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Medicaid in New York
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Statewide Medicaid Enrollment (CY 2003-2017)

Source: NYS DOH OHIP DataMart (based on claims paid through June 2018) 

2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017

# of Recipients 4,267,573 4,594,667 4,733,617 4,730,167 4,622,782 4,657,242 4,911,408 5,212,444 5,398,722 5,598,237 5,805,282 6,327,708 6,708,697 6,689,794 6,582,624
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The Delivery System Reform 
Incentive Payment Program 

(DSRIP)
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Delivery System Reform Incentive Payment 
(DSRIP): The Basics

• $6.42 Billion investment under MRT Section 1115 Waiver

• Unprecedented Delivery System Reform

• 25 Provider Performing Systems (PPS) across the State

• Meets the Needs of Local Communities

• Overall Goal: Reduce Avoidable Hospital Use by 25% over years
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April 2014-
March 2015

DYO

April 2015-
March 2016

DY1

April 2016-
March 2017

DY2

April 2017-
March 2018

DY3

April 2018-
March 2019

DY4

April 2019-
March 2020

DY5

Focus: 
Infrastructure 
Development

Focus: 
System/Clinical 
Development

Focus: 
Project Outcomes & 

Sustainability

DSRIP: Where Are We Now?
We Are 

Here
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Statewide 
Performance 

Metrics

Success of 
DSRIP 

Projects 
Statewide

Medicaid 
Inpatient 
and ER 

Spending

Medicaid 
Dollars in 

VBP 
Contracts 

PASS ✔ PASS ✔ PASS ✔ PASS ✔

Statewide Accountability Measures Results-
2017-18
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Preventable Readmissions 
(per 100,000 Medicaid members)
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Preventable ED Visits
(per 100 Medicaid members)

Preventable ED Visits 
(BH Population) 
(per 100 Medicaid members)

Preventable Hospital Use Continues to Decline

Data Source: All PPS rate

All PPS rate change since baseline: -15.2% All PPS rate change since baseline: -14.3% All PPS rate change since baseline: -14.9%
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Behavioral Health Measures: Mental Illness
Follow-up After Hospitalization for 
Mental Illness Within 7 Days

Data Source: All PPS rate
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Follow-up After Hospitalization for 
Mental Illness Within 30 Days

59%
66%

0%

20%

40%

60%

80%

100%

MY0 MY1 MY2 MY3

All PPS rate change since baseline: 14.1% All PPS rate change since baseline: 10.6%
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DSRIP
Beyond the Measures
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Bronx nursing home using telemedicine to prevent ER trips 
 
Providence Rest, a nonprofit Bronx nursing home, has started working with StationMD, a Scotch Plains, 
N.J.-based telemedicine company to reduce unnecessary emergency room visits by its patients. 
The six-month pilot is funded by an innovation grant from Bronx Partners for Healthy Communities, a 
Performing Provider System participating in the state Delivery System Reform Incentive Payment 
program. The goal of the pilot is to reduce hospital readmissions for medically frail patients. 
Jean Bartley-Christie, director of nursing at 200-bed Providence Rest, said the service is most useful on 
nights and weekends when the nursing home has less physician coverage. On-call physicians or nurse 
practitioners during those times are less likely to know the patient and might not have access to 
patients' medical records. 
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Making a Difference In Patients’ Lives
Patient “D”

• 22 emergency room visits in five years 
• 20 inpatient hospitalizations, six of which were crisis situations. 

DSRIP Intervention: 
• With guidance and support from a PCP Care Manager, a collaborative care plan was 

designed to address patient’s social and medical needs
• Introduced to a Certified Diabetes Educator and nutritionist
• Introduced to new strategies for weight loss and management (DSRIP project (3.c.i)
• Received options for getting medical advice after-hours that did not include ER utilization. 

Result: 
• Since enrolling in care management, the patient has not had any hospitalizations or 

emergency room visits. 
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Making a Difference In Patients’ Lives
• Patient “Z”

• Adult female hospitalized 3 times in past year.  
• Drivers of utilization assessment revealed: Unstable housing, lack of connection with support 

services, not able to keep appointments or  fulfill discharge plans; and boredom.

• DSRIP Intervention: Hospital Transition of Care Wellness Team with its CBO partners connected 
Patient Z to:

• PEOPLe Inc. Housing Coordinator who helped prevent eviction.
• Partial hospitalization program and to PEOPLe, Inc Peer Advocate to support completion of 

program
• Crisis respite services to avoid future hospitalizations
• Recovery specialist to work on goal-setting

• Results:
• Patient Z is looking to be certified as Peer Advocate and the Transition of Care Wellness team 

helped her access online courses to help attain this personal goal.
• No additional hospital admissions since the third admission in February 2018. 
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Making a Difference In Patients’ Lives
“Y” and 7 year-old son 

• 8 ER visits for son’s asthma in 12 months 
• 20 inpatient hospitalizations, six of which were crisis situations. 

DSRIP Intervention: 
• Meets with Spanish speaking Community Health Workers in ER
• Mom has trouble managing son’s medicine – connected with Certified Asthma Educator
• Rescheduled missed appointments; reminders and escorts to appointments
• CHW coordinates meetings with school counselors
• Obtains nutritional services
• Initiatives children’s health home services

Result: 
• Keeping appointments; reduced ER visits Since enrolling in care management, the patient 

has not had any hospitalizations or emergency room visits. 
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Making a Difference In Patients’ Lives
• Fulton County Public Health Department 

• Awarded an $80,000 grant from AHI PPS 
• Will expand telehealth stations to all communities in the county  
• Partnered with Nathan Littauer and St. Mary’s hospitals, Fulton-Montgomery Community 

College, and the Fulton County Office for the Aging and Youth to implement a countywide 
Telehealth initiative

• DSRIP Intervention: 
• Allows participants to connect in real time to a healthcare provider at a local hospital via an 

encrypted HIPPA/FERPA compliant platform 
• Use of the telehealth technology can include clients’ minor-to-major emergent health issues or 

requests for prescription refills.

• Return on Investment:
• The post-pilot implementation has the potential of affecting 55,000 county residents, 

improving access to care, and decreasing unnecessary emergency room visits. 
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Medicaid Accelerated eXchange (MAX) Series: 
A Proven Success
• MAX Series empowers hospital and community partners in their care redesign efforts 

increase patient and workforce satisfaction and reduce avoidable hospitalizations. 

• More than 900 professionals from 68 hospitals and 11 community-based practices 
from around the State have participated in the MAX series to date.

• Early results:
• 18 % reduction in hospital readmissions 
• 8 % reduction in hospitalizations overall
• MAX series has helped nearly 15,000 high-cost, high-need Medicaid members

• Let’s keep the momentum going
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The Move to 
Value Based Payments
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DSRIP VBP
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Payment Reform: Moving Towards Value Based 
Payments

• By DSRIP Year 5 (2020), all Managed Care 
Organizations must employ payment methods 
that reward value over volume for at least 80% 
of their provider payments 

• The VBP Roadmap outlines how NYS aims to 
achieve this goal and establishes standards 
and guidelines for VBP contracts between 
MCOs and providers. 

• If Roadmap goals are not met, overall DSRIP 
dollars from CMS to NYS will be significantly 
reduced
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New York State (NYS) Payment Reform
VBP Pilots

Towards 80% of Provider Payments based on Value
Today

April 2017 April 2018 April 2019 April 2020
> 10% of total Managed 

Care Organization (MCO) 
expenditure in Level 1 

VBP or above

> 50% of total MCO 
expenditure in Level 1 

VBP or above.
> 15% of total payments 
contracted in Level 2 or 

higher *

80% of total MCO 
expenditure in Level 1 

VBP or above
> 35% of total payments 
contracted in Level 2 or 

higher *

Performing Provider 
Systems (PPS) requested 

to submit growth plan 
outlining path to 80-90% 

VBP

2017 2018 2019 2020

VBP: Timeline and Key Milestones
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Key Aspects of VBP Arrangements 
VBP contracts are defined by a common set of core components:

Arrangement Type

Target Budget Setting and/or Shared Savings/Risk

Level of Risk
Quality Measures
Social Determinants of Health Intervention

Attribution Methodology & Member Volume
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VBP: Current Status

FFS 48.1%

VBP Level 0 17.3%

VBP Level 1 10.8%

VBP Level 2 
21.7%

VBP Level 3 
2.1%

* Total Medical Expenses for period 4/1/17- 12/31/17 
* Reflects exclusions specified in the Roadmap associated with e.g., Financially Challenged Providers; High Cost Specialty Drugs, Transplant Drugs, Certain Emergency services as well as the 
spending for various Supplemental programs (i.e., QIP, EIP, EPP, AHPP).

• $7.46 B in VBP 
Arrangements

• 34.6% of Contracts 
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VBP Progress by Region

18%

3%

4%

6%

43%

4%

8%

6%

8%

TOTAL
Central Region  18%

Finger Lakes Region  3%

Long Island Region  4%

Mid-Hudson Region  6%

New York City Region  43%

Northeast Region  4%

Northern Metro Region  8%

Utica-Adirondack Region  6%

Western Region  8%

* Regions are designated by MMCOR regions
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VBP In Action
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Example 1: New York City
• Several Managed Care Organizations
• Large Provider Group

MCO and 
Provider

• 150,000 attributed lives. Focus on high utilizers of careCohort

• Total Cost General Population
• Risk Level 2

VBP Arrangement 
and Risk

• Implementing an assessment and referral process to link 
members who need SDH interventions (i.e., food/housing) 
to care.  

VBP / SDH 
Intervention
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Example 2: Central New York 
• Hospital Health Center
• Two Managed Care Organizations

MCO and 
Provider

• 35,000 attributed lives, includes high population of 
refugeesCohort

• Total Cost General Population VBP Arrangement
• VBP Risk Level 2

VBP Arrangement 
and Risk

• Increases health outcomes to link members to walkable 
space and access to farmer’s markets within their 
community. 

VBP / SDH 
Intervention
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VBP Innovator Program: An Overview
16

• Experienced VBP contractors who are continuing to chart the path into VBP

• Assume full responsibility for some functions typically carried out by MCOs, and share in others. 

• Eligible for 90 – 95% of premium pass through

• Maximum flexibility and innovation to providers in delivering care for their attributed population.

Innovators must demonstrate proficiency in five areas:

1. A commitment to contracting for a high or full risk VBP Level 2 or Level 3 Total Care for General Population (TCGP) or Subpopulation arrangement

2. Upholding health plan network adequacy

3. Past success in VBP contracting for TCGP or Subpopulation arrangements

4. The ability to meet minimum attribution thresholds
• TCGP: ≥ 25,000 Medicaid non–dual members
• Subpopulation: ≥ 5,000 Medicaid members

5. Financial solvency

InnovatorVBP 3VBP 2VBP 1VBP 0
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Social Determinants of Health
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Social Determinants of Health: Call 
For Innovations
• Nearly 200 innovation applications!

• Community Based Organizations
• Healthcare Providers
• Technology Solution Companies

• A panel of experts will review the applications and chose the top 
innovations

• Social Determinants of Health Innovation Summit:
• Planned for September 26, 2018
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Maternal and Baby Health

• Maternal Mortality

• First 1,000 days on Medicaid Initiative

• Medicaid Initiatives
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• Specific and laser focused on improving outcomes and access to 
services for children in their first 1000 days

• Focused on what is doable in the near-term

• Affordable

• Implementable through Medicaid levers
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Expand Centering Pregnancy 
• Pilot project in the neighborhoods/communities of poorest birth outcomes 

to encourage obstetrical providers serving Medicaid patients to adopt the 
Centering Pregnancy group–based model of prenatal care which has 
shown dramatic improvements in birth–related outcomes and reductions in 
associated disparities

Designed to enhance pregnancy outcomes through a combination of 
prenatal education
Centering Healthcare Institute (CHI) to provide both training workshops 

for providers as well as on–going implementation support and technical 
assistance
 Ensure that implementation includes screening and referral for social 

determinants of health (environment, housing, educational attainment, 
etc.)

May 2018



33

New York’s Medicaid Doula Pilot Project
• On April 23rd, Governor Cuomo announced a comprehensive initiative to target maternal mortality and 

reduce racial disparities in health outcomes. This initiative includes a Medicaid pilot program to cover 
doulas.

• Finalizing Doula Pilot Design:
• Geographic areas
• Eligibility
• Scope of services
• Certification
• Reimbursement
• Evaluation
• Outreach and awareness

• Contact us at: doulapilot@health.ny.gov

mailto:doulapilot@health.ny.gov
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Children’s Medicaid and Behavioral Health System 
Transformation Update 
• Working with a broad group of stakeholders across the continuum of Behavioral Health, I/DD, Foster Care 

and Medically Fragile Children and Pediatrics 
• Developed a broad scale approach to bring together a comprehensive set of aligned Home and Community 

Based Services into a comprehensive and integrated managed care design for our highest risk children and 
families.

• The design will end the fragmented HCBS access and delivery process, and expand the availability of 
HCBS and other services and integrates them with promising new health home care management and 
community support services into a single structure

• New York State Office for People With Developmental Disabilities is working with providers and families to 
improve care management services through a health home structure delivered through Care Coordination 
Organizations (CCOs).

• Centralized, resourced and integrated, CCOs will help members and families access and navigate existing 
services.

• Creates a bridge to the capacities the system needs to responsibly bring this population into managed care-
increases access while preserving years of carefully designed services.



35

Looking Forward



Additional information available at:
www.health.ny.gov/dsrip
www.health.ny.gov/vbp

Follow MRT on Twitter!
@NewYorkMRT

Questions?

http://www.health.ny.gov/dsrip
http://www.health.ny.gov/vbp
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