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Executive Summary 

Background  

New York State is transitioning from fee-for-service (FFS) to a ‘Managed Care 1  Model’ for 
Behavioral Health Services, to improve the quality of care and achieve greater cost efficiency. This 
transition will result in a fully integrated behavioral health and physical health service system. One 
of the most fundamental changes required in this transition is a shift away from a FFS payment 
approach that rewards volume to alternative value-driven payment approaches that reward 
outcomes. As agencies work to make the change from cost-based reimbursement to a managed care 
risk paradigm, identifying organizational processes necessary to successfully operate in the 
managed care environment are needed.  

To assist behavioral health providers, New York State has contracted for a Managed Care Technical 
Assistance Center (MCTAC),2 led by NYU’s McSilver Institute in partnership with the National 
Center on Addiction and Substance Abuse (CASA) at Columbia University.   

Objective: The objective of the paper is to present findings of a ‘Readiness Assessment’ study 
undertaken by MCTAC on a sample of clinics in New York to evaluate their level of preparedness 
for transitioning to Managed Care. The term ‘Readiness Assessment’ in the context of our study 
refers to a structured process for assessing the extent to which the, the current status of a practice, 
process and systems are positioned for achieving an effective transition to managed care model of 
health service delivery.  Based on the findings from the Readiness Assessment, this study aims to 
discuss some of early stage challenges faced by the managed care organizations as they prepare 
themselves for this change. Specifically, the purpose of the paper is to highlight the capacity, skills, 
and knowledge gaps of the participating agencies along these domains.  

Method:  To undertake this assessment MCTAC surveyed 840 participating behavioral Health 
agencies in New York State via an online 86-item questionnaire. Each agency that submitted a 
“Managed Care Readiness” survey filled out information about its clinical, financial, operational, 
and informational systems which made up 11 domains developed by the MCTAC team and partners. 
Specifically, these domains included questions about Understanding of MCO priorities; Utilization 
Practices’; Grievance Procedures; Interface With Physical Health, Social Support and Health 
Homes; Quality Management; Finance and Billing; Access Requirements; Data Management; MCO 
Contracting; Communication; and IT System Requirements.  Items were measured using likert and 
ordinal scales, and open-ended questions assessed participants’  (1) self-reported levels of 
knowledge and preparation for managed care coordination provisions and (2) beliefs about the 
readiness and abilities of physicians to administer care coordination services.  

Results   

The self-assessment was completed by 390 clinics (30% response rate).  Overall only about 8 % of 
the agencies were found to be ready on all eleven domains.  Most agencies scored high on their level 
of readiness with regard to the MCO Contracting, Communication /Reporting (Services 
authorization, etc.) and Demonstrating Impact/Value (Data Management & Evaluation Capacity). 
However, majority of the agencies scored low on the Interface with Physical Health, Social Support 

                                                        
1 Managed Care Organization (MCO) is an organization that combines the functions of health insurance, delivery of care, 
and administration. MCOs are and will represent the primary fiscal intermediary between you, the provider, and the State 
of New York traditional funding source (i.e., OMH/ OCFS/ DOH)  
2 MCTAC aims to provide tools and trainings that will assist providers in improving business and clinical practices, as they 
shift to Medicaid managed care. These trainings aim to provide an overview of , i) behavioral health Medicaid managed care 
changes in NYS; ii) objectives of Medicaid Managed Care Technical Assistance Center; iii) a factors for managed care 
readiness. 
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and Health Homes, Communication /Reporting (Services authorization, etc.) and Access 
Requirements.  

Overall there were no statistically significant differences in domains between agencies in urban and 
rural regions of the state. There were statistically significant differences in the domains by 
reimbursement levels and service type.  

Conclusion 
 
As New York State transitions to managed care, organizational processes necessary to execute and 
operate managed care service delivery are critical for achieving optimal patient outcomes. In this 
study, a readiness tool was developed and agencies’ information yielded significant variation 
across critical areas in finance, information technology, and other systems. Although many 
agencies are adopting appropriate systems and processes, significant gaps remain. Given the 
technical assistance MCTAC is implementing statewide, recommendations for future directions 
are discussed.  
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Introduction  

Medicaid costs in the New York State have been growing exponentially over the last several decades. 
New York's Medicaid program is also the nation's most expensive3. In 2013, it spent roughly $52.5 
billion, about half of which was borne by the federal government.4 Further, while New York ranks 
21st out of all states for overall health system quality5, it ranks last among all states for avoidable 
hospital use and costs. Among the various reasons identified for this rise, growth in Medicaid 
enrollment has been found to be a significant factor. Medicaid enrollment in the state has increased 
83.3 percent, from an average of 2.7 million individuals per month in 2000 to nearly 5 million in 
2012.6 Another major reason for such a high Medicaid cost and inefficiency in spending is that 
historically, there has little systemic coordination of different medical services, leading to over-
reliance on expensive hospital in-patient services. In-patient hospital stays in New York represents 
over 50 percent of behavioral health Medicaid costs and the State has some of the longest lengths 
of hospital stays in the country7.   
 
The state has a very high rate of mental illness. The National Institute of Mental Health (NIMH) 
states in a 2008 report that an estimated 26.2 percent of Americans ages eighteen and older, which 
equates to about one in four adults or 57.7 million people, experiences a diagnosable mental 
disorder annually.8     In addition, because of the common co-occurrence of behavioral health and 
medical conditions, and the destructive effects of those combinations, behavioral health outcomes 
have become a key driver of excess costs for physical health care.  For example, the vast majority of 
overall hospital re-admissions statewide are by individuals with a behavioral health condition.  
Individuals with serious physical health problems often have co-morbid mental health problems, 
and nearly half of those with any mental disorder meet the criteria for two or more disorders, with 
severity strongly linked to co-morbidity (Kessler et al. 2005). As cited in Robinson and Reiter 
(2007), as many as 70 percent of primary care visits stem from psychosocial issues.  This also 
explains the vast majority of overall hospital re-admissions statewide are by individuals with a 
behavioral health conditions. However, while MH and substance use disorder (SUD) diagnoses are 
virtually universal among the highest cost Medicaid patients (Kronick, Bella, and Gilmer, 2009), 
most of these increased costs come from medical (as opposed to MH or SUD) service use (Kronick, 
Bella, and Gilmer, 2009; Melek, Norris, and Paulus, 2014). 
 
To make the situation worse historically there has been a lack of coordination in the provision of 
behavioral and physical health care in the state. In the absence of integration between behavioral 
and physical health individuals have to engage with two distinct systems with different regulations, 
oversight bodies, reimbursement schemes and data. This often becomes frustrating for patients and 
leads to an avoidance of treatment all together. Research9 evidence shows that the mental health 
system fails to reach a significant number of people with mental illness, and those it does reach 
often drop out or get insufficient, uncoordinated care. 44 nursing homes and 12 hospitals in danger 
of default on NYS guaranteed debt, labor unions, and differential / incremental cost of State-
Operated Facilities.  
 
The Transition of Medicaid to Managed Care for Behavioral Health 

Until recently, people with behavioral health conditions in New York have received treatment and 
other clinical services on a fee-for-service basis10 . New York State is transitioning from fee-for-

                                                        
3 http://kaiserhealthnews.org/morning-breakout/state-highlights-2/  
4 http://online.wsj.com/articles/states-1-3-billion-medicaid-problem-1406686402 
5 http://www.omh.ny.gov/omhweb/planning/statewide_plan/2011_to_2015/Chapter_3.pdf 
6 Fiscal Brief , October 2013, Growth in New York’s Medicaid Enrollment and Costs:  New York City Independent Budget 
Office 
7 http://www.nyc.gov/html/doh/downloads/pdf/public/testi/testi20140930.pdf 
8 http://www.milbank.org/publications/milbank-reports/32-reports-evolving-models-of-behavioral-health-integration-
in-primary-care 
9 http://www.milbank.org/uploads/documents/10430EvolvingCare/EvolvingCare.pdf 
10 When a provider is paid for each specific service they provide an individual without adequate consideration for the 
quality, necessity, or effectiveness of the care that is received.(Cross-referencing to other paper) 
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service (FFS) to a ‘Managed Care11 Model’ for Behavioral Health Services, to improve the quality of 
care and achieve greater cost efficiency. This transition will result in a fully integrated behavioral 
health and physical health service system. 

       New York State’s behavioral health care transformation in particular is the most significant 
shift in mental health policy over several decades. The transition process is based in the principles 
and goals articulated in the Medicaid Redesign Team’s Behavioral Health Workgroup report12 and 
recommendations.  The move to Managed Care13 for behavioral health services will begin for New 
York City adults on April 1, 201514. The Department is similarly engaged in the children’s managed 
care changes that are expected to take effect January 2016, including the development of adequate 
benefit packages, care coordination and transition planning, and outcome and quality measures. 
Before NYS many other states, including Kentucky, Tennessee, Illinois, and Florida have taken this 
step.  The major components of the Medicaid Redesign include; 

i. Shift of Medicaid-only beneficiaries with serious and persistent mental illness from 
fee-for-service to managed Medicaid in 2015. 

ii.  Provision of integrated care management for all Medicaid beneficiaries that will 
manage the complete needs of individuals’ acute, long-term and behavioral care.  

As a result of the transition, all Medicaid recipients who need behavioral health services, 
approximately an estimated number of 2.5 to 3 million New Yorkers, will have their care provided 
within Medicaid managed care plans15. In addition, a subset of these plans, known as Health and 
Recovery Plans, or “HARPS” will also offer an enhanced package of benefits of psychosocial services 
and supports to eligible New Yorkers with particularly complex behavioral health needs, an 
estimated 85,000 individuals. Ten plans have applied to be certified as managed care plans 
generally, and seven of those have applied to also provide the HARP benefit.  

 New York State is also taking advantage of provisions under the Affordable Care Act (ACA). For 
instance, health homes, a financing and care delivery model option under the ACA, are coordinating 
and managing care for NYS Medicaid eligible individuals with chronic physical and/or behavioral 
health conditions also referred to as “high cost, high need” individuals. Health homes will be a 
fundamental component of the managed Medicaid program. The groups included in Managed Care 
and specific provisions have been presented in appendix 1.  

 
Opportunities Created By The Transition To Managed Care – Through The Lens of 
Triple Aim  

New York is moving to an “ALL IN”16 approach to managed care which offer potential for a range 
of benefits from better clinical outcomes like faster recovery from behavioral health issues, reduced 
hospitalizations, to administrative gains like lowered cost through better  coordination and 
utilization of services. This would also allow behavior health agencies to have a more consistent and 
predictable budget pattern based on rates of capitation. Further, there is the added potential of cost 
savings to the system based on improved health outcomes and subsequent reduced utilization of 
hospitals, emergency room visits and nursing facilities. In fact, results from an independent 

                                                        
11 Managed Care Organization (MCO) is an organization that combines the functions of health insurance, delivery of care, 
and administration. MCOs are and will represent the primary fiscal intermediary between you, the provider, and the State 
of New York traditional funding source (i.e., OMH/ OCFS/ DOH)  
12 www.health.ny.gov/ health_care/medicaid/redesign/docs/mrt_behavioral_health_reform_recommend. pdf) 
13 The managed care approach essentially requires the State to pay a monthly per person rate to a managed care insurance 
plan, creating incentives for plans and providers to provide more preventive services, identify problems earlier, and better 
coordinate care and recovery, with the end goals of improved overall health outcomes and reduced costs.  

14 http://www.nyc.gov/html/doh/downloads/pdf/public/testi/testi20140930.pdf 

15 http://www.nyc.gov/html/doh/downloads/pdf/public/testi/testi20140930.pdf 
16 This approach holds the MCO accountable for all Medicaid services, prohibiting any Medicaid cost shifting to outside 

entities. 
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evaluation of Year 1 of Illinois’ Integrated Care Program demonstrated decreased use in emergency 
room services, decreases in emergency room to hospital admission, decreases in hospital 
admissions and decreases in hospital lengths of stay. Seen through the lens of Triple Aim these 
opportunities could be briefly described as below:  

1. Improved Access Through Better Coverage: While access to behavioral health services  
as a whole is expected to improve, improved access for specific groups like those suffering with 
Serious Mental Illness (SMI) would be a major advantage of the transition. Adults with SMI 
face limited access to primary medical care (PC) and preventive health services, and for those 
who do receive care, the quality of that care is lower than that provided to their non–mentally 
ill peers (Druss, 2007; Alakeson, Frank, and Katz, 2010). Compared with people without 
mental illness, individuals with SMI (e.g., schizophrenia, other psychoses, bipolar disorder, and 
severe depression) have higher rates of chronic medical conditions, higher frequency of 
multiple general medical conditions; and more than twice the rate of premature death resulting 
from these conditions (Kelly, Boggs, and Conley, 2007; Mauer, 2006; Parks et al., 2006; Sokal 
et al., 2004; Saha, Chant, and McGrath, 2007; Laursen et al., 2013, Alakeson, Frank, and Katz, 
2010). Multiple risk factors contribute to the poor physical health of adults with SMI, including 
side effects of psychotropic medications; unhealthy behaviors such as poor diet, smoking, and 
physical inactivity; co-occurring substance abuse; and socioeconomic disadvantage (Burnam 
and Watkins, 2006; Horvitz-Lennon, Kilbourne, and Pincus, 2006). Community MH providers 
may be SMI adults’ main (or only) point of contact with the broader health system (Bao, 
Casalino, and Pincus, 2013). However, providers at these agencies frequently lack the resources 
necessary to diagnose or treat medical conditions, or to coordinate needed services with 
medical providers (Golomb et al., 2000). As a result, adults with SMI often do not receive 
general medical services unless they seek medical care in emergency rooms, resulting in 
inappropriate or ineffective care, and high costs to public health care systems (i.e., Medicaid).  

2. Improved Quality Through Integration of Physical and Mental Health Services: 
The biggest advantage of this transition would be greater integration of Mental Health (MH) 
and Physical Health (PC). Greater integration between historically fragmented MH and PC 
systems is expected to reduce health care disparities associated with mental illness (President’s 
New Freedom Commission on Mental Health, 2003; Bazelon Center for Mental Health Law, 
2004; Institute of Medicine, 2006).  Further, the re-design would promote clinical evidenced 
based model called “Collaborative Care for Mental Health in Primary Care”.  Research studies 
shows that Collaborative Care Model is effective both in terms of significantly improved clinical 
outcomes but also in reducing medical costs. 

3. Greater Cost Efficiency- A Shift Towards Value Based Treatment Approach: A 
second big advantage of the transition is that it would help address patient needs and support 
for long-term recovery. There would be greater focus on outcomes and value.  Providers would 
switch from procedure-driven treatment episodes in clinic settings to value- based 
reimbursement for episodes of care that meet the patients needs for long–term success as close 
to their own community and family as possible. This would also imply gradual elimination of 
discreet treatment episodes that lead to readmissions. Thus, MC would help put in place 
strategies to help break the readmission cycle and will work closely with its network providers 
to address various cost drivers, while improving integration of care and recovery-based 
outcomes. Also as discussed above, costs of care for adults with SMI and comorbid chronic PH 
conditions can be two to three times higher than for their non-SMI counterparts with same 
physical health conditions (Melek, Norris, and Paulus, 2014). Current estimates suggest that 
improvements to the management of SMI adults’ chronic PH conditions have the potential to 
create substantial (5–16 percent) cost savings (Melek, Norris, and Paulus, 2014; Hay et al., 
2012). A move to integrated would thus enable potential economic benefits to both the payer 
and provider systems. 
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Challenges and Uncertainties Along The Way- Preparation Required For the Change 

 Given the various systemic changes that the transition to managed care will introduce the 
behavioral health providers would need an overhaul on several fronts. Particularly, a  successful 
provider would need to  broadly integrate the following domains of service delivery   

1. Finance  : systems, process and structure for financing service delivery)  
2. Infrastructure:  regulatory compliance and administrative efficiency particularly with 

regard to management of systems resources)  
3. Management:  partnerships and relationships both with the  MCO, provider networks  

and with outside community and health entities. 
4. Service Delivery (management and systems of delivery, including care coordination)  
5.  Clinical (consumer health needs, standards of care for certain conditions/diseases, 

provider-consumer communication)  
However, the success of success of the behavior health providers through this transition process is 
threatened several risks and challenges. This paper specifically focuses on challenges and barriers 
faced by the providers. For instance, to adapt to transition providers need to prepare themselves 
on several fronts, like, developing strong relationships and a level of standardization in their 
interactions, getting in place infrastructure necessary to support documentation, data collection, 
and billing, capacity building for implementation of evidence based practices for new Medicaid 
reimbursable services etc.  Failure to overcome some of these challenges and adequate readiness 
can lead to undesirable consequences. For example, between June 2011 and May 2012 California 
mandated the transition of just under 240,000 Medicaid enrollees from the state’s fee-for-service 
Medicaid program, known as Medi-Cal, into managed care plans. However, lack of adequate 
readiness led to breakdowns in the following areas obstructing a seamless transition of care; i) 
Communication and Information-sharing ; ii) Data transfers ; iii) Provider networks; iv) Care 
coordination; v)Organizational resources ; vi)Community partnerships. Box 1 (appendix 1) briefly 
describes California’s transition to Medicaid Managed Care and summarizes lessons New York 
State could learn as it goes through a similar transition process. 
 

Objective of the Study 

As the BH providers in New York are working to make a transition to managed care it is critical to 
identify organizational processes necessary to successfully operate in the managed care 
environment.   This is because the changing healthcare landscape will great opportunities for those 
organizations that learn rapidly, and demonstrate the facility to quickly adapt and deploy plans to 
participate in integrated systems. At the same time it would involve great risk for those who remain 
unprepared.  

To assist behavioral health providers, New York State has contracted for a Managed Care Technical 
Assistance Center (MCTAC),17 led by NYU’s McSilver Institute in partnership with the National 
Center on Addiction and Substance Abuse (CASA) at Columbia University.   

The study aims to determine the areas in which providers would require technical assistance (TA) 
in order to succeed. The objective of the paper is to present findings of a ‘Readiness Assessment’ 
study undertaken by MCTAC on a sample of clinics in New York to evaluate their level of 
preparedness for transitioning to Managed Care. The term ‘Readiness Assessment’ in the context 
of our study refers to a structured process for assessing the extent to which the, the current status 
of a practice, process and systems are positioned for achieving an effective transition to managed 
care model of health service delivery.  Based on the findings from the Readiness Assessment, this 
study aims to discuss some of early stage challenges faced by the managed care organizations as 
they prepare themselves for this change. Specifically, the purpose of the paper is to highlight the 

                                                        
17 MCTAC aims to provide tools and trainings that will assist providers in improving business and clinical practices, as they 
shift to Medicaid managed care. These trainings aim to provide an overview of , i) behavioral health Medicaid managed care 
changes in NYS; ii) objectives of Medicaid Managed Care Technical Assistance Center; iii) a factors for managed care 
readiness. 
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capacity, skills, and knowledge gaps of the participating agencies along eleven domains (briefly 
summarized in table 1). Since the assessment covered both SUD and MH providers for the purposes 
of this paper they will be referred to as behavioral health (BH) providers. 

Domains Brief Description 
Domain 1 

Understanding 
MCO Priorities 

The Managed Care systems of delivery of behavior health services 
would rely on several innovative strategies and tools like monitoring 
for complex medical conditions, coordinating and share information 
with primary care, providing wellness and technology solutions.  Since 
the providers would have to be educated about these rapidly changing 
priorities of MCOs Domain 1 assesses the readiness of the providers 
with regard their knowledge and understanding of important issues. 

Domain 2 

MCO Contracting 

Until now BH agencies “carve-outs” and specialty populations funded 
through large state contracts, have been widely prevalent in New York. 
With the transition providers will have to navigate new relationships 
with Managed Care Organizations (MCOs), Behavioral Health 
Organizations (BHOs), and private insurers for reimbursement while 
being held to a higher standard of care. Providers would need to 
prepare for negotiating contracts with MCOs that go beyond the 
typical FFS model and allow for innovative new reimbursement 
methods. Domain 2 focuses on assessing the readiness of the BH 
providers with regard to the changing contracting requirements and 
structures.  

Domain 3 

 Risk Management 

This could relate to broadening the capacity to enter into risk and 
reward arrangements as well as joining networks serving those in 
Medicaid, Medicare, FIDA, Commercial, HARP, MLTC, etc. Domain 
3 tries to assess the risk management readiness of the BH agencies as 
they work towards redefining operations to adapt to the new 
business model. 

Domain 5 
 
 Meeting 
Requirements  

Technology will play an ever increasingly important role in effective 
integration of behavioral and physical health services. Domain 4 
captures the readiness of the IT systems of the BH agencies to handle 
the care coordination and data management demands created by the 
transition to managed care.  

Domain 6  
 
Data Management  

Domain 5 assesses the readiness of agencies for use of data 
analytics in decision-support tailoring services and assuring 
performance quality under the managed care environment.  

Domain 7  
 
Communication 

Clinics would have to engage staff in collectives to learn from the 
experience of others. They would need to consider participation in 
learning communities to study the lessons of other States and 
healthcare systems, Managed Care Organizations (MCOs) and other 
providers that are a few steps ahead in transforming their systems for 
integrated behavioral and health care. Domain 7 assesses the 
readiness of BH agencies for executing effective communication with 
relevant stakeholders. 

Domain  8 : 
Utilization 
Practices  

The biggest challenge for providers under the managed care 
environment would be to strike the right balance between providing 
high quality care to people and meeting the necessary needed cost- 
cutting requirements. Another challenge related to utilization would 
be balancing integration and specialization in managed care 
organizations. Domain 8 aims to assess the readiness of agencies for 
employing efficient utilization practices to meet the objectives of 
managed care.  
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Domain 9: Billing 
and Finance 

The managed care environment will require transformation of 
financial systems, such that fiscal preparedness and redesign of 
financial operations will be a key to agency survival. Revenue 
Management – billing, coding, and rate setting – mission-critical 
elements in the private insurance, health insurance exchange, and 
Medicaid managed care business environments – reveal tremendous 
gaps that demand immediate attention. Domain 9 is aimed at 
assessing the BH agencies readiness for adapting to new fiscal 
systems by either setting up new financial systems or processes or re-
designing the existing ones. 

Domain 10: Access 
Requirements 
 
 
 
 
 

 

Providers would need to prepare for predictable, major demographic 
shifts in patients, especially for older adults and cultural minorities 
and immigrants. For instance, expanding services for adults with 
Serious Mental Illness (SMI). Domain 10 assesses the readiness of 
the agencies with regard to expanding initiatives which emphasize 
recovery and enhance access 

Domain 11: Meeting 
Stronger Standards 
For Quality of Care  

The statute which establishes managed care for behavioral health 
under Medicaid authorizes and expects the Department to exercise 
“joint” oversight with the State Department of Health, Office of Mental 
Health and Office of Alcoholism and Substance Abuse Services. As the 
State finalizes how it will define these oversight that could be tracked, 
the biggest challenge for the BH agencies is to prepare themselves for 
the  expertise needed to take them on. Domain 11 assesses the level 
of readiness of the BH provider, in term of staff training, use of 
evidence based practices to ensure that service is delivered in a 
manner where outcomes are optimized.  

 

Method of Assessment and Analysis 

As a preliminary step to define the TA and resources needed a comprehensive 86-item survey was 
designed by MCTAC to reflect competencies required by Medicaid managed care plans. To 
undertake the ‘Readiness Assessment’ MCTAC surveyed 840 participating behavioral Health 
agencies in New York State through electronic administration of the survey. 

The Readiness Tool is designed to assess organizations on various categories of processes, practices 
and change management activities needed to effectively prepare for and function during the early 
stages of a business relationship with a Managed Care organization. Each agency that completed 
the survey filled out information about its clinical, financial, operational, and informational 
systems which made up 11 domains. Specifically, these domains included questions about BH 
providers, Understanding of MCO priorities; Utilization Practices’; Grievance Procedures; 
Interface With Physical Health, Social Support and Health Homes; Quality Management; Finance 
and Billing; Access Requirements; Data Management; MCO Contracting; Communication; and IT 
System Requirements. 

The scale was designed based on discussion and agreement among field experts concerning the 
relevance of the items included in each of the domains for assessing the readiness of the agencies 
for the transition on.  

 When completed, the self-assessment tool offers a snapshot of the organization’s current level of 
readiness as well as an assessment of the need for technical assistance. The results from this 
assessment are helpful as a planning resource to guide organizations in their preparation and 
decision making activities.  
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The agencies were requested to bring its leadership team together and respond to the series of 
statements collectively. It was presumed that the discussion will not only assure that the answers 
are an accurate reflection of managed care readiness, but may also represent the beginning of your 
planning process to address any opportunities identified during the conversation. In order to elicit 
a high participation and response rate it was made explicit to the participants that the assessment 
tool was not designed to measure performance or quality of care. The agencies were assured that 
the purpose was to measure provider readiness and capability to adapt to and thrive in MC 
environment.  Further, participants were assured of anonymity in their responses if they so desired.  

A 5- point Likert scale was employed to score each respondent’s readiness across domains, with 5 
being ‘Definitely  Ready’ to 1 being ‘ Not Ready At All’.  In addition some items were scored using 
ordinal scale with ‘Yes’ and ‘No’ response options. Statements presented on a scale from 1-5 were 
defined as below:  
 

5= We are definitely ready right now (we currently have the needed knowledge, resources, 
infrastructure, and plans in place)  
4= We are mostly ready (we are unlikely to need technical assistance to get this done on our 
own in a timely manner)  
3= We are moderately ready (we may or may not need technical assistance to get this done on 
our own in a timely manner) 
2= We are somewhat ready (we are likely to need technical assistance to get this done in a 
timely manner)  
1= We are not at all ready (we will definitely need technical assistance and guidance to get this 
done in a timely manner)  

 

Upon completion of the tool the participants were sent a table providing a score for each domain, 
ranging from a lowest readiness of 0 to a highest readiness of 4. Additional narrative and follow-up 
questions were included to build a context for a broader and deeper analysis. These however,   were 
not included in the Likert scoring mechanism.  

 Besides computing scores for each of the four domains we also computed a composite score( 
representing readiness on all four domains) which was also scaled up to a five point scale. The 
distribution of the scores was analyzed along a continuum using quarters as cut off points or 
benchmarks.  

Before analyzing the survey responses for evaluation of readiness, we conducted item exploratory 
factor analysis (EFA) for content and domain validation. In addition, internal reliability was 
assessed by Cronbach’s alphaand criterion validity.  Through the EFA we identified correlated areas 
with good model fit and high item loadings that provide a comprehensive representation of agency 
readiness. While some items were eliminated by EFA, for a lot of items we identified a natural 
grouping into four distinct areas. These are:  
 

1. Finance and Billing  
2.  IT Systems 
3. Interface with Health Homes 
4. Data Driven Decision Making 

 

Given the EFA results we expect that the above areas adequately measure agencies change 
commitment and change efficacy with regard to managed care. The paper therefore expounds in 
detail significant findings pertinent to the above four areas.  
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Readiness Findings  

Overall response rate of the assessment 
was good. Out of the 840 agencies 
contacted about 373 agencies completed 
the survey. Several agencies () started 
but did not complete the assessment.  In 
all, the number of providers completing 
the assessment represented the 
equivalent of approximately one-third of 
the BH providers in NY to which the 
survey was sent. This offered a 
reasonable basis to draw conclusions 
about the readiness and capabilities of 
similar behavioral health providers in the state.   
Regardless of the domain specific results,  the overall results indicate that in order to be adequately 
prepared for reform and to have in place the systems, processes and partnerships that will allow 
BH providers to survive and thrive, providers require additional training and TA to guide them 
through this critical shift in service delivery.  
 
Analysis by Region 
32% of the participating agencies were from New York City, and Hudson was the second most 
well-represented region. These were followed by Long Island and Western regions. Upstate and 
Central regions were relatively less represented.  
 

 

 

 

 

 

 

 

A comparison of the overall level of readiness was done between the agencies based out of New 
York City (NYC) and those outside NYC (Fig 2). The assumption underlying this analysis was that 
the agencies in New York City with greater access to administrative and infrastructure resources 
would fair relatively better in their readiness performance.  The overall readiness score on the 
domains was compared for NYC and Non NYC BH agencies. Also a comparison of the scores of 
urban and rural BH agencies was done. However, we found no statistically significant differences 
in readiness level for the domains analyzed by region.  

These results were a bit surprising and non intuitive. This is because research suggests under-
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utilization of mental health services in rural areas as compared to urban areas. There is also 
evidence of insufficient supply of mental health infrastructure and providers in the rural areas.  It 
was therefore hypothesized that the agencies in the urban areas would be relatively more equipped 
than those in the rural areas.  

While these findings are certainly not conclusive one possible explanation for the observed results 
could be that over the years there is an increasing recognition of rural-urban disparities in access 
to mental health services among the state policy-makers. A survey of state and local health leaders 
found that mental health disorders 
fourth most often identified rural health 
priority. This has led states to allocate 
greater resources for improving access to 
mental health services in sub-urban and 
rural areas.  

Analysis of Overall Readiness of 
Providers for Transition To 
Managed Care 

Our assessment of readiness of the 
providers for meeting Managed Care 
expectations showed some striking 
results. 41% of the agencies reported that 
they were not confident of their staff’s 
ability to meet MCO/LOC expectations.  Also about 20% of the agencies reported that they are only 
partially ready for it.  About 39% however, reported that they think their staff is ready to meet MCO 
expectations.  

The results were even more 
concerning when we assessed 
the providers’ readiness for 
holding meetings with MCO 
leadership to understand their 
expectations and system 
priorities at large. We found 
that over 65% agencies said they 
are not holding meetings with 
MCO leadership. If a structured 
process for this is not put in 
place this may create 
administrative hurdles and 
conflicts of interest.  
 
Analysis by Areas 
 
The analysis (Fig 5) of the scores of the agencies by domain show particularly salient readiness 
results for two domains. These include, ‘Interface with Health Homes (Domain 3), Social Services 
and Community’ and ‘IT systems (Domain 2).  Among those agencies that scored in the top quartile 
majority show highest level of preparedness for these two domains. Overall agencies seem least 
prepared with regard to ‘Data Driven Decision Making (Domain 4). 
  
Among those agencies scoring in the bottom quartile, Data - Driven Decision Making was found to 
be the area of highest concern while the interface with health homes was found to be the strongest 
area of readiness.  

39%

41%

20%

Fig 3: Readiness For Assessment Of 
Staff's Ability To Meet LOC/UM 

Expectations 

Yes

No

Partially

32%

68%

0%

20%

40%

60%

80%

Yes No

P
e

rc
e

n
ta

g
e

 o
f 

P
ro

v
id

e
rs

Fig 4: Meetings With MCO Leadership To 
Understand Their Expectations and System 

Priorties 



12 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
We also analyzed the distribution of the scores for the agencies scoring in the median range (Fig 6, 
between second and third quartile).  For these agencies results show highest level of readiness for 
Domain 3 and lowest for Domain 4.  Both Finance and IT were found to be reasonably strong for 
the median agencies.  
 
 

 
 
 
 

 

 

 

 

 

 

Analysis By Sub-Areas   

I. Areas 1: Finance, Billing and Contracting  

Billing and Reimbursement  

One of the biggest challenges that behavior health clinics face as they shift to a managed care system 
of service delivery involves restructuring their billing and accounts receivable systems to 
accommodate revised contract payment methodologies (e.g., incentive payments for achieving 
performance goals, P4P). Also many BH providers, particularly the small ones operate on extremely 
limited financial reserves, and are at risk of financial catastrophe if there are significant delays in 
receiving payment for services rendered. The more stringent billing practices of MCOs (stricter edit 
checks on claim submissions, prior authorization requirements, etc.) may negatively impact cash 
flows for these providers that have limited reserves to draw upon. In addition, the agencies need to 

0.73
0.98 1.00

0.75 0.64

0.82

0.86

0.67

0.58
0.58

0

0.5

1

1.5

2

1 2 3 4 Total Score

Fig 6- Distribution by Readiness  Scores for Agencies 
Scoring in the Median Range

50 - 75%

25 - 50%

1.97* 1.87*

2.94*

1.78*
2.14*

4.34 4.40 4.56

3.96
4.32

0.00

1.00

2.00

3.00

4.00

5.00

1. Finance 2. IT 3. Interface 4. Data Total Score

Score

Fig 5-- Score by Readiness Area

Bottom 25% Top 25%



13 
 

adapt to incremental cost structures. Setting up the requisite administrative infrastructure 
(technology, compliance, etc.) for these changes is necessary for ensuring provision of sustainable 
service delivery.  
 
Smaller agencies with little or no experience billing Medicaid or private insurers will struggle 
initially with the complex billing and justification requirements set forth through MCO/BHO 
contracts. Additionally, many smaller agencies presently lack administrative/fiscal staff available 
to re-bill rejected claims, analyze and implement regulations, and adequately justify the 
reauthorization of treatment. Recent requirements by New York State related to the maximum 
percentage of costs that can be expended on administrative staff will further limit the number of 
staff that agencies can hire to navigate reimbursement.  
 
Given the above challenges BH agencies with fully developed financial management systems in 
place will be better positioned in the managed care business environment. These agencies will also 
be better positioned to negotiate contracts with managed care and ACOs based on their ability to 
identify and drive down costs through efficiency gains while pricing their services competitively.  
 
Our overall assessment for this domain indicates a reasonably good readiness with certain areas for 
improvement which have been discussed in detail below:  
 
 
Compliance and Audit  
The process of adapting to the Managed Care principles could result in inherent conflicts of interest 
and ethical issues for providers and particularly clinicians and administrators. These conflicts of 
interest and ethical issues may significantly increase BH providers risk management and 
compliance program initiatives. The requirement to participate in health information exchanges 
would create additional challenges. The providers would need to conduct the majority of business 
operations (eligibility determinations, service authorizations, and billing) in compliance with 
HIPAA Standard Transaction Code Sets.  When asked to rate their understanding of CMS compliant 
codes that will be used for billing, only about 45% of the agencies reported either mostly or entirely 
ready. About 22% were only found to be moderately read and 15% were just slightly ready. Also 
about 15% said they were absolutely not ready. These results are concerning and possibly reflects a 
general lack of familiarity and grasp of common billing codes, formats and rate-setting methods. 
Failing to address these gaps will very likely disrupt accounts receivable, cash flow, credit and 
reserves, in some cases threaten the viability of providers.  
 
With regard to audit most agencies 
seem to be relatively well prepared.  
When agencies were asked to report 
their readiness for internal audit 
and documentation (Fig 7) over 
50% agencies were found to be 
either mostly or completely ready. 
Similarly, when asked to report 
their capability for corporate 
compliance process, specifically in 
terms of developing bullet-proof 
Compliance Plan led by a 
designated compliance officer and 
supported by internal monitoring 
and auditing the findings were very 
encouraging. About over 50% said 
they were either mostly or 
completely ready for the new systems. Also about 11-21% reported atleast being slightly to 
moderately ready.  
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With the transition to MC, MCOs may impose more stringent prior authorization on services than 
those imposed by the state in the FFS system. For example, MCOs may ask providers to submit 
more detailed justification for providing services which exceed the cost of a previously-established 
care plan.  Given this context, we asked the agencies to rate the capability of their organization to 
monitor ongoing authorizations and prompt staff to seek initial and re-authorizations when 
appropriate. Upto 48% agencies reported that they were either mostly ready or completely ready, 
23% were moderately ready, 16% were somewhat ready.  
 
Reimbursements  

One of the key determinants for 
sustenance and competence Of BH 
providers in the new environment 
would be rates paid to them by 
OMH/ OCFS/ DOH on a Per 
Member Per Month (PMPM). This 
is because these reimbursements 
would determine the experience of 
these providers from a financial 
perspective. One of the overarching 
challenges with regard to 
reimbursements arises from the fact 
that while the BH providers expect 
to be paid at or above cost for all 
services provided to MCOs, MCOs 
typically would want to pay providers the lowest amount that the BH provider would agree to with 
the most favorable MCO terms and conditions. To deal with this conflicting situation besides 
strengthening their contracting skills agencies would need to build strong negotiation skills.  

Assessment of readiness of participating providers for managing reimbursements showed 
impressive results.  

When asked to rate the success of 
their revenue cycle management 
infrastructure, building on the 
service delivery process, to 
capture and collect every dollar 
owed to the organization by all 
payers, only 16% of the surveyed 
agencies were found to be 
completely ready.  24% reported 
being mostly ready and 30% were 
just moderately ready.  
 
To assess providers  readiness for 
submitting claims to MCOs we 
asked the participants to rate their 
ability of to submit clean claims to 
MCOs on a timely basis (Fig 8), 
31% of agencies said they were completely ready and about 30% said they were mostly ready. About 
26% were atleast somewhat or moderately ready and only 13% said they were not ready. Similarly 
the results for agency readiness for their ability to appeal denied claims were encouraging. When 
assessed on their readiness to read remittances & resubmit claims,  upto 60% agencies were either 
mostly or completely ready for it. Only 14% were found to be not ready.  
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With transition to managed care providers would need training on proper completion and 
submission of new claim forms in order to be paid for the services. Providers would now have 
contract with multiple MCOs for their clientele. This would require them to be proficient at more 
than one billing system. MCO billing systems have more rigid edit checks on their claims processing 
systems, rejecting claims on which certain fields are not populated.  When agencies were asked to 
rate the ability of your organization to accurately capture and report the unit costs of services being 
reimbursed by the MCOs (Fig 9) by program and location, only 21% reported that they were 
completely ready and 22% reported being mostly ready. However, it’s concerning that about 19% 
of the agencies reported being totally unprepared for it and about 13% reported only being 
somewhat ready. This may indicate a need for capacity building and training in this area. Similarly 
there is a scope for substantial improvement in agencies ability to regularly communicate cost, 
revenue, and service value information to all staff. About 16% said they were not ready and 17% 
said they were only somewhat 
ready and 26% only 
moderately ready. 23% said 
they were mostly ready and 
18% said they were 
completely ready.  

Pricing and Contracting  

Negotiating pricing for 
specific services would be 
relatively more complex 
under managed care 
environment. Pricing 
structures would need to be 
more detailed and capture cost more accurately. In addition, there is an increasing focus on 
affordability of cost. NYS has made it quite clear, with the Department of Health (NYSDOH), that 
fewer health and human service providers with reduced administrative costs will be one of the 
sources of achieving efficiency and reduced costs for services.  
 
Managed Care is, at its core, a negotiated rate-based financial risk model. Provider contracting and 
related contract negotiations will become extremely important in determining success in a BH 
Managed Care model. When participating agencies were asked about their readiness for managing 
pricing issues in contract negotiations( Fig 10), only 37% were confident about their readiness. 18% 
reported that they were completely not ready and upto 45% reported being only somewhat or 
moderately ready.  
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The new cost accounting and payment system (discussed above) would require software 
applications that a lot of agencies are 
currently not completely equipped 
with at the level of sophistication 
necessary for ‘Managed Care’.  For 
instance, there is a need for agencies 
to adopt sophisticated IT applications 
for purposes of communicating / 
processing claims for services 
provided with the contracted Fiscal 
Intermediaries while,  at the same 
time continuing traditional Medicaid 
billing practices.  

Having a strong information 
technology infrastructure, and the 
implementation of certified electronic 
health records (EHR) are likely the areas where providers will experience the greatest impetus for 
change under MC environment. If not adequately implemented, they will experience the most 
significant negative impact. 
Unfortunately these are the areas of 
greatest complexity, cost and volatility. 
HCR and in order to submit billing to 
commercial payers, BH providers must 
have the IT resources and infrastructure 
to communicate in real time, and bill in 
a manner compatible with the auto-
adjudication goals and HIPAA 
compliant systems used in the private 
sector.  
We assessed the readiness of the 
participating agencies on some of the 
key areas that require advance 
technology support. The results of our 
assessment for these are discussed below:  

 

Using Electronic Health Record and Centralized Scheduling:  With the transition to 
managed care the electronic health record18 (EHR) would completely replace the traditional paper 
charts and records.  While EHRs hold 
great promise to improve quality of 
care and access to information thus 
preventing errors like conflicting 
treatments and medications agencies 
would need to have capacity to use the 
EHRs. Electronic Health Records 
(EHR/ EMR) will be a necessity for all 
program service components.  When 
asked to rate the readiness for 
managing clinical data using EHR 
about 23% of the agencies  reported 
(Fig 11) being not ready for managing 

                                                        
18 It is a digital record, created in real time, and instantly and securely available to authorized users. EHRs contain the medical 

and treatment histories of patients, and are designed to give a more comprehensive view of patients’ conditions and histories. 
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clinical information using EHR. Also about 33% reported only being somewhat or moderately 
ready.  About 46% agencies however, reported being mostly ready or completely ready. A similar 
pattern was observed for readiness with regard to centralized scheduling (Fig 10). When asked to 
rate their overall IT system readiness for integration of the functions only 22% reported being 
completely ready and 17% reported being mostly ready. 18% of the agencies reported that they were 
totally unprepared and 20-23% were found to be only slightly or moderately ready. These results 
are concerning as the State’s objective of a fully integrated delivery system requires robust systems 
in place for linking BH providers to primary care clinics and physicians. 

Quality Assurance and Reporting  

A central component of contract management is measuring managed care plans’ performance with 
respect to service delivery, health outcomes, and members’ experiences. In 1993, New York 
established the Quality Assurance Reporting Requirements (QARR) to monitor plan performance 
across most payers, including Medicaid. For Medicaid managed care plans, QARR includes 
national measures obtained from the National Committee for Quality Assurance’s Healthcare 
Effectiveness Data and Information Set. Other sources used for QARR include Prevention Quality 
Indicators (PQIs) and the Consumer Assessment Healthcare Providers and Systems (CAHPS) 
survey. In addition, New York has expanded its evaluation of managed care objectives to include 
state-specific measures. Quality metrics 
are published in the Regional Consumer 
Guides that Medicaid beneficiaries can 
use to help select a managed care plan. 
As more and more Medicaid 
beneficiaries in New York are enrolled 
in managed care, DOH will be 
devoting an increasing amount of 
Medicaid administrative resources to 
plan contract management and 
monitoring. However, with each MCO 
developing its own monitoring plan, 
providers would face increased 
administrative burden to report 
similar information in different 
formats. This would require the behavioral health agencies to set up sophisticated IT systems for 
reporting. 

The BH providers IT system readiness for reporting the results were somewhat concerning as well. 
We found that 24% agencies were not ready and 46% agencies were only partially ready.  Only 30% 
agencies overall reported being either mostly or definitely ready. A similar readiness pattern was 
observed with regard to reporting client service information.  

 

III. Domain 3: Readiness for Interface With Health Homes  

Health homes (HHs) is a state-wide  initiative for putting in place supplemental care coordination 
systems focused on high users of medical services with complex medical needs. The goal is to 
improve quality of care and reduce the cost of unnecessary care by improving coordination across 
multiple providers. The ACA provides for a temporary 90% federal Medicaid matching rate for 
health home services provided to Medicaid beneficiaries who have two chronic conditions, or have 
one chronic condition and are at risk for another, or have one serious and persistent mental health 
condition.22 Health home services include comprehensive care management; care coordination 
and health promotion; comprehensive transitional care; patient and family support; referral to 
community and social support services; and the use of health information technology to support 
these services. The idea is that health home services connect, coordinate, and integrate the many 
services and supports, including primary health care, behavioral health care, acute and long-term 
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services, and family and community-based services, that Medicaid beneficiaries with chronic and 
often complex conditions need. A growing number of states are using the health home option and 
its enhanced federal support to advance PH/BH integration for Medicaid beneficiaries. Missouri 
was the first state to adopt health homes specifically for individuals with SMI. Since then, four 
additional states (Rhode Island, Ohio, Iowa, and Maryland) have received approval for health home 
programs targeted to this population.  
 
The transition of Care Coordination / Case Management by providers to Health Homes and Fiscal 
Intermediaries will challenges, especially during the transition period. Regulatory compliance will 
be a challenge during the transition period, with certain clients under the old model and high-cost 
clients assigned to Health Homes / HARP subject to different approval processes and 
documentation requirements. As a result certain BH clients will continue to be served in the 
Targeted Case Management / Intensive Case Management model while Health Homes / Fiscal 
Intermediaries (MCOs) will take responsibility for high cost and complex cases. 

Our assessment of the readiness of BH providers for interface with health homes revealed some 
positive findings. 
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about 75% of the BH reported that they had already contracted with some health home. Also about 
34% were found to have in place a structured process for interaction with the Health Homes and 
about 28% were found to be mostly ready for a strategy for coordinating with the Health Homes . 
About 6% of the providers were not found to be ready.  

Similar pattern was observed with regard to the readiness of providers for interaction with physical 
health providers.  

Particularly positive results were observed with regard to provider readiness for coordination with 
in-patient and detox providers. About 92% of the providers reported that they were ‘Completely 
Ready’. These results are very encouraging as the readiness on this front would be key for achieving 
cost efficiency. 

 
IV. Domain 4: Data Management  

Availability of comprehensive and accurate data on healthcare practices and utilization of services 
will become critical for providers’ success in a managed care environment. For instance, without 
effectively analyzing delivery patterns and costs, providers cannot make sound decisions 
concerning proposed managed care contracts.  If 
collected and analyzed correctly data could be 
used to vastly improve clinical decision support, 
disease surveillance, and population health 
management. In fact, a robust analytics platform 
can establish baselines and measure progress in 
better managing transitions of care, reducing 
readmissions, and documenting meaningful use 
requirements. Some of the significant ways in 
which the shift in healthcare delivery system is 
necessitating the use of data management tools 
include:  

 Development of treatment protocols 

 Emphasis on disease prevention, health maintenance, and disease management 

 Shift to care provided in non-acute settings 

 Creation of integrated delivery systems 

 Changes in reimbursement methodology 

 Formation of community health information networks 

 Demand for demonstration of high-quality care and efficiency in the provision of care 

A significant change introduced by managed care model of service delivery involves shift in focus 
from the retrospective claims payment process to the prospective management of the healthcare 
delivery system. It would not only be important to examine outcomes entire populations, but to 
drill down and examine how groups within the population fare, in order to identify and address 
disparities in access, quality, or outcomes. 
This requires examining data by 
neighborhoods, by racial/ethnic groups, by 
condition, etc. The quality metrics selection 
would therefore be of critical importance.   
Further, a critical success factor for success 
in the transformed business environment 
will depend considerably on an 
organization’s ability to participate in 
electronic data interchange (EDI) with 
third-party payers, insurers, and managed 
care organizations and the degree to which 
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they can integrate with primary care, health and medical home models and ACOs. To do so, 
providers must have, and be able to effectively integrate, systems and information. Health 
information systems and information exchange will be critical ingredients of an integrated, 
interconnected system.   

Results from the assessment of readiness on Data Management is likely indicative of a somewhat  
deficient and inadequate preparation.   

 

 With regard to readiness for collection of data on volume of services over 50% of the agencies were 
found to be either mostly or definitely ready. About 25% providers were found to be moderately 
ready and 14% atleast slightly ready. Only 
5% of the agencies were found to not ready. 
These results are positive as in the absence 
of necessary data on practice patterns 
payers cannot establish fixed rates for 
groups of services. Also if providers lack 
valid and reliable coded data, they would 
face challenges in negotiating favorable 
contracts with managed care plans as they 
would not have complete and accurate 
information on  what services they have 
been providing or what it costs to provide 
these services. 

 
 
As the BH providers would become a part of an integrated delivery system, data consistency would 
become very important as there would be one central database. Health information systems and 
information exchange will be critical ingredients of an integrated, interconnected system. The data 
from this health exchange would be used to assess resource utilization and outcomes throughout 
the delivery system and to develop plans for the provision of more efficient and effective patient 
care.  Currently, many managed care contracts require reporting of quality and efficiency measures. 
Capacity of the BH providers for analysis of outcomes would thus become very crucial as that would 
enable the providers and payers to determine the relationship between better outcomes, improved 
efficiency, and lower healthcare costs. It was particularly concerning to find that majority of the 
agencies were not ready for managing data for measuring their clinical outcomes. About 39% 
reported not understanding how to use data on clinical measures. Also 36% were found to be 
partially ready. 43% were also not found to be ready for periodic review of the process for data 
collection on service delivery and clinical outcomes.  
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Further, in the managed care environment 
providers who are able to show that they 
deliver the highest-quality care at the lowest 
cost will win the most desirable managed 
care contracts. Managed care plans 
accredited by the National Committee on 
Quality Assurance must present data 
proving that they are delivering high-quality 
care.  When the BH providers were asked to 
report their readiness for demonstrating 
value of the services against the established 
benchmarks only 7% of the agencies were 
found to be definitely ready. 
 
Conclusion and  Policy Implications  

As a result of ACA, increasingly states are transitioning to managed care healthcare delivery model 
for serving the Medicaid population. As the states undergo this process the providers would need 
to take steps to mitigate anticipated issues and concerns that they are likely to encounter along this 
transition. In the new landscape however, competency and infrastructure requirements would 
place BH providers long-term viability and sustainability at considerable risk.  

New York State’s managed care readiness assessment findings discussed in this paper present 
considerations for providers as they prepare for managed care expansion. Policymakers of the 
States considering a switch to Managed Care could embrace the findings from Readiness 
Assessment of New York State as lessons to ensure that the transition to managed care in their state 
strengthens access and care systems and avoids problems. Specifically, states should realize the 
importance of: 

 Building a well-developed oversight system to minimize problems and monitor performance. 

 Investing in administrative structures and assume that these will cost, rather than save, money, 
at least in the short term. New systems and administrative demands are generated by managed 
care. States typically will not be able to offset these with other administrative cost savings. 

The success of the transition to Managed Care to a large extent would also depend on collaboration 
across government and non-government stakeholder groups. States could consider setting up 
workgroups to address some of the areas and issues identified in the paper.   

Provider network adequacy is an essential component of the delivery of safe, high-quality managed 
care service. Providers that mobilize and deploy requisite systems and processes quickly will be able 
to capitalize on this environment rife with opportunities. Particularly, salient are the findings 
around finance, data analysis, communication, and coordination, including the establishment of 
partnerships that could enable providers to deliver efficient and effective care.  The paper also 
instigates the need for deeper research, analysis and evaluation.  
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Appendix 1 

Group Provisions and Expected Implementation Timeline 

Duals Eligible  

 

Beginning in July 2014, dual-eligibles (individuals enrolled in both 

Medicare and Medicaid) in the downstate region of NYS will be 

transitioned to the Fully Integrated Duals Advantage (FIDA) Program, 

an ACA demonstration opportunity, which will provide a comprehensive 

package of services and coordinate all care, including behavioral health 

services. 
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Nursing Home 

Residents 

Medicaid beneficiaries age 21 and older who need long-term custodial 

placement in a nursing home will be required to enroll in managed care, 

either a mainstream managed care plan or a managed long-term care 

plan if they meet the eligibility criteria. 

Community-Based 

Long-Term Care 

Recipients:  

 

New York has moved the majority of Medicaid beneficiaries using HCBS 

into managed care, which includes both mainstream managed care and 

specialized managed long-term care. Starting in August 2011, Medicaid-

only (non-dual) beneficiaries receiving personal care services were 

required to enroll in mainstream managed care. Starting in September 

2012, Medicaid beneficiaries dually eligible for Medicare and needing 

home- and community-based long-term care services and supports for at 

least 120 days38 were required to enroll in managed care. Starting in 

June 2013, participants in the Long-Term Home Health Care Program 

were required to enroll in managed care. 

Foster Care 

Children:  

 

Since April 2013, children placed directly in foster homes by local 

departments of social services were required to enroll in mainstream 

Medicaid managed care. The majority of foster children in the state19 

reside in foster care settings operated through contracts with licensed 

foster care agencies; these children are expected to be shifted into 

managed care in January 2016. 

Homeless 

 

Disabled 

 Beneficiaries who are homeless and not dually eligible were moved 

into managed care starting April 2012. 

 

 As of July 2013, beneficiaries eligible for services under the Medicaid 

Buy-In for Working People with Disabilities program were required 

to enroll in a Medicaid managed care plan. 

                                                        
19  Virtually all in New York City 
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Development 

Disability:  

Individuals with developmental disability would be enrolled from 

October 2015 and will be completed in phases. 

Residents of Long-

Term Chemical 

Dependence 

Programs:  

Mandatory managed care will extend to these residents in January 2015 

in New York City and July 2015 for the rest of the state.  

 

Residents of State-

Operated 

Psychiatric 

Hospitals:  

Mandatory managed care will extend to these residents in January 2015 

in New York City and July 2015 for the rest of the state. 

Note : There are some populations that will remain in fee-for-service arrangements, including 

beneficiaries in the Cancer Treatment Program, those receiving family planning services only, 

Emergency Medicaid beneficiaries, non-dual individuals eligible through spend-down, and 

Native Americans.  
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 Box 1- Lessons From California Medicaid Managed Care Transition 

Between June 2011 and May 2012 California mandated the transition of just about 240,000 Medicaid enrollees from 

the state’s fee-for-service Medicaid program, known as Medi-Cal, into managed care plans as part of their Section 

1115 Medicaid Waiver. The enrollees were seniors and people with disabilities (SPDs) who were eligible for Medi-

Cal only (not dually eligible for Medicaid and Medicare) and accounted for a disproportionate share of all Medi-Cal 

expenditures. The transition however, was far from smooth1 and highlights breakdowns in several areas that that 

prevented seamless transition of care for SPD populations. These include: 

i. Lack of adequate communication and information-sharing contributed to confusion for 

beneficiaries and delays on the part of health plans and providers. Providers reported difficulty accessing 

timely and accurate data to prepare for the incoming population. Further, the transfer of patient data and 

information regarding historical utilizations was not timely. HIPAA regulations prohibited the transfer of 

patient information pre-enrollment, including utilization rates of social services, medical equipment and 

supplies, and pharmacy data. As a result providers saw first time patients with urgent complex care needs 

without access to their medial records. 

o Delegation of care designed to expand consumer choice caused delays and confusion. Adding 

more entities complicated information- sharing and clouded responsibilities. This was a big 

problem following hospital discharge, when it was often unclear which entity was responsible for 

paying for post-hospitalization medical equipment and supplies. 

o Established communication channels were disrupted. Some primary care doctors reported being 

uncomfortable referring patients to in- network specialists whose quality of care and 

communication styles they were unfamiliar with. PCPs established feedback systems to expedite 

the transfer of consultation notes from specialists.  

ii. Inadequate Capacity of Provider Networks : Provider networks were insufficient to meet the broad 

range of specialty care needs for SPDs. Health plans reported several  barriers to recruiting both primary 

care and specialty providers with expertise in Complex Care Management. These include, lack of primary 

care providers that has expertise specific to the needs of the SPD population; a dearth of qualified 

specialists in rural areas; and a perception by FFS providers that they were not incentivized to join the 

networks.  

 

iii. Care Coordination: New Responsibilities and Expectations : SPDs presented onerous 

requirements for care coordination.  

o SPDs had more complex and frequent care coordination needs and primary care providers 

reported insufficient training in care coordination.  


