	2011-2012 Health Article. VII Budget Bill Summary

S.2809-D/A.4009-D

	Part
	Section
	Final Bill
	Proposal
	Effective Date
	Comments

	Part A
	§1
	Yes
	EPIC – Reduces the Part D premium assistance payment to be available only to former “Fee” members with incomes under $23,000 (single) $29,000 (couple); eliminates deductible credit currently provided by EPIC
	7/1/11
(p. 19)
	The Executive Budget had eliminated the EPIC Part D premium assistance payment.

	Part A
	§2
	Yes
	EPIC – Eliminates references to the EPIC application fee and deductible credit and defines the “coverage gap period” and “Medicare Part D excluded drug classes”.
	1/1/12
(p. 19)
	Same as Executive Budget.

	Part A
	§§3-3-n
	Yes
	EPIC – EPIC will provide coverage only when the participant is in the Medicare Part D coverage gap “donut hole”; mandates that EPIC participant must be enrolled in Part D; and that EPIC is no longer the payor of last resort.  NO MORE COPAYMENT ASSISTANCE DURING DEDUCTIBLE period or while Part D plan is paying in initial coverage period and in catastrophic coverage period.  No more formulary wrap-around.  
	1/1/12
(p. 19) 
	Same as Executive Budget.

	Part A
	§4
	Yes
	Early Intervention (EI) – 5% across-the-board reduction in rates for the EI program.
	4/1/11
	The Executive Budget had called for a 10% across-the-board reduction in rates.  

	Part A
	§5
	No
	EI – Providers who receive more than $500,000 from Medicaid for EI services each year can seek reimbursement directly from Medicaid prior to seeking payment from municipalities.  
	
	

	Part A
	§11
	No
	EI – Prohibits insurance companies from denying claims for medical services normally covered under the terms of a policy based on prior authorization requirements, the location where services are provided, the duration of the condition, the likelihood of significant improvement, or the network status of the provider.
	
	

	Part A
	§12
	Yes
	EI – Modifies the requirement that child’s parents and an EI official agree on the child’s initial IFSP before EI services are authorized. 
	4/1/11
	The Executive Budget had eliminated the requirement that the child’s parents and an EI official agree on the IFSP.

	Part C
	§1-3
	Yes
	HCRA – Extends HCRA through 3/31/14. (No increases in HCRA surcharges/assessments)
	4/1/11
	Same as Executive Budget.

	Part C
	§§5-5-b, §6
	Yes
	HCRA – Extends the Covered Lives Assessment through 3/31/14. 
	4/1/11
	§§5-5b are the same as Executive Budget; §6 was omitted in the final bill.

	Part C
	§§15-20
	Yes
	HCRA – Extends the Physician’s Excess Medical Malpractice Program through 6/30/14.
	4/1/11
	Same as Executive Budget.

	Part C
	§25
	Yes
	HCRA – Extends the Entertainment Industry Worker Demo Program through 3/31/14.
	4/1/11
	Same as Executive Budget.

	Part C
	§§30-31
	Yes
	HCRA – Eliminates the requirement that physician services be "private practicing" physician services in order for the services to be exempt from the patient services assessment.  
	4/1/11
	Same as Executive Budget.

	Part D
	§17
	Yes
	Extends the “cooling off” period where hospitals and a managed care plans continue to abide by the terms of the contract for 2 months from the effective date of contract termination or non-renewal.  This provision does not include any clarifying language, 
	4/1/11
	Same as Executive Budget.

	Part D
	§19
	Yes
	Extends the CHPlus income and benefit expansions and facilitated enrollment through 7/1/14.
	4/1/11
	Executive Budget extended permanently.

	Part D
	§20
	Yes
	Extends authorization for partially capitated managed care plans to provide primary care and preventive services to Medicaid recipients as well as HIV special needs plans through 3/31/16.
	4/1/11
	Executive Budget extended permanently.

	Part D
	§22
	Yes
	Extends authorization for the Medicaid program, subject to Federal financial participation, to cover Medicaid Managed Care premiums for the 6-month period beginning with enrollment in a MMC plan, even if the enrollee loses eligibility for Medicaid before the end of such period through 3/31/16.
	4/1/11
	Executive Budget extended permanently.

	Part D
	§25
	Yes
	Extends the Medicaid managed care program until through 3/31/16.
	4/1/11
	Executive Budget extended permanently.

	Part D
	§§26-26-a
	Yes
	Extends Medicaid co-payments through 3/31/15. (VICTORY -- No increase in co-pays).
	4/1/11
	Executive Budget extended permanently.

	Part H
	Sec 3 p. 112
	Yes
	CHHA Reimbursement - interim agency ceilings eff 4/1/11 to 3/31/12 
	4/1/11
	

	Part H
	Sec. 4

p. 113 
	YES
	CHHA Reimbursement - Episodic Payment system eff 4/1/12
	4/1/12
	

	Part H
	§5
p. 114
	Yes
	Drug Carve-Out Repeal - authorizes that the pharmacy benefit to be carved into MMC plans.
	Takes effect 180 days after enactment
	Same as Executive Budget. – repeals existing SSL § 365-j.  This provision conflicts § of the budget which extends the pharmacy carve-out statute.

	Part H
	§5-a
	Yes
	Pharmacy Benefit under FHP – Eliminates a cross-reference between FHP pharmacy benefit and state management of drugs under FFS.
	Takes effect immediately
	Same as Executive Budget

	Part H
	§9
	Yes
	Pharmaceutical Rebates – Allows DOH Commissioner to designate a pharmaceutical manufacturer’s drug as non-preferred if an agreement cannot be reached on rebates.
	Takes effect immediately
	Same as Executive Budget

	Part H
	§10
	Yes
	Authorizes DOH Commissioner to determine pharmaceutical dispensing/reimbursement fees.
	Takes effect immediately
	Eliminates pharmacy reimbursement and dispensing fees from statute and gives authority to DOH Commissioner to determine such payments and fees.

	Part H
	§12
	No
	Allows pharmacists to administer to individuals 11 yrs. or older immunizations recommended by the CDC
	
	 

	Part H
	§§13-17
	Yes
	Pharmacy FFS Reform – Authorizes DOH Commissioner discretion to determine P&TC’s and classes of drugs.  
	5/1/11
	Increases PTC from 17-18 members.

Commissioner now designates chair of PTC, who shall be a member of DOH.

Grants Commissioner discretion to determine classes of drugs.  

	Part H
	§18
	No
	VICTORY -  NO Elimination of Physician prevail for Pharmacy –  
	
	

	Part H
	§19
	Yes
	Medicaid Managed Care Mail Order – Managed care plans must allow members to fill mail-order prescriptions at in-network mail order pharmacies, or non mail-order in network pharmacies, if prices are comparable
	Takes effect immediately
	New provision – adds new subsection to subdivision 4 of  SSL §365-j

	Part H
	§20
p., 120
	Yes
	Elimination of the Part D wrap-around for atypical anti-psychotics, anti-depressants, anti-retrovirals, and anti-rejection drugs.
	Takes effect 180 days after enactment
	Same as Executive Budget

	Part H
	§21
	Yes
	Elimination of exempt classes of drugs under Medicaid – The exempt classes include anti-psychotics, anti-depressants, anti-retrovirals, and anti-rejection drugs; now will require prior approval
	Takes effect 180 days after enactment
	Same as Executive Budget

	Part H
	§23
p. 120
	Yes
	MORE RESTRICTIVE Medical necessity criteria – Enteral formula therapy is limited to cover nasogastric jejunostomy, or gastrostomy tube feeding; nutritional or dietary supplements are not covered; 
prescription footwear and inserts only allowed for part of a lower limb orthotic appliance as part of a diabetic treatment plan; 
compression stockings only for pregnancy or treatment of venous stasis ulcers; 
and authorizes Commissioner to require prior authorization of prescription opiod analgesics in excess of four prescriptions in a 30 day period.
	12/1/11 ?? 
	Same as Executive Budget

	Part D
	Sec 24
	NO
	VICTORY Spousal Refusal was NOT Eliminated
	Part D
	Sec 24

	Part H
	§27
p. 122
	Yes
	Establish Utilization Limits for Physical Therapy, Occupational Therapy, & Speech Therapy/Pathology – 20 visits per year.

(rejected Assembly proposal to allow “utilization thresholds” to increase limits by MD’s request as is done for other services)- this is a flat limit - does not apply to people with developmental disabilities
	Takes effect immediately
	Limits Medicaid coverage occupational, speech, and physical therapy to 20 visits per year, but authorizes NPs to write the script for such services, just like physicians.

	Part H
	§31
	Yes
	Smoking Cessation - Removes limits on Medicaid coverage for smoking cessation counseling to pregnant women and individuals between 10-20
	Takes effect immediately
	Same as Executive Budget

	Part H
	§33
p. 123
	Yes
	Home Care Worker Wage Parity
	Takes effect immediately
	

	Part H
	§33-a
	No
	MC Contracts with Home Care Agencies - REJECTED PROPOSAL THAT WOULD REQUIRE MC plans to only contract with home care providers approved by DOH or its designee through a provider agreement between the provider and DOH, with compensation to employees must be equal or greater to the total compensation provided to employees by agencies providing Medicaid personal care.
	
	

	Part H
	§35
p. 127
	Yes
	Medical Homes - Establishes statewide program. MMC, FHP and CHP will receive enhanced rates.
	Takes effect immediately; deemed repealed 4/1/15
	Accepted the Assembly proposal.

	Part H
	§37
	Yes
	Health Homes Services - Establishes statewide program, OMH and OPWDD  The budget authorizes the Commissioner to contract with providers to provide health home services to patients with multiple chronic illnesses or a behavioral health condition in accordance with Federal guidelines. Eligible patients may be assigned to a health home but must be offered the option of two health homes to the extent practical.

	Takes effect immediately
	Same as Executive Budget.

	Part H
	§41
p. 136

§41-a, §41-b
	Yes
	MLTC Program - No longer a demonstration program and will be mandatory enrollment.
· One victory - MLTC plans required to offer CDPAP services 

· (p. 139) Upon submission and approval of federal waivers, mandatory enrollment in MLTC (or program models that “may” include  LTHHCP that meet guidelines”   for anyone over age 21 who needs HCBS “a specified by the Commr”  for > 120 days..
· WHICH PROGRAMS WILL CONSUMERS BE ABLE TO ENROLL IN?  Slightly broader than only official certified MLTC programs -- enrollment will be in a certified MLTCP “…or other program model that meets guidelines specified by the Commissioner  that support coordination and integration of services…  The guidelines must address… [the various requirements in the MLTP law,]… and payment methods that ensure provider accountability for cost-effective quality outcomes. Such other program models may include  Long Term Home Health Care Programs (Lombardi) that comply with such  guidelines.”  
· Does not specifically permit CHHAS or special needs CHHAs to be the care coordinating entity, but gives discretion to commissioner if meets guidelines.  
· EXEMPTION from mandatory enrollment  - Native Americans

· EXCLUSION from mandatory enrollment - 

· Not expected to be eligible for Medicaid > 6 mos bc/ spend down
· Has MA only for TB treatment
· In Hospice  

· Ssl 366subd (4), (v) 

· Has medicaid as secondary coverage and primary coverage for which payment of the premium by Medicaid is cost-effective

· Receives family planning

EXCLUDED but only until “program features and reimbursement rates” approved by DOH and  OPWDD:

· In NHTDW, TBI, or OPWDD waivers

· In regular Medicaid managed care (364-j)
· In Assisted Living Program

TRANSITION - will apply to current recipients, but MLTC plans required to provide “transitional care” in 30 days while they do assessment (p. 142) \

ENROLLMENT - will be assigned to a plan if don’t select one within 30 days of when given choice. 

ONLY SELECTED CONSUMER PROTECTIONS APPLY- choice of plan and provider, counseling and education re choices,and disenrollment protections.  Right to notice regarding appeal options not included.

(vii) Managed long term care provided and  plans  certified  or  other
     2  care  coordination  model  established  pursuant to this paragraph shall
     3  comply with the provisions of paragraphs (d), (i), and (t) and  subpara-
     4  graph  (iii)  of paragraph (a) and subparagraph (iv) of paragraph (e) of
     5  subdivision  four  of  section  three hundred sixty-four-j of the social
     6  services law.
PUBLIC INPUT -- (ii) The commissioner, shall seek input from representatives of home  and community-based long term care services providers, recipients, and  the Medicaid managed care advisory review panel, among others, to further evaluate and promote the transition of persons in receipt of  home and community-based long term care services into managed long term  care plans and other care coordination models and to develop guidelines  for such care coordination models. The guidelines shall be finalized and  posted on the department's website no later than November 15, 2011

	Takes effect 180 days after enactment
*Deemed expired and repealed 4/1/15
	

	Part H
	
	Yes
	Mandatory MLTC - Applies to Medicaid recipients over age 21 who require community-based long-term care who require more than 120 days of service.  Application is submitted to an entity to be designated by the Department, eliminating the involvement of Local Departments of Social Services.  Assessments to be performed every six months.  Increases number of certificates available from 50 to 75.  Process of issuing certificates to be determined by Commissioner.  Workgroup developed.   
	Takes effect 180 days after enactment


	Eliminates cap on certificates.

	Part H
	§42, §42-a, §42-b
	Yes
	Creates “special needs managed care plan”
	Takes effect 180 days after enactment
	

	Part H
	§42-c, §42-d
	Yes
	Management of Behavioral Health Services - OMH, OASIS, DOH, with the approval of DOB will designate regional entities for the management and administration of behavioral health services.  Commissioners are authorized to enter into contracts with out competitive bid for such services.
	Takes effect immediately
	

	Part H
	§§43-45
	No
	REJECTED - Increased Co-payments – Medicaid - establishes co-payments for emergency services when provided for non-urgent or emergency care; expands co-pay list to include vision, dental, audiology, physician, nurse practitioner and rehabilitation services including occupational therapy, physical and speech therapy.  Increased aggregate cap from $200 to $300.    
	
	

	Part H
	§46
	No
	REJECTED - Increased Co-payments – FHP - Expands co-payments to include nurse practitioners’ services (and others); establishes co-payments for emergency services when provided for non-urgent or emergency care.
	
	

	Part H
	§47
	No
	REJECTED Co-payments for CHP - Defines co-payment for CHP; authorizes Commissioner to set co-payments at amounts consistent with federal standards -- has effect of increasing co-payments for brand name prescription drugs and non-urgent/non-emergency ER care.  Sets aggregate co-payment cap at $300.
	
	

	Part H
	§47-a
	Yes
	CHP Rate Cut - 1.7% cut to CHP rates for 2011-2012; effective 10/1/2011 the Commissioner will reduce the payment to the plan by the estimated co-payment amounts.  Commissioner may increase rates if the plan participates in a medical home program.  
	Takes effect immediately
	

	Part H
	§52
	Yes
	NYS Medical Indemnity Fund - Establishes a fund to provide for certain costs for birth related neurological injuries.  DTF shall be fund custodian; Administered by Superintendent by Department of Financial Regulation.  Fund payment to cover: (i) health care costs of qualified plaintiffs; (ii) existing Medicaid liens; and (iii) attorneys’ fees.  Note collateral source/subro rule (pg. 79, line 17).  
	Takes effect 90 days after enactment
	

	Part H
	§52-a
	Yes
	NYS Hospital Quality Initiative - Medical Indemnity Fund to be funded by hospitals.  Assessments calculated by formula to total $170M beginning 4/1/11; to be indexed by CPI.


	Takes effect 90 days after enactment
	

	Part H
	§52-i
	No
	Damage Awards - Non-economic damages capped at $250,000; no cap on economic and pecuniary damages.
	
	

	PART H 
	53

p. 156
	YES
	CHANGE DEFINITION OF ESTATE for MEDICAID RECOVERY -

  54    6. For purposes of this section, [the term] an  individual's  "estate"   [means]  includes all of the individual's real and personal property and other assets [included within the individual's estate and] passing under  the terms of a valid will or by  intestacy.    Pursuant  to  regulations   adopted  by  the  commissioner, which may be promulgated on an emergency  basis, an individual's estate also includes any other property in  which   4  the  individual  has  any  legal title or interest at the time of death,    5  including jointly held property, retained life estates, and interests in  trusts, to the extent of such interests; provided, however, that a claim   against a recipient of such property by distribution or  survival  shall8  be  limited  to  the  value  of  the  property received or the amount of 9  medical assistance  benefits  otherwise  recoverable  pursuant  to  this 10  section,  whichever  is  less.    Nothing  in  this subdivision shall be    11  construed as authorizing the department or a social services district to   impose liens or make recoveries that  are  prohibited  by  federal  laws   governing the medical assistance program.

	
	

	Part H 
	54

p. 156
	YES
	Expansion Resource eligibility for MBI-WPD  - exclude IRAs and increase limits to $20,000,  $30,000 couples
	180 days after enactment 
	

	Part H
	§66
	Yes
	Accountable Care Organizations ACOs - While Federal regulations governing ACOs had not been released when the budget was finalized, the budget establishes State authority for ACOs, which are defined as organizations of clinically integrated providers certified by the DOH Commissioner. The Commissioner is authorized to issue emergency regulations establishing criteria for certification as an ACO and to implement a demonstration program designed to test the ability of ACOs to improve quality and accountability in the delivery of health care services. The Commissioner is authorized to grant only seven certificates of authority to ACOs.
	Takes effect immediately
	Compromise language.

	Part H
	§67
	Yes
	HCRA Amnesty – Program extended for 1 yr.
	Takes effect immediately
	Same as Executive Budget.

	Part H
	§68
	No
	HCRA Patient Services Assessment Expansion - Commissioner may expand HCRA PSA to radiology and physician surgery services.


	
	

	Part H
	Sec 69

p. 166
	YES
	Bed-Hold - Nursing Home - only paid to nursing homes where 50% of residents who are eligible to enroll in a Medicare Advantage plan are enrolled. 

· DOH says federal law makes it optional for states to pay for bed-hold, and that in 2010 state law reduced the bed hold rate to 95% from 100% of the regular per diem rate and limited the number of bed hold days.)

· Rejected Assembly compromise that would have included enrollment in PACE or other Managed Long Term Care Plans to count toward the 50% enrollment.


	Jan. 1, 2012 (Sec n)(p. 164)
	

	Part H 
	74

p. 166


	YES
	Would deduct housing costs for people discharged from nursing homes and then enrolled in Managed Long Term care  - subject to CMS approval 
22 14. The commissioner of health may make any available amendments to 

23 the state plan for medical assistance submitted pursuant to section

24 three hundred sixty-three-a of this title, or, if an amendment is not

25 possible, develop and submit an application for any waiver or approval

26 under the federal social security act that may be necessary to disregard

27 or exempt an amount of income, for the purpose of assisting with housing

28 costs, for individuals receiving coverage of nursing facility services

29 under this title who are: (i) discharged from the nursing facility to

30 the community; (ii) enrolled in a plan certified pursuant to section

31 forty-four hundred three-f of the public health law; and (iii) while so

32 enrolled, not considered an "institutionalized spouse" for purposes of

33 section three hundred sixty-six-c of this title.


	Subject to state plan amendment and/or waiver approval 
	More limited than Exec.. only for people who had been in nursing homes 

	Part H
	§76
	Yes
	Carve-In of Pregnant Women into MC - At the time of presumptive eligibility, a pregnant woman must choose a plan, or plan will be chosen for her.  
	Takes effect immediately
	Same as Executive Budget. – adds language to subdivision 6 of SSL § 364-i 

	Part H
	§77
	Yes
	Populations Not  Required to Participate in MMC – 

Expands Mandatory Medicaid Managed Care enrollment for non-dual eligibles (and people with no Spend-down), 

EXEMPT categories will be limited to:

(1) individuals with a chronic medical condition who are being treated by a specialist physician that is not associated with a managed care provider in the individual's social services district may defer participation in the managed care program for six months or until the course of treatment is complete, whichever occurs first;       

(2) Native Americans          

EXCLUDED categories will be limited to:

(1) Dual eligible in “capitated demonstration for long-term care” or dual eligible not enrolled in a Medicare Advantage plan

(2) infant living with a mother in jail; 

(3) will get Medicaid for less than 6 months (for example, they get Emergency Medicaid);  

(4) only use Medicaid for tuberculosis (T.B.) related services;

(5) receiving hospice services;

(6) has other cost-effective 3rd party insurance

(7) receiving family planning services

(8) eligible for Medicaid under 366, subd. 4(v)(Cancer Tx Program) 


	Takes effect immediately
	Same as Executive Budget. – amends Subdivision 3 of § SSL 364-j

	Part H
	§77-a
	Yes
	Populations who may be required to participate in MMC – OMH, OASIS, OPWDD

NEW MANDATORY categories, when rates are approved by OMH, OPWDD, OASAS, and OCFS, will include persons who:

(1)  are in residential alcohol or substance abuse program or facility for the mentally retarded;  

(2) are in ICF for the mentally retarded or who has characteristics and needs similar to such persons;   

(3) have a developmental or physical disability and receive home and community-based services or care-at-home services through existing  1915(c) HCBS waivers or who has characteristics and needs similar to such persons;  

(4) are eligible for Medicaid under 366, subd. 1(a)(12-13)(Medicaid Buy in for Working People w/Disabilities)  

(5) are in Lombardi program or  inpatient services in a state-operated psychiatric facility or a residential treatment facility for children and youth;  

(6) are certified blind or disabled children living or expected to be living separate and apart from the parent > 30 days

(7) are residents of nursing homes,  

(8) are foster child in the placement of a voluntary agency or in the direct care of the local social services district;

(9) are HOMELESS persons or family ; and  

(10) Individuals for whom a managed care provider is not geographically accessible so as to reasonably provide services to the person. 



	Takes effect immediately
	Same as Executive Budget.- amends Subdivision 3 of § SSL 364-j

	Part H
	§78
	Yes
	Eliminate HRA - Eliminates HRA (New York City’s Social Services District from enrollment processes; prohibits local SS districts from contracting with MC providers.
	Takes effect immediately
	Same as Executive Budget.

	Part H
	§79
	Yes
	Populations mandated to enroll in MMC - Those populations mandated to enroll  must choose a plan or will be automatically assigned.  If current Medicaid recipient, he or she must choose within 30 days.
	Takes effect immediately
	Same as Executive Budget.- amends Subdivision 4 of SSL §364-j

	Part H
	§80
	Yes
	Elimination of HRA MC Contract - Implements statewide contract.
	Takes effect immediately
	Same as Executive Budget.

	Part H
	§81
	Yes
	Long Term Care Carve-Out Repeal – Eliminates prohibition on including nursing home and home care services in agreements for capitated payment
	Takes effect immediately
	Same as Executive Budget – amends paragraph (k) of subdivision 2 of SSL §365-a

	Part H
	§§82, 87

(Different formula and §§83-86 omitted)

§§87-a – 87-f
	Yes
	Partnership for LTC - Promotes the Partnership, by reducing the residential health care facility benefit requirement from 3 to 2 years and does not include a tax credit.
	1/1/12 and shall apply to taxable years thereafter

§§87-a – 87-f takes effect 9/1/11
	The Executive Budget provided for a tax to 40%.

	Part H
	§89
p. 171
	Yes
	 PERSONAL CARE CHANGES -- 

· REDUCE HOUSEKEEPING Personal Care Services - Level 1 personal care services limited to 8 hours per week.

· Set standards for “high-intensity” high-hour users: “The commissioner is authorized to adopt standards, pursuant to emergency regulation, for the provision and management of services available under this paragraph for individuals whose need for such services exceeds a specified level to be determined by the commissioner”

· Commr shall give transitional personal care while current recipients assessed and transition to Managed LTC


	4/1/12
	Same as Executive Budget.

	Part H
	§90
	Yes
	MRT 2% Across the Board Reduction; Subject to federal approval
	Takes effect immediately
	2% cut for 2011, 2012, and 2013 -- but DOH must report to Legislature within 30 days of the end of the fiscal year the impact of the cut.

	Part H
	§91
	Yes
	Global Cap - Medicaid rate of growth cap based on 10 year rolling CPI takes effect April 2012.

Allocation plan is effective immediately.

. The budget establishes a global cap for State-share Medicaid spending appropriated through the New York State Department of Health (DOH). It does not cover spending for medical services provided at State facilities operated by the Office of Mental Health (OMH), the Office for People with Developmental Disabilities, or the Office of Alcoholism and Substance Abuse Services (OASAS).

While the global cap for 2011-12 is specified at $15.3 billion, that amount can be exceeded as long as DOH State-share Medicaid spending does not exceed $31.3 billion for State fiscal years 2011-12 and 2012-13 combined. The two-year cap includes an appropriation for 2012-13 of $15.9 billion, which reflects a 4% increase from the 2011-12 level.

The 2011-12 DOH State-share Medicaid spending target was derived to achieve a 2% reduction in all-funds Medicaid spending in 2011-12-a policy goal of Governor Cuomo. The 4% increase for 2012-13 was derived to comply with the new mandate that annual increases in the global cap reflect the 10-year rolling average of the medical component of the consumer price index, as estimated by the U.S. Bureau of Labor Statistics.

The global cap will be enforced as follows:

1.      DOH will provide monthly reports comparing year-to-date actual and projected spending within each region and by each health care sector within each region.

2.      The Director of the Division of the Budget (DOB) may adjust the spending target to reflect changes in the New York State Federal medical assistance percentage (FMAP), changes in revenue from providers (i.e., from assessments) and, as of April 1, 2012, changes in the operational costs of the MIF.

3.      The DOB Director in consultation with the DOH Commissioner will determine the extent to which actual spending is likely to exceed the cap.

4.      The DOB Director, again in consultation with the DOH Commissioner, will develop and implement a Medicaid Savings Allocation Plan to close the gap.

The statute requires the DOB Director and DOH Commissioner to consult with the Legislature and health care stakeholders in developing the Medicaid Savings Allocation Plan and provide a written copy of the plan 30 days prior to its implementation, except in the context of a public health emergency

The Medicaid Savings Allocation Plan must meet several criteria

·         It must comply with all Federal laws and regulations.

·         It must comply with New York State's Medicaid plan, although the State may request a plan amendment.

·         It should maximize Federal matching funds (or minimize the loss thereof).

·         It should not impose an undue administrative burden on Medicaid applicants and recipients or on health care providers.

·         It should cut payments, rates, premiums, or benefits uniformly, except when there are sufficient grounds for non-uniformity, including but not limited to the need to maintain essential services in underserved communities, the desire to stem unwarranted spending growth in a particular service or region, and the desire to pursue innovative payment models contemplated under the

	4/1/12
	Same as Executive Budget.  (This Summary by GNYHA)

	Part H
	§92
	Yes
	DOB & Commissioner Savings - DOB may make contingent Medicaid reductions if Medicaid savings aren’t realized; notwithstanding the operational costs of the indemnity fund.
Reductions to be uniform among categories of services and geographic regions of the state to the extent practicable – grounds for non-uniformity include “the need to maintain safety net services in underserved communities.”  

For state fiscal years 2011-12 & 2012-2013, DOB & Commissioner to develop monthly reports on Medicaid expenditures and to consult with legislature and stakeholders to develop Medicaid Savings Allocation Plan to be distributed to Senate Finance and Assembly Ways & Means at least 30 days before implementing.

	Takes effect immediately
	New language in §92(1) calls for monthly reports in 2011-2013.  Subdivision 3 of §92 entirely new – calls requires input from stakeholders, including consumers and for savings plan to be posted on the web as well as distributed to legislative committees. 

	Part H
	§105
	Yes
	Early Innovator Grant – DOH can contract without competitive bid or RFP
	Takes effect immediately
	New provision

	Part H
	§107
	Yes
	Extends Pharmacy Carve-Out until 3/31/14
	Takes effect immediately
	Conflicts with Pharmacy Carve-In provision which repealed the pharmacy carve-out statute.


Part B - p. 19, Part F - p. 108, Part G – 109, Part H – 111

This chart is a work in progress by consumer advocacy agencies Selfhelp Community Services, the Empire Justice Center and the Legal Aid Society, and represents initial analysis of legislation passed on March 30, 2011.  

This version dated 4/1/11.  Please check back on the News section of the HealthAccessNY website for further updates.
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