
 

The Healthy Minds, Healthy Kids Campaign is a statewide coalition of behavioral health providers, advocates, and 

family organizations, joining together to create the public and political will necessary to ensure that all children 

and adolescents in New York receive the high-quality behavioral health services they need. Contact: 

ABufkin@CCCNewYork.org. 

The Failed Promise of Children’s Medicaid Redesign 

 

New York children are facing a behavioral health crisis 

 

More than a year and a half into the COVID-19 pandemic, it is nearly impossible to over-

estimate its impact on the mental and emotional wellbeing of children and adolescents. Between 

March and July of 2020, 4,200 children lost a parent or caregiver to COVID-19, and 

approximately 325,000 children were thrust into or near poverty. Children have experienced over 

a year of profound personal loss, economic instability, housing and food insecurity, and 

educational disruption. According to the CDC’s Household Pulse data, more than half of all 

youth aged 18 to 24 living in the New York Metropolitan Statistical Area (MSA) report 

symptoms of anxiety and/or depression, the highest of any other adult age group. Nationally and 

in New York, suicide is a growing crisis among communities of color, particularly among young 

people. 

 

In New York and across the country, the pandemic has led to declines in critical mental health 

screenings and access to services, even as rates of anxiety, depression, substance use, and 

suicidal ideation have risen. Children are experiencing serious emotional distress, yet have been 

unable to access adequate primary and preventive services, resulting in stark increases of 

psychiatric symptomatology and hospitalizations. This has created a perfect storm that is 

impacting all children, and disproportionately impacting low-income communities and families 

of color. 

 

Understandably, recent conversations around children’s mental health have revolved around the 

impact of COVID-19. The long-term repercussions of the pandemic are staggering, and are 

continuing to unfold as families experience the uncertainty of the Delta variant and deep and 

ongoing financial strain. But in New York, emerging behavioral health challenges have been 

built upon a foundation of an under-resourced and over-taxed behavioral health system for 

children. Suicide remains the second leading cause of death for children age 15-19, and 

approximately half of children with mental/behavioral health condition did not receive treatment 

before the pandemic. A history of inadequate reimbursement rates and a lack of parity 

enforcement have contributed to a deeply inadequate workforce, leaving families struggling to 

access both preventive and acute services. 

 

Amid this landscape, Children’s Medicaid Redesign promised to increase the number of children 

receiving behavioral health care, ultimately enhancing services, access and supports in homes 

and communities, flexibility in tailoring services to individualized needs, and reducing the 

number of young people requiring services in more restrictive settings. Unfortunately, we have 

not seen this promise fulfilled. Given the dire behavioral health crisis facing New York’s 

children, we believe the State must act now to re-evaluate children’s Medicaid redesign and 

rapidly develop a new plan to meet the behavioral health needs of children and families. 
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Medicaid Redesign promised to deliver improved services to more children – it has done 

the opposite 

 

More than ten years ago, New York formed the Medicaid Redesign Team with the goal of 

utilizing a managed care delivery system to  improve care for individuals with behavioral health 

needs and those needing long-term services in homes and communities. Per the recent report by 

independent evaluation of the Children’s Design, “Specific goals include improved clinical and 

recovery health outcomes; timely access to health care services during childhood so as to 

improve functioning and reduce health care needs in adulthood; improved integration of care that 

is commonly fragmented across behavioral health, general medical, and community support 

systems; and increased capacity of provider networks to deliver community-based recovery-

oriented services and supports.” Since its initial roll out in 2019, it is difficult to say that any of 

these goals have been achieved, and in many areas the state is moving backwards. 

 

From the beginning, a lack of commitment from elected State leaders hindered the success of 

redesign. In order to achieve its promise to provide more service coverage under Medicaid 

Managed Care, the State estimated the cost of implementation would be $63.7 million. However, 

New York’s budget ultimately funded only $15 million for the transition.  

 

There followed a series of delays in implementation, which helped create confusion and erode 

trust in the new services among both providers and families. The transition to managed care 

created new administrative complexities, even as providers were dealing with a high volume of 

reimbursement claim denials. New York lacked an adequate behavioral health workforce prior to 

Medicaid redesign; given the low reimbursement rates for these new services, particularly 

HCBS, it is little surprise that providers struggled to find adequate staff to provide this new array 

of services. The combination of low rates and an expectation to cover broad geographic areas 

contributed to high volumes of providers de-designating, further reducing the pool of providers 

able to offer services, particularly specialty services. 

 

Perhaps a full commitment from the State would have created a viable program from day one. 

However, the results from the past two years of implementation have underscored flaws in 

redesign that may be insurmountable even had there been full startup funding. 

 

Most pressingly, the children’s system is inadequately serving children and families.  The new 

service array is serving only a fraction of the children it promised to serve, and is providing 

access to a less robust service array,  and implementation has added innumerable barriers that 

have resulted in many eligible children unable to receive services at all. In 2017, OMH estimated 

that approximately 200,000 children would be eligible for new Children and Family Treatment 

and Support Services. As of October 2020, only 8,000 children were receiving CFTSS.  

 

The figures for HCBS are equally dire. Before consolidation, the number of children enrolled in 

HCBS was around 7,100. This figure dropped to 6,215 after implementation of the children’s 

HCBS, before rising to 7,926 by February 2021. Even the slight uptick in enrollment is 

misleading, however, as there was only an increase of 570 claims between April 2020 and 

January 2021. And significantly, the number of enrolled children falls dramatically short of the 

state’s original estimate that 65,000 children would be eligible for new HCBS services 



 

 

In addition, when care coordination was removed from the HCBS array and added in a less 

intensive form as a State Plan service, it was estimated that over 170,000 children and 

adolescents would access the service.  Barely 30,000 actually are and the care management 

caseloads, and responsibilities and administrative functions have undermined the fidelity of the 

service. 

 

The weaknesses in the design are numerous, but the flawed estimates of utilization are the key 

flaw and basis for deep concern over continuing. The established rates were based on high 

caseloads which never materialized, in large part due to slow rollout and flaws in program 

design. How could providers possibly continuously and adequately supply services if the rates 

developed for the services were based upon wildly inaccurate actuarial assumptions? 

 

Moreover, the array of services being provided through HCBS is far less robust than what was 

provided before the transition. Though it is difficult to quantify this difference given that the old 

waiver and new waiver elude “apples to apples” comparisons, anecdotally the OMH waiver and 

B2H waiver provided a more robust package of services, including care management, respite, 

family peer services, and counseling. As well-documented in the Rand Corporation’s interim 

report, the replacement of care management with care coordination through Health Homes has 

detrimentally reduced the intensity of care management for families. The system has moved from 

a more centralized, supportive approach to care management to a more fragmented approach, 

where families have had to consult with multiple individuals to receive supportive services. The 

combination of increased paperwork, complicated processes, and increased caseloads has 

resulted in families dropping out or settling for a lower level of care that is less complicated to 

navigate.  

 

In the face of HCBS’s shortcomings, more and more providers report relying on CFTSS services 

to support higher-needs children who could not get care through HCBS. But CFTSS was never 

intended to serve high-acuity children – those services were intended to be preventive, skill-

building care. CFTSS is not designed to meet this higher level of need, nor are CFTSS providers 

equipped to provide them. The challenges of HCBS are thus not only denying services to 

children with more acute needs, but also putting unsustainable strain on CFTSS. 

 

Fixing Children’s Medicaid Redesign is Urgent 

 

In the Rand Corporation’s interim report, one managed care company representative is quoted as 

saying, “Systemwide change takes at least three to five years to know if it’s working or 

not…This is such a huge transformation that it will take a few years to see if it has improved 

anything.” This quote shows a callous disregard for the actual lives harmed by a system that is 

failing to serve children and families. Five years in a child’s life is a lifetime – it can be the 

difference between cycling in and out of hospitals, aging out of services, families experiencing 

deep emotional and financial strain, and sometimes even lost lives. New York’s transition is five 

years old now, and we were aware by three years in that the design expectations would not be 

met. 

 



 

Since 2012, OMH has closed nearly 150 state run psychiatric beds for children and adolescents. 

It has also closed close to 25% of its Residential Treatment Facilities (RTF), and another 25% 

are scheduled to close this year. We believe that more upstream services should be provided to 

keep children from needing intensive inpatient care. But the reduction in inpatient beds has not 

been offset by an increase in funding for community services, and it is increasingly clear that the 

new combination of Health Home Care management, HCBS and CFTSS – as they currently 

function – are not meeting the needs of the children and families they were intended to serve.  

 

After years of planning and over two years of full implementation, the system is rapidly 

degrading and cannot improve without a truly dramatic overhaul. We raise these concerns while 

acknowledging the hard work and dedication of state agency staff at OMH, OASAS, and DOH 

who are committed to making these services work for children. In the past, our campaign 

members have also fought for incremental changes and rate improvements to try to make this 

system sustainable. However, we speak out firmly on behalf of the children and families and feel 

it does a disservice to the families who desperately need these services to act as if the system will 

right itself with incremental changes.  

 

Creating a functioning children’s behavioral health system is complex and challenging, and we 

recognize that enormous effort has been spent on this mission for years. However, we feel it is 

time for the State to take stock of the successes and failures of children’s redesign, and re-engage 

families, providers, and other stakeholders in an evaluation of the program and the development 

of an alternative. This effort must not only compare the quality and amount of services children 

received prior to and after the transition, but re-commit to creating a system that meets the needs 

of all children and families in the state. 

 

New York Has an Opportunity to Improve Outcomes for Children 

 

Importantly, we know the types of services that can help children and families thrive. New 

York’s clinicians, community-based providers, and other mental health professionals have been 

providing innovative services to children for years, from preventive care to care for children with 

the most complex needs. With new leadership at the Executive level, New York has an 

opportunity to re-evaluate how to best coordinate and fully fund a system of care for children. 

 

Above all, we need greater commitment from State leaders to fund the children’s behavioral 

health system properly. Children continue to receive only a fraction of the behavioral health 

funding in this state, which puts the state in a perpetual cycle of under-serving children, who then 

become adults with even greater needs. We aim to push leaders in the Legislature and the 

Executive to treat children’s behavioral health as a priority, and create a budget reflective of that 

priority. We hope that by doing so, we can maintain and increase the resources available to our 

state agency partners to develop a behavioral health system that works for all children in the 

state. 

 


