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Thank you for this opportunity to provide public comments at this important hearing on access to 

mental health care for people with serious mental illness in New York State. I am Alice Bufkin, 

Associate Executive Director of Policy and Advocacy for Citizens’ Committee for Children of 

New York. 

Since 1944, CCC has served as an independent, multi-issue child advocacy organization 

dedicated to ensuring that every New York child is healthy, housed, educated, and safe. CCC 

does not accept or receive public resources, provide direct services, or represent a sector or 

workforce. We document the facts, engage, and mobilize New Yorkers, and advocate for New 

York City’s children.  

CCC also coordinates the Healthy Minds, Healthy Kids Campaign, a statewide coalition of 

behavioral health providers, advocates, and family organizations that has joined 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.  

 

Addressing the children’s behavioral health crisis 

 

Long before COVID-19 arrived, children were facing a behavioral health crisis, driven by 

chronic underinvestment in the children’s behavioral health system, deeply inadequate 

reimbursement rates, and a focus on crisis intervention rather than the full continuum of 

behavioral supports for children and their families. Even prior to the pandemic, death by suicide 

was the second leading cause of death for children 15-19 and the third leading cause of death for 

children 5-14 statewide, and approximately half of children who needed behavioral health 

services were unable to access them. 

 

COVID-19 entered this dramatically under-resourced system to devastating effect. More than 

7,000 children have lost a parent or caregiver to COVID-19 statewide, and approximately 

325,000 children were thrust into or near poverty.i Children are entering their third year of 

profound personal loss, economic instability, housing and food insecurity, and unprecedented 

educational disruption.  

 

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

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

suicidal ideation have risen.iii 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.iv This has created a perfect storm that is 

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

of color. The American Academy of Pediatrics, American Academy of Child and Adolescent 

Psychiatry, and Children’s Hospital Association have all declared a national state of emergency 

in child and adolescent mental health.v  

 

https://www.cms.gov/newsroom/press-releases/cms-issues-urgent-call-action-following-drastic-decline-care-children-medicaid-and-childrens-health
https://www.cdc.gov/mmwr/volumes/69/wr/mm6932a1.htm
https://www.cdc.gov/mmwr/volumes/69/wr/mm6945a3.htm
http://www.centernyc.org/reports-briefs/2021/1/25/in-covid-era-new-york-suicidal-kids-spend-days-waiting-for-hospital-beds
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These new and long-standing issues have contributed to the rise of serious mental illness among 

youth, and the lack of adequate resources to serve them requires urgent action from the state. 

 

The closure of Residential Treatment Facilities and psychiatric inpatient beds 

 

Over the past 10 years, the number of residential treatment facility beds for children and 

adolescents has declined dramatically, from 554 in 2012 to 274 in 2022 – a 50% reduction.vi 

Since 2014, the state has also shut down nearly a third of its state-run psychiatric hospital beds 

for children and adolescents.vii 

 

The State began purposefully closing state-run psychiatric hospital beds, justifying these closures 

by claiming that children’s behavioral health needs would be fulfilled by new community-based 

services arising from the redesign of children’s Medicaid. Yet these services never fully 

materialized. In fact, as discussed further below, the State may now be serving fewer children 

with a less robust array of services than prior to redesign. Chronically low rates – among other 

issues – have driven the steep decline in the number of Residential Treatment Facilities. 

 

As a result, children with acute behavioral health needs are not only struggling to find outpatient 

services; when their needs escalate due to lack of care, their families are forced onto long 

waitlists for residential treatment services. In turn, these children frequently cycle in and out of 

hospitals, emergency rooms, and, too often, handcuffs and police intervention. 

 

RTFs and psychiatric hospitals are intended as last resorts for children who have intensive needs 

that have not been met in clinics or communities. Ideally, all young people in need of behavioral 

health supports would receive these services early and upstream, preventing the need for more 

intensive services. In reality, children in New York are not receiving the outpatient care they 

need early, nor are they able to access the residential services that families desperately seek after 

all other options have failed. 

 

The issues plaguing the children’s behavioral health system go far deeper than residential 

treatment beds; and, in fact, any conversation about acute services must begin with considering 

the holistic needs of children and families. The remainder of this testimony touches on key areas 

that contribute to the broader system driving children into the need for intensive care.  

 

However, there are specific barriers contributing to the widespread closure of RTF beds. 

Thankfully, the FY23 State Budget included significant and critically-needed investments in the 

children’s behavioral system, including a 5.4% COLA for many human services workers, 

bonuses for mental health workers, $7.5 million to increase rates for children’s RTFs, and a 

number of rate increases. However, many of these investments will not go into effect in time to 

prevent further loss of providers. New York must use existing resources to implement any 

proposed rate increases now to prevent further closures.  

 

More fundamentally, it is abundantly clear that rates are and have been insufficient to 

maintain capacity. The State must undergo a rate methodology analysis and a study of bed 

needs in order to address the chronic issues affecting RTFs. 
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Families also suffer when they have waited for months to access RTF services, only to find that 

the facility they are waiting for is closing. For those receiving services and experiencing a 

closure, the fear of finding alternative care can be excruciating. This thrusts families back into a 

painful and life-altering process of navigating the byzantine behavioral health system, all while 

fearing they may be too late to help their child. When a provider files an application to close 

beds or services, the State must provide interim supports to enable services to continue 

operating until an alternative provider is identified and contracted to provide services. 

 

Moreover, the current measure of “network adequacy” is deeply flawed and disconnected from 

the reality of a child’s life. The state should mandate a change in the calculation of network 

adequacy, articulating that a network is not adequate if waiting periods to access care are 

longer than three weeks. Additionally, the State should mandate that health plans that fail 

the network adequacy test be required to pay the government rate or higher to providers to 

keep them in the network until alternative providers are available. 

 

Medicaid Redesign promised to deliver improved services to more children – it has done 

the opposite 

 

The state has justified the closure of child and adolescent residential facilities by claiming new 

community-based services through Medicaid transformation would reduce or eliminate the need 

for out-of-home care. In an ideal world, the State would sufficiently invest in community-based 

and clinical outpatient services, providing all children with the services they need early, before 

needs become more complex and families turn to inpatient and residential settings. In reality, the 

State has failed to achieve its goals, and children continue to experience serious and complex 

mental health needs that only escalate the longer they do not receive appropriate treatment. 

 

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 a recent report by the 

Rand Corporation providing an independent evaluation of New York’s Children’s Redesign, 

“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.”viii 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. 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. 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. 
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As a result, 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; meanwhile, 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 were as of September 2021. 

 

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. 

 

Since 2012, OMH has closed 270 RTF beds for children – more than half of its capacity. It has 

also closed roughly 150 state run psychiatric beds for children and adolescents. We believe that 

more upstream services should be provided to keep children from needing intensive inpatient 
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care. But the reduction in RTF 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.  

 

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.  

 

Investments in the Fiscal Year 2023 Budget took a significant and welcome step towards 

addressing the chronic underfunding of the system. These investments included but were not 

limited to a Cost of Living Adjustment, workforce bonuses, investments in school-based mental 

health services and the HealthySteps program, and enhancements to inpatient psychiatric care, 

children’s RTFs, and a permanent 5% rate increase for outpatient Article 31 clinics. 

 

We are enormously grateful for these investments, and believe they are an important foundation 

for strengthening the children’s behavioral health system. That said, New York’s behavioral 

health system was starting at a deep deficit, and has an enormous amount of ground to cover. We 

must create a system that serves children across the continuum – from young adults to the 

youngest New Yorkers; from preventive services to acute needs; in schools, homes, 

communities, and clinics. We cannot talk about children’s serious mental health needs without 

discussing all the many failures – and failed opportunities – that could have prevented reliance of 

out-of-home services if adequately resourced. We ask that you consider the breadth of behavioral 

health needs for children, including but not limited to: 

 

Increase overall behavioral health funding for children and families. 

 

Historically, children’s services have received only a fraction of the overall behavioral health 

investments in the state. For instance, despite comprising 40% of the Medicaid population, only 

approximately 10% of Medicaid expenses are for children. By failing to invest in children, the 

State is failing to invest in the preventive services that help address behavioral health needs 

early, before children grow into adults with more complex needs that require more intense and 

costly services to address. Only by investing in supports for the youngest New Yorkers can our 

state break the cycle of behavioral health crisis that turns struggling children into adults without 

recourse for care or adequate support. 
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Address chronic workforce shortages 

 

The frightening reality in New York is that there are simply not enough providers to meet the 

deep and widespread needs in the state. Building the state’s behavioral health workforce must be 

an urgent priority. In particular, the state must identify strategies to increase the number of 

multilingual providers and providers of color. 

 

The state must invest in recruitment and retention strategies designed to foster a workforce that is 

representative of the population it is serving. Among these strategies are efforts to reduce 

educational debt of new practitioners, establishing loan forgiveness programs and scholarships, 

and providing college credit for on-the-job experience and learning. We also urge greater 

investments in youth and family peers, who are often rooted in the communities they serve, but 

are significantly underpaid. Peers can serve a vital role in supporting families as they await a full 

array of services, and should be better supported and integrated into the broader system of care. 

 

Address Deeply Inadequate Rates that Have Harmed Family Access to Care 

 

A history of inadequate rates is at the root of the shortage of behavioral health providers for 

children. This shortage has driven children onto waitlists and into emergency rooms, where they 

are discharged into communities unable to provide them with the critical ongoing and preventive 

services they need. Given the extent of the workforce shortage in New York, a primary 

workforce strategy must be to increase reimbursement rates in Medicaid, commercial insurance, 

and State contracts so that providers receive adequate compensation to enter and remain in the 

field. 

 

As part of this effort, the State must reform rate methodologies to help ensure rates are sufficient 

to support much-needed capacity for children’s behavioral health needs, and conduct an annual 

assessment of the viability of clinical rates. Current rates for Clinics, Residential Treatment 

Facilities, Home-Based Crisis Intervention, CFTSS, and Home and Community-Based Services 

are all based on faulty or outdated methodology. The state will never develop the capacity to 

serve all children if rates are not aligned with the reality of the cost of service delivery. 

 

Hold health plans accountable for meeting contractual obligations and enforce mental 

health parity laws on behalf of children and youth. 

 

Despite federal and state mental health parity laws, families in New York continue to be denied 

equal access to behavioral health services, ranging from unnecessary pre-authorizations for 

treatment, to high out-of-pocket payments, to severe network inadequacy. New York must 

enforce compliance with federal and state mental health parity requirements, including by 

strengthening fines, expediting enforcement of parity violations, and requiring that these fines be 

reinvested into the behavioral health system.  

 

Conclusion 
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This testimony cannot adequately convey the desperation families face every day when they are 

unable to find the behavioral health services their children need, and day after day fear for how 

their children’s needs with worsen the longer they go without care. We appreciate the Attorney 

General’s office for holding this hearing, and hope it will drive action to address the deep 

challenges facing the children’s behavioral health system more broadly. 
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