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Introduction
This primer is a reference document to help SPG clients understand the major components of New York’s Medicaid system. Medicaid is the single largest payer in the state by number of enrollees, with 6.9 million as of May 2025. It is also one of the most expensive Medicaid programs nationally, with total spending of $101.5 billion in state Fiscal Year 2024 (April 2023 to March 2024). 
Spending has increased dramatically since the Covid-19 pandemic for various reasons, including enrollment growth (enrollment remains about 17% above the pre-pandemic level); a substantial increase in the number of people receiving long-term care, particularly through Consumer-Directed Personal Assistance Services (CDPAS); and higher rates related to wage increases and inflation. 
Other major post-Covid changes include the establishment of the 1332 waiver for the Essential Plan; the establishment of a nearly $2 billion state-directed payment (SDP) for hospital safety net payments; and the establishment in 2025 of a Managed Care Organization provider tax to pull down additional revenue. All three of these changes will be severely impacted by federal cuts to Medicaid and the Essential Plan passed by Congress in 2025.
[bookmark: _Toc207703998]Program Structure
Medicaid in New York has both fee-for-service (administered directly by NYS) and managed care components. Most people on Medicaid are enrolled in a mainstream managed care plan which operates similarly to other commercial coverage options, but with almost no out of pocket costs. New York also has specialty managed care plans called HARPs, designed for people with significant behavioral health needs. The system is more complex for people who qualify for long-term care because they are not capable of engaging in essential activities of daily living by themselves. Most such individuals also have Medicare (aged/disabled) coverage. If such people can live in the community with support, they may receive Medicaid support for long-term services through a partial-capitation (MLTC) plan that covers only such services, while receiving medical coverage through Medicare (either fee-for-service or Medicare Advantage). They may also choose to join an integrated plan which includes both types of benefits (MAP or PACE). 
Because Medicaid covers many populations with special needs, it also offers services outside of typical medical coverage. These include residential and day programs for people with intellectual and developmental disabilities (I/DD), a population which remains almost entirely outside of managed care. New York Medicaid also covers a broad array of services for children in foster care and/or with special needs. 
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In 2011, the first Medicaid Redesign Team (MRT) was convened to consider reforms to the Medicaid system. The MRT found that the NYS Medicaid system was seeing “runaway cost growth” even as New York had middling quality outcomes, including the lowest ranking of any state in the nation for avoidable hospitalizations. At the same time, New York’s health care ecosystem included a significant number of financially failing safety net hospitals and other institutions which needed support. This resulted in recurring disputes between stakeholders over responsibility for rising costs.
The MRT sought to address these issues with a wide-ranging array of reforms, starting with the establishment of an annual limit on the growth of the state share of Medicaid—the Global Cap. The MRT intended to control costs by bringing managed care to all Medicaid populations, to create additional health system capacity through new care delivery models, and to align incentives across the system by encouraging the development of value-based payment (VBP) contracts.
In 2014, New York received a new Section 1115 Medicaid waiver that included new investments through the Delivery System Reform Incentive Payment (DSRIP) program. DSRIP’s vision was to create integrated networks of providers that would build capacity for care management at all levels. Integrated provider networks would be equipped to participate in VBP arrangements, taking on shared risk on their Medicaid populations and aligning their incentives with those of their payers to achieve higher quality outcomes and lower costs. 
The DSRIP component of the MRT waiver ended in March 2020, just as the first wave of the Covid-19 pandemic struck New York. Under the Biden administration, NYS sought and received approval for a new waiver, the New York Health Equity Reform (NYHER) waiver, intended to enable social needs screening and linkages to social services for all Medicaid enrollees. It also included funding for safety net hospitals, a workforce program, and statewide health data analysis. However, this waiver is scheduled to expire in April 2027 and is not expected to be renewed in its existing form by the current administration.
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Since 1997, NYS has mandated that most “mainstream” Medicaid beneficiaries—individuals without special needs—must enroll in a managed care plan. New York’s Medicaid managed care (MMC) plans are run by private managed care organizations (MCOs), which may be for-profit or not-for-profit. They must have a license under Article 44 of the Public Health Law, either as a health maintenance organization (HMO) or a prepaid health services plan (PHSP).
Mainstream MMC plans provide comprehensive health coverage, including coverage of all services approved in the Medicaid State Plan, to their enrollees. The NYS Department of Health (DOH) pays MMC plans a per-member, per-month (PMPM) capitation rate. Rate cells are divided by region, category of aid (most enrollees now qualify by income), age group, and maternity status. Capitations are further adjusted based on the acuity and claims history of the plan’s enrolled members. DOH uses the 3M Clinical Risk Group (CRG) system to perform risk adjustment. 
MMC plans are also in the MMC Quality Incentive Program, which measures plan performance based on Quality Assurance Reporting Requirements (QARR), Prevention Quality Indicators (PQIs), and patient satisfaction surveys. The program has been funded with supplemental state funds in past years.
As of 2025, the major populations that remain exempt or excluded from mainstream managed care are:
· Populations eligible for specialty managed care products (such as the long-term care population, individuals with serious mental illness, and individuals with HIV/AIDS);
· Individuals dually eligible for Medicare and Medicaid; 
· Individuals with comprehensive commercial insurance (Medicaid becomes secondary payer);
· Individuals in the Traumatic Brain Injury (TBI) or Nursing Home Transition and Diversion (NHTD) 1915(c) waivers; and
· Individuals with I/DD.
Services that are entirely carved out of MMC include:
· Pharmacy benefits (see “Pharmacy Carve-out” below);
· Non-emergency medical transportation services;
· Certain services for children, such as school-based health centers (SBHCs), Early Intervention (EI) services, and School Supportive Health Services for children in special education; and
· Assisted Living Programs (ALPs).
As of July 2025, there are 15 MMC plans (including 3 HIV SNPs) statewide. Over 4.4 million Medicaid beneficiaries are actively enrolled in MMC in New York, out of approximately 6.9 million total enrollees.[footnoteRef:1] Mainstream enrollment in particular has declined due to the expiration of the federal continuous coverage requirement implemented during the Covid-19 pandemic and the subsequent redetermination process for Medicaid eligibility among current beneficiaries, but is still slightly above the pre-pandemic level (4.2 million in January 2020, out of a total of 6.1 million). [1: DOH reports Medicaid managed care enrollment based on roster reports, while it reports total Medicaid enrollment based on the Medicaid Data Warehouse. The Medicaid Data Warehouse includes categories such as Emergency Medicaid, which are not publicly reported. According to a FOIL request, Emergency Medicaid accounted for 480,000 beneficiaries in March 2024.] 

[bookmark: _Toc207704002]Pharmacy Carve-out
After several delays, the State implemented the carve-out of the pharmacy benefit from Medicaid managed care, making it administrated on a fee-for-service (FFS) basis effective April 1, 2023. The carve-out was initially proposed by the second Medicaid Redesign Team (MRT II) in 2020. Medicaid managed care members now receive their prescription drugs through NYRx, the State’s pharmacy program that pays pharmacies directly for drugs and supplies provided to Medicaid beneficiaries. The change does not apply to managed long-term care plans (PACE, MAP, MLTC) or the Essential Plan.
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A Health Home is a care management service model for Medicaid-eligible individuals with chronic health conditions. Under this model, a care coordinator, who may be employed directly by the Health Home or by a downstream contracted agency, creates enrollees’ plans of care, helps them access services, and coordinates treatment with all their caregivers. 
Health Homes are required to provide the following six core services:
· Comprehensive Care Management
· Care Coordination and Health Promotion
· Comprehensive Transitional Care
· Individual and Family Support Services
· Referral to Community Supports
· Use of Health Information Technology to Link Services
To qualify for the monthly Health Home payment, providers must deliver at least one of the core services per month to the enrolled member.
Most of New York’s 23 Health Homes are collaborations between multiple organizations, which may include hospitals, community providers, health plans, and others. Health Homes receive a PMPM payment for each month in which they provide at least one core Health Home to the enrollee. Individuals in the long-term care population (receiving more than 120 days of LTSS) are excluded.
To receive Health Home services, adult Medicaid members must have one of the following:
· Two or more qualifying chronic conditions; 
· HIV/AIDS;
· Serious mental illness (SMI); or
· Sickle Cell Disease. 
Health Homes Serving Children provide the same core services as adult Health Homes, tailored to serve the needs of children and families. To receive Health Home services, children or youth under the age of 21 who are enrolled in Medicaid must have:
· Two or more qualifying chronic conditions; 
· HIV/AIDS; 
· Sickle Cell Disease;
· Severe Emotional Disturbance (SED); or
· Complex Trauma.
In July 2018, NYS expanded the Health Home model to serve individuals with I/DD through the establishment of specialized I/DD Health Homes, also known as Care Coordination Organizations (CCOs), which are described further under the OPWDD section of this document. Additionally, NYS added a list of qualifying I/DD chronic conditions to the Health Home criteria, which include conditions falling under Intellectual Disability, Cerebral Palsy, Epilepsy, Neurological Impairment, Familial Dysautonomia, Prader-Willi Syndrome, and Autism.
Individuals with I/DD who choose to receive OPWDD HCBS waiver services must enroll in a CCO. However, individuals who are not eligible for or decline OPWDD HCBS may choose to enroll in standard Health Homes serving adults or children if they are eligible and meet Health Home appropriateness criteria. To be eligible, they must have an I/DD qualifying condition and also at least one other non-I/DD qualifying chronic condition. DOH guidance on this overlap is available here.
Over the last several years, the State has implemented significant budget cuts to the Health Home program with the intention to restrict enrollment to higher-acuity individuals. Most recently, the Governor proposed in her Fiscal Year (FY) 2025 Executive Budget a broad “restructuring” of the Medicaid program for an estimated savings of $125 million, which was ultimately omitted from the final Enacted Budget following considerable pushback from stakeholders. Changes to the structure of the program have also been implemented through the State’s budget process, including an initiative to “graduate out” low and medium-acuity Health Home enrollees who “have had long-term enrollment.” New York’s aim is to provide other, lower-cost options for low-acuity care coordination, such as the Community Health Worker (CHW) benefit and social care navigation through the NYHER waiver. 
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The Patient-Centered Medical Home (PCMH) is a primary care model under which the PCMH practice’s primary care team is responsible for managing a patient’s full spectrum of health care needs. PCMHs are expected to provide for the patient’s primary health care needs and to provide care coordination for other required services that cannot be delivered in a primary care setting. While PCMH and Health Home share goals related to care coordination and improving outcomes, they are distinct models. PCMH is distinct physician-led and focused on primary care transformation, while the Health Home model builds on the traditional medical home by connecting members to behavioral health, community, and social supports, with a particular focus on individuals with multiple chronic conditions. Medicaid beneficiaries may receive services from both a Health Home and a PCMH at the same time, and reimbursement is permitted for each. In some cases, a PCMH may also be a designated Health Home.
PCMHs are held accountable for a set of quality measures and must achieve meaningful use of electronic health records (EHRs). Nationally, the PCMH standards are maintained and PCMH practice certifications are issued by the National Committee for Quality Assurance (NCQA). NYS PCMH recognition is open to all primary care practices in NYS. To maintain NYS PCMH recognition, practices must undergo an annual reporting process and pay NCQA an annual reporting fee.
Providers that achieve PCMH recognition may receive additional incentive payments for services provided to Medicaid or Child Health Plus (CHP) enrollees. For MMC and CHP members, plans pay PCMH practices a monthly add-on payment (currently $6 PMPM base level). For Medicaid FFS members, eMedNY provides a per-claim supplemental payment (currently $29 for professional claims and $25.25 for institutional claims). Statewide, as of June 2023, there were 2,171 practices with 8,976 providers recognized as PCMH in New York.
As part of NYS’s agreement with CMS for the new NYHER waiver, New York agreed to increase PCMH payments from $6 PMPM to $8 PMPM. The State implemented this change in 2025, contingent on practices attesting to participation in a Social Care Network (SCN) under the NYHER waiver. To continue incentivizing quality improvement within the PCMH program, DOH intends to tie the incentive enhancement payment to quality metrics in upcoming years.
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In 2014, New York passed legislation to define and create a certification process for “accountable care organizations.” Under this legislation, state-designated Accountable Care Organizations (ACOs) are regulated under Section 2999-p of the Public Health Law. The ACO model was intended in part to be a sustainability avenue for Performing Provider Systems (PPSs) under the DSRIP program to become integrated provider networks. However, this legislation has not been revisited since, and no new ACOs have been designated since 2019. The program is unlikely to be reactivated soon. 
Under New York law, ACOs are one of the types of entity that may enter risk-based contracts with third-party health care payers, including Article 42, 43, and 44 insurers. DOH may issue an ACO Certificate of Authority to an entity that meets the State’s criteria to operate as an ACO. ACOs designated by CMS, such as through the Medicare Shared Savings Program (MSSP), are eligible to receive a Certificate of Authority from DOH through an expedited process as “Medicare-only ACOs.” Medicare-only ACOs taking on downside risk of more than 10 percent are subject to a reserve requirement of 25 percent of their maximum loss. 
[bookmark: _Toc207704007]Independent Practice Associations (IPAs)
An Independent Practice Association (IPA) is a special purpose legal entity formed to enable a group of health care providers to jointly contract with MCOs or other payers. IPAs may be owned and organized by one or more physicians, providers, practices, medical groups, health systems, or Federally Qualified Health Centers (FQHCs). IPAs may be formed as a business corporation, not-for-profit, or LLC and must receive approval from DOH. The IPA structure is intended to allow independent entities to collectively participate in value-based payment arrangements and perform population health functions.
An IPA is permitted to jointly negotiate contracts with payors on behalf of the IPA network. The IPA entity may hold an “upstream” contract with an MCO while executing “downstream” contracts with independent physicians and other community providers, such as behavioral health providers and community-based organizations, to provide services to the MCO’s enrollees.  
However, to do so IPAs must demonstrate a degree of financial and/or clinical integration among their network members to comply with antitrust law. Through a negotiated contract with an MCO, IPAs may take on shared risk and be responsible for administrative functions. IPAs may also be formed using a “messenger model,” in which the IPA serves as a communication intermediary between providers and MCOs without jointly negotiating their contracts. 
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New York licenses and funds a system of specialty behavioral health (BH) services, including inpatient psychiatric hospitals and residential facilities and outpatient clinics. Under state law, licensed BH providers typically receive enhanced and/or government-mandated minimum rates from Medicaid. This is a holdover from the previous fee-for-service reimbursement system for such facilities. When these services first began being carved into the Medicaid managed care benefit, New York continued the government rates. As of 2023, these BH services have also been carved into the Medicaid Advantage Plus (MAP) benefit package.
Although these enhanced rates are nominally temporary, they have been extended multiple times since then, most recently through March 2027. In the FY 2025 budget, the State also extended this minimum rate mandate to commercial insurers, who must pay a rate not less than the Medicaid rate as of April 1st of the previous year (as established by October 1st of that year).
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A Health and Recovery Plan (HARP) is a specialized managed care plan for people with significant behavioral health or substance use challenges. In addition to the comprehensive MMC physical and behavioral health benefit package, HARPs include an array of additional community-based specialty BH services (see below on “BH HCBS” and “CORE Services”) and HARP beneficiaries are eligible for care management to help coordinate health care and support needs.  
Medicaid beneficiaries who are over 21 and eligible for MMC may qualify for HARPs if they have a serious mental illness (SMI) or substance use disorder (SUD) diagnosis. However, the following populations are excluded:
· Individuals enrolled in OPWDD programs; and
· Individuals participating in the TBI or NHTD 1915(c) waivers.
Previously, individuals dually eligible for Medicare and Medicaid were also excluded from HARP enrollment. However, effective April 1, 2021, NYS implemented the Integrated Benefit for Dually Eligible Enrollees (IB-Duals) process, which allows enrollment in an integrated Medicare Dual Special Needs Plan (D-SNP) and HARP. IB-Duals enrollment is possible in either “direction” (from Medicare or from Medicaid):
· Upon gaining Medicare eligibility, individuals already in a HARP plan that offers IB-Duals are automatically enrolled in the aligned D-SNP. 
· Individuals in a D-SNP plan whose issuer offers an aligned HARP IB-Duals product may voluntarily enroll into that IB-Duals HARP plan for their Medicaid benefit, if that issuer allows it. Five plans allow this transition currently (Anthem, Excellus, Fidelis, MetroPlus, and UnitedHealthcare).
Nine HARP plans are currently participating in IB-Duals for HARP as of 2025 (Anthem, EmblemHealth, Excellus, Fidelis, Healthfirst, MetroPlus, Molina, MVP, and UnitedHealthcare).
To determine eligibility for HARP, the State automatically identifies individuals meeting the BH high-risk eligibility criteria through bi-monthly Medicaid data reviews. The State does not currently have any other processes to approve eligibility for individuals not identified through these data reviews.
Individuals who are deemed to be HARP-eligible are offered enrollment in a Health Home. The Health Home will conduct a functional assessment to determine a service plan. HARPs also contract with Health Homes to provide the care management function to HARP enrollees. 
As of May 2025, there were 12 HARP plans statewide, with a total enrollment of 151,677. This number is up from 136,351 pre-pandemic in January 2020, but has been slowly decreasing from the pandemic-era high of 168,053 in June 2023. About half (48.6%) of enrollees are in NYC.
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Behavioral Health Home and Community Based Services (BH HCBS) are available to HARP or HIV Special Needs Plan (HIV SNP) enrollees who are found eligible after completing the NYS Eligibility Assessment. Providers are designated to provide BH HCBS through an attestation and application process administered by the NYS Office of Mental Health (OMH) and Office of Addiction Services and Supports (OASAS).
BH HCBS include:
· Habilitation
· Education support services
· Pre-vocational services
· Transitional employment
· Intensive supported employment
· Ongoing supported employment
· Non-medical transportation
For those opting out of Health Home, a State Designated Entity (SDE)—which would also be a Health Home or downstream care management agency—would conduct the BH HCBS assessment. However, in their role as an SDE, they would only provide the assessment and associated care planning services. 
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In February 2022, four BH HCBS services transitioned to a new service array called Community Oriented Recovery and Empowerment (CORE). MCOs are required to include CORE services in benefit packages for all HARP enrollees, HARP-eligible HIV-SNP enrollees, and HARP-eligible MAP Plan enrollees. CORE services are jointly overseen and monitored by OMH and OASAS. Providers are designated by both agencies and are assigned to either OMH or OASAS as their host agency. The CORE service array includes: 
· Community Psychiatric Support and Treatment (CPST)
· Psychosocial Rehabilitation (PSR)
· Family Support and Training (FST)
· Empowerment Services – Peer Support
To be eligible for CORE services, individuals must meet the NYS high-needs behavioral health criteria (i.e., the HARP eligibility algorithm) and be enrolled in a HARP, HIV SNP, or MAP plan. Unlike the adult BH HCBS, CORE services do not require an independent eligibility assessment. Instead, CORE services may be provided to any eligible beneficiary upon recommendation by a Licensed Practitioner of the Healing Arts (LPHA). 
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Certified Community Behavioral Health Clinics (CCBHCs) are the behavioral health analogue to the Federally Qualified Health Center (FQHC) model, offering integrated behavioral health care to all individuals regardless of ability to pay. The CCBHC model is widely viewed as an important advance in providing care to people with serious behavioral health needs, as the CCBHC becomes the center for coordinating physical, behavioral, and social care for its enrollees. The care model is administered by the federal Substance Abuse and Mental Health Services Administration (SAMHSA) and has received bipartisan support at the federal and state levels since the demonstration began in 2017.
CCBHCs must provide, either directly or via contract, the following behavioral health support services: 
· 24/7 crisis services;
· Screening, assessment, and diagnosis;
· Patient-centered and family-centered treatment planning;
· Outpatient mental health and substance use services;
· Outpatient clinic primary care screening and monitoring services;
· Targeted case management;
· Psychiatric rehabilitation services;
· Peer and family supports; and
· Intensive community-based care for members of the armed forces and veterans.
There are 20 states (including New York) that currently participate in the CCBHC demonstration, which provides additional Medicaid funding for CCBHC services paid through a cost-based prospective payment system (PPS). Individual agencies may also receive federal Expansion Grants to support implementation of the CCBHC model in any state, but are reimbursed under their state’s existing Medicaid behavioral health benefit and payment methodologies. 
In New York, CCBHCs are established pursuant to Articles 31 and 32 of the Mental Hygiene Law and require both licenses. NYS has prioritized the expansion of the CCBHC model, most recently through the development of 26 new CCBHC demonstration sites statewide starting in 2023. These sites will join the 13 established sites in the demonstration program, further enhancing access to integrated behavioral health services through this model.
In spring 2025, New York indicated that it is submitting a State Plan Amendment (SPA) to permanently authorize the CCBHC benefit under the Medicaid program after the expiration of the demonstration. 
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In 2017, NYS launched a $60 million BH VBP Readiness initiative to help BH providers build the infrastructure they needed to engage in VBP arrangements by forming networks known as Behavioral Health Care Collaboratives (BHCCs). BHCC network members must be community-based Article 31, Article 32, or BH HCBS providers, but other types of organizations may join as affiliate members. 
BHCCs are expected to help prepare their members to engage in VBP contracting by: 
· Creating a contracting legal entity, such as an IPA; 
· Developing the capability to handle data collection and analysis functions; 
· Improving behavioral and physical health outcomes and quality measurement; and
· Enhancing care delivery through clinical integration. 
By April 2020, each BHCC was expected to have negotiated at least one VBP arrangement with a MMC plan. To fulfill this requirement, BHCCs were expected to either (a) participate in a Level 2 or higher VBP arrangement as a Level 1 provider network, or (b) become a contracting entity in a Level 2 or higher arrangement. Statewide, 19 BHCCs were selected to receive funding through the initiative, with seven operating in NYC and Long Island.
NYS subsequently ran two additional initiatives that included funding for BHCCs, with the most recent performance period ending March 31, 2025. This third round was intended to be the final round of State funding for the BHCCs. 
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From 2018-2021, NYS enacted a comprehensive reform of Medicaid children’s services, including the creation of Health Home care management, the implementation of new State Plan Amendment (SPA) services, the consolidation of existing HCBS within a single benefit package, and the carve-in of the foster care population into managed care. 
Details on each of these service components and sub-populations are provided below.
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Currently, a single package of Home and Community-Based Services (HCBS) is available to all Medicaid-enrolled children (individuals under the age of 21) who are determined to be eligible. The eligibility criteria include all children who either meet institutional need criteria or are at risk of institutional placement. 
All HCBS-eligible children will be eligible to enroll in a Children’s Health Home, which will screen the child for eligibility and develop their plan of care. If the child opts out of Health Home enrollment, the statewide Independent Entity, called the Children and Youth Evaluation Services (C-YES), will provide these functions. Please note that although all HCBS-eligible children are Health Home-eligible, not all Health Home-eligible children are HCBS-eligible; they must be separately assessed to determine this.
The HCBS package includes the following services:
	· Community Habilitation
	· Non-Medical Transportation

	· Day Habilitation
	· Adaptive and Assistive Equipment

	· Caregiver/Family Supports and Services
	· Vehicle Modifications

	· Respite (Planned and Crisis)
	· Environmental Modifications

	· Prevocational Services
· Supported Employment 
	· Palliative Care, including:
· Expressive Therapy
· Massage Therapy
· Counseling and Support Services
· Pain & Symptom Management

	
	


The target population includes individuals under 21 who have or are classified as: 
· Serious Emotional Disturbance (SED)
· Medically Fragile (MF)
· Developmental Disability and Medically Fragile (DD/MF)
· Developmental Disability and in Foster Care (DD/FC)
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Children and Family Treatment and Support Services (CFTSS) are Medicaid state plan services that have been implemented under the Early and Periodic Screening, Diagnostic and Treatment (EPSDT) benefit to address behavioral health needs earlier in an individual’s life and prevent the onset or progression of behavioral health conditions. CFTSS are available to all Medicaid-eligible children/youth under age 21 who meet medical necessity and their families/caregivers. Services are delivered within the community where the child or youth lives, attends school, and/or engages in services. The CFTSS program includes the following six services:
· Other Licensed Practitioner (OLP)
· Psychosocial Rehabilitation (PSR)
· Community Psychiatric Treatment and Supports (CPST)
· Family Peer Support Services (FPSS)
· Youth Peer Support (YPS)
· Crisis Intervention
CFTSS are intended to be individualized to the needs of children at any point in their development or treatment trajectory. A behavioral health need can be identified by multiple sources, including: parents or other caregivers; pediatricians; care managers; clinicians; school personnel; or the child themselves. Medical necessity determinations are completed by licensed practitioners. 
In order to provide OLP or CPST, providers must obtain OMH licensure under a new category called the Children’s Mental Health Rehabilitation Services (CMHRS) Program. Under this licensure category, OLP and CPST must be provided directly by the licensed CMHRS Program. PSR, FPSS, and YPS may be provided directly by the CMHRS Program or via agreement with another agency who is designated to provide these services. 
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Article 29-I Foster Care Services
Children/youth who are placed in foster care statewide are mandatorily enrolled in MMC unless otherwise exempt or excluded. Voluntary Foster Care Agencies (VFCAs) are now licensed as Article 29-I facilities and provide the following services:
· Mandatory Core Limited Health-Related Services (CLHRS)
· Skill Building 
· Nursing Services
· Medicaid Treatment Planning and Discharge Planning
· Clinical Consultation/Supervision Services
· Managed Care Liaison/Administration
· Optional Other Limited Health-Related Services (OLHRS)
· CFTSS
· HCBS
· Medicaid state plan services, including screening, diagnosis, and treatment services.
For CLHRS, MMC plans are required to reimburse Article 29-I providers at the NYS Medicaid FFS rates (residual per diem). This mandate originally applied for a four-year transition period, which has since been extended by two years, through June 30, 2027. During this period, the Medicaid residual per diem rate is not included in the MMC plan premium capitation rate; the MMC plan bills the State for the Medicaid residual per diem as a pass through to the Article 29-I facility upon claim submission. At the end of the transition period, the State will reassess progress of the implementation and determine if transitional requirements should be extended.
For OLHRS, MMC plans must reimburse Article 29-I providers at a set OLHRS fee schedule during the transition period, unless alternative arrangements have been made between plans and providers and have been approved by the State (e.g., VBP arrangements). OLHRS are included in the MMC plan premium capitation rate (at-risk).
Plans are prohibited from conducting prior authorization for mandated assessments or CLHRS. 
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In New York, the Medicaid long-term care population is defined as individuals who are assessed to need more than 120 days of long-term services and supports (LTSS). LTSS may be delivered in a residential setting, such as a nursing home or assisted living facility, or through community-based LTSS as supports to individuals living in community housing or their own homes. Assessments are performed by the independent statewide Conflict-Free Evaluation and Enrollment Center (CFEEC), run by the State’s contractor Maximus, using the NYS Universal Assessment System (UAS-NY).
Under the first Medicaid Redesign Team’s Care Management for All initiative, NYS began transitioning the long-term care population into mandatory managed long-term care (MLTC) in 2011. However, permanent nursing home residents were carved out again, with such individuals being disenrolled from MLTC plans starting in 2020. Total long term care enrollment has increased substantially despite this carve out, driven primarily by the growth of the Consumer Directed Personal Assistance Program (CDPAP) in which family members may be compensated for serving as personal caregivers.
Most Medicaid LTC recipients are also eligible for and enrolled in Medicare (78 percent as of the December 2023 MLTC report).
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Partially capitated managed long-term care plans (MLTCPs) manage the delivery of community-based LTSS for Medicaid enrollees with significant long-term care needs who wish to remain in their home/communities. MLTCPs are approved by DOH to provide coordinated delivery of care management services and a contracted network of LTSS. Enrollment in an MLTCP or a fully-capitated LTC plan like MAP or PACE is mandatory for those who qualify for LTC, are over 21 and dually eligible for Medicare and Medicaid.
The benefit package of an MLTCP includes Medicaid-only long-term care (e.g., home care, personal care, and adult day care), ancillary, and some ambulatory services, although the specific array of services available to an enrollee depends on the MLTCP and on the enrollee’s care plan.
As of May 2025, there are 14 MLTCPs statewide, with a total enrollment of 304,858. DOH’s current intention is to move as many enrollees as possible into integrated plans for dual eligibles while concurrently working to wind down the partially capitated MLTCP program. Most notably, the State required all MLTC operators to also offer a D-SNP as of January 2024. This resulted in significant consolidation among MLTC plans. DOH continues to use its State Medicaid Agency Contract (SMAC) authority with the MLTCP’s companion D-SNPs to further implement requirements that align New York long-term Medicaid benefits with upcoming Medicare Final Rule changes for dual eligibles with a nursing facility level of care need.
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The Medicaid Advantage Plus (MAP) program is an integrated managed care plan type for dually eligible adults (18 and over) that require LTSS for more than 120 days. Under the MAP model, the Medicare and Medicaid products remain technically separate, but are offered by the same issuer and operate in coordination with each other. 
The MAP Medicare product is a D-SNP, while the Medicaid product covers the MLTCP benefit described above. The MAP Medicare product meets the federal definition of a Fully Integrated Dual Eligible Special Needs Plan (FIDE SNP). MAP plans, as opposed to legacy “coordination-only” D-SNPs, are required to have exclusively aligned enrollment (the members in the plans must be the same). 
The MAP Medicare benefit includes all standard Medicare-covered services, including inpatient and outpatient hospital services, primary care and specialty physician services, prescription drugs covered under Medicare Part D, and ancillary services. 
The MAP Medicaid benefit covers:
· All services covered in the MLTCP benefit package;
· Services beyond the Medicare limits, such as home health services not covered by Medicare; and
· All Medicare cost-sharing. 
Services not included in the MAP benefit include hospice services and services carved out of Medicaid managed care (e.g., assisted living programs). These services may be available through Medicare or Medicaid FFS. Behavioral health services were added to the MAP benefit package on January 1, 2023. 
Utilization management and eligibility requirements for mental health and addiction services included in the MAP benefit package mirror the requirements in Medicaid HARP and mainstream plans. MAP plans currently still involve separate enrollment processes, revenue streams, and review of marketing materials. However, further integration efforts are underway at both the federal and state levels. 
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A Program of All-Inclusive Care for the Elderly (PACE) is a fully-capitated payment and service model under which a single PACE Organization provides a community-based alternative to nursing homes. PACE programs center on a physical site location called a PACE Center, where the PACE Organization directly provides an array of community-based long-term care and medical supports. These services are supplemented by in-home and referral services as needed by the PACE enrollee.
The PACE program was permanently authorized in federal regulation in 1997, making it the oldest type of integrated plan. PACE programs have a single, integrated enrollment process, regulatory framework, approval stream for marketing materials, grievances and appeals process, and a combined Medicare and Medicaid revenue stream. Individuals eligible to enroll in PACE must:
· Be 55 years of age or older;
· Have Medicaid and/or Medicare and/or a willingness to pay privately;
· Require a nursing home level of care; and
· Live in the service area of a PACE program.
In practice, the vast majority of PACE enrollees are dual eligibles. 
All PACE services are coordinated by an interdisciplinary care management team (IDT), usually located at the PACE Center. The comprehensive PACE benefit includes all Medicare and Medicaid benefits, including inpatient and outpatient hospital services, primary care and specialty physician services, outpatient prescription drugs covered under Medicare Part D, ancillary services, and long-term care services, including nursing home stays when necessary. PACE programs may also cover other services if the IDT deems them necessary.
In 2022, New York passed legislation to implement a new licensure and application process for PACE that would consolidate the separate requirements under Article 28, Article 36, and Article 44 of New York’s Public Health Law into a single license under Article 29-EE. Current PACE organizations are continuing to operate as licensed for now. New PACE applications will be required to comply with the new licensure and application process established by these regulations. Proposed regulations were published in August 2024, but expired in August 2025. 
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[bookmark: _Toc207704024]Acute, Residential, Institutional, and Site-Based Providers
Long-Term Acute Care Hospital (LTACH)
LTACHs are certified acute care hospitals that provide care for patients with multiple serious medical conditions that require lengthy inpatient stays. An LTACH’s average length of stay must be 25 days or greater, and residents must require intensive medical care. Medicare reimburses LTACHs through a special LTACH PPS.
Skilled Nursing Facility (SNF) 
A SNF (or nursing home) is an inpatient residential health facility staffed by licensed nurses and other medical professionals on a 24/7 basis. Along with skilled nursing, nursing homes provide short-term rehabilitation and/or long-term residential care for individuals who need help with activities of daily living (ADLs). 
Adult Care Facilities (ACFs) and Assisted Living Programs (ALP)
An ACF is a residential care program for people who do not meet a nursing home level of care, but still need assistance with ADLs and/or are unable to live independently. An ALP is defined as an ACF that arranges for home health services and other skilled help for its residents. ACFs are regulated under Article 46-B of the Public Health Law. 
Hospice Agency 
A hospice program is a coordinated home-based and inpatient care model that offers palliative care for end-of-life patients and their families. Hospices offer medical care to help someone with a terminal illness (with a life expectancy of less than one year) to live as well as possible for as long as possible. Hospices are licensed by DOH under Article 40 of the Public Health Law. 
Adult Day Health Care (ADHC) 
ADHC programs provide a program of medically-supervised day services for individuals who have functional impairments. Services may include nursing, transportation, leisure activities, physical therapy, nutrition assessment, and medical social services, among others. ADHC programs may be co-located with a nursing home or be separately established offsite. 
Social Adult Day Care (SADC) 
SADC programs provide day services for individuals with functional impairments. Although an SADC program provides a structured and protective setting for these individuals, they do not have medical supervision like an ADHC. SADC programs are not licensed by DOH. In June 2015, DOH, the State Office for Aging, and the Office of the Medicaid Inspector General (OMIG) adopted a certification process for SADCs that contract with MLTCPs, in which SADCs register with OMIG. 
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Certified Home Health Agency (CHHA) 
A CHHA is a Medicare-certified home health agency that provides part-time, intermittent services to individuals who need intermediate and skilled home health care. A CHHA typically offers post-acute services after an individual is discharged from a hospital. CHHAs may also provide longer-term nursing and home health aide services and can provide or arrange for other services including physical, occupational, and speech therapy, medical supplies and equipment, and social worker and nutrition services. CHHAs are licensed by DOH under Article 36 of the Public Health Law and under federal law.
Licensed Home Care Service Agency (LHCSA)
A LHCSA is a home health agency that may provide hourly nursing, personal care, and other related services to individuals who require assistance with ADLs. LHCSAs are licensed by DOH under Article 36, but not under federal law. NYS has sought to limit the growth in LHCSAs in recent years through licensure moratoria, limits on MLTCP networks, and demonstration of need requirements. Currently, DOH plans to release a Request for Offers (RFO) that would select a limited number of LHCSAs for ongoing participation in the Medicaid program. 
Consumer Directed Personal Assistance Program (CDPAP) 
CDPAP allows individuals to choose their own personal care aide to address their home health needs. CDPAP is available to chronically ill or physically disabled individuals who have a medical need for help with ADLs or skilled nursing services. A consumer-directed aide may provide any of the services provided by personal care and home health aides. The consumer will work with a Fiscal Intermediary (FI) organization, which manages hours and payroll for the CDPAP aide on the consumer’s behalf, but the consumer has responsibility for hiring, training, and supervision.
The CDPAP program has grown exponentially in size and expense over the last decade, reaching about $9 billion annually as of 2025. This has prompted several changes to the program, culminating in the FY 2025 Budget’s authorization for the state to contract with a single, statewide FI to oversee the delivery of FI services for CDPAP. This proposal has become politically controversial, and full implementation has been delayed due to various issues, including a court case expected to be resolved in 2025. 
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The Office for People with Developmental Disabilities (OPWDD) service system consists of State-operated services and voluntary agencies that provide services to people with I/DD through the OPWDD Comprehensive 1915(c) HCBS waiver. In general, OPWDD services include residential services, day programs, clinical services and therapy services, and other ancillary supports. 
In 2018, OPWDD published a “Draft Transition Plan for HCBS, Health Home Care Management for Individuals with I/DD, and the Development of Specialized Managed Care,” outlining a multi-year pathway to create specialty provider-led managed care plans. These initiatives began with the implementation of I/DD Health Homes, or Care Coordination Organizations (CCOs), and the consolidation of services under the OPWDD Comprehensive Waiver. The Transition Plan also included the creation of a new managed care model under which the enrollment of people with I/DD in qualified plans, called Specialized I/DD Plans – Provider Led (SIPs-PL), would eventually become mandatory. 
However, the transition of OPWDD waiver services to managed care through the SIP-PL model was never implemented. OPWDD received substantial public comment on the draft transition plan from people with disabilities, families, providers, and advocates. Some stakeholders supported the transition “as a mechanism for incentivizing high quality and efficient care,” while others were concerned about the administrative costs and noted the limited success of managed care delivery of developmental disabilities services nationally.
As a result of this feedback, OPWDD invested funding from the federal American Rescue Plan Act to study and explore the potential effectiveness of a managed care payment model for developmental disability services statewide. OPWDD contracted with Guidehouse, Inc. to evaluate if managed care or a different payment model can help improve access to and quality of services. In September 2024, OPWDD published Guidehouse’s final report, which said that it “does not recommend a transition to full managed care for the whole OPWDD service delivery system.” Instead, it recommended “first assessing the financial viability and feasibility of implementing a partial managed care model” for certain services or sub-population,” and that “all waiver services should remain in fee-for-service through OPWDD.” 
OPWDD accompanied the publication with a note that “no decision on the managed care recommendations of Guidehouse will be released today.” OPWDD intends to use the assessments developed by Guidehouse to “inform next steps which will include further opportunities for dialogue and engagement prior to any decisions being made” on the implementation of managed care or other models.
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[bookmark: 0238]The current version of the OPWDD Comprehensive 1915(c) Waiver was renewed effective October 1, 2024. It maintains funding for all current HCBS waiver services for an additional five years, through September 30, 2029. To be eligible for HCBS waiver services, individuals with I/DD must:
· Be eligible for Medicaid;
· Meet the standard for an institutional Level of Care (LOC); and 
· Choose to receive HCBS waiver services rather than institutional care.
People who choose to live in an Intermediate Care Facilities for Individuals with Intellectual and Developmental Disabilities (ICF/IIDs or ICFs) are not enrolled in the OPWDD Waiver. ICFs are considered inpatient institutions and paid an all-inclusive per diem rate. However, individuals enrolled in the OPWDD Waiver must meet the same LOC standards as an ICF. Such individuals may be supported residentially through alternative options, including Individualized Residential Alternatives (IRAs) and Community Residences (CRs), or may live in their own home.
Services that may be available under the OPWDD waiver include:
· Residential habilitation services to support individuals in an IRA;
· Day services, including Day Habilitation and Community Habilitation;
· Vocational services, including Prevocational Services, Supported Employment (SEMP), and Pathway to Employment; and 
· Durable goods and modifications, such as Assistive Technology – Adaptive Devices, Environmental Modifications, and Vehicle Modifications.
Services may also be delivered through self-direction. Under this option, the waiver participant may work with a Fiscal Intermediary to pay staff that they hire, including live-in caregivers and individual-directed goods and services. 
As of 2023, 92,342 individuals received some services through the OPWDD Waiver, with total expenses of roughly $7.4 billion. An additional 36,000 individuals received services licensed by OPWDD that are not part of the waiver (such as Intermediate Care Facility residence). 
[bookmark: _Toc207704028]Health Homes/Care Coordination Organizations (HH/CCOs)
In July 2018, NYS established a new model of Health Homes specifically for people with I/DD, also known as Care Coordination Organizations (HH/CCOs or CCOs) to replace and expand the function of Medicaid Service Coordination (MSC) previously available under the OPWDD Waiver. Over 350 agencies providing MSC were consolidated into seven regional CCOs (which remain controlled by providers with experience serving the I/DD population) that provide Health Home Care Management. CCOs are not themselves a component of the OPWDD Waiver, but any individual seeking OPWDD Waiver services must enroll in a CCO. 
To be eligible for enrollment in a CCO, a Medicaid-enrolled individual must:
· Present with a diagnosis of a condition in the Major Category of Developmental Disabilities;
· Meet the institutional ICF LOC methodology; and
· Be determined by OPWDD or its designee to meet the definition of “developmental disability” in the Mental Hygiene Law.
CCOs, like other Health Homes, are required to provide the six core Health Home services, including Comprehensive Care Management. In a CCO, this is provided by a care manager who works with individuals with I/DD and their families to bring together health care and developmental disability service providers to develop an integrated Life Plan that includes OPWDD, medical, behavioral health, community and social supports, and other services. 
Individuals in the OPWDD Waiver may opt out of receiving full Health Home services. In that case, they will still need to enroll with a CCO to receive Basic HCBS Plan Support. This service provides the necessary assistance to conduct timely reviews of and updates to the individual’s Life Plan. However, it does not include care management and coordination of medical, behavioral health, dental, and other services. 
The number of individuals receiving either Health Home or HCBS Basic Plan Support has remained constant at 97% and 3%, respectively, since the implementation of CCOs.
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In November 2015, CMS and NYS announced the Fully Integrated Duals Advantage for Individuals with Intellectual and Developmental Disabilities (FIDA-IDD) program, which established a specialized integrated Medicare-Medicaid plan (MMP) demonstration for dually-eligible adult individuals with I/DD. An integrated MMP consists of a single plan product that integrates both the Medicare and Medicaid benefit, unlike a D-SNP model, which retains the structure of two products. NYS and CMS contracted with one organization, Partners Health Plan (PHP), to operate a FIDA-IDD plan. The plan serves individuals in New York City, Long Island, Rockland County, and Westchester.
The contract between CMS, DOH, and PHP has been extended multiple times and is currently set to end on December 31, 2025. 
As of May 2025, there were 1,714 individuals enrolled in PHP’s FIDA-IDD plan.
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Every state’s Medicaid program operates under a comprehensive Medicaid State Plan, which describes the Medicaid program’s eligibility standards, covered benefits, and reimbursement standards. Various operating requirements apply under a standard State Plan. For example, Medicaid services must be available on a comparable basis to all enrollees, and enrollees must have the freedom to choose among all Medicaid-participating providers. States wishing to implement more flexible policies for a given Medicaid population must seek approval of a waiver from CMS. 
Most of New York’s Medicaid program operates under a Section 1115 demonstration waiver, currently known as the Medicaid Redesign Team (MRT) Waiver, which provides the authority for NYS to operate the mandatory statewide managed care programs described elsewhere in this document, including MMC plans, HARPs, and partially-capitated MLTC plans. The waiver is periodically submitted to CMS for renewal, and is currently approved through March 31, 2027. 
Section 1115 waivers must demonstrate “budget neutrality,” meaning that they create federal savings compared to a scenario without enactment of the waiver. Under this constraint, CMS may agree to reinvest a portion of federal savings into the Medicaid system. In 2014, pursuant to this process, CMS approved an amendment to NYS’s waiver that reinvested $8 billion into various Medicaid reform initiatives, including the DSRIP program, Health Homes, implementation of BH HCBS, and MLTC workforce programs. 
In January 2024, CMS approved a new amendment to New York’s MRT 1115 Demonstration Waiver (see “New York Health Equity Reform Waiver Amendment”) that includes almost $7 billion in new federal funding for four initiatives related to social care services, global budgets, and workforce.
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The DSRIP program, which ran through March 2020, made $6.4 billion of federal funds available to redesign the State’s Medicaid program to help achieve the Triple Aim of improved care, enhanced quality, and reduced costs. DSRIP’s overall goal was to reduce avoidable hospitalizations statewide by 25 percent over five years, with several other subsidiary goals. DSRIP also established the Value-Based Payment (VBP) Roadmap, which set a goal of transitioning at least 80% of Medicaid managed care payments into VBP arrangements by the end of the waiver period.
DSRIP funding was made available to Performing Provider Systems (PPSs), which were regional networks of providers, typically led by a major hospital or health system, that were responsible for enacting a set of delivery system redesign projects from a pre-approved menu. Commonly implemented projects included primary care practice transformation and PCMH certification and the integration of behavioral health services. PPSs earned incentive payments based on achieving process and outcome metrics related to their projects. Once earned, incentive payments could be used for further investment in projects and other purposes, such as covering revenue losses due to lower hospitalizations.  
The DSRIP Independent Assessor’s Final Summative Evaluation was approved in December 2021. CMS noted that it found a “significant reduction in potentially preventable readmissions,” and that “[a] majority of the behavioral health and population health measures evaluated demonstrated statistically significant improvements […] including key primary care indicators.” 
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On January 9, 2024, CMS approved a new amendment to New York’s MRT 1115 Demonstration Waiver. The new amendment will run during the 3.25-year period from January 2024 through March 2027. 
The amendment includes four initiatives with a total of up to $6.69 billion in federal funding:
· Health-Related Social Needs (HRSN): Up to $3.673 billion for building HRSN infrastructure, including the creation of new Social Care Networks (SCNs), and reimbursing for an array of HRSN services through the Medicaid program.
· Health Equity Regional Organization (HERO): Up to $125 million for the creation of a statewide HERO to conduct regional health and HRSN data collection and analysis and, based on this, make recommendations on incorporating HRSN into value-based payment (VBP) arrangements in the future.
· Medicaid Hospital Global Budgets: Up to $2.2 billion to support certain safety net hospitals in Brooklyn, the Bronx, Queens, and Westchester County to transition their Medicaid reimbursement to hospital global budget models, in line with CMS’s new AHEAD model.
· Strengthen the Workforce: Up to $694 million for workforce recruitment and retention efforts, including student loan repayment and training and education programs for individuals who make commitments to serve high-needs populations. Training and education will be funded through Workforce Investment Organizations (WIOs), which will recruit participants and provide ongoing support. 
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In August 2023, the State selected nine organizations to serve this function in their respective regions (see details here). SCNs will be responsible for coordinating the delivery of social care services to Medicaid members, including by providing HRSN screening and maintaining a comprehensive network of community-based organizations (CBOs) to support the delivery of “Enhanced” HRSN services to eligible members. Such services may include housing, transportation, nutrition, and care management. SCNs will also be responsible for establishing regional connectivity with the State and other stakeholders, including through integration with the Statewide Health Information Network for New York (SHIN-NY). 
MCOs will pass through funding to SCN lead entities to cover HRSN screening for all Medicaid members and Enhanced HRSN services for eligible members. Funding will be provided as a per member per month (PMPM) payment for each Medicaid managed care member in the region. For Medicaid members who are not in managed care, the SCN will submit claims and be reimbursed for screening and navigation on a FFS basis.
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Under the waiver amendment, $2.2 billion will be available to provide financial support to safety net hospitals located in Brooklyn, the Bronx, Queens, and Westchester County as they transition to a hospital global budget payment methodology for Medicaid. 
NYS will submit a Medicaid Hospital Global Budget Implementation Protocol to CMS outlining a plan and timeline for implementing these budget, which must include planned hospital quality and equity metrics. Although the State intends to align these Medicaid Global Budgets with AHEAD’s corresponding Medicare budgets, the two programs are not contingent on each other. In particular, if New York is not selected to participate in AHEAD, NYS will still be required to create Medicaid hospital global budget plans under this waiver. 
Waiver funds under this initiative must be claimed as administrative and will not be factored into managed care expenditures or represent payment for services.
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In August 2024, the State selected three Workforce Investment Organizations (WIOs) to administer a total of $646 million in funding for the workforce training components of the waiver amendment. The three WIOs will operate in the following regions (counties in each region are shown on a map here): 
· Region 1 (New York City, Hudson Valley, and Long Island): 1199SEIU Training and Employment Funds
· Region 2 (Capital Region, Central New York, North Country, and Southern Tier): Iroquois Healthcare Association
· Region 3 (Finger Lakes and Western New York): The Finger Lakes Performing Provider System
The WIOs will be responsible for linking people seeking to join or advance in a health care career with educational institutions, employers, and others. This will include recruiting eligible participants, establishing partnerships with employers, and using waiver funding to pay for participants’ educational costs and to reimburse employers for backfill staffing costs incurred when employees are away for training.
The program will be open to new and existing non-physician professionals such as nurses, physician assistances, social workers, and community health workers. Participating professionals will be required to make a three-year service commitment with providers that serve at least 30 percent of Medicaid members and/or uninsured individuals. 
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Under DSRIP, NYS was required to submit the five-year VBP Roadmap as part of a sustainability plan to maintain post-DSRIP improvements. The VBP Roadmap outlined how NYS would seek to move at least 80% of Medicaid managed care payments into VBP models, and at least 35% of payments through models involving downside risk. As of April 2020, NYS found that these goals had been met, with 86% of payments made through VBP models and 56% of payments involving downside risk.
All VBP models involved the creation of a target budget for providing a set of services to a specific attributed population, with providers eligible to receive shared savings if they met quality metrics and if costs were below the target budget. This definition was more stringent than the corresponding Medicare definition by excluding FFS payment models with quality bonuses not tied to a target budget.
The VBP Roadmap included a menu of VBP arrangements acceptable to NYS. The menu originally included four broad categories, but in the current Roadmap, it has been consolidated to a list of seven specific designs, including Total Care for the General Population (TCGP), under which the target budget incorporates the cost of all Medicaid-covered services; five subpopulation arrangements, under which the target budget incorporates total cost of care for a population of HARP enrollees, MLTC enrollees, people with I/DD, people with HIV/AIDS, or children; and the Maternity Care bundle. “Off-menu” arrangements are also be permitted, subject to State approval. The Roadmap also specifies various requirements for such contracts, such as levels of risk and shared savings/losses.
While the State has not made any material changes to the VBP Roadmap since the conclusion of DSRIP, in May 2022 DOH released an updated VBP Roadmap to “reaffirm its commitment” to VBP and clarify expectations for providers and MCOs. The updated Roadmap largely did not contain material modifications to the parameters of the previous Roadmap. 
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The VBP Roadmap established a VBP Innovator program for providers with significant experience in VBP contracting who sought to take on VBP models involving fully-capitated risk or substantial downside risk within shared savings arrangements. Innovator contracts are intended to involve the total cost of care for a population or subpopulation, and “are eligible for up to 95 percent of the total dollars traditionally paid from NYS to the MCO.” However, the VBP Innovator program has been dormant since 2019 and no new approvals are expected for now.
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In November 2024, CMS approved an 1115 Waiver amendment request submitted by New York to authorize continuous enrollment for Medicaid and Child Health Plus (CHP) coverage for children up to age six, regardless of whether a child’s family income exceeds eligibility limits. The proposal aims to reduce churn rates for children and will not change eligibility limits for Medicaid or CHP. Disenrollment will continue for children who are no longer NYS residents, client request, those who enrolled in error, non-compliance with eligibility requirements, death, and for those receiving treatment in settings where Medicaid/CHP eligibility is not available (i.e., institution for mental disease). The State estimates that over 66,000 children, on average, will receive continuous enrollment annually due to this amendment. However, the Trump Administration is seeking to phase out programs that provide continuous coverage beyond what is required under Medicaid or CHIP statute, and the waiver amendment is not expected to be renewed in 2027. 
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Federal law requires state Medicaid programs to make Disproportionate Share Hospital (DSH) payments to hospitals to offset their uncompensated care costs and improve the financial stability of safety net hospitals. Each state has its own annual DSH allotment, which limits the amount of federal funds that they can provide through DSH hospital payments. Federal law also establishes a cap on the amount of DSH payments that a state can make to any single hospital. In general, this prohibits payments that exceed the hospital’s eligible uncompensated costs. States have broad flexibility in determining which hospitals receive DSH payment and how the payments are calculated.  
The Patient Protection and Affordable Care Act (ACA) directed the federal government to reduce Medicaid DSH allotments annually from 2014-2020. However, numerous laws have amended the DSH reductions and delayed implementation, including most recently the March 2025 continuing resolution that currently funds the government. The DSH cuts are now scheduled to take effect in October 2025, but further delays are possible. 
In February 2024, CMS established a new methodology to limit a hospital’s Medicaid shortfall to services in which Medicaid is the primary payer. However, hospitals in the 97th percentile of patients that qualify for Medicare Part A and Supplemental Security Income (SSI) benefits are exempt from these changes and will receive a hospital-specific limit.
NYS distributes its annual DSH allotment through four major programs: 
· The Indigent Care Pool (ICP); 
· The Indigent Care Adjustment (ICA);
· DSH Intergovernmental Transfers (IGTs); and 
· DSH for Institutes for Mental Disease (IMDs). 
The ICA and DSH IGT payments, which represent the bulk of these payments, are provided to public hospitals only, while DSH for IMDs is provided to specialty psychiatric hospitals operated by OMH. 
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Indigent Care Pool (ICP)
The Indigent Care Pool (ICP) makes Medicaid DSH funding available to hospitals statewide. The distribution of ICP funding has been a subject of long-term ongoing controversy. Multiple reports have found that ICP payments are not sufficiently tied to the actual delivery of uncompensated care. In 2013, the ICP formula was changed to exclude provisions for bad debt and teaching hospitals so that it would, in future, be based solely on the amount and cost of services that a hospital provides to uninsured and Medicaid patients. However, the formula included a “transition collar” which limited the rate at which a hospital’s ICP payments would change. As a result, the effective change in distributions was limited. 
In 2020, in connection with recommendations by the MRT II, the ICP distribution was overhauled again, and in recent years further cuts to the ICP have been implemented, reducing the total funding to $734.6 million while implementing a gradual transition to serve primarily the designated set of Enhanced Safety Net Hospitals (ESNHs). ESNHs are exempted from the decrease and provided with an additional $64.6 million to offset the elimination of the previous transition collar (the “ESNH Transition Collar Pool”). 
An ESHN must meet all of the following criteria in at least one of the last three years:
· At least 50% of the hospital’s overall patient population is Medicaid or uninsured patients;
· At least 40% of the hospital’s inpatient discharges have been covered by Medicaid;
· At least 3% of the hospital’s overall patients are uninsured;
· No more than 25% of the hospital’s inpatient discharges are commercially insured; and
· The hospital provides care to the uninsured through the emergency department, hospital-based clinics, and community-based clinics.
Public hospitals, Critical Access Hospitals (CAHs), and Sole Community Hospitals (SCHs) also qualify as ESHNs. However, under the FY 2026 Budget, as of April 2025, Health + Hospitals would no longer be eligible to receive $113 million in ICP funding (with this funding instead expected to be provided through a state-directed payment). This will reduce the total public hospital portion of the ICP to $26 million.
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The 2023-24 Enacted NYS Budget developed a new Indigent Care program to assist CCBHCs in recovering losses resulting from uncompensated care. Funding is based on “actual, reported losses” and will be distributed proportionally to such losses. CCBHCs with at least 3% of total visits by uninsured individuals are eligible for the program. The legislation provides allocations for three years, from July 2023 through June 2026:
· July 1, 2023 through June 30, 2024: $22.5 million
· July 1, 2024 through June 30, 2025: $41,25 million
· July 1, 2025 through June 30, 2026: $45 million
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In 2021, NYS applied to CMS for approval of a Section 438.6 state-directed payment preprint to direct additional funds to financially distressed safety-net hospitals. The state-directed preprint provides federal authority for NYS to direct MMC plans to make payment at enhanced rates to a class of providers. This payment authority would serve as a partial replacement for the VBP Quality Improvement Program (VBP QIP), which was originally authorized as part of the DSRIP program and serves a similar purpose. Under this program, safety net hospitals are defined as not-for-profit hospitals that have a payer mix by volume of at least 36% Medicaid. 
NYS has renewed this initiative annually, and it was last authorized through March 31, 2025 for a payment of over $1.8 billion. However, under the One Big Beautiful Bill Act that was passed in July 2025, future state-directed payments in Medicaid will be frozen through 2028 and then reduced annually by 10 percent until they reach 100 percent of Medicare (for ACA Expansion states). Over time, this provision, if maintained, will significantly limit the amount of funding available to safety nets through this method.
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States may choose to make further Medicaid supplemental payments to providers, but federal regulations prohibit matching funds from being used for FFS payments above an Upper Payment Limit (UPL). The UPL is meant to ensure that Medicaid pays no more than Medicare would pay for the same services. Rather than being applied at the claim level, the UPL applies to aggregate classes of providers, such as hospital inpatient services, hospital outpatient services, nursing homes, ICF/IIDs, and freestanding clinics. UPLs are also calculated separately for each category based on ownership type (state, non-state government, and voluntary private). 
States are required to make annual reports of their UPL calculations to CMS. Because a state’s UPL is calculated based on FFS utilization, transitioning populations to managed care tends to decrease the UPL. UPL amounts are adjusted by State Plan Amendment on a regular basis.
NYS may elect to make further safety net payments to hospitals, but in general, any such payments would not be matchable by federal funds through Medicaid and would have to be funded through State-only funds. Various programs, such as the Vital Access Provider Assurance Program (VAPAP), have been established for this purpose in the past. 
[bookmark: _Toc207704045]Safety Net Transformation Program
The Safety Net Transformation Program, enacted under Part S of the Health and Mental Hygiene bill in the 2024-25 Enacted NYS Budget, is designed to offer a single structure through which safety net hospitals may access the funding and regulatory flexibility needed to enact transformation projects. Such projects will have the goal of improving care, achieving sustainability, and encouraging clinical partnerships. This program was dedicated an additional $300 million of operating support and $1 billion of capital support in the FY 2025-26 Budget. However, this funding is partly contingent on the State’s MCO provider tax, which is likely to be rescinded by the Trump Administration by 2026, requiring the State to make a determination about how to continue funding.
Awards may include capital funding, operating subsidies, or a combination of both. Applicants may also request waivers of state regulations if needed to more efficiently implement projects. However, DOH is not permitted to waive regulations that would affect patient safety and other rights, scope of practice, environmental protections, occupational standards, quality of care, safe staffing, and certain other areas.
Applications for this program must be jointly submitted by a safety net hospital and at least one partner organization. The partnership may, but is not required to, culminate in a merger, acquisition, management services contract, or clinical integration.
Eligible hospital applicants must be defined as a safety net hospital under New York Public Health Law by meeting at least one of the following four criteria:
· Be a public hospital, rural emergency hospital (REH), critical access hospital (CAH), or sole community hospital;
· Have at least 30% of its inpatient discharges made up of Medicaid eligible individuals, uninsured individuals, or dual eligible individuals and at least 35% of its outpatient visits made up of these populations;
· Serve at least 30% of the residents of a county or multi-county area who are Medicaid eligible individuals, uninsured individuals, or dual eligible individuals; or
· In the discretion of the Commissioner of Health, serve a significant population of Medicaid eligible individuals, uninsured individuals, or dual eligible individuals.
Applicants must identify at least one partner organization with which they will jointly apply for the program. Such partner organizations may include, but are not limited to:
· Health systems;
· Hospitals;
· Health plans;
· Residential health care facilities;
· Physician groups;
· Community-based organizations; and
· Other health care entities that can serve as partners in the transformation of the safety net hospital.
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