown if community budgeting rules were used to determine eligibility” (the
population definition in the application) and “those where the change in budgeting (i.e. no
post eligibility treatment of income deduction) would increase the individual's spend-down
(the population definition provided to CMS on April 6).

Under the LTHHCP 1915(c) waiver, the State requested waiver of Section 1902(a)(10)(C)(i)(I1l) of
the Act to use institutional income and resource rules for the medically needy. The definition change
for the target population clarifies that these individuals would have an increased spenddown if
institutional income and resource rules are used for the medically needy with no post-eligibility
deduction for a community spouse allowance. Since the State currently uses institutional rules,
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instead of community rules, for the target population, reference to community budgeting rules was
deleted.

We have identified a group of spousal cases (LTHHCP waiver recipients with a spouse) who will
have less income that can be retained by the household, if the post-eligibility deduction of the
community spouse income allowance is eliminated. In these cases the amount which is currently
retained by the household would have to be applied to the waiver recipient’s cost of care. This would
occur when the community spouse’s income is below the minimum monthly maintenance needs
allowance and the waiver recipient’s income is over the Medicaid income level for one.

26) How many individuals in the LTHHCP will be affected by this provision?

Based on 2006 Welfare Management System (WMS) data, an estimated 1200 LTHHCP
waiver participants may be affected by this provision.

27) What is the total cost of the HCB services these individuals received in the most recent
year that data is available?

Based on 2007 claims data, the most recent available, the cost of service for these recipients
is estimated at $34.3 million. Please note, however, that as described in an April 2, 2009
letter to Mr. Clarke Cagey, the State has proposed to include in the Partnership Plan waiver
only the cost of the total annual spenddown amount that would be available toward the cost
of care if spousal eligibility but no post-eligibility rules had been used. This is estimated at
$8 million annually.

28) How does the State intend to treat unmarried individuals who are currently being served
under the LTHHCP waiver?

Unmarried recipients participating in the waiver will retain income up to the Medicaid income level
for a household of one (or higher if living with dependent child/children). Excess income will be
applied to the cost of medical care.

29) How does the State intend to treat unmarried applicants for the LTHHCP?
Unmarried applicants for the LTHHCP will be allowed to retain income up to the Medicaid income
level for a household of one (or higher if living with dependent child/children). Excess income will

be applied to the cost of medical care.

30) How does the State intend to treat medically needy individuals without a spenddown
under the LTHHCP waiver?

If a married medically needy individual has no excess income, using the institutional income and
resources rules but no post-eligibility, the individual would be eligible for coverage. If a single
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medically needy individual has no excess income, using the Medicaid income level for one, the
individual would be eligible for coverage.

31) Will these provisions be applied to new applicants to the LTHHCP program? If so, please
provide an estimate of the number of individuals and the associated costs for the three-
year extension program.

Yes, these provisions will be applied to new LTHHCP applicants. Consistent with LTHHCP
1915(c) waiver application participant enrollment numbers, approximately 40 new applicants
annually may use the spousal provisions to apply for LTHHCP participation. During the
three-year extension period, the annual Medicaid cost for new participants is estimated at $4
million—significantly less than the cost of nursing home care.

Section 3.7 - Supporting Community Clinics that Care for Low-Income Uninsured New
Yorkers

32) Please provide a detailed explanation and history of the Indigent Care Pool, including
State appropriations for the pool over the past 10 years.

The Legislature through the enactment of the New York Health Care Reform Act of 1996
(HCRA) amended Section 2807 of the Public Health Law by adding Section 2807-p to
establish authority for the Comprehensive Diagnostic and Treatment Centers Indigent Care
Program. Passage of HCRA 2000 resulted in a further continuation of this section as it
pertains to diagnostic and treatment centers (D&TCs). The legislation allocated an annual
aggregate amount of up to $45 million to be distributed to eligible voluntary, non-profit and
publicly sponsored D&TCs.

Also, Section 2807-p and Section 2807-1 of the Public Health Law provides for up to
$3,000,000 to eligible D&TCs. Comprehensive primary care providers with less than two
years of operating experience and comprehensive primary care providers that have received
Certification of Need (CON) approval indicating a significant increase in uninsured visits are
eligible for consideration of a grant award.

Furthermore, according to PHL 2807-p.4-c, additional payments for uncompensated care shall
be made to voluntary non-profit D&TCs that are eligible for indigent care grants for the
periods of 6/1/2006-12/31/2006 and 1/1/2007-12/31/2007, in the amount of $7,500,000.
However, for periods on and after January 1, 2008, such additional payments shall be
distributed to both voluntary, non-profit D&TCs and public D&TCs; for the period 1/1/2008-
12/31/2008, in the amounts of $7,500,000, and for the period 1/1/2009~12/31/2009, in the
amounts of $7,500,000.
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To be eligible, the facility must: provide a comprehensive range of primary health care
services; have provided services to uninsured individuals to account for at least 5% of the
total base year threshold visits; be able to demonstrate that it has made reasonable efforts to
maintain financial support from community and public funding sources; be able to collect
payments from third party insurance payers, governmental payers and self-paying patients;
and receive an all- inclusive cost based Medicaid rate in accordance with the Commissioner
of Health’s Administrative Rules and Regulations Part 86-4.11.

Losses are calculated by applying the current all-inclusive Medicaid rate to the base year
eligible visits to establish the cost of providing services to the medically indigent and by
offsetting such costs with revenues received from care granted to eligible visits. The base
year for the Indigent Care calculation is two years prior to the grant period.

The indigent care allocations of funds for each eligible D&TCs shall be based on the dollar
value of the result of the ratio of total funds allocated for distributions for all eligible D&TCs
to the total statewide nominal payment amounts for all eligible D&TCs.

A nominal payment amount for the financing of losses associated with the delivery of
uncompensated care will be established for each eligible D&TC. The nominal payment
amount shall be calculated as the sum of the dollars attributable to the application of an
incrementally increasing nominal coverage percentage of base year period losses associated
with the delivery of uncompensated care for percentage increases in the relationship between
base year period eligible uninsured care clinic visits and base year period total clinic visits
according to the following scale:

%o of eligible indigent care clinic visits % of nominal
to total visits financial loss coverage
up to 15% 50%
15 ~ 30% 75%
more than 30% 100%

Indigent Care Grant for the last 10 years

Effective Period Regular Amount Supplemental Total
Amount

1/1/2009- $59,450,000 $2,940,000 $62,390,000
12/31/2009

1/1/2008- $51,468,750 $2,931,250 $54,400,000
12/31/2008

1/1/2007- $52,500,000 $3,000,000 $55,500,000
12/31/2007

1/1/2006- $52,500,000 $3,000,000 $55,500,000
12/31/2006
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1/1/2005- $45,000,000 $3,000,000 $48,000,000
12/31/2005

1/1/2004- $45,000,000 $3,000,000 $48,000,000
12/31/2004

1/1/2003- $45,000,000 $3,000,000 $48,000,000
12/31/2003

10/1/2002- $45,000,000 $3,000,000 $48,000,000
9/30/2003

10/1/2001- $45,000,000 $3,000,000 $48,000,000
9/30/2002

10/1/2000- $45,000,000 $3,000,000 $48,000,000
9/30/2001

33) Is the Indigent Care Pool currently (for F-SHRP) or potentially (for the Partnership Plan)
a designated State health program? If so, please clarify how the State would get Federal
match in two different ways.

The clinic indigent care program is not a DSHP under F-SHRP.
34) How does the State’s DSH allotment factor into this request?
The State seeks to secure a federal match to existing State funds dedicated to the clinic

indigent care program. The State is amenable to counting the resultant Gross Medicaid
payments against statewide FFY DSH allocations, if required.

Section 3.8 - Advancing the Health Care Improvement Act of 2009

35) Please provide a detailed explanation of the “partnership” the State is requesting access
new Federal matching funds for state health reform efforts, including dollar amounts per
year and anticipated outcomes.

DOH will respond under separate cover after discussion with CMS.

Section 4 — Program Evaluation

36) On page 3-17 of the Interim Evaluation Report, concerning Objective 5: HIV Special
Needs Plan, Delmarva indicates that the low enroliment (contrary to initial expectations)
in HIV SNPs reflects “the voluntary nature of the program and the non-participation of
several large HIV care providers.” Does the Department agree with this assertion? If so,
the Department has never advised CMS that there were large providers missing from the
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SNP networks. Please provide the names of these providers, and advise whether they are
also not participating with the mainstream plans.

Yes, the Department agrees with both observations. In 2005, Fidelis and HealthFirst SNPs
ceased enrollment. The HIV PCP networks of these plans included the large Designated
AIDS Centers (DACS) listed below. These DACs did not overlap with the PCP networks of
the three remaining SNPs at the time these plans closed. Fidelis and HealthFirst also have
mainstream programs that include these HIV programs as specialty providers. All of the
larger hospital institutions listed below participate in the mainstream program for all their
members. In contracting with plans, the hospitals include the AIDS Centers as participating
providers. These DACs are now contracted with at least one of the three NYC SNPs.

Previously Contracted with the Fidelis SNP network
St. Vincent Catholic Medical Centers

Catholic Medical Centers

Bronx-Lebanon Hospital Center

Previously Contracted with the Healthfirst SNP network
Beth Israel Medical Center

Bronx-Lebanon Hospital

Interfaith Medical Center

Montefiore Medical Center

St Luke's Roosevelt Hospital Center

University Hospital of Brooklyn

37) On page 2-7 of the Interim Evaluation Report, Delmarva recommends that the
Department explore an improvement in access to specialists. Since this issue continues to
be a concern, particularly in more rural counties, please provide more information on
initiatives from the MCOs to not only increase the number of specialists and
subspecialists, but also the availability of appointments with those physicians.

We routinely monitor plan networks for adequacy. Where there is an inadequate number of
providers, including specialists, the plan is notified. The notification includes the number of
specialists contracting with other MCOs in the county. If the plan cannot secure a contract,
the Department requires that the plan permit members to receive services from either an out-
of-network provider or an in-network provider in another county (but only if the member
agrees to go out of county) and that the plan continues contract negotiations.

If the Department's complaint process reveals that network providers are not available to
members, we require the plan to contact the provider. If the problem cannot be remedied, we
instruct the plan that it must arrange for care even if it is out of network or with a provider in
another county if that is more convenient for the member.
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38) Does the Department intend to undertake another satisfaction survey of disabled
individuals enrolled in managed care, now that the phase-in process across the State is
substantially complete? If so, please advise how concerns about accessibility and
accommodations will be addressed.

The Department intends to repeat the SSI Experience of Care survey upstate and Long Island
counties in the fall of 2009.

Section 5.1 - Program Monitoring

39) Please provide a description of the Department’s oversight and monitoring of its
Facilitated Enrollment (FE) program, including any corrective action undertaken in the
past three years.

Effective January 1, 2007, health plan facilitated enrollers were required to submit a
facilitated enrollment integrity compliance plan to the Department for approval. These plans
included the following components: information on how applications are being reviewed for
quality and completeness; telephone verification on a sample of applications to ensure that
information is accurate and secret shopping of facilitated enrollment staff to ensure
appropriate behavior. Health plans are required to submit quarterly reports detailing these
activities to the Department.

Health plans must also report any instances when their compliance activities reveal
inappropriate behavior on behalf of a facilitated enroller. Since the compliance program was
implemented, several health plan facilitated enrollers have been removed from their duties
when inappropriate, potentially fraudulent, activity was found. In those instances, health
plans are required to review that facilitated enroller’s prior applications to ensure there was
no evidence of fraudulent activity. Appropriate action is taken if the individual was
inappropriately enrolled as a result of the facilitated enroller’s actions.

Additionally, the Department conducts onsite reviews of the facilitated enrollment
compliance activities as part of its annual Child Health Plus audit process. This consists of
reviewing the health plan’s compliance with their plan and conducting an audit of a sample
of applications completed by their facilitated enrollers. After completion of the audit, the
Department makes recommendations for corrective action, as necessary.

40) Please confirm that the Department is seeking to continue the FE program for the
extension period.

Yes, the Department is seeking to continue to fund the FE program for the extension period.
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41) Please provide an update on the Department’s ongoing monitoring of high auto-
assignment rates for SSI eligibles in certain upstate counties, and progress in bringing
those rates into line with the rest of the State.

On a monthly basis, the Bureau of Program Planning and Implementation reviews the auto-
assignment (AA) rates for the Medicaid managed care population, including the SSI
population. After the expansion of MMC to the SSI population in upstate counties, analysis
of initial data on the AA rates for this population revealed higher than acceptable rates in a
number of upstate counties. In response, the Department initiated a policy that suspends AA
in counties with rates above 30%. Once suspended, the county must submit a corrective
action plan. AA is not reinstated until the county shows significant improvement in the plan
selection rate of their SSI beneficiaries. For counties with an AA rate between 20% and
30%, county staff must submit a work plan outlining their strategies for reducing those rates.

In March, 2009, AA was suspended in four counties -- Monroe, Erie, Oswego, and
Chautauqua. SSI persons who would have been auto-assigned to a health plan were placed on
an exception report rather than the auto-assignment being effectuated for May and June.
Since the Department took this action two of the four counties -- Chautauqua and Oswego --
have improved their AA rates. Discussions with Erie and Monroe counties (whose rates have
decreased slightly) are on-going to ascertain whether there are additional strategies can be
undertaken to reduce further the rate.

The Department continues to monitor and work closely with all counties in implementing
strategies for lowering SSI AA rates and keeping them as low as possible. Strategies that
were implemented by counties and the State include but are not limited to:

e In counties where AA is suspended, the Division of Managed Care sends an additional
letter to persons targeted for AA as a "heads up" enrollment reminder. The letter was
designed to include a graphic of the Medicaid card to get the attention of the reader and
the outside envelope was stamped "URGENT."

e Some counties are sending additional mailings with a colored postcard.

e All counties are including the interim step of coding the client with a 90 (Exclusion) if
mail is returned to avoid auto-assigning someone with an incorrect address. Once a
correct address is ascertained and confirmed, mailings begin again.

e Both counties and the Department are outreaching to providers including case managers
and pharmacies, asking them to encourage their SSI patients to contact their county’s
Medicaid managed care office. A statewide mailing to providers with large numbers of
SSI patients that highlights the program and urges them to assist clients in choosing a
plan was sent out in July.
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e Managed Care staff is encouraged to engage staff in other parts of their agencies such as
front desk staff and workers in adult services who may act as representative payees for
SSlI individuals, HEAP, Homeless, Food Stamp and Temporary Assistance workers. The
staff is asked to refer individuals back to the Medicaid managed care office for an
enrollment discussion. Counties can also screen individuals from lists for involvement in
other LDSS cases (i.e., Food Stamps, HEAP) for more current addresses, phone numbers,
and possibly family enrollment in managed care so individuals can be processed as case
additions (as in the case of a child on SSI).

Section 5.2 — Financing Mechanisms

42) Please provide a summary of the Department’s experience after the first year of moving to
risk-adjusted capitation rates for the MCOs. How has this approach affected the
determination of actuarial soundness of the rates?

New York State implemented a risk adjusted rate methodology in 2008 based on Clinical Risk
Groups (CRGs). All plans in a region receive the same rate, adjusted for each plan’s relative
risk score. This regional risk methodology is being phased in over a four year period. For
the initial rate period, April 2008 through March 2009, plans received a rate that was 25%
based on the regional risk rating method and 75% based on each plan’s own previously
negotiated rate trended forward. For April 2009 through March 2010, 50% of the plans’ rate
was based on the regional risk method and 50% based on the plan’s previously negotiated rate
trended forward. For April 2010 through March 2011, the rate will be 75% regional risk
adjusted and 25% individual plan rate, and by April 2011, rates will be completely phased in
to regional risk.

The State’s actuarial consultant, Mercer Health and Benefit, LLC, was involved in both the
development and testing of the CRG rate methodology. Mercer determined that the CRG
software was a viable alternative to other available risk software models, based on a
comparison of CRGs to the two most common risk software approaches. Mercer also ensured
that the capitation rates were developed in accordance with rate-setting guidelines established
by CMS.

Plans have reacted favorably to the model. Currently, plan risk scores are determined once
annually, although information about all plans risk scores is calculated on a rolling quarterly
basis and provided to the plans during the year. It is possible that more frequent updates to
the relative risk scores could be incorporated into the model in the future.

Mercer also determines actuarial soundness for the Medicaid and FHP rates on an annual
basis. Mercer develops rate ranges utilizing base data and adjustments specified in the CMS
Capitated Rate-Setting Checklist. Due to the blended rate phase-in, Mercer calculated a set of
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rate ranges to apply to each of the two rate components. Mercer’s actuarial certifications for
SFY 2009 and 2010 have been included as Attachment 5 to this response.

43) Section 1903(a)(1) provides that Federal matching funds are only available for
expenditures made by States for services under the approved State Plan. To ensure that
program dollars are used only to pay for Medicaid services, we are asking States to
confirm to CMS that providers retain 100 percent of the payments for services rendered
or coverage provided.

The requested information will be submitted under separate cover.

a) Do providers receive and retain the total Medicaid expenditures claimed by the
State (includes normal per diem, DRG, DSH, fee schedule, global payments,
supplemental payments, enhanced payments, capitation payments, other), including
the Federal and non-Federal share (NFS)?

b) Do any providers (including managed care organizations [MCOs], prepaid inpatient
health plans [PIHPs] and prepaid ambulatory health plans [PAHPs]) participate in
such activities as intergovernmental transfers (IGTs) or certified public expenditure
(CPE) payments, or is any portion of any payment returned to the State, local
governmental entity, or any other intermediary organization?

c) If providers are required to return any portion of any payment, please provide a full
description of the repayment process. Include in your response a full description of
the methodology for the return of any of the payments, a complete listing of
providers that return a portion of their payments, the amount of 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.).

44) Section 1902(a)(2) provides that the lack of adequate funds from other sources will not
result in the lowering of the amount, duration, scope, or quality of care and services
available under the plan.

The requested information will be submitted under separate cover.

a) Please describe how the NFS of each type of Medicaid payment (normal per diem,
DRG, fee schedule, global, supplemental, enhanced payments, capitation payments,
other) is funded.

b) Please describe whether the NFS comes from appropriations by the State
Legislature, through IGT agreements, CPEs, provider taxes, or any other
mechanism used by the State to provide NFS. Note that, if the appropriation is not
to the Medicaid agency, the source of the state share would necessarily be derived
through either an IGT or CPE. In this case, please identify the agency to which the
funds are appropriated.
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c) Please provide an estimate of total expenditures and NFS amounts for each type of
Medicaid payment.

d) If any of the NFS is being provided by local funds using IGTs or CPEs, please fully
describe the matching arrangement, including when the state agency receives the
transferred amounts from the local government entity transferring the funds.

e) If CPEs are used, please describe how the State verifies that the expenditures being
certified are eligible for Federal matching funds is in accordance with 42 CFR
433.51(b).

f) 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).

45) 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.

The requested information will be submitted under separate cover.

46) Please provide a detailed description of the methodology used by the State to estimate the
upper payment limit for each class of providers (State owned or operated, non-state
government owned or operated, and privately owned or operated).

The requested information will be submitted under separate cover.

47) Does any public provider or contractor receive payments (normal per diem, DRG, fee
schedule, global, supplemental, enhanced, other) that, in the aggregate, exceed its
reasonable costs of providing services?

The requested information will be submitted under separate cover.

a) Inthe case of MCOs, PIHPs, PAHPs, are there any actual or potential payments
which supplement or otherwise exceed the amount certified as actuarially sound as
required under 42 CFR 438.6(c)? (These payments could be for such things as
incentive arrangements with contractors, risk sharing mechanisms such as stop-loss
limits or risk corridors, or direct payments to providers such as DSH hospitals,
academic medical centers, or FQHCs.)
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b) If so, how do these arrangements comply with the limits on payments in 8438.6(c)(5)
and 8438.60 of the regulations?

c) If payments exceed the cost of services (as defined above), does the State recoup the
excess and return the Federal share of the excess to CMS on the quarterly
expenditure report?

Section 6.2 - Budget Neutrality Summary

48) Has the Department factored into the projected budget neutrality agreement for the
extension period all the program expansions it is requesting? If so, that information is not
readily apparent. The Department must provide a separate estimate of the impact on the
budget neutrality agreement for each of the new program expansions requested in the
application. Specifically, please provide for gach of the three years in the extension
request, estimates both for increased expenditures (in the “with waiver” calculations) as
well as increased member months and enrollment (where appropriate) for each of the
following expansions:

a) Increasing Family Health Plus eligibility to 200% of FPL
b) Spousal budget provision

c) Indigent Care Pool support

d) Health Care Improvement Act of 2009

Include assumptions for enrollment and expenditure growth trends, as well as the
impact of the enhanced FMAP (through the Recovery Act) the State will be receiving in
DY 12 and the first quarter of DY 13.

The requested information will be submitted under separate cover.

49) Please clarify the narrative on p. 31, which discusses the Department’s assumption about
the PMPM figures and trend factors for the extension. Is the Department proposing to
keep the trend rates that were negotiated for the current extension period in 2006? Why
are the F-SHRP PMPMs referenced in this application?

Yes, the Department is proposing to keep the trend rates that were negotiated for the current
extension period in 2006. The F-SHRP PMPMs were referenced since demonstration groups
1 and 2 are the same as in the FSHRP waiver (but for different counties) and it would be
appropriate to use the same PMPMs that were already approved by CMS.



9/16/2009
Page 27 of 28

New York State Partnership Plan Demonstration Extension
Request for Additional Information

Attachment 5 - Public Notice

50) Please provide a copy of the actual notice that appeared on February 27/ 28 in any of the
newspapers referenced in the application.

Attachment 6 includes copies of the actual notices that appeared in newspapers referenced in
the application.

51) Please provide copies of any comments received from tribes or tribal organizations
regarding the application.

Pursuant to CMS guidelines, the Department advised the seven federally-recognized Tribal

Nations in the State of our intent to request an extension of the Partnership Plan waiver. See
Attachment 7 for a sample letter to the Tribal Nations. The Department did not receive any
comments from the tribes or tribal organizations regarding the application.

52) Please provide copies of any public comments received about the application, and note
where, if at all, the application was modified in response to those comments.

The Department received comments on the waiver application from Medicaid Matters on
May 18, 2009. A summary of the comments are below while a copy is attached as
Attachment 8. As the comments were received after the application was submitted to CMS,
the waiver extension request was not modified in response to the comments.

e A formal process should be developed to solicit public input into any waiver amendments
that may be proposed to incorporate Partnership for Coverage initiatives.

e Medicaid Matters strongly supports expansion of Family Health Plus (FHPIus) eligibility
but cautions against approaches that result in different rules in different parts of the State.

e Medicaid Matters strongly supports amending the waiver to reflect efforts to simplify
eligibility requirements for public programs.

e Medicaid Matters supports the State’s request to extend FHPIus eligibility to low-wage
government workers.

e Medicaid Matters would like additional information concerning the counties and/or
populations that would be subject to expansion of mandatory enrollment.

e Expansion of mandatory enrollment to additional counties should be monitored closely,
specifically with respect to auto-assignment rates; transition and exemption policies
should be in place from the start; and, county resources should be supplemented when
auto-assignment rates exceed 20 percent.

e Medicaid Matters supports the Long Term Home Health Care Program spousal
impoverishment demonstration and urges its expansion to include the Traumatic Brain
Injury and Nursing Home Transition and Diversion Waiver programs.

e Quality improvement efforts should focus on markers relevant to the specific population
mandated to enroll.



9/16/2009
Page 28 of 28

New York State Partnership Plan Demonstration Extension
Request for Additional Information

e The State should use the Medicaid Managed Care Advisory Review Panel (MMCARP)
for exploring questions and soliciting input on preventing serious disruptions in care.

e Medicaid Matters requests clarification on the process and time frames for public
comment and suggests the State consider soliciting public input prior to submitting
proposals to CMS.

Family Planning Benefit Program

53) Since the extension application makes no mention of this program, please confirm that the
Department intends to continue operating the FPBP.

Yes, the Department intends to continue operating the FPBP.
54) Does the Department have any updates to the family planning code list included as

Attachment C in the current STCs? If so, please provide them in electronic format to
Camille.dobson@cms.hhs.gov.

The Department would like to add two new CPT-4 codes to the 1115 Family Planning Benefit
Program Waiver, Attachment C.

99050 Services provided in the office at times other than regularly scheduled office
hours, or days when the office is normally closed (e.g., holidays, Saturday or Sunday), in
addition to basic service

99051 Service(s) provided in the office during regularly scheduled evening, weekend, or
holiday office hours, in addition to basic service

New York State has converted the Medicaid clinic payment system from a solely rate based
reimbursement to reimbursement based on Ambulatory Patient Groups (APGS).
Implementation of this payment methodology began with hospital outpatient clinics on
12/1/08. Implementation for diagnostic and treatment centers will begin when CMS approves
the methodology which is forthcoming.

As part of the new payment methodology, New York State implemented several primary care
enhancements. These CPT-4 codes are one of the enhancements that were assigned to all
Article 28 clinics to provide additional reimbursement to primary care providers when they
provide office services during the evenings, weekends, or holidays in addition to their
regularly scheduled hours. We are requesting that Family Planning Benefit Program providers
be allowed to bill for these payment enhancements when appropriate.
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Attachment 1:
CAHPS ACTION PLANS FOR 2005 MEASUREMENT YEAR
NEW YORK CITY MEDICAID

GETTING CARE NEEDED

Barrier

Action Plan

Current provider directory being used by customer service center
is not up to date making it difficult for members to access the
PCP or nurse they would like.

Update provider directory to include accurate list of providers in
the plan’s network. This will be done by a private outside vendor
who will verify not only participation in the network but all
information that is currently in the directory. Changes will be
made to the systems based on this initiative. Due to the size of the
provider directory the cost to send the directory to all members is
prohibitive. The customer service center is the primary means by
which a member can get provider directory information.

Plan network of specialists is deficient in certain areas causing
problems for members to access specialists.

The plan will review the HPN complaints, and the provider
Access and Availability Surveys to identify specialty network
deficiencies. That information will be forwarded to the new VP
of Network Operations at the health plan. She will work with
United Health Networks to build the network in those specialty
areas. Also, the hiring of 8 network managers was approved and
is in progress. They will be devoted to handling Medicaid
business and building the network in this area.

Operational deficiencies in the authorization process for care are
causing members to not be able to get the care, tests or treatment
they need.

Improve the process by which providers request and get approved
for specialized medical services for their members. This is
known as the UM approval and appeals process. The following
actions will take place to improve the process:

e Auditing of the UM Approval and Appeal process to identify
issues which need improvement

e Education of the provider community on the UM approval
and appeal rules, which will in turn reduce the number of
denials for care.

e Automation of various pieces of the UM Appeals process
including the letter generation process to providers thereby
reducing the possibility of human error.

Clinical training of all UM staff including the physician advisors

to ensure they are following the UM P&Ps.

Monitoring systems were not consistently in place to catch areas
for improvement

Establish a monthly system to monitor calls of members calling
the customer service center. The Plan’s member outreach staff
will listen in on the calls on a monthly basis and review the calls
for accuracy. Any inconsistencies will be documented and sent
to the manager of the customer service center for quality
improvement purposes.

Customer service center staff, who were dedicated to the NY
plan, started serving other plans across the country.

A new dedicated NY team of customer service center reps was
created. This team will only take calls from the NY plans only.
A training outline was created by the plan for the customer
service center; the training outline highlighted the most important
training needs which need attention. An exhaustive training of
the staff will begin in April 2007.

Providers didn’t have access to real time provider directory
information.

Continue to encourage providers to contact the Plan for
assistance.

Make available real-time provider network information on the
web.

Contracting with non-par specialty provider is rate- driven. The
process of negotiations can be perceived as delays when members
are seeking services from Out of network providers.

Continue to work with specialty providers in the community to
negotiate feasible contracts.

Reinforce with members the utilization requirements and the
importance of seeking care within the network via the member
newsletter.

Members perceive that all delays are caused by the Plan.

Provide educational reminders regarding the utilization and




Barrier

Action Plan

referral process to members via the member newsletter.
Conduct an internal member satisfaction survey and target
members assigned to high volume providers to ascertain the in-
depth root cause and develop and implement provider specific
quality initiatives.

Distribute outcomes of the survey along with recommendations to
providers.

Lack of easily accessible reference guidelines for use by plans
representatives, enrollees and providers.

Reinforce utilization guidelines, member responsibility and
available programs and assistance offered through the Health
Services department via the member newsletter.

Create an easily accessible provider reference guide (i.e. poster,
pocket guide) for use by plan representatives, enrollees and
providers.

Poor member relationship with PCP

Review and analyze ER usage separately for Commercial and
Medicaid populations.

Review monthly report identifying members with 3 or more ER
visits. Contact member. Assist with PCP identification, and
making necessary appointments.

Some members use the ER for routine care.

Contact frequent ER users to assess care needs, and assist with
PCP relationship and provide education regarding access of
routine services. Assess member for additional care needs and
provide case management support as indicated.

Prior authorization process needs review

Review prior authorization process to determine if current list of
services needing prior auth needs adjustment

PCP network may not be adequate. Members’ choices may be
limited. Quarterly reports are produced showing network capacity
to standards

Review capacity reports more thoroughly. Identify areas of
inadequacy. Once identified, increase recruiting efforts to inform
members about enhanced choices.

Appointment Availability

Provider Alert to be sent to network providers reiterating the
plan’s standards.

Appointment Availability

Targeted education to large provider groups/clinic sites that have
exhibited issues with appointment availability and lack of
eligibility checks

Member Understanding

Member survey to elicit information as to the members’
understanding of the appropriate time to obtain appointments.
This same opportunity will be utilized to provide education for
same.

Member Understanding

Member Newsletter reiterating the appointment availability
standards and reminding members to make their appointments
early for such services as school and camp physicals.

Member Understanding

Personalized orientation for new members including the
appointment availability standards and expectations on obtaining
appointments




CUSTOMER SERVICE

Barrier

Action Plan

Review of abandonment rate for 2005 was 2.5%. Although this
was better than the corporate goal of 4% the customer service QI
Committee (CSQIC) focused on reducing the abandonment rate.

Hire additional Customer Service Representatives (CSRs) to
improve abandonment rate

Automated Response Unit (ARU) was time consuming and
difficult to navigate.

A plan will be formulated to simplify the prompts within the
Automated Response Unit (ARU) to allow members easier
navigation and access to CSRs

Website information was difficult to navigate and understand.

Redesign the website to make it easier to navigate.

New member packet is comprehensive. Medicaid new member
packet needs to be reviewed to determine if materials are user
friendly

Review new member packet
Include question in Focus Group Survey to capture members’
satisfaction with new member packet.

Customer Service not able to address member inquiries regarding
new enrollment or recertification due to inability to view member
enrollment information for new enrollees or members submitting
documentation for recertification.

System to be upgraded to add scanning capacity for all
documentation received in Enrollment.

Process to be modified to allow viewing of scanned
documentation by Customer Services while member in on the
phone so that members’ inquires can be immediately addressed.

Training for Customer Service to be provided by Enrollment
Department Manager.

Customer Service not able to address member inquiries regarding
premium billing due to inability to view member documentation
online.

Customer Services to be given access to Premium Billing module
and provided with training on how to use the Premium Billing
module so that members’ inquires can be immediately addressed
while member is on the phone.

Members speak languages other than English, Spanish and
Chinese and Customer Service not staffed to accommodate other
languages like Indian languages (Hindi, Urdu, Bengali, Punjabi,
Gujrati, etc.).

Customer Service uses the AT&T Language Bank for languages
other than English, Spanish and Chinese.

Six percent (6%) of plan members speak an Indian Language
(i.e., Hindi, Urdu, Bengali, Punjabi, Gujrati, etc.). Customer
Service to add a staff person that speaks the Indian languages.
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Achieving Quality, Affordable Coverage for All New Yorkers

In 2007, New York State initiated the Partnership for Coverage to examine options for ensuring
access to affordable, quality health insurance coverage for all New Yorkers. Today, nearly 2.7
million New Yorkers are uninsured.> New Yorkers are struggling. Rising health care costs
burden New York’s weakening economy and consume an ever growing share of the State
budget. Reform is needed. Health reform in New York State requires a comprehensive strategy
focused on solving the problems in New York’s health care system while building on its
strengths. This report describes New York’s achievements to date and summarizes the Urban
Institute’s analysis of four distinct health reform proposals to expand coverage to all non-elderly
New Yorkers.

l. Background

New York has demonstrated a strong, ongoing commitment to health insurance coverage. New
York’s public health insurance programs provide comprehensive coverage to 3.7 million people
or 21.4% of all non-elderly New Yorkers.? As a result, the rate of low-income New Yorkers
without insurance is more than 6% below the national average. However, almost one half of the
uninsured are eligible for, but not enrolled in, one of New York’s existing public health
insurance programs. And many New Yorkers have incomes too high to qualify for public
coverage, but too low to afford private health insurance.

As the only state in the nation with open enrollment and pure community rating, New York is
also a leader in guaranteeing access to private health insurance coverage. In New York, insurers
must offer coverage to all individuals and small employers and premiums must be based on
broad community pools, without differences due to age, sex, health status or occupation. New
York’s standardized individual health insurance market ensures that a comprehensive level of
benefits is available to all. However, while New York guarantees the availability of private
health insurance, affordability is an obstacle to coverage.

Almost 16% of all New Yorkers are currently uninsured. Those without coverage face worse
health outcomes, as the uninsured delay getting more cost-effective primary care. And the
uninsured face large bills, which are a major contributor to personal bankruptcy. At the same
time, many New Yorkers who do have health insurance are either inadequately insured or at risk
of losing their coverage due to high costs that consistently increase faster than inflation. Rising
health care costs are destabilizing businesses, and New Yorkers buying coverage directly face
single premiums averaging $970 per month. New York has an 8.2% unemployment rate that
will likely worsen with the economic downturn, causing a further decrease in coverage.

Despite 2.7 million uninsured, overall health care spending by government, employers and
individuals in New York totals $83.9 billion annually.®> New York spends $28.5 billion on
public health insurance programs for non-elderly low-income residents.* Health care costs per
capita are higher in New York than in all but two other states and the District of Columbia.
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Il. Partnership for Coverage Overview

Under the Governor’s Partnership for Coverage initiative, the New York State Departments of
Health and Insurance (the Departments) were charged with developing, evaluating and
recommending proposals for achieving affordable, quality health insurance coverage for all New
Yorkers using a building block approach. The State has made important progress towards
understanding and overcoming the obstacles to health insurance coverage and paving the way to
improved efficiency and better health outcomes.

Beginning in Fall 2007, the Departments broadly sought input on problems related to health care
access, quality, affordability and costs as well as recommendations on health reform. The
Departments held eight public hearings across New York State and convened in-depth and
ongoing discussions with many stakeholder groups including providers, consumers, businesses,
insurers, labor organizations, health policy experts and other states involved in health reform
initiatives. A Web site, www.partnership4coverage.gov, was created to share progress and
information.

As authorized by the New York State Executive Budget for fiscal year 2007/2008, the
Departments issued a request for proposals (RFP) and contracted with the Urban Institute to
conduct in-depth micro-simulation modeling to determine the cost and coverage implications of
four health reform proposals in New York. The four proposals include: (1) a single payer public
health insurance option; (2) Assembly Member Gottfried’s New York Health Plus proposal, that
provides an option for all New Yorkers to enroll in Family Health Plus (FHPIlus); (3) a public-
private partnership option that simplifies and expands existing public programs and reforms
private health insurance; and (4) a market-based option that relies on regulatory flexibility and
tax cr%dits. These proposals were developed based on statutory criteria and extensive public
input.

While engaging in in-depth analysis of the State’s health care delivery system, New York

advanced the goals of the Partnership for Coverage by expanding access to coverage and
investing more wisely in the health care delivery system to improve quality and control costs.

I11. Progress to Date - Achieving Partnership for Coverage Goals

New York has greatly simplified and expanded its public programs, which now reach children up
to 400% of the federal poverty level (FPL) and adults up to 200% FPL pending federal approval
and financial participation. New York has also undertaken groundbreaking Medicaid
reimbursement reform and enhanced protections for consumers purchasing private coverage.

A. Public Expansions
In September 2008, the State expanded eligibility in its Child Health Plus (CHPIus) program

from 250% to 400% FPL to provide nearly every uninsured child with access to affordable,
comprehensive coverage. In addition, the FHPIus Premium Assistance program and FHPlus
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Buy-In program were introduced to make comprehensive cost-efficient coverage available to
employers and employees. Pending federal approval, eligibility for FHPlus will be expanded up
to 200% FPL to cover over 400,000 additional adults. Today, FHPIlus covers parents with
incomes up to 150% FPL and single adults up to 100% FPL.

B. Public Program Simplifications

To reach the 1.2 million New Yorkers who are currently eligible for public programs but not
enrolled, New York adopted reforms to streamline public program eligibility and renewal.®
These reforms include permitting self-attestation of income and residency at renewal, repealing
the face-to-face interview at initial application, eliminating the resource test for community
Medicaid and FHPIlus, ending the vestiges of welfare eligibility rules including alcohol and drug
screening and finger imaging, establishing a single eligibility level for single adults and childless
couples, replacing the county-specific levels, eliminating age-based eligibility distinctions for
children, shifting to a gross income test for Medicaid, permitting presumptive eligibility for
children in Medicaid, and allowing children aging out of foster care to keep Medicaid to age 21.
A Statewide Enrollment Center will soon centralize some public program renewals. Pending
federal approval, the State will adopt a gross income standard of 160% FPL for FHPlus and
provide 12 month continuous coverage for adults in FHPIus and certain adults covered by
Medicaid.

C. Cost Containment and Quality Improvement

Accounting for almost one out of every three dollars spent on health care in the State, Medicaid
has the leverage to change the delivery of health care for all New Yorkers. New York has
advanced groundbreaking reimbursement reforms to reward quality and efficiency and ensure
greater value for patients and taxpayers. In 2008, the State reduced inpatient hospital rates by
$224 million to approximate costs and reformed the flawed outpatient reimbursement
methodology. New York invested $300 million in reimbursement rates for hospital clinics,
community health centers and physicians. In 2009, inpatient rates were reduced further and an
additional $300 million was invested in outpatient services. In addition, a new inpatient rate
methodology was authorized that will recognize appropriate differences in hospitals and more
effectively match payment to patient complexity and quality. One of the most far reaching
developments is the implementation of a program to incentivize patient-centered medical homes
in December 2009. In the Adirondack region of the State, Medicaid will participate in a multi-
payer medical home pilot which emphasizes primary and preventive care and improved
coordination of care. The Doctors Across NY program was implemented to support new
physicians in medically underserved communities.

D. Private Insurance Reforms

New York guarantees individuals and small groups access to health insurance at premium rates
that reflect the risks of the community at large, rather than the risks of each policyholder.
Individuals who purchase health insurance directly are guaranteed access to comprehensive
coverage necessary for those most in need of health care. Healthy NY provides eligible New
Yorkers with incomes up to 250% FPL and eligible small businesses with access to a
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streamlined, but more affordable, coverage option. The State has extended reinsurance to help
mitigate high premiums in the individual and Healthy NY markets. In addition, New York has
recently simplified and increased funding for its risk adjustment mechanism to more broadly
spread risk.

New York's extensive consumer protections include grievance and utilization review standards,
the right to an external appeal, numerous benefit mandates and extensive notice and disclosure
requirements. Recently enacted reforms benefit consumers by limiting health plans’ ability to
deny care that the plan had already pre-authorized, extending external appeal rights to out-of-
network care and introducing provider contracting protections. Additionally, the Governor is
currently advancing several legislative proposals to improve or increase access to health
insurance coverage. These include extending a COBRA option to 36 months, expanding
coverage for dependents through age 29, and reinstating prior approval of premium rate
increases. The Governor has also proposed a managed care reform bill that expands grievance
and appeal rights to more consumers and providers and extends certain rights to access specialty
care to more consumers.

1V. Urban Institute Modeling of Four Health Reform Proposals

As the State tackled necessary reforms, the Departments also worked closely with the Urban
Institute to obtain a clear picture of the cost and coverage implications of broad health system
reform proposals. The reform proposals and the Urban Institute’s analysis are summarized
below and in the attached charts and are more fully detailed in the Urban Institute’s attached
report. To allow for effective comparison, the cost and coverage effects for all proposals are
shown in the third year of implementation. New government costs are presented as total federal
and State spending since federal share of government costs post-reform is uncertain.

A. Public Health Insurance for All

Summary. The Public Health Insurance for All proposal envisions a state-run public health
insurance program to cover all New Yorkers not eligible for an existing public program. The
State is responsible for setting provider payment rates, establishing global budgets for
institutions, administering payments, enrolling New Yorkers and handling consumer disputes.
Private insurers have no role.

Cost and Coverage Effects. Complete coverage is achieved by the Public Health Insurance for
All proposal. Employer and individual spending is wholly eliminated, and government spending
increases by $57.7 billion to total $86.3 billion. Of the proposals simulated, this reform achieves
complete coverage with the greatest redistribution of health care spending, the lowest aggregate
change in health care spending of $2.4 billion and the greatest cost to government per newly
insured of $21,287 annually. Providing insurance coverage to all without cost-sharing increases
the demand for health care services to a level that the delivery system is unable to initially
absorb, largely due to physician shortage. This unmet demand of $402 million in health care
services would reduce the proposal’s cost, but leave some without some of the medical care they
would obtain if there were no constraints in supply.
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B. New York Health Plus

Summary. Under New York Health Plus, all New Yorkers can participate in the existing
FHPIus program offered through managed care plans. A competing publicly run fee-for-service
option, like traditional Medicare, is also available. Private and supplemental health insurance
coverage remains. All employers and workers are subject to a payroll tax totaling 10% of all
wages (not capped). Those who purchase private coverage in lieu of participating in New York
Health Plus are eligible for a tax credit to offset their payroll tax liability. Physicians can
organize and collectively negotiate with health plans. Full mental health parity is extended to
FHPIus.

Cost and Coverage Effects. New York Health Plus achieves complete coverage. Gross
government costs increase by $47.5 billion, offset by $13.6 billion in newly generated payroll
taxes. Employer sponsored insurance declines by almost 60%, as employers drop coverage in
favor of employee enrollment in New York Health Plus. Even with the 10% payroll tax,
employers save $9.9 billion. Individuals would no longer choose to purchase coverage in the
individual market. Individuals save $17.9 billion, with the greatest savings accruing to those
with incomes above 400% FPL. The aggregate change in health care spending totals $6.1
billion. Of the proposals modeled, New York Health Plus has the second highest cost to
government per newly insured of $17,512 annually, with a net government cost (post payroll tax)
of $12,508 per newly insured. Unmet demand for health services due to provider constraints is
valued at $1 billion.

C. Public-Private Partnership

Summary. The Public-Private Partnership proposal is a building block approach to reform that
layers five key components: (1) simplification and expansion of public health insurance
programs to 200% FPL for adults and 400% FPL for children; (2) merger of New York’s
individual and small group health insurance markets; (3) sliding scale subsidies for those with
incomes up to 400% FPL who purchase coverage through a new purchasing pool or insurance
exchange; (4) assessments on employers with 10 or more employees, offset by the amount
employers contribute to health insurance; and (5) a mandate that requires individuals to buy
health insurance once affordable options are available. The benefit design and cost sharing for
private coverage mirrors a typical employer product. This proposal is modeled with and without
the introduction of a competing public option.

Cost and Coverage Effects. The Public-Private Partnership proposal achieves complete
coverage upon full implementation of the reform components. The merger of New York’s
individual and small group markets reduces the cost of individual health insurance by 56%.
Because the merger is combined with a public program expansion, small group single premiums
decline slightly and small group family premiums remain fairly constant. Sliding scale premium
subsidies ensure affordability across income levels. An assessment upon employers that do not
offer health insurance and an individual requirement to purchase health insurance retains and
expands private investment in coverage. Coverage in the individual market increases by one
million. Employer coverage drops slightly. Of all the proposals, the Public-Private Partnership
reforms result in the least redistribution of health system financing and the lowest annual
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government cost per newly insured of $2,959 gross and $2,663 net (post assessment). The
proposal adds $7.2 billion in government costs, while decreasing employer spending by $1.2
billion and individual spending by $50 million. Aggregate new health care spending totals $6
billion. This reform does not result in unmet demand for health care services.

Impact of Public Option. Introducing a competing state-run public option does not change the
coverage effects of the Public-Private Partnership proposal significantly, but yields savings due
to downward pressure on premiums. With a public option, overall net costs to government fall
from $7.2 to $7.1 billion. The annual net cost to government per newly insured (post
assessment) drops from $2,663 to $2,630*. There is also a slight reduction in employer and
individual spending. These results show the third year of implementation and reflect one-third of
the full savings estimated to be realized in year ten.

D. The Freedom Plan

Summary. The Freedom Plan decreases private insurance market regulation and relies on tax
credits and government funded stop loss to increase coverage. The proposal permits insurers to
sell high deductible health insurance policies exempt from benefit mandates in New York’s
individual market. Community rating rules are modified to permit premiums to be set based
upon smaller, segregated risk pools. A 50% tax credit for individuals and small businesses
purchasing health insurance is phased in over ten years. Government funded stop loss subsidies
are increased in New York’s individual and Healthy NY markets.’

Cost and Coverage Effects. The Freedom Plan does not achieve complete coverage. The
number of uninsured New Yorkers drops from 2.7 million to 2.3 million, with most of the
reduction attributable to the recent expansion of CHPIlus. The individual market is impacted by
risk selection due to the new high deductible health plans, compromising the viability of
comprehensive individual products. With the tax credit partially phased in, total government
spending per newly insured is $6,605 annually, largely due to the credit.® Total government
costs increase by $2.75 billion. Employer spending decreases by $2.1 billion. Individual
spending increases by $1.2 billion with the greatest costs accruing to those between 201% and
299% FPL. Aggregate health care spending increases by $1.9 billion. This proposal does not
result in unmet demand for health services.

V. Comparison of Proposals

Currently 15.8% of New Yorkers lack health insurance. Three of the four proposals modeled
cover all New Yorkers and drop the State’s uninsured rate to zero. The Freedom Plan leaves
13.3% of New Yorkers uninsured. Several measures related to post-reform sources of coverage
and spending are presented below and illustrated in the attached charts and table.

A. Post Reform Sources of Coverage

Post Reform Employer and Individual Coverage. Employers currently provide 61.1% of
health insurance coverage for insured New Yorkers. There is minimal change in employer-based
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coverage under the Public-Private Partnership and the Freedom Plan proposals, 60.1% and
60.9%, respectively. Under New York Health Plus, employer coverage drops to 25.3% and
under Public Health Insurance for All, employer coverage ends altogether. The individual
market ceases to exist under the Public Health Insurance for All and the New York Health Plus
proposals. Individual coverage increases from 1.4% to 7.2% under the Public-Private proposal
and to 3.7% under the Freedom Plan.

Public Programs Post Reform. Public health insurance programs, which currently cover
21.4% of the population, would continue to serve significant numbers of New Yorkers under all
four proposals, ranging from 100% under Public Health Insurance for All to 21.7% under the
Freedom Plan. Three in four New Yorkers (74.4%) would be publicly covered under New York
Health Plus. The Public-Private Partnership proposal raises public program enrollment to
32.4%.

B. Post Reform Spending

Total Government Spending Post Reform. Government spending on health care for the non-
elderly currently accounts for $28.5 billion of the $83.9 billion spent on health care spending in
New York. Under each of the four proposals, government spending increases -- by 202% under
the Public Health Insurance for All proposal (total $86.3 billion); 119% under New York Health
Plus (total $62.5 billion); 25.3% under the Public-Private Partnership model (total $35.8 billion);
and 9.6% under the Freedom Plan (total $31.3 billion).

Post Reform Government Cost per Newly Insured. The “total cost per newly insured” gauges
the amount of government investment required under each proposal per capita, per newly
insured. Annually, gross government costs per newly insured vary from $2,959 for the Public-
Private Partnership proposal to $21,287 for Public Health Insurance for All. The gross cost per
newly insured for New York Health Plus is $17,512, and the Freedom Plan is $6,605. Net
government costs per newly insured (post assessment) are $2,663 for the Public-Private
Partnership proposal and $12,508 for New York Health Plus.

Employer and Individual Spending Post Reform. Post-reform expenditures by employers and
individuals also vary widely. Under Public Health Insurance for All, employer and individual
spending is eliminated. New York Health Plus produces a considerable shift in spending
patterns, reducing individual spending by 81.3% and small employer spending by 29.8%.
Individual spending remains constant under the Public-Private Partnership proposal while small
employer spending drops 3.5%. The Freedom Plan raises individual spending 5.4%, but reduces
small employer spending by 6.2%.

Total Spending. Aggregate health care spending is the amount of new spending across the
health care delivery system by all payers including government, employers and individuals.
New York Health Plus would cause the largest annual increase in aggregate spending at $6.1
billion followed by the Public-Private Partnership proposal at $6.0 billion. The Public Health
Insurance for All proposal has the lowest aggregate increase in health care spending of all
proposals that achieve full coverage at $2.4 billion and the Freedom Plan results in the lowest
increase in aggregate spending of $1.9 billion.
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V1. Considerations and Next Steps

New York has one of the most expensive health care systems in the United States, which has the
most expensive health care system in the world. For both New York and the nation, health care
is often fragmented, costly, inefficient and unavailable to a large number of residents. Costs are
growing at an unsustainable rate that outpaces inflation. As the economy continues its sharp
downturn and costs continue to rise, the number of uninsured will likely increase and those with
coverage will face more limitations and higher costs.

Current times present significant challenges. However, challenging times bring opportunities
and highlight the need for comprehensive reform. At the State or federal levels, effective health
reform will require financial support, difficult political choices and shared responsibility.

The three proposals modeled by the Urban Institute which extend health insurance coverage to
all New Yorkers — Public Health Insurance for All, New York Health Plus, and the Public-
Private Partnership — require substantial government investment. Current State budget
constraints make federal support essential to State health reform efforts. New York must partner
with the federal government to ensure the needs of New Yorkers are addressed.

National health reform discussions are active and multiple proposals are emerging. Many key
components of the health reform proposals currently being advanced by President Obama and
Congress closely parallel reforms already undertaken in New York State as well as reforms
modeled by the Urban Institute in the Public-Private Partnership proposal. New York’s
experiences and the Urban Institute’s modeling of the Public-Private Partnership proposal offer
valuable insight as to how such reforms might play out in a large state like New York.

The Urban Institute’s modeling of the Public-Private Partnership proposal shows that public
program expansions will cover the lowest income families as well as the most chronically ill and
disabled. Public program simplifications will maximize enrollment and assure continued
coverage. Private insurance markets must operate efficiently to ensure coverage is available and
affordable. Subsidies offered through an insurance exchange make coverage accessible to low
income residents and broaden participation in risk pools. Once affordable options are in place,
an individual responsibility requirement dramatically increases coverage and decreases costs per
newly insured. Adding an employer assessment leads to shared responsibility among
government, employers, and individuals. Introducing an option for individuals to choose a
public insurance plan through an insurance exchange further lowers cost for government,
employers and individuals.

New York has taken important steps to implement the foundations of reform, placing New York
ahead of most states. Through public program expansions, nearly every child in New York State
has access to comprehensive coverage. And, with federal approval, the same will be true for
adults up to 200% FPL. New York has also greatly streamlined public program eligibility and
introduced sweeping public program reimbursement reforms that encourage the right care in the
right setting. New York is the only State in the nation to guarantee access to private health
insurance on a pure community rated basis. New York also has extensive consumer protections
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in place for those with private health insurance. These reforms exemplify New York’s
commitment to quality, affordable health insurance coverage for all residents.

New York’s experiences are highly relevant and can be useful to federal policymakers as they
consider options for health reform. Additionally, the Urban Institute’s modeling provides a road
map with numerous options for consideration, one of which closely parallels many of the
predominant proposals being debated at the federal level. New York's report from the Urban
Institute provides significant insight for State and federal policymakers as they grapple with the
hard and timely questions of improving the health care system.

! The data and methodology used by the Urban Institute are described in Appendix 1 of their report. The data
sources for the number of uninsured are the March 2005 CPS for New York and the Northeast Region of the United
States. The March 2005 CPS provides data on insurance coverage in 2004. The Urban Institute public enroliment
data are adjusted for the shortfall in the number of Medicaid and CHPIlus enrollees reported in the Current
Population Survey (CPS) as compared with the number of enrollees reported by State administrative data for 2006
and weighted to reflect the population in New York in 2009. This simulation results in an estimated 2.7 million
uninsured in New York. The Department of Health reports the most recent CPS available with no adjustments
(March 2008), which currently shows 2.5 million uninsured New Yorkers in 2007.

% The Department of Health reports that actual enrollment (including both elderly and non-elderly) in Medicaid,
FHPIus and CHPIlus was 4.6 million as of February, 2009. The Urban Institute public enrollment data is based on
the CPS adjusted as described in footnote 1and inflated to simulate 2009 values.

® The Urban Institutes’ calculation of base government spending includes acute care of the non-elderly population.
Employer and individual spending is largely for the non-elderly population but includes some costs for the working,
privately insured population over 64. Uncompensated care costs are not reported.

* The Urban Institute’s $28.5 billion dollar public program spending estimate includes CHPIlus spending, reflects
growth to 2009, and excludes Medicaid spending on the aged and long term care.

> Specifically, the Commissioner and Superintendent were directed in 2007/2008 New York State Executive Budget
to consider the extent to which proposals: (1) rapidly provide universal health coverage to the people of New York;
(2) control the cost of health insurance and health care; (3) fairly and equitably distribute the cost of health insurance
and health care; (4) improve the state’s economy and the competitiveness of the state’s businesses; (5) promote the
economic viability of health care providers; and (6) embrace increased use of preventive medicine to improve
quality and reduce health care costs.

® The Department of Health estimates that 1.2 million uninsured New Yorkers are eligible for public programs. The
difference from the Urban Institute estimate may be explained by the use of different years of the CPS, the inclusion
of the regional data, higher eligibility levels in public programs since 1996, or differences in how eligibility units
were created for simulation.

" The Freedom Plan proposal, which was introduced in multiple legislative sessions including 2009, also expanded
eligibility for the Healthy NY program from 250% FPL to 300% FPL and permit a Healthy NY “buy-in” at higher
income levels. Please note that the Urban Institute was unable to model the impact of such an expansion at this
time.

& Costs were calculated as if the 50% tax credit that is phased in over 10 years was in its third year of
implementation. Overall costs to government and costs to government per 