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PURPCSE

This Admi nistrative Directive describes the process for social service
districts to establish nmanaged care progranms pursuant Chapter 165 of
the Laws of 1991 (Chapter 165). The purpose of the Administrative
Directive is to provide the LDSS with information on the new statute,
and to outline the procedures the LDSS nust follow to devel op and
i npl ement managed care prograns which are authorized under Chapter
165, including requirenents for preparing and submtting managed care
plans to the New York State Depart nent of Soci al Servi ces
(Departnent).

BACKGROUND

On June 12, 1991 Governor Cuonp signed Chapter 165 (see Attachnent
). The intent of this statute is to increase the enrollnent of
Medi cai d Assi st ance (MA) recipients in nmnaged care prograns
t hroughout New York State. This increased enrollnment will result from

expanding existing LDSS nanaged care prograns and devel opi ng new
nmanaged care prograns across the State.

The new statute expands upon previous statutory authority designed to
foster MA nmanaged care program developnent at the |local |evel,
i ncluding the Medicaid Reform Act (Chapter 904 of the Laws of 1984)
and the MA nmanaged care denonstration provisions of Chapter 710 of the
Laws of 1988. As of Cctober, 1991, there were 36 nmnaged care
contracts, with 85,327 enrollees in 20 districts, established under
these initiatives.

Managed care is a conprehensive and coordi nated system of nedical and
health care delivery enconpassing preventive, primary and specialty
services, as well as acute in-patient care. Al though there are a
vari ety of nanaged care financing and delivery nodels, they all share
several common characteristics which clearly distinguish themfromthe
traditional, episodic MA fee-for-service program

For exanple, nmanaged care |links each MA recipient in a fornal
relationship to a prinary care practitioner. The practitioner may be
a private physician in solo or group practice, on staff in a
nei ghborhood health center, or associated with a health mai ntenance
organi zation (HMO), etc. Regardl ess of the setting, however, the
practitioner is the focal point of the nmanaged care system Thi s
practitioner is responsible for the delivery of primary care, and al so
coordi nates and case nanages nost other nedically necessary services.
O her features of managed care prograns are accessibility to 24-hour
seven day per week prinmary care and continuity of care.

PROGRAM | MPLI CATI ONS
A, Summary of Key Legislative Provisions
Chapter 165 includes a nunber of key provisions which will have a

significant inpact on social services district nmanaged care program
activity.
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The Departnent must designate annually up to 20 districts which
nust develop and submt nanaged care plans for approval by the
Departnent, wuntil all non-exenpt LDSS have been desi gnat ed. Any
social services district or group of districts which has not been
desi gnated may subnit a managed care plan at any tine. (Managed
care plan requirenents are found in Attachnent |V of this
Adm ni strative Directive.)

There are no longer any limts on the nunber of MA recipients who
can be required to enroll in mandatory nmanaged care prograns.

There are no restrictions on the aid category of MA recipients who
may be enrolled in nmandatory nmanaged care prograns. Recipients in
all categories of MA eligibility, including ADC, HR, SSI and MA-
Oly, may be required, at the social services district's
discretion, to enroll in a nanaged care program

Enroll ment goals are established for LDSS nmanaged care prograns
approved by the Departnent:

0 10 percent of the social services district's MA popul ation who
are not exenpt or excluded fromparticipating in the nanaged
care programwi thin one year of nmanaged care plan approval;

0 25 percent of the district's MA popul ation who are not exenpt
or excluded from participating in the nanaged care program
within three years of managed care plan approval, and

0 50 percent of the district's MA popul ation who are not exenpt
or excluded from participating in the nanaged care program
within five years of nanaged care pl an approval

(However, if the social services district's reasonable efforts
fail to achieve these enrollnment goals, the Departnent nmay not
i npose a penalty.)

The Departnent is authorized to nake grants to districts of up to
$150,000 per county (up to $750,000 in New York City) in State
Fi scal Year (SFY) 1991-1992 to aid social services districts in

pl anni ng and devel opi ng nmanaged care progranms. |n SFY "91-°92, $2
mllion has been appropriated for this purpose. Up to an
addi tional $150,000 may be provided, subject to the availability
of federal financial participation (FFP). There is no required

| ocal share funding for these grants.
Managed Care Program Conponents

nmanaged care programis a programin a social services district in

which MA recipients receive M\ services directly and indirectly
(including by referral) froma managed care provider, including case
nmanagenent. Participation in a managed care program does not diminish

a

recipient's MA eligibility or the scope of available MA services to

which she or he is entitled.
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1. PARTI Cl PANTS
Eligible Enrollees

MA recipients in all aid categories are eligible to participate in a
social services district's voluntary or nandatory nanaged care
program

Exenpti ons and Excl usi ons from Enrol | ment

An MA recipient will not be required to participate in a nanaged care
programif there is no geographically accessible nanaged care provider
or for other reasons, including good cause reasons, identified in 18
NYCRR Subpart 360-10 (Subpart 360.10). These regulations are in
Attachnent VI. For exanpl e:

o The MA recipient has received on-going nmedical care and services
froma primary health care practitioner who does not participate in
the managed care program for at |east a one year period before the
social service district's determination that the recipient is
eligible for the nanaged care program In order to qualify for
this exenption, the primary care practitioner nust have hospita
admtting privil eges and/or be able to nmanage the recipient's care
in a hospital

o The MA recipient cannot be served by a nmanaged care program
participating physician due to a |anguage barrier, and he or she
has a relationship with a primary care practitioner who speaks
his or her |anguage.

o The WMA recipient is enrolled in an HVMO under a health insurance
program ot her than MNA

o The MA recipient is enrolled in the Recipient Restriction Program

o The MA recipient is enrolled in the Physically Handicapped
Children's Program

0 An MArecipient will not be required to participate in a nmanaged
care program if the recipient is receiving services provided by a
residential health care facility, Long Term Hone Health Care
Program (LTHHCP), hospice, State hospital for the nentally-ill,
resi denti al tr eat nent facility for children and youth or
institution operated by the Veteran's Adm nistration.

o An MA recipient wll be excluded fromparticipating in a managed
care programif the recipient has a disability, chronic infirmty
or condition, is receiving services froma certified hone health
agency (CHHA), and has nedical needs which are nore appropriately
net outside of the nmanaged care program This deternmination is to
be nmade by the social services district, in consultation with the
CHHA providing services to the recipient, pursuant to Subpart 360-
10.
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W thdrawal from Participation

A participant may withdraw from participation in the nmanaged care
program for good cause reasons as defined Subpart 360-10. CGood cause
includes prior transfer for good cause anpbng managed care providers.

2. PROVI DERS
Managed Care Providers

Managed care providers nay actually deliver services or may arrange
for the delivery of services (directly or by referral), including case
managenent .

Providers eligible to be designated as nanaged care providers include:

- physicians licensed under the Education Law and qualified to
participate in the MA program (operating in solo or group practice,
or ininstitutional settings);

- nurse practitioners |licensed under the Education Law and qualified
to participate in the New York State MA program (MA Progran;

- HMOs certified under Article 44 of the Public Health Law,

- prepaid health service plans (PHSPs) certified under Section 4403-a
of the Public Health Law,

- physician case managenent program (PCVP) providers authorized under
the Medicaid Reform Act (Section 364-f of the Social Services Law);

- county health departnents;

- diagnostic and treatnent centers |licensed under Article 28 of the
Public Heal th Law;

- general hospitals i censed under Article 28 of the Public Health
Law, and

- facilities licensed under Article 31 of the Mental Hygi ene Law.
Managed Care Provider Qualifications

To be designated as a managed care provider, a provider nust neet
certain standards for the delivery of primary care relating to such
factors as continuity of care, 24-hour accessibility and in-patient
admtting privileges. For exanple, HMX> nmust be certified by the New
York State Departnent of Health (DOH), physi cians should neet
standards simlar to those established for the Preferred Physicians
and Children Program (PPAC), and Article 28 <clinics and outpatient
departnents should be eligible for designation by DOH as Preferred
Primary Care Providers (PPCP). (See Attachments Il Aand |1 B for
PPAC and PPCP provi der standards and qualifications.)
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Mul tiple Providers

| f a naj or public hospital, as defined under Article 28 of the
Public Health Law, is designated by a social services district as a
nmanaged care provider, the district nmust designate at |east two other
nmanaged care providers which are not nmmjor public hospitals or
facilities operated by nmajor public hospitals. A list of these
hospitals is in Attachnent I11.

In districts with a general popul ati on over 350,000, where one nanhaged
care provider is a general hospital (as defined in Public Health Law),
there nust be at | east one other nmanaged care provider which is not a
general hospital.

In districts wth a general popul ation over 350,000, a MA recipient
nust be provided with a choice of at Ileast three nmnaged care
providers in a nandatory nanaged care program |n a mandatory nanaged
care programin a social services district with a general population
less than 350, 000, it is recomended that the district include at
| east two nanaged care providers in its nmanaged care program The
program needs to enconpass as broad a range of prinmary care and ot her
nedi cal services as possible, since federal waivers to establish a
nmandatory managed care programwill be contingent upon denonstration
of adequate provider availability and accessibility. (See Section VI.A
of this Adnministrative Directive for a further discussion of federa

wai vers.)

Managed Care Provider Responsibilities

A nmanaged care provider arranges for access to, and enrollnent of,
primary care practitioners and other nedical services providers. The
nmanaged care provider nust possess the expertise and enough resources
to assure the delivery of quality nedical care to enrollees in an
appropriate and tinely manner.

The nmanaged care provider nust provide or arrange for medi cal services
and assist enrollees to select nedical services prudently, including:

1) rmanagenent of the nedical and health care needs of enrollees by
the enrollee's designated primary care practitioner or group of
practitioners to assure that all nedically necessary services are
available in a tinely nmanner, and

2) referral, <coordination, nonitoring and followup with regard to
other nmedical service providers as appropriate for diagnosis and
treatnment, or directly providing some or all nedical services.

A managed care provider nust establish appropriate wutilization and
referral requirenments for physicians, hospital s and ot her nedica
service providers, including requirenents for energency roomvisits
and in-patient adni ssions.
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Primary Care Practitioners

A primary care practitioner is a physician or nurse practitioner
who provides primary care to, and nanages the nedical and health care
services of, an enrollee of a nanaged care program The primary care
practitioner may practice in a private, solo or group setting, nmay be
associated with an HMO or may practice in a clinic or out-patient
depart nent. In certain types of nanaged care prograns (e.g., PCW
nodel s), the primary care practitioner may also act as the nanaged
care provider.

Enrol | ees select a primary care practitioner (e.g.,physician or nurse
practitioner) from anong those designated by the nmanaged care
provi der. Enrol | ees nust be provided with a choice of no less than
three primary care practitioners.

The primary care practitioner nust nanage the nmedi cal and health care
needs of enrollees, to assure that all services which are found to be
nedi cal | y necessary are nmade available in a tinmely manner.

Primary care physicians are those who are |icensed under the Education
Law, who are qualified to participate in the MA program and who
specialize in: i nternal nedicine, pediatrics, famly practice,
general practice, or obstetrics/gynecol ogy.

Primary care practitioners my also include nurse practitioners
i censed under Education Law, who are qualified to participate in the
MA program and who specialize in: i nternal nedicine, pedi atrics,
fam ly practice, general practice, or obstetrics/gynecol ogy.

Ct her Medi cal Service Providers

Medi cal service providers include physicians, nurse practitioners,

nurse m dwi ves, denti sts, optonetrists, or ot her i censed
practitioners qualified to provide services under the MA program For
all covered nedical services, the nmanaged care provider nust offer a

choi ce of nedical service providers if enough are avail abl e.
3. MANAGED CARE SERVI CES

A managed care provider nay be responsible for any services covered
under the MA program except:

a. residential health care facility services;
b. LTHHCP services, and

c. hospice services
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At a mninmum nanaged care providers nust be responsible for primary
care services, including adhering to the Child/ Teen Health Plan visit
schedule and examination content standards for children 21 years of
age or younger.

Enrol | ees nust have access to famly planning services fromeither
providers affiliated with the managed care provider, or directly on a
fee-for-service basis fromother qualified MA providers not affiliated
with the managed care provider.

Under a nmnaged care program not all managed care providers nust
provi de the sane set of MA services. A nmanaged care program nust
include procedures through which enrollees will be assured access to
all MA services to which they are otherwi se entitled where the service
is not available from the nanaged care provider (e.g., dentistry,
transportation, etc.), or necessary because of an energency or
geographi c unavailability

4. PARTI Cl PANT SELECTI ON OF MANAGED CARE PROVI DER

I n mandatory nmanaged care prograns, MA recipients nust have a m ni mum
of 21 days from the date selected by the district to enroll in a
nmanaged care programto select a managed care provider. |If there is a
choi ce of managed care providers, the recipients nust be provided with
informati onal materials which are clear, reasonably understandabl e and
in a culturally appropriate form to assure that they can nake an
i nformed choi ce. The recipient's ability to make a know edgeable
choice is a key factor in the success of a nmanaged care program
whet her vol untary or nandatory.

If a recipient does not select a nanaged care provider or there is
only one provider designated by the districts, the recipient my be

assigned to a provider by the districts. If there is nore than one
nmanaged care provider, the districts nust equitably assign recipients
anong all participating managed care providers. However, assignnent

shoul d be used only as a last resort if a recipient refuses or fails
to choose a provider.

In certain types of managed care prograns, enrollees nust be pernitted
to change providers for any reason; in others there nmay be
restrictions on provider changes. The ability to restrict provider
changes depends upon the type of managed care provider and/or federa
authority. Restrictions are permtted if the nmanaged care provider is
a federally-qualified HMO, an HMO which has been designated as a
conpetitive nmedical plan (CwWP) for Medicare contracting, or has been
certified by DOH as a PHSP. Restrictions on provider changes al so are
permtted if federal Section 1115 waivers have been approved. For
exanple, if the federal Health Care Financing Admnistration (HCFA)
grants a waiver, provi der change restrictions are pernmitted if the
nmanaged care program uses a physician case managenent nodel, or the
nanaged care provider is a federally-qualified HVO However,
restriction on provider changes in HVOs which are only State-certified
(and not federally-qualified) is not permitted, pursuant to federa
statute.
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I f a managed care provider nmay not restrict the enrollee's right to
change providers, the enrollee nmust be pernmitted to | eave the provider
at any tine (subject to Welfare Managenent System (WMS) constraints),
for any reason. If the managed care provider may restrict the
enrollee's right to change providers, enrollees are permtted to
change providers within 30 days of their first enrollnent with a
nmanaged care provider. |In the next five nonths, the enrollee may not
change to a different nanaged care provider, except for good cause as
defined in Subpart 360-10. After this initial six-nmonth period, the
enrol |l ee nmay agai n change managed care providers w thout cause. Thi s
restricted period is generally referred to as "lock-in".

Di senrol | nent

In a voluntary nanaged care program disenrollnent also nmay be
restricted. For exanpl e, if the MArecipient is enrolled with a
nmanaged care provider which is a federally-qualified HMO, an HMO with
CWP designation or a PHSP, enrollees may disenroll within the first 30
days wi thout cause. Wthin the next five nonths, the enrollee nay
only disenroll for good cause (as defined in Subpart 360-10). After
this initial six-nmonth period, the enrollee nmay disenroll for any
reason. (Note: This restriction on disenrollnment also is generally
referred to as "lock-in".) MA recipients enrolled with a State-
certified HMO nust be permitted to disenroll without cause at any
time. There may be a restriction on disenrollnment with other types of
nmanaged care providers in voluntary prograns if a federal Section 1915
wai ver has been approved (e.g., PCVMP npdel prograns).

Al mandatory managed care progranms will require a federal Section
1915 wai ver. I n mandat ory managed care prograns, enrollees may only
disenroll for good cause as defined in Subpart 360-10. Pr ovi der

changes also may be linited. For exanple, if a nandatory nanaged care
program i ncludes one federally-qualified HMO, a PCMP and two State-

certified HMOs, there can be an enrollnent lock-in period for
enrollees of the federally-qualified HM>s and the PCVMP. However, after
the first six nonths of enrollnent, the enrollee can change

providers w thout cause, but nust remain in the nanaged care program
If the MA recipient is an enrollee of a state-certified HMO, the
enrol l ee nmay change providers at any tinme for any reason, but nust
remain in the nmanaged care program

Note: See Section VI.A. of this Admnistrative Directive for a further
di scussi on of federal waivers.

5. FI NANCI AL MCDELS

A variety of financial nodels may be used to reinburse providers
in the nanaged care program However, the nodel selected nust be both

financially feasible and cost-effective. The two nodels nost
frequently enployed use a full capitation/conprehensive benefit
approach or a partial capitation/limted benefit approach, al t hough

the district may propose enhanced fee-for-service or other
rei mbur sement met hods.
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Under the full capitation/conprehensive benefit nodel, a managed care
provider (generally an HMO or PHSP) receives a nonthly prepaid
rate per enrollee, sufficient to cover a wde range of services,

including in-patient hospital. The provider assunes a |level of
financial risk (within certain limts which can be negotiated) for al
covered servi ces, and is responsible for <controlling use of

unnecessary and duplicative services.

In the partial capitation/limted benefit nodel, the providers are
generally primary care physicians who receive paynents for providing
primary care services, although partial capitation arrangenents can
involve other types of providers (e.g., <clinics), and could cover
specialty, as well as, primary care. Non-primary care services are
paid on a fee-for-service basis, subject to referral and authorization
by the primary care practitioner who serves as a case nahager.

Attachments IV.A, |IV.Band IV.C of this Administrative Directive
provide exanples of benefit packages for each of the three financia
nodel s.

6. GUARANTEED ELI G BILITY

A nmanaged care program nmay include provisions for guar ant eed
eligibility; however, guaranteed eligibility may only be provided to
ADC and SSI enrollees if FFP is available. Currently, FFP is
availabl e only for enrollees of HM>»s which are federally-qualified or
have been designated as CwPs (for Medicare contracting purposes), or
PHSPs certified by the Departnent of Health. HR enroll ees will be
provided with guaranteed eligibility to the extent that it is

available to ADC and SSI enrollees. That is, if a managed care
provider includes a guaranteed eligibility provision for ADC and SSI
enrol | ees, then guaranteed eligibility will also be available to HR
enrollees. |If the managed care provider does not include a guaranteed
eligibility provi si on for ADC and SSI enrollees, guar ant eed
eligibility will not be available for HR enroll ees.

If guaranteed eligibility is available, enrollees will be entitled to
six nonths guaranteed eligibility coinciding with the first six nonths
of their enrollment period. The six-nonth guarantee period will begin
on the effective date of the recipient's enrollnment with the initia
nmanaged care provider. |If an enrollee |loses MA eligibility before the
end of the six nmonth period, she or he will continue to be eligible to
receive only services provided under the direction of the managed care
provider and fanmily planning services fromany qualified MA provider.

HR recipients who |lose their MA eligibility due to failure or refusa
to conmply with work sanctions wll not be entitled to guaranteed
eligibility.
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7. PAYMENT FOR COVERED SERVI CES

Once a MA recipient is enrolled in a managed care program MNA
rei mbursenent is available only for: 1) services provided by or
through the nmanaged care provider, and 2) services not covered by the
nmanaged care program but required to be available under the MA
program There is no federal or State reinbursenent for paynments made
to another nedical service provider for services which are the
contractual responsibility of the managed care provider. The nanaged
care plan may contain provisions for: 1) paynent for non-energent care
furni shed in hospital enmergency roons or 2) denial of paynent for non-
energent care furnished in hospital energency roons, or 3) for reduced
paynents for such care (i.e., "triage" paynents).

Payment for Acute Hospital Services

In cases where managed care providers assune financial responsibility
for hospital acute care services, paynent to hospitals for in-patient
services are to be nade in accordance with the State case paynent
system unl ess an HMO or other nmanaged care provider seeks
authorization from Departnent of Health for an alternate paynent
arrangenent . There are two approaches to an alternate paynment
nmet hod. First, Chapter 165 requires the Departnent of Health to
establish through regul ation an alternate paynent nmethod, such as a
per diem paynent nethod, which a managed care provider nay use.
However, the managed care provider nust insure that aggregate paynent
to a hospital is justified, based upon |ower costs to the hospital,
and that the paynents are equivalent to costs. Mandat ory adj ust nents
in hospital paynent such as capital reinbursenment, and bad debt and
charity care all owance are to be received fully by a hospital under an
al ternate paynent arrangenent. Another way for nanaged care providers
to pursue an alternate paynent nethod is to enter into a nutually
agreed-upon paynent nethod wth one or nore hospitals. The actua
net hod of paynent and paynment anobunt can be negotiated between the
nmanaged care provider and hospital so long as both are consistent with
State hospital paynent law and regul ations. Such negoti at ed
arrangenments nust be subnmitted to the Departnent of Health for
approval .

8. CO PAYMENTS

Payments for unauthorized enmergency roomvisits for enroll ees mandated
to be in a nmanaged care program nmust be reduced by statutorily
est abl i shed co-paynent anounts (see Attachnment 1), but no provider may
deny services to an enrollee based on an enrollee's inability to pay
the co-paynent.

The co-paynent will apply to all enrollees except:

o0 children under the age of 18:

0 pregnant womren;
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o enrollees who have been required to spend all of their income for
nedi cal expenses on residential care, except their personal needs

al | owances, and

o0 and any other enrollees excluded by federal |aw or regul ations.

Co- paynments nmay not exceed the foll ow ng:

State's paynent for services Maxi mum Co- paynent
$10.00 or Iless $ .50
$10.01 to $25.00 $1.00
$25. 01 to $50.00 $2. 00
$50.01 or nore $3. 00

9. SPECI AL CARE
a. Special Care Provisions of Managed Care Pl ans

Districts or groups of districts may devel op managed care plans with
special care provisions for MA recipients. Special care is defined as
care, services and supplies relating to the treatnment of nenta
illness, nental retardation, developnental disabilities, alcoholism
and al cohol abuse, and substance abuse.

A managed care program which includes special care nust provide
participants who require special care on nore than an incidental basis
with a managed special care provider to arrange access to special care
provi ders.

b. Managed Special Care Providers

A nmanaged special care provider is an entity that provides, directly
or indirectly (including by referral), either special care services or
special care services in conjunction with MA services as part of the
managed care program

Qualifications and standards for nanaged care special providers are
being developed in regulation, in consultation with the responsible
speci al care agenci es. The responsi bl e special care agency (RSCA) is
whi chever of the following State agencies is responsible for the
special care in question: the Ofice of Mental Health, the Ofice of
Mental Retardation and Developnental Disabilities, the Division of
Al cohol i sm and Al cohol Abuse, or the Division of Substance Abuse
Servi ces.

A nmanaged special care provider nmust possess the expertise and enough
resources to assure the delivery of quality special care to
participants in an appropriate and tinely manner, and nust apprise the
participant's managed care provider of special care provided to the
partici pant if the nmanaged special <care provider is not the
participant's managed care provider.
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c. Managed Special Care Pl ans

A nmanaged care plan that covers special care in addition to neeting
the requirenents for nanaged care plans (identified in Section 1V of
this Admnistrative Directive) nust be developed in conjunction with
the I ocal nmental hygiene director and the community services board,
and include a provider network adequate to neet the needs of
partici pants who need special care. Regul ations for special care are
currently under devel opnment by the Departnment and the RSCAs.

Review Criteria

The nmanaged special care provisions of a nanaged care plan will be
revi ewed by the Departnent according to the criteria identified in
Section IV, C/2; "Review Criteria for Managed Care Plans", of this
Admi ni strative Directive. Provisions of a managed care plan that
i nclude special care will also require the approval of the responsible
speci al care agency (RSCA). The RSCA nay partially approve a nanaged
care or special care plan when this would pronote the objectives of
Chapt er 165.

Revi ew Process

Upon receipt of the special care provisions of a nanaged care pl an,
the Departrment will submit the provisions to the RSCA. Wthin 60 days
of review ng the special care provisions of the plan, the RSCA will
inform the Departnment of its approval or disapproval of the
provi sions. Upon this recomendation, the Departnent will notify the
soci al services district whether it is required to submt an amendnent
to the special care provisions of its plan.

| f t he Departnment requires an anendnent of the special care
provi sions, the social services district nust subnit an anmended plan
addr essi ng the reasons for disapproval wthin 90 days of the
district's receipt of the disapproval.

Upon recei pt of the anmended special care provisions form the socia

services district, the Departnent will submit the anmendnent to the
RSCA. Wthin 30 days of receiving the anended special care
provi si ons, the RSCA will informthe Departnent of its approval or

di sapproval of the provisions.

Wthin 60 days of the Departnment's receipt of the anmended provi sions,
it will notify the social services district of its approval or
di sapproval .

10.  UTI LI ZATI ON THRESHOLDS

Al enrollees of a nmanaged care program approved by the Departnent
will be exenpt fromMA utilization thresholds.
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REQUI RED ACTI ON
A. District Designation by the Departnent

Begi nning in Cctober, 1991, and annually thereafter, the Depart nent
nust designate up to twenty districts which nust develop and submt
nmanaged care plans to the Departnent. I n subsequent years, the
Departnment will designate up to twenty additional districts per year,
until all non-exenpt districts have been desi gnated.

The list of designated districts will be issued in md-Cctober of each
year in the formof a Local Comm ssioner's Menorandum Addi tionally,
districts which have been designated will be notified individually by
the Department in witing.

Priority Ranking of LDSS for Designation

Designation will be based wupon a priority ranking of districts
according to criteria established by the Departnent in regulation
(Subpart 360-10). Ceneral criteria, such as provider availability and
geographi c accessibility, inplenentation potential and potential cost-
ef fectiveness will be applied. O her mandated criteria under Chapter
165 will also be considered:

1) the size of the social service district's MA popul ation;

2) high average cost per client;

3) MA population not enrolled in a nmanaged care progran

4) low community health center utilization;

5) high utilization rates for enmergency roons;

6) high nunber and duration of in-patient hospital adn ssions, and
7) high nunber of physician visits.

B. District Exenption from Managed Care Pl an Submi ssion

Any social services district which has been designated to subnmt a
nmanaged care plan nmay seek an exenption fromthe plan subnission
requirenent for up to two years fromthe date of the social services
district's initial designation. To secure an exenption, the socia
services district nust denobnstrate, subject to the Departnent's
approval , t hat : 1) it wll be unable to achieve savings through
nmanaged care, or 2) that quality of care cannot be naintai ned through
nmanaged care. A district my request the Departrment to renew an
exenption for additional two year periods.

To request an exenption, the social services district nmust subnit a
witten request to the Departnent within 60 days of its receipt of
notification of its designation. The request nust describe in detail

1) the reason(s) the exenption is sought;

2) the information wused and the activities undertaken by the socia
services district to determine that an exenption would be
required;

3) the duration of the requested exenption, and

4) the likelihood that renewal of the exenption would be requested in
subsequent years.
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Wthin 30 days of the Departrment's receipt of the exenption request,
the Departnment will approve or disapprove the request in witing. | f
the request s disapproved, the Departnment will explain the reasons
for di sapproval.

If a request for an exenption has been deni ed, the social services
district nust submt a managed care plan pursuant to the district's
initial designation by the Departnent. A social services district
will have 180 days from receipt of the Departnment's exenption
di sapproval to subnmit its managed care plan.

C. Managed Care Pl an Submi ssion

In addition to those districts required to subnit nanaged care plans
as a result of designation by the Departnment, any other district may
submit a nanaged care plan for approval by the Departnent. Two or
nore districts which share a comon nedical nmarketing area are
encouraged to subnmit a nmulti-district nmanaged care plan.

Districts which have been desi gnhated must submt nmanaged care plans to
the Departnent within 180 days of the date upon which they were

desi gnated by the Departnent. A social services district or group of
soci al services districts which has not yet been designated may submt
a managed care plan at any tine. The specific requirenents for

submitting a managed care plan and the content of the plan are in
Attachment |V.

The nmanaged care plan submtted by the social services district nust
include, at a mnimum a provider network which is adequate to neet
the nedical and health care needs of 10 percent of the district's M
population which is not exenpt or excluded fromparticipating in
nmanaged care. At this point, the social services district will not be
required to submit a managed care plan which includes a provider
network adequate to neet the needs of 50 percent of the socia

services district's MA popul ation which is not exenpt or excluded from
participating in nanaged care. However, if the nanaged care plan
subnmitted by the social services district does not include such a
network, the managed care plan nust generally describe how the socia

services district proposes to recruit and establish enough providers
with the capacity to furnish the necessary services within five years
of when the Departnent approves the managed care plan.

Additionally, if the social services district's nmanaged care plan does
not include a sufficient provider network to neet the third and fifth
year enrol |l nent goals, the district wll be required to submt
anendnents to its plan as it expands its nmanaged care provi der network
to neet the needs of its MA population required to be enrolled (i.e,
25 percent by Year Three of program operations, and 50 percent of the
MA population by Year Five of program operations). The first
anendnent, describing the social services district's provider network
and plans for enrollnment of 25 percent (or 50 percent) of its MA
reci pients not exenpt or excluded fromparticipating in nmanaged care,
nust be subnitted to the Departnent wthin 24 nonths of when the
Departnent initially approves the nmanaged care plan. If this first
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anendnent does not describe the provider network and specific plans
for enroll ment of 50 percent of the social services district's M
reci pients not exenpt or excluded fromparticipating i n nanaged care,
a second anendnent identifying the district's proposed network and
specific plans nust be subnmitted wthin 48 nonths of when the
Departnment initially approved the social services district's nanaged
care plan.

Al'l managed care plan amendnents identified above nmust contain the
i nformation identified in Attachnent 1V, "Managed Care Plan
Requi renents" of this Adm nistrative Directive.

1. Review Approval Process for Managed Care Pl ans
Revi ew

Al managed care plans, whet her from designated districts or from
other districts, wll be subject to the sane review and approva
process.

Wthin 90 days of receipt of a nanaged care plan by a social services
district, the Departnent wll approve, di sapprove or request
nodi fication of the managed care pl an. This review wi |l be conducted
in consultation with the Departnent of Health. (Note: the Departnent
may approve part of a managed care plan if such approval woul d pronote
the objectives of Chapter 165.) If the Departnent disapproves or
requests nodification of the nanaged care plan or any portion of the
plan, the Departnent will provide a witten notice to the socia
services district detailing the reasons for the disapproval or
requested nodifications.

Wthin 90 days of the receipt of this notice, the social services
district nust nodify the nanaged care plan to address the deficiencies
and resubnit the nodified plan to the Departnent.

If within 30 days of subm ssion of the nodified nanaged care plan, the
Departnment determines that the nodified plan has not adequately
addressed the deficiencies, the Departnent nmay require further
nodification of the plan within a tine period specified by the
Depart nment.

Approva

If the Departnent has granted full approval of the social services
district's managed care plan, the district wll be expected to
i nplement its managed care programso as to achieve its first vyear
enrol Il ment goal within 12 nonths fromthe plan's approval.
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In certain circunstances, the Departnent my grant a conditiona
approval of the district's nanaged care pl an, e.g., if the State
Division of the Budget has not approved the proposed rei nbursenent
rates, or if final provider contracts are not executed. If the
Departnment conditionally approves the nmanaged care plan, it wll
specify the reasons for the conditional approval and identify the tine
period within which the conditions nmust be net. Once these conditions
are addressed, and the Departnent grants full approval of the socia
services district's managed care plan, the district will be expected
to inplenent its managed care programso as to achieve its first year
enrollnment goal wthin 12 nonths fromthe date of the plan's ful
approval .

2. Review Criteria for Managed Care Pl ans

In determining the adequacy of a social services district's nanaged
care plan, the Departnent will consider the extent to which the
proposed managed care programwi || achieve social service district's
enrol Il nment goals, and if the plan describes a program which:

0 is reasonably related to specific problens which the nmanaged care
program is designed to address, including reasonable estinates of
the program s | ocal cost-effectiveness;

o includes enough nanaged care providers, and an adequate network of
primary care practitioners and other nedical service providers,
whi ch are geographically accessible to the MA target population (to
be determined in consultation with the Departnment of Health);

o includes adequate grievance procedures;

0 adequately assures the continuity and quality of care for
enrollees (to be determined in consultation with the Departnment of
Heal t h);

0 adequately docunents community participation in the devel opnent of
the managed care plan;

0 includes appropriate procedures to enroll MA recipients, including
provi di ng enough information for recipients to nmke an inforned
choi ce of managed care and prinary care practitioners;

0 provides adequate access to energency nedi cal care and services (if
covered under the plan) and establishes adequate procedures between
nmanaged care providers and hospitals to assure appropriate use of
such services (to be determined in consultation with t he
Depart ment of Health);

0 provides enough docunmentation that nanaged care provi ders,
qualified primary care practitioners and nedi cal services providers
were given the opportunity to participate in the nmanaged care
program

0 assures the provision of preventive care services in accordance
with the Child/ Teen Health Pl an; and



Dat e

Tr ans.

Not e:

Novenber 27, 1991

No. 91 ADM 47 Page No. 19

0 adequately describes how managed care providers will be enrolled in
the nmanaged care program

The Departnent nay approve a nmanaged care plan that nmay not achieve
the programis enroll ment goals, but would inprove the quality and
cost-effectiveness of care.

D. Failure to Submit a Mnaged Care Plan by a Designated Socia
Services District or Disapproval of a Plan from a Designated
District.

If a social services district which has been designated to subnmit a
nmanaged care plan does not subnmit a plan or has failed to adequately

nodify the plan to obtain the Departnent's approval, the Depart nent
may, in consultation with the Departnent of Health, develop a nanaged
care plan for the social services district. If the Departnent

determines that the nmanaged care plan will provide a cost-effective
neans to enhance quality and availability of health care for MA
reci pients, and the plan can be effectively inplenmented in the socia

services district, the Departnent nmay authorize and direct the socia

services district to provide all necessary assistance to assure that
the plan is tinely inplenented in the social services district.

E. Managed Care Grant Funding

Chapter 165 authorizes the Departnent, subject to approval of the

State Division of the Budget, to nmmke grants to social services
districts of up to $150,000 in SFY '91-'92 to aid in the planning and
devel opment of nmnaged care prograns. Where a social services
district is conprised of nore than one county (i.e., New York City),

the district may receive up to $150,000 for each county. Up to an
addi tional $150,000 nmay be provided, subject to the availability of
FFP.

Any social services district or group of districts which has been
designated to subnit a nmanaged care plan by the Departnment may request
grant funding. Any social services district or group of districts
which voluntarily has submitted a nmanaged care pl an (before
desi gnation) also may request grant funding.

The specific details of the grant process and funding requirenents are
in Attachment V of this Administrative Directive.
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SYSTEMS | MPLI CATI ONS

A. Provider Enrollnment in the Medicaid Managenment |Information System
(MM S)

Al'l managed care providers nust be enrolled in MMS, whet her the
provider is fully-capitated (HMO or PHSP), partially-capitated with
referral provisions (e.g., a PCMP), or is participating in an enhanced

fee-for-service nodel. Al providers will be enrolled under Category
of Service 0220-Capitation Provider. If providers are already
enrolled in MMS under another Category of Service, they nust also
enroll with a separate MMS provider identification nunber for

Cat egory of Service 0220.

B. MA Recipient Enrollnent

MA recipients wll be enrolled in the Prepaid Capitation Program
(PCP) Subsystem of WWB. Trai ning and techni cal assistance will be
provi ded by Department staff in the enroll ment/disenroll ment processes
and al | rel ated WS, W S, El ectronic Medicaid Eligibility

Verification System (EMEVS) and fiscal agent issues.
C. Billing and Paynent

Payment for services for managed care enrollees will be through the
MM S fiscal agent. Fully-capitated (HMO or PHSP) and partially-
capitated (e.g., PCW) type prograns, wll be paid once-a-nonth per
enrollee. Paynent amounts will be based upon the enrollee's actuaria
class (age, sex, aid category). The option exists for the Departnent
to generate the nonthly clains for the HMO and partially-capitated
PCVP nodel s.

However, nanaged care providers nmust be aware that the Departnent-
generated claim includes only enrollees who are eligible with the
proper type of coverage, and an active PCP Subsystem entry at the
poi nt of the WS pul | down. Cases that have not yet been recertified
by pulldown, for exanple, will not be included on that claim
Ther ef or e, the nmanaged care providers also nust be able to claimin
those situations. The Departnent cannot generate clains for the
enhanced fee-for-service nodel providers.

Billing instructions wll be provided by the Departnent after
providers are enrolled.
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ADDI TI ONAL | NFORMATI ON
A. Federal Wivers

Any social services district which proposes to enroll federally-
participating MA recipients on a nandatory basis will require federa
wai vers for its managed care plan from HCFA. Chapter 165 aut hori zes
the Departnment to request waivers of certain provisions of the Socia
Security Act under Section 1915 of Title XIX, relating to freedom of
choi ce, statew deness and conparability of services for the nmanaged
care program The need for federal waivers will depend on whether or

not a social services district will nmandate enrol |l ment in nmanaged care
pl ans, and the type(s) of nmanaged care providers that will be
i nvol ved. It is, therefore, important for the social services
district to identify and describe in as nmuch detail as possible these
conponents of its managed care pl an. The Departnent will assess the
need for federal waivers for the social services district's nanaged
care plan. I f federal waivers are necessary, the Departnent wll
provi de techni cal assistance to the districts to address the

requi renents of a federal waiver request.

Wai ver applications will be submitted to HCFA by the Departnent once a

social service district's nanaged care plan has been approved. Past
experience indicates that it muy take from6 to 12 nonths to prepare
and secure final HCFA approval of the waivers. Therefore, when
preparing the managed care plan, the districts should allow for this
additional tine in their workplans and enroll ment projections. For

exanple, if a managed care plan is submitted by April 1,1992, fully
approved by the Departnment by July 1, 1992, and a waiver request
submitted by Septenber 1, 1992, a district should not project
mandatory enrollment to begin until Septenber 1, 1993. In the
interim however, a social services district would be encouraged to
i nplement its programon a voluntary basis.

B. Technical Assistance

Social services districts wll receive technical assistance with
devel opnment of their managed care plans, and with devel opnent of the
nodels of health care which will be used to inplenent these plans.
Techni cal assistance will be available fromthe Departnment, as well as
the Departnent of Health and any other State agencies as necessary.
The ki nds of technical assistance which will be offered to the LDSS
are as foll ows:

1. The Departnent will develop and distribute a managed care policy
and procedure nmanual. This manual will identify State policies
and procedures, and include exanples of managed care nmaterials
(e.g., enrollnment/disenrollnment forns, referral fornms, marketing
brochures, grievance procedures, county staffing plans, etc.)
currently used.
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2. Oher technical assistance in nanaged care plan devel opment wll
be provided as necessary:

o identifying appropriate nanaged care program nodels for service
delivery and financing;

o identifying and recruiting providers;
o0 devel opi ng rei nbursenent nodel s/ net hods;

o facilitating contract negotiation wth providers, i ncl udi ng
rate and benefit package negotiation;

0 devel opi ng organi zational structures within the districts;
o0 devel oping appropriate quality assurance mechani sms;

0 devel oping appropriate nmarketing strategies/preparing marketing
mat eri al s;

0 assisting the district to develop procedures for processing
enrol | ment/ di senrol | ments/ case transitions /roster
reconciliations;

o facilitating provider enrollnment; and

0 training district staff in enrollnment/disenroll ment mechani smns,
gener al problem identification and resol ution WS/ PCP
interface, provider relations.

3. Technical assistance/liaison with operational prograns:

o overall provider nonitoring;

0 systenms issues: data entry, systens interface, probl em
identification/resolution;

0 provider relations, including claimng/billing; and
0 quality assurance/grievance resol ution oversight.
C. Reporting

Upon approval of a social services district's grant funding request
and/ or managed care plan, the district nmust subnmit quarterly program

reports to the Departnent. The specific format of these reports will
be determined by the Departnment at a | at er dat e. Bef ore
i npl ementation of the nanaged care program the social services
district wll be required to address in the reports such issues as

progress to date, status of key mlestones, and problens encountered.
Once the social services district's nanaged care program has been
i npl emented, the district will be required to report on enrollnent
| evel s, grievances, changes in provider participation, etc.
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D. Eval uation

Al'l social services districts with approved managed care plans will be
required to participate in Departnent activities to evaluate their
nanaged care program and activities related to reporting to the
CGovernor and the Legislature.

EFFECTI VE DATE

Thi s Adm ni strative Directive is effective Novenmber 1, 1991,
retroactive to June 12, 1991.

Jo- Ann A. Costantino
Deputy Conmi ssi oner
Di vi sion of Medical Assistance



