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Investing for tomorrow, delivering today.

BEFORE WE START...
On behalf of all colleagues at the 
Human Services Department, we 
humbly acknowledge we are on the 
unceded ancestral lands of the 
original peoples of the Apache, Diné 
and Pueblo past, present, and 
future. 

With gratitude we pay our respects 
to the land, the people and the 
communities that contribute to 
what today is known as the State of 
New Mexico.
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Evening drive through Corrales, NM in October 2021.
By HSD Employee, Marisa Vigil



AGENDA & PRESENTERS
▪ Human Services Department (HSD)
▪ Medicaid Request and Forecast 

Update 
▪ Enrollment Outlook 
▪ Provider Rates
▪ Controlling Hospital and Nursing 

Home Costs  
▪ Update on RFP and Waiver and 

Cost Overruns

▪ Medicaid Managed Care 
Organizations (MCO) Partners
▪ Ensuring Access to Care
▪ Utilization and Use of Services
▪ Provider Rates
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HSD SERVES 50% OF NEW MEXICANS
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HSD’S SOCIAL IMPACT: NM BENEFITS FROM MODERN AND 
RESPONSIVE SOCIAL SAFETY NET  
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Source: https://sites.google.com/view/nmhsdscorecard

https://sites.google.com/view/nmhsdscorecard
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MEET THE VALDEZ FAMILY*
▪ Amanda Valdez is 16 and lives in Grants. 

During her junior year in high school, she 
becomes pregnant and receives food 
supports (SNAP) and Medicaid.

▪ Amanda’s mother, Linda, was incarcerated 
during Amanda’s pregnancy, leaving Amanda 
to attend medical appointments by herself.

▪ Amanda travels 80 miles to give birth to her 
son, Daniel, at UNM and during the birth 
she experiences cardiac arrest and seizures. 
After a stay in pediatric ICU, she stays in ABQ 
for several months for rehab.

▪ NM Corrections Dept. releases Linda from 
jail early to allow her to care for her 
daughter and grandchild.
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*HSD has changed the name and photo of this HSD customer to protect privacy. 
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NEW MEXICO MEDICAID UPDATES
▪ Published 5-year waiver renewal 9/6.

▪ Designed new Medicaid Contract and Request for Proposals to 
be released 9/30.

▪ Completed and published comprehensive provider rate study.

▪ Drafted complete Medicaid billing manual - complete 12/2022.

▪ Received Federal approval for reimbursement for services for all 
Medicaid children in schools (benefitting 386,023 school-age 
children).

▪ Distributed COVID-19 rate adjustments from FY22 $174 M 
appropriation ($26 M SGF).

▪ Completed $130 M in economic recovery payments to Home and 
Community-based Service providers.

▪ Continued elimination of Developmentally Disabled Waiver 
Waitlist in partnership with DOH.
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The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 

Medicaid Customers < 21 Years Old By 
County, August 2022



Pregnant/Parenting 
Members and Young 

Children

Members with Behavioral 
Health Conditions Native American Members Justice-Involved Members

Older Adults and Members 
with Long-Term Services 

and Supports Needs
All Other Members

Expand Home Visiting Programs

Additional CB 
Enrollment Slots

Enhanced Services 
and Supports including:

- LRI as Providers
- - Small-Home Pilot

- ALF Room & Board Coverage

Environmental Modification 
Budget Increase*

Transitional Services Budget 
Increase*

Home Delivered Meals
Medicaid Services for High-Need Justice-Involved Population 30 Days Prior to Release

Traditional Healing Services
Medical Respite for Members 
Experiencing Homelessness

Chiropractic Services Pilot Program
Enhanced Primary Care and Care Coordination through a Closed-Loop Referral System

Support for Rural Hospitals

Expand Access to Supportive 
Housing

Medicaid Reimbursement for 
IMD settings for individuals 

with SUD, SMI/SED*

High-Fidelity Wraparound services for children/youth with complex care needs*

Continuous Enrollment for 
Children up to Age 6

Funding and technical assistance for new or expanded primary care residency programs*

*Waiver amendment pending with CMSNew InitiativesContinued/Expanded Initiatives

Home Delivered Meals

Centennial Care 2.0 Features

Community Health Workers

Postpartum Coverage Extension

Lactation Consultants

Doula Services

Human Donor Milk Services
Expansion of Genetic 

Screenings

Expand Reimbursement for Medicaid School-Based Services

Single Specialized MCO for Children in State Custody
Support for Rural Hospitals

Community-Based Mobile Crisis Intervention Services

CCBHCs

Default Enrollment for dual-
eligible Medicaid members

Tiered Payment System for 
Assisted Living

Uniform Prescription Drug List

1115 Initiatives

All Other Initiatives
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MEDICAID ENROLLMENT CHANGES OVER THE NEXT 14 MONTHS

State Revenue 
$000s

PHE S.0
6.2% thru 
12/31/22

PHE S.1
6.2% thru 
3/31/23 

PHE S.2
6.2% thru 
6/30/23 

PHE S.3
6.2% thru 
9/30/23 

FY23 Surplus / 
(Shortfall) 

(57,336) (960) 58,300 55,192 

Change from 
Current PHE S.0

- 56,376 115,636 112,528 

FY24 Surplus / 
(Shortfall) 

(155,733) (159,682) (162,719) (106,301)

Change from 
Current PHE S.0

- (3,949) (6,986) 49,432 

Peak 
Enrollment

990,528 1,000,113 1,008,860 1,015,865
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COVID-19 pandemic, Maintenance of Effort (MOE) requirements, economic outlook, and stimulus 
policies influential factors in FY20 to FY23 enrollment and budget projections.

The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 

MOE to 10/2022: 
4-mos. disenrollment: Nov-
22 to Feb 2023 
MOE to 1/2023: 
4-mos. disenrollment: Feb 
2023 to May 2023 
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Los Alamos 
5%

Estimated New Mexicans Financially Ineligible for 
Medicaid after Federal Public Health Emergency (PHE)

Ends (June 2022 estimate)

Percent Decrease in Medicaid Enrollment by 
County after Federal Public Health Emergency 

(PHE) ends (June 2022 estimate)

Los Alamos 
37

Los Alamos 
-5.4%
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Federal Fiscal Year FMAP Changes
FFY 2022 Policy Adjusted 

Federal and State FFP
FFY 2023 Policy Adjusted 

Federal and State FFP
FFY 2024

Federal and State FFP

Federal 
Match %

State
Match %

Ratio
(Federal 
to State)

Federal
Match %

State 
Match %

Ratio
(Federal 
to State)

Federal
Match %

State 
Match %

Ratio
(Federal 
to State)

Traditional (PH & LTSS) 79.91% 20.09% 3.98 79.46% 20.54% 3.87 72.92% 27.08% 2.69
Chip EFMAP 85.00% 15.00% 5.67 85.00% 15.00% 5.67 81.04% 18.96% 4.27
Other Adult Group (CY21) 90.00% 10.00% 9.00 90.00% 10.00% 9.00 90.00% 10.00% 9.00
State FY Blended FFP 83.43% 16.57% 5.04 80.23% 19.77% 4.07 77.87% 22.13% 3.52
Annual Change in Ratio 0.16 -0.98 -0.55

MEDICAID FMAP AND 6.2% INCREASE IMPACT
12

The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 
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WHAT'S DRIVING MEDICAID ENROLLMENT?
▪ Growth in Medicaid/CHIP enrollment 

through July 2022 reflects: 
▪ effects of PHE.
▪ stagnant workforce participation of lower-

income parents (full-time vs. part-time 
status).

▪ incentives for job search activity 
associated with stimulus/relief policies.

▪ Growth in Medicaid/CHIP enrollment over 
SFY 2023 affected most Maintenance of 
Effort unwinding, reflecting:
▪ Processing eligibility redeterminations.
▪ Procedural/financial closures.
▪ Category of Eligibility transitions/churn.
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The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 
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CHECKING IN ON THE VALDEZ FAMILY*
▪ After her pregnancy, Amanda becomes severely 

depressed because she could no longer do the things she 
enjoyed. 
▪ She begins to self-harm and experiences suicidal 

ideations. (She has a history of inpatient behavioral 
health admissions).

▪ Her healthcare providers diagnose her with Post 
Traumatic Stress Disorder, a brain injury, and cardiac 
issues. 

▪ Amanda was proud to walk again with the help of a 
walker when she left rehab. But, back at home, she could 
not get her needed medical equipment or attend follow-
up appointments. 
▪ Her mobility declined, and she developed ulcers.

▪ Linda did not allow family members or providers to 
intervene; and Amanda’s aunt and uncle called 
protective services so Amanda and Daniel can get the 
care and support they need. 
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*HSD has changed the name and photo of this HSD customer to protect privacy. 
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FY24 MEDICAID BUDGET 
OVERVIEW

15
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MEDICAID BUDGET UPDATE: FY24 EXPENDITURES

Budget Projection – Expenditures
FY2024 
($000s)

FY2023 
($000s)

Change from 
FY2023 
($000s)

% Change 
from FY2023

Fee-For-Service 900,875 892,233 8,642 0.97%
DD & MF Traditional, and Mi Via 
Waivers

746,442 621,364 125,078 20.13%

Centennial Care MCO 6,826,839 6,733,560 93,279 1.39%

Medicare 281,199 262,741 18,458 7.03%

Other 77,253 28,207 49,046 173.88%

Total Projection (06/30/22) 8,832,608 8,538,106 294,502 3.45%

*The current quarterly budget projection is updated with data through June 30, 2022.
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Increase due 
to Expansion 

Items

Increase 
due to DOH 
increase in 

need.

3.45% 
growth in 

expenditures

The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 
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MEDICAID BUDGET UPDATE: REVENUES
17

Budget Projection - Revenues FY2024 ($000s) FY2023 ($000s)

Change 
from 

FY2023 
($000s)

Federal Revenues 6,877,853 6,850,069 27,784

All State Revenues 1,886,218 1,624,507 261,711
Operating Transfers In 365,198 284,442 80,756
Other Revenues 65,072 65,072 0
General Fund Need 1,421,636 1,243,238 178,397
Appropriation 1,265,902 1,185,902 80,000
General Fund to Support Health 
Insurance Premium Surtax

34,313 31,755 2,558

State Revenue Surplus/(Shortfall) (155,733) (57,336) (98,397)

Increase 
due to DOH 
increase in 

need.

Sweep due to 
contingency 
language of 

PHE extension

The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 



Investing for tomorrow, delivering today.

FY2024 MEDICAID PROGRAM SHORTFALL DRIVERS

What is built into the FY2024 Shortfall:

General 
Fund  

($000s) % Total
Change due to decrease in FMAP & EFMAP (167,901) 109.0%
Expansion items (10,540) 5.7%
MAD Program Growth (9,647) 6.3%
Tobacco Settlement Revenue 22,194 -14.4%
County Supported Medicaid Fund 10,160 -6.6%

Total Shortfall (155,733) 100.0%
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Note: FY23 budget request included 8.9 million MCO Member 
Months (MMs). (FY23 MCO MM has grown to 9.4 million based 
on June 2022 projection.) FY24 budget request includes 9.2 
million MCO MMs, which increases FY24 GF need by $41 M. 

155,733 

167,901 

10,540 

9,647 

(22,194)

(10,160)

 (100,000)  100,000

Total FY24 Shortfall

Decrease in FMAP & EFMAP

Expansion items

MAD program Growth

Tobacco Settlement Revenue

County Supported Medicaid Fund

General Fund ($000s)

FY24 Shortfall Drivers

The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 



NATIONAL CONTEXT
▪ New Mexico ranks 48th out of 54 states 

and territories in per recipient total 
Medicaid expenditures at $6,712 per 
person on average across all programs 
(min. $2,142; med. $8,436; high 
$13,811).

▪ NM per capita spending by category:
▪ Children: 22nd out of 54.
▪ Adult non-expansion: 47th out of 54.
▪ Adult expansion: 10th out of 36 (not 

all states have expanded Medicaid).
▪ Aged: 46th out of 54.
▪ People with disabilities: 24th out of 

54.
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Total
Adult: ACA
Medicaid
expansion

Adult: non-
expansion,

non-
disabled,
under age

65

Aged People with
disabilities Children

US Median $8,436 $6,709 $6,451 $18,610 $21,372 $3,556
New Mexico $6,712 $5,931 $4,227 $11,021 $23,066 $3,921
NM % Above/Below Median -20.4% -11.6% -34.5% -40.8% 7.9% 10.3%

-$5,000

$0

$5,000

$10,000

$15,000

$20,000

$25,000

Annual Per Capita Medicaid Expenditures: NM Relative 
to US Median and Minimum

The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% 
FMAP, and Maintenance of effort requirements and timelines, is subject to change as a result of 
evolving federal guidance, experience, new information, changes in process requirements, and the 
availability of resources. 
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FACTORS CONTRIBUTING TO INCREASED MEDICAID 
MANAGED CARE SPENDING 2019 TO 2022

Factor
Cost 

Increase $(000s) Cost Share Comment

Legislative changes and special 
appropriations

63% $127 estimated PMPM change. Over the period 2019 to 2022

Legislative Provider 
Network Investment: enhanced rates 
and reimbursements

$287,408 13% $37.63 estimated PMPM change for HCQS (NF, ICF/IID); permanent 
hospital (201-205) rate increases (for profit, gov't, not for profit, trauma 
hospital, Native American), minimum wage increases, E&M to 90% of 
Medicare, dental, behavioral health and benefit changes, temporary
COVID-19 provider rates (hospitals, NFs, NEMT, FQHC)

Legislative member related 
investment: population health care 
cost increase (demographic trending)

$344,844 16% $45.15 estimated PMPM change for demographic trend adjustments.

Legislative directed payments $353,661 16% 9% growth; Includes Directed Payments to providers & hospitals, IHS, 
other.

Legislative investment: Health 
Insurance Premium Surtax

$149,241 7% $19.54 estimated PMPM change, from SB317.

Other non-medical expenses $188,499 9% $24.68 estimated PMPM change for all other non-medical expenses.

Membership growth in managed care $893,841 39% 18% growth; 130,200 new members since 2019.

Total Changes $2,217,497 100%
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The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 
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MEDICAID PMPM TRENDS AND DRIVERS: 19.7% INCREASE IN 
PER-MEMBER PER-MONTH (PMPM) COSTS

21

The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 

FY2016 FY2017 FY2018 FY2019 FY2020 FY2021 FY2022 FY2023
PMPM % Change -2.7% -4.0% -0.6% 1.5% 6.0% 8.9% 2.2% -0.1%
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MEDICAID PER-MEMBER PER-MONTH (PMPM) BY LARGE 
COHORTS

22

FY2015 FY2016 FY2017 FY2018 FY2019 FY2020 FY2021 FY2022 FY2023
Behavioral Health $55 $43 $54 $54 $58 $59 $71 $73 $75
Physical Health $322 $317 $301 $304 $307 $339 $357 $367 $357
Expansion $553 $532 $468 $453 $447 $474 $526 $538 $545
LTSS $1,784 $1,812 $1,776 $1,767 $1,789 $1,824 $2,089 $2,186 $2,235
Average PMPM $553 $538 $517 $514 $521 $553 $602 $615 $615

$0

$500

$1,000

$1,500

$2,000

$2,500 NM Medicaid Average Per Member Per Month Costs

LTSS: Long-term services and supports
The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 

Increase parallels driven by 
minimum wage increases
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MEDICAID PMPM TRENDS AND DRIVERS
23
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FY 2019-2022 CC MCO PMPM: Actual Experience Compared to Inflation Trending

Actual CC PMPM 2.4% trend CPI-U Med % Growth Since FY 2019

1.5% cut in 
MCO rates

↖2.4% annual projected  inflation trend 
and cpi-u medical 

$120 increase since 
FY 2019 = 
30% in provider 
network rates +
35% in demographic

trend + 
35% Health 
Insurance Premium 
Surtax 

Hospital rate 
increases, 
HCQS, E&M 
code to 90%

Temporary  Hospital, NF, 
FQHC, NEMT rate increases, 
Health Insurance Premium 
Surtax

The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 
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HSD MCO COST CONTROL EFFORTS 
Cost Control Tool Mechanism Dollar/percent impact

1. Risk Arrangement • Single sided risk arrangement with profit capped at 3% (50% share 
after that)

• $180M cap

2. Medical Loss Ratio (MLR) • 2019 – set at 86% of dollars expended must go to medical costs; no 
more than 14% to administrative expenditures 

• 2021 – amended contract to require 88% must go to medical costs; 
no more than 12% to admin

• 2019 - $5.16B to medical 
expense

• 2021 - $5.28B to medical 
expense

3. Performance Measures & 
Delivery System Improvement 
Targets

• More capitation dollars at risk (3.5%) than they can gain in profit 
(3%)

• $210M at risk

4. Rate Adjustments • “2020 MCO windfall” – required MCOs to cover cost of temporary 
COVID rate increases without adjusting their rates 

• 2021/22 – added .5% downward adjustment to rates due to MOE 
population decreases utilization and acuity 

• 2022 – exercised 1.5% rate reduction regulatory option considering 
continued PHE population and utilization trends

• 2020 - $123M MCO 
payment reduction

• 2021/22 – $60M reduction 
over two years

• 2022 - $93M payment 
reduction

5. Value-Based Purchasing 
Requirements

• Contract requires MCOs to have progressive number of provider 
contracts in VBP arrangements with risk structures that drive 
quality and outcomes, not volume

• All MCOs met target and 
have 36% of contracts in 
VBP arrangements 

6. Risk Adjustment Methodology • Changed the risk adjustment methodology (to CDPS+Rx) in 2021 to 
ensure more accurate payment by member type 

• Added a high-risk member pool to reduce potential for adverse 
member selection

• Realigned $23 million 
between MCOs

• Realigned $4 million 
between MCOs

24
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MCO PERFORMANCE 

Medical Cost Ratio
MCO A MCO B MCO C

2019 97.2% 91.5% 92.9%
2020 87.8% 91.1% 90.7%

25

Underwriting Gain
MCO A MCO B MCO C

Final 2019 -10.8% 0.7% -2.7%
Prelim. 2020 3.8% 7.1% 0.9%

Administrative Expense
MCO A MCO B MCO C

Final 2019 11.9% 6.9% 14.9%
Prelim. 2020 8.0% 5.5% 11.2%
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MCO PERFORMANCE

26

Source: https://sites.google.com/view/nmhsdscorecard/goal-1/mco-behavioral-health

202% 
increase in 

BH visits 
with BH 

providers

https://sites.google.com/view/nmhsdscorecard/goal-1/mco-behavioral-health
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PROVIDER SHORTAGES: PRIMARY CARE & BEHAVIORAL HEALTH
27

The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 
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RATE REVIEW BENCHMARK RESULTS 28

The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 
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CHECKING IN ON THE VALDEZ FAMILY*
▪ After her referral to child protective services, 

Amanda’s care coordinator completed 
comprehensive needs assessments and identified 
multiple unmet needs and risks.

▪ Her care coordinator also connected Amanda with a 
Certified Peer Support Worker (CPSW) to guide 
Amanda in her behavioral health and social needs.

▪ Amanda’s Care Coordinator and Certified Peer 
Support Worker are part of Amanda’s broader 
interprofessional care team, which also includes 
physicians and other providers.
▪ Amanda’s Primary Care Physician completed a 

home physical, ordered labs and physical, 
occupational and speech therapy so Amanda 
could walk again and care for Daniel successfully. 

▪ Her care team (and Daniel’s) provided the family 
with needed transportation, a cell phone, diapers, 
bedding, and medical supplies within a few days.

30

*HSD has changed the name and photo of this HSD customer to protect privacy. 
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CONTROLLING NURSING FACILITY COST: COMMUNITY 
BENEFIT PROGRAM INVESTMENT
▪ Community Benefit Program serves individuals living in their 

homes and communities who need additional support to live 
independently. 
▪ It is more expensive for individuals to live in a nursing facility 

(average 2022 cost per-member per-month of $9,038.76 for 
nursing facility compared to $3,582.48 for Community Benefit).

▪ NM leads the nations in home and community-based long-term 
services and supports (LTSS), 88% of Medicaid LTSS members 
receive home and community services from a statewide network 
of providers. 
▪ 32,309 individuals receive home and community-based LTSS 

(8.6% increase since 2019). 

▪ Between SFY 2017 and SFY 2022 Medicaid/CHIP per capita 
expenditures increased 37%, from $6,209/year to $8,527/year. 
▪ Between 2017 and 2020, HSD increased provider 

reimbursements statewide to follow Medicare reimbursement 
trends, primarily using adjustments in Medicaid fee schedules. 

31

NM Medicaid Agency Based Community 
Benefit Providers by County, October 2021
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HEALTHCARE QUALITY SURCHARGE (HCQS) QUALITY 
PAYMENTS: PAY-FOR-PERFORMANCE
▪ Supplemental quality payments are made 

based on each facility’s performance on four 
measures.

▪ Facilities are placed into “tiers” based on 
their performance points for each measure.

▪ Quality payments are distributed by tier, 
with facilities in the highest performing tier 
receiving the greatest share of the quality 
payments.
▪ Program is currently in Year 3 (FY22).
▪ Year 4 - no quality funds will be distributed 

to bottom performing facilities

32

HCQS Quality Measures
1.  Falls with Major Injury
2.  Depression
3.  Flu Shot
4.  Pneumonia Vaccine

Tier Percentages

Tier % Tier 1 Tier 2 Tier 3 Tier 4 Tier 5
1st year 100% 100% 100% 100% 100%
2nd year 100% 95% 90% 85% 75%
3rd year 100% 85% 75% 65% 50%
4th year* 100% 75% 50% 25% 0%
*Proposed

Tier Cut Points
Tier 1 320 points or more
Tier 2 319 to 260 points
Tier 3 259 to 200 points
Tier 4 199 to 140 points
Tier 5 139 points or less

The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 
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ALTERNATIVE PAYMENT MODELS: RURAL HOSPITAL VALUE-
BASED PURCHASING (VBP)
▪ MCOs and rural hospitals workgroup convened 

with goal of transitioning Hospital Access Payment 
and Hospital Quality Improvement Initiative to new 
VBP design
▪ Total pool = $69M ($57M HAP + $12M HQII)
▪ Transition to value-based program over 5 years 

(starting with CY22)
▪ Hospitals paid for reporting quality data in 

CY22
▪ Transition to VBP payments based on quality 

outcomes starts CY23

▪ Model supports rural hospitals and facilities with 
high Medicaid share; makes sure dollars are not 
shifted from rural to urban facilities

▪ Metrics aligned with HSD, MCO and hospital 
priorities

33

Measure/Description
Measure 
Steward

1. All-Cause Readmissions NCQA

2. Deaths Among Patients with Serious Treatable 
Complications after Surgery

AHRQ

3. Serious Complications that Patients Experienced During 
a Hospital Stay After Having Certain Inpatient Procedures

CMS

4. Follow-Up After Hospitalization Visit for Mental Illness –
30 Day

NCQA

5. Follow-Up After Hospitalization Visit for Mental Illness –
7 Day

NCQA

6. Severe Sepsis and Shock CMS

7. Patient Care Survey (HCAHPs) – Communication with 
Doctor

CMS

8. Patient Care Survey (HCAHPs) - Communication with 
Nurse

CMS

9. Median Time from ED Arrival to ED Departure for 
Discharged ED Patients

CMS

10. Influenza Immunization CMS
The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 
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THE VALDEZ FAMILY TODAY*
▪ Amanda was admitted to a rehab facility where 

she learned to walk again.

▪ She and Daniel live with her aunt and uncle, 
who will help her finish high school when she’s 
ready.

▪ Amanda is learning how to help Daniel sleep 
and eat safely and care for him as part of their 
enrollment in a certified home visiting program.

▪ She and Daniel continue to receive SNAP and 
Medicaid, and her depression has subsided with 
treatment. 

▪ Amanda recently achieved one of her rehab 
goals of going to her favorite makeup store at 
the mall and is excited about her life ahead!
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*HSD has changed the name and photo of this HSD customer to protect privacy. 
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QUESTIONS & COMMENTS



Confidential and Proprietary Information

Western Sky Community Care Update

Jean Wilms, President & CEO
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• WSCC leverages Centene national expertise & innovation with local 
leadership & focus to meet the needs of New Mexico members. 

• Cultura is the belief that quality healthcare is best delivered locally in 
New Mexico through culturally attuned, fully-integrated, high-quality, 
innovative, and cost-effective services to New Mexico residents and 
communities.

• Focused on long-term community investment and the development of 
people, systems, innovation & capabilities to find solutions & better 
serve our members, providers, local communities, and government 
partners.

• New Mexico’s Trusted Managed Care Partner — Experience, 
Expertise & Empathy 

• Building Access at Every Level to Expand Equity and Deliver Care 
When, Where, and How People Need It

• Quality and Innovation at Every Stage of Life

• Investing in Communities — Working Hand-in-Hand with Local 
Partners

87,438

8,034

704

Medicaid Members
Began in 2019

Medicare Members
Began in 2020

BeWellNM  Members
Began in 2021

252
WSCC Employees

Transform the Health of the Community, 
One Person at a Time



Ensuring Access to Care – WSCC 
Performance

Adequate Network – support inclusive Medicaid network & continue to build 
contracted providers throughout New Mexico 

Access to Health Care
• Improvement in urgent primary care appointment availability (82.7% vs. 59%) 
• Secret Shopper to assess “real” availability
• Care Coordinators live and work in the communities they serve for local 

knowledge of resources
• Membership PCMH assignment improvement from 33% to 37.9%

2019 2020 2021 2Q 2022 Change Since ‘19 % Change
PCP 2,132 2,894 3,047 3,507 1,375 64.49%
Physical Health 6,483 8,610 9,084 10,867 4,384 67.62%
Behavioral Health 3,042 3,430 3,587 4,233 1,191 39.15%
LTC 202 205 207 219 17 8.42%
PCMH Sites 646 654 N/A* N/A* 8 1.24%



Ensuring Access to Care – Continued 
Challenges & Solutions 

Adequate Network
• Continue to build network and contract providers throughout New Mexico
• Workforce Development 
• Make it easy to work with us
• Reward providers \ VBP

Access to Health Care
Creative solutions to bring care to members,
build capacity in rural areas, and
allow practitioners to practice to the fullest
extent of their license

• A successful, multi-pronged approach to telehealth and technology 
solutions

• Utilize dental and vision vans to provide routine and preventive care
• Partnership with Family connects  - support births with home visits
• Promotion of Community Health Workers and Peer Supports

2019 2020 2021 YTD 2022
Urban Total 241 4,150 5,093 3,387
Rural Total 438 2,717 3,096 1,976
Frontier Total 74 440 518 322

TOTAL 753 7,307 8,707 5,685

2019 2020 2021 YTD 2022
Urban Total 103 5,857 5,541 3,477
Rural Total 86 4,461 5,354 2,603
Frontier Total 12 665 632 354

TOTAL 201 10,983 10,527 6,434

Physical Health Telemedicine Visit

Geographic Utilization For Unduplicated Members
Behavioral Health Telemedicine Visit



Utilization & Use of Services – WSCC 
Performance

WSCC experienced a shift of services during 
Covid 

• Office visits to telehealth
• Outpatient to more acute inpatient
• Acute care to sub-acute and long-term care
• Preventive to urgently needed services

Care Coordinators assist members in finding the 
right care and safe transitions of care

WSCC works to effectively manage utilization 
and use of services to maximize health 
outcomes

• Review of high cost, high risk services
• Monitor underutilization of services
• CADA Tool – review and approve requests for 

authorizations automatically via web portal
• Annual review of services that require prior 

authorization to revise and remove those that are 
routinely approved

Top Inpatient DX Q1 & Q2
Uncomplicated Delivery

General Symptoms & Signs

Maj Depress Recur Sev w/o Pysch

Pneumonia Unspecified

UNS Dement w/o Behavioral Dist

Sepsis Unspecified

Type 2 DM w/o Complications

Encounter for CD w/ Indication

Acute Respiratory Failure with Hypoxia

Major Depress d/o Single Epis Uns

Top Outpatient DXs Q1 & Q2
Obstructive Sleep Apnea

COPD Unspecified

Transportation

LTSS (NFLOC HH Waiver Respite 
Services

Type 2 DM w/ Complications

Heart Disease Unspecified

Obesity Unspecified

Dental Caries Smooth Surf Pen Pulp

Unspecified Osteoarthritis Uns Site



Utilization and Use of Services –
Continued Challenges & Solutions

High Risk Pregnancy \ Maternal \ Child
Start Smart for your Baby Program Virtual Doula, Lactation Support  - Pacify

Puff Free Pregnancy Program Mom’s Meals

Centennial Home Visiting Program Baby Showers with Educational Programs

Social Determinants of Health

Housing Specialists Meals for Members discharged and New Moms

Social Isolation – Pyx Program Health Equity Zones

Diabetes

Diabetes Disease Management Program Diabetes kits & education for newly diagnosed

Behavioral Health \ Substance Use Disorders
Assessments (including telehealth) to engage 
members in treatment and connect them with 
community resources

Member incentives (gift cards) to do follow-up and 
engage in treatment

mPulse texting program – member engagement & 
care coordination

HALO (Health Assistance, Linkage & Outreach)TM 
– predictive modeling to identify  engage at risk 
members

Choose Tomorrow™ Suicide Prevention Program Provider education & tool kits



Provider Rates – WSCC Performance

WSCC has passed on all rate increases applicable to program 
changes to the provider network

Provider Reimbursement  to Reward Value > Volume

Program Changes included in 2021 included items such as:

• Community Hospital - Native Americans Rate Increase
• For-Profit & Government-Owned Hospital Rate Increase
• LARC increase effective January 1, 2020
• Adult Residential Treatment Center
• HCQS and NF MBI Adjustments
• PCS Minimum Wage effective 1/1/2021
• COVID-19 Testing, Treatment, and Delayed Costs
• COVID-19 BH Service Utilization Acuity Adjustment

Program Changes included in 2022 included items such as:

• Paid Sick Leave 
• Minimum Wage
• Community Hospital - Native Americans Rate Increase
• Health Care Quality Surcharge (HCQS) Per Diem
• Nursing Facility Market Basket Index (NF MBI)
• Proposal W.2 Temporary Economic Recovery Payment
• COVID-19 Temporary Fee Increase - FQHC
• COVID-19 Temporary Fee Increase - Nursing Facility
• COVID-19 Temporary Fee Increase - NEMT

• WSCC supports HSD Rate Reimbursement Study & 
Calibration & CMS actuarial guidance adherence

• WSCC supports Value Based Programs & 
reimbursement aligned with quality and health 
outcomes

• WSCC supports making it easier to do business with 
us and provider administrative simplification



Provider Rates – Value Based Programs 

Shared Risk Bonus 
Potential

$5.3M  FY21
$4.9M FY22 (YTD)

Level I  - Bonus or Incentive Program
All Primary Care and Selected Specialties

P4P Quality Measures
By Population - Ped, BH, LTSS
Bundle – Pari, Strep, Mom Baby, Hep C

Level II & III  - Upside & Downside Risk
Larger Health Systems

58%
Western Sky Members in 

VBP
Year 5 Goal is 80%

Upside 65.4% 
Downside 37.6%
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HSD LEADERSHIP TEAM

David R. Scrase, M.D.
Cabinet Secretary

David.Scrase@state.nm.us
505-316-5422 
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Angela Medrano
Dep. Cabinet Secretary

Angela.Medrano@state.nm.us
505-629-3157 

Kari Armijo
Dep. Cabinet Secretary

Kari.Armijo@state.nm.us
505-249-8773 

Nicole Comeaux
Medicaid Director

Nicole.Comeaux@state.nm.us
505-490-7703 

Paul Ritzma
General Counsel

Paul.Ritzma@state.nm.us
505-670-9522 

Carolee Graham
Acting Admin. Services Director
carolee.graham@state.nm.us

505-490-1055 

Shelly Begay
HSD Tribal Liaison

Shelly.Begay@state.nm.us
505-470-2731

Bryce Pittenger
Behavioral Health Collaborative 

CEO
Bryce.pittenger2@state.nm.us

505-231-6736

Sean Pearson
Information Technology 

Division Director
Sean.Pearson@state.nm.us

505-670-9345 

Marina Piña
Communications Director
marina.pina@state.nm.us

505-670-3264

mailto:David.Scrase@state.nm.us
mailto:Angela.Medrano@state.nm.us
mailto:Kari.Armijo@state.nm.us
mailto:Nicole.Comeaux@state.nm.us
mailto:Paul.Ritzma@state.nm.us
mailto:carolee.graham@state.nm.us
mailto:Shelly.Begay@state.nm.us
mailto:Bryce.pittenger2@state.nm.us
mailto:Sean.Pearson@state.nm.us
mailto:marina.pina@state.nm.us
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Karmela Martinez
Income Support Division Director
Karmela.Martinez@state.nm.us

505-660-7452 

HSD LEADERSHIP TEAM 60

Betina McCracken
Child Support Enforcement Division 

Acting Director
Betina.McCracken@state.nm.us

505-699-4675

Neal Bowen
Behavioral Health 
Division Director

Neal.Bowen@state.nm.us
505-660-2799 

Alex Castillo Smith
Manager, Strategic Planning & 

Special Projects
Alex.CastilloSmith@state.nm.us

505-629-8652 

Elisa Walker-Moran
Medical Assistance Division CFO

Elisa.walker-moran2@state.nm.us
505-470-9330

mailto:Karmela.Martinez@state.nm.us
mailto:Betina.McCracken@state.nm.us
mailto:Neal.Bowen@state.nm.us
mailto:Alex.CastilloSmith@state.nm.us
mailto:Elisa.walker-moran2@state.nm.us
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MEDICAID TOTAL PER CAPITA SPENDING
61

US Average:  $8,672
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NETWORK ADEQUACY

62

Source: Report #3  Q1CY22

The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 

Primary Care Physician Full-Time Equivalent 
Count by County per 10,000 Population, 2020
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MEDICAID UTILIZATION

63

The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 
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MCO PERFORMANCE
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Source: https://sites.google.com/view/nmhsdscorecard

https://sites.google.com/view/nmhsdscorecard
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MCO PERFORMANCE
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Source: https://sites.google.com/view/nmhsdscorecard

https://sites.google.com/view/nmhsdscorecard
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HCQS PROGRAM IS RESULTING IN BETTER QUALITY 
PERFORMANCE IN NURSING FACILITIES - REDUCES COST
▪ Switch to quality payments 

resulted in improvements in 
quality scores.
▪ Year 1 – quality payments were 

based on reporting data to 
establish a baseline.
▪ Year 2 – switch to performance 

scoring in Q3 resulted in better 
Tier 1 performance.

69

HCQS Participating Facilities Achieving Quality Measures, 
by Quality Tier, by Quarter (7/1/20 – 9/30/21) 

More facilities in 
tier 1, the better

23
21

32

26
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5 4 33 3
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0
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Q1 Q2 Q3 Q4

Tier 1 Tier 2 Tier 3 Tier 4 Tier 5

The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 
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OVERVIEW OF DISTRIBUTION OF SFY22 APPROPRIATION 
FOR COVID RELATED COSTS TO PROVIDERS 

70

Provider Type Directed Payment SFY 22 Payment Amount

Hospitals A uniform dollar increase for the delivery 
of inpatient and outpatient hospital services for 
hospitals from January 1, 2022 through June 30, 
2022. The amount of the increase will vary for 
frontier/rural and urban class for both inpatient 
and outpatient services, with larger increases for 
frontier/rural hospitals.

Total Computable - $137.6 
Million
• Federal Share - $109.1 

Million
• State Share - $28.5 Million

Nursing Facilities Uniform 8.1% to short term skilled and custodial 
nursing facility services for January 1, 2022 
through June 30, 2022.

For NF, FQHC, NEMT 
Combined
Total Computable - $21.2 
Million
• Federal Share - $16.2 

Million
• State Share - $5.0 Million

Federally Qualified Health Centers 
(FQHCs)

Uniform rate increase of $15 to Federally 
Qualified Health Centers (FQHC) providers for 
January 1, 2022 through June 30, 2022.

Non-Emergency Medical 
Transportation

Uniform 6.81% rate increase to non-emergency 
medical transportation providers for January 1, 
2022 through June 30, 2022.
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SUPPLEMENTAL HOSPITAL PAYMENTS
Payment (Year Payment 

Began)

Year 
Payment 

Began Amount (TC)
Medicaid 
Program Calendar Year 2021 Calendar Year 2022 Payment Methodology

1 Hospital Quality Improvement 
Initiative (HQII)

Pre-2019 $12 million Fee-for-
Service (FFS)

Payments complete Payments complete Supplemental 
payment paid annually 
by HSD

2 Disproportional 
Share Hospitals (DSH)

Pre-2019 $32 million Fee-for-
Service (FFS)

Payments complete Approved by CMS Supplemental 
payment paid annually 
by HSD

3 Indirect Medical 
Education (IME)

Pre-2019 $100 million Fee-for-
Service (FFS)

Payments complete Approved by CMS Supplemental 
payment paid quarterly 
by HSD

4 Graduate Medical 
Education (GME)

Pre-2019 $27 million Fee-for-
Service (FFS)

Payments complete Approved by CMS Supplemental 
payment paid quarterly 
by HSD

5 UC Pool Pre-2019 $69 million Fee-for-
Service (FFS)5

Payments complete Moved to HAP & TAP Supplemental 
payment paid quarterly 
by HSD

6 Community Tribal Hospitals 2019 $14.4 million Managed 
Care (MC)

Payments complete Approved by CMS Percentage rate increase 
per MC encounter

7 For-Profit and 
Government Owned Hospitals

2019 $12.6 million Managed 
Care (MC)

Payments complete Approved by CMS Percentage rate increase 
per MC encounter
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The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 
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SUPPLEMENTAL HOSPITAL PAYMENTS
Payment (Year Payment Began)

Year 
Payment 

Began Amount (TC) Medicaid Program
Calendar 
Year 2021 Calendar Year 2022 Payment Methodology

8 Not-For-Profit Hospitals 2019 $12.4 million Managed Care (MC) Payments co
mplete

Approved by CMS Percentage rate increase 
per MC encounter

9 Temporary Hospital 
COVID Increases

2020 $70.3 million FFS & Managed 
Care (MC)

Payments co
mplete

Approved by CMS Percentage rate increase

10 Hospital Access Payment (HAP) 2020 $58 million Managed Care (MC) Payments co
mplete

Approved by CMS Quarterly 
payment based on a per 
MC discharge add-on

11 Trauma Hospitals 2020 $6.1 million Managed Care (MC) Payments co
mplete

Pending CMS 
Approval on 438.6 
Directed Payment

Percentage rate increase 
per MC encounter

12 Targeted Access Payment (TAP) 2020 $23 million Fee-for-Service (FFS) Payments co
mplete

Approved by CMS Supplemental payment 
paid annually by HSD

13 Temporary Hospital 
COVID Increases

2022 $150.0 million Managed Care (MC) N/A Pending CMS 
Approval on 438.6 
Directed Payment

Quarterly 
payment based on a per 
MC discharge add-on

14 Community Tribal Hospitals 202213 $28.8 million Managed Care (MC) Payments co
mplete

Approved by CMS Percentage rate increase 
per MC encounter

Total $532.2 million
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HSD is issuing $280.2M more in hospital supplemental payments in 2022 than payments made in 2018. 
The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 
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NURSING FACILITY PAYMENTS

Directed Payment Amount
Medicaid 
Program

Calendar 
Year 2021

Calendar Year 
2022 Payment Methodology

Nursing Facility Value 
Based Purchasing (NF 
VBP)

$4.5 
million

Managed 
Care (MC)

Payments 
complete 

Pending CMS 
Approval on 
438.6 Directed 
Payment

Quarterly payments based on quality 
scorecards issued by HSD’s data vendor. 
The Managed Care Organization (MCO) 
is to make payment in accordance with 
the contract terms between the MCO 
and the nursing facility.

Healthcare Quality 
Surcharge (HCQS)

$130.9 
million

Managed 
Care (MC)

Payments 
complete 

Approved by 
CMS

Per Managed Care encounter for per 
diem and MBI factor

Quarterly for quality payment

Temporary Nursing 
Facility (NF),  FQHC, Non-
emergency medical 
transportation (NEMT) 
COVID Increases

$21.2 
million

Managed 
Care (MC)

N/A Pending CMS 
Approval on 
438.6 Directed 
Payment

Rate increase per encounter

Total $156.6 
million
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CMS REQUIRES PAYMENT METHODOLOGY CHANGE

▪ In the past, payment programs like the Uncompensated Care Pool 
allowed HSD to provide support to rural hospitals above and beyond 
Medicaid volume-based payments

▪Effective 2020, CMS no longer allows these types of payment methods

▪All hospital payments (other than quality incentives) must be based on 
and distributed according to Medicaid patient volumes
▪The Hospital Access Payment Program (HAP) and the Targeted Access 

Payment (TAP) were designed using the CMS required utilization-based 
methodology 
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The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 



Investing for tomorrow, delivering today.

PROPOSED MEDICAID RATE INCREASES METHODOLOGY
▪ 2022 Legislative session: $28M General Fund appropriation in HB2 for a 

temporary payment increase for Hospitals, Nursing Facilities, FQHCs to 
address higher costs from staffing shortages

▪ Leverage federal funds for a total $150M temporary increase to 
hospitals in FY2022

▪ Utilization is principal driver of reimbursement and is operationalized 
through inpatient and outpatient discharge add-ons. Increases effective 
for utilization between January 1, 2022, and June 30, 2022.

▪ Hospital classification (Urban, Rural/Frontier)
▪ Urban: Bernalillo, Dona Ana, Los Alamos, Santa Fe
▪ Rural/Frontier: All remaining counties

▪ The estimated per-discharge add-on for this directed payment. Note 
that while the total dollars to each of the provider classes are fixed, the 
amounts to each provider will vary based on actual utilization.

▪ HSD provided briefing to hospitals on 5/3/2022.

▪ HSD plans to get notices to Hospitals for Q1CY22 by the end of May 
with estimated amount of payment.

▪ 42 CFR 438.60 Directed Payment Pre-print pending CMS approval.

Region
(Hospital Classes)

Rural/Frontier

Urban
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Region
(Hospital Classes)

Estimated Outpatient 
Per Episode Add on

Estimated Inpatient 
Per Discharge Add on

Rural/Frontier $138.62 $2,642.67

Urban $77.84 $1,018.44

# of claims 703,219 48,199

Service Dollar 
Distribution

Percentage Total Inpatient 
Distribution

Outpatient 50% $68.8M

Inpatient 50% $68.8M

Total $137.6M



HOSPITAL ACCESS PAYMENT 
(HAP) AND 

TARGETED ACCESS PAYMENT 
(TAP)
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PRE 2020 SAFETY NET CARE POOL (SNCP) PROGRAM
THE SAFETY NET CARE POOL (SNCP) 
PROGRAM  
▪ Established in statute – NMSA 27-5-6.1

▪ Approved in Centennial Care 2.0 1115 
waiver by CMS

▪ Supported by a 1/12th GRT tax on the 
counties
▪ Creates the base of the payments for the SNCP 

Programs

1115 DEFINED ELIGIBLE HOSPITAL CLASSES

Hospital Size Number of beds UC Funding 
Allocation (%)

Smallest 
hospitals

30 or fewer 
hospital beds

60% of available 
funding 

Small 
hospitals 

31-100 hospital 
beds

30% of available 
funding 

Medium 
hospitals 

101-200 
hospital beds

10% of available 
funding 

Large 
hospitals 

201-300 
hospital beds

0%

Largest 
hospitals 

more than 301 
hospital beds

0%
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PRE 2020 SAFETY NET CARE POOL (SNCP) PROGRAM

UNCOMPENSATED CARE 
(UC)
▪ CMS previously approved a budget that 

paid SNCP hospitals for UC
▪ US budget for 2019 was $69M
▪ UC budget for 2020 was $0.00

▪ CMS required a transition in UC 
applications to the S-10 Worksheet
▪ Determined this requirement would 

decrease UC payments by 50%
▪ Concern for hospitals - HSD and NMHA 

worked to design an alternative

HOSPITAL QUALITY INCENTIVE INITIATIVE 
(HQII)
▪ CMS approved program rewarding SNCP 

hospitals for improved quality

▪ CMS has approved the program through 
2021

▪ Budget is set for $12 million for 2020 and 
2021

▪ Dollars will be reallocated into another 
supplemental payment to be determined in 
consultation with hospitals
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HOSPITAL ACCESS PAYMENT (HAP) AND 
TARGETED ACCESS PAYMENT (TAP)
Year Program History
201
9

- Safety Net Care Pool (SNCP) Hospital Uncompensated Care (UC) program 
model was required to end December 31, 2019

- In accordance with the 1115 waiver for the Centennial Care program
- Requiring a transition of the program to other supplemental payments; these 

payments must be utilization based

- $81M

202
0

- In CY2020 with the pool of dollars previously allocated to the SNCP HSD 
established: 
- Hospital Access Payment (HAP)  - A Directed Payment program based on 

inpatient and outpatient discharges
- Target Access Payment (TAP) - A payment program based on remaining 

Upper Payment Limit (UPL) room based on prior year UPL

- $58 (HAP)
- $23 (TAP)
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HOSPITAL ACCESS PAYMENT (HAP)

▪ Hospital Access Payment
▪ In accordance with federal rule 42 CFR 438.60, the HAP program is paid through the 

Centennial Care Managed Care Organizations (MCOs); payments are not made directly by 
HSD/MAD. 

▪ Calculation
▪ HAP program payments are calculated based on each MCO’s member utilization, at each 

hospital, for both inpatient and outpatient discharges.  
▪ Each discharge has an additional add-on that is paid based on a calculated formula. The 

formula is as follows:

SNCP Class Allocated Amount/SNCP Class Medicaid Discharges = Add-on 
Amount per Discharge

▪ The add-on payment amount changes each quarter. 
▪ HAP is based on actual utilization, with no reconciliation of funds (unlike the SNCP program 

design).
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HOSPITAL ACCESS PAYMENT (HAP)

▪The inpatient and outpatient services subject to 
this directed payment are authorized in the 
State plan and the managed care delivery system 
for these services is authorized under the 
Centennial Care 2.0 section 1115 demonstration 
authority.  

▪SNCP hospitals are defined in the Centennial 
Care 2.0 1115 demonstration effective January 
1, 2019 through December 31, 2023. The list of 
impacted hospitals is included in the Standard 
Terms and Conditions – Attachment E for the 
1115 waiver.   

SNCP Classes Hospital Beds

Smallest 30 or fewer

Small 31-100

Medium 101-200

Large 201-300 

Largest hospitals 301 or more 
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LIST OF SAFETY NET CARE POOL HOSPITALS BY SIZE 
Smallest Hospitals (30 or fewer) Small Hospitals (30-100) Medium Hospitals (101-200) Large Hospitals (201-300)

Cibola General Hospital Alta Vista Regional Hospital Eastern NM MC University of New Mexico 
Hospital*
* Does not receive HAP/TAP 
Funding

Dan C Trigg Memorial Hospital Artesia General Hospital Memorial MC

Guadalupe Country Hospital PHS Espanola Hospital Mountain View Regional MC

Holy Cross Hospital Gerald Champion Regional MC San Juan Regional MC

Lincoln County MC Gila Regional Medical Center St. Vincent Regional MC

Mimbres Memorial Hospital Los Alamos Medical Center Presbyterian Santa Fe

Miners' Colfax MC Plains Regional MC

Nor-Lea General Hospital Lea Regional Hospital

Roosevelt General Hospital Rehoboth McKinley Christian HC

Lovelace Regional Hospital - Roswell Carlsbad MC

Sierra Vista Hospital

Socorro General Hospital

Union County General Hospital
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TARGETED ACCESS PAYMENT (TAP)

▪ The TAP program alleviates 
discrepancy between the 
Hospital Access Payment 
(HAP) and the CY2019 
Uncompensated Care (UC) 
payment under the former 
SNCP model.  

▪ Unlike the HAP program, HSD 
makes payments under TAP 
directly to the hospitals. 

CMS Emergency State Plan Amendment 
(SPA) 20-0008 - Approved

Quarterly supplemental targeted access 
payments is based on New Mexico’s 
most recent quarterly Upper Payment 
Limit (UPL) demonstration for a 
specified period within the Public 
Health Emergency (PHE).

CMS State Plan Amendment (SPA) 20-
0024 - Approved

Targeted Access Payment (TAP) - annual 
payment based on the State Fiscal Year 
(SFY) UPL demonstration for the 
remainder of the PHE.

CMS State Plan Amendment (SPA) 21-
0006 - Approved

Targeted Access Payment (TAP) - annual 
payment based on the State Fiscal Year 
(SFY) UPL demonstration upon the end 
of the PHE.

CMS State Plan Amendment (SPA) 22-
0005 - Approved

Targeted Access Payment (TAP) - annual 
payment based on the State Fiscal Year 
(SFY) UPL demonstration upon the end 
of the PHE.
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TARGETED ACCESS PAYMENT (TAP)

▪ Beginning in 2021, the amount of supplemental targeted access 
payments is based on New Mexico’s most recent upper payment 
limit (UPL) demonstration for the State Fiscal Year (SFY) and will 
be paid annually to Safety-Net Care Pool (SNCP) hospitals. 

▪ The payment amount will be based on the demonstrated UPL 
Room and paid to the hospitals if it falls within the UPL Gap of the 
respective hospital class as determined by the most recent UPL 
demonstration for the SFY.
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TARGETED ACCESS PAYMENT (TAP) – PAYMENT 
DISTRIBUTION METHODOLOGY
▪ Targeted Access Payments is calculated and paid annually following the end of the state fiscal year (June 

30).  HSD expects to make these payments before the end of the calendar year.
▪ Providers will be grouped into one of three categories based on their ownership structure as follows:

1. Privately Owned or Operated Facilities
2. Non-State Government-Owned or Operated Facilities
3. State Government-Owned or Operated Facilities

▪ Once facilities are classified into their ownership group, they are evaluated to determine if they are 
eligible to receive an Inpatient (IP) TAP.  If not eligible for IP the provider will be evaluated for Outpatient 
(OP) TAP. To qualify a provider must meet the following criteria:

1. Be a Safety Net Care Pool (SNCP) provider
2. Have inpatient FFS utilization in the most recent Upper Payment Limit Demonstration
3. Have a positive UPL in the most recent UPL demonstration
4. Belong to a group that has UPL room to receive the payment
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TARGETED ACCESS PAYMENT (TAP) – DISTRIBUTION 
METHODOLOGY
▪ Providers that are eligible for either an IP or OP TAP will have their respective UPL’s 

utilized to pro-rate the available TAP budget. To achieve this each provider’s UPL will be 
added to the other eligible provider UPL’s to determine the total need in the population. 
The individual provider’s need will be divided by the total need to arrive at the facility 
specific percentage of total need. This percentage will become the factor utilized to 
allocate TAP funds to each facility.

▪ After each facility TAP has been calculated, the payments for the providers in each 
ownership class will be compared to the estimated UPL for the subsequent state fiscal 
year. If the ownership class does not have sufficient UPL room to accept the funds in the 
subsequent fiscal year, the excess payments will be re-allocated to providers with room 
to accept the funds.
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PAYMENT DETERMINATION SEQUENCE

88

1. Place Providers Into 
Ownership Groups (Based on 

UPL Requirements)
2. Exclude Non-SNCP Facilities

3. Identify Facilities with IP 
FFS Utilization and UPL Room

4. Providers that do not have 
IP FFS Utilization/UPL Room 

will have their payment 
determined with OP FFS 

Utilization and UPL Room

5. Facility UPLs are Combined 
to Determine Total Need in 

the State
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PAYMENT DETERMINATION SEQUENCE CONT. 

89

6. TAP Dollars are Allocated 
to Each Eligible Facility Based 
on Their UPL as a Percentage 

of Total Need 

7. Calculated Payments are 
Compared to the Total UPL in 
the Current State Fiscal Year 

(SFY) for the Group to Ensure 
Compliance with Program 

Rules

8. Calculated Payments are 
Compared to the Total UPL 

for the Group in the 
Subsequent UPL Period
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HOSPITAL QUALITY IMPROVEMENT INITATIVE (HQII)
▪ HQII pool was available in demonstration years 6 through 8 to 

incentivize hospitals’ efforts to meaningfully improve health and 
quality of care of Medicaid and uninsured individuals.

▪ Calculation
▪ Each hospital participating has submitted measures and has been 

paid their annual payment for  DY 8 in the total amount of  
$12,000,000.

▪ HQII payments are made annually (April).
▪ These payments are paid through the FFS remits to providers

▪ To qualify for a HQII payment a provider must meet the following 
criteria
▪ 1. Be an SNCP provider that elected to participate in the initial 

year
▪ 2. Set target goals annually that will be used to compare against 

occurrences in the facility (Domain 1 measures) 
▪ 3. Meet or exceed the targets mentioned in bullet 2.
▪ 4. Each target that is not met will have associated monies 

redistributed to eligible providers thru Domain 2 measures. 
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COMMUNITY TRIBAL HOSPITAL METHODOLOGY
▪ Payment made to ensure access to hospitals 

with disproportionate Native American 
Utilization

▪ Calculation
▪ The uniform percent increase to MCO-

contracted rates for inpatient and 
outpatient services

▪ Provider Class 1: The High Total Medicaid 
and High Native American Utilization class 
are hospitals having over 44% of Medicaid 
to total and over 22% of percentage of 
Native American utilization to total 
Medicaid. 

▪ Provider Class 2: The High Native 
American Utilization class are hospitals 
having over18% of Native American 
utilization to total Medicaid. 

Provider Class Hospitals

Uniform 
Percent 
Increase

High Total Medicaid 
and High Native 
American Utilization

• REHOBOTH MCKINLEY 
CHRISTIAN HOSPITAL

• CIBOLA GENERAL 
HOSPITAL

• SAN JUAN REGIONAL 
MEDICAL CENTER

33%

High Native American 
Utilization

• SAN JUAN REGIONAL 
REHAB HOSPITAL

• UNM SANDOVAL 
REGIONAL MEDICAL 
CENTER

• LINCOLN COUNTY 
MEDICAL CENTER

13%
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DISPROPORTIONATE SHARE HOSPITALS (DSH)
▪ The DSH program was established to assist hospitals that serve a 

disproportionate number of low-income patients including Medicaid 
and the Uninsured. 

▪ Determination of eligible providers occurs annually based on 
questionnaires completed by all hospitals in the state.
▪ To be deemed eligible a provider must meet the following criteria:

▪ 1.  Have a Medicaid Utilization Ratio greater than the state 
average OR a Low-Income Utilization Ratio greater than 25%. 

▪ 2. Have at least 2 obstetricians with staff privileges at the 
hospital who have agreed to provider obstetric services to 
eligible recipients

▪ 3. Demonstrate the facility has unmet financial needs arising 
from the care of the Medicaid and Uninsured populations (DSH 
limit)

▪ Calculation
▪ The program has two components. The initial payments are 

calculated annually based on the state fiscal year, and the 
examination portion occurs 3 years after the conclusion of the 
state fiscal year.

▪ Providers deemed eligible will be placed into 1 of 3 pools 
(Teaching, Non-Teaching DRG, and PPS-Exempt (TEFRA). 

▪ Quarterly payments made to eligible providers are based 
on Medicaid discharges in each pool. Providers receive a 
pro-rated amount of DSH funds based on their discharges 
as a percent to total discharges in their respective pools.

▪ DSH examinations are performed 3 years after the close 
of the SFY. These examinations compare the providers 
interim payments to the total need they had for servicing 
the Medicaid and Uninsured populations. 
▪ Providers that are deemed to have been overpaid are 

required to pay back DSH funds equal to the amount of 
their overpayment (repayment cannot exceed their 
interim DSH funds received)

▪ Any reverted funds are allocated to providers with 
remaining need.
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GRADUATE MEDICAL EDUCATION (GME) 
▪ The GME program is designed to pay hospitals for the residents they train each year. 

▪ Calculation
▪ Graduate Medical Education (GME) payments are calculated annually at the beginning of each state fiscal year, utilizing 

resident counts reported to the state annually prior to December 31. 
▪ These counts are based on the most recently completed SFY, and account for expansion FTE’s that will be in the 

program, and not already counted in the FTEs in the facility submissions. 
▪ The residents must work in either a hospital or FQHC/RHC setting, and part of an ACGME accredited program in order 

to be counted. 
▪ Residents are also classified into four groups 
▪ 1. Existing Primary Care FTE’s 
▪ 2. Existing Other FTE’s
▪ 3. Expansion Primary Care FTE’s and 
▪ 4. Expansion Other FTE’s. Each cohort has a different per FTE payment rate which can be inflated annually. 

▪ Timeline
▪ Payments are made to each participating provider in four quarterly amounts at the beginning of the quarter. Total 

payments are limited to a total FTE cap of 510 (excluding the state teaching hospital).
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GRADUATE MEDICAL EDUCATION (GME) 

▪Existing resident FTEs are allocated $50,000 per year in GME 
funding
▪Expansion FTEs in the Primary Care and Psychiatric ACGME 
programs are allocated $100,000 annually
▪Expansion FTEs are capped to limit the annual increase in total 
GME funds paid each year. The cap in SFY 2021 is 2 FTEs and 
increases annually until SFY 2025 when the cap is 101. 
▪Payments made are not subject to a retroactive settlement and 
are considered final at the time of payment.
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INDIRECT MEDICAL EDUCATION (IME)

▪Indirect Medical Education (IME) payments are made on 
a quarterly basis, with a final settlement occurring on 
the cost report. Interim payments are based on requests 
made by participating hospitals following each calendar 
quarter and are based on Medicaid inpatient utilization 
in the facility, as well as hospital size (beds) and residents 
participating in an ACGME accredited program. (See 
NMAC 8.311.3.12.F.(6) for the full calculation.)
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6.2% FMAP EXTENSION TIMELINE

July 15, 
2022

• 10th

Renewal 
scheduled 
to expire 
on 
October 
13, 2022

April 
16, 
2022

• 9th

Renewal

January 
16, 
2022

• 8th

Renewal

Octobe
r 18, 
2021

• 7th

Renewal

July 20, 
2021

• 6th

Renewal

April 
21, 

2021

• 5th

Renewal

January 
21, 

2021

• 4th

Renewal

October 
23, 202

0

• 3rd

Renewal

July 
25, 202

0

• 2nd

Renewal

April 
26, 

2020

• 1st

Renewal

January 
27, 

2020

• First 
Declaratio
n
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• https://www.phe.gov/emergency/news/healthactions/phe/Pages/default.aspx
• Secretary Azar first declared COVID-19 a nationwide public health emergency (PHE) on January 27, 

2020, utilizing his authority under Sec. 319 of the Public Health Service Act.
• Letter from CMS on extension: “To assure you of our commitment to the ongoing response, we have 

determined that the PHE will likely remain in place for the entirety of 2021, and when a decision is 
made to terminate the declaration or let it expire, HHS will provide states with 60 days’ notice prior to 
termination” (August 14, 2022)

• CURRENT GUIDANCE 8/13/21: states have up to 12 months from end of PHE to roll off MOE population
The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 

https://www.phe.gov/emergency/news/healthactions/phe/Pages/default.aspx
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SCENARIO 1: 1/11/2023 EXTENSION - PHE UNWINDING PLAN
Calendar Year

07/22 08/22 09/22 10/22 11/22 12/22 01/23 02/23 03/23 04/23
05/2
3

06/
23

07/2
3

8/
23

9/2
3

10/
23

11/
23

12/
23

01/
24

State Fiscal Year FY 2023 FY 2024
PHE Declaration 7/16 

renewed
10/13 

renewed
1/11 

expires
CMS Notice 
Commitment

8/16 
Notice of 

term? 
NO 

NOTICE
6.2% 6.2% 6.2% 6.2% 6.2% 6.2% 6.2% 0% 0% 6.2% 

through 
6/31

0% 0% 0% 0% 0
%

0% 0% 0% 0% 0%

Unwinding 1 2 3 4 5 6 7 8 9 10 11 12 13 14

Redetermination 
timing

12/15 
Redeter
minatio
n letters 

sent

First 
Terminatio

ns effective 
2/1

# ineligible Re-
determinations

20K 20K 20K 20K
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The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 



Investing for tomorrow, delivering today.

HSD PROGRAM OPERATIONS HAVE CHANGED 98

Source: https://sites.google.com/view/nmhsdscorecard/goal-2

https://sites.google.com/view/nmhsdscorecard/goal-2
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IMPACT OF UNEMPLOYMENT RATE AND WORKFORCE 
PARTICIPATION ON MEDICAID ENROLLMENT
▪Regression models show:
▪2% increase in employment 
associated with a 1.11% 
decrease in Medicaid 
enrollment
▪Medicaid enrollment 
increased by 94,020 with a 
decrease in Labor Force 
Participation (58.6% 2/2020 
to 56.7% 3/2022)

Factor For Every… Change in 
Medicaid 
Enrollment

Unemploym
ent Rate

1% decrease 4,995 
member 
decrease

Workforce 
Participation

1% decrease 49,484 
member 
increase
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MEDICAID MAINTENANCE OF EFFORT POPULATIONS

There are two ways Medicaid eligible individuals are being 
kept open during the PHE, which began in March of 2020:

▪Group 1: Medicaid eligibility and benefit level sustained for 
those individuals who are known to be no longer eligible for 
Medicaid or who would be eligible for a lesser benefit 
category; and,
▪Group 2: Extending renewal dates in 3 month increments for 
individuals who fail to complete the renewal process.

10
0

The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 
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MEDICAID RECERTIFICATION PROCESS POST PHE
Administrative 

Renewal 
Attempt

1st week of 
Sept

Sept 12th

(45 days 
prior)

Renewal 
Packet 
Sent

Renewal 
population 
shared with 

MCOs
Sept 12th

Sept
17th

Postcard 
reminder 

mailed

Text 
reminder 

#1
Oct 1st

Oct 15th
Text 

reminder 
#2

Case closure 
and transfer to 

Marketplace 
as appropriate

Oct 31st

10
1

The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a result of evolving federal guidance, experience, new 
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RATE SETTING

▪ Minimum Wage

▪ HSD has increased provider reimbursement for 
PCS since the inception of the Centennial Care 
2.0 Medicaid program in 2019.

▪ Effective January 1, 2019, 1% increase 
▪ Effective July 1, 2019, $0.50 per hour 

increase 
▪ Effective January 1, 2020, minimum wage 

increase 
▪ Effective January 1, 2021, minimum wage 

increase 

▪ PCS provider reimbursement increases were 
included within the MCO Managed Care 
capitation rates.

▪ Paid-time off
▪ NM House Bill 20
▪ Effective July 1, 2022
▪ Reviewing available information to determine 

implications.

10
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Hourly
Minimum Wage Bernalillo Dona Ana Santa Fe All Other County Statewide

2019 $9.05 $7.50 $11.80 $7.50 $8.03

2020 $9.20 $9.00 $12.10 $9.00 $9.18

2021 $10.50 $10.50 $12.32 $10.50 $10.58

NEW MEXICO MINIMUM WAGE BY COUNTY

Increase in Hourly 
Minimum Wage Bernalillo Dona Ana Santa Fe All Other County Statewide

2019 to 2020 $0.15 $1.50 $0.30 $1.50 $1.14

2020 to 2021 $1.30 $1.50 $0.22 $1.50 $1.40

Notes: 
1. Albuquerque minimum wage was $9.20 in 2019 and $9.35 in 2020. In 2021, Albuquerque and Bernalillo County are at the Statewide minimum wage of $10.50.
2. Las Cruces minimum wage was $10.10 in 2019 and $10.25 in 2020. In 2021, Las Cruces and Dona Ana County are at the Statewide minimum wage of $10.50. 
3. Statewide is the weighted average minimum wage based on Centennial Care MCO utilization from MCO submitted encounter data incurred from January 2019 
through June 2021, with data runout through June 2021 for Personal Care Service Procedure Codes 99509 and T1019.
4. Centennial Care populations included in the MCO Average Reimbursement are LTSS, excluding self-directed, and OAGPH.
5. County is based on the member county of residence and not the provider county.



Investing for tomorrow, delivering today.

CENTENNIAL CARE MCO AVERAGE REIMBURSEMENT BY 
COUNTY

MCO Average 
Reimbursement Bernalillo Dona Ana Santa Fe Statewide

2019 $15.63 $15.62 $15.85 $15.54

2020 $16.59 $16.77 $17.00 $16.93

YTD June 2021 $17.46 $17.99 $17.89 $18.21

Increase in MCO 
Average 

Reimbursement
Bernalillo Dona Ana Santa Fe Statewide

2019 to 2020 $0.96 $1.15 $1.15 $1.38

2020 to YTD June 2021 $0.86 $1.22 $0.89 $1.28

Notes: 
1. Centennial Care MCO Average Reimbursement utilizes MCO submitted encounter data incurred from January 2019 through June 2021,

with data runout through June 2021 for Personal Care Service Procedure Codes 99509 and T1019.
2. Centennial Care populations included in the MCO Average Reimbursement are LTSS, excluding self-directed, and OAGPH.
3. County is based on the member county of residence and not the provider county.
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FY2024 MEDICAID EXPANSION REQUESTS
1115 Waiver Expansions GF Source

FY2024 Total/ 
Half Year FY2024 GF

Continuous Enrollment for Children Up to Age 6 HSD $5,883,000 $1,587,822 
Expanded HCBS CB Enrollment Opportunities through 
Additional Waiver Slots HSD $5,845,000 $1,577,566 

Expanded Centennial Home Visiting Pilot Program HSD $414,000 $111,739 
Expanded Access to Supportive Housing HSD $500,000 $134,950 
Medicaid services for high-need justice-involved populations 30 
days before release HSD $2,621,000 $707,408 

Chiropractic Services Pilot HSD $1,440,000 $388,656 
Member-Directed Traditional Healing Services for Native 
Americans HSD $5,062,500 $1,366,369 

Waiver Investments in Small-Home Assisted Living and Nursing 
Facility Pilots HSD $0 $0 

Medicaid reimbursement for room and board in Assisted Living 
Facility settings when cost-effective and clinically appropriate HSD $0 $0 
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FY2024 MEDICAID EXPANSION REQUESTS
1115 Waiver Expansions GF Source

FY2024 Total/ 
Half Year FY2024 GF

Closed-Loop Referral Network HSD $2,850,000 $769,215 
Environmental Modification Benefit Limit Increase HSD (DOH – TBD) $442,000 $119,296 
Community-Based Transition Services Benefit Limit Increase HSD $61,500 $16,599 
Meals for Enrollees Residing Independently (Home-Delivered 
Meals) for Pregnant Women w/ Gestational Diabetes (1 meal/day) HSD $2,232,924 $602,666 

Meals for Enrollees Residing Independently (Home-Delivered 
Meals) Community Benefit HSD $4,283,640 $1,156,154 

Rural Hospital Initiative (preliminary estimate) HSD $3,705,076 $1,000,000 
Kevin S. EBP (as of 7/1/2023) CYFD $10,000,000 $2,700,000 
Primary Care & Behavioral Health Provider & Clinician 
Performance Payments (as of 7/1/2023) HSD $3,705,076 $1,000,000 

TOTALS $49,045,716 $13,238,439 
Operating Transfers from Other Agencies $2,700,000 
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BENEFIT OF 6.2% FMAP EXTENSION 
(ESTIMATED AND REPORTED)

ESTIMATED
(State Fiscal Year) SFY2020 SFY2021 SFY2022 SFY2023 TOTAL 

Benefit
Estimated additional Federal Funds 
from 6.2% FMAP (date of service) 130,593 264,467 296,935 146,723 838,718

CMS 64 REPORTED 
(Federal Fiscal Year) FFY2020 FFY2021 FFY2022 FFY2023 TOTAL 

Benefit
CMS 64 Reported (As of 6/30/22) 
Federal Funds from 6.2% (date of 
payment) 

206,116 291,544 252,293 TBD 749,953

* SFY Estimated with 6.2% FMAP through Q/E Dec 2022.
* CMS 64 Reported (As of 6/30/22) based on date of payment and includes all date of service years.  
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ALL FMAP RATES 

▪ CHIP E- FMAP
▪ 100% expired September 30, 2019.
▪ Phase-out increased to states’ E-FMAP by 11.5% through September 30, 2020.
▪ E-FMAP reverted back on October 1, 2020.

▪ Expansion FMAP - is in effect by calendar year (CY) starting in 2014.

▪ 6.2% FMAP increase - Families First Coronavirus Response Act (FFCRA) increased FMAP through the end of the 
quarter in which the public health emergency ends.

▪ COVID-19 testing and related services for uninsured are 100% FFP

FFY 2021 FFY 2021
6.2% 

increase

FFY 2022 FFY2022 
6.2% 

increase

FFY2023 FFY2023
6.2% 

increase

FFY2024 
Preliminary

FMAP 73.46% 79.66% 73.71% 79.91% 73.26% 79.46% 72.92%

E-FMAP 81.42% 85.00% 81.60% 85.00% 81.28% 85.00% 81.04%

CHIP E-FMAP 81.42% 85.00% 81.60% 85.00% 81.28% 85.00% 81.04%

Expansion FFP CY 90.00% - 90.00% 90.00% 90.00% 90.00% 90.00%

HCBS FMAP + 10% 89.66% 89.91% -
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COMPONENT CHANGE
FY2024 BUDGET REQUEST COMPARED TO FY2023 PROJECTION 

FY2024 Budget Changes

Total 
Computable 

($000s)

General 
Fund 

($000s)

GF due to 
FMAP Impact 

($000s)

GF w/o FMAP 
Impact 
($000s)

Fee-For-Service 8,642 11,358 10,433 925
DD, MF & SW (Traditional and Mi Via Waivers) 125,078 50,875 - 50,875

Centennial Care MCO 93,279 173,082 151,345 21,737
Medicare 18,458 18,164 6,123 12,041

Other – Expansion Items 49,046 13,240 - 13,240
Total Changes in Expenditures 294,502 166,719 167,901 98,818
Total Changes in Revenues 88,321
Total Changes from FY23 (Exp-Rev) 294,502 178,397

FY2024 Projected General Fund Need 8,832,608 1,421,636
*The General Fund need for DD, MF & SW (Traditional and Mi Via Waivers) is provided by DOH.
* The current quarterly budget projection is updated with data through June 30, 2022.
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MEDICAID ENROLLMENT CHANGE RELATIVE TO FEB. 2020

Projected 
Medicaid/CHIP 

Members

Difference 
from Feb. 

2020

Projected 
Roll-off 

Start Date

Projected 
Roll-off End 

Date
Feb 2020 Enrollment 830,165

6/1/2020 Enrollment 866,398 36,233

6/1/2021 Enrollment 936,502 106,337

6/1/2022 Enrollment 976,892 146,727

Oct 2022 Peak Enrollment 990,528 160,363 11/1/2022 2/28/2023
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Source: https://sites.google.com/view/nmhsdscorecard/goal-1/access-to-care-medicaid-and-snap

The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 

 A 1% increase in labor force employment levels will decrease Medicaid enrollment by 0.5% 

7/15/22 10th 
PHE extension

1/27/20 1st PHE 
Declaration

https://sites.google.com/view/nmhsdscorecard/goal-1/access-to-care-medicaid-and-snap
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MEDICAID ENROLLMENT CHANGES AND MOE INCOME-
INELIGIBLES
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Reporting Data Projection Data Difference Why?

June 2022  
Enrollment

976,892
(Current MER, with 

Retro Adj)

October 2022 
Enrollment (Peak)

990,528
(current projection) 

+13,636
(from June)

Additional growth under MOE 
policy

Income 
Ineligible MOE 
population

97,725
(Deloitte, 6/15/2022)

85,509 
(projected roll-off, 

Nov-Feb)

-12,216 
(projected – reported)

COE transitions among MAGI 
and Family Planning resulting 

from redeterminations

February 2023  
Enrollment (after 
roll-off)

919,433 919,433 - 990,528
( - 71,095 from Oct.)

MOE redeterminations, COE 
transitions and growth 
adjustments Oct to Feb

The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 
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MEDICAID PROGRAM BUDGET UPDATE
Budget Projection–($000s) FY2020 FY2021 FY2022 FY2023
Total Expenditures Projection (6/31/22) 6,516,046 7,385,187 8,387,453 8,538,106
General Fund Need 920,224 928,642 1,053,061 1,243,238
Original GF Appropriation 985,697 1,076,462 1,015,385 1,265,902
GF Reduction & sweeps (124,294) (25,600) (80,000)
Other GF Temporary Increases 34,000 28,000
Revised Appropriation 1,019,697 952,168 1,017,785 1,185,902
State Revenue Surplus/(Shortfall) (Surplus is 
reverted to GF) 99,474 23,526 (9,677) (57,336)

Estimated additional Federal Funds from 6.2% 
FMAP (date of service) – reduced GF need

130,593 264,467 296,935 146,723

General Fund Need prior to 6.2% 1,050,817 1,193,109 1,349,996 1,389,961
*The current quarterly budget projection is updated with data through June 30, 2022. Assumes PHE ends 10/13/2022 & 6.2% ends 
12/31/2022. FY2020 and FY2023 include 2 quarters of 6.2% FMAP. FY2021 and FY2022 includes 4 quarters of 6.2% FMAP. 
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The content of these slides, specifically references to the end of the Public Health Emergency, 6.2% FMAP, and Maintenance of effort requirements and timelines, is subject to change as a 
result of evolving federal guidance, experience, new information, changes in process requirements, and the availability of resources. 
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