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Executive Summary
The 2020-21 Executive State Budget proposal, released in January, includes three separate initiatives, referred 

to collectively as “Medicaid Local District Spending Reforms,” that would impact the Medicaid local share 

county taxpayers pay in support of the state Medicaid program. The proposals would:

1. Intercept the federal Medicaid funding to counties and transfers that funding to the state financial plan; 

2. Require counties to keep local Medicaid cost increases to no more than a “global Medicaid cap” now set 

at 3%, or the county will be penalized and required to pay the state for anything above that amount; and 

3. Require counties and NYC to adhere to the 2% Property Tax Cap or lose the Medicaid cap savings.

Had these proposals been in place in 2019, the annual negative impact to counties and NYC would have been 

between $150 million to $1.7 billion, depending on how the Division of Budget implements the proposed 

language. The proposal provides the flexibility for the state to transfer new costs to local taxpayers. 

This report uses available Medicaid and demographic data to demonstrate how these budget proposals 

could have severe negative consequences for counties and local taxpayers for years to come. Some of the key 

takeaways from this report are highlighted below:

1. Medicaid Costs are Growing Unsustainably
The data in this report indicate that Medicaid cost pressures are substantially greater than the rates reported 

by New York State. In fact, the compound growth rate of state and locally funded spending in New York was 

10.7% from 2013-17, according to federal records. Over the last five years, based on data submitted by 43 

counties, the average annual change in local Medicaid spending has been about 5%.

2. Counties have limited control over Medicaid costs
The intent of the State Budget proposal is to force counties to exercise more control to reduce Medicaid costs. 

In reality, counties have limited ability to contain Medicaid costs. The state enrolls most recipients, expanded 

eligibility, sets health care reimbursement rates, sets benefit design, and increases the minimum wage. 

Other cost drivers outside of counties’ control include the aging population, rates of illness, drug prices, and  

equipment expenses. 

According to state leaders at the time, the local Medicaid caps were enacted to help control property tax 

increases, make the State responsible for new Medicaid costs, use the State tax base to pay for Medicaid, and 

to help counties stay within the property tax cap.

3. Demographic Trends Point to Increased Medicaid Use and Cost
Within the next ten years, every single county will see a rapid increase in its older population (65-plus), and 

most will see a decline in their working-age population (aged 20-64). This will cause Medicaid costs to grow 

faster than our ability to raise revenues to pay for it. Counties have no control over this phenomon, yet they 

will be penalized under this state budget proposal. 
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A. Intercepting the Enhanced FMAP
The Executive budget proposes to intercept some or all of the more than $700 million in annual enhanced 

FMAP (eFMAP) payments from the federal government that currently go to counties and New York City. 

“FMAP” stands for federal medical assistance percentage, the share of Medicaid spending picked up by 

the federal government. The FMAP percentage is generally 50% in New York, but the Affordable Care Act 

(ACA) provides an enhanced federal match of up to 90% for expansion costs of states that choose to expand 

Medicaid eligibility. New York and several other states had expanded Medicaid eligibility for some populations 

before the ACA was enacted, and the ACA provides Medicaid payors in these states with a credit to ensure 

that they benefit from the enhanced match.

The proposed budget authorizes the Governor’s budget director to reduce these federal payments to 

counties, without apparent guidance on how much they may be reduced. The proposed legislation says:

The director of the division of the budget may direct the commissioner of health to distribute 

enhanced federal medical assistance percentage payments… to social services districts only in 

such amounts as is necessary to ensure that such districts, in the aggregate, do not pay a greater 

percentage of the non-federal share of expenditures under the state’s plan for medical assistance 

… as compared to the percentage paid by such districts during the calendar year of 2009.1 

This appears to allow complete elimination of the payments. Based on data from 2018-19, this could cost 

counties $700 million. In addition, the state is currently withholding an estimated $300 million in federal 

eFMAP savings owed to counties from prior year Medicaid reconciliations that have not been released, 

which could grow to $500 million if the current trend continues. The proposed language appears to allow 

the budget director to soften this cost, but the lack of any guidelines suggests the director could negotiate 

county-by-county deals in exchange.

Additional provisions of the proposed legislation, discussed on the following page, link the reduction in 

enhanced FMAP to penalties the Governor proposes for growth in local Medicaid spending above the global 

Medicaid cap.

2020-21 Executive State Budget Proposals for Medicaid:

Major Issues for Counties and NYC

Enhanced 
FMAP

A. B. C.

Medicaid local 
spending cap 
penalty

Property tax  cap 
penalty
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B. The Medicaid Local Spending Cap Penalty
The Governor’s proposal would penalize counties for any growth in Medicaid local spending that exceeds 

the global Medicaid spending growth cap, which is currently based on the 10-year average growth in the 

medical care component of the consumer price index. The Medicaid global growth cap for 2020 is 3%, but is 

projected to decline slightly in future years.

Table 1 illustrates the potential penalty counties would pay to the state if local Medicaid spending grows by 

1% more than the global cap, using estimated spending for 2019. Each 1% of growth above the global cap 

would result in a penalty of approximately $42.6 million in counties outside New York City, $71.4 million in 

New York City, and $114.1 million for the state as a whole. As discussed below, historically, Medicaid has 

grown much more quickly than this in New York and in other states, and there are likely to be substantial 

upward pressures on Medicaid spending in New York and the rest of the nation that counties will not be able 

to control, such as an aging population and the cost of Medicaid services.

Table 1. Each 1% of growth above the global cap could cost localities approximately $114 million

First year (estimated 2019 values)

Potential Impact of proposed cap if local Medicaid spending growth exceeds cap by 1%

Counties NYC Total

Millions of dollars

Local Medicaid spending (uncapped)

4,261.5 7,144.8 11,406.3

4,431.9 7430.6 11,862.5

170.5 285.8 456.3

127.8 214.3 342.2

42.6 71.4 114.1

Second year (with assumed 4% growth)

Change from first year to second year

Allowable growth in local Medicaid spending  (global cap, 3%)

Penalty to be remitted to the state in the next year

Table 2 shows the potential penalty per 1% growth above the cap, by county, in thousands of dollars per 

capita. Over the last five years, based on data submitted by 43 counties, the average annual change in 

local Medicaid spending has been about 5%. The data imply that recurring negative impacts are a distinct 

possibility, as the historic trends on local Medicaid cost growth occurred during a period where the state 

was implementing dozens of Medicaid Redesign Team cost containment measures, but growth still exceeded 

targeted levels. Figure 1 maps the potential penalties per capita.
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Table 2. Preliminary estimates of penalty for each 1% growth in Medicaid local spending above the global cap 

Estimated penalty for Medicaid local spending growth 1% above the global cap

Penalty Amount
($ thousands)

Penalty Amount
($ thousands)

Penalty Per 
Capita ($)

Penalty Per 
Capita ($)

Albany  $1,047  $3.41 
Allegany  165  3.56 
Broome  822  4.29 

Cattaraugus  316  4.11 
Cayuga  294  3.81 

Chautauqua  610  4.77 
Chemung  362  4.29 
Chenango  183  3.85 
Clinton  302  3.74 
Columbia  236  3.93 
Cortland  186  3.89 
Delaware  173  3.89 
Dutchess  972  3.31 
Erie  3,818  4.15 
Essex  122  3.27 
Franklin  184  3.65 
Fulton  241  4.51 
Genesee  184  3.19 
Greene  190  4.01 
Hamilton  13  2.96 
Herkimer  255  4.12 
Jefferson  377  3.38 
Lewis  92  3.47 

Livingston  185  2.93 
Madison  214  3.03 
Monroe  3,370  4.54 

Montgomery  248  5.02 
Nassau  4,634  3.41 
Niagara  839  3.98 
Oneida  1,043  4.54 

Onondaga  2,006  4.34 

Ontario  321  2.92 
Orange  1,594  4.17 
Orleans  161  3.97 
Oswego  496  4.21 
Otsego  188  3.14 
Putnam  207  2.09 
Rensselaer  576  3.62 
Rockland  1,479  4.54 

St. Lawrence  415  3.84 
Saratoga  508  2.21 

Schenectady  703  4.53 
Schoharie  107  3.46 
Schuyler  67  3.74 
Seneca  114  3.33 
Steuben  363  3.78 
Suffolk  5,247  3.54 
Sullivan  417  5.52 
Tioga  142  2.93 

Tompkins  227  2.21 
Ulster  767  4.30 
Warren  219  3.40 

Washington  229  3.74 
Wayne  324  3.60 

Westchester  3,873  4.00 
Wyoming  108  2.69 
Yates  79  3.17 

Rest of State
 subtotal

 42,615  3.82 

New York City  71,448  8.51 
New York State total  $114,063  $5.84 
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 Figure 1. Potential penalty per capita, per 1% that Medicaid local spending growth exceeds global cap

C. Property tax cap penalty
If counties cannot prevent Medicaid spending increases, and if their taxpayers do not want to pay for 

the increases solely with service cuts, then they may feel compelled to raise property taxes. But property 

tax increases above the tax cap would trigger additional penalties for counties. This includes the loss 

of incremental savings provided by the two local Medicaid cost caps in the year the property tax cap is 

exceeded. After such a breach, the county’s local cost base would be permanently increased to the higher 

level. 

In addition, counties would also lose state reimbursement for their Raise the Age criminal justice reform costs 

if the tax cap is exceeded. The Medicaid proposals on their own could easily force a county to exceed the 

property tax cap in any given year, not including any new spending or program responsibility the state may 

require counties and local taxpayers to fund in the future. The danger of recurring and accelerating local 

service cuts and property tax increases is significant. 

In all, the proposals charge counties with reining in costs that the state has not been able to control, while 

providing few tools to control those costs and fewer resources to address them.

The penalty for local Medicaid spending growth above the global cap and the credit for local Medicaid 

spending growth below the global cap work together in a way that is to the detriment of counties. The 

penalty is 100% of any spending growth above the global cap, but the credit is only 25% of any spending 

growth that falls below the cap. This means it is possible for a county to spend less than the allowable 

growth, on average, over several years and yet still pay a net penalty.

<= $3 per capita

$4 - $5 per capita

$3 - $4 per capita

$5 - $7 per capita

> $7 per capita

Source: Analysis of data from DOB

Penalty, dollars per capita, per 1% that spending exceeds global cap
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Figure 2 illustrates this one-sided risk. The illustrative county has actual local M
edicaid spending grow

th of 1%
 in year one, 5%

 in year tw
o, 1%

 in each 

of years three and four, and 3%
 in year five. O

ver the five years, this spending grow
th averages out to 2.2%

 annually. 2  H
ow

ever, as show
n, the county 

w
ould still ow

e penalties even though they stayed under the targeted grow
th on average over the period.

Figure 2. A
 county can pay a penalty even w

hen local M
edicaid spending grow

th is below
 the global cap

Global cap grow
th rate, this year

Average annual cap grow
th

Actual local M
edicaid spending grow

th

Sum
 of penalties

Actual grow
th rate, this year

Average annual M
edicaid local spending grow

th

Allow
able local M

edicaid spending grow
th

Sum
 of credits

 Grow
th above or (below

) the cap

Actual grow
th above or (below

) allow
able grow

th

N
et penalty

Prior year actual local M
edicaid spending

Actual local M
edicaid spending

Actual grow
th in local M

edicaid spending

Penalty: 100%
 of prior year grow

th above allow
able

Allow
able grow

th at global cap grow
th rate

Credit: 25%
 of prior year grow

th below
 the cap

Actual grow
th m

inus allow
able grow

th

The one-sided risk for counties: 
100%

 penalty for grow
th above global cap, only 25%

 credit for grow
th below

 the cap

The county keeps average grow
th below

 the cap over 5 years and still pays a penalty
(N
um

bers  in thousands)

Year 4
Year 1

5-Year Sum
m
ary

Year 5
Year 2

Year 3

3%

   1,071 

    -   

 $ 107,111 

3%
3%

 $ 11,427 

   2,020 

   1,000 

 $ 100,000 

3%

   3,245 

    -   

 $ 108,182 

3%

   5,050 

    -   

 $ 101,000 

3%

   1,061 

   2,020 

 $ 106,050 

1%

   3,213 

   (530)

   108,182 

1%
2.2%

   15,670 

   (1,566)

   3,000 

   101,000 

3%

   3,245 

   (536)

   111,427 

5%

   3,030 

   (500)

   106,050 

1%

   3,182 

    -   

   107,111 

-2%

   (2,142)

-2%
-0.8%

   (4,243)

 $  454 

   (2,000)

0%    -   

2%

   2,020 

-2%

   (2,121)
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The Realily of Medicaid Cost Growth
States around the country face enormous pressure from Medicaid growth due to demographic and other 

factors. This is evidenced in the growth rates seen in federal, state, and local Medicaid spending in New York 

and elsewhere. 

According to the budget briefing book:

As a result of the MRT I reforms and the Global Cap, from 2013 to 2018, New York State held 

Medicaid state-share funds spending growth to an average of 2.2% compared to a national average 

of state funds spending of 5.3%. In fact, New York’s Medicaid spending growth was slower than 39 

other states. 3

If this were an accurate description of the forces driving Medicaid, then counties might reasonably be 

expected to hold growth below 3% in coming years. However, the information sources reviewed for this 

report suggest that Medicaid pressures in New York and in the rest of the nation have been substantially 

greater than this. 

Taken together, the sources from CMS, state budget officers, and the Medicaid Redesign Team suggest that 

Medicaid has been growing much faster than 2.2% in New York and in the rest of the nation in recent years.

Most of the data show spending for total Medicaid, or something close to the total, and not just for the 

global spending cap, which is a subset of total Medicaid. In some sense, this is quite valuable because it 

shows what is going on in the entirety of Medicaid, rather than in a subset that has been redefined by 

management in different time periods.

A. Federal CMS on New York Medicaid spending
The federal Centers for Medicare & Medicaid Services (CMS) requires states to submit quarterly financial 

expenditure reports that include the entirety of Medicaid spending, broken down by federal and state sources 

(including local sources). This includes more than the spending covered by the Medicaid global spending cap 

and, therefore, provides useful information on growth in all Medicaid spending funded by a state. It provides 

insights into the forces driving Medicaid spending. This data source is used by the federal government to 

reimburse states for more than half a trillion dollars annually, which gives CMS an incentive to maintain the 

quality of the data.

Table 3 shows this spending in federal fiscal years 2013 and 2017 (the latest year available). The compounded 

growth rate of state and locally funded spending in New York was 10.7% over this four-year period, 

according to federal records. The growth rate in the nation was 7.2%.
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Table 3. Total Medicaid expenditures increased significantly between 2013 and 2017, according to data from 
the Federal government

Medicaid spending by source in New York and in the nation (Millions $)

According to the Centers for Medicare and Medicaid Services

State & Local 
Spending

State & Local 
Spending

Total Spending 
including federal

Total Spending 
including federal

New York  National  Totals

 26,017  433,110  52,490  184,322 

 39,134  572,244  76,398  219,774 

10.7% 7.2%9.8% 4.5%

FFY 2013

FFY 2017 (latest available)

Compound annual growth rate

The numbers are for “Total Computable Spending” for the service category “Total Net Expenditures”. Administrative costs 
are not included.

Medicaid spending by source in New York and in the nation (Millions $)

According to the National Association of State Budget Officers

State Funds State FundsTotal Funds Total Funds

New York  National  Totals

 15,371  178,106  38,792  406,368 

 21,544  225,626  58,331  585,285 

7.0% 4.8%8.5% 7.6%

SFY 2013

SFY 2018

Compound annual growth rate

 B. The National Association of State Budget Officers on Medicaid spending
The National Association of State Budget Officers (NASBO) publishes an annual report on state budget 

expenditures in the 50 states. These data have the benefit of being quite timely and available for more recent 

time periods than those from CMS. However, they are subject to definitions that generally cannot be enforced 

and are interpreted differently by different states. Thus, the data are generally of lower quality than the CMS 

data. These data appear to be the data that the briefing book is referring to when it mentions 2.2% annual 

growth, but the numbers below are much higher than that for reasons we have not uncovered.

Table 4 shows these data for the relevant years. Average annual growth from 2013 to 2018 is 7.0% for state 

funds in New York State, and 4.8% growth for state funds in the nation.

Table 4. State Medicaid spending from state funds and total funds, according to the National 
Association of State Budget Officers
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 C. MRT on Medicaid global cap spending
Table 5 shows the growth from 2013 through 2018 in spending subject to the New York Medicaid global 

cap, as determined from Medicaid Redesign Team reports on the global cap in March of the relevant years. 

It also shows growth through 2019 as reported in March 2019, and adjusted growth calculated by adding 

back the $1.7 billion payment that was delayed from state fiscal year 2019 to 2020. By any of these measures, 

Medicaid has been growing far faster than the 3% global growth cap that counties are expected to adhere to 

or else be penalized.

Table 5. Growth in Medicaid global cap spending

New York Medicaid global cap spending Actual global cap  
spending, $ millions

 15,371 

 21,544 

 20,814 

7.0%

4.6%

 1,700 

 22,514 

6.0%

SFY 2013

SFY 2018

SFY 2019, as reported

Compound annual growth from 2013 to 2018

Compound annual growth from 2013 to 2019 as reported

Payment delayed from 2019 to SFY 2020

SFY 2019, adjusted to include delayed payment

Compound annual growth from 2013 to 2019 as adjusted

According to the Medicaid Redesign Team

 D. Local Medicaid spending in counties in New York
While we have been unable to obtain firm data from the Division of the Budget on spending by county, two 

sources of information show that Medicaid spending growth has been far greater than the global cap for 

many years.

First, NYSAC surveyed counties and asked them to develop estimates of growth in Medicaid local spending 

for each of the last five fiscal years. That survey showed that in three of the years Medicaid local spending 

growth exceeded 6% in at least half of the counties. In one of the years, growth exceeded 4% in half of the 

counties, and, in the remaining years typical growth was 1.2%, but it still exceeded 3.8% in a quarter of the 

counties. In other words, in every year a substantial number of counties had growth that greatly exceeded the 

global cap. Table 6 shows the distribution of this spending growth.



NYSAC WINTER 2019  | 11IMPACT ON COUNTIES

SFY
25th 

Percentile
Median 
County

75th 
Percentile

# of 
Counties

8.3

3.8

2015

2017

18

37

4.1

(0.3)

6.1

1.2

9.2

8.6

5.5

2016

2018

2019

32

39

40

3.2

5.0

2.6

6.1

6.5

4.2

Percentage growth rate in uncapped local Medicaid spending

Based on data collected from counties by NYSAC

Annual Growth Rate (%)

25th 
Percentile

25th 
Percentile

Median 
County

Median 
County

75th 
Percentile

75th 
Percentile

3.86 1.88

17.60 15.06

2008 2014

2010 2016

(0.45) (2.04)

12.52 9.70

1.90 (0.48)

15.20 12.57

8.71 18.81

4.26 3.40

6.87

12.34 8.51

3.30

2009 2015

2011 2017

2012

2013 2019

2018

2.97 11.71

(2.23) 3.40

0.84

6.14 4.47

3.30

5.84 15.26

1.51 3.40

3.98

9.25 6.58

3.30

Annual Growth Rate (%) Annual Growth Rate (%)

Percentage growth rate in uncapped local Medicaid spending

Based on data on savings and caps provided by DOB and CBC

Note: Includes all counties plus NYC.

E. The Citizen’s Budget Commission on Medicaid spending
In addition, we were able to obtain data that had been provided to the Citizens Budget Commission by the 

Division of the Budget on the Medicaid cap in each county by year, as well as Medicaid savings attributable 

to the cap as estimated by the Division of the Budget. The sum of these two numbers—the cap plus savings 

attributable to the cap—logically should equal total Medicaid local spending in a county. In almost every 

year, Medicaid local spending so estimated grew far faster than 3% in most counties. Table 7 shows the 

distribution of these growth rates across the years.

Table 7. Historical local Medicaid spending growth rates using data developed by CBC

Table 6. Historical local Medicaid spending growth rates using data collected from counties
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F. The changing historical Medicaid spending growth
The tables on the previous page show that, in the vast majority of cases, Medicaid has grown much faster 

than the current global cap growth rate. Some of the highest growth rates actually occur in years when the 

State (2015 & 2016) said costs were under control and meeting global Medicaid cap targets.  This suggests 

that keeping county growth below a 3%cap will be quite difficult.

A key premise in the Executive Budget is that, after counties and local taxpayers were provided protections 

against unwieldly increases in Medicaid costs, counties have done a poor job in controlling Medicaid cost 

growth, causing state costs to rise uncontrollably. The state measures only a small subset of the overall 

Medicaid program costs (about 30%) under the Medicaid Global Cap model, and they have moved certain 

costs in and out of that formula to stay under their annual growth targets. 

Utilizing the CMS costs data through 2016 and CBC/State Financial Plan data for 2017 to 2019, we can 

analyze how annual state Medicaid cost growth has changed since the first Medicaid cap went into place in 

2005.  A second local Medicaid cost cap was implemented in 2012 and we can also measure annual changes 

in state Medicaid cost growth pre- and post-local Medicaid cap. Under both analyses, the data indicate that 

the annual change in state Medicaid costs dropped after the local Medicaid caps were implemented. Table 

8 shows the change in annual state and total Medicaid costs from 1997 through 2005 (pre-local Medicaid 

cap) and for 2006 through 2019 (post-local Medicaid cap). Annual state cost growth was cut in half after 

implementation of the cap.. 

Table 8. Change in annual State Medicaid spending growth rates pre- and post-Local Medicaid cap, 
calculations by NYSAC

1997 to 2005

2006 to 2019

Total Medicaid Spending State Share Medicaid Spending

1997-2005 Ave. Annual $ Increase 1997-2005 Ave. Annual $ Increase

7.2% 7.1%

Total Medicaid Spending State Share Medicaid Spending

2006 -2019 Ave. Annual $ Increase 2006 -2019 Ave. Annual $ Increase

3.8% 3.6%

Spending BEFORE Counties Had Local Medicaid Caps

Spending AFTER Counties Had Local Medicaid Caps

 While we do not show a separate table for the period pre- and post-2012 local Medicaid cap (0% growth 

cap), the data also show that state annual cost growth declined from 5.2% from 1997 through 2012, to 

4.2% for the period 2013 through 2019 (post 0% local Medicaid growth cap). 
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Counties have limited control over costs
In 2005, the State recognized that counties have limited control over Medicaid costs. That is why they enacted 

the first local Medicaid cap, which capped annual local increases to 3% of the 2005 base year, or $183 Million. 

That cap was enacted for the following reasons, according to the Executive at the time: 

• To help control property tax increases due to Medicaid expansions (this has been enormously successful, 
with average annual county property tax increases dropping from nearly 7% in the years leading up to the 
cap to less than the rate of inflation from 2006 through 2020)

• Make the State fully responsible for new Medicaid costs and vest responsibility for the program squarely in 
the entity in control of the program

• The State tax base is much larger and more progressive than local taxes, and better suited to handling the 

financial burdens of Medicaid

In 2012, State leaders then implemented a 0% cap growth of local Medicaid costs to help counties stay below 

the recently enacted property tax cap. These caps were enacted because counties have limited ability to contain 

Medicaid costs for the following reasons: 

• The state directly enrolls and determines eligibility for about 60% of all Medicaid recipients today, and, 
outside of New York City, they enroll 2 out of every 3 recipients

• The state increased Medicaid eligibility by opting into the Affordable Care Act, and then increased 
enrollment by 1.3 million recipients, a 30% increase since 2013

• The state sets all reimbursement rates paid to health care providers

• The cost of prescription drugs, durable medical equipment and other major health care inputs are 
controlled by the state or the marketplace

• Changing demographics are outside the control of counties, including the aging, longevity and disability of 
the population

• Rates of illness (incidence, prevalence and morbidity) are population and community-based and beyond the 
control of counties

• Minimum wage increases are set by the state and rates paid to providers have been increased to support 
the higher health care payrolls by $1.8 billion in 2021, expected to rise to $2.5 billion by 2024 according to 
the State Financial Plan, and

• Counties do not control benefit design or eligibility income thresholds  

Long term Medicaid spending pressures
Forecasts of health care spending growth
Each year, economists from the Centers for Medicare & Medicaid Services prepare forecasts of growth in health 

care spending in the nation, including spending funded by Medicaid, Medicare, and private health insurance. 

The most recent forecast predicts that national growth in state-financed Medicaid costs will average 6.2% 

between 2019 to 2027, considerably faster than their forecast of 4.6% growth in nominal gross domestic 

product, a broad measure of the economy. 4,5  
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In other words, Medicaid costs in the nation are projected to grow faster than the economy, and much faster 

than the current global growth cap of 3%. The rapid growth is not an artifact of Medicaid but rather reflects 

factors that affect health care costs and spending more generally, including health care prices that rise more 

rapidly than the economy, and increased use in the intensity of health care services. 

However, Medicaid is expected to grow more rapidly than the other sources in part because the expensive-to-

care-for elderly and disabled populations will grow rapidly as the large cohort of Baby Boomers continues to 

move into the elderly ranks.

Growth in the elderly and disabled will place upward pressure on Medicaid 
costs
The elderly and disabled are far more expensive to care for than other Medicaid eligibility groups. Figure 3 

shows that per enrollee Medicaid costs for these two eligibility groups are more than twice as great as they 

are for Medicaid enrollees on average. 6

Figure 3 Medicaid costs for the aged and disabled are more than twice the overall average
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One reason that the elderly population is so expensive to care for is because, as people age, they are more 

likely to have one or more disabilities. Those disabilities may lead to increased need for expensive prescription 

drugs, personal care, long-term care, and even institutionalization. Figure 4 shows that the percentage of 

the older population reporting at least one disability increases substantially as age rises. As our population 

continues to age, this will lead to increasing demands for Medicaid-financed health care.

Figure 4. The fraction of the population with disabilities increases with age

 New York’s population is aging rapidly, particularly in upstate counties
Medicaid-spending pressures from an aging population will be felt throughout the state, particularly in many 

upstate counties. Like other northeastern states, New York is older than the national average, and is aging 

more rapidly. 
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Population aging has two major components that will strain the finances of counties. 

First, the elderly population will grow. Some will become eligible for Medicaid, leading to substantial costs for 

the state and its counties. Others, though not eligible for Medicaid, will need other support services that may 

be provided by the state or counties. In addition, while the elderly will contribute to society and the economy 

in many ways, their tax contributions may be reduced. Incomes for the elderly are lower on average than they 

are for people in years shortly before retirement, and much of this income is excluded from the state income 

tax. Property taxes paid by the elderly may be lower, as well, due to senior citizen exemptions.

Second, the working age population will decline in much of the state, reducing the number of people 

working and their wherewithal to pay state and local taxes to finance services, such as Medicaid.

Cornell University’s Program on Applied Demographics prepares forecasts of population by county and age in 

New York. Those projections predict that, between 2020 and 2030, New York State’s older population (aged 

65+) will grow by 24.9%, while the working-age population (aged 20-64) will decline by 3.6%.7  Every single 

county will see a rapid increase in its older population. Table 6 shows that upstate counties are older and 

aging more rapidly than downstate counties.

Table 9. Older population will grow much more quickly than working-age population

Albany -2.6 22.3 24.9

Allegany -9.4 11.5 21.0

Broome -9.1 13.9 23.0

Cattaraugus -12.4 18.9 31.4

Cayuga -7.2 15.4 22.6

Chautauqua -11.6 10.2 21.8

Chemung -11.7 26.5 38.2

Chenango -13.2 18.6 31.8

Clinton -4.2 25.5 29.8

Columbia -13.2 17.5 30.6

Cortland -5.4 16.3 21.7

Delaware -14.5 15.4 29.9

Dutchess -8.4 26.9 35.3

Erie -5.0 21.9 26.9

Essex -8.7 13.0 21.7

Franklin -4.9 19.6 24.6

Fulton -7.5 18.2 25.7

Genesee -11.9 22.0 33.9

Working Age
(age 20 to 64)

Older
(age 65+)

Older growth minus 
working-age growth

% change,  2020 to 2030 Growth gap

Projected population growth by county and age group

Continued on following page
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Greene -11.2 23.4 34.6

Hamilton -23.9 33.4 57.3

Herkimer -8.0 18.2 26.2

Jefferson -3.3 16.1 19.4

Lewis -10.8 27.3 38.1

Livingston -4.8 23.0 27.9

Madison -13.1 19.5 32.6

Monroe -6.3 24.6 30.9

Montgomery -7.8 18.7 26.5

Nassau -3.1 27.1 30.2

Niagara -11.4 24.8 36.2

Oneida -6.2 18.8 25.0

Onondaga -7.2 22.3 29.5

Ontario -5.0 27.2 32.2

Orange -1.5 28.3 29.8

Orleans -9.5 28.1 37.6

Oswego -11.8 25.5 37.3

Otsego -8.9 16.5 25.3

Putnam -2.9 24.7 27.7

Rensselaer -6.1 24.9 31.0

Rockland 0.0 28.2 28.2

Saratoga 0.1 30.6 30.5

Schenectady -7.0 28.6 35.6

Schoharie -4.3 9.7 14.0

Schuyler -9.9 25.7 35.7

Seneca -5.6 19.8 25.3

St. Lawrence -8.5 15.9 24.3

Steuben -9.6 11.2 20.8

Suffolk -8.8 31.9 40.7

Sullivan -7.1 20.2 27.3

Tioga -15.1 16.6 31.7

Tompkins -0.9 13.8 14.8

Ulster -7.8 22.4 30.2

Warren -10.8 24.8 35.6

Washington -8.1 23.8 32.0

Wayne -10.2 22.1 32.4

Westchester -1.1 25.7 26.8

Wyoming -8.4 17.2 25.6

Yates -6.6 11.5 18.2

Rest of State 
subtotal

-5.8 24.4 30.2

New York City -0.9 25.7 26.6

New York State -3.6 24.9 28.5

(Cont.) Projected population growth by county and age group
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 Conclusion
The proposed penalties for Medicaid local spending growth above the global cap are likely to ensnare 

counties in future years and drive up their Medicaid costs. Historically, Medicaid costs in New York State, in 

the rest of the nation, and in counties across New York have grown more rapidly than the global growth 

cap. Projections of future Medicaid cost growth and of underlying drivers of that growth suggest that absent 

fundamental changes to the program itself, costs will grow more rapidly than the economy and more rapidly 

than the global growth cap.

Based on this data, the proposals put forth in the 2020-21 Executive State Budget will have a compounding 

negative impact on county taxpayers, county services, and the quality of life programs in communities across 

the state.
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Endnotes
 1 “FY 2021 New York State Executive Budget Health and Mental Hygiene Article VII Legislation” (New York 

State Division of the Budget, January 2020), https://www.budget.ny.gov/pubs/archive/fy21/exec/artvii/hmh-

bill.pdf. 

2 Compound annual growth rounds to 2.2 percent, as does average annual growth. 

3 New York State Division of the Budget, “Briefing Book, New York State FY 2021 Executive Budget” (New 

York State Division of the BUdget, January 2020), https://www.budget.ny.gov/pubs/archive/fy21/exec/book/

briefingbook.pdf.; p.65 

4 Analysis of data provided with: Andrea M. Sisko et al., “National Health Expenditure Projections, 2018–27: 

Economic And Demographic Trends Drive Spending And Enrollment Growth,” Health Affairs 38, no. 3 

(March 2019): 491–501, https://doi.org/10.1377/hlthaff.2018.05499. 

5  Nominal GDP is not the same as real GDP, often discussed in the press. Real GDP is adjusted to remove 

the effects of inflation and generally grows slower than nominal GDP. 

6  These data are for 2014, the most recent year available from the Kaiser Family Foundation, which 

maintains extensive information on Medicaid that is as up to date as possible. The New York Department of 

Health does not provide information of this nature publicly. 

7  Cornell Program on Applied Demographics, “New York County Population Projections” (Cornell Program 

on Applied Demographics, 2018), https://pad.human.cornell.edu/counties/projections.cfm.

In addition to NYSAC Staff, we would like to thank Don Boyd for his contribution to this report. Don Boyd is 

the Principal of Boyd Research LLC. 
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