
        

 

 

 

 

 

VIA ELECTRONIC SUBMISSION 

December 14, 2012 

 

 

Ms. Donna Bradbury, Acting Deputy Commissioner 

New York State Office of Mental Health 

 

Ms. Laura Velez, Deputy Commissioner 

New York State Office of Children and Family Services 

 

Mr. Steve Hanson, Associate Commissioner 

New York State Office of Alcoholism and Substance Abuse Services 

 

RE:  Design Recommendations to Improve New York State’s Approach for Early 

Identification, Service Excellence and Care Management for Children with Special Needs 

(Behavioral Health and Foster Care) 

 

 

Dear Ms. Bradbury, Ms. Velez, and Mr. Hanson: 

 

Children’s Defense Fund – New York (CDF-NY) and New York Lawyers for the Public Interest 

(NYLPI) are writing to provide comments on New York State’s proposed model for managed 

care specialty behavioral health care for children enrolled in Medicaid. CDF-NY is a non-profit 

that focuses on meeting the critical needs of children throughout the state using a multi-pronged 

strategy of research, policy analysis, advocacy and outreach. CDF-NY is committed to ensuring 

that every child in New York has access to quality primary and specialty care for prevention and 

treatment of illness, including mental illness. NYLPI is a nonprofit, civil rights law firm 

committed to advancing health justice, disability rights and environmental justice through 

community lawyering. Through its Health Justice Program, NYLPI works to remedy racial and 

ethnic disparities in health care by ensuring that people from low-income communities of color 

have access to quality, affordable health care, including low-income parents and children seeking 

critical behavioral health services. Accordingly, we have jointly taken an interest in the issue of 

low-income children’s access to behavioral health services and appreciate the opportunity to 

provide comments.  

 

The New York State Agencies—the Offices of Health (DOH), Mental Health (OMH), 

Alcoholism and Substance Abuse Services (OASAS) and Children and Family Services 

(OCFS)—have proposed a managed care framework based on the recommendations from the 

Medicaid Redesign Team (MRT) Behavioral Health Reform Work Group for children. We 

applaud the State Agencies for attention to the needs of children and for raising questions about 
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how thoroughly they are being served. The proposed model acknowledges that improvements 

and investments are needed to change the current structure of how services are provided and 

outlines many laudable goals. Nonetheless, many details on how to ensure adequate services for 

children have not yet been determined. Therefore, our comments focus on providing details 

about the following areas of the proposed model: (1) Enrollment, (2) Qualified Specialty Entity, 

(3) Specialty Provider Networks, (4) Services, (5) Quality Measures & Outcomes, and (6) Other 

Questions. Before we discuss our comments on these categories, however, we have two 

overarching concerns that span all six of these categories.   

 

 

Overview  

 

We are very concerned that the proposed model provides little detail, though stakeholders 

outside of the MRT Behavioral Health Reform Work Group were not widely notified about the 

opportunity to provide feedback and were given a very short window of time with which to 

provide feedback and fill in the important details that are currently missing.  Given the enormous 

impact of any plans on children’s ability to access behavioral health services, advocates and 

members of the public must have access to the details regarding the plans for children’s 

behavioral health, as well as the time and ability to thoroughly answer the questions posed and 

meaningfully engage in the process so that positive outcomes for children are produced.   

 

We also find it troubling that there are no apparent plans to address health disparities, 

particularly as they impact children and families of color and immigrant populations. In order to 

have an effective system of children’s behavioral health services, health disparities must be 

addressed at every juncture of this process and throughout the implementation of the managed 

care plan.  Low income children who attempt to access behavioral health services face barriers 

and rely on costly services.  However, the ramifications of the lack of children’s behavioral 

health services are even more severe for children of color, who are more likely to be low-income 

and thus use Medicaid as a source of health coverage,
1
 and who are also more likely to receive 

behavioral health services through the juvenile justice system and emergency departments.
2
  In 

light of these significant barriers, and the fact that New York serves a diverse population, we 

hope that the State Agencies involved in this process tackle health disparities in a meaningful 

way so that children and families of all cultures, races, ethnicities and linguistic abilities are 

served.     

 

 

Specific Comments  

 

1. Enrollment 

 

� Which population(s) of children should be included in this model (e.g. seriously 

emotionally disturbed, foster care, developmentally disabled, substance use, 

medically fragile)? 

                                                 
1
 Marsha Lillie-Blanton et. al., “Racial/Ethnic Disparities in Access to Care Among Children: How Does Medicaid 

Do in Closing the Gaps?” The Henry J. Kaiser Family Foundation, Dec. 2009, at 1. 
2
 Id. 
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The managed specialty behavioral health care model for children should include all children who 

are recipients of Medicaid or Child Health Plus. 

   

However, there are special categories of children who access and interact with a web of systems 

outside of the health care system.  These special populations of children include those who are 

identified as (1) seriously emotionally disturbed, (2) developmentally disabled, (3) substance 

users, (4) medically fragile, (5) those in the juvenile justice system, (6) those in foster care,
3
 and 

(7) the homeless youth population.  

 

As such, we encourage New York State to give careful consideration to inter-agency 

communication and systems flow when carving these populations into the managed care model.  

We recommend that until there can be an assurance that inter-agency communications and 

systems will flow seamlessly, that New York State refrain from carving them in.  Each of these 

special populations, while similarly exhibiting a high need for behavioral health services, should 

not necessarily be lumped together into a single Qualified Special Entity (QSE) as there are 

likely factors unique to their categorization.  For example, a child in foster care may not have the 

same exact needs as a child who is developmentally disabled and not in foster care, though there 

may be some overlap.  Addressing any differences in the needs of these specialty groups can 

enhance a child’s ability to receive services tailored to his or her needs.  

 

� What should the eligibility criteria be for children to receive care from the Qualified 

Specialty Entity (e.g. diagnoses, family factors, don’t currently have access to care 

management)? 

 

In order for children to receive care from the QSE, we recommend that the following criteria be 

met:  (1) specific Axis 1 or 2 diagnosis as per the DSM-V, (2) unstable family environment (as 

determined through appropriate perinatal depression screening and trauma and behavioral health 

screening), (3) limited or no access to care management, (4) diagnosis, identified issue, or 

“presenting problem” for treatment, (5) emergency room admission for behavioral health 

problems, and (6) parental/guardian request. Please note that this list is not to be considered 

exhaustive, as the goal is to eliminate the high burdens that children and families currently face 

in accessing behavioral health services.  There may be other instances that warrant receiving care 

from a QSE that fall outside of these categories. The bottom line is that ensuring that low-income 

children have more access to behavioral health services, rather than less, is critical given the 

serious immediate and long-term implications for low-income children and for the community at 

large.  

 

To help identify the instances that warrant QSE care, children and families should be screened by 

primary care providers/pediatricians regularly to determine need, and the cost of screening tools 

should be reimbursable by Medicaid. Taking this approach promotes early identification and 

prevention and it helps close the cracks that many children in need of behavioral health services 

                                                 
3
 The Council of Family and Child Caring Agencies (COFCCA), funded by the New York Health Foundation, has 

convened a steering committee of numerous stakeholders to develop managed care recommendations specific to the 

foster care population. It is anticipated that these recommendations will be submitted to the State Agencies for their 

consideration.  
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are currently falling through. While a couple of concerns arise with screening—the short amount 

of time a provider has to see a single patient and lack of training or ability to identify appropriate 

services if problems are identified through screening—there are a few steps the New York State 

Agencies can take to alleviate concerns.  First, the State Agencies (as well as providers) can help 

identify short screening tools
4
 which ask questions not only about child development (e.g., 

Parent’s Evaluation of Developmental Status (PEDS) Test for developmental and behavioral 

screening or the Ages and Stages Questionnaire (ASQ)), but also about psychosocial wellbeing 

and trauma.
5
  Upon using screening tools and identifying a need for additional services, the 

provider should be able to suggest the services of a QSE where there are more resources to 

determine appropriate services. To assist in this effort, the State Agencies should develop fact 

sheets and other literature to assist providers so they can instruct patients accordingly.  

Additionally, provider entities/offices should have a directory or matrix listing local non-profits 

and the services these non-profits provide so the provider can quickly refer families and children 

to entities who can assist with other needs that they have and that may impact their children (e.g., 

legal, housing, schools/education, etc.).
6
   

 

 

2. Qualified Specialty Entity 

 

� What should the qualifications be to be or manage a Qualified Specialty Entity? 

 

In order to qualify as a QSE, we recommend that the entity have: (1) expertise in managing care 

for children with special needs, (2) status as a financially sound entity with the ability to manage 

behavioral health funds, (3) the ability and willingness to negotiate fairly with providers and 

networks for reimbursement rates, (4) the ability and capacity to assess utilization and authorize 

care with an astute clinical lens, and (5) the ability to maintain the infrastructure for the exchange 

of data with other provider networks.  

 

 

3. Specialty Provider Networks 

The idea of "specialty provider networks" – groups of providers organized to provide the full 

range of care and care coordination – is a potential core component of a new system.   

 

� Which providers should be included in the networks (e.g. primary care, mental 

health, substance abuse, hospitals, social supports) 

                                                 
4
 See e.g., The Center for Children's Healthcare Improvement and the Vermont Child Health Improvement Program, 

“A Practical Guide for Healthy Development – Overview of Developmental Screening Tools” The Commonwealth 

Fund, Apr. 2006, available at 

http://www.commonwealthfund.org/~/media/Files/Resources/2006/Module%202%20%20Developmental%20Scree

ning%20and%20Surveillance/Resources%20Tools%20pdf.pdf 
5
  Id. See also, Bright Futures at Georgetown University, “Bright Futures in Practice: Mental Health –Volume II , 

Toolkit, available at http://www.brightfutures.org/mentalhealth/pdf/tools.html.  Copyright information on use of this 

toolkit should be accessed here http://www.brightfutures.org/disclaimer/index.html.   
6
 The Center for Children's Healthcare Improvement and the Vermont Child Health Improvement Program, “A 

Practical Guide for Healthy Development – Linking With Your Community,” The Commonwealth Fund, April 

2006, available at http://www.commonwealthfund.org/Resources/2006/Mar/Module-6--Linking-with-Your-

Community.aspx  
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To ensure maximal provision of appropriate services to children and families in need, a 

multitude of providers must be included in the specialty provider network (SPN) model, 

including the following: (1) primary care physicians/pediatricians, (2) dental care providers, (3) 

vision care providers, (4) mental health care providers including psychologists and psychiatrists, 

(5) social workers including licensed clinical social workers (LCSW) and licensed master social 

workers (with appropriate clinical support and supervision of an LCSW), (6) certified alcohol 

and substance abuse counselors, (7) Article 28 hospitals, (8) Article 31 mental health clinics, (9) 

school based health centers, (10) foster care agencies, and (11) social supports.  

 

� What should the qualifications of the service providers and their staff be (e.g. state 

agency oversight and licensure, background checks)? 

 

Qualifications for SPN providers should include (1) state licensure, (2) agency oversight and 

licensure, (3) background clearance, and (4) two professional recommendations. 

 

 

4. Services 

 

� What services should be included in the Specialty Provider Networks? 

 

The services that should be included in the SPNs include care as follows: 

 

Physical Health Care Services: (1) primary/pediatric care, (2) dental care, (3) vision care; 

 

Behavioral Screening and Health Care Services: (1) routine behavioral health and trauma 

screening, (2) inpatient and acute care, (3) outpatient treatment, (4) day rehabilitation, (5) 

residential rehabilitation, (6) respite services, (7) detoxification and substance abuse services, (8) 

crisis intervention, (9) emergency department use, (10) trauma focused cognitive behavior 

therapy, (11) medication evaluation and management; 

 

Family and Community Based Services: (1) individual and family counseling and therapy, (2) 

group therapy, (3) peer support, (4) crisis management and training, (5) family engagement 

(including providing effective outreach and information to families); 

 

Care Coordination and Management: (1) primary and behavioral health care coordination, (2) 

cross systems communication, (3) coordinated case planning, (4) case consultation and adequate 

follow up, and (5) staff and provider training (to conduct screening and administer services). 

 

This list includes a baseline of the services that should be provided.  Pursuant to the Early and 

Periodic Screening, Diagnosis and Testing (EPSDT) provision of Medicaid, children should also 

receive those services identified as medically necessary for treatment, even if they were not 

originally articulated as part of the services provided through the State plan.
 7

  Recently, the U.S. 

                                                 
7
 The EPSDT provisions are found in several portions of the Medicaid Act. Under 42 U.S.C. §1396a(a)(10), a state 

Medicaid plan must “mak[e] medical assistance available, including at least the care and services listed in . . . 

section 1396d(a) of this title.” The EPSDT services are defined in §1396d(r)(1)-(5) and include screening, vision, 
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Centers for Medicare and Medicaid Services promulgated an Informational Bulletin clarifying 

that “states may structure coverage and payment for the benefit category of inpatient psychiatric 

hospital or facility services for individuals under age 21 [to] ensure that children receiving this 

benefit obtain all services necessary to meet their medical, psychological, social, behavioral and 

developmental needs, as identified in a plan of care.”
8
 

 

� What are the most important aspects of coordinating inpatient and outpatient 

care?  

 

There are several critical aspects of coordinating inpatient and outpatient care.  There must be 

appropriate and sufficient infrastructure for communications, as well as a protocol that provides 

clear guidance on service parameters and follow up.  There must also be appropriate outpatient 

services available to meet the needs of the patient before a referral is made.  When referrals are 

made to providers who either don’t accept Medicaid or who are overburdened, the risk is that 

children and families will continue to wait lengthy periods for services, when they simply cannot 

afford to wait.  In addition to the timeliness of receiving outpatient services, ensuring that the 

patient understands the value of and attends outpatient appointments is critical. This is 

particularly the case for meeting the needs of populations that are low income, communities of 

color, or immigrant communities.  These communities may rely on family, religious and other 

social supports rather than the health care system.  Therefore, patients should be provided with 

adequate information about the ways in which outpatient services can be of assistance, 

particularly when there is still stigma associated with receiving behavioral health services.  

 

� What are the biggest challenges with access to specialty mental health/substance 

use services? 

 

There are several challenges impacting access to specialty behavioral health services/substance 

use services that must be addressed.  For example, in poor communities, there is a dearth of 

service provision for behavioral health needs.  Developing and enhancing behavioral health 

provider networks (particularly for child psychiatry) to become more robust and able to meet 

community needs is critical. 

   

Further, Medicaid managed care policies have contributed to the disjointed funding and 

reimbursement regime. For example, providers who accept public health insurance may only be 

reimbursed for certain services and not for others (even though proper treatment includes a 

variety of services), and reimbursement is sometimes not provided at all where the child is a 

certain age, has not yet received a psychiatric diagnosis, and where primary care providers (as 

                                                                                                                                                             
dental and hearing services, and “such other necessary health care, diagnostic services, treatment and other measures 

described in subsection (a) of this section to correct or ameliorate defects and physical and mental illnesses and 

conditions discovered by the screening services, whether or not such services are covered under the State plan.”  

Further, under §1396a(a)(43)(B)-(C), a state Medicaid plan must also “provid[e] or arrang[e] for the provision of 

such screening services in all cases where they are requested, [arranging] for (directly or through referral to 

appropriate agencies, organizations, or individuals) corrective treatment the need for which is disclosed by such 

child health screening services.” 
8
 U.S. Dept. of Health & Human Services, Center for Medicaid and CHIP Services, “CMCS Informational Bulletin 

Re: Inpatient Psychiatric Services for Individuals Under Age 21,” Nov. 28, 2012, available at 

http://content.govdelivery.com/attachments/USCMS/2012/11/28/file_attachments/177551/CIB-11-28-12.pdf.  
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opposed to mental health providers) are providing the behavioral health service or screening.
9
  

Such policies have necessarily limited the range of services that a provider can offer, ultimately 

diminishing the quality of care and comprehensiveness of services needed by a child seeking 

help.  Therefore, the proposed model must dismantle this disjointed system to allow for 

appropriate treatment regardless of the provider or setting. Proper reimbursement for provision 

of services may even help create incentives for additional providers to accept Medicaid 

insurance, effectively meeting more of the community need. 

 

Additional challenges include ensuring that providers and others included in the SPN are able to 

receive proper training, and ensuring that cultural and linguistic competency are incorporated in 

the provision of care.  Without provider training and provisions for cultural and linguistic 

competency, the quality of care may be sacrificed and this can yield results as detrimental as 

receiving no services at all. Instead, training will enable the SPN workforce to effectively 

conduct screening and administer services, whereas a plan incorporating cultural and linguistic 

competency will help eliminate bias in screening and service provision or unnecessary placement 

out of the home to receive services. Training and cultural and linguistic competence will go a 

long way toward ensuring positive outcomes for New York’s diverse communities.
10

  

 

 

5. Quality Measures & Outcomes 

 

� What quality measures should we use (e.g. diversity of providers, network 

capacity)? 

 

In evaluating quality of SPNs, the State Agencies should consider (1) provider/network capacity, 

(2) provider skill, (3) cultural and linguistic competency (4) provider diversity, (5) use of best 

practice models for intervention and treatment, and (6) geography of provider to ensure they are 

located in areas of greater need.  

 

 

� What outcome measures should we use (e.g. reduce utilization of inpatient stays 

and emergency room visits, improve outcomes, improve conditions, improve 

preventive care)? 

 

In evaluating outcomes for specialty network providers and provision of services/treatment, the 

following variables should be included as outcome measures: (1) reduction in inpatient 

hospitalizations, emergency room visits, and readmission rates, (2) reduction in symptomatology, 

(3) enhanced preventive care practices (including attendance at preventive and outpatient care 

                                                 
9
 New York City Early Childhood Mental Health Strategic Workgroup, “Promoting the Mental Health and Healthy 

Development of New York’s Infants, Toddlers and Preschoolers: Advancing the Agenda, Sustaining the Gains, A 

Call to Action,” Jun. 2011, at 29-30, available at http://www.nyzerotothree.org/pdf_promotingHealth_june2011.pdf. 

See also Public Consulting Group, “State of New York Office of Mental Health Provider Reimbursement System,” 

Jun. 13, 2007, at 18 (describing how there are different reimbursement rates for Article 31 (free-standing mental 

health clinics) and Article 28 (general hospitals) providers).  
10

 Technical Assistance Partnership for Child and Family Mental Health, “Cultural & Linguistic Competence 

Implementation Guide,” Jan. 2008, available at http://www.tapartnership.org/docs/clcImplementationGuide.pdf. See 

also Cultural and Linguistic Competence Checklist, http://www.tapartnership.org/docs/CLCChecklist.pdf. 
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visits, (4) increased utilization of community based services or family centered therapy rather 

than unnecessary inpatient/more restrictive services, (5) cultural and linguistic competence 

assessments, (6) decreased substance use, (7) increased school performance and decreased 

school absences, (8) increased ability of care-givers to care for the child in the home, (9) 

continuity and quality of care, and (10) sufficiency of provider networks.  

 

In addition to these measures, there should also be measures specific to some of the special 

categories highlighted under Section 1 (Enrollment), though this does not constitute an 

exhaustive list:  

 

Juvenile Justice: (1) lower rates of recidivism, (2) completion of community service/restitution 

sentences;  

 

Developmentally disabled: (1) appropriate Individualized Education Plans (IEP) with provision 

of the corresponding services outlined in the IEP, (2) proper classroom placement in the least 

restrictive environment, (3) meeting the goals identified in the IEP; 

 

Foster Care: (1) keeping the child in the home as opposed to removing the child from the home 

to receive services when it is otherwise safe for the child to remain in the home, (2) family 

support to keep the child in the home; and 

 

Homeless Youth: (1) securing stable housing for families and their children. 

 

� How do we measure outcomes?  

 

Collection of data and evaluation of outcomes can be done via provider-patient interviews, focus 

groups, questionnaires or surveys.  Regardless of the evaluation method chosen, the 

measurement tools used should assess quality of health/behavioral health services as well as 

cultural and linguistic competency.  Quantifiable surveys and tools can be used to standardize 

questions and collect the information.  There are a number of screening and assessment tool 

listings available that providers should review. In doing so, providers can assess the particular 

tool’s strengths and weaknesses, length of time to complete, and the variables measured in order 

to determine what is most appropriate for them to administer to the populations they serve.
11

  

There should also be a schedule for completion of outcome evaluation and analysis of results.   

 

 

6. Other Questions 

 

                                                 
11

 Shannon Williams, The Northern California Training Academy, “Mental Health Screening and Assessment Tools 

for Children, Literature Review,” University of California at Davis, Extension Center for Human Services, Oct. 

2008, available at  http://humanservices.ucdavis.edu/academy/pdf/final2mentalhealthlitreview.pdf. See also  Jessica 

Deighton & Miranda Wolpert, “Mental Health Outcome Measures for Children and Young People,” The Child and 

Adolescent Mental Health Services Evidence Based Practice Unit, University College London (UCL) and the Anna 

Freud Center, 2008, available at http://www.ucl.ac.uk/clinical-psychology/EBPU/publications/pub-

files/Mental%20Health%20Outcome%20Measures%20for%20Children%20and%20Young%20People.pdf.  
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� What other considerations should be made when developing a model for managed 

specialty behavioral health care for children enrolled in Medicaid? 

 

As mentioned in other sections of this document, critical considerations include cultural and 

linguistic competence, and adequate training and resources for providers.  Further, the model 

should include a plan to ensure patient confidentiality since multiple entities will share 

information, and to gain parental consent and adolescent assent.  Consent will be particularly 

important for children in foster care given the numerous parties involved in their care (i.e., 

biological parents, guardians, foster care parents, foster care agency, the adolescent).  

 

� As Health Homes roll out for adults, what is unique to the children's sector that 

would necessitate changes to the model?  

 

A key difference between children and adults with respect to the health home model is the 

significant need for family/parent involvement and coordination for purposes of serving the 

child.  Additionally, the various stages of child development and growth necessitate different 

markers of progress and services at each stage.   

 

� What models of oversight and financing will promote integrated physical and 

behavioral health care? 

 

A robust model of financing will promote integrated physical and behavioral health care.  Where 

there has traditionally been a lack of resources and funding to provide behavioral health care, 

doing so going forward can help promote both behavioral and physical health care.    

 

� What regional differences exist that would require a modification of the model? 

 

A modification in the model may be necessary in areas of concentrated poverty.  For example, in 

the Bronx (as in other areas of New York City), where 90% of the population is either Latino 

(53.5%) or African American/Black (36.5%), there are rampant racial and ethnic disparities and 

social and economic inequalities such that over 25% of families and 39.4% of children there live 

below the poverty line; the high school dropout rate is 31% (more than double the national 

average of 15%); the physician to patient ratio is 1;927, compared to 1:689 in New York State; 

and despite a high rate of behavioral health issues amongst youth in the Bronx, the population is 

woefully underserved.
12

  The funding and resources needed to more comprehensively provide 

care cannot be understated.   

 

� Should there be a phase-in implementation? If so, what should it be? 

 

There should be a phase-in implementation of this model for the foster care population and 

possibly for the other special needs populations identified in Section 1 (Enrollment). 

 

                                                 
12

 Vincent Guilamo-Ramos, Jane Lee & Layrssa Husiak, “Adolescent Reproductive and Sexual Health Disparities: 

The Case of Youth Residing in the Bronx,” Center for Latino Adolescent and Family Health at NYU Silver School 

of Social Work, & Morris Heights Health Center, Nov. 2011, at 1, 5-7.  
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� What structural or outcome elements are needed to ensure effectiveness for kids in 

Foster Care? 

 

As mentioned in Footnote 1, this question is being addressed by multiple stakeholders through 

the steering committee convened through COFCCA to develop managed care recommendations 

specific to the foster care population. It is anticipated that these recommendations will be 

submitted to the State Agencies for their consideration. 

 

 

Conclusion 

 

Behavioral health services are an integral component of helping children learn, remain in school, 

and stay out of trouble. Otherwise they lose the critical social and emotional support they need to 

live full and productive lives. We are encouraged that the State Agencies are looking to create a 

managed care model that puts children first and dismantles many of the barriers to accessing care 

and we hope that the plan that is developed incorporates our comments, especially regarding 

addressing the health disparities that exist. Through this process, New York State has the 

opportunity to be a leader in ensuring that the diverse populations of children are able to grow up 

healthy and thrive.  To ensure that this happens, we must continue to invest in accessible health 

care, safe child care, quality education, community-based intervention services and holistic 

family support.   

 

Thanks you for your consideration.  

 

/s/ Lorraine Gonzalez  

CDF-NY, Director of Health Policy 

 

/s/ Erin Hoben  

CDF-NY, Health Policy Associate 

 

/s/ Shena Elrington 

NYLPI, Director, Health Justice 

 

/s/ Jennifer Swayne 

NYLPI, Staff Attorney, Health Justice 

  


