On Wednesday, September 28, 2011, the Medicaid Redesign Team {*MRT”) held its fourth
meeting of the Managed Long Term Care Implementation and Waiver Redesign Work Group
(“MLTC” Work Group) at the NYS DOH-Metropolitan Regional Office in New York City. A
copy of the meeting’s agenda, as well as the materials presented, is attached.

The purpose of the meeting was to further consider the Care Coordination Model (CCM)
principles intended to guide DOH in the development of the CCMs to be used in the mandatory
enrollment of persons in need of community-based long term care services.

The meeting began with co-chairs Carol Raphael and Eli Feldman welcoming the work group
members and reviewing the meeting agenda. Most MLTC work group members were in
attendance. Mark Kissinger and Vallencia Lloyd from the Department of Health (DOH) were
also present, as well as, Jim Introne from the Governor’s Office.

I. Status Update - Mark Kissinger

Mark provided the below update on MLTC applications and enrollment growth:

Managed Long Term Care Earcllment Growth - 2011

Partially C apitated i 78 (1 31303 147%
Program of All Inclusive 7 355 3,733 49%
Care for the Elderly

Medicaid Advantaze PhIs I 1.307 1515 3 5%
Total 23 33,809 38,531 14.0%

*Somne plans offer more than one product (both a partial snd a MAP, for example). Therefore the

B T T e e F ot e Jm Al i e e P SR VY
um.r.mﬁm w_ﬂ.ﬁ AT % aRET A0 AT dicRsd ERIC JIHH EERFTY wa&.

Ty Sy oy B

o e e e
LIALHRITY, Wb PRLGERD VI ELCLLRS

Pending M1 TC Appheations as of September 28, 2611

Zervice Avea Expansion for Operational
MLIC Plan® 11 2 13

Cperatioeal B TC Addme a Lame of
Tuisiness

t=d
[
(%]

Totsl 13 1 3 o)




II. Reports
A. Fair Hearing Work Group Minutes — Eli Feldman

1. Mr. Feldman provided an overview of the fair hearing process and noted that the
subcommittee meeting was very constructive with considerable participation by
members, ALJ and DOH participation. Consensus was reached by the subcommittee
on the need for more ALIJ training and the need for a standardized process to ensure
that people’s needs are met in the transition from Fee-For-Service (FFS) to managed
MLTC. There was a request by ALJs for enhanced staffing and a better education on
State laws, regulations and rules pertaining to managed long term care program
changes. The subcommittee determined that there was a need for uniform ALJY
training and a need for the fair hearing process to expedite appeals. Finally, whether
there could be a role for IPRO in conjunction to ALJs with regard to MLTC plans
was discussed, but no consensus was reached. Alan Morse noted that ALJs are not
clinicians and therefore, it is difficult for them to make a clinical judgment without a
clinical background placing them in an untenable position. Alan further stated that a
judge will be more likely to listen to an impartial arbitrator such as IPRO when Plans
seek to reduce costs and restrain services and enrollees seek to maximize their
benefits.

B. Quality Work Group Minutes — Carol Raphael

Ms. Raphael reported that this subcommittee’s focus is to recommend criteria for
“quality” measures for ML'TC Plans. She noted that these measures have to be
“actionable” and must impact overall care. The measures must capture consumer
preferences; assess quality of life in a setting where people don’t reside; and
recognize that work force continuity impacts quality. The committee reviewed the
“SAM” assessment instrument, but Marilyn Saviola noted that this tool did not
capture consumer elements.

It was reported that IPRO currently surveys member satisfaction of Plans every four
years, but with services being provided through managed care, IPRO will begin doing
surveys every two years. The most recent survey indicates that 91 percent of Plan
members would recommend their Plan to another person and 85 percent of members
view their Plan as “good or excellent”. The survey indicated that Members are not
satisfied with dental services.

In addition, the seven domains to quality measures embedded into the Health Home
application submitted to CMS, according to Pat Roohan are the following:

e Decreases in nursing home admissions

o ecreases in urgent care visits

¢ Reductions wm inpatient admissions

= Improvements to quality of hife

e Mental health status

e Improvements in preventative care and Patient safety



e Satisfaction and Timeliness of care management

The need to have an early alert warning systemn for when quality is a problem was
expressed. Mr. McNally of AARP suggested the Work Group review the quality
measures of other states including Minnesota. Mr. Birnbaum of the United Hospital Fund
(UHF) noted that in 2-3 weeks UHF will be issuing their draft report on quality measures
which Mr. Introne stated he would be interested in reading.

€. Public Hearing — Mark Kissinger

Mr. Kissinger provided a brief overview of the public hearing held on September on
Monday September 19w to solicit comment on the development and implementation of
the proposed Managed Long term Care Coordination Model (CCM) principles. Twentyseven
people gave testimony on the future of the consumer directed, Long term home

health program (LTHHCP), and the Adult Day Program. Mr. Kissinger noted that the
Work Group was slightly frustrated that no one had actually offered any tangible
revisions to the Care Coordination Model (CCM) principles. Co-chair Eli Feldman
expressed disappointment that there was no feedback to the CCM principles since that
was the stated purpose of the meeting and encouraged people to submit written
comments. Jo-Ann Costantino questioned whether any amendments to the CCM
principles had been received from Al Cardiilo of HCA as he had promised to do at the
hearing. Ms. Raphael acknowledged that Mr. Cardillo had advanced to the Department
amendments to the CCM principles and promised to distribute the document to the work

group.
D. Review of Work Group Other Subcommittee — Carol Raphael

The subcommittee formed by members of the Program Streamlining work group and
members of this work group (MLTC) focused on the overarching principle that Medicaid
recipients who need long term care should share in all the eligibility and enroliment
simplification, streamlining and automation, to the extent allowed by federal law that will
be developed and implemented for Medicaid recipients who need health care services.
The subcommittee recommended the following:

o Centralize and automate eligibility processes for Medicare Savings Programs by
Jamuary 2014,

e Direct State investment in an Asset Verification System (AVS) to permit the
electronic verification of assets for determining eligibility;

e Automate spend down by linking eMedNY to WMS and using provider billing to
track spend down similarly to an insurance deductible.

E. Mainstream Consumer Protections — Vallencia Lloyd

Vallencia Lloyd of the DOH presented the attached powerpoint on consumer rights in
managed care. Presently, 31 percent of New Yorkers are enrolled in a managed care plan.
In NY'S, consumers have the right to information about health plans, access to needed
care, and the right to complain, grieve and appeal. Service authorizations, retrospective



reviews, action appeals, notices and fair hearings are all provided by NYS. Fair hearings
are issued when a reduction, denial or termination of treatment occurs and a notice is
issued 1n a timely manner. The DOH and SID jointly administer an independent review if
an external appeal is granted which affords providers and consumers an independent
review. In 2010, 1070 external appeals were filed, with 39 percent being fully or partially
reversed. The DOH provides a managed care hotline to help providers and enrollees with
their complaints. In 2010, 916 complaints were filed with the majority of complaints
centered on billing disputes, denials of clinical treatment and access to referrals. Of these
916 complaints, 25 percent were substantiated.

The enrollment process for Medicaid managed care begins with education on Plan

options and then allowing consumers the option of a Plan in the County. Maximus

maintains a toll free number to assist with education and questions from consumers. The
consumer has 30 days to choose a Plan. If no choice is made the employee will be autoassigned
mn a Plan using the current AA algorithm. The enrollee can switch Plans within

the first 90 days for any reason, but is locked into a Plan for the next 9 months unless

there is a good cause for switching. The recipient can choose a Primary Care Provider

(PCP) from the Plan. If no PCP is chosen then one is assigned.

IV. Federal Waivers Overview — Vallencia Lloyd

Ms. Lloyd provided an overview of the State’s existing 1115 waiver noting that section 1115
of the Social Security Act provides States” broad flexibility to test new ideas of policy merit.
Demonstrations must be “budget neutral” over the life of the project, meaning they cannot be
expected to cost the Federal government more than it would cost without the waiver. The
1115 waiver is the vehicle used by NYS to require the SSI population be enrolled in managed
care and will be the vehicle used for mandatory METC expansion.

V. Finalize Principles — James Introne

The balance of the meeting was dedicated to a discussion of the CCM principles. The work
group discussed each principle with members offering comments on each principle.
Consensus was reached on a number of the principles; however, hotly debated and still
unresolved are the core issues of whether the payment methods for the care coordination
model would be limited to insurance models and what scope of services are subject to risk
and care coordination responsibility.

Some members argued that the payment model should be limited only to insurance based
capitation while others argued for the inclusion of provider based risk bearing models as
provided through I THHCP enhancement legislation. This approach, advanced by Jo-Ann
Costantino and Joe Healy, would provide for risk bearing under an episodic payment where
LTHHCPs would directly serve as CCMs.

Mr. Inirone emphasized that the goal of the work group was to recommend policy within the
framework of a fiscal imperative. Mr. Introne appeared open to provider based models, but
did not indicate which type of provider based payment method or which type of provider



would be acceptable to the State.

One issue raised in the discussion centered on the ability of LTHHCPs and MLTC plans to
partner through contract. Some work group members argued that current restrictions preclude
contractual relationships. DOH noted that they will change any law, regulations or waiver
provision necessary to implement the agreed upon CCM principles.

Other work group members argued that LTHHCPs should have the authority to function as a
CCM equivalent to a MLTC. Mr. McNally of AARP questioned whether the principles, as
drafted, were open to consumer options or limited to a sole program.

Scope of services was also debated with sharp contrasts by members in the necessary level of
services and flexibility in CCM responsibilities. Mr. Introne stated that all fong term care
services must be covered.

The Co-Chairs requested that a subgroup of members revise the CCM principles. Due to the
ongoing CCM revisions the work group determined there was a need for an additional
meeting which 1s scheduled for October 27wm.

It is anticipated that final CCM principles will be completed and posted by November 15,
2011 as required by the budget legislation.
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Managed Long Term Care Enrollment Growth - 2011

Partially Capitated 14 29,043 33,303 14.7%
Program of All Inclusive 7 3,559 3,733 4.9%
Care for the Elderly :

Medicaid Advantage Plus g 1,207 1,515 25.5%
Total 23* 33,809 38,551 14.0%

*Some plans offer move than one product (both a partial and a MAP, for example). Therefore the
number of plans offering Managed Long Term Care is less than the number of products.

Pending ML TC Applications as of September 28, 2011

Mew MLTC Appl

ications

Service Area Expansion for Operational

MLTC Plan* I 2 13
Operational MLTC Adding a Line of

Business 2 i 3
Total 15 3 19

*Several plans have submitted more than one application for service area expansions (different counties in
sach application).



New York State’s Section 1115 Waiver Demnonstration Programs

Section 1115 of the Social Security Act provides the Secretary of Health and Human
Services broad authority to authorize experimental, pilot, or demonstration projects likely
to assist in promoting the objectives of the Medicaid statute. Flexibility under Section
1115 is sufficiently broad to aliow states to test substantially new ideas of policy merit.
These projects are intended to demonstrate and evaluate a policy or approach that has not
been demonstrated on a widespread basis. Some states expand eligibility to individuals
not otherwise eligible under the Medicaid program, provide services that are not typically
covered, or use innovative service delivery systems.

There are two types of Medicaid authority that may be requested under Section 1115:

= Section 1115(a)(1) — allows the Secretary to waive provisions of section 1902 io
operate demonstration programs (Statewideness, Freedom of Choice and
Medicaid Eligibility and Quality Control), and

« Section 1115(a)}(2) — allows the Secretary to provide Federal financial
participation for costs that otherwise cannot be matehed under Section 1903.

Projects are generally approved to operate for a five-year period, and states may submit
renewal requests to continue the project for additional periods of time. Demonstrations
must be "budgel neviral” over the life of the project, meaning they cannot be expected to
cost the Federal government more than it would cost without the waiver.

A. The Partnership Plan

The State’s goal in implementing the Partnership Plan is to improve the health status of
low-income New Yorkers by:

= improving access to health care for the Medicaid population;

= improving the quality of health services delivered; and

= expanding coverage to additional low income New Yorkers with resources
generated through managed care efficiencies,

The Partnership Plan Section 1115 Demonstration uses a managed care delivery system
to create efficiencies in the Medicaid program and enable the extension of coverage to
certain individuals who would otherwise be without health insurance. The initial
Partnership Plan demonstration was approved in 1997 to enroll most Safety Net and
TANF Medicaid beneficiaries into managed care organizations (Medicaid managed care
program), either on a mandatory or voluntary basis, and to provide 24 months of family
planning services, only, to women losing Medicaid eligibility after giving birth. In 2001,
accrued savings under the Partnership Plan aliowed the State to implement the Family
Health Plus (FHPlus) program under an amendment o the demonstration. FHPlus
provides comprehensive health coverage to low-income uninsured adulis, with and
without children, who have income and/or assets greater than Medicaid eligibility



standards. In 2002, the demonstration was further amended to provide family planning
services to certain adults of childbearing age (family planning expansion program;.

Since then, mandatory enroliment has been extended to additional populations.
Beginning in 2005, mandatory enrollment of SSI-eligible individuals began in New York
City, and was completed statewide as of December 2008. Medicaid beneficiaries with
both $81 and serious mental illness began enrolling in 2007. The SSI population was
shified to the F-SHRP waiver in 2006 (see below). Mandatory enroliment of the
HIV/AIDS population was extended to beneficiaries in New York City in September
2010. Medicaid Redesign Team initiatives will eliminate most excluded and exempt
populations over the next three years.

As of April 2011, 2.9 miliion individuals are enrolled in the Medicaid managed care

w porert

Budget Neutrality is a requirement of Section 1115 waivers and limits federal funding to
the amount that would have occurred absent of the waiver. The analysis compares
without-waiver expenditure limits to with-waiver expenditures. The without-waiver
amount is an estimated amount for persons eligible for the waiver using the initial
PMPMs trended forward by trends included in the terms and conditions times the
eligibles. The with-waiver amount is equal to the actual expenditures for eligibles. The
cost before the waiver {without-waiver) must also be greater than the with-waiver io have
budget neutrality. As there is no allowance for expenditures for Safety Net or FHPlus
members without children, these must be funded with the savings. All persons eligible
for the waiver are included in the budget neutrality formula whether or not they are
enrolled in ranaged care. Budget neutrality is caleulated over the entire demonstration,
not for each year of the demonstration. The current savings for the Partnership Plan
waiver is $51B (estimated through 12/31/13, the expiration date of the proposed
extension). However, this amount is overstated since CMS requires the amounts to
match the CMS64 which understates the with-waiver amounts because it uses some time
frames with little or no lag.

B. Federal-State Health Reform Parinership (F-SHRP)

The goal of F-SHRP is to promote the efficient operation of the State’s health care
system by: reducing excess capacity in the acute care system; shifting emphasis in long-
term care from institutional-based to community-based settings; expanding the adoption
of advanced health information technology, including e-prescribing, electronic medical
records and regional health information organizations; and, improving ambulatory and -
primary care provision.

Under F-SHRP, the federal government will invest up to $1.5 biilion in agreed upon
reform initiatives. The federal investment in these reforms is conditioned upon the F-
SHRP waiver generating federal savings sufficient to offset the federal investment and
the Stale mecting certaln performance milestones, including:



¢ Increasing fraud and abuse recoveries to 1.5% of the State’s FFY 2005 total
Medicaid expenditures by the end of the Demonstration:

e [mplementing a preferred drug program for the entire Medicaid program;

e Implementing an employer-sponsored insurance program;

» Implementing a single point of entry system for long term care service
assessment; and

e Implementing the Medicaid cost containment and reform initiatives.

Much of the savings associated with F-SHRP reforms will accrue over the long term. To
generate short term savings to invest in health care reform initiatives, the federal
government agreed to count savings generated through: decreased hospital utilization
resulting from eliminating excess acute care capacity; and, expansion of mandatory
Medicaid managed care enrollment to the S81 and SSi-related population statewide and
to individuals in 14 upstate New York counties. The Budget Neutrality savings for the F-

SHRP waiver is $18B (estimated through 3/31/14, the expiration date of the extension).

Federal funds flow to the State as federal match on expenditures for Designated State
Health Programs (DSHPs}, which include certain HCRA programs {e.g., Healthy New
York, ADAP, Tobacco Prevention, Telemedicine demonstration, pay for performance) as
well as health care programs administered by other State agencies, such as SOFA, OMH,
OPWDD, OASAS and OCFS. DSHPs are not Medicaid programs and would not
ordinarily qualify for federal match. The State is eligibie for 50% federal match on
DSHP expenditures up to $300 million per year. After incurring DSHP expenditures, the
State may draw down the federal matching funds only as it is ready to expend the same
amount of State funds on reform initiatives. Federal funding is limited to $300 million
per year, must be used for reform expenditures in that year, and may not be rolled over
into subsequent years. On March 31, 2011, the State received federal approvals for an
extension of the F-SHRP waiver through 3/31/14 to permit the State to continue its health
care system restructuring activities and to benefit from the ternporary increase in its
FMARP rate under the American Recovery and Reinvestment Act.



