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Executive Summary 

Through the New York Medicaid Redesign Team Section 1115 Demonstration, New York 
State has pursued the goal of improving access to and quality of health care for the Medicaid 
population through a managed care delivery system. In August 2015, an amendment to the 
Demonstration authorized two policies targeted to Medicaid beneficiaries with behavioral health 
needs: (1) a Medicaid managed care carve-in of behavioral health services for Supplemental 
Security Income beneficiaries whose behavioral health benefit was previously covered under a 
fee-for-service payment arrangement and (2) the creation of Health and Recovery Plans for 
Medicaid beneficiaries meeting criteria specified by New York State’s Office of Mental Health 
(OMH) or Office of Addiction Services and Supports (OASAS). The Health and Recovery Plans, 
known as HARPs, are specialized managed care products that cover physical health, mental 
health, and substance use services for adults with significant behavioral health care needs. The 
goals of the Behavioral Health Demonstration were to improve health care quality, costs, and 
outcomes for the State’s Medicaid behavioral health population, and to transform the behavioral 
health system from an inpatient-focused system to a recovery-focused outpatient system. 

The New York State (NYS) Department of Health (DOH), the State’s Medicaid program, 
contracted with the RAND Corporation to conduct an independent evaluation of the Behavioral 
Health Demonstration programs, including a HARP program evaluation.1 The HARP program 
evaluation used a mixed methods approach to determine the extent to which three goals of the 
Behavioral Health Demonstration have been achieved since implementation (October 2015 in 
New York City; July 2016 in Rest of State). The three goals are as follows: 

1. Improve health and behavioral health outcomes for adults enrolled in Mainstream 
Medicaid Managed Care plans whose behavioral health care was previously covered 
under a fee-for-service payment arrangement. 

2. Improve health, behavioral health, and social functioning outcomes for adults enrolled in 
the HARP program. 

3. Develop behavioral health home and community-based services (HCBS) focused on 
recovery, social functioning, and community integration for HARP enrollees meeting 
eligibility criteria for such services. 

Evaluation Research Questions 
 For each program goal, the evaluation examined specific research questions as shown in 

Table ES.1. For Goal 1, the research questions focus on use of community-based behavioral and 
primary care health services among the entire population that was carved into Medicaid 
Managed Care. Goal 2, which focuses on HARP enrollees, is addressed through questions about 
the population that enrolled in HARP, their use of services, the quality of care they receive, their 
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experience of that care, and the costs of their care to the Medicaid program. Goal 3, which 
focuses on the subgroup of HARP enrollees who become eligible for behavioral health HCBS, is 
addressed through questions about the eligibility determination process, use of behavioral health 
HCBS, the behavioral health HCBS provider network, and the costs of care to the Medicaid 
program.   

Table ES.1. Evaluation Research Questions for Each Program Goal 

Goal 1: Improve health and behavioral health outcomes for adults in Mainstream Medicaid Managed Care whose 
behavioral health care was previously carved out in an FFS payment arrangement 

Research Question 1 To what extent are Medicaid Managed Care enrollees accessing community-based 
behavioral health specialty services (e.g., ACT, PROS, and FEP programs)? 

Research Question 2 To what extent are Medicaid Managed Care enrollees accessing community-based 
health care? 

Goal 2: Improve health, behavioral health, and social functioning outcomes for adults in the HARP program 
Research Question 1 How has enrollment in HARP plans increased over the length of the Demonstration? 
Research Question 2 What factors are associated with non- enrollment in HARP plans? 
Research Question 3 What are the demographic and clinical characteristics of the HARP population? Are 

they changing over time? 
Research Question 4 What are the educational and employment characteristics of the HARP population? 
Research Question 5 To what extent are HARP enrollees accessing primary care? 
Research Question 6 To what extent are HARP enrollees accessing community-based behavioral health 

specialty services (e.g., ACT, PROS, OMH Outpatient Clinic, Continuing Day 
Treatment, Partial Hospitalization, OASAS Opioid Treatment Program, OASAS 
Outpatient Clinic, and FEP programs)? 

Research Question 7 To what extent are HARP enrollees accessing Health Homes for care coordination? 
Research Question 8 To what extent is HARP quality of care improving, especially related to the HEDIS 

measures of health monitoring, prevention, and management of behavioral health 
conditions, cardiovascular disease, asthma, diabetes, and other selected chronic 
health conditions? 

Research Question 9 To what extent are HARP enrollee experiences with care and access to health and 
behavioral health services positive?  

Research Question 10 To what extent are HARP enrollees satisfied with the cultural sensitivity of 
behavioral health providers and their wellness, recovery, and degree of social 
connectedness? 

Research Question 11 To what extent are HARPs cost effective? What are the PMPM costs of inpatient 
psychiatric services, SUD ancillary withdrawal, hospital -based detox, and ED 
services for the HARP population? Are these costs decreasing over time? 

Goal 3: Develop HCBS focused on recovery, social functioning, and community integration for individuals in 
HARPs meeting eligibility criteria 

Research Question 1 To what extent are HARP enrollees deemed eligible to receive HCBS?        
Research Question 2 To what extent are HARP enrollees who are deemed HCBS-eligible receiving 

HCBS? 
Research Question 3 To what extent has the Demonstration developed provider network capacity to 

provide behavioral health HCBS for HARPs? 
Research Question 4 To what extent are the added costs arising from access to behavioral health HCBS 

offset elsewhere in the continuum of care? 
TERMS: ACT: Assertive Community Treatment; PROS: Personalized Recovery Oriented Services; FEP: First 
Episode Psychosis; OMH: Office of Mental Health; OASAS: Office of Addiction Services and Supports; PMPM: Per 
Member per Month; SUD: Substance Use Disorder; ED: Emergency Department  
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Evaluation Design 
To address the research questions, RAND conducted a comprehensive, statewide 

independent evaluation of the Behavioral Health Demonstration that adheres to the evaluation 
standards set forth in the Special Terms and Conditions for the Demonstration.4 Designed as a 
mixed methods investigation, the evaluation addresses testable hypotheses to assess whether the 
expected beneficiary- and system-level impacts of the Medicaid Managed Care behavioral health 
carve-in and HARP programs have been achieved. Quantitative methods were used for 
descriptive purposes and to assess the impact of the policy on the stated outcomes, and 
qualitative methods were used to provide context for the quantitative findings and to conduct a 
process evaluation that captured administrator, provider, and beneficiary perspectives on the 
HARP program’s functioning and effectiveness. As requested by the DOH, results are presented 
separately for New York City and other regions of the State, referred to as Rest of State for the 
purposes of this report. 

 
Quantitative Components 

A variety of secondary data sources were used to construct study variables (outcome 
measures and covariates for risk adjustment) for the quantitative component of the HARP 
program evaluation. Data were provided by the DOH and OMH and included data from 
Medicaid, Mental Health Automated Record System, OnTrackNY, Healthcare Effectiveness 
Data and Information Set / Quality Assurance Reporting Requirements Plan-Reported Metrics, 
Community Mental Health Screens, the Health Plan version of the Consumer Assessment of 
Healthcare Providers and Systems Survey, the HARP Perception of Care Survey, Medicaid 
Choice Enrollment, Complaints and Appeals, the Medicaid Managed Care HCBS Provider 
Network, and the Area Health Resource Files. 

 
Analytic Approach for the Quantitative Components 

The analytic approach to address each research question was developed to conduct the most 
rigorous test of the evaluation hypotheses possible with the available data. A range of statistical 
methods were used, depending on whether there was an appropriate control group  and the nature 
of the research question. Where control groups were available, analyses were conducted using 
matching procedures to adjust for differences between program participants and controls. Where 
data were limited to the group that participated in the demonstration, we conducted interrupted 
time series analyses to determine whether there were changes in outcomes concurrent with the 
demonstration indicative of an intervention effect. However, in some cases we were limited to 
point in time descriptive analyses of outcomes among individuals who participated in the 
demonstration. These analyses provide a baseline for future comparative work, but they do not 
identify effects of the demonstration.  
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 Time Periods Used in the Evaluation 
Figure ES.1 describes the period covered by the evaluation, although it should be noted that 

the HARP program is ongoing. Due to the lagged roll-out of the Behavioral Health 
Demonstration in the Rest of State relative to New York City, the evaluation period differs 
between the regions: New York City has a six-year evaluation period, with four post-policy (or 
post-period) years; Rest of State has a five-year evaluation period, with three post-period years. 
The evaluation period for the selected statewide analyses is similar to that of Rest of State, i.e., it 
is five years long. We note that the regions’ two-year pre-policy period, also referred to as pre-
period, is used as the baseline for our analyses (we use both terms interchangeably).  

Figure ES.1. Pre- and Post-Policy Data Used for Quantitative Evaluation 

 

 
 
NOTE: Light shaded bars indicate time periods for pre-program data used in the evaluation. Dark shaded bars 
indicate launch and operation of mainstream Medicaid Managed Cares and HARPs. Statewide: Excludes NYC data 
from October 2018 to September 2019. 

Qualitative Components 

The qualitative components of the HARP evaluation sought to provide additional context and 
multiple perspectives from key informants on program implementation, including barriers and 
facilitators to implementation success and insight into potential mechanisms of impact on 
program outcomes. Key HARP informants included stakeholders representing leadership from 
provider organizations delivering an array of services (e.g., behavioral health HCBS, Care 
Coordination, Assertive Community Treatment), Managed Care Organizations, NYS DOH 
agencies (e.g., OMH, OASAS), and other statewide organizations (e.g., advocacy, provider, 
trade, and intermediary organizations). Interviews with these informants focused on 
understanding how the HARP program was being implemented; the communication and 
coordination among various stakeholders administering, overseeing, and delivering services 
related to the program; the perceived impact of the program; challenges; and factors that might 
impact potential program scale-up. Interviews were also conducted with HARP enrollees to 
understand their perspectives on HARP enrollment; ongoing HARP membership and 
communication with Managed Care Organizations; how HARP has impacted their access to and 
satisfaction with services, including behavioral health HCBS; and the impact of HARP and 
behavioral health HCBS on recovery, well-being, and community integration. Due to the 
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COVID-19 pandemic, procedures for interviews with HARP enrollees were revised to be 
conducted individually and by phone. Efforts were made to ensure that a broad range of 
perspectives were represented in the HARP enrollee sample, including diversity of demographics 
and geographic areas, as well as types of support services utilized. 

Evaluation Findings 
Findings are presented below in Table ES.2. Individual findings are discussed in detail below 

the table.



 

 

Table ES.2. Overview of Findings 

Goal  Research Question Hypotheses Conclusions 

1. Improve health and 
behavioral health 
outcomes for adults in 
Mainstream Medicaid 
Managed Care whose 
behavioral health care 
was previously carved 
out in an FFS payment 
arrangement. 

1. To what extent are Medicaid 
Managed Care enrollees 
accessing community-based 
behavioral health specialty 
services (e.g., ACT, PROS, 
and FEP services delivered 
through OTNY)?  

Utilization of behavioral health specialty 
services and evidence-based care for 
FEP will increase. 

Inconclusive  
• Inconsistent utilization trends across behavioral 

health specialty services 
• Some trends appear to have started prior to the 

policy 
• Modest utilization of specialty behavioral health care 

by SSI beneficiaries with SMI and SUD and 
substantial variability in utilization of specialty 
behavioral health services, both among services and 
by region 

 2. To what extent are Medicaid 
Managed Care enrollees 
accessing community-based 
health care?  

The percent of Medicaid Managed Care 
behavioral health members with primary 
care will increase. 

Inconclusive 
• Utilization increased toward end of post-period 

relative to the baseline period  
• However, caution is advised in interpreting these 

results, and access barriers remain despite potential 
for improvement in integrated care 

2. Improve health, 
behavioral health, and 
social functioning 
outcomes for adults in 
the HARP program. 

1. How has enrollment in 
HARP plans increased over 
the length of the 
Demonstration? 

HARP enrollment will increase and the 
majority of HARP eligibles will enroll in 
HARP or HIV Special Needs Plans rather 
than mainstream Medicaid Managed Care 
plans. 

Supported 
• HARP enrollment increased substantially over the 

post-period in both regions 
• Passive enrollment was a key factor in achieving 

high enrollment rates 

 2. What factors are associated 
with non-enrollment in HARP 
plans? 
 

HARP-eligible members who are not 
enrolled in HARP are younger and less 
behaviorally acute than those who remain 
enrolled in HARP/HIV Special Needs 
Plans. 

Inconclusive 
• Non-HARP individuals were younger and 

generally less acute than HARP enrollees 
• However, they were more likely to have SUD 

diagnoses and, in NYC, more likely to utilize acute 
behavioral health services  
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Goal  Research Question Hypotheses Conclusions 

 3. What are the demographic 
and clinical characteristics of 
the HARP population? Are 
they changing over time? 

On a population level, it is expected that 
the distribution of the measured risk 
factors and protective factors for this 
population will shift toward fewer risk 
factors and greater protective factors over 
time as the program matures; regional 
differences in improvements will be 
observed. On an individual level, 
trajectories of improvement in risk and 
protective factors over time will be 
observed. 

Inconclusive 
• Due to data limitations, we were unable to 

substantively weigh in on risk and protective 
factors  

• Annual cohorts of HARP enrollees became 
younger and had declining shares of enrollees 
with serious diseases 

• However, they had growing shares of enrollees 
with SUD needs, and acute behavioral health care 
utilization increased over time 

 4. What are the educational 
and employment 
characteristics of the HARP 
population?  

Higher rates of educational and 
employment attainment will be observed 
for the HARP enrolled population over 
time as the program matures; individual-
level improvements will be noted.   

Unable to weigh in on hypothesis 
• Due to limitations of the CMH Screen data, we 

were unable to weigh in on this hypothesis or 
draw other conclusions from findings 

 5. To what extent are HARP 
enrollees accessing primary 
care? 

Percent of HARP members with primary 
care access will increase. 

Inconclusive 
• No utilization differences between HARP and non-

HARP individuals—however, caution is advised in 
interpreting these results 

• Some access barriers may have been reduced 

 6. To what extent are HARP 
enrollees accessing 
community-based behavioral 
health specialty services (ACT, 
PROS, OMH Outpatient Clinic, 
Continuing Day Treatment, 
Partial Hospitalization, OASAS 
Opioid Treatment Program, 
OASAS Outpatient Clinic, and 
FEP programs)? 

Access to and utilization of behavioral 
health specialty services will increase. 

Unsupported 
• Utilization of key specialty behavioral health 

services declined over the course of the post-
period—however, the declines were generally less 
pronounced for HARP enrollees relative to non-
HARP individuals 

• Notably, utilization of Other Community-Based 
behavioral health services, which include Non-
Licensed Clinic services, increased  

• Despite positive impressions of access to services 
through the HARP program, continuing challenges 
were also identified 

 7. To what extent are HARP 
enrollees accessing Health 
Homes for care coordination? 

Access to care coordination services will 
increase in terms of Health Home 
engagement for HARP members. 

Largely Supported 
• Utilization of Home Health services increased 

throughout the post-period  
• Despite generally positive enrollee experiences 

with these services, challenges have complicated 
Health Home enrollment  
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Goal  Research Question Hypotheses Conclusions 

 8. To what extent is HARP 
quality of care improving, 
especially related to the 
HEDIS measures of health 
monitoring, prevention, and 
management of behavioral 
health conditions, 
cardiovascular disease, 
asthma, diabetes, and other 
selected chronic health 
conditions? 

Healthcare Effectiveness Data and 
Information Set / Quality Assurance 
Reporting Requirements quality profiles 
for HARP plans will improve over time as 
the program matures.  

Inconclusive 
• HARP enrollees had higher probability of meeting 

several measures of quality of care during the 
post-period relative to the baseline period  

• However, improvements were not consistent year 
to year, so it was not possible to discern a 
temporal pattern related to program maturity 

 9. To what extent are HARP 
enrollee experiences with care 
and access to health and 
behavioral health services 
positive?   

Perception of experience of care and 
satisfaction with care will improve over 
time as the program matures. 

Unable to weigh in on hypothesis 
• However, positive experiences were reported with 

respect to access to and quality of care and 
quality of provider communication  

 10. To what extent are HARP 
enrollees satisfied with the 
cultural sensitivity of 
behavioral health providers 
and their wellness, recovery, 
and degree of social 
connectedness? 

HARP enrollee satisfaction with the 
cultural sensitivity of their behavioral 
health providers will increase over the 
length of the Demonstration; HARP 
enrollee satisfaction with their wellness, 
recovery, and degree of social 
connectedness will improve over the time 
of the Demonstration. 

Unable to weigh in on hypothesis 
• However, positive experiences were reported with 

respect to cultural sensitivity of care, and levels of 
social connectedness were generally high 

• Physical health limitations and substance use 
were common, and engagement in productive 
activities was low 

 11. To what extent are HARPs 
cost effective? What are the 
PMPM costs of inpatient 
psychiatric services, SUD 
ancillary withdrawal, hospital-
based detox, and ED services 
for the HARP population? Are 
these costs decreasing over 
time? 

It is expected that costs for HARP 
enrollees are shifting from acute services 
to non-acute outpatient-based health and 
behavioral health services. 

Inconclusive 
• Costs for all acute behavioral health care 

combined declined for HARP enrollees, in ROS 
only late in the post-period; however, cost 
declines were also observed among non-HARP 
individuals so may not be attributable to the policy 

• HARP enrollees had higher post-period costs for 
inpatient psychiatric services, and more 
consistently, behavioral health ED services 
relative to the baseline period  

• However, HARP enrollees did experience an 
increase in outpatient behavioral health service 
utilization and costs relative to the baseline period; 
similar differences relative to non-HARP 
individuals were only observed in ROS   
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Goal  Research Question Hypotheses Conclusions 

3. Develop HCBS 
focused on recovery, 
social functioning, and 
community integration 
for individuals in HARPs 
meeting eligibility 
criteria. 

1. To what extent are HARP 
enrollees deemed eligible to 
receive HCBS?         

It is expected that 75 percent of HARP 
members will be eligible for any HCBS, 75 
percent of HARP members will be eligible 
for HCBS Tier 1, and 70 percent of HARP 
members will be eligible for HCBS Tier 2 
by the end of 2019.  

Unsupported  
• Goal was not met  
• Result likely stems from the complexity of the 

assessment process.  

 2. To what extent are HARP 
enrollees who are deemed 
HCBS-eligible receiving 
HCBS? 
 

It is expected that Per Member per 
Month behavioral health HCBS utilization 
will increase over the course of the 
demonstration.  

Supported 
• There were substantial increases in rates of 

behavioral health HCBS utilization over time  
• However, by 2019, utilization remained quite low, 

particularly in NYC, a result that may be driven by 
extensive challenges regarding behavioral health 
HCBS access  

 3. To what extent has the 
Demonstration developed 
provider network capacity to 
provide behavioral health 
HCBS for HARPs? 
 

It is expected that the number and ratio 
of behavioral health HCBS providers per 
1,000 HCBS-eligible enrollees will 
increase over the course of the 
Demonstration.  
 

Inconclusive 
• The number of behavioral health HCBS providers 

increased initially in most of the State but declined 
toward the end of the Behavioral Health 
Demonstration, a trend driven by counties with the 
largest numbers of providers  

• Number of providers per 1,000 behavioral health 
HCBS-eligible HARP enrollees decreased over 
time 

 4. To what extent are the 
added costs arising from 
access to behavioral health 
HCBS offset elsewhere in the 
continuum of care? 

It is expected that the added costs arising 
from access to behavioral health HCBS 
will be offset elsewhere in the continuum 
of care. 

Unsupported 
• Behavioral health HCBS users’ costs and 

utilization of all forms of acute care tended to not 
be different in the post-period relative to the early 
post-period 

• Total Medicaid costs were not different for 
behavioral health HCBS users in the post-period 
relative to the early post-period  

• Analyses with some methodological limitations 
suggest that behavioral health HCBS users in both 
regions had higher outpatient behavioral 
health care utilization than non-behavioral health 
HCBS individuals 

 



 

 

Goal 1: Improve health and behavioral health outcomes for adults in Mainstream 
Medicaid Managed Care whose behavioral health care was previously carved out in 
an FFS payment arrangement 

Goal 1 included two research questions related to the impacts of the Medicaid Managed Care 
behavioral health carve-in policy on access to community-based behavioral health specialty 
services and health care. We addressed these questions with a mixed methods approach focused 
on utilization of a variety of community-based behavioral health programs and primary and/or 
preventive care by the Supplemental Security Income (SSI) population targeted by the policy.  

The analyses addressed the following hypotheses associated with the corresponding research 
questions:  

• Hypothesis 1.1: Utilization of behavioral health specialty services and evidence-based 
care for First Episode Psychosis will increase. 

• Hypothesis 1.2: The percent of Medicaid Managed Care behavioral health members 
with primary care will increase. 

Our findings provide inconclusive evidence regarding the DOH’s hypotheses that both sets of 
services would increase after the launch of the Medicaid Managed Care behavioral health carve-
in policy. There were no consistent trends in utilization of community-based behavioral health 
specialty services throughout the evaluation period. Moreover, some of the observed trends 
appear to have started prior to the launch of the Medicaid Managed Care carve-in, suggesting 
that at least some of our findings were unrelated to the policy, as the qualitative evidence seems 
to indicate is the case for Personalized Recovery Oriented Services. Key informants identified 
multiple barriers to access, not all of them related to the carve-in policy, that may have limited 
the policy’s impact on utilization. Thus, we are unable to conclude that the policy had a 
consistently positive impact on access to this important group of behavioral health services. Our 
analyses did find that the utilization by SSI beneficiaries with serious mental illnesses (SMI) and 
substance use disorders (SUD) of specialty behavioral health care, including OMH and OASAS 
Outpatient Clinic services, was modest at best; additionally, there was substantial variability in 
utilization of specific specialty behavioral health services, both among the services and by 
region. In terms of primary care utilization, although adjusted analyses revealed an increase in 
primary care utilization following the launch of the policy, methodological considerations 
suggest caution in the interpretation of this finding, and unadjusted analyses in fact revealed a 
slight decline in this utilization. 

Goal 2: Improve health, behavioral health, and social functioning outcomes for adults in 
the HARP program 

Goal 2 included 11 research questions related to the HARP program. For ease of exposition 
given their commonalities, we group the questions into the following five clusters: program 
enrollment and characteristics of the enrollee population; access to primary care, community-
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based behavioral health specialty services, and care coordination services; quality of HARP-
covered behavioral health and physical health care; recovery outcomes and experiences and 
satisfaction with care; and cost-effectiveness of HARP-covered care.  

The first cluster of questions relates to hypotheses about the impact of the policy on program 
enrollment and characteristics of the enrollee population: 

• Hypothesis 2.1: HARP enrollment will increase and the majority of HARP eligibles 
will enroll in HARP or HIV Special Needs Plans rather than mainstream Medicaid 
Managed Care plans. 

• Hypothesis 2.2: HARP-eligible members who are not enrolled in HARP are younger 
and less behaviorally acute than those who remain enrolled in HARP/HIV Special 
Needs Plans. 

• Hypothesis 2.3: On a population level, it is expected that the distribution of the 
measured risk factors and protective factors for this population will shift toward fewer 
risk factors and greater protective factors over time as the program matures; regional 
differences in improvements will be observed. On an individual level, trajectories of 
improvement in risk and protective factors over time will be observed. 

• Hypothesis 2.4: Higher rates of educational and employment attainment will be 
observed for the HARP enrolled population over time as the program matures; 
individual-level improvements will be noted.  

Our findings support the DOH’s hypothesis that HARP enrollment would increase 
throughout the evaluation period, which, based on qualitative evidence, may have been propelled 
by the passive enrollment policy. Among those who were eligible but did not enroll, we found 
that not perceiving a need for treatment was a key driver of this decision. Other drivers were 
concerns about stigma and about losing access to current services, which may be misinformed . 
Key informants noted the social and personal implications of being identified as someone with a 
mental illness. This evidence suggests a need to dispel unfounded concerns and improve 
communication of the potential benefits of the HARP program, particularly for beneficiaries with 
serious mental illnesses given that they could greatly benefit from the program’s enhanced 
services. A greater emphasis on the social as opposed to clinical benefits of HARP enrollment 
could be an effective strategy. However, our findings provide inconclusive evidence regarding 
the DOH’s hypothesis that non-HARP individuals would be younger and less behaviorally acute 
than HARP enrollees—while they were younger and generally less acute clinically than their 
HARP-enrolled counterparts, non-HARP individuals in New York City were more likely than 
HARP enrollees to utilize acute behavioral health services. Similarly, mixed findings from 
limited available data provide inconclusive evidence regarding the DOH’s hypothesis that the 
distribution of risk versus protective factors would shift in a positive direction for HARP 
enrollees. Data limitations prevented us from evaluating the DOH’s hypothesis regarding the 
HARP population’s educational and employment characteristics.  
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The second cluster of questions relates to hypotheses about the impact of the policy on access 
to primary care, community-based behavioral health specialty services, and care coordination 
services: 

• Hypothesis 2.5: Percent of HARP members with primary care access will increase 
• Hypothesis 2.6: Access to and utilization of behavioral health specialty services will 

increase 
• Hypothesis 2.7: Access to care coordination services will increase in terms of Health 

Home engagement for HARP members. 
Our analyses generated mixed findings regarding the effect of the HARP program on access 

to primary care, community-based behavioral health specialty services, and care coordination 
services. Our quantitative and qualitative findings provide inconclusive evidence regarding the 
DOH’s hypothesis that primary care access would increase among HARP enrollees. Regarding 
access to community-based behavioral health specialty services, our quantitative analyses 
showed a decline in utilization of key services over the course of the post-period—the opposite 
from the DOH’s expectation of an increase in such utilization. The exception was utilization of 
Other Community-Based Behavioral Health Services, a category that includes Non-Licensed 
Clinic services, which increased until late in the post-period; however, non-HARP individuals 
also experienced increased utilization of these services. Unadjusted findings for infrequently 
utilized programs were generally aligned with findings from Goal 1 observed for the SSI 
disabled Medicaid Managed Care carve-in population. Qualitative findings were mixed, with 
some key informants stressing the need for a longer time period to evaluate these impacts. 
Regarding access to care coordination services, our findings were largely supportive of the 
DOH’s hypothesis of an increase in this utilization through greater Health Home engagement. 
Our quantitative analyses revealed increased utilization, and qualitative evidence from HARP 
enrollees suggests generally positive experiences with Health Home services. However, key 
informants focused on the challenges associated with Health Home enrollment.   

The third cluster includes one question that relates to a hypothesis about the impact of the 
policy on the quality of HARP-covered behavioral and physical health care:  

• Hypothesis 2.8: Healthcare Effectiveness Data and Information Set / Quality Assurance 
Reporting Requirements quality profiles for HARP plans will improve over time as the 
program matures. 

Our findings provide inconclusive evidence regarding the DOH’s hypothesis. Although our 
analyses did reveal improvements in several measures of quality of care following the launch of 
the policy, it is not possible to discern a temporal pattern related to program maturity because 
these improvements were not consistent year to year. Such a pattern may become apparent over a 
longer time period.  

The fourth cluster of questions relates to hypotheses about the impact of the policy on 
recovery outcomes, and experiences and satisfaction with care:  
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• Hypothesis 2.9: Perception of experience of care and satisfaction with care will 
improve over time as the program matures. 

• Hypothesis 2.10: HARP enrollee satisfaction with the cultural sensitivity of their 
behavioral health providers will increase over the length of the Demonstration; HARP 
enrollee satisfaction with their wellness, recovery, and degree of social connectedness 
will improve over the time of the Demonstration. 

Although we are unable to address the DOH’s hypothesis regarding outcome improvements 
associated with program maturity, we found that enrollees are satisfied with their care and feel 
socially connected. HARP enrollees reported high satisfaction with the cultural sensitivity of 
their behavioral health care providers. However, respondents also reported high levels of 
substance use and physical health conditions.   

The fifth cluster includes one question that relates to a hypothesis about the impact of the 
policy on cost-effectiveness of HARP-covered care: 

• Hypothesis 2.11: It is expected that costs for HARP enrollees are shifting from acute 
services, e.g., inpatient admissions and emergency department visits, to non-acute 
outpatient-based health and behavioral health services. 

Our findings provide inconclusive evidence regarding the DOH’s hypothesis. Our analyses 
suggest that the HARP policy may not have been able to bend the cost curve for specific acute 
behavioral health services, particularly emergency department services. Moreover, although 
costs for all acute behavioral health services combined declined in the post-period, in Rest of 
State only in the last post-period year, cost declines appear to have been experienced also by 
HARP eligibles who were not enrolled; thus, the decline may not be attributable to the policy. By 
the same token, the increase in Any acute non-behavioral health service costs and total costs 
relative to the baseline period in both regions may not be attributable to the policy, as these costs 
were either not different between HARP enrollees and non-HARP individuals or, in the case of 
Any acute non-behavioral health service costs, they were actually lower for HARP enrollees in 
some post-period years. However, HARP enrollees did experience an increase in outpatient 
behavioral health service utilization in one or more post-period years relative to the baseline 
period and to non-HARP individuals; while a similar pattern was observed for costs relative to 
the baseline period, differences relative to non-HARP individuals were only observed in Rest of 
State. Utilization of Any Outpatient non-behavioral health services also increased for HARP 
enrollees in the post-period relative to the baseline period and non-HARP individuals but only in 
New York City, with the opposite being the case in Rest of State. Costs for these services were 
higher in both regions relative to the baseline period, and in Rest of State, also higher relative to 
non-HARP individuals.   
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Goal 3: Develop behavioral health HCBS focused on recovery, social functioning, and 
community integration for HARP enrollees who meet eligibility criteria for such 
services 

This goal included four research questions related to the behavioral health HCBS benefit 
available to HARP enrollees starting in January 2016 in New York City and October 2016 in 
Rest of State. For ease of exposition given their commonalities, we group the questions into the 
following three clusters: characteristics and size of the behavioral health HCBS-eligible 
population; access to behavioral health HCBS; and cost offsets achieved through availability of 
behavioral health HCBS. 

 The first cluster includes one question that relates to a hypothesis about the impact of the 
policy on characteristics and size of the behavioral health HCBS-eligible population: 

• Hypothesis 3.1: It is expected that 75 percent of HARP members will be eligible for 
any behavioral health HCBS, 75 percent of HARP members will be eligible for 
behavioral health HCBS Tier 1, and 70 percent of HARP members will be eligible for 
behavioral health HCBS Tier 2 by the end of 2019. 

Our analyses do not support the DOH’s hypothesis. The DOH had expected that three out of 
four HARP enrollees would be eligible for any behavioral health HCBS by the end of 2019, but 
this goal was not met, a result that likely stems from the complexity of the assessment process.  
Achieving the target enrollment levels seems unlikely without significantly streamlining the 
process of eligibility determination. Providing case managers more effective means of engaging 
with HARP enrollees who could benefit from behavioral health HCBS could also help address 
these issues.  

The second cluster of questions relates to hypotheses about the impact of the policy on access 
to behavioral health HCBS and adequacy of the behavioral health HCBS provider network: 

• Hypothesis 3.2: It is expected that Per Member per Month behavioral health HCBS 
utilization will increase over the course of the demonstration. 

• Hypothesis 3.3: It is expected that the number and ratio of behavioral health HCBS 
providers per 1,000 behavioral health HCBS-eligible enrollees will increase over the 
course of the Demonstration. 

Our analyses support the DOH’s hypothesis, as the rates of behavioral health HCBS 
utilization increased substantially over time. However, by the end of 2019, behavioral health 
HCBS utilization rates remained quite low in both regions, well under 10 percent in New York 
City and under 20 percent in Rest of State. Although multiple factors are likely to be implicated, 
this result is partly due to the complexity of the process to access behavioral health HCBS. 
Because these are highly valued services, the DOH may want to look for ways to streamline the 
process.  
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Figure ES.2. Behavioral Health HCBS Utilization by Behavioral Health HCBS-Eligible HARP 
Enrollees, Unadjusted Rates (Percent), 2016-2019, NYC, ROS and Statewide 

 
SOURCE: Authors’ analyses of Medicaid data (2016–2019) 

Regarding the adequacy of the behavioral health HCBS provider network, our findings 
provide inconclusive evidence regarding the DOH’s hypothesis that the number of behavioral 
health HCBS providers and the ratio per 1,000 behavioral health HCBS-eligible HARP enrollees 
would increase over the course of the Behavioral Health Demonstration. Although the number of 
providers did increase in most of the State, a decrease was observed toward the end of the 
Behavioral Health Demonstration, a trend driven by the counties with the largest numbers of 
providers; moreover, the ratio of providers per enrollees decreased over time. Interpretation of 
these mixed results should consider that we lack information on the overall capacity of 
behavioral health HCBS providers. If the average size of the behavioral health HCBS provider 
pool was changing during the Behavioral Health Demonstration, then the raw number of 
providers could lead to mistaken conclusions regarding the capacity of the provider network. 
Investigation of trends in system capacity would provide more actionable evidence. Although the 
evidence does not suggest that availability of behavioral health HCBS providers was a barrier, 
this could change if eligibility is significantly increased. The low rates of complaints related to 
denials suggests that if denials were accurately captured, they were not a barrier. The importance 
of developing more robust and valid measures of network capacity is highlighted by the concerns 
raised by key informants regarding barriers to provision of behavioral health HCBS that may not 
be captured in the available quantitative data. 

The fourth cluster includes one question that relates to a hypothesis about the impact of the 
policy on cost offsets achieved through availability of behavioral health HCBS: 
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• Hypothesis 3.4: It is expected that the added costs arising from access to behavioral 
health HCBS will be offset elsewhere in the continuum of care. 

Our analyses provide partial support for the DOH’s hypothesis. Behavioral health HCBS 
availability did not consistently reduce behavioral health HCBS users’ need for acute behavioral 
health services or, more relevant to the DOH’s expectations, their costs. However, analyses 
burdened with some limitations showed that behavioral health HCBS users had higher Outpatient 
behavioral health care utilization relative to non-behavioral health HCBS individuals. Given that 
total Medicaid costs were unchanged in both regions, the possible increase in outpatient 
behavioral health care utilization would not have significantly impacted those costs. In addition, 
costs for Any acute non-behavioral health services were lower for behavioral health HCBS users 
than for non- behavioral health HCBS individuals although only in Rest of State and only in the 
second post-period year. These results need to be interpreted with caution—in addition to 
methodological concerns regarding the outpatient behavioral health evidence, rates of behavioral 
health HCBS utilization remained quite low during the evaluation and thus, evidence of cost 
offsets may not be easy to detect. 

Policy Implications 
 Our findings have several implications that should be considered by NYS policymakers.  
 A striking finding is the low level of behavioral health HCBS eligibility determination 
among HARP enrollees, which was most likely driven by the low level of assessment for 
behavioral health HCBS eligibility. Reasons for the lower-than-expected assessment rates should 
be investigated in detail, but qualitative evidence suggested the burdensome bureaucratic process 
required to receive an assessment was playing a role.  

The low level of assessment for behavioral health HCBS might have also directly impacted 
all Goal 3 outcomes. While we found that behavioral health HCBS utilization was minimal by 
the end of the Behavioral Health Demonstration, with at best one in five eligible individuals 
utilizing these services, this utilization would likely have been higher had more HARP enrollees 
been assessed for behavioral health HCBS (Research Question 2). Similarly, while we found a 
downward trend in the ratio of behavioral health HCBS providers per enrollees and other 
concerning trends in provider network adequacy, higher demand may have encouraged providers 
to provide behavioral health HCBS (Research Question 3). Finally, greater behavioral health 
HCBS utilization may have led to offsets of acute services (Research Question 4). Because the 
target population of behavioral health HCBS consists of the highest users of services across the 
entire SSI population that was moved into Medicaid Managed Care as well as the HARP-eligible 
population, higher levels of behavioral health HCBS assessment might have also impacted Goal 
1 and especially Goal 2.  

Our behavioral health HCBS related findings—assessment, eligibility determination, 
utilization, and provider adequacy—suggest that the system was ill prepared to support these 
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services. To the extent that behavioral health HCBS is potentially effective in reducing acute 
care utilization among beneficiaries with high behavioral health needs, efforts to address the 
assessment bottleneck should be pursued. Approaches suggested by the qualitative interviews 
include simplifying the behavioral health HCBS eligibility assessment process and providing 
case managers with more effective means of explaining the potential value of behavioral health 
HCBS.  

The bottleneck in access to behavioral health HCBS may have contributed to the mixed 
findings with respect to whether the Behavioral Health Demonstration achieved its stated goals, 
and no clear trends emerged that could be attributed to the policy that were consistent across 
types of services or regions of the State. In particular, there was no clear effect of the HARP 
policy on acute care utilization, the reduction of which was a primary goal of the Demonstration. 

Although no clear explanations for this finding were suggested by the data, important 
possibilities to consider are the lack of a clear and robust effect of the carve-in policy on quality 
of behavioral and physical health care or, relatedly, on clinical integration. It is also possible that 
the period of observation was too short for quality to improve in a consistent manner or for 
changes related to increased integration to appear. Carve-in driven integration could take several 
years to begin to influence clinical practice and, in turn, these impacts may also take time to 
influence patterns of care for this complex and undertreated population. Monitoring the 
functionality of linking structures such as integrated information technology systems and the 
Health Homes program and promptly addressing deficiencies can promote organizational 
integration, a key facilitator of clinical integration. In this regard, although Health Home 
enrollment among HARP enrollees increased over the post-policy period, rates remained low; 
thus, efforts should be undertaken to expand and strengthen the program. Additionally, 
strengthening initiatives such as the intensive program of care management for beneficiaries 
being discharged from psychiatric hospitalizations, a part of the Performance Opportunity 
Project, might promote greater community tenure among high utilizers of acute care. Evaluating 
the degree of clinical integration can be challenging but approaches and measures are available; 
measures include several quality indicators already being monitored by the DOH and others such 
as receipt of evidence-based obesity interventions that, to our knowledge, are not being 
monitored. The DOH might also consider ways to increase the uptake of procedure codes 
capturing the delivery of care in integrated settings.  

Last, our findings of modest utilization of specialty behavioral health care by SSI 
beneficiaries with SMI and SUD, and frequent differences between New York City and Rest of 
State in their patterns of utilization and outcomes (with Rest of State often but not always 
lagging behind New York City) merit policy attention. Although these concerning findings are 
likely to be the end result of multiple factors, efforts are needed to understand the contribution of 
deficiencies in the health care infrastructure as a stepping stone toward the design of solutions 
that may need to be implemented through the Medicaid Managed Care system. 
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Strengths and Limitations  
A main strength of our evaluation is the use of a mixed methods approach to assess the 

impacts of the behavioral health Demonstration that entailed not just the use of qualitative and 
quantitative methods but enrichment of both sets of results through iterative team discussions of 
findings. 

However, the evaluation had limitations. First, our evaluation was limited by the nonrandom 
assignment of beneficiaries to the intervention and control groups, a limitation shared by most 
policy evaluations. Because of the small size of the sample of non-HARP individuals that could 
serve as a control group for continuously enrolled HARP enrollees, our main analyses are only 
able to address what would have happened to non-HARP individuals had they actually enrolled. 
Moreover, the fact that the small non-HARP population is not broadly representative of all 
HARP-eligible beneficiaries, including those who did enroll in the HARP program, limits the 
generalizability of our main findings. An additional limitation was our inability to use the rich 
Community Mental Health screen data due to the low rates of assessment among HARP 
enrollees and the differences between HARP enrollees with available data and the larger HARP-
enrolled beneficiary population; furthermore, non-HARP individuals are not assessed with the 
screen.   
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1. Introduction  

1.1 Overview of the Behavioral Health Demonstration 
Through the New York Medicaid Redesign Team (MRT) Section 1115 Demonstration, the 

State of New York’s Department of Health (DOH) pursued the goal of improving access to and 
quality of health care for the Medicaid population through a managed care delivery system. The 
Demonstration included reforms specifically targeted to Medicaid beneficiaries with behavioral 
health (BH) needs (hereafter, Behavioral Health Demonstration). These included the Medicaid 
Managed Care (MMC) carve-in of BH specialty services for Supplemental Security Income 
(SSI) beneficiaries and the creation of the Health and Recovery Plans (HARP) program. 

1.2 Overview of the RAND Evaluation 
The RAND team, including our Columbia University partners, conducted a comprehensive, 

statewide independent evaluation of the Behavioral Health Demonstration, hereafter the HARP 
program evaluation. We note that despite its name, the evaluation covered both the HARP 
program and the larger MMC BH carve-in. The evaluation was designed and conducted in 
accordance with the evaluation plan laid out in the request for proposal (RFP) 20024 by the 
DOH. This final report describes RAND’s understanding of these reforms, the questions the 
evaluation aimed to answer, the proposed methodology to conduct the evaluation , and the 
evaluation findings. This report supersedes the interim report, published in November 2020 
(Wagner, 2020). 

The HARP program evaluation was designed to determine the extent to which the following 
three goals of the Behavioral Health Demonstration have been achieved since the MMC BH 
carve-in and the HARP program were implemented (October 1, 2015 for New York City [NYC]; 
July 1, 2016 for the rest of the State [ROS]): 

1. Improve health and BH outcomes for adults enrolled in Mainstream MMC plans whose 
BH care was previously covered under a fee-for-service (FFS) payment arrangement 

2. Improve health, BH, and social functioning outcomes for adults enrolled in the HARP 
program 

3. Develop BH home and community-based services (HCBS) focused on recovery, social 
functioning, and community integration for HARP enrollees meeting eligibility criteria 
for such services. 

The evaluation used both primary and secondary data in a mixed methods investigation of the 
beneficiary- and system-level impacts of the Behavioral Health Demonstration. We examined 
research questions (RQs) related to a variety of outcomes: HARP enrollment; access to 
outpatient (OP) services (primary care, BH specialty services, including services for individuals  
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Table 1.1. HARP Program Evaluation Goals, Methods, and Research Questions 

TERMS: OTNY, OnTrackNY; CMH, Community Mental Health ; HEDIS/QARR, Healthcare Effectiveness Data and 
Information Set/ Quality Assurance Reporting Requirements; PCS, Perceptions of Care Survey; ACT, Assertive 
Community Treatment; PROS, Personalized Recovery Oriented Services; OMH, Office of Mental Health; OASAS, 
Office of Addiction Services and Supports; FEP, First Episode Psychosis; PMPM, Per Member per Month 
 

Goal Methods Research Question 
1. Improve health and BH 
outcomes for adults in 
Mainstream MMC whose 
BH care was previously 
carved out in a FFS 
payment arrangement.  

Analyses of Medicaid claims 
and encounter data and 
data from the OTNY system; 
interviews with key 
informants. 

1. To what extent are MMC enrollees accessing 
community-based BH specialty services (e.g., ACT, 
PROS, and FEP programs)? 
2. To what extent are MMC enrollees accessing 
community-based health care? 

2. Improve health, BH, and 
social functioning outcomes 
for adults in the HARP 
program. 

Analyses of Medicaid 
claims, encounter, and 
enrollment data; data from 
CMH Screens; plan-
reported HEDIS/QARR 
quality measures; 
Consumer Assessment of 
Health Providers and 
Systems (CAHPS) and 
HARP PCS patient 
experience data; interviews 
with key informants and 
HARP enrollees. 

1. How has enrollment in HARP plans increased over 
the length of the Demonstration? 
2. What factors are associated with  non- enrollment 
in HARP plans?  
3.  What are the demographic and clinical 
characteristics of the HARP population? Are they 
changing over time? 
4. What are the educational and employment 
characteristics of the HARP population?  
5. To what extent are HARP enrollees accessing 
primary care? 
6. To what extent are HARP enrollees accessing 
community-based BH specialty services (e.g., ACT, 
PROS, OMH Outpatient Clinic, Continuing Day 
Treatment, Partial Hospitalization, OASAS Opioid 
Treatment Program, OASAS Outpatient Clinic, and 
FEP programs)? 
7. To what extent are HARP enrollees accessing 
Health Homes for care coordination? 
8. To what extent is HARP quality of care improving, 
especially related to the HEDIS measures of health 
monitoring, prevention, and management of BH 
conditions, cardiovascular disease, asthma, diabetes, 
and other selected chronic health conditions? 
9. To what extent are HARP enrollee experiences 
with care and access to health and BH services 
positive?   
10. To what extent are HARP enrollees satisfied with 
the cultural sensitivity of BH providers and their 
wellness, recovery, and degree of social 
connectedness? 
11. To what extent are HARPs cost effective? What 
are the PMPM cost of inpatient psychiatric services, 
SUD ancillary withdrawal, hospital-based detox, and 
ED services for the HARP population? Are these 
costs decreasing over time? 

3. Develop HCBS focused 
on recovery, social 
functioning, and community 
integration for individuals in 
HARPs meeting eligibility 
criteria. 

Analyses of Medicaid claims 
and encounter data; data 
from the MMC HCBS 
Provider Network Data 
System; Complaints and 
Appeals data; interviews 
with key informants and 
HARP enrollees.  

1. To what extent are HARP enrollees deemed 
eligible to receive HCBS?         
2. To what extent are HARP enrollees who  are 
deemed HCBS-eligible receiving HCBS? 
3. To what extent has the Demonstration developed 
provider network capacity to provide BH HCBS for 
HARPs? 
4. To what extent are the added costs arising from 
access to BH HCBS offset elsewhere in the 
continuum of care? 
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experiencing first episode psychosis (FEP), care coordination services, BH home and 
community-based services (HCBS); quality of BH and physical health (PH) care; quality of life 
and recovery outcomes; experiences and satisfaction with care; utilization of acute care, 
including inpatient (IP) and emergency department (ED) services and, for those with BH needs, 
also high-acuity substance use disorder (SUD) and crisis respite HCBS; Medicaid spending; and 
cost shift from spending on acute care to community-based services. 

Table 1.1 above shows the goals, methods used, and RQs used to structure the evaluation. 
Note that some details have evolved over the course of the study; changes are reflected in the 
table. 

1.3 Report Organization 
The remainder of this report is structured as follows:  

• Section 2 presents an overview of the BH Demonstration and implementation, including 
the timeline of implementation.  

• Section 3 provides an overview of the study design, with the methodology as related to 
the type of data collection and the related RQs.   

• Section 4 presents the findings organized by RQ, along with a summary of findings 
across the evaluation. 

• Section 5 discusses the policy implications of the study findings. 
• Section 6 reviews the interactions of the Behavioral Health Demonstration with other 

initiatives implemented in NYS.   
• The appendixes offer information on study protocols as well as selected data tables. 
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2. Demonstration Description  

2.1 Landscape Prior to HARP 
In 1997, the NYS DOH initiated a Section 1115 Medicaid Demonstration that permitted the 

implementation of a MMC delivery system and enrollment of most Medicaid enrollees into 
managed care organizations (MCOs) (Centers for Medicare & Medicaid Services, 2019). 
Initially, MMC plans covered PH services and a limited set of BH services for most adults and 
children, while most BH services were provided through the DOH’s FFS system (Belfort & 
Striar, 2020). The Demonstration’s goals included improving access to health care for the 
Medicaid population, improving the quality of health services delivered, and capitalizing on 
efficiencies resulting from managed care, expanding coverage for individuals needing long-term 
services and supports and low-income New Yorkers (New York State, 2020).  

The Demonstration has evolved over time. It was originally authorized for a five-year period 
and has been extended multiple times through amendments that have covered different Medicaid 
populations, including disabled beneficiaries whose Medicaid eligibility is mediated by receipt of 
SSI; beneficiaries with BH needs; and certain populations in need of BH HCBS (Centers for 
Medicare & Medicaid Services, 2019).  

In 2011, in response to rising spending by the State’s Medicaid program, Governor Andrew 
Cuomo appointed an MRT composed of State legislators, health care industry representatives, 
and patient representatives (New York State Department of Health, 2011b). It was intended to 
help “conduct a fundamental restructuring of [the] Medicaid program” for the purpose of 
improving health outcomes, controlling costs, and improving administrative efficiency.  

The MRT’s Behavioral Health Work Group was tasked with making recommendations to 
improve care for people with SMI and SUD (New York State Department of Health, 2011a). In 
the MRT’s recommendation report, the Work Group attributed the management and financing of 
PH and BH services by separate systems as contributors to lack of integration and coordination 
between PH and BH care at the clinic level, as well as lack of accountability for health care 
quality and outcomes. Ultimately, MRT recommended that the DOH provide BH services 
through MMC plans, which could include subdelegated1 behavioral health organizations 
(BHOs), comprehensive MMC plans managing both PH and BH services for a broad population, 
special needs plans (SNPs) managing PH and BH services for people with special health care 
needs, or a combination of such plan types. 

Following MRT’s recommendations, the DOH launched multiple Medicaid reform initiatives 
with the potential to impact care and outcomes for people with BH needs.  

 
1 Subdelegation is an arrangement where the MCO enters into a subcontract with a specialized BH MCO to manage 
BH services; the specialized plans are often referred to as behavioral health organizations. 
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In 2012, the DOH launched the Health Home program, which designated specific providers 
to coordinate health care and health-related services for people with chronic conditions, 
including physical health, mental health, and substance use conditions (Centers for Medicare & 
Medicaid Services, Undated).  

In 2014, the DOH amended the Medicaid Demonstration to authorize the creation of a 
Delivery System Reform Incentive Payment (DSRIP) Program that allowed the DOH to take the 
first steps toward a major reform in the financing and delivery of Medicaid-funded health care 
(Centers for Medicare & Medicaid Services, 2014). Through DSRIP, the DOH created regional 
Performing Provider Systems (PPSs)—coalitions of safety net hospitals, clinics, and other 
eligible providers tasked with carrying out health improvement projects to achieve several 
system transformation goals. The program provided funds to incentivize provider participation in 
DSRIP transformation activities beginning in 2015. In addition, as part of the Demonstration, the 
DOH created a Value Based Payment (VBP) Roadmap that set forth goals for increasing the use 
of VBP arrangements in Medicaid and described requirements for MCOs to include VBP 
arrangements in their contracts with health care providers (Centers for Medicare & Medicaid 
Services, 2016). Section 6 provides further details on these policies. 

In August 2015, the DOH received approval for an amendment targeting beneficiaries with 
BH needs, including SSI beneficiaries, which required management and financing of all BH 
services by MMC plans (Centers for Medicare & Medicaid Services, 2016). The programs 
implemented as a result of this particular amendment are the focus of the evaluation reported 
here and will be discussed in greater detail in the next section. 

2.2 Behavioral Health Demonstration 
The August 2015 amendment to the Demonstration authorized two policies targeted to 

Medicaid beneficiaries with BH needs: (1) an MMC carve-in of BH services for SSI 
beneficiaries whose BH benefit was previously covered under a FFS payment arrangement, and 
(2) the creation of the HARP program for Medicaid beneficiaries meeting criteria specified by 
DOH’s Office of Mental Health (OMH) or Office of Addiction Services and Supports (OASAS). 
The goals of the BH Demonstration were to improve health care quality, costs, and outcomes for 
the State’s Medicaid BH population, and to transform the BH system from an inpatient-focused 
system to a recovery-focused OP system (New York State Department of Health, 2015). Thus, 
the 2015 amendment “carved in” BH services to MMC, making a single entity responsible for 
financing and managing PH and BH services, and led to the creation of SNPs offered by the 
same MCOs that had mainstream MMC plans to manage PH and BH services for high-need 
beneficiaries. In doing so, the amendment further aligned NYS’s Medicaid BH system with 
MRT’s recommendations. Key among policymakers’ expectations was that a MMC BH carve-in 
would provide MCOs “flexibility to provide the best mix of physical and behavioral health care 
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services to meet individual needs” and incentivize them to work with providers on meeting PH 
and BH needs of enrollees (A. Smith, Coulter Edwards, & Frederick, 2020). 

 
Mainstream MMCs and HARPs covered the full set of PH and BH services offered by New 

York’s Medicaid program, including inpatient and OP BH services, as well as four new BH 
services defined by the 1115 waiver: residential addiction services, OP addiction services, crisis 
intervention, and licensed behavioral health practitioner services. In addition to these services, 
HARPs covered BH HCBS such as peer supports, employment supports, education support 
services, and crisis respite, to address the health-related social needs of eligible HARP enrollees.  

The MMC BH carve-in and the HARP program launched on October 1, 2015 in NYC and on 
July 1, 2016 in ROS (New York State Department of Health, 2015). HARPs began covering BH 
HCBS on January 1, 2016 for enrollees in NYC and on October 1, 2016 for enrollees in ROS 
(New York State Department of Health, 2015) (see timeline in Section 3, Table 3.1). 

Program Components of the Behavioral Health Demonstration  

Mainstream MMC Program 
The mainstream MMC program manages Medicaid State plan and BH Demonstration 

services, including specialty services, through an MMC delivery system comprised of MCO and 
primary care case management arrangements. The covered population includes all adult MMC-
eligible recipients except those with dual Medicare-Medicaid eligibility and certain other 
populations. Following the 2015 amendment, MMC plans began covering an expanded BH 
benefit that includes inpatient and OP BH services previously carved out in the Medicaid FFS 
program for the SSI population; community-based BH specialty services such as Assertive 
Community Treatment (ACT), Personalized Recovery Oriented Services (PROS), and First 
Episode Psychosis (FEP) programs, some of which were previously covered only by the FFS 
program; SUD inpatient rehabilitation (rehab) services, previously carved out for SSI 
beneficiaries; and SUD OP services, previously carved out for all beneficiaries.  

HARP Program 
HARPs are specialty lines of business operated by qualified mainstream MMC plans and 

available statewide. As described above, in addition to the benefit package covered by 
mainstream MMC plans (i.e., BH inpatient and OP services and community-based BH specialty 
services including ACT, PROS, and FEP programs), the HARP program covers BH HCBS for 
eligible individuals meeting defined functional needs criteria, discussed below. HARPs were 
required to connect enrollees with Health Homes and also to contract with Health Homes to 
develop a comprehensive plan of care that includes PH services, BH services, and BH HCBS 
(New York State Department of Health, 2015). 

The HARP eligibility criteria have not changed since the launch of the program (Appendix E, 
Figure E.1). The criteria include age 21 or over; meeting eligibility for mainstream MMC; and 
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having diagnoses of “serious and persistent mental illness” as defined by the DOH2 and/or SUD3 
(HARP Target Criteria). Beneficiaries must also meet HARP Risk Factor criteria, most of which 
are based on BH utilization patterns. Eligibility for Medicaid through SSI is not an eligibility 
criterion. 

HARP-eligible individuals are identified through queries of Medicaid data conducted every 
two months by the DOH that indicate whether specific pre-determined criteria have been met. 
This process, often referred to as the “HARP algorithm,” was developed by the DOH and 
focuses on BH service utilization, including inpatient psychiatric admissions, medical conditions 
associated with SUD, and other information (Soper, 2016). Eligible Medicaid beneficiaries are 
passively enrolled into HARPs, but not all HARP-eligible individuals become HARP enrollees. 
The main reasons HARP-eligible individuals may remain in the mainstream MMC system 
include: (i) individuals may opt out within the first 90 days following passive enrollment and 
return to their original plan; (ii) they may not be reached with a notice regarding their HARP 
eligibility and are thus ineligible for passive enrollment; or (iii) they may be enrolled in an MCO 
that does not operate a HARP line of business and do not transfer to a plan that does. 

HARP-eligible beneficiaries may access the HARP benefit package through the newly 
created HARPs or, for those with HIV, HIV SNPs. HARP-eligible individuals who are already 
enrolled in an HIV SNP receive the enhanced HARP benefits while enrolled in their current plan. 
Although they may disenroll from an HIV SNP into a HARP, this is not encouraged as this 
entails loss of the HIV SNP benefits.  

Accessing BH HCBS 

Upon enrollment, the HARPs and HIV SNPs work with Health Homes or other DOH-
designated entities to develop a person-centered care plan and provide care management for all 
services, including BH HCBS. The plan of care includes assessment for eligibility  for BH 
HCBS, Tier 1, or Tier 2 services. Eligibility for BH HCBS is assessed through the BH HCBS 
Eligibility Assessment, a standardized clinical and functional assessment tool derived from the 
interRAI™ Community Mental Health (CMH) Assessment (Hirdes et al., 2000), also referred to 
as CMH Screen.  

 
2 The definition requires that individuals aged 18 years or older meet the following criteria: have a DSM-IV (and 
equivalent ICD-CM) psychiatric diagnosis other than alcohol or drug disorders, organic brain syndromes, 
developmental disabilities, or social conditions and SSI or SSDI due to Mental Illness or extended impairment in 
functioning due to mental illness or reliance on psychiatric treatment, rehabilitation, and supports. Although the 
DOH uses the abbreviation SMI to refer to this population, we reserve the abbreviation SMI for a narrower set of 
serious mental illnesses that includes schizophrenia and related disorders and bipolar and related disorders. 
3 SUD is defined by the DOH as “misuse of, dependence on, or addiction to alcohol and/or legal or illegal drugs 
leading to effects that are detrimental to the individual's physical and mental health, or the welfare of others and 
shall include alcoholism, alcohol abuse, substance abuse, substance dependence, chemical abuse, and/or chemical 
dependence.” 

https://omh.ny.gov/omhweb/guidance/serious_persistent_mental_illness.html
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Foasas.ny.gov%2Fsystem%2Ffiles%2Fdocuments%2F2019%2F08%2Fpart800.pdf&data=04%7C01%7CTrishia.Allen%40oasas.ny.gov%7C36890c7701ef456deb2108d9a83a27c3%7Cf46cb8ea79004d108ceb80e8c1c81ee7%7C0%7C0%7C637725790470873353%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000&sdata=cZmW%2BtliPRbJmUsL12rPNnedV26ODDUJBb94aolsAQY%3D&reserved=0
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Tier 1 services include individual employment support, education support, and peer services. 
Tier 2 services include all Tier 1 services plus additional services for beneficiaries with a higher 
level of need. All HARP enrollees, regardless of tier, are eligible for crisis respite HCBS, 
including intensive crisis respite and short-term crisis respite in a dedicated facility. BH HCBS 
are delivered to HARP and HARP-eligible HIV SNP enrollees in residential and non-residential 
settings located in the community. 

The eligibility threshold for Tier 2 services, which is higher relative to Tier 1 services, 
requires evidence of at least “moderate” level of need as indicated by a DOH-designated score 
on the CMH Screen (see Appendix E Figure E.2). While these are the current criteria, the 
original criteria were more stringent. (Table 3.1 provides a timeline of key events.) Until June 
2018, eligibility for Tier 2 services required moderate need on at least four domains or extensive 
need on at least one domain; a third criterion permitting previously eligible BH HCBS users to 
continue receiving services was added in June 2019. Reassessment of the plan of care, including 
eligibility for BH HCBS, should be done annually at a minimum, with additional assessments 
conducted when the individual’s circumstances or needs change significantly, or at the request of 
the individual. 

2.3 Review of the Research Literature 

Models for Financing Medicaid BH Care 

State Medicaid programs use a variety of approaches to finance and manage BH services, 
which include services for beneficiaries with mild to moderate mental illnesses, SMI, and SUD. 
Historically, public mental health systems financed by state governments and coordinated at the 
local level by counties or not-for-profit community health centers have coordinated or provided 
care for beneficiaries with SMI and SUD. Under these arrangements, community mental health 
agencies billed state Medicaid programs for Medicaid-covered services and used state funding to 
cover other costs (Hogan, 1999). In the 1990s, state Medicaid programs began using capitated 
managed care plans provided by MCOs to finance and manage PH services. Typically, BH 
services remained carved out of MMC plans that covered PH services and were instead managed 
by BHOs, local governments, or the states’ FFS programs (Highsmith & Somers, 2000; Hogan, 
1999; A. Smith et al., 2020). 

Recently, multiple states have moved to include BH services among the services covered by 
mainstream MMC plans, thereby carving in BH to managed care (A. Smith et al., 2020). Of the 
40 states using MCOs to cover PH services as of July 1, 2019, more than half always carved in 
specific BH services to their MCO contracts. These included 23 states that carved in specialty 
OP mental health, defined as services for adults with SMI and youth with serious emotional 
disturbances; 28 states that carved in inpatient MH services; 29 states that carved in OP SUD 
services; and 29 states that carved in inpatient SUD services (Gifford et al., 2019). Examples of 
states with broad carve-ins for most MH and SUD services include Arizona, Oregon, Texas, and 
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Washington State (Kelly, 2020; K John McConnell et al., 2014; Soper, 2016). Generally, state 
policymakers intended such carve-ins to improve coordination of PH and BH services, increase 
integration of PH and BH care at the clinic level, and improve outcomes for people with BH 
needs, who typically experience co-occurring health problems and high costs (A. Smith et al., 
2020). 

 

Evidence on the MMC BH Carve-In Policy 

To provide context for the results of this evaluation, this section reviews states’ design 
options for a BH carve-in, implementation experiences with carve-ins, and evidence of carve-in 
impacts. A search of peer-reviewed and grey literature identified three qualitative studies that 
provide recommendations for carve-in design (Bachrach, Anthony, & Detty, 2014; Palmer & 
Rossier Markus, 2020; Soper, 2016); two qualitative studies focusing on implementation, 
including one that incorporated evidence from ten states and another that focused on NYS (Acri 
et al., 2019); and three quantitative studies that reported impacts, one of which focused on NYS’s 
HARPs (Charlesworth, Zhu, Horvitz-Lennon, & McConnell, 2021; Frimpong, Ferdousi, Rowan, 
& Radigan, 2021; Xiang et al., 2019). 

The studies have limitations. Those that provide design recommendations do not provide 
strong justifications for making recommendations based on the experience of states they 
sampled. One study described sample states as exemplifying “successful integrated delivery 
models,” and another described the states as pursuing “innovative approaches to integrate 
behavioral health services within a comprehensive managed care arrangement” and did not 
include comparison groups. The quantitative studies each used a comparison group to estimate 
the impact of a carve-in. However, payment and delivery systems before and after the carve-in 
differ substantially in the other study states from those in NYS. As a result, findings from these 
studies may not be generalizable to NYS’s BH Demonstration. 

Carve-In Design 
Qualitative studies emphasize that carving in BH services to MMC plans that cover PH 

services is important but insufficient for integrating the delivery of PH and BH care: “In the 
absence of clear and enforceable contract provisions that require or incentivize integrated care 
approaches, a carve-in payment approach ultimately may be no more supportive of integrated 
care than a carve-out approach” (Bachrach et al., 2014). Multiple factors may prevent a state 
Medicaid program from achieving its goals for a BH carve-in. For instance, in states that permit 
subdelegation, MCOs may subcontract with BHOs to cover BH services, obviating the need for 
MCOs to manage and coordinate PH and BH care and eliminating risk. MCOs may lack 
expertise needed to manage care for people with SMI and SUD. State regulations and Medicaid 
billing rules may impede delivery system innovations needed to integrate care at the clinic level, 
such as colocation of PH and BH providers, use of nontraditional BH providers, billing for same-
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day BH and PH visits, and emerging BH treatments. In addition, lack of information technology 
and legal barriers may impede information sharing between PH and BH providers as needed to 
coordinate PH and BH services. 

State Medicaid programs and MCOs have options for designing and implementing a carve-in 
that can help with achieving the goals of integrated care and improved outcomes for people with 
BH needs. States may pilot a carve-in to test program features and identify vulnerabilities, select 
MMC plans through a competitive bidding process or expand the responsibilities of existing 
plans to include BH services, implement protections for BH providers and patients during the 
carve-in transition, and use performance measures that reflect PH and BH care. MCOs could 
integrate their internal processes for managing PH and BH benefits (e.g., by using a single IT 
platform to manage PH and BH data and involving PH and BH leadership in meetings) and use 
nontraditional providers such as peer counselors to support enrollees (Soper, 2016). Several 
studies emphasize the need for states to engage stakeholders—including providers, patients, and 
families—before and also after a carve-in launches. Examples include informing enrollees and 
families about transitions before they occur, training providers on managed care billing, meeting 
frequently with MCOs and encouraging MCOs to innovate, and convening policymakers and 
providers to discuss barriers to integration and vet solutions (Palmer & Rossier Markus, 2020; 
Soper, 2016). In addition, states can integrate their PH and BH expertise and authority by 
consolidating PH and BH purchasing decisions, contracting, and rate-setting in a single agency 
or by promoting informal collaboration between Medicaid and BH agencies to carry out these 
functions (Bachrach et al., 2014). 

The evidence we reviewed suggests that the NYS DOH used several of these options when 
implementing its MMC BH carve-in. The DOH limited initial implementation to NYC "to test 
which program features work well and identify vulnerabilities” (Soper, 2016). The DOH 
expanded the BH responsibilities of existing MCOs participating in its already robust PH MMC 
program and required plans to complete a comprehensive readiness review, which included an 
assessment of policies and procedures between plans and any subdelegated BHOs for important 
functions. To protect patients and providers during the transition, the DOH required that plans 
contract with all BH providers that serve five or more members and required plans to reimburse 
providers at FFS rates for two years after launch of the carve-in. In addition, the DOH created 
the Managed Care Technical Assistance Center (MCTAC) “to help providers improve their 
business and clinical practices during the transition to managed care” (Soper, 2016). In terms of 
integrating the PH and BH Medicaid authorities, rate-setting responsibility was transitioned from 
BH agencies into the DOH prior to launching the carve-in (Bachrach et al., 2014). 

Carve-In Implementation Experiences 
State Medicaid programs that carved in BH to managed care did so generally to increase 

coordination of PH and BH services and promote care integration at the clinic level. Medicaid 
programs tended “to believe that having one care management entity responsible for 
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coordinating all services for the individual can result in improved outcomes, and potentially 
lower costs, overall.” These agencies desired “a single party to hold accountable for outcomes” 
(A. Smith et al., 2020). 

However, these states described difficult implementation experiences and lack of intended 
outcomes. “While some Medicaid agencies could point to some positive outcomes for covered 
beneficiaries postreform, most stakeholders, including state officials, reported that there had been 
little movement toward the level of accountability desired.” Specific challenges reported by 
states include lack of BH expertise, experience, or provider networks on the part of MCOs; lack 
of performance measures to hold MCOs accountable for PH and BH integration and recovery 
outcomes; lack of IT and administrative infrastructure for functions like MCO billing; and 
inadequate financial reserves that providers needed to take on increased risk. MCOs commonly 
subcontracted administration and financial risk to other organizations, and the separation of PH 
and BH care at clinic level often remained in place. Notably, two states that were early adopte rs 
of a BH carve-in transitioned back to a carve-out approach due to unsatisfactory experience with 
carve-in models (A. Smith et al., 2020). 

While the NYS DOH carried out several of the recommended carve-in design and 
implementation steps, the studies we reviewed indicate that it experienced implementation 
challenges. Based on a survey of ambulatory MH and SUD service providers administered by 
MCTAC approximately seven months before the carve-in, one study found that “agencies were, 
as a whole, unprepared to shift to a managed Medicaid behavioral health system.” The survey 
asked agencies to assess themselves in 11 domains reflecting readiness for a business 
relationship with MCOs (e.g., IT, finance and billing, and data-driven decisionmaking). On 
average, agencies reported feeling “partially ready” in six domains and “not ready at all” in the 
remaining five domains. Based on the results, the study team concluded that “systems of care 
will require substantial supports in order to adopt and adapt to large-scale reforms, and that 
supports should be tailored to specific areas of need” (Acri et al., 2019). In the area of IT, “New 
York reported that it undertook an explicit Health Information Technology (HIT) initiative for 
BH providers to build provider and system capacity for accountable care in an integrated 
managed care model and, since this initiative was concurrent with, not prior to, the move to an 
integrated model, the capacity is still in development” (A. Smith et al., 2020). In addition, the 
NYS DOH reported extended claims payment challenges following the carve-in (A. Smith et al., 
2020). 

Carve-In Impacts 
We reviewed three single-state quasi-experimental studies that reported on quantitative 

analyses that estimated the impact of different types of carve-in arrangements for different 
populations. They include an Oregon study that compared outcomes under an MCO-like entity 
that used carve-in financing to outcomes under another MCO-like entity that carved out the BH 
benefit and used separate risk-accepting entities for PH and BH (carve-in versus carve-out for 
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beneficiaries with BH needs); an Illinois study that compared outcomes under a carve-in 
operated by MCOs to outcomes under the State’s FFS program (carve-in versus FFS for 
beneficiaries with BH needs); and a study conducted by a research team affiliated with OMH 
that compared outcomes for HARP enrollees to outcomes for HARP-eligible Medicaid enrollees 
in either FFS or mainstream MMCs (carve-in with SNP versus FFS or regular managed care 
carve-in for beneficiaries with high BH needs); Table 2.1 summarizes the timeframes, types of 
payment arrangements, populations, and findings from the studies. 

Table 2.1. Summary of Quantitative Studies that Evaluate Carve-In Impacts 

Study; 
Timeframe 

Carve-In 
Arrangement 

Comparison 
Arrangement 

Enrollee Population Impacts of Carve-In Arrangement 

Charlesworth et 
al., 2012;  
2016 

MCO-like 
entity  

County providing 
BH care under 
subcontract with 
MCO-like entity 
(carve-out) 

Adults with a mental 
health condition 
(Oregon county) 

Greater utilization of BH and PH 
OP care (BH effects only among 
enrollees with mild to moderate 
needs), lower PH ED utilization 

Xiang et al. 
2019;  
July 2010-May 
2013 

MMC plan  FFS program Seniors and people 
with disabilities 
(Chicago area) 

Initial and subsequent reductions in 
total costs per individual from the 
payer perspective, but no overall 
changes 

Frimpong et al., 
2021;  
October 2013-
July 2019 

SNP  SNP-eligible 
individuals in 
FFS or MMC 
carve-in plans 

Adults with serious and 
persistent mental 
illnesses or SUD as 
defined by the 
Medicaid program 
(New York State) 

Increased utilization of BH and PH 
OP care, decreased utilization of 
BH and PH inpatient care, mixed 
changes on BH and PH ED care 

 

MMC Carve-In versus Carve-out via Subdelegation: Oregon State 
Charlesworth et al. compared ED, inpatient, and OP visits among adult enrollees in two of 

Oregon’s 15 Coordinated Care Organizations (CCOs) in 2016 (Charlesworth et al., 2021). CCOs 
are MCO-like  
entities that receive global budgets4 covering both PH and BH services. The two CCOs in this 
study operated in the same geographic area and had similar populations. However, one of the 
two CCOs subdelegated the management of the BH benefit to the county, thus creating a carve-
out. The authors tested the effects of these financing arrangements in the entire enrollee 
population and in subgroups, including racial/ethnic subgroups and those with SMI versus those 
with less serious illnesses. Relative to the carve-out arrangement, enrollees with mild to 
moderate mental illnesses in the carve-in CCO had a greater probability of any BH OP visits, an 
effect that was not observed for enrollees with SMI. Carve-in enrollees overall had a greater 
number of BH visits compared to carve-out enrollees. Carve-in enrollees were more likely to 

 
4 Global budget is the total amount established prospectively by Oregon State to be paid to the CCOs to deliver and 
manage health services for CCO members, including providing access to and ensuring the quality of those services. 
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access primary care physicians (PCPs), psychologists, and social workers for BH care, but less 
likely to access psychiatrists and specialists. Carve-in enrollees had a greater probability of any 
PH utilization but no difference in number of PH visits compared to carve-out enrollees. Carve-
in enrollees had a lower probability and number of PH ED visits relative to the carve-out; no 
other acute care differences were observed. Lastly, the authors reported an equity effect, with 
higher access to OP BH care for carve-in black (but not Latinx) enrollees relative to whites.  

MMC Carve-In versus FFS: Illinois State 
Xiang et al. evaluated the effect of the Illinois Integrated Care Program (ICP) on service 

utilization and per capita spending in the two-year period after ICP was launched (Xiang et al., 
2019). ICP was a mandatory MMC plan for seniors and people with disabilities that carved in 
BH and long-term care. It was piloted in six Illinois counties surrounding Chicago starting in 
May 2011 and expanded to most of the State in summer 2014. The authors compared changes in 
service utilization among enrollees of ICP pilot counties with changes among enrollees in 
Chicago, who remained in FFS. The study findings vary depending on the period when they 
were assessed: the initial period following the implementation of the carve-in (“initial”); two 
subsequent periods following the implementation of the Save Medicaid Access and Resources 
Together (SMART) Act, which reduced Medicaid reimbursement rates, primarily affecting FFS 
enrollees, followed by a slight reduction of the capitated payment rates to the carve-in plan, 
which only affected carve-in enrollees (we combined both periods in our summary and refer to 
them as “subsequent”); or the entire study period (“overall”). Given the potential outcome effects 
of these other policies, we only highlight the outcomes in our summary of findings that had 
consistent effects in the same direction and/or no effects across all observation periods.  Only one 
outcome fit this criterion: The carve-in was associated with reductions in total per person costs 
from the payer’s perspective in the initial and subsequent periods, although no overall cost 
effects were observed. 

Carve-In through SNPs versus FFS or Mainstream MMC Plans: New York State 
Frimpong et al. evaluated the effect of HARPs on ED visits, inpatient stays, and OP visits 

(Frimpong et al., 2021). They compared changes in the utilization of these services for HARP 
enrollees to HARP-eligible enrollees whose BH benefit either remained under an FFS 
arrangement or was carved in to comprehensive MCOs. The two-year periods before HARPs 
launched in NYC and ROS were used as the pre-policy (baseline) period, and the two-year 
periods after launch, excluding a one-year period immediately after launch as a transition period, 
were used as the post-launch intervention period. While the authors reported outcomes separately 
for NYC and ROS, we highlight outcomes in our own summary if at least one of the two regions 
had a statistically significant result. Relative to the comparison group, HARP enrollees 
experienced increased probability of any OP visits and number of OP visits for both BH and PH 
services. In addition, the HARP program was associated with decreases in the probability of any 
inpatient visits and number of inpatient visits for both BH and PH care. In terms of ED use, the 
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HARP was associated with increases in probability of any use for BH and PH, but a decrease in 
the number of BH ED visits.  

Our evaluation builds on these studies but is broader in its scope both in terms of the 
programs (MMC carve-in and HARP) and the outcomes evaluated. The next section describes 
our evaluation design and methods. 
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3. Evaluation Design and Methods 

3.1 Overview of the HARP Evaluation 
RAND has conducted a comprehensive, statewide independent evaluation of the BH 

Demonstration that adheres to the evaluation standards set forth in the Special Terms and 
Conditions for the Demonstration (New York State, 2020). Designed as a mixed methods 
investigation, the structure of the evaluation is built around research questions and testable 
hypotheses that sought to determine whether the beneficiary- and system-level impacts of the 
MMC BH carve-in and HARP programs had been achieved. Quantitative methods were used for 
descriptive purposes and to assess the outcomes of the BH Demonstration, and qualitative 
methods were used to provide context for the quantitative findings and to inform the process 
evaluation with administrative, provider, and beneficiary perspectives on HARP programs’ 
functioning and effectiveness.  

The data sources included qualitative data collected during the course of the evaluation and a 
variety of administrative and survey data previously collected by the NYS DOH, OMH, and 
OASAS during the course of health care administrative or clinical operations and quality 
improvement initiatives. The RAND team also employed data describing county-level 
characteristics that have the potential to affect program outcomes.  

The length of time following the launch of the BH Demonstration covered by the 
evaluation—four years for NYC and three years for ROS—ensured adequate availability of post-
policy period patient populations (e.g., comparisons of HARP-eligible enrollees enrolled in the 
HARP program with those who were not enrolled). Hence, RAND expects that the findings of 
this evaluation will be a valuable resource for DOH and CMS in determining whether and what 
kinds of changes or corrections to the implementation of the BH Demonstration are needed.  

Discussions with Experts to Refine Approach  

To better understand the policy context, objectives, and challenges to the implementation of 
the BH Demonstration, the RAND team held multiple calls with subject matter experts within 
DOH, OMH, OASAS, and OnTrackNY (OTNY), including subcontractors, to discuss the 
background and implementation of the MMC BH carve-in and HARP programs. In addition, the 
evaluation team held discussions with data experts within these agencies to review the feasibility 
of fully addressing the RQs as originally developed, given constraints of the available data.   

The evaluation team used the information gathered to both inform the qualitative component 
of the evaluation and to revise and enhance the planned quantitative analyses. The RAND team 
worked closely with DOH and OMH to revise or refine individual RQs and outcome measures to 
reflect limitations in the data. Moreover, due to data availability limitations, the pre-policy period 
was constrained from four to two years. 
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Table 3.1. BH Demonstration Timeline  

 
Using the information gathered in these calls along with publicly available DOH documents, 

we developed a timeline to indicate key events of the BH Demonstration with the potential to 

Year Month Event 
2015 April  DSRIP (Performing Provider Systems) 
 August  Amended 1115 Waiver includes BH reform initiatives:  

(a) qualified MCOs may manage BH benefits for SSI beneficiaries through MMC plans 
and HARPs (BH carve-in) 
(b) eligible individuals meeting defined functional needs criteria may access BH-HCBS 

 October MMC BH Carve-in launches in NYC 
  HARP program launches in NYC (also for eligible HIV SNP enrollees) 
2016 January BH-HCBS become available in NYC (for eligible HARP & HIV SNP enrollees) 
 July MMC BH Carve-in launches in ROS 
  HARP program launches in ROS (also for eligible HIV SNP enrollees) 
 October BH-HCBS become available in ROS (for eligible HARP and HIV SNP enrollees) 
 December DOH pauses Health Homes (HH) billing to Plans for payment for BH-HCBS assessment 

and authorizes direct FFS billing to DOH  
2017 March  BH-HCBS assessment process was streamlined  
 October Quality Funds become available to MCOs to promote access to BH-HCBS for their 

HARP enrollees (awards retained based on number of new BH HCBS recipients) 
  Revision of BH-HCBS Workflow Guidance for HH-enrolled HARP enrollees 
 October – 

March 2019 
BH-HCBS Infrastructure Funds added to the HARP premium for MCOs and providers to 
develop capacity, connectivity, and innovative service delivery 

2018 January Funds for BH-HCBS (including assessments and plans of care) are included in the 
HARPs’ premium rates (NYC)  

 February  Beneficiary-targeted BH-HCBS educational initiatives implemented (e.g., peer focused 
outreach & training about BH-HCBS) 

 April  HARPs may contract with DOH Designated Entities (RCAs) to conduct BH-HCBS 
assessments and care planning for enrollees not enrolled in HHs 

 May  Expansion of ‘Health Home Plus’ to include high -need individuals with DOH-defined 
serious and persistent mental illnesses 

 June  HARP becomes an option on the NYS of Health (Exchange) 
  Changes to eligibility criteria for BH-HCBS Tier 2 services 
 July DOH resumes payments to HHs for BH-HCBS assessment via HARPs’ capitated 

budgets 
  All health plans contracted with HHs need to submit Engagement & Enrollment 

(outreach) Optimization Proposal to enroll high-risk enrollees 
 August Launch of HARP performance measures for HHs  
 October  Funds for BH-HCBS (including assessments and plans of care) are included in the 

HARPs’ premium rates (ROS) 
2019 January  Updated HH re-designation policy and chart review and scoring tools (including HARP 

performance) 
 June Addition of new criterion to eligibility criteria for BH-HBCS  
 September Update of (a) staff qualifications to serve ‘Health Home Plus’ enrollees with DOH-defined 

serious and persistent mental illnesses and (b) assessor qualifications for administering 
the BH-HCBS assessments 

  Care managers and/or supervisors may request a waiver of education/experience 
qualifications 



 

 17 

impact the implementation and outcomes of the MMC BH carve-in and HARP programs. Table 
3.1 above presents these key events and associated dates.   

Evaluation Approach 

Table 1.1 presents an overview of the goals of the evaluation, the final RQs related to each 
goal, and the methods employed to answer each RQ. Each goal will be discussed in Section 3.2, 
and the data sources will be discussed more thoroughly in Sections 3.3 and 3.4.  

Figure 3.1 describes the period covered by the evaluation. Due to the lagged roll-out of the 
BH Demonstration in ROS relative to NYC, the evaluation period differs between the regions: 
While NYC has a six-year evaluation period, with four post-policy (or post-period) years, ROS 
has a five-year evaluation period, with three post-period years. The evaluation period for the 
selected statewide analyses is similar to that of ROS, i.e., it is five years long. We note that the 
regions’ two-year pre-policy period, also referred to as pre-period, is used as the baseline for our 
analyses (we use both terms interchangeably). 

Figure 3.1. Pre- and Post-Period Data Used for Quantitative Evaluation 

2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 

                                        

       NYC  Pre-program data Post-program data      

                                        

          ROS  Pre-program data Post-program data       

                                        
NOTE: Light shaded bars indicate time periods for pre-program data used in the evaluation. Dark shaded bars 
indicate launch and operation of mainstream MMCs and HARPs. Statewide: Excludes NYC data from October 2018 
to September 2019 

3.2 HARP Goals and Research Questions 
The HARP program evaluation was designed to determine the extent to which three goals of 

the BH Demonstration have been achieved since the program was implemented (October 2015, 
NYC; July 2016, ROS). These include improving health outcomes (1) in mainstream MMC, (2) 
among HARP-enrolled beneficiaries, and (3) among BH HCBS-using beneficiaries. These three 
goals are described below. 

Goal 1: Improve Health Outcomes in Mainstream MMC 

The first goal of the BH Demonstration is to improve health and BH outcomes for disabled 
SSI adults enrolled in Mainstream MMC plans whose BH care was previously carved out in a 
FFS payment arrangement. This goal has two RQs, shown in Table 3.2 along with the data 
sources and outcome measures for each RQ.   
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Table 3.2. Goal 1 Research Questions, Data Sources, and Outcome Measures 

Research Questions Data Sources Outcome Measures 

1. To what extent are MMC 
enrollees accessing community-
based BH specialty services (e.g., 
ACT, PROS, and FEP services 
delivered through OTNY)?  

Medicaid Data (Claims and 
Encounters)  

Percentage of Mainstream MMC 
enrollees receiving non-FEP BH 
specialty services, by annual 
period, NYC and ROS   

OTNY Data System Percentage of Mainstream MMC 
receiving FEP services, by annual 
period, NYC and ROS  

Key informant interviews with BH 
Providers 

Barriers and facilitators to BH 
specialty care under mainstream 
MMC 

2. To what extent are MMC 
enrollees accessing community-
based health care?  

Medicaid Data (Claims and 
Encounters)  

Percentage of MMC enrollees 
receiving primary and/or preventive 
services, by annual period, NYC 
and ROS 

Key informant interviews with BH 
Providers 

Barriers and facilitators to primary 
and preventive care under 
mainstream MMC 

 

Goal 2: Improve Health Outcomes among HARP-enrolled Beneficiaries 

The second goal of the BH Demonstration is to improve health, BH, and social functioning 
outcomes for adults enrolled in the HARP program. This goal has 11 RQs, shown in Table 3.3 
along with the data sources and outcome measures for each RQ.    

Table 3.3. Goal 2 Research Questions, Data Sources, and Outcome Measures 

Research Question Data Source Outcome Measure 

1. How has enrollment in HARP plans 
increased over the length of the 
Demonstration? 

Medicaid Data (Enrollment 
Data) 

Percentage of HARP eligible 
beneficiaries enrolled in MMC, HARP, 
or HIV SNP, by annual period, NYC 
and ROS  

Key informant interviews with 
BH providers, care 
coordinators, and NYS DOH 
officials; Interviews with HARP 
enrollees 

Barriers and facilitators of HARP 
enrollment 

2. What factors are associated with 
non- enrollment in HARP plans? 
 

Medicaid Data (Claims and 
Encounters) 

Population-level differences in person-
level characteristics (demographic and 
clinical characteristics including BH 
service utilization) for HARP eligible 
enrollees who are enrolled versus not 
enrolled in HARP, by annual period, 
NYC and ROS 

Medicaid Choice Enrollment 
Data 

Reasons for opting out of HARP, by 
annual period, NYC and ROS 



 

 19 

Research Question Data Source Outcome Measure 

Key informant interviews with 
BH providers, care 
coordinators, and NYS DOH 
officials 

Barriers and facilitators to HARP 
enrollment 

3. What are the demographic and 
clinical characteristics of the HARP 
population? Are they changing over 
time? 

Medicaid Data (Claims and 
Encounters) 

Percentage of HARP enrollees with 
specific characteristics, by annual 
period, NYC and ROS 

4. What are the educational and 
employment characteristics of the 
HARP population?  

CMH Screen Educational and employment 
attainment for HARP enrollees, by 
annual period, NYC and ROS  

5. To what extent are HARP enrollees 
accessing primary care? 

Medicaid Data (Claims and 
Encounters) 
 
 

Percentage of HARP eligible enrollees 
receiving primary and/or preventive 
health services, by annual period, NYC 
and ROS 

Key informant interviews with 
BH providers, care 
coordinators, and NYS DOH 
officials; Interviews with HARP 
enrollees 

Barriers and facilitators to  access to 
primary and preventive care  

6. To what extent are HARP enrollees 
accessing community-based BH 
specialty services (ACT, PROS, OMH 
Outpatient Clinic, Continuing Day 
Treatment, Partial Hospitalization, 
OASAS Opioid Treatment Program, 
OASAS Outpatient Clinic, and FEP 
programs)? 

Medicaid Data (Claims and 
Encounters) 
OTNY Data System 

Percentage of HARP eligible enrollees 
receiving any and specific BH specialty 
services, by annual period, NYC and 
ROS  

Key informant interviews with 
BH providers, care 
coordinators, and NYS DOH 
officials 

Barriers and facilitators to  access to 
community-based specialty BH care  

7. To what extent are HARP enrollees 
accessing Health Homes for care 
coordination? 

Medicaid Data (Claims and 
Encounters) 

Percentage of HARP eligible enrollees 
engaged in Health Home services, by 
annual period, NYC and ROS  

Key informant interviews with 
BH providers, care 
coordinators, and NYS DOH 
officials; Interviews with HARP 
enrollees 

Barriers and facilitators to access to 
health home care coordination  

8. To what extent is HARP quality of 
care improving, especially related to 
the HEDIS measures of health 
monitoring, prevention, and 
management of BH conditions, 
cardiovascular disease, asthma, 
diabetes, and other selected chronic 
health conditions? 

Plan-reported HEDIS® / QARR 
quality measures  
Medicaid Data (Claims and 
Encounters) 

Quality of care among HARP eligible 
enrollees, by annual period, NYC and 
ROS 

9. To what extent are HARP enrollee 
experiences with care and access to 
health and BH services positive?   
 
 
 
 
 

CAHPS Percentage of HARP enrollees who: 1) 
report it was easy to get BH treatment; 
2) report it was easy to get SUD 
treatment; 3) rated their BH treatment 
positively; 4) rated their SUD treatment 
positively. By annual period when data 
are available, NYS and ROS  
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Research Question Data Source Outcome Measure 

10. To what extent are HARP 
enrollees satisfied with the cultural 
sensitivity of BH providers and their 
wellness, recovery, and degree of 
social connectedness? 

HARP PCS Percentage of HARP enrollees who: 1) 
report that BH care was responsive to 
their cultural background; 2) had a 
positive overall rating of quality of life; 
3) had overall positive beliefs about 
health and wellness; 4) rated PCS 
questions in the social connectedness 
domain positively; 5) rated items 
related to communication with health 
care providers positively. By annual 
period when data are available, NYS 
and ROS  

11. To what extent are HARPs cost 
effective? What are the PMPM cost of 
inpatient psychiatric services, SUD 
ancillary withdrawal, hospital-based 
detox, and ED services for the HARP 
population? Are these costs 
decreasing over time? 

Medicaid Data (Claims and 
Encounters) 
MHARS 

Risk-adjusted utilization of acute care 
and non-acute (OP) BH services 
among HARP eligible enrollees, by 
annual period (PMPM/Y), NYC and 
ROS 
 
Risk-adjusted PMPM cost of acute 
care and non-acute (OP) BH services 
among HARP eligible enrollees, by 
annual period (PMPM/Y), NYC and 
ROS 

 

Goal 3: Improve Health Outcomes among BH HCBS-using Beneficiaries 

The third goal of the BH Demonstration is to develop BH HCBS focused on recovery, social 
functioning, and community integration for HARP enrollees who meet eligibility criteria for 
such services. This goal, presented in Table 3.4, has four RQs, shown in Table 3.4 along with the 
data sources and outcome measures for each RQ.     
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Table 3.4: Goal 3 Research Questions, Data Sources, and Outcome Measures 

Research Questions Data Sources Outcome Measures 

1. To what extent are HARP 
enrollees deemed eligible to 
receive HCBS?         
 
 

Medicaid Data (Claims and 
Encounters) 

Percentage of HARP enrollees who 
are deemed BH HCBS-eligible (any, 
by Tier), by annual period, NYC and 
ROS 
Percentage of HARP enrollees who 
are assessed for BH HCBS eligibility, 
by annual period, NYC and ROS 

 

Key informant interviews with BH 
providers, care coordinators, and 
NYS DOH officials; Interviews with 
HARP enrollees 

Barriers and facilitators to  BH HCBS 
eligibility assessment  

2. To what extent are HARP 
enrollees who are deemed HCBS-
eligible receiving HCBS? 
 

Medicaid Data (Claims and 
Encounters) 
 

Percentage of BH HCBS-eligible 
HARP enrollees receiving any BH 
HCBS, by month and annually, at the 
HARP plan level, regionally (NYC, 
ROS, by county) and statewide; and 
annual percent change 

Key informant interviews with BH 
providers, care coordinators, and 
NYS DOH officials; Interviews with 
HARP enrollees 

Barriers and facilitators to access to 
BH HCBS  

3. To what extent has the 
Demonstration developed provider 
network capacity to provide BH 
HCBS for HARPs? 
 

Medicaid Data (Claims and 
Encounters) 

Number of providers contracted for BH 
HCBS in HARP plans, by HARP plan, 
by annual period, regionally (NYC, 
ROS, by county) and statewide  

MMC HCBS Provider Network 
Data System 

Rate of BH HCBS providers per 1,000 
BH HCBS-eligible enrollees, by annual 
period, regionally (NYC, ROS, by 
county) and statewide  

Complaints and Appeals Data Rate of complaints and appeals due to 
denial of BH HCBS per 1,000 BH 
HCBS-eligible enrollees, by annual 
period, regionally (NYC, ROS, by 
county) and statewide 

 Key informant interviews with BH 
HCBS providers, Health Home 
and HARP administrators, NYS 
DOH officials 

Barriers and facilitators to provision of 
BH HCBS and the effectiveness of the 
services provided 

4. To what extent are the added 
costs arising from access to BH 
HCBS offset elsewhere in the 
continuum of care? 

Medicaid Data (Claims and 
Encounters) 

Risk-adjusted total Medicaid PMPM 
costs, by annual period (PMPM/Y), 
NYC and ROS  
 

Risk-adjusted PMPM costs for acute 
care BH services, by annual period 
(PMPM/Y), NYC and ROS  
 

Percentage using acute care BH 
services, by annual period, NYC and 
ROS  
 

Percentage using non-acute (OP) BH 
services, by annual period, NYC and 
ROS  
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3.3 Quantitative Methods 
This evaluation adopted a rigorous analytic approach that combined descriptive statistical 

analyses with state-of-the-art methods to assess the impact of the BH Demonstration while also 
utilizing the temporal trends in the data. We first describe our data sources and then provide a 
detailed description of our approach. 

Data Sources 

A variety of secondary data sources were used to construct study variables (outcome 
measures and covariates for risk adjustment) for the quantitative component of the HARP 
program evaluation. Data were provided by the DOH and OMH and included data from 
Medicaid, Mental Health Automated Record system (MHARS), OTNY, HEDIS®/QARR Plan-
Reported Metrics, CMH Screens, the Health Plan version of the Consumer Assessment of 
Healthcare Providers and Systems (CAHPS) Survey, the HARP Perception of Care Survey, 
Medicaid Choice Enrollment, Complaints and Appeals, the MMC HCBS Provider Network, and 
the Area Health Resource Files (AHRF). 

Medicaid Data  
This dataset, available with a six-month lag and maintained by the NYS Medicaid Data 

Warehouse, contains the following information: demographics, eligibility and enrollment 
information, and service utilization billing records for all health services, including pharmacy, 
regardless of whether the payment arrangement was FFS or managed care (i.e., claims and 
encounters). These data were the source of information for variables describing Medicaid 
enrollment status, plan membership, BH HCBS eligibility status, demographics, health status, 
service utilization, provider associated with the billed services, and costs of health care. Health 
status was evaluated with variables capturing BH diagnoses of interest as well as overall health 
status. The BH diagnoses were based on episode diagnostic categories (EDCs) and included 
schizophrenic disorders, severe bipolar disorder, other serious affective/psychotic disorders, any 
of the aforementioned serious mental illnesses (Any SMI), opioid abuse and dependence (opioid 
use disorders [OUD]), chronic alcohol abuse, and any of the aforementioned substance abuse-
related diagnoses or other substance use disorders (Any SUD). Overall health status was 
evaluated using clinical risk groups (CRGs), specifically the 9-rank core health status variable, 
which we collapsed into three categories (core health status revised): healthy to minor chronic 
disease, moderate to significant chronic disease, and dominant chronic disease to catastrophic 
conditions. The 2014–2019 data were used in all three goals of the evaluation to construct risk 
adjustment variables and utilization and cost variables (outcome measures).   

Mental Health Automated Record system (MHARS) Data  
This OMH dataset contains information on inpatient, residential, and OP utilization in the 

State’s Psychiatric Centers. The dataset was used to identify psychiatric admissions falling under 
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the Institutions for Mental Diseases exclusion and thus not captured in the Medicaid data. This 
dataset permitted a complete assessment of inpatient utilization by Medicaid enrollees. The 
2013–2019 data were used in Goals 2 and 3 of the evaluation to construct the MHARS inpatient 
utilization variable (outcome measures).   

ONTrackNY Data System 
This dataset contains patient and program-level information collected by the OTNY 

Coordinated Specialty Care program, a statewide program that began in earnest in 2015. The 
data were linked to the Medicaid data for OTNY enrollees with Medicaid coverage. Although 
the dataset contains rich person-level information as well as OTNY program components, our 
main use of the dataset was to determine access to the OTNY program for Medicaid 
beneficiaries included in our MMC carve-in and HARP cohorts. The 2015–2019 data were used 
in Goals 1 and 2 of the evaluation to construct variables capturing FEP service utilization 
(outcome measures).   

HEDIS®/QARR Plan-Reported Metrics 
This dataset contains person-level quality of care information in the form of HEDIS®/ 

Quality Assurance Reporting Requirements (QARR) quality measures collected by mainstream 
MMC plans, HARPs, and HIV SNPs and reported annually to the DOH. The dataset was 
supplemented at least annually with DOH-generated BH measures populated with service 
utilization data, including inpatient discharge events and measures related to OP care. The 2014–
2019 data5 including measures of quality of BH and PH care selected by DOH were used in Goal 
2 (RQ 8) of the evaluation (outcome measures) . The measures include: 

• Adherence To Antipsychotic Medications for People with Schizophrenia 
• Antidepressant Medication Management, Effective Acute Phase Treatment (Acute) and 

Effective Acute or Continuation Phase Treatment (Any) 
• Cardiovascular Monitoring for People with Cardiovascular Disease (CVD) and 

Schizophrenia 
• Diabetes Monitoring for People with Diabetes and Schizophrenia 
• Diabetes Screening for People with Schizophrenia or Bipolar Disease (Who Are Using 

Antipsychotic Medication) 
• Medication Management for People with Asthma—50 Percent of Treatment Days 

Covered (50 Percent Compliance) 
• Medication Management for People with Asthma—75 Percent of Treatment Days 

Covered (75 Percent Compliance) 

 
5 These data were available as rolling year data to accommodate to the annual periods used in the evaluation; the 
only exception were the data used to construct the comprehensive diabetes screening measures, for which only 
calendar years 2015–2018 were available. 
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• Comprehensive Diabetes Screening, Received Hba1c 
• Comprehensive Diabetes Screening, Received Hba1c, Dilated Eye Exam, and 

Nephropathy Monitoring (Overall). 

Community Mental Health Assessment Screen Data 
This dataset, linkable to Medicaid data, contains lifetime and current person-level data, a mix 

of self-reported and assessor-gathered information on a variety of social and health-related 
domains. This information is used to assess BH HCBS eligibility with the BH HCBS Eligibility 
scale, brief and full,6 a standardized clinical and functional assessment tool derived from the 
interRAI™ CMH Assessment (Hirdes et al., 2000). Domains include sociodemographic 
characteristics (e.g., marital status, homelessness); functional status (independent living skills, 
cognitive skills, social relations, employment, education and finances); risky behaviors 
(substance use, harmful/self-injurious behaviors); traumatic events; and criminal justice system 
involvement. It also contains health status and BH service utilization information. The CMH 
Screen is required annually for all HARP and HARP-eligible HIV SNP enrollees, but it is not 
available for HARP-eligible members who are not enrolled in the HARP program. The 2015–
2019 data were used in Goal 2 of the evaluation (RQ 4) to construct variables capturing 
educational and employment characteristics of the HARP population (outcome measures).  

Consumer Assessment of Healthcare Providers and Systems Survey Data 
This dataset contains deidentified self-reported information on experiences with access to 

care and experiences with health care providers and health plan staff, assessed through the 
Health Plan version of the CAHPS® survey and collected every other year from a sample of 
adults enrolled in all MMC product lines. The data were reported at the plan level for all plans 
that met minimum sample size criteria. Survey data for 2017 and 2019 were used in Goal 2 (RQ 
9) to construct variables capturing HARP enrollee assessment of ease of access to BH/SUD 
treatment and satisfaction with BH/SUD treatment. As with other survey data, these data are 
vulnerable to non-response bias.  

HARP Perception of Care Survey Data 
This dataset contains self-reported information collected through a survey of a randomly 

selected sample of enrollees in HARPs or HIV SNPs. The survey asks respondents about their 
perception of access to and quality of behavioral health care, the cultural sensitivity of their 
providers, their quality of life, activity limitations due to physical health problems and substance 
use, and social connectedness. The survey was adapted from the Experience of Care and Health 
Outcomes Survey, the Mental Health Statistics Improvement Program/NYS OMH Consumer 
Assessment of Care Survey, and others. It was piloted and implemented in 2017 and again in 
2019, but only the 2019 data are linkable to Medicaid data. The 2019 survey data were used in 

 
6 The BH HCBS Full Assessment ceased to be required in March 2017. 
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Goal 2 (RQ 10) of the evaluation to construct variables capturing HARP enrollee assessment of 
BH providers’ cultural sensitivity, quality of life, health and wellness, and social connectedness 
(outcome measures). As with other survey data, these data are vulnerable to non-response bias. 

Medicaid Choice Enrollment Data 
This dataset contains information on the HARP enrollment process collected on an ongoing 

basis by New York Medicaid Choice (an enrollment broker) and available since program 
implementation. Data include passive enrollment, opt-out acknowledgement letters distributed 
and returned, number of beneficiaries who were enrolled, number of beneficiaries who opt out, 
reasons for opting out. The 2015–2019 data were used in Goal 2 (RQ 2) of the evaluation to 
construct variables capturing the reasons for opting out of HARPs (outcome measures).  

Complaints and Appeals Data  
This dataset contains complaint and appeal information pertaining to denials of access to BH 

HCBS. Complaint information was collected through a designated email address available to BH 
HCBS providers since October 2015. These data permitted assessment of the number of 
complaints and appeals related to access to BH HCBS. The 2015–2019 data were used in Goal 3 
(RQ 3) to construct a variable capturing complaints and appeals due to BH HCBS denial per BH 
HCBS-eligible enrollees (outcome measure).  

MMC HCBS Provider Network Data System  
This dataset contains information on providers who have applied for licenses to provide BH 

HCBS, including contact information, location, services provided, staff qualifications, and 
funding information, permitting assessment of provider availability and HARP/HIV SNP 
contracts by geographic area. The 2015–2019 data were used in Goal 3 (RQ 3) of the evaluation 
to construct a variable capturing the rate of providers per BH HCBS-eligible enrollees (outcome 
measure). 

Area Health Resource Files 
The publicly available AHRF is a collection of data from multiple sources including the 

Health Resources & Services Administration (HRSA), the U.S. Census Bureau, the American 
Medical Association Physician Masterfile, and the U.S. Department of Agriculture’s Economic 
Research Service. For our evaluation, adjusted models included three county-level variables to 
control for area-level characteristics with the potential to affect our outcomes. These variables 
included measures of households with incomes below the Federal Poverty Line in the past 12 
months (AHRF poverty; this may be expressed as a percentage or, as we do for this report, a 
proportion) and racial/ethnic diversity (AHRF diversity index, expressed as an index ranging 
between 0 = no diversity and 0.875 = uniform distribution between the eight categories), and a 
HRSA variable reflecting the characteristics of the mental health care infrastructure (health 
professional shortage area, mental health, assessed with three levels: 0 = no shortage, 1 = whole 
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county, 2 = partial county). We used aggregated data for 2010–2014 (pre-period) and 2014–2018 
(post-period) to construct the poverty and diversity index variables, and data from 2014 (pre-
period) and 2018 (post-period) to construct the HRSA-designated mental health professional 
shortage area variable. 
 
Cohort Construction  

Beneficiaries were included in the cohorts employed in the evaluation (Goals 1–3) if they 
met criteria for inclusion in the evaluation: Medicaid-only (i.e., we excluded dually-eligible 
beneficiaries), were eligible for full Medicaid benefits, had continuous enrollment in Medicaid 
(defined as 11 out of 12 months of Medicaid eligibility), and were aged 21–64. 

A critically important task the of the evaluation of the HARP program was to identify control 
individuals whenever feasible. For Goal 2, which focused on HARP program impacts, because 
HARP-eligible beneficiaries can opt out and not all HARP-eligible beneficiaries are enrolled in 
the program (see Chapter 2), this group provided a potential control group. Upon assessment of 
the population of HARP-eligible beneficiaries, it became evident that the vast majority joined 
HARP during the evaluation period and most who joined the HARP program remained enrolled 
in it; also, a non-negligible number of beneficiaries became newly enrolled in the program from 
year to year. Although we considered employing an open cohort for the controlled analyses, i.e., 
allowing beneficiaries to switch from control to intervention from one year to the next, we opted 
for assessing the impact of the HARP program with a closed cohort. This cohort included 
beneficiaries observed in the two years prior to the start of the HARP program who were also 
observed in all the subsequent years of the program; beneficiaries who were not enrolled from 
the beginning of the program were excluded because the HARP effect can be attenuated among 
them. Thus, the closed cohort included HARP-eligible individuals eligible for inclusion in the 
evaluation who (a) were either enrolled in HARP, defined as ≥1 months of HARP enrollment per 
annual period every post-period year (intervention group), or were eligible but not enrolled in 
HARP, defined as 0 months of HARP enrollment every post-period year (control group), and (b) 
were also observed each year of the pre-period. Individuals contributing to the closed cohort 
were observed for the entire length of the evaluation period, i.e., six years for NYC and five 
years for ROS (see Consort Diagram for the NYC sample in Figure 3.2). Although the control 
group provides the pure comparison where the true unattenuated HARP effect can be estimated, 
a key limitation of this control group is its very small size resulting from the fact that most 
beneficiaries, when eligible, do enroll in HARP. For RQs related to the HARP program that did 
not involve controlled analyses, we employed an open cohort that included HARP-eligible 
beneficiaries who, in any year of the post-period, met criteria for inclusion in the evaluation. For 
RQs that compared HARP enrollees with HARP-eligible individuals not enrolled in the HARP 
program, the latter group could include HARP enrollees if they lost HARP enrollment. 
Individuals could contribute to the open cohort a minimum of one year and a maximum of three 
to four years, depending on the region.  
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For the controlled analyses planned for Goal 3, which focused on the impacts of the BH 
HCBS benefit, the intervention group included HARP enrollees who were eligible for and 
actively utilizing BH HCBS (i.e., BH HCBS users), while the control group included HARP 
enrollees not utilizing BH HCBS regardless of BH HCBS eligibility status (non-BH HCBS 
individuals). BH HCBS users were allowed to contribute to the control group if they lost BH 
HCBS eligibility or ceased to utilize BH HCBS. For these and other Goal 3 analyses, we opted to 
use an open cohort because the number of HARP enrollees utilizing BH HCBS was very small 
and thus, a closed cohort would have led to a very small intervention sample size. Members of 
the Goal 3 cohort were the HARP enrollees included in the open cohort employed in Goal 2 
analyses, all of whom could become eligible for BH HCBS at any time during the post-period. In 
any post-period year, a fraction of HARP enrollees became BH HCBS-eligible,7 defined as ≥1 
months of BH HCBS eligibility per annual period, and among them, a fraction became BH 
HCBS users, defined based on evidence of ≥6 months of BH HCBS utilization per annual period. 
Individuals could contribute to the cohort a minimum of one year and a maximum of three years 
(2017–2019) for ROS and statewide analyses, and four years (2016–2019) for NYC analyses.  

For Goal 1, which focused on the impacts of the MMC BH carve-in, we opted to use an open 
cohort to address the two RQs because the objective was to understand the population receiving 
specific care and no control group was feasible in this setting. Individuals were included if in 
addition to meeting criteria for inclusion in the evaluation, they were eligible for Medicaid 
through receipt of SSI benefits for a minimum of 11 months per year during any year of the 
evaluation period, i.e., pre-period or post-period. Hence, beneficiaries could contribute to the 
cohort a minimum of one year and a maximum of five to six years depending on the region.  

  

 
7 We note that because participation in the Self-Directed Care (SDC) pilot requires BH HCBS eligibility, SDC 
participants were deemed eligible even if they were not thus classified in the Medicaid data. 
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Figure 3.2. Consort Diagram, HARP Closed Cohort, NYC 

 
 

Exclude: Missing Pre-Period 
or Ineligible (N=2,131) 

Exclude: Missing Pre-Period 
or Ineligible (N=353) 

 

 

 

 

 Enrolled in Medicaid 11/12 months and aged 21-64 
each year 2015/10 – 2019/09 (N=1,068,258) 

Enrolled only in Medicaid 11/12 months and aged 21-
64 each year 2015/10 – 2019/09 (N=977,571) 

Exclude: Dual eligible at least one 
month each year (N= 90,687) 

Medicaid-Only Full-Benefit Population with 11/12 months 
of enrollment and between 21 and 64 each year 
2015/10 – 2019/09 (N=565,705) 

Exclude: Less than 11/12 months of Full 
Benefits each year (N= 411,806) 

Exclude: HARP ineligible any month 
2015/10 – 2019/09 (N= 520,828)  

Medicaid-Only Full-Benefit Population with 11/12 months 
of enrollment and between 21 and 64 and HARP 
eligible each year 2015/10 – 2019/09 (N=44,877) 

HARP-Enrolled Throughout 
Timeframe (N=30,439) 

Eligible but Never Enrolled in 
HARP (N=1,518) 

HARP-Enrolled All years with Pre-Period 
and Eligible2 (Intervention Group) 

(N=28,308) 
 

Intermittent HARP Enrollment 
(N=12,920) 

NYC Behavioral Health Medicaid Population1 2015/10 – 2019/09 
(N=3,835,406) 

Exclude: Enrolled less than 11/12 
months or under 21 / over 64 each 
year (N= 2,767,148) 

Eligible but Never HARP-Enrolled with Pre-
Period and Eligible2 (Control Group) 

(N=1,165) 
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Analytic Considerations 
Our analytic approach was anchored in the notion of counterfactual, where a comparison is 

chosen to match a treatment group on available characteristics and, subsequently, it is augmented 
by a model (e.g., a difference-in-difference model) to produce a doubly robust analysis. This 
approach minimized confounding posed by the effect of other ongoing health care policies, e.g., 
other MRT initiatives, provisions of the Affordable Care Act (see Chapter 6). For RQs where 
comparison groups were not necessary or available, we only assessed the changes over time.   

For Goal 2, because most of the HARP-eligible population ended up enrolling in the HARP 
program, we first conducted analyses that assessed the potential impact of the program on 
eligible beneficiaries who did not enroll (i.e., how they would have fared had they enrolled). We 
next assessed the incremental effect of the program on enrollees who have been in the HARP 
program since the beginning. We designed these analyses to be complementary in providing an 
understanding of the overall impact of the demonstration. This analytic approach involved the 
following: (1) conducting an average treatment on the control (ATC) method augmented by 
difference-in-difference (DiD) models (to account for concurrent historical trends), which 
assessed the outcomes of HARP-eligible beneficiaries who did not enroll had they actually 
enrolled, and (2) estimating interrupted time series (ITS) models that assessed changes in 
outcomes for HARP enrollees during the evaluation period. We stress that this approach was 
necessitated by the fact that despite its robustness, the DiD method only addresses the outcomes 
of a very selected group of HARP-eligible individuals, and thus the findings are not necessarily 
generalizable to the full HARP population. We address this limitation by supplementing the DiD 
method with ITS analyses of the change over time in the full population of HARP enrollees.  

For Goal 3, we needed to use a different approach because we were not able to create a 
closed cohort with concurrent intervention and control groups. Thus, we investigated the impact 
of the BH HCBS benefit by conducting a counterfactual average treatment on the treated (ATT) 
method, augmented by a longitudinal controlled model that assessed the outcomes of BH HCBS 
users had they not utilized the services during the post-policy period. 

For analyses with very small sample sizes or rates less than 5 percent or more than 95 
percent, we refrained from conducting any modeling to avoid very small cells and model 
identification issues. In those instances, we have reported summary statistics through unadjusted 
(Goal 1) or simple matched sample (ATC or ATT) comparisons (Goals 2 and 3). These summary 
statistics should be interpreted with caution as the concerns that led to the decision to not conduct 
models also limit the generalizability of these results. Model results for outcomes with 
unadjusted rates greater than 5 percent or smaller than 95 percent but close to those thresholds 
should be interpreted with caution as some of them can mean relatively small sample sizes in 
some subgroups. More broadly, interpretation of results should account for the possibility that 
significant differences may simply be the result of large sample sizes and, hence, lack policy 
significance.  
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For all analyses, we report estimates, their standard errors where appropriate , and a p-value 
for test of significance when comparing groups. In the presentation and discussion of our 
findings, we only describe results as different when the difference is statistically significant (i.e., 
p-value of ≤.05). When rates appear to be changing over time, but we have not assessed the 
statistical significance of the trend, we refer to those changes in a more tentative fashion.  

Analytic Approaches 

Throughout the evaluation, different analytic approaches were used to adequately address 
each RQ.  

Descriptive Statistics  
This approach was used in Goals 1–3 for simple population-level, year-to-year comparisons 

in NYC and ROS during the evaluation period. With it, we examined the characteristics of 
HARP enrollees in NYC and ROS in each annual period since program implementation. For 
categorical variables, we conducted a chi-square test and McNemar’s chi-square test (to compare 
binary outcomes between correlated groups for each region before and after implementation). 
For continuous variables, we used the Analysis of Variance (ANOVA) test and paired t-test (to 
compare pairs of years). This descriptive analytic method was also used when conducting 
comparisons on matched samples (see propensity score method below). 

Interrupted Times Series  
This pre-post quasi-experimental approach was used in Goals 1 and 2 to assess outcome 

changes over time for the entire population of HARP enrollees. ITS models assessed for changes 
in the level and trend in the outcome variables from pre- to post-intervention and used the 
estimates to test hypotheses about program impacts. Although the approach does not employ a 
control group, it minimizes the confounding effect of other potential drivers of observed effects. 
Our ITS models included several adjustor variables: demographic characteristics (age, sex, 
race/ethnicity), BH diagnoses (Any SMI and SMI diagnoses, and Any SUD and selected SUD 
diagnoses), overall health status described with the core health status revised variable, and 
AHRF county-level variables (poverty rate, diversity index, and professional shortage area for 
mental health care). For binary outcomes, ITS models were conducted as logistic regressions as 
well as linear probability models; for interpretability given interaction terms, we report only 
linear probability model results unless otherwise specified.  

Difference-in-Differences  
This pre-post quasi-experimental approach, used in Goal 2 given that a concurrent 

comparison group was available in the setting of a closed cohort, permitted a robust assessment 
of HARP program outcomes. This approach accounts for any secular trend/changes in the 
outcome metrics, i.e., eliminates fixed differences not related to program implementation; thus, 
remaining significant differences may be validly attributable to the impact of program 
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implementation. The DiD approach was augmented with the propensity score method (see 
below) where additional matching was added into the mix of the analysis even on time-variant 
characteristics.  

Propensity Score Matching  
This approach was used in Goals 2 and 3 to control for potential confounding by identifying 

individuals with similar characteristics belonging to the treatment and control groups, thus 
enabling the use of quasi-experimental causal models (Austin, Grootendorst, & Anderson, 2007). 
Propensity score matching (with a 1 to 5 matching) was used in combination with other 
approaches to examine the impact of the HARP program (Goal 2) and the BH HCBS benefit 
(Goal 3) on various outcomes. The method used a logistic regression to estimate each 
individual’s conditional probability (or propensity score) of belonging to the intervention group 
(HARP enrollees or BH HCBS users). Predictors included the same adjustor variables used in 
the ITS models. A greedy matching algorithm with a 1 to 5 matching ratio of control to treatment 
individuals was used to create a matched analytic cohort based on the estimated propensity score 
and other variables, such as service utilization variables, assessed prior to program 
implementation. Balance in covariate distribution between treatment and control individuals in 
the matched analytic cohorts was assessed for each of the propensity score models conducted. 
We employed this method to assess an ATC augmented by a DiD approach (Goal 2), whereas for 
Goal 3 we employed this method to assess an ATT augmented by a longitudinal controlled 
model. The matched samples were used to conduct ATC and ATT estimates using simple 
descriptive analytic methods, which were augmented by DiD (Goal 2) and longitudinal 
controlled (Goal 3) models.  

3.4 Qualitative Methods 
The qualitative component of the HARP evaluation sought to provide additional context and 

multiple perspectives from key informants on program implementation, including barriers and 
facilitators to implementation success and insight into potential mechanisms of impact on 
program outcomes. Key HARP informants included stakeholders representing leadership from 
provider organizations delivering an array of services (e.g., HCBS, Care Coordination, ACT), 
MCOs, NYS DOH agencies (e.g., OMH, OASAS), and other statewide organizations (e.g., 
advocacy/provider/trade/intermediary organizations). Interviews with these informants focused 
on understanding how the HARP program was being implemented; the communication and 
coordination among various stakeholders administering, overseeing, and delivering services 
related to the program; the perceived impact of the program; challenges; and factors that might 
impact potential program scale-up. Interviews were also conducted with HARP enrollees to 
understand their perspectives on HARP enrollment; ongoing HARP membership and 
communication with MCOs; how HARP has impacted their access to and satisfaction with 
services, including BH HCBS; and the impact of HARP and BH HCBS on recovery, well-being, 
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and community integration. Due to the COVID-19 pandemic, procedures for interviews with 
HARP enrollees had to be revised to be conducted individually and by phone. Efforts were made 
to ensure that a broad range of perspectives were represented in the HARP enrollee sample, 
including diversity of demographics and geographic areas that were represented, as well as types 
of support services utilized. 

Protocol Development 

The evaluation team developed a semi-structured interview guide for key informants (N=35) 
representing a diversity of (non-HARP enrollee) stakeholders (Appendix A) and covering the 
MMC BH carve-in, the HARP program, and the BH HCBS program. The interview guide 
focused on understanding the implementation and operation of each initiative/program, including 
barriers and facilitators to implementation, as well as factors that may influence program access 
and outcomes.  

The team also developed a separate semi-structured interview guide for HARP enrollees 
(N=12) and BH HCBS recipients (Appendix B). It focused on topics including participant 
perspectives regarding enrollment; barriers and facilitators to accessing BH HCBS; relationships 
between participants and BH HCBS providers, care coordinators, and MCOs; satisfaction with 
HARP and BH HCBS and other health and BH services; and the impact of HARP and BH HCBS 
on participants’ recovery and quality of life. 

Key Informant Selection 

The evaluation team employed a combined purposive and snowballing sampling approach to 
recruit key informants. Through maximum variation sampling, the evaluation team sought to 
maximize the diversity of organizations represented by key informants and considered factors 
such as agency type, geographic region within NYS, degree to which areas served were urban or 
rural, and the program size and number of beneficiaries served (e.g., number of HARP enrollees 
within an MCO, number of BH HCBS enrollees served by a provider organization). Publicly 
available data and NYS DOH agency reports were reviewed to identify and sample potential 
agencies and stakeholders in order to capture variation along key factors. This was 
complemented by snowball sampling, wherein several key informants identified other 
stakeholders who could provide additional perspectives and who were subsequently invited to 
participate (e.g., HH organizations identifying Care Management Agencies in different regions 
with varying numbers of HARP enrollees).  

The key informants interviewed represented organizational leadership staff, from the 
program director to senior executive management levels, in organizations including MCOs, 
Health Homes, Care Management Agencies, providers of BH services (e.g., ACT, PROS, BH 
HCBS), statewide groups (e.g., patient, provider, and trade associations), and NYS agencies 
(e.g., OMH, OASAS). The interview tool can be found in Appendix A.   
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A similar approach was taken for the interviews with HARP enrollees. To identify HARP 
enrollees eligible for participation, evaluators utilized purposive and convenience sampling 
strategies. To capture a range of perspectives, the evaluation team sought to maximize the 
diversity of HARP enrollees who participated, considering factors such as geographic region 
within NYS, location in urban or rural areas, status of enrollment in BH HCBS, and a range of 
demographic characteristics (e.g., gender, race, psychiatric diagnosis). 

Respondent Recruitment 

Potential key informants received an e-mail inviting them to participate in the evaluation 
interview and to contact the evaluators if they were interested in participating. An information 
sheet explaining the evaluation and interview process was e-mailed to key informants in advance 
of scheduled interviews and reviewed prior to commencing the interview.  

For the HARP enrollee interviews, provider agencies identified potential HARP members 
and provided them with a flyer and information about the evaluation. HARP enrollees interested 
in participating contacted the evaluators directly or informed the provider agency staff that they 
consented to having the evaluators contact them to schedule an interview. HARP enrollees were 
contacted by phone or e-mail and were sent an information sheet explaining the evaluation and 
interview process in advance of scheduled interviews, which was then reviewed prior to 
commencing the interview. 

Interviewer Training 

The interviewers included two qualitative researchers, one a senior investigator and the other 
a doctoral-level researcher, both with expertise in qualitative interviewing and analysis, 
particularly within behavioral health. Prior to beginning the key informant interviews, the 
qualitative team received training on the MMC BH carve-in, the HARP Program, the BH HCBS 
program, and the roles of various stakeholder agencies involved in the implementation and 
operation of these initiatives and programs. The training included a review of documents, 
participation in discussions with DOH, OMH, and OASAS subject matter expert staff, and 
internal discussions with the project leads and technical advisors who have experience with NYS 
Medicaid and the development and implementation of these initiatives. The training ensured that 
the interviewers were aware of issues relevant to the program implementation for each type of 
key informant. 

Data Collection 

Interviews with key informants other than the HARP enrollees were conducted virtually and 
lasted one hour, on average. The majority of data collection consisted of individual interviews 
with one identified key informant; in several cases the originally recruited key informant 
suggested additional informants to be included in the interview. Key informants did not receive 
reimbursement for participating in the interview. Interviews with HARP enrollees were 
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conducted individually by phone, and lasted one hour, on average. HARP enrollees were 
reimbursed with a $25 gift card for participating in the interview.  

Interviews were conducted by one qualitative researcher, with an additional researcher taking 
notes concurrently that were used to produce a written interview summary. Interviewers covered 
core topic areas but maneuvered flexibly through the interview guide and probed certain topics 
more in-depth as appropriate. Interviews were audio-recorded and transcribed verbatim. The IRB 
of the NYS Psychiatric Institute determined that activities conducted for this evaluation did not 
constitute human subjects research and were thus exempt from review.  

Analysis 

Analytic methods, aligned with recommendations of Bradley, Curry, and Devers, followed a 
grounded theory approach by developing coding structures that emphasized inductive codes 
emerging directly from the data (Bradley, Curry, & Devers, 2007). Consistent with grounded 
theory, qualitative analysis occurred concurrently with data collection, allowing interviews to be 
shaped by preliminary concepts and themes that emerged from the data. The analysis proceeded 
in a series of steps: development of initial codes (i.e., open coding), code validation and 
refinement (e.g., adding, removing, or modifying codes and how they were applied), use of the 
codes (i.e., coding transcripts with a final code list), clustering and interpretation of codes and 
associated excerpts, and development of broader findings and themes. Strategies for rigor 
included weekly data collection and analysis debrief meetings, development of interview 
summaries and memos, and the use of multiple coders. As described below, analyses of the 
qualitative data informed evaluation of each of the HARP program evaluation goals.  

Goal 1 (Improve health and BH outcomes for adults in Mainstream MMC whose BH care was 
previously carved out in an FFS payment arrangement) 
This goal was addressed using data from key informant interviews with MCOs, Health 

Homes, Care Management Agencies, providers of BH services (e.g., ACT, PROS, OASAS 
certified substance use disorder clinics), statewide groups (e.g., advocacy/provider/trade 
associations), and NYS agencies (e.g., OMH, OASAS). Analyses were informed by interview 
content that focused on how the mainstream MMC BH carve-in has affected stakeholders’ work, 
as well as barriers and facilitators that, according to these informants, may impact Medicaid  
beneficiaries’ access to services.  

Goal 2 (Improve health, BH, and social functioning outcomes for adults in the HARP)  
In addition to the key informants in Goal 1, analyses for this goal also drew from interviews 

with HARP enrollees, who provided additional perspectives on barriers and facilitators to 
enrollment, accessing primary/preventive services, specialty behavioral health services, and care 
coordination. The evaluation team also explored HARP enrollees’ perceptions of care quality, 
including experiences interacting with providers and receiving services, satisfaction with these 
services, and how these services are aligned with educational, employment, wellness, recovery, 
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social functioning, and community integration outcomes. Analyses focused on identifying factors 
that, in the view of key informants, affected how the HARP program may have impacted the 
physical health, BH, and social functioning of HARP enrollees.  

Goal 3 (Develop BH HCBS focused on recovery, social functioning, and community integration 
for individuals in HARP meeting eligibility criteria) 
Data from all key informant interviews were used to address Goal 3. Analyses examined 

informant perspectives on assessment of BH HCBS eligibility; linkages between MCOs, Health 
Homes, and BH HCBS providers; BH HCBS providers’ assessment processes for specific 
services; and ongoing approval processes from Health Homes providers and MCOs. Analysis of 
interviews with HARP enrollees and with HARP enrollees receiving BH HCBS explored their 
experiences with qualifying and using BH HCBS.  

Table 3.5. Number of Key Informant Interviews by Informant Type 

Key Informant Type Number of Key 
Informant Interviews 

Relevant Population Served  
(Approximate Range) 

BH Provider 10 0-150+ HCBS 

CMA 2 100-200+ HARP 

CMA/BH Provider 2 150-300 HARP (CMA) 

Health Home/CMA 2 1200-1500 HARP (HH);  
500+ HARP (CMA) 

Health Home 4 <1,0000 to 5,000+ HARP 

MCO 5 <5,000 to 30,000+ HARP 

Provider / Trade / Advocacy / Other Organization 5 N/A 
NYS DOH Agency 5 N/A 

NOTE: Reliable estimates of HARP enrollees served by individual organizations are not available. Key informants 
represented varying subsets of BH programs within their respective organizations . 
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4. Findings 

4.1 Goal 1: Improve health and BH outcomes for adults in Mainstream 
MMC whose BH care was previously carved out in an FFS payment 
arrangement. 
This section addresses two RQs and associated hypotheses related to the MMC carve-in that 

targeted the adult SSI beneficiary population whose BH benefit was carved out in a FFS 
arrangement prior to the Demonstration.8 The RQs focus on two outcomes community-based BH 
and PH care utilization, to determine the extent to which the first goal of the Demonstration has 
been attained. The RQs were addressed with a mixed methods approach (Table 4.1).   

Table 4.1. Overview of Goal 1 Approach 

Research Question Data Source Outcome Measure Design and Analytic Approach*  

1. To what extent are 
MMC enrollees 
accessing 
community-based BH 
specialty services? 
(e.g., ACT, PROS, 
and FEP services 
delivered through 
OTNY)  

Medicaid Data  Percentage of Mainstream MMC 
enrollees receiving non-FEP BH 
specialty services, by annual 
period   

Analyses over pre-period (two (2) 
years) and post-period (four (4) 
years NYC; three (3) years, ROS) 
[OTNY-based outcomes are only 
possible post-policy]   
• Unadjusted Analyses# 
• Adjusted Analyses@ [selected 

outcomes] 

OTNY Data 
System 

Percentage of Mainstream MMC 
receiving FEP services, by 
annual period, NYC and ROS  

Key informant 
interviews  

Barriers and facilitators to BH 
specialty care under mainstream 
MMC 

Qualitative methods 
 

2. To what extent are 
MMC enrollees 
accessing 
community-based 
health care?  

Medicaid Data  Percentage of MMC enrollees 
receiving primary and/or 
preventive services, by annual 
period 

Analyses over pre-period (two (2) 
years)^ and post-period (four (4) 
years NYC; three (3) years, ROS)  
• Unadjusted Analyses# 
• Adjusted Analyses@ [selected 

outcomes] 

Key informant 
interviews  

Barriers and facilitators to 
primary and preventive care 
under mainstream MMC 

Qualitative methods 
 

* All analyses conducted separately for NYC and ROS in an open cohort of SSI beneficiaries.  
# Unadjusted analyses estimated annual rates of any utilization  during the evaluation period; we provide a p-value on 
the statistical significance of the chi-square test that compares all the annual periods together 
@ ITS models were conducted as logistic regressions that compared utilization each post-period year relative to the 
first pre-period year; results are presented as Odds Ratios (OR) and 95% Confidence Intervals (CI). Goal 1 models 
included adjustor variables described in Section 3.3 and a variable indicating FFS coverage for BH care.9 
^ NYC analyses only included one year of pre-period because we lacked 2015 PPCs data.  

 
8 The number of cohort-eligible SSI beneficiaries declined steadily over the evaluation period; our analyses suggest 
that a key driver was the growth of dual Medicaid and Medicare eligible beneficiaries (Appendix Table E.1). 
9 Defined as (a) a minimum of 10 months of FFS payments for all OMH specialty services, OASAS services, and 
BH inpatient services, and (b) up to three (3) months of MMC payments for those services per annual period. 
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Population Characteristics  

Table 4.2 shows the characteristics of the MMC carve-in SSI beneficiary population included 
in our Goal 1 cohort. In the pre-period, 216,850 SSI beneficiaries met criteria for eligibility in 
the Goal 1 cohort, with 123,465 in NYC and 93,385 in ROS. The disabled adult Medicaid 
population was 46.3 percent male and had a mean (SE) age of 46.4 (0.03), with older 
beneficiaries in NYC than ROS. Racial/ethnic composition differed between NYC and ROS with 
fewer whites and more minorities in NYC than ROS. There were also higher proportions of Any 
SMI, OUD, and SUD among the beneficiary population in NYC compared to ROS. SSI 
beneficiaries in NYC had higher levels of dominant chronic to catastrophic conditions than other 
regions. More than two-thirds of beneficiaries had any annual utilization of key community-
based BH services, with the rate higher in ROS than NYC; key behavioral and non-BH OP visits 
were higher in NYC than ROS. While most BH care was financed through a FFS arrangement, 
only 8.18 percent of beneficiaries met our indicator of FFS coverage for BH care statewide, with 
the rate in NYC being double that in ROS. The county-level mean (SD) poverty rate was higher 
in NYC than in ROS. NYC’s diversity index was also higher than ROS’s, and all NYC 
beneficiaries lived in mental health professional shortage areas, whereas the shortage areas were 
not universal in ROS.   

RQ1: To what extent are MMC enrollees accessing community-based BH specialty 
services including ACT, PROS, and FEP programs? 

This RQ included two hypotheses: 

1. Utilization of BH specialty services will increase in the MMC population. 
2. Utilization of evidence-based care for FEP will increase. 

We addressed this RQ with quantitative and qualitative methods (see Table 4.1). Our 
quantitative analyses focused on the community-based BH specialty services listed in the RFP 
and of primary interest to the DOH (ACT, PROS, and FEP programs). We evaluated several 
additional services identified in collaboration with OMH and OASAS: OMH Outpatient Clinic 
services, OASAS Outpatient Clinic services, OASAS Opioid Treatment Program services, 
OASAS Residential Program services, Continuing Day Treatment (CDT), Partial 
Hospitalization, and several smaller programs including OMH and OASAS Certified 
Community Behavioral Health Clinic (CCBHC) services, OMH Intensive Outpatient Program 
services, OMH Intensive Psychiatric Rehabilitation Program services, and Mental Health and 
SUD Non-Licensed Clinics that we captured through a composite measure we refer to as Other 
Community-based BH services. In addition, we evaluated utilization of any of these services 
through a composite measure we refer to as Any Key BH OP services. Due to the low utilization 
of FEP, we excluded this utilization from the composite measure. Because some of the 
community-based services we focused on are evidence-based or otherwise appropriate only for 
beneficiaries with specific needs based on their diagnoses, we repeated some of the analyses for 
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individuals with OUD and the larger population of individuals with Any SUD, and individuals 
with Any SMI.  

Table 4.2. Characteristics of the MMC carve-in SSI Beneficiary Population, Unadjusted Rates 
(Percent) and Means, NYC, ROS and Statewide 

 NYC 
(N=123,465) 

ROS 
(N=93,385) 

Statewide 
(N=216,850) 

Age, Mean (SE) 48.0 (0.03) 44.2 (0.04) 46.4 (0.03) 
Sex, % 

Male 46.1 46.5 46.3 
Female 53.9 53.6 53.7 

Race/Ethnicity, % 
White 26.7 59.8 40.9 
Black 41.8 21.9 33.2 
Hispanic 19.3 10.3 15.4 
Asian/American Indian/Other 11.6 3.0 7.86 

Behavioral Health (BH) diagnosis, % 
Schizophrenic disorders 26.1 21.5 24.2 
Bipolar disorder (severe) 2.37 2.35 2.36 
Other Serious Affective/Psychotic Disorders 33.6 27.6 31.0 
Chronic alcohol abuse  10.0 10.0 10.0 
Opioid abuse and dependence (OUD) 11.7 6.63 9.52 
Any Serious Mental Illness (SMI) diagnosis 44.8 37.1 41.5 
Any Substance Use Disorder (SUD) diagnosis 23.5 19.4 21.8 

Core Health Status (revised), %  
Healthy to Minor Chronic disease  13.6 20.3 16.5 
Moderate to Significant Chronic Disease  62.1 63.4 62.7 
Dominant Chronic Disease to Catastrophic 
Conditions 24.3 16.3 20.9 

Any Utilization of Key Behavioral Health 
Outpatient Services, %  77.1 79.3 78.0 

Health Service Utilization, Per Year, mean (SE) 
Key Behavioral Health Outpatient Visits 15.6 (0.05) 11.1 (0.05) 13.7 (0.03) 
Non-Behavioral Health Outpatient Visits 10.1 (0.03) 8.66 (0.03) 9.45 (0.02) 
Acute Behavioral Health Visits 4.22 (0.06) 3.59 (0.05) 3.95 (0.04) 
Acute Non-Behavioral Health Visits 4.82 (0.03) 5.10 (0.03) 4.94 (0.02) 

Behavioral Health Fee for Service 10.4 5.23 8.18 
Small Area (County) Characteristics, mean (SE) 

Area Health Resource Files (AHRF): Poverty 0.22 (0.00) 0.12 (0.00) 0.18 (0.00) 
Area Health Resource Files (AHRF): Diversity 
Index 

0.68 (0.00) 0.36 (0.00) 0.54 (0.00) 

   Health Professional Shortage Area, Mental Health, %  
   0 (none) 0.00 6.52 2.81 
   1 (whole county) 30.3 8.8 21.0 
   2 (partial county) 69.7 84.7 76.2 

SOURCE: Authors’ analyses of Medicaid data (2014–2019), OTNY data (2015–2019), and AHRF data (2010–2014, 
2014–2018)  
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Unadjusted Quantitative Findings  
Over the entire evaluation period, six years for NYC and five for ROS, the rates of utilization 

for Any Key BH OP services were 47.9 and 41.3 percent, NYC and ROS, respectively (Table 
4.3). However, these overall rates reflect varying annual rates. In NYC, utilization increased 
steadily throughout the entire period, with an upward trend that began in the first year of the two-
year pre-period. However, in ROS, although there was an upward trend in the post-period, the 
rate observed in the first post-period year was lower than the rate observed in the last pre-period 
year (41.5 versus 42.4 percent). 

The frequency of utilization of the individual treatment programs varied, typically appearing 
higher in NYC (Table 4.3). Several programs were rarely utilized, with rates across all years 
combined consistently under 5 percent, including FEP (0.01 percent, both regions), OASAS 
Residential Program (0.04 percent and 0.09 percent, NYC and ROS, respectively), Partial 
Hospitalization (0.14 percent and 0.20 percent, NYC and ROS, respectively), CDT (0.50 percent 
and 0.22 percent, NYC and ROS, respectively), ACT (1.05 percent and 0.76 percent, NYC and 
ROS, respectively), and PROS (1.29 percent and 2.34 percent, NYC and ROS, respectively). At 
the other end of the spectrum, utilization was substantial for OMH Outpatient Clinic services 
(29.7 percent and 25.1 percent, NYC and ROS, respectively) and Other Community-Based BH 
Services (22.9 percent and 20.3 percent, NYC and ROS, respectively), with two OASAS 
programs, Opioid Treatment Program (7.11 percent and 1.45 percent, NYC and ROS, 
respectively) and Outpatient Clinic (4.20 percent and 5.15 percent, NYC and ROS, respectively) 
having utilization over 5 percent in at least one region.  
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Table 4.3. Access to Community-Based BH Specialty Services and Health Care, MMC Carve-in SSI population, Unadjusted Rates 
(Percent) of Any Annual Utilization, by Pre- and Post-Period Year and All Years Combined, NYC and ROS 

BH Specialty Services Pre-Period Post-Period All Years 
 
 
NYC 

2014 
(N=131,096) 

2015 
(N=126,913) 

2016 
(N=124,040) 

2017 
(N=120,292) 

2018 
(N=116,994) 

2019 
(N=112,457) 

2014-2019 
(N=731,792) 

P-value 

Any Key BH OP services 46.6 47.4 48.5 48.1 48.2 48.9 47.9 0.00 
First Episode Psychosis 
(FEP) Program* 

N/A N/A 0.00 0.00 0.01 0.01 0.01 0.04 

Assertive Community 
Treatment (ACT) 

1.00 1.01 0.97 1.01 1.12 1.25 1.05 0.00 

Personalized Recovery 
Oriented Services (PROS) 

1.46 1.42 1.32 1.22 1.13 1.13 1.29 0.00 

Continuing Day Treatment 
(CDT) 

0.65 0.59 0.54 0.45 0.40 0.35 0.50 0.00 

Partial Hospitalization 0.18 0.19 0.14 0.11 0.12 0.09 0.14 0.00 
Other Community-Based 
BH Services 

19.1 19.7 22.8 23.4 25.3 27.8 22.9 0.00 

OASAS Opioid Treatment 
Program 

7.22 7.29 7.10 7.04 7.03 6.95 7.11 0.01 

OMH Outpatient Clinic  29.4 30.5 31.3 30.1 28.9 27.8 29.7 0.00 
OASAS Outpatient Clinic  4.24 4.05 4.15 4.15 4.11 4.53 4.2 0.00 
OASAS Residential 
Program 

0.00 0.00 0.00 0.01 0.10 0.16 0.04 0.00 

Receipt of Community-
Based Health Care 

0.00 93.5 94.4 94.0 92.9 92.7 93.5 0.00 
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 Pre-Period Post-Period All Years 
        
 
ROS 

2015 
(N=98,915) 

2016 
(N=96,995) 

2017 
(N=95,512) 

2018 
(N=92,852) 

2019 
(N=90,535) 

2015-2019 
(N=474,809) 

P-value 

Any Key BH OP services 38.6 42.4 41.5 41.9 42.4 41.3 0.00 
First Episode Psychosis 
(FEP) Program* 

N/A 0 0 0.01 0.01 0.01 0.04 

Assertive Community 
Treatment (ACT) 

0.71 0.70 0.74 0.79 0.86 0.76 0.00 

Personalized Recovery 
Oriented Services (PROS) 

2.54 2.42 2.39 2.23 2.07 2.34 0.00 

Continuing Day Treatment 
(CDT) 

0.33 0.27 0.21 0.15 0.12 0.22 0.00 

Partial Hospitalization 0.26 0.23 0.20 0.17 0.15 0.2 0.00 
Other Community-Based 
BH Services 

15.5 19.5 20.4 22.5 24.2 20.3 0.00 

OASAS Opioid Treatment 
Program 

1.32 1.40 1.43 1.53 1.61 1.45 0.00 

OMH Outpatient Clinic  24.9 26.5 25.9 24.6 23.2 25.1 0.00 
OASAS Outpatient Clinic  5.23 5.26 5.37 4.97 4.91 5.15 0.00 
OASAS Residential 
Program 

0.00 0.00 0.05 0.15 0.29 0.09 0.00 

Receipt of Community-
Based Health Care 

90.2 91.0 90.9 90.9 90.8 90.8 0.00 

SOURCE: Authors’ analyses of Medicaid data (2014–2019) and OTNY data (2015–2019) 
*Sample sizes vary across measure due to different data source for this utilization (OTNY). 
NOTE: The p-value describes the statistical significance of the chi-square test that compares all the annual periods together. 
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Trends of utilization over the period of the evaluation varied among these individual 
programs. ACT and PROS exhibited opposite trends (Figures 4.1 and 4.2). ACT utilization 
generally increased in the post-period relative to the two-year pre-period (from 1.0 percent in 
2014 and 1.01 percent in 2015 to 1.25 percent in 2019, in NYC, and from 0.71 percent in 2015 
and 0.70 percent in 2016 to 0.86 percent in 2019, in ROS). On the other hand, utilization of 
PROS, more robust in ROS than in NYC, generally decreased (from 1.46 percent in 2014 and 
1.42 percent in 2015 to 1.13 percent in 2019 in NYC, and from 2.54 percent in 2015 and 2.42 
percent in 2016 to 2.07 percent in 2019 in ROS). Due to the minimal utilization of FEP services 
starting in 2018, no trends are discernible for this program.  

Figure 4.1. Access to Community-Based BH Specialty Services, MMC Carve-in SSI Population, 
Unadjusted Rates (Percent) of Any Utilization, NYC 

 

 
SOURCE: Authors’ analyses of Medicaid data (2014–2019) and OTNY data (2015–2019) 
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While utilization of OMH Outpatient Clinic services exhibited a downward trend in both 
regions after peaking in 2016, in the first post-period year in NYC but still part of the pre-period 
in ROS, utilization of Other Community-based BH services grew steadily from the first year of 
the two-year pre-period (19 percent and 15.5 percent, NYC and ROS, respectively) through 
2019, the end of the post-period (27.8 percent and 24.2 percent, NYC and ROS, respectively).  

Figure 4.2. Access to Community-Based BH Specialty Services, MMC Carve-in SSI Population, 
Unadjusted Rates (Percent) of Any Utilization, ROS 

 

 
SOURCE: Authors’ analyses of Medicaid data (2014–2019) and OTNY data (2015–2019) 
 

Utilization of OASAS Outpatient Clinic services, which unlike most other services was on 
average higher in ROS than in NYC, exhibited different trends throughout the evaluation period 
in each region. In NYC, utilization declined during the pre-period (from 4.24 percent in 2014 to 
4.05 percent in 2015) but then generally increased throughout the post-period and ended at 4.53 
percent in 2019. In ROS, however, utilization increased between the first year of the pre-period 
(5.23 percent in 2015) and through the first year of the post-period but trended down thereafter 
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(4.91 percent in 2019). Utilization of OASAS Opioid Treatment Program services, much higher 
on average in NYC than in ROS, also exhibited varying trends by region but in the opposite 
direction. In NYC, utilization was relatively stable during the pre-period (7.22 percent in 2014 
and 7.29 percent in 2015) but exhibited a clear downward trend throughout the post-period, 
reaching 6.95 percent in 2019. In ROS, to the contrary, there was a clear upward trend 
throughout the entire evaluation period, with utilization steadily growing from 1.32 percent in 
2015 to 1.61 percent in 2019.  

In both NYC and ROS, utilization of CDT and Partial Hospitalization exhibited a consistent 
downward trend from the first year of the two-year pre-period. Utilization of OASAS Residential 
Program services grew steadily in both regions starting in 2017.  

Subgroup analyses 
Analyses focused on the utilization of specific BH services among beneficiaries with Any 

SMI, Any SUD, and OUD revealed similar patterns as those observed in the larger SSI 
population (Appendix Table E.2). 

Beneficiaries with SMI  
In both regions, rates of utilization of OMH Outpatient Clinic services in the SMI population 

were twice as high as the rates for those without SMI, with overall rates of 58.8 percent (NYC) 
and 57.0 percent (ROS). However, as they did for the larger SSI population, rates also peaked in 
2016 (62.1 percent and 61.9 percent, NYC and ROS, respectively), and dropped steadily 
thereafter, reaching their lowest utilization in 2019 (54.2 percent and 50.4 percent, NYC and 
ROS, respectively) (Figures 4.3 and 4.4).  

As anticipated, rates of ACT and PROS utilization in both regions were substantially higher 
for this population than for the general SSI population, with overall rates of 2.59 percent and 
2.25 percent for ACT, and 3.11 percent and 6.42 percent for PROS, NYC and ROS, respectively; 
however, the same trends described for the larger population were evident in these targeted 
analyses (Figures 4.3 and 4.4). 
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Figure 4.3. Access to Selected Community-Based BH Specialty Services, MMC Carve-in SSI 
Population with SMI, Unadjusted Rates (Percent) of Any Utilization, NYC 

 
SOURCE: Authors’ analyses of Medicaid data (2014–2019) and OTNY data (2015–2019)   

 

Figure 4.4. Access to Selected Community-Based BH Specialty Services, MMC Carve-in SSI 
Population with SMI, Unadjusted Rates (Percent) of Any Utilization, ROS 

 
SOURCE: Authors’ analyses of Medicaid data (2014–2019) and OTNY data (2015–2019) 
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Following a slight downward trend during the two-year pre-period, ACT utilization increased 
in both regions starting the first year of the post-period. However, the upward trend was 
statistically significant only for NYC, where utilization grew from 2.41 percent in 2016 to 2.99 
percent in 2019. As observed for the larger population, PROS utilization decreased steadily 
between the first year of the two-year pre-period and 2019, from 3.61 percent to 2.65 percent in 
NYC and from 7.32 percent to 5.39 percent in ROS.  

FEP services trended up throughout the post-period, growing from 0.01 percent in the first 
year of the post-period in both regions, to 0.03 percent in NYC and 0.04 percent in ROS by 
2019. 

Beneficiaries with SUD  
Utilization of OASAS Outpatient Clinic services was predictably larger for this population 

than for the general SSI population, with the overall rate in ROS (28.6 percent) substantially 
higher than that in NYC (18.9 percent) (Figures 4.5 and 4.6). Temporal trends among 
beneficiaries with SUD diagnoses differed between the regions in a similar manner as described 
above for the larger population. In NYC, utilization declined during the pre-period (from 20.3 
percent in 2014 to 18.7 percent in 2015) but then generally increased throughout the post-period 
and ended at 18.9 percent in 2019. In ROS, however, utilization trended down throughout the 
entire evaluation period, from 31.4 percent in 2015, the first year of the two-year pre-period, to 
24.0 percent in 2019. 

Relative to the larger SSI population, utilization of OASAS Opioid Treatment Program 
services was also predictably larger among beneficiaries with SUD diagnoses, with overall rates 
of 35.5 percent and 9.09 percent, NYC and ROS, respectively, and those with OUD, with overall 
rates of 66.9 percent and 25.5 percent, NYC and ROS, respectively. Utilization trends throughout 
the evaluation period were generally similar to those observed in the SSI population. In NYC, 
there was clear downward trend following the pre-period, with rates declining from 37.1 percent 
in 2014 and 2015 to 32.6 percent in 2019. Utilization in ROS, consistently over one-third smaller 
than that observed for NYC, trended up between the first year of the pre-period through 2018 
(from 8.98 percent to 9.34 percent) but shifted down in 2019; differences among these rates, 
however, were not statistically significant. This same pattern was observed among beneficiaries 
with OUD (Figure 4.7). In NYC, utilization declined steadily throughout the entire evaluation 
period (from 68.9 percent in 2014 to 65.2 percent in 2019). However, utilization was less 
consistent in ROS even though an upward trend was discernible in the post-period, and the 
differences among these rates were not statistically significant.  
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Figure 4.5. Access to Selected OASAS Programs, MMC Carve-in SSI Population with SUD, 
Unadjusted Rates (Percent) of Any Utilization, NYC 

 
SOURCE: Authors’ analyses of Medicaid data (2014–2019) and OTNY data (2015–2019) 

 
 

Figure 4.6. Access to Selected OASAS Programs, MMC Carve-in SSI Population with SUD, 
Unadjusted Rates (Percent) of Any Utilization, ROS 

 
SOURCE: Authors’ analyses of Medicaid data (2014–2019) and OTNY data (2015–2019) 
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Figure 4.7. Access to OASAS Opioid Treatment Program, MMC Carve-in SSI Population with OUD, 
Unadjusted Rates (Percent) of Any Utilization, NYC and ROS 

 
SOURCE: Authors’ analyses of Medicaid data (2014–2019) and OTNY data (2015–2019) 

Adjusted Quantitative Findings  
These analyses were conducted for the entire SSI population (Table 4.4) and individually for 

the populations of beneficiaries with Any SMI, Any SUD, and OUD (Table 4.5), and compared 
their utilization in each post-period year relative to the first year of the pre-period (2014 in NYC 
and 2015 in ROS). With some notable exceptions, the adjusted analyses generally confirmed the 
unadjusted findings for the services and programs for which we were able to run adjusted 
models.  
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Table 4.4. Likelihood of Utilization of Selected Community-Based BH Specialty Services, MMC Carve-in SSI population, by Post-period 
Year Relative to Early Pre-period, NYC and ROS  

 NYC  
(N=701,295) 

      ROS  
      (N=574,806)                                

Odds Ratio (95% CI) 2016* 2017* 2018* 2019* 2017* 2018* 2019* 

Any Key BH OP services 1.30  
(1.28, 1.32) 

1.29  
(1.27, 1.31) 

1.30  
(1.27, 1.32) 

1.33  
(1.30, 1.35) 

0.97  
(0.96, 0.99) 

1.00  
(0.98, 1.01) * 

1.00  
(0.99, 1.02) * 

Other Community-Based BH services 1.29  
(1.26, 1.31) 

1.33  
(1.31, 1.36) 

1.48  
(1.45, 1.50) 

1.67  
(1.64, 1.70) 

1.12  
(1.10, 1.14) 

1.27  
(1.24, 1.29) 

1.38  
(1.36, 1.41) 

OASAS Opioid Treatment Program 5.29  
(5.07, 5.51) 

5.62  
(5.39, 5.86) 

5.86  
(5.62, 6.12) 

5.89  
(5.64, 6.15) 

3.51  
(3.24, 3.81) 

3.99  
(3.68, 4.33) 

4.33  
(3.99, 4.69) 

OMH Outpatient Clinic 1.09  
(1.07, 1.10) 

1.03  
(1.01, 1.05) 

0.97  
(0.95, 0.98) 

0.91  
(0.89, 0.92) 

0.89  
(0.87, 0.90) 

0.83  
(0.81, 0.84) 

0.75  
(0.74, 0.77) 

SOURCE: Authors’ analyses of Medicaid data (2014–2019) and OTNY data (2015–2019) 
*Annually versus Early Pre-Period 
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Table 4.5. Likelihood of Utilization of Selected Community-Based BH Specialty Services, MMC Carve-in SMI, SUD, and OUD Subgroups, 
by Post-period Year Relative to Early Pre-period, NYC and ROS 

 
 
Odds Ratio  
(95% CI) 

NYC  
(N=283,129) 

      ROS  
       (N=157,514)                                

2016* 2017* 2018* 2019* 2017* 2018* 2019* 

SMI PROS  
 

2.25  
(2.09, 2.43) 

2.18  
(2.02, 2.35) 

1.98  
(1.83, 2.15) 

1.85  
(1.70, 2.00) 

2.79  
(2.60, 2.98) 

2.65  
(2.47, 2.85) 

2.39  
(2.23, 2.57) 

 OMH Outpatient Clinic 1.00  
(0.98, 1.03) 

0.92  
(0.90, 0.94) 

0.82  
(0.80, 0.84) 

0.72  
(0.70, 0.74) 

0.85  
(0.83, 0.88) 

0.73  
(0.71, 0.75) 

0.59  
(0.57, 0.60) 

SUD OASAS Opioid Treatment Program 6.89  
(6.54, 7.27) 

7.32  
(6.94, 7.73) 

7.09  
(6.72, 7.48) 

6.89  
(6.53, 7.27) 

4.52  
(4.09, 4.99) 

5.26  
(4.76, 5.82) 

5.13  
(4.64, 5.67) 

 OASAS Outpatient Clinic 0.72  
(0.69, 0.76) 

0.73  
(0.70, 0.77) 

0.70  
(0.67, 0.73) 

0.72  
(0.69, 0.75) 

0.92  
(0.88, 0.97) 

0.78  
(0.74, 0.82) 

0.66  
(0.63, 0.69) 

OUD OASAS Opioid Treatment Program 12.99  
(12.02, 14.04) 

13.22  
(12.22, 14.30) 

13.79  
(12.75, 14.92) 

13.34  
(12.33, 14.44) 

6.51  
(5.76, 7.35) 

8.21  
(7.25, 9.30) 

9.00  
(7.95, 10.19) 

SOURCE: Authors’ analyses of Medicaid data (2014–2019) and OTNY data (2015–2019) 
*Annually versus Early Pre-Policy 
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Utilization of Any Key BH OP services  
In NYC, the odds of utilization of Any Key BH OP services were 29 to 33 percent higher in 

the post-period years relative to the early pre-period (e.g., 2016, OR =1.30, 95 percent CI = 1.28, 
1.32, and 2019, OR =1.33, 95 percent CI = 1.30, 1.35). However, in ROS, the only significant 
difference was in the first post-period year (2017), when the odds were actually 3 percent lower 
than in the early pre-period (OR = 0.97, 95 percent CI = 0.96, 0.99).  

Utilization of OMH Outpatient Clinic services  
In NYC, the odds of utilization of OMH Outpatient Clinic services were 9  percent higher in 

the first post-period year (2016) relative to the early pre-period (OR =1.09, 95 percent CI = 1.07, 
1.10), but the advantage shrank to just 3 percent the following year (2017). In the last two years 
of the post-period, the odds of utilization of these services were actually lower than in the early 
pre-period, by 3 percent in 2018 and by 9 percent in 2019 (OR = 0.91, 95 percent CI = 0.89, 
0.92). In ROS, the likelihood of OMH Outpatient Clinic utilization was consistently lower in all 
post-period years relative to the early pre-period, with the odds declining steadily between the 
first post-period year (2017) (OR = 0.89, 95 percent CI = 0.87, 0.90) and the end of the post-
period (2019) (OR = 0.75, 95 percent CI = 0.74, 0.77).  

These patterns were also observed, although in a more pronounced fashion, when the 
analyses were circumscribed to those with SMI. In NYC, the likelihood of utilization of OMH 
Outpatient Clinic services in the first post-period year was comparable to that of the early pre-
period, but it declined every year thereafter, and by 2019 the odds were 28 percent lower (OR = 
0.72, 95 percent CI = 0.70, 0.74). In ROS, the odds of utilization of these services relative to the 
early pre-period were consistently lower, by 15 percent in the first post-period year (2017) and 
by 41 percent in the last year of the post-period (2019) (OR = 0.59, 95 percent CI = 0.57, 0.60).  

Utilization of Other Community-based BH services  
The likelihood of utilization of Other Community-based BH services increased every year of 

the post-period relative to the early pre-period in both regions. In NYC, while the odds were 29 
percent higher in the first post-period year (2016) relative to the early pre-period (OR = 1.29, 95 
percent CI = 1.26, 1.31), they were 67 percent higher by 2019 (OR = 1.67, 95 percent CI = 1.64, 
1.70). In ROS, the likelihood of this utilization grew over the post-period, with higher odds 
ranging between 12 percent in 2017 (OR = 1.12, 95 percent CI =1.10, 1.14) and 38 percent in 
2019 (OR = 1.38, 95 percent CI = 1.36, 1.41).  

Utilization of PROS services  
The likelihood of utilization of PROS services among those with SMI was higher in the post-

period relative to the early pre-period in ROS, an unexpected result given the unadjusted finding 
of a consistent downward trend throughout the evaluation period. (We did not conduct adjusted 
analyses for NYC due to the region’s low rate of PROS utilization.) However, the size of the 
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difference declined consistently throughout the post period: While the odds of PROS utilization 
relative to the early pre-period were 2.8 times higher in the first post-period year (OR = 2.79, 95 
percent CI = 2.60, 2.98), they were only 2.4 times higher in 2019 (OR = 2.39, 95 percent CI = 
2.23, 2.57).  

Utilization of OASAS Outpatient Clinic services  
We evaluated the likelihood of utilization of OASAS Outpatient Clinic services only in ROS 

due to NYC’s low rate of utilization of these services. Consistent with results from unadjusted 
analyses, the odds of this utilization in ROS were lower every year of the post-period relative to 
the early pre-period, with the lowest odds of utilization observed in 2019 (OR = 0.87, 95 percent 
CI = 0.84, 0.90).  

Analyses focused on those with SUD diagnoses, which we were able to conduct for both 
regions, uncovered a different pattern of utilization of OASAS Outpatient Clinic services for 
NYC than observed in unadjusted analyses. In NYC, relative to the early pre-period, the odds of 
this utilization were lower in the post-period, by 28 percent in both the first and last post-period 
years (e.g., 2019, OR = 0.72, 95 percent CI = 0.69, 0.75). The patterns for ROS resembled those 
observed for the larger SSI population, although they were more pronounced. For instance, by 
2019, the odds of utilization of these services were 34 percent lower relative to the early pre-
period (OR = 0.66, 95 percent CI = 0.63, 0.69).  

Utilization of OASAS Opioid Treatment Program services  
We evaluated likelihood of utilization of OASAS Opioid Treatment Program services only in 

NYC due to ROS’s low rate of utilization of these services. In NYC, the odds of this utilization 
were higher every year of the post-period relative to the early pre-period, an unexpected finding 
given the downward trend observed in the unadjusted analyses. Thus, while utilization of these 
services was 5.3 times more likely in the first year of the post-period than in the early pre-period, 
it was 5.9 times more likely by the end of the post-period (2019, OR = 5.89, 95 percent CI = 
5.64, 6.15).  

Both regions were included in analyses circumscribed to those with SUD and OUD, and the 
likelihood of this utilization was higher in the post-period relative to the early pre-period in both 
populations. In NYC, unlike the trend observed for the larger SSI population, the odds of 
utilization of these services relative to the early pre-period began trending down after peaking in 
the second year of the post-period for those with SUD and in the third year of the post-period for 
those with OUD. In ROS, the odds of this utilization for those with SUD also peaked in the 
second post-period year relative to the early pre-period (2018, OR = 5.26, 95 percent CI = 4.76, 
5.82; 2019, OR = 5.13, 95 percent CI = 4.64, 5.67), but among those with OUD the odds grew 
larger throughout the post-period (2017, OR = 6.51, 95 percent CI =5.76, 7.35; 2019, OR = 9.00, 
95 percent CI = 7.95, 10.19).  



 

 53 

Qualitative Findings 
Key informants discussed a range of factors that may impact access to BH specialty services. 

We have organized these factors into two sections. In the first section, we focus on factors that 
cut across different service types to potentially impact BH specialty service access overall. In the 
second section, we focus on a subset of BH specialty services to illustrate how informants 
discussed different factors that may influence access, depending on the type of service. Finally, 
we highlight informants’ suggestions for areas to prioritize in efforts to increase access to 
specialty BH services. 

Barriers and Facilitators to BH Specialty Care Under Mainstream MMC 

Overarching themes that reflected informants’ perspectives on members’ overall access to 
BH services primarily included fears regarding MCOs constraining access to care not being 
realized, addressing challenges of increased administrative burden and the need to build agency 
capacity, diversity of experiences in providers’ working relationships with different MCOs, and 
descriptions of the positive impact of the managed care carve-in.   

Across key informants, there was consensus that initial concerns regarding overall access to 
behavioral health services becoming disrupted once carved into managed care did not 
materialize. Key informants noted that initial perceptions of managed care companies being 
largely oriented towards limiting care as part of a focus on the “bottom line” shifted positively as 
the carve-in unfolded.  

There was a lot of fear when it all first started... [that] the services were gonna be 
cut…We only work with two managed care companies [but] we just haven’t seen 
that be true. [BHP-24] 
 
I think the MCOs, they’re workable with us. We found that they wanna see 
success just as much as we do. These are their clients, too—that they field phone 
calls from, that they see the claims from. [BHP/CMA-18] 

This shift in perspective was facilitated by providers and MCOs developing better working 
relationships over time and providers perceiving that MCO denials for care were not arising as a 
significant barrier to service access. 

The whole time I've been doing this, I've never had anybody denied for PROS…I 
would go to these meetings and people [were] like, “People aren’t going to be 
able to get care. They're going to be denied.” That's not how the managed care 
plans are functioning...There's a benefit to them for participants coming [to 
program] tomorrow and not going to inpatient… [BHP-35] 
 
I think overall managed care has really come to understand what happens in the 
community. I think that relationships have been built, to better that. I think it was 
difficult in the beginning, there was a lot of distrust and that has shifted over 
time. [MCO-32] 

Generally, informants expressed that managed care companies did not exhibit a pattern of 
refusing to authorize services. However, they noted that there were still situations where 
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providers had to engage in greater advocacy to get participants authorized f or services, or that 
administrative delays could lead to difficulties in the timeliness of access to BH health care .  

When I get a referral from the hospital that a client needs an ACT team, and we 
do a screening and the person needs an ACT team, we don’t always necessarily 
get that same level of approval or guidance or acceptance from the managed care 
company. They sometimes [say], “Oh, well, did you try this” and “Oh, did you 
try this,” because ACT is a high-paying model obviously, so they don’t 
necessarily always want to pay that, which I get. [BHP/CMA-23] 
 
We deal with one of the bigger managed care organizations pretty consistently, 
and they aren’t as responsive…Another thing is they don’t know their member 
[in the same way]...[that] can have a very dramatic impact. We may find a client 
who needs more authorized hours than they’re providing, and our hands are 
pretty much tied…We would advocate…And we encourage the participants 
themselves to advocate for themselves as well. [BHP-15] 
 

In earlier phases of the carve-in, informants explained there was a greater need to invest time 
and effort to help MCOs understand the different types of behavioral health services offered and 
the rationale for enrollees using them, in order to obtain approval. 

There was a little bit of a learning curve…I think they didn't really know what 
they [MCO] were doing when it came to ACT …We were having to kind of 
manage up and explain to them what ACT was, and the types of people who 
receive ACT services, and the reason why they receive ACT services… But after 
that initial period, things are kind of going okay. [BHP-33] 
 
A lot of the barrier in providing these services has been…that we don’t speak the 
same language, we don’t operate in the same way. We often think that a client 
should receive something, and the MCO may not agree or may not know what 
we’re talking about, so it’s caused a lot of hiccups… [BHP/CMA-23] 

Informants also discussed the role of MCOs as partners in facilitating members’ access to 
services. Some believed MCOs were helpful in advocating and strategizing for members to have 
access to appropriate care, including using their leverage as payers to ensure timely access to 
services. 

Now the insurance is at the table…It has been a phenomenal relationship…100 
percent, there have been times where we have worked very, very closely with the 
managed care company in regards to what services we can get clients into to 
really help them… [BHP/CMA-23] 
 
[If an] OP clinic is stonewalling or not moving quick around the admission 
process, [the] managed care company has…[moved] them to become a little bit 
more expeditious about admitting [a member]….It's not to a significant amount, 
but you hear whispers of it. [SA-10] 

Most key informants noted that the role of MCOs as advocates for access to care was 
generally limited. Most explained that, despite potential, MCOs had fairly minimal influence and 
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were not necessarily viewed as a helpful resource for providers to turn to in their efforts to help 
members access care.  

I think [the MCOs] would like to think they had more pull or push, but they don't 
often, but they're at the table because they're paying the bill. [BHP-33] 
 
I think that…reminding [providers] that they can reach out to [the] managed care 
company as a resource… [It] hasn’t felt like a helpful resource, that I think it 
actually has the potential to be… [BHP-12] 
 
They don't use us as a resource or use us as a partner, so that as the [member] 
may be having some kind of struggle, that we can intervene before the 
hospitalization needs to occur…[or prevent] a hospitalization that may be longer 
than necessary, if there have been other pieces that were put in place in advance. 
[MCO-32] 

The ability to engage in innovative pilot projects with MCOs to improve members’ 
engagement in behavioral health care was viewed positively. Informants noted that members 
experienced numerous challenges with social determinants of health, which posed an 
overarching barrier to accessing BH services. The opportunity to engage in pilot projects with 
managed care companies to help providers address social determinants of health, such as 
housing, was beneficial to supporting members’ engagement with BH services.  

We work on a pilot project with one managed care company for housing. So, 
clients who are high spenders in that specific managed care company who are 
also homeless, or are going to be homeless, can potentially live in this housing 
paid directly by this managed care company...Things like that…are happening in 
this new environment… [BHP/CMA-23] 

In terms of overarching challenges, informants identified a significant increase in 
administrative burden associated with managed care as one of the biggest challenges to the 
ongoing access, utilization, and provision of BH services. Informants consistently emphasized “it 
was administratively complicated” and outlined challenges associated with authorizations, 
utilization management reviews, and billing under managed care. Further exacerbating this 
administrative burden was that “each MCO has their own process” and timelines, which made it 
difficult for providers to coordinate work across multiple MCOs, upon whom they are dependent 
for payment.  

For some, you need to go through portals or others it’s a phone number…They 
might have one for region or program type, or as another company…It’s difficult 
to find a specific person that you can contact…And then some are turning around 
a response within 48 hours, but in other cases, it’s taking sometimes weeks…I’m 
often hearing that people are waiting for authorization…It’s just 
bureaucracy…across the different managed care companies, like each one does it 
in their specific way. [BHP-12] 
 
The only point where access is an issue is the fifteen thousand hoops everybody 
has to jump through, both providers and the clients, to get services…When we 
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were moving into managed care…[people at meetings were] saying, “Well you're 
going to have to figure out the administrative burden…” And it's still a huge 
administrative burden. And I think there are lots of programs that aren't getting 
paid for the services they're doing because of that administrative burden. [BHP-
35] 
 
I said this to [MCO]… “There’s so many more steps to do the same job that we 
were already doing”…And their response was, “We only added two more steps.” 
No, you added two more steps, but it added more steps for us. We’ve never billed 
Medicaid before so figuring out that process, making sure that we have insurance 
cards that we never had to ask for, that we had an electronic billable system, that 
we’re billing, billing’s getting kicked back, so figuring out why and what’s 
wrong with it… [BHP-14] 
 
I think that it has not been necessarily so easy for the providers having multiple 
managed care companies with multiple requirements. What we find is provider 
error in submitting the claim and I am quite sure that that is because there are so 
many managed care companies that they have to know billing methods for all 
different companies and that’s very difficult. [MCO28] 

MCOs’ subdelegation of behavioral health to other entities, particularly in earlier stages of 
the carve-in when subcontracting was more common, further exacerbated administrative, 
communication, and, most significantly, billing and reimbursement challenges, with denials 
being more common in these scenarios, altogether jeopardizing access to behavioral health care. 

The one that’s carved out, the [MCO]…either they turn a blind eye, or they don’t 
really know what’s going on, on the behavioral health side. Because there’s been 
a number of occasions where multiple providers will complain about a particular 
carve-out company to the primary [MCO]…to the degree, where that [MCO] has 
thought about changing, or has changed, to a different carve out because of the 
way the carve outs are handling it…The subcontracted behavioral health 
organization [was] not wanting to authorize anything, ever, anytime, for anyone. 
When they did it, it was at a reimbursement rate that was absolutely ridiculous. 
[BHP-17] 
 
Process-type things, like paying claims…denial rates, [what] we see are usually 
lower in the plans that manage the services themselves. So, I guess we just kind 
of feel that people are utilizing behavioral health services more in the plans that 
manage behavioral health services themselves. [SA-11] 

Given the new administrative complexities, informants consistently referenced the need to 
build capacity and infrastructure across behavioral health providers and care management 
agencies (CMAs) to work as part of a managed care system. However, they noted this was often 
financially challenging, and not all organizations were able to pursue the same strategies or build 
the same levels of capacity, potentially compromising their ability to provide person-centered 
care and receive reimbursement for services. Developing capacity often required ongoing 
training for staff, hiring additional personnel, and developing or expanding processes and 
information systems to facilitate documentation, data collection and reporting, and billing.  
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This shift from fee for service over to Medicaid managed care has been really 
difficult for providers…from training your staff, on getting EHR, to learning and 
maybe also having to have a clearinghouse as well as to making sure that you're 
putting…all of the different billing codes that you are eligible for, not leaving 
money on the table, hiring staff that really know this, and then making sure that 
your clinical staff or your front line staff are inputting the correct information so 
things can be billed correctly....Some larger organizations might have the 
resources and capacity to be able to do this, but smaller organizations really have 
had a hard time. [PTAO-13] 
 
I had to hire somebody and/or take someone else's full-time job and make them 
responsible for the utilization management, because what I know, and what I 
experience is, you cannot put that burden onto the clinical staff…We're all living 
on this very slim margin. And to go to…my management and say, “I need a 
whole UM person.” Where are we going to get the funding for that? [MCO35] 
 

While many key informants acknowledged that, with time, both their agency’s capacity to 
engage in the administrative processes of managed care and the communication with the MCO 
improved, most still underscored the continued need to “simplify” and develop more “universal 
ways of handling things under different MCOs.” 

If the state took more direction in terms of having the managed care companies 
behave in a certain way that streamlines with the other plans, that would go a 
long way. [MCO-28] 

Finally, informants discussed how the quality of provider relationships with individual 
MCOs and the ease and consistency of communication impacted BH service provision. They 
identified factors that supported positive and collaborative relationships with MCOs including 
providers “developing personal relationships” with MCOs; providers being “responsive to 
[MCOs] inquiries;” MCOs “recogniz[ing] how hard this work is;” spending time to learn about 
an agency and the services that are provided; MCOs having “open lines of communication” and 
“reaching out...proactively” to address issues; and MCOs working to bridge the gap between 
their staff who are making decisions within an “arm’s reach” and providers working on the 
ground.  

[MCO] is our boots on the ground. I know those people. I see them all over. 
We’re on a first-name basis with a lot of their people…They come to the 
meetings. Like, they’re interested. They wanna know things. [BHP/CMA-18] 
 
There was a huge push to hire clinicians who were coming from non-profit 
agencies, I think, or who had been doing this work, so I've actually found people 
to be, or the spirit to be, like recovery-oriented or person-centered… [BHP-12] 

Barriers and Facilitators Impacting Access to Different Types of BH Specialty Services 
Personalized Recovery Oriented Services (PROS). In addition to describing factors that 

could influence access to services across the carve-in, key informants also discussed factors they 
perceived as relevant to specific types of behavioral health services. For example, when 
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deliberating why there may be decreases in utilization of PROS over time, informants 
highlighted potential factors, such as the mentality of shifting away from traditional mental 
health services as “lifelong programs,” where members spend most of their time meeting 
targeted recovery goals and moving towards graduation, as well as a decreasing availability of 
PROS providers. 

We started to do what the model was supposed to do, which is not have people 
here five days a week…Almost everybody in [PROS] was…spending the max 
amount of time at program. In my six and a half years there, we watched that 
drop off because…that is what we're supposed to be doing. [BHP-35] 
 
A few PROS programs have closed and that's kind of been contributing to 
reduced PROS capacity…Because there's reduced capacity, we see reduced 
utilization… [SA-11] 

They also noted that it was unclear the degree to which the PROS model of in -person group 
supports matched the needs of younger adults accessing BH services: 

[If] you don't have a certain level of care within PROS, then you don't get 
paid…[If] we're to work with a younger set of people…they don't want to sit in 
groups all day and talk about whatever. They want to get boyfriends and 
girlfriends, and get a job, and leave their mother's apartment or something. [BHP-
33] 
 
When you bring new people in, young adults, people who are just hitting the 
system for the first time…they don't want to come five days a week… The PROS 
model has been pretty stagnant for the last, almost two decades now. And I don't 
think that we're thinking about how technology—I mean COVID has forced us to 
do all of this…young adults are loving this. This is how they communicate all the 
time…. [BHP-35] 

Assertive Community Treatment (ACT). When discussing ACT, informants reiterated 
that, as was the case generally, denials for ACT services specifically were not a significant 
challenge and that the high level of need for ACT services was generally recognized throughout 
the system. Informants speculated that ACT’s focus on serving those with extensive histories of 
unsuccessful encounters with other services, and its evidence base on reducing hospitalization, 
helped managed care companies recognize the need for ACT and its value. Overall, the influence 
of the carve-in and managed care specifically may be more limited when it comes to ACT 
utilization patterns.  

I don’t think the MCOs have anything to do with [ACT utilization patterns]. I 
think there's so many protective factors covering ACT… Oftentimes by the time 
folks get onto an ACT team, MCOs…they have a record of all the other 
interventions that have been tried. And they know as well as we do that this is it, 
that if this isn't going to work, they're going to be in the state hospital, or they're 
going to be in the local hospital and they're going to be covering the bill, 
whatever. [BHP-33] 
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One key informant cited above also elaborated on differences between ACT and PROS that 
shed further light on explaining potentially different patterns in utilization trends of these two 
program models: 

I think it's [the] program model, and I think it's a population that’s 
served…because of the high frequency of hospitalizations that often happen with 
people who are in an ACT team, that there is a very clear intervention that can 
happen. And the result is right there. Where with PROS…it's not as clear of a 
line between the interventions that happen in PROS program and the results of 
those. What are they paying out? How is what they're paying for reduc[ing] costs 
in another area? Whereas with ACT...[it’s] still a money-saver, if we're able to 
reduce the number of hospitalizations… [BHP-33] 

Informants highlighted that ACT utilization was likely more dependent on the availability of 
ACT slots overall: “It’s a huge barrier. Oh yeah, totally. It's a big problem. It's a big problem.” In 
smaller part, this dependence could be due to challenges with specialty ACT teams not always 
being able to match open slots to members that fit the “narrow definition of who qualifies for 
[that specific ACT] program,” or the mandate to hold slots for members “who [have been placed] 
in a controlled environment for an undetermined amount of time” (e.g., state hospital). Members’ 
movement through ACT was also considered a significant factor in limiting growth in the 
number of people that could be served. While it was noted that MCOs may create more ACT 
openings by promoting graduation, graduation from ACT was still often constrained by 
members’ reluctance to move on and by limited options for transitioning to lower care that was 
viable or that matched members’ needs or preferences.  

The requirement that most clinics have that someone attend therapy along with a 
psychiatrist, it's just not reasonable. That's just not going to work for 
[transitioning ACT clients]…Those are the people…who end up remaining with 
us for long periods of time, because—no one will take them, and they refuse to 
go to a counselor, which is typically now the requirement for most OP 
clinics…The reimbursement rate is so abysmal for just med only....The MCOs in 
terms of reimbursement rate for medication only patients at clinics is an issue 
that can be addressed, and that can directly affect our ability to discharge people. 
[BHP-33] 
 
Once a person no longer meets medical necessity for [ACT]—[MCOs’] creating 
more opportunity for less intensive services and expediting that person receiving 
those services will increase the amount of flow [into ACT]…[but] people 
wanting to go into those services [is still an issue]…There’s other things that they 
want besides just that clinic model for treatment…[And some have] gotten 
accustomed to [providers] they've been dealing with so they got comfortable with 
[staying in ACT]…As managed care [begins] to really question whether a person 
continues to need the service, I think that will create more flow and by creating 
more flow…the front door [to ACT] will just be open that much more because of 
vacancies. [SA-10] 

OnTrackNY Coordinated Specialty Care Services. With respect to individuals 
experiencing first episode psychosis, key informants noted that the carve-in itself may not have 
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been a significant factor influencing individuals’ access to evidence-based Coordinated Specialty 
Care (CSC) services, given the current mandate of OnTrackNY and its complex model of 
funding, which seemed to be the biggest factor impacting availability of CSC. 

The OnTrack New York teams have a mandate to enroll individuals regardless of 
insurance status…OnTrack New York has the blended and complex funding 
model where teams bill for billable services. Most teams receive funding from 
the state, which is a mix of state funds and federal funds… [PTAO-5] 

Suggestions for System Improvements 
Moving forward, key informants suggested areas where the system needs to continue to 

develop to further enhance access to care. This included ongoing attention to facilitating 
transitions of care (whether from a hospital to an OP program, or from a more intensive service 
to a less intensive one); expanding ways to monitor and address social determinants of health 
that impact both behavioral health service utilization and outcomes; expanding access to more 
same-day OP services in clinics; continuing to promote mutual trust, partnership, and 
collaboration between providers and MCOs; and streamlining and increasing uniformity for 
administrative processes across MCOs. 

One of the things that we want to continue to work on with our behavior health 
population are around some of our follow-up measures where it's follow-up after, 
like continuity of care, type of measures that are related to acute services…We 
have a few projects that are dedicated to that, around care transitions, so I think 
that's one thing we're really trying to move the needle more on. [MCO-32] 
 
What they don’t sometimes see on the MCO side is some of those social 
determinants and how much of a factor that those have eventually on their 
claims data? That’s where the people that are actually directly working with 
clients see the impacts…Does somebody have stable housing? Does somebody 
have stable food source? [BHP/CMA-18] 
 
If we had more [OMH OP] walk-in clinics. Because people walk in the building, 
right then and there, they need care. They need to walk into a place 
immediately—do it quick, intake to get set up in the hopes that maybe eliminate 
hospitalization…We have clients who are living on the street; they’re homeless 
and that would really be great, walk-in clinics. [BHP-22] 
 
MCOs are constantly just referred to as payers. And so, thinking of us as a 
resource for care management and in connections to care comes so far down the 
line when the initial thought is “They are the payer.” I think choosing the right 
language and…really promoting systemic partnership and collaboration, as a 
shift away from, I think, arguably an overemphasis on the nature of claim 
operations…would be useful. [MCO-32] 
 
I wish the MCOs had the same process and they don’t…I wish that…they would 
include the downstream providers, and the care managers, to the frontline [staff 
in decisionmaking]…making it [a] universal [process] for all MCOs. It would 
make life so much easier. [BHP-14] 
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Summary of Findings 

RQ 1 Hypotheses 1 and 2: Utilization of BH specialty services and evidence-based care for FEP will 
increase. 
The mixed findings generated by our analyses of MMC enrollees’ utilization of community-

based BH specialty services provide inconclusive evidence regarding the DOH’s hypothesis.  
An important finding regarding utilization of any of the community-based BH specialty 

services of interest to the DOH (i.e., Any Key BH OP services) is the variability between the 
regions in their utilization patterns. In NYC, the likelihood of utilization of Any Key BH OP 
services was higher in the post-period than in the early pre-period as part of an upward trend that 
started before the launch of the policy. However, trends were less consistent in ROS. Reports 
from key informants also suggested mixed impacts on utilization of BH services. Overall, 
informants reported that the shift into MMCs did not result in lower utilization of BH services as 
they had expected. However, they reported some challenges, including an increase in 
administrative burden and lack of appreciation of beneficiaries’ needs. Informants generally 
interpreted the barriers they experienced as temporary problems related to implementation of 
new procedures that would likely improve over time. Key informants identified three factors that 
influenced access to all BH services: the heavy administrative burden on providers, the extent to 
which the working relationships with MCOs were positive, and the impacts of social 
determinants of health on enrollees. 

Analyses that evaluated utilization of individual programs uncovered significant variation in 
trends over time, with some programs also having different trends in each region. To some 
extent, these differences in trends in utilization of different BH service types were also reported 
by our key informants. It is noteworthy that the overall utilization of specialty BH clinic 
programs, including OMH and OASAS Outpatient Clinic services, by SSI beneficiaries with 
SMI and SUD, was quite modest, with fewer than two out of ten beneficiaries with SUD utilizing 
OASAS Outpatient Clinic services and fewer than six out of ten beneficiaries with SMI utilizing 
OMH Outpatient Clinic services. 

ACT and PROS. These programs exhibited opposite utilization trends. Unadjusted findings 
among both the SSI and the SMI populations in both regions suggest that ACT utilization 
generally increased between the pre-period and the post-period, while PROS utilization generally 
decreased as part of a trend that started before the launch of the policy. Although adjusted PROS 
utilization analyses conducted only among those with SMI in ROS showed higher post-period 
likelihood of utilization relative to the pre-period, our confidence in the adjusted results is 
diminished by the relative low PROS utilization and small numbers of individuals included in the 
analyses. Informants reported a positive impact of MMC plans on access to ACT and a longer-
term reduction in demand for PROS unrelated to the changing role of MMC plans.   

OMH Outpatient Clinic and Other Community-based BH services. Opposite trends were also 
apparent for these frequently utilized BH services. While likelihood of utilization of OMH 
Outpatient Clinic services was lower in the post-period years relative to the early pre-period, a 
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pattern that was more pronounced in ROS and among those with SMI, likelihood of utilization of 
Other Community-based BH services increased every year of the post-period relative to the pre-
period in both regions in an upward trend that started before the launch of the policy.  

OASAS Outpatient Clinic and OASAS Opioid Treatment Program. These programs also 
exhibited generally opposite trends throughout the evaluation period although in a less consistent 
manner as trends varied by region and also by population for Opioid Treatment Program 
services. While in NYC, unadjusted utilization of OASAS Outpatient Clinic services generally 
increased throughout the post-period after declining during the pre-period, the opposite was true 
in ROS; generally, similar patterns were observed for beneficiaries with SUD diagnoses. 
Adjusted analyses conducted only for ROS for the SSI and SUD populations generally 
confirmed the downward trend. In contrast, unadjusted utilization of OASAS Opioid Treatment 
Program services declined in NYC throughout the post-period, yet this utilization experienced an 
upward trend in ROS that started before the launch of the policy. Similar patterns were observed 
for beneficiaries with SUD and OUD diagnoses. Although adjusted analyses conducted for NYC 
contradict the unadjusted analyses for the three populations examined, we note that the low 
frequency of this utilization or relatively small number of individuals included in these analyses  
reduces our confidence in the results. Thus, the most consistent result appears to be the upward 
trend for ROS, one that appears to have started before the launch of the policy.  

Other small programs. OASAS Residential Program, CDT, and Partial Hospitalization 
differed in their utilization patterns, with the latter two trending down statewide. FEP program 
utilization was observed only late in the post-period and it was minimal, probably due to the 
nature of our MMC carve-in cohort (SSI disabled Medicaid beneficiaries); however, utilization 
of FEP services trended up in both regions among beneficiaries with SMI.  

RQ2: To what extent are MMC enrollees accessing community-based health care? 

This RQ included one hypothesis:  

1. The percent of MMC BH members with primary care will increase.  

We addressed this RQ with quantitative and qualitative methods (see Table 4.1). For the 
quantitative analyses, we assessed annual rates of any utilization of community-based health care 
among disabled SSI adult beneficiaries enrolled in the mainstream MMC system. We evaluated 
this utilization with a measure capturing receipt of primary and/or preventive care, the Provider 
Preventable Conditions (PPCs) measure created by DOH. For adults, PPCs captures information 
collected as part of the Healthcare Effectiveness Data and Information Set (HEDIS) measure 
“Adults' Access to Preventive/Ambulatory Health Services” (AAP), which defines such access 
based on evidence of office-based evaluation and management and preventive care visits with a 
physician or physician extender (NCQA, 2021). Because the PPCs measure is constructed to 
report lack of receipt of primary and/or preventive care, we inverted it to report receipt of such 
care.  
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Unadjusted Quantitative Findings  
In NYC, the number of beneficiaries eligible for the PPCs measure ranged between 116,661 

in 2015 (the only pre-period year) and 108,488 in 2019 (the last post-period year). In ROS, the 
number of beneficiaries eligible for this measure ranged between 89,015 in 2015 (the first pre-
period year) and 85,993 in 2019.  

The annual rates of utilization of primary and/or preventive services among SSI disabled 
MMC beneficiaries declined slightly but significantly throughout the post-period in both regions, 
ranging between 94.4 percent in 2016 and 92.7 percent in 2019 in NYC, and between 90.9 
percent in 2017 and 90.8 percent in 2019 in ROS (Figure 4.8).  

Figure 4.8. Access to Primary and/or Preventive Services, MMC Carve-in SSI population, 
Unadjusted Rates (Percent) of Any Utilization, NYC and ROS 

 
 

Adjusted Quantitative Findings  
In both regions adjusted results were not entirely consistent with the results obtained in the 

unadjusted analyses (Table 4.3). In NYC, the odds of utilization of primary and/or preventive 
services in the first two post-period years (2016 and 2017) were 18 percent and 11 percent lower 
than in the early pre-period, respectively. However, in the last two years of the post-period, and 
contrary to the results obtained in the unadjusted analyses, the odds of this utilization relative to 
the early pre-period were 15 percent higher in 2018 and 19 percent higher in 2019 (OR = 1.19, 
95 percent CI = 1.14, 1.24). In ROS, the likelihood of utilization differed between the periods 
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only in the last year of the post-period (2019), when the odds were 7 percent higher than in the 
early pre-period (OR = 1.07, 95 percent CI = 1.03, 1.10).  

Qualitative Findings 

Barriers and Facilitators to Primary and Preventive Care Under Mainstream MMC 

The qualitative interviews provide information on how key informants perceive the impact of 
MMC on access to primary and preventive care. Our informants representing MCOs described 
the administrative integration between management of BH and PH care within their 
organizations. Informants representing providers recognized the potential for these 
administrative changes to improve integration of care, saying that the carve in “opened the 
opportunity for integration” and that “the opportunity for integration is much stronger through 
this [the carve-in].” However, these informants also described four continuing challenges with 
integration of actual clinical services: ongoing difficulties in communication across providers in 
the system, limited availability of doctors/clinics that were well-suited to meeting the complex 
needs of the population, limited knowledge or ability of BH and PH care providers, and 
challenges specific to subdelegation of BH services by MCOs. 

MCO informants discussed the ways in which there was enhanced integration at their 
organizations for behavioral and physical health. 

There's still some difficulties with integration…in the provider world and 
understanding how to do that. [MCO32] 

However, many informants noted that, while there may have been more progress in the 
administrative integration of care with the carve-in, integration “in the provider world” on the 
ground continued to be more limited. Providers’ optimism about potential improvements in care 
integration were tempered by the four remaining concerns listed above about access to physical 
health services. Informants emphasized that in practice communication between providers was 
an ongoing challenge and that those challenges limit the ability of care coordinators to ensure 
that their patients access care they need.   

Care coordinators…really struggle with…getting access to the information and 
kind of being seen in the care team as that role and responsibility…The [care 
manager/coordinator role] hasn't been clearly delineated outside of the behavioral 
health system…where a care manager will call a provider’s physician and they'll 
have the…consent form signed and everything, and the physician will be like, “I 
don't know what this is, I don't know who you are, [I’m] not talking to you,” so 
it's tricky. [PTAO-13] 
 
One of the problems…trying to do more integration is really about HIPAA and 
kind of communicating with providers like the PCP, but then more specifically 
with the SUD providers and our restraints with kind of trying to coordinate care 
and not being able to kind of discuss all of their substance use history for our 
members. [MCO32] 
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Informants noted that there still seemed to be multiple steps in linking participants with 
appropriate physical health care and communicating with primary care providers. 

The amount of backflips and the quadruple somersaults that my nurses have to do 
to get somebody in to see a doctor is outrageous. A doctor who will actually see 
them and understand that they have a lot of other issues going on and might not 
get there on time for an appointment, etc... [BHP-33] 

Many providers do not have the time or knowledge to engage in activities outside of their 
specialty in either physical or behavioral health.  

If we're talking specifically about physical health integration with behavioral 
health, some of the screenings that we would like to see in the PCP office don't 
necessarily get completed. Sometimes there's not an awareness that they can 
actually code and bill for having done a particular screening for a test. I feel like 
there's not a consolidated way to get that information out as clearly as we would 
like. And sometimes, also on the behavioral health side, if you have a psychiatrist 
in a clinic or a PROS program, and they identify that there is something that's 
needed from a physical health standpoint, their ability to know how and what 
steps to take to connect the person beyond just giving them a referral is really 
limited, and we hear a lot of complaints about time constraints in the ability to do 
these things. [MCO32] 

Finally, informants specifically noted challenges in integrating care when BH care is 
subdelegated by an MCO to a specialty behavioral health organization. MCOs that subdelegate 
BH services were perceived to be less capable of using data on all the care a beneficiary receives 
to make informed decisions.   

In the insurance industry in general, roads that carve out behavioral health need 
to figure out how to put all that data together with the medical side of the plan to 
look at total costs of care for individuals. Some managed care companies can do, 
some can’t. … Until we’re really able to look at the total cost of care, to say this 
is what the average spending is on the average person and this is what the 
spending is on the high utilizers and this is what we spend when we don’t do 
something…I think it’s less of a problem for the companies that don’t carve it out 
because they’re looking at one dataset and they can gather information from that 
dataset. [CMA-17] 

Summary of Findings 

RQ2 Hypothesis 1: The percent of MMC BH members with primary care will increase. 
Our findings provide inconclusive evidence regarding the DOH’s hypothesis with respect to 

the utilization of primary and/or preventive services, already very high in NYC and ROS prior to 
the launch of the policy. The slight decline in the unadjusted utilization observed in the post-
period contrasted with adjusted analyses suggesting that the likelihood of this utilization was 
actually higher in both regions toward the end of the post-period than prior to the launch of the 
policy. Although this inconsistency may be caused by the adjustor variables having a large 
explanatory power on the unadjusted analysis results, we suggest caution in the interpretation of 
the adjusted results as the high utilization of these services may mean relatively small sample 
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sizes in some subgroups. The key informants interviewed noted the potential for improvement in 
integrated care resulting from management by MMC plans, but they also noted other factors that 
continue to limit access to primary and/or preventive services including lack of communication 
among providers, the multiple step process involved in linking enrollees with primary care 
services, limited time and knowledge of serious mental illness among providers, and continued 
fragmentation of behavioral health and primary care services when MMCs subdelegate BH 
services.  

4.2 Goal 2: Improve health, BH, and social functioning outcomes for adults 
in the HARP program 
This section addresses 11 RQs and associated hypotheses related to the HARP program. The 

RQs focus on multiple outcomes relevant to HARP-eligible beneficiaries, including those 
enrolled in the HARP program (HARP enrollees) and those who despite their eligibility are not 
enrolled (non-HARP individuals), to determine the extent to which the second goal of the BH 
Demonstration has been attained. The RQs were addressed with a mixed methods approach 
(Table 4.6).  

Table 4.6. Overview of Goal 2 Approach 

Research Question Data Source^ Outcome Measure Design and Analytic Approach*  

1. How has enrollment in 
HARP plans increased 
over the length of the 
Demonstration? 

Medicaid Data Percentage of HARP eligible 
beneficiaries enrolled in 
MMC, HARP, or HIV SNP, 
by annual period  
 
 

Open cohort 
Unadjusted analyses over post-
period (four (4) years NYC; three 
(3) years, ROS)  
 

Key informant 
interviews; 
Interviews with 
HARP enrollees 

Barriers and facilitators of 
HARP enrollment  

Qualitative methods 
 

2. What factors are 
associated with non-
enrollment in HARP 
plans? 
 

Medicaid Data Population-level differences 
in person-level 
characteristics for HARP 
eligible enrollees who are 
enrolled versus not enrolled 
in HARP, by annual period 

Open cohort 
Unadjusted analyses over post-
period (four (4) years NYC; three 
(3) years, ROS)  
 

Medicaid Choice 
Enrollment Data 

Reasons for opting out of 
HARP, by annual period 

Open cohort 
Unadjusted analyses over post-
period (four (4) years NYC; three 
(3) years, ROS)  
 

Key informant 
interviews  

Barriers and facilitators to 
HARP enrollment 

Qualitative methods 
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Research Question Data Source^ Outcome Measure Design and Analytic Approach*  

3. What are the 
demographic and clinical 
characteristics of the 
HARP population? Are 
they changing over time? 

Medicaid Data 
 
 

Percentage of HARP 
enrollees with specific 
characteristics, by annual 
period 

Open cohort 
Unadjusted analyses over post-
period (four (4) years NYC; three 
(3) years, ROS)  

4. What are the 
educational and 
employment 
characteristics of the 
HARP population?  

CMH Screen Educational and 
employment attainment for 
HARP enrollees, by annual 
period  

Open cohort 
Unadjusted analyses over post-
period (four (4) years NYC; three 
(3) years, ROS)  
 

5. To what extent are 
HARP enrollees 
accessing primary care? 

Medicaid Data 
 

Percentage of HARP eligible 
enrollees receiving primary 
and/or preventive health 
services, by annual period 

Closed cohort 
Analyses over pre-period (two (2) 
years) and post-period (four (4) 
years NYC; three (3) years, ROS)  
• Unadjusted Analyses 
• Adjusted (Matched Sample) 

Analyses@    

Key informant 
interviews; 
Interviews with 
HARP enrollees 

Barriers and facilitators to  
access to primary and 
preventive care  

Qualitative methods 
 

6. To what extent are 
HARP enrollees 
accessing community-
based BH specialty 
services (ACT, PROS, 
OMH Outpatient Clinic, 
Continuing Day 
Treatment, Partial 
Hospitalization, OASAS 
Opioid Treatment 
Program, OASAS 
Outpatient Clinic, and 
FEP programs)? 

Medicaid Data 
OTNY Data 
System 

Percentage of HARP eligible 
enrollees receiving any and 
specific BH specialty 
services, by annual period 

Closed cohort 
Analyses over pre-period (two (2) 
years) and post-period (four (4) 
years NYC; three (3) years, ROS)  
• Unadjusted Analyses 
• Adjusted Analyses@ [selected 

outcomes]: DiD, ITS  

Key informant 
interviews  

Barriers and facilitators to  
access to specialty BH care  

Qualitative methods 
 

7. To what extent are 
HARP enrollees 
accessing Health Homes 
for care coordination? 

Medicaid Data  Percentage of HARP eligible 
enrollees engaged in Health 
Home services, by annual 
period  

Closed cohort 
Analyses over pre-period (two (2) 
years) and post-period (four (4) 
years NYC; three (3) years, ROS)  
• Unadjusted Analyses 
• Adjusted Analyses@ [selected 

outcomes]: DiD, ITS  
 

Key informant 
interviews; 
Interviews with 
HARP enrollees 

Barriers and facilitators to  
access to care coordination 
services 

Qualitative methods 
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Research Question Data Source^ Outcome Measure Design and Analytic Approach*  

8. To what extent is 
HARP quality of care 
improving, especially 
related to the HEDIS 
measures of health 
monitoring, prevention, 
and management of BH 
conditions, 
cardiovascular disease, 
asthma, diabetes, and 
other selected chronic 
health conditions? 

Plan-reported 
HEDIS® / QARR 
quality 
measures#  
Medicaid Data 

Quality of care among 
HARP eligible enrollees, by 
annual period 

Closed cohort 
Analyses over pre-period (two (2) 
years) and post-period (four (4) 
years NYC; three (3) years, ROS)  
• Unadjusted Analyses 
• Adjusted Analyses@ [selected 

outcomes]: DiD, ITS  

9. To what extent are 
HARP enrollee 
experiences with care 
and access to health and 
BH services positive?  
 

CAHPS Percentage of HARP 
enrollees who: 1) report it 
was easy to get BH 
treatment; 2) report it was 
easy to get SUD treatment; 
3) rated their BH treatment 
positively; 4) rated their SUD 
treatment positively. By 
annual period when data are 
available  

Open cohort 
Unadjusted analyses at the plan 
level for 2017 and 2019 reporting 
years 
 

10. To what extent are 
HARP enrollees satisfied 
with the cultural 
sensitivity of BH 
providers and their 
wellness, recovery, and 
degree of social 
connectedness? 

HARP PCS Percentage of HARP 
enrollees who: 1) report that 
BH care was responsive to 
their cultural background; 2) 
had a positive overall rating 
of quality of life; 3) had 
overall positive beliefs about 
health and wellness; 4) rated 
PCS questions in the social 
connectedness domain 
positively; 5) rated items 
related to communication 
with health care providers 
positively. By annual period 
when data are available  

Open cohort 
Unadjusted analyses over post-
period (four (4) years NYC; three 
(3) years, ROS)  
 

11. To what extent are 
HARPs cost effective? 
What are the PMPM cost 
of inpatient psychiatric 
services, SUD ancillary 
withdrawal, hospital-
based detox, and ED 
services for the HARP 
population? Are these 
costs decreasing over 
time? 

Medicaid Data 
MHARS 

Risk-adjusted utilization of 
acute care and non-acute 
(OP) BH services among 
HARP eligible enrollees, by 
annual period (PMPM/Y) 
 
Risk-adjusted PMPM cost of 
acute care and non-acute 
(OP) BH services among 
HARP eligible enrollees, by 
annual period (PMPM/Y) 

Closed cohort 
Analyses over pre-period (two (2) 
years) and post-period (four (4) 
years NYC; three (3) years, ROS)  
• Unadjusted Analyses 
• Adjusted Analyses@ [selected 

outcomes]: DiD, ITS  
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Research Question Data Source^ Outcome Measure Design and Analytic Approach*  

* All analyses were conducted separately for NYC and ROS; see Appendix E for unadjusted results for RQs 5-8 
and RQ11. 
@ Adjusted Analyses (see Section 3.3 for adjustor variables): ITS models compared outcomes each post-period 
year relative to the first pre-period year (full HARP enrollee population); DiD models (and matched sample ATC 
analyses) compared outcomes for HARP enrollees versus non-HARP individuals (HARP enrollee subpopulation 
with similar characteristics as the non-HARP population). Linear regression estimates are presented as changes in 
utilization (percent probability, number of visits) or costs ($), and their respective standard errors. Matched sample 
results are presented only for key outcomes we were unable to model. 
^ We were unable to use CMH Screen data to characterize risk and protective factors (RQ3) or construct adjustor 
variables due to low rates of completion  and the lack of longitudinal data (see Appendix Table E.4). 
# We lacked 2019 HEDIS/QARR data for the two Comprehensive diabetes screening measures. 

 

Characteristics of the Future HARP-eligible Population 

Table 4.7 describes the characteristics of the HARP-eligible population assessed during the 
pre-period and hence before these individuals had become HARP enrollees or non-HARP 
individuals. In the pre-period and statewide, there were 53,887 beneficiaries who became HARP 
enrollees in the post-period and 3,493 beneficiaries who became non-HARP individuals in the 
post-period and met eligibility criteria for inclusion in our Goal 2 cohort. Relative to the 
population that become HARP enrollees, the population that did not enroll in HARP tended to be 
more male, more white, and healthier in terms of overall health status. In NYC, the non-HARP -
to-be population did not differ from the HARP enrollee-to-be population with regard to rates of 
Any SMI but were generally less burdened with Any SUD. In ROS, the non-HARP-to-be 
population had lower rates of Any SMI but higher rates of OUD than the HARP enrollee-to-be 
population. In terms of service utilization, the non-HARP-to-be population had lower rates of 
Any utilization of key BH OP services relative to the HARP enrollee-to-be population, in both 
regions and across the State. The non-HARP-to-be population in NYC had higher intensity of 
acute care utilization of both BH and non-BH services, while those in ROS had lower intensity 
of OP utilization of Any key BH and non-BH services. 
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Table 4.7. Characteristics of the HARP-eligible Population, NYC, ROS, and Statewide) 

 NYC ROS 

 All 
(N=29,473) 

HARP 
(N=28,308) 

Non HARP 
(N=1,165) 

P-
Value 

All 
(N=27,907) 

HARP 
(N=25,579) 

Non HARP 
(N=2,328) 

P-
Value 

Age, Mean (SE) 45.1 (0.06) 45.04 (0.06) 45.55 (0.32) 0.10 41.1 (0.07) 41.1 (0.07) 40.8 (0.24) 0.20 
Sex, %         

Male 46.4 46.4 47.5 0.46 40.7 40.3 45.5 0.00 
Female 53.6 53.6 52.5  59.3 59.7 54.5  

Race/Ethnicity, %        
White 25.7 25.5 30.6 0.00 60.5 59.8 68.6 0.00 
Black 43.6 43.8 39.3  24.7 25.3 19.0  
Hispanic 20.6 20.9 14.7  11.9 12.2 9.0  
Asian/American Indian/Other 10.1 9.90 15.4  2.84 2.79 3.36  

Behavioral Health (BH) diagnosis, %       
Schizophrenic disorders 42.4 42.3 46.6 0.00 33.0 33.2 30.5 0.01 
Bipolar disorder (severe) 3.95 3.98 3.02 0.03 3.92 3.98 3.23 0.06 
Other Serious Affective/Psychotic 
Disorders 

51.6 51.8 47.7 0.00 46.0 46.4 41.2 0.00 

Chronic alcohol abuse  15.2 15.2 16.0 0.38 16.8 16.8 16.7 0.93 
Opioid abuse and dependence 
(OUD) 

16.1 16.2 13.4 0.00 11.9 11.6 15.0 0.00 

Any Serious Mental Illness (SMI) 
diagnosis 

72.5 72.5 72.7 0.83 60.8 61.2 55.6 0.00 

Any Substance Use Disorder 
(SUD) diagnosis 

33.7 33.9 29.5 0.00 32.0 31.8 33.7 0.07 

Core Health Status (revised), %        
Healthy to Minor Chronic disease  6.54 6.46 8.41 0.00 11.6 11.3 14.3 0.00 
Moderate to Significant Chronic 
Disease  

70.1 70.0 71.5  75.7 75.9 73.9  

Dominant Chronic Disease to 
Catastrophic Conditions 

23.4 23.5 20.1  12.8 12.8 11.8  

Any Utilization of Key Behavioral 
Health Outpatient Services, %  

84.8 85.1 77.5 0.00 77.3 77.8 71.6 0.00 
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 NYC ROS 

 All 
(N=29,473) 

HARP 
(N=28,308) 

Non HARP 
(N=1,165) 

P-
Value 

All 
(N=27,907) 

HARP 
(N=25,579) 

Non HARP 
(N=12,328) 

P-
Value 

Health Service Utilization, Per Year, mean (SE)       
Key Behavioral Health Outpatient 
Visits 

9.76 (0.03) 9.77 (0.03) 9.60 (0.16) 0.30 8.28 (0.04) 8.31 (0.04) 7.96 (0.13) 0.01 

Non-Behavioral Health Outpatient 
Visits 

5.46 (0.03) 5.47 (0.03) 5.30 (0.14) 0.26 4.96 (0.03) 5.02 (0.03) 4.27 (0.09) 0.00 

Acute Behavioral Health Visits 3.23 (0.05) 3.19 (0.05) 4.28 (0.41) 0.01 2.96 (0.04) 2.97 (0.04) 2.90 (0.14) 0.65 
Acute Non-Behavioral Health Visits 3.40 (0.04) 3.36 (0.04) 4.38 (0.38) 0.01 3.65 (0.03) 3.66 (0.04) 3.42 (0.12) 0.05 

Small Area (County) Characteristics, mean (SE)       
Area Health Resource Files 
(AHRF): Poverty 

0.22 (0.00) 0.22 (0.00) 0.22 (0.00) 0.02 0.13 (0.00) 0.13 (0.00) 0.13 (0.00) 0.00 

Area Health Resource Files 
(AHRF): Diversity Index 

0.68 (0.00) 0.68 (0.00) 0.68 (0.00) 0.00 0.36 (0.00) 0.36 (0.00) 0.35 (0.00) 0.00 

   Health Professional Shortage Area, Mental Health, %       
   0 (none) 0.00 0.00 0.00 0.94 6.25 6.28 5.90 0.00 
   1 (whole county) 30.7 30.7 30.8  8.27 7.84 13.0  
   2 (partial county) 69.4 69.4 69.2  85.5 85.9 81.1  
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 Statewide 
 All 

(N=57,380) 
HARP 

(N=53,887) 
Non-HARP 
(N=3,493) 

P-Value 

Age, Mean (SE) 43.1 (0.05) 43.2 (0.05) 42.4 (0.20) 0.00 
Sex, % 

Male 43.7 43.5 46.2 0.00 
Female 56.4 56.5 53.9  

Race/Ethnicity, % 
White 42.4 41.5 55.8 0.00 
Black 34.6 35.1 25.9  
Hispanic 16.5 16.8 11.0  
Asian/American Indian/Other 0.00 6.58 7.43  

Behavioral Health (BH) diagnosis, % 
Schizophrenic disorders 39.4 39.5 38.6 0.34 
Bipolar disorder (severe) 3.94 3.98 3.13 0.00 
Other Serious Affective/Psychotic 
Disorders 

49.8 50.1 44.5 0.00 

Chronic alcohol abuse  15.7 15.7 16.4 0.27 
Opioid abuse and dependence (OUD) 14.8 14.8 14.2 0.36 
Any Serious Mental Illness (SMI) 
diagnosis 

68.7 69.0 64.2 0.00 

Any Substance Use Disorder (SUD) 
diagnosis 

33.2 33.2 31.6 0.05 

Core Health Status (revised), %  
Healthy to Minor Chronic disease  8.98 8.76 12.3 0.00 
Moderate to Significant Chronic Disease  72.8 72.8 73.1  
Dominant Chronic Disease to 
Catastrophic Conditions 

18.2 18.5 14.6  

Any Utilization of Key Behavioral Health 
Outpatient Services, %  

82.4 82.9 74.5 0.00 

Health Service Utilization, Per Year, mean (SE) 
Key Behavioral Health Outpatient Visits 9.31 (0.03) 9.34 (0.03) 8.81 (0.10) 0.00 
Non-Behavioral Health Outpatient Visits 5.30 (0.02) 5.32 (0.02) 4.75 (0.08) 0.00 
Acute Behavioral Health Visits 3.14 (0.04) 3.12 (0.04) 3.61 (0.22) 0.03 
Acute Non-Behavioral Health Visits 3.48 (0.03) 3.46 (0.03) 3.86 (0.19) 0.04 

Small Area (County) Characteristics, mean (SE)  
Area Health Resource Files (AHRF): 
Poverty 

0.19 (0.00) 0.19 (0.00) 0.17 (0.00) 0.00 

Area Health Resource Files (AHRF): 
Diversity Index 

0.57 (0.00) 0.58 (0.00) 0.52 (0.00) 0.00 

   Health Professional Shortage Area, Mental Health, %  
   0 (none) 2.06 2.01 3.00 0.00 
   1 (whole county) 23.3 23.4 21.7  
   2 (partial county) 74.7 74.6 75.3  

SOURCE: Authors’ analyses of Medicaid data (2014–2019), OTNY data (2015–2019), and AHRF data (2010–2014, 
2014–2018)  
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RQ1: How has enrollment in HARP plans increased over the length of the 
Demonstration? 

This RQ included one hypothesis:  

1. The HARP enrollment will increase and the majority of HARP eligibles will enroll in 
HARP or HIV SNP rather than MMC mainstream plans. 

We addressed this RQ with quantitative and qualitative methods (see Table 4.6). For the 
quantitative (unadjusted) analyses, we assessed the percentage of HARP eligible beneficiaries 
enrolled in MMC plans, HARPs, or HIV SNPs through a binary measure of any enrollment, 
defined as having at least one month of plan enrollment annually in any year of the post-period; 
we note that this definition allowed beneficiaries to be enrolled in more than one plan annually. 
We supplemented this binary measure with the mean number of months of enrollment per year in 
any year of the post-period.  

Quantitative Findings  
Over the course of the post-period, there were growing numbers of Medicaid beneficiaries 

meeting HARP eligibility criteria in both regions, increasing from 68,163 (2016) to 85,194 
(2019) in NYC, and from 67,409 (2017) to 85,410 (2019) in ROS (Table 4.8).  

The percentages of HARP-eligible beneficiaries enrolled in MMC plans and the mean 
number of enrollment months declined substantially over the post-period in both regions, from 
85.1 percent (2016) to 33.7 percent (2019) in NYC, and from 99.0 percent (2017) to 51.3 percent 
(2019) in ROS, with their respective mean numbers of enrollment months also decreasing.  

The percentages of HARP eligibles enrolled in HARPs increased substantially over the post-
period in both regions, from 70.2 percent (2016) to 86.8 percent (2019) in NYC, and from 61.5 
percent (2017) to 81.8 percent (2019) in ROS. The number of enrollment months also increased: 
By the end of the post-period (2019), HARP enrollees were enrolled for close to nine months in 
NYC and close to eight months in ROS.  

The percentages of HARP eligibles enrolled in HIV SNPs were much lower, particularly in 
ROS, and they did not increase over the post-period in either region. Overall post-period rates of 
enrollment were 5.24 percent in NYC and 0.02 percent in ROS. However, in NYC, the number 
of HIV SNP enrollment months did increase, although only slightly. 
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Table 4.8. MMC, HARP, and HIV SNP Enrollment, HARP-Eligible Beneficiaries, Unadjusted Rates 
(Percent), by Post-Policy Year and All Years Combined, NYC and ROS 

 2016 2017 2018 2019 Overall P-
value 

NYC (N=68,163) (N=79,644) (N=83,469) (N=85,194) (N=316,470)  

Any enrollment in MMC, %  85.1 52.6 42.8 33.7 51.9 0.00 
Number of months enrolled in 
MMC, Mean (SE) 

5.25 (0.02) 4.40 (0.02) 3.53 (0.02) 2.51 (0.01) 3.84 (0.01) 0.00 

Any enrollment in HARP, % 70.2 74.2 83.9 86.8 79.3 0.00 
Number of months enrolled in 
HARP, Mean (SE) 

6.14 (0.02) 7.11 (0.02) 8.04 (0.02) 8.99 (0.02) 7.65 (0.01) 0.00 

Any enrollment in HIV SNP, % 5.04 5.30 5.25 5.32 5.24 0.08 
Number of months enrolled in 
HIV SNP, Mean (SE) 

0.53 (0.01) 0.56 (0.01) 0.59 (0.01) 0.60 (0.01) 0.57 (0.00) 0.00 

ROS  (N=67,409) (N=79,568) (N=85,410) (N=232,387)  

Any enrollment in MMC, %   99.0 59.8 51.3 68.1 0.00 
Number of months enrolled in 
MMC, Mean (SE) 

 6.60 (0.02) 5.28 (0.02) 3.56 (0.02) 5.03 (0.01) 0.00 

Any enrollment in HARP, %  61.5 65.3 81.8 70.3 0.00 
Number of months enrolled in 
HARP, Mean (SE) 

 4.80 (0.02) 6.23 (0.02) 7.94 (0.02) 6.44 (0.01) 0.00 

Any enrollment in HIV SNP, %  0.03 0.03 0.02 0.02 0.16 
Number of months enrolled in 
HIV SNP, Mean (SE) 

 0.00 (0.00) 0.00 (0.00) 0.00 (0.00) 0.00 (0.00) 0.21 

SOURCE: Authors’ analyses of Medicaid data (2014–2019) 
NOTE: The p-value describes the statistical significance of the chi -square test that compares all annual periods 
together. 

Qualitative Findings 

Barriers and facilitators to HARP enrollment: Key Informants’ Perspective 
When discussing HARP enrollment, key informants discussed factors that they perceived as 

facilitating enrollment, while also expressing some concerns about the HARP eligibility 
determination and enrollment process. Informants primarily attributed the high enrollment of 
members into HARP to the implementation of a passive enrollment process.  

It was a passive enrollment maneuver…You've been switched into this other 
plan, but it's the same parent company. It's the same benefit package. It's the 
same network. So ideally you don't even notice that anything changed. [PTAO-
34] 

Other factors that informants perceived as facilitating HARP enrollment included members 
having positive relationships with an existing provider. These providers could clarify what 
HARP was, provide assurances that a member’s existing services would not be impacted, and 
that enrolling in HARP would help providers sustain services for the member.  

Their relationships they let develop with us as a provider [helped with HARP 
enrollment]. A few of the ones that were already with us, it took some talking 
into, right? Because, “I already got this service, why do I need to enroll in this? 
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Because I’m already coming here…why do I got to enroll in a HARP now?” 
“Well, grant funding’s ending. And this is a new process...so your insurance 
company pays us to do the service we’re already providing for you to keep us in 
business and keep us around.” And they’re all like “Oh okay! Go ahead.” “It is 
more steps for you, we do have to do a different care plan, but in reality, you’ll 
still just be doing the same thing you were doing…” [BHP-14] 

Despite high enrollment, however, key informants expressed some concern regarding the  
degree to which individuals they served, who appeared to fit components of HARP criteria from 
the informants’ perspective, were not eligible or enrolling in HARP, or that there appeared to be 
a mismatch in the timing of eligibility and the need for the enhanced care offered through HARP. 
With a high degree of consistency, key informants expressed the feeling that HARP eligibility 
was still “kind of a mystery.”  

It’s a bit unclear, like was their [high] utilization…12-months ago and now 
they’re in a different place…[My] understanding [is] that people with high ER 
and inpatient utilization [were eligible]. So when you see they haven’t had any in 
the past year, it’s surprising. [BHP-12] 
 
There are definitely clients that come up as HARP-enrolled or HARP-eligible 
and I look at the screen and say, “I don’t get it.” These people haven’t had 
hospitalizations in three or four years…And then I look at some clients that we 
have who…more recently have a whole bunch of hospitalizations, who aren’t 
HARP eligible. And you can’t make them HARP eligible. You have to just, like, 
wait for this imaginary formula to take place. [BHP/CMA-23] 

Informants explained that many individuals in HARP had significant behavioral health needs 
and a host of other complex challenges, but they were also concerned about the potential for 
many other individuals, who have similar needs and who could benefit from HARP, being 
missed by the eligibility system. They noted that the current process seemed to lead to a 
significant portion of members being eligible or enrolled in HARP but not needing or wanting 
enhanced services, while others were not eligible or not enrolled but needed or wanted enhanced 
services. While initial descriptions of HARP included an option for bottom-up referrals from the 
community, key informants were unclear on why this option never materialized. Across a range 
of stakeholder types, they emphasized that bottom-up referrals would further help identify 
individuals in high need of HARP, boost enrollment, and result in more timely access to services 
by targeting individuals based on current (versus prior history of) need and utilization. 

You can’t even refer people into HARP at this point either, and there’s this sort 
of, kind of, known criteria, but the specific algorithm I think has never been 
released [to us], of like who actually qualifies for HARP…It’s just very limiting 
and confusing. [BHP-12-PA] 
 
I think it would make much more sense if there was a way for providers to have 
input or at least apply. I would like to be able to call the MCO and say, “Hey, I 
have this person here—with their history, can they be eligible for the HARP 
program?” [For] the MCO to say “Sure” or “No, I don’t agree with that.” 
[BHP/CMA-23] 
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One critique from an enrollment perspective here, and by the very nature of the 
state’s HARP eligibility algorithm, it really means people have to be sick for a 
really long time before they are picked up to qualify for HARP. …I think 
figuring out how to finally activate on promises of the program like community 
referrals or like a fast-track enrollment path would be crucial…before it really 
turns into a chronic long-term situation. [MCO-32] 

Barriers and Facilitators to HARP Enrollment: HARP Enrollees’ Perspectives 
When HARP enrollees were asked if they knew they were in a HARP, what a HARP was, 

and how to describe it, participants had a range of responses. Some had never heard of HARP 
and were not sure whether they had been enrolled, others knew they were in HARP and had an 
understanding that it could help them access additional services, and others referenced 
components that were potentially associated with HARP, such as care coordination and 
developing care plans.  

No, I never heard of [HARP]. [ENROLLEE-4] 
I think so?...I can't remember which one…I've been getting things from different 
agencies… I don't really need somebody to call me up about [help with my daily 
living things] and I don’t really, really need help. [ENROLLEE-1] 
 
I know I'm with HARP. They don't contact me. I don't contact them. I actually 
have no idea what a HARP is…I think HARP has certain stages or certain criteria 
that I have to be—with a certain level to qualify for HARP, which I did do. 
About a year ago, somebody from HARP contacted me as a counselor to ask if I 
needed any help or anything like that. [ENROLLEE-3] 
 
I understand the services that are provided for people who have challenges with 
mental health and who need access to medical services provided by a care 
coordinator that help make sure that I'm connected to—this is going on my 
medical needs and my psych needs as well… [ENROLLEE-6] 
 

HARP enrollees identified few concerns regarding HARP enrollment, though two mentioned 
their main concern was having something change about their existing coverage or services. One 
participant recalled receiving a HARP enrollment letter and discussing potential concerns, and 
then feeling reassured upon learning that nothing would change about current coverage or 
services, except for expanded access to additional services.  

I got a letter in the mail that said, “We want to…put you in this program” 
because I've been utilizing those services quite a bit, was my assumption… I got 
a couple of phone calls to tell me they were offering me that and “Would it be 
OK?”…I said, “[What’s] the caveat to doing that?” and they said, “It's the same 
coverage we offer, some more assistance” and I said, “Yeah sure.” So…It wasn't 
something I thought out, it was something that came to me and I accepted. 
[ENROLLEE-5] 

However, most participants were “not sure” how they had gotten enrolled in HARP and did 
not recall the actual HARP enrollment process or receiving letters informing them of the possible 
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transition to HARP enrollment. For those that knew they were in HARP, most had learned about 
it retrospectively, explaining that they generally found out about their HARP status from a 
provider with whom they worked. 

I don’t remember any specific letters. They sent a lot of mail… [ENROLLEE-2] 
 
One of my peer counselors did mention that [I was in HARP]. [ENROLLEE-1]  
 
I don't quite remember how the HARP came about. Yeah, I think it did come 
about the health home because I was being hospitalized a lot as well…I think it 
came about helping me instead of going to the hospital a lot…instead of going to 
the emergency room a lot… [ENROLLEE-6] 
 

Despite some ambiguities in describing HARP and their enrollment, when enrollees were 
asked about the role of the MCO care manager, almost all responded that they had been 
contacted by someone from their MCO, who called to check-in on them and helped connect them 
with needed care. While there was some variability in the frequency of contact, many 
participants mentioned monthly check-in calls with their MCO care manager to help identify 
potential needs or offer assistance in accessing a variety of services, in particular medical care. 
While some reported not needing the offer of extra support— “I have enough counselors, if I am 
being quite honest”—many viewed the MCO care manager as a helpful resource. 

She calls me to make sure that everything is going through [the MCO] and she 
helps me through anything…I'm looking for a PCP and anything, and she can get 
me the people to talk to me, all the numbers of all my workers and everything. 
And it surprises me the things that happened because I was like, “Are you 
serious?” She sent me a list of primary care physicians because I was having 
issues with mine and then she sent me a list of ENT specialists and then she sent 
me places where I can go get food, she helped me…to get set up with how to get 
care management…Also, I get a home health aide…she helped set that up and 
told me everything I had to do. (HARP-C11) 

Summary of Findings 

RQ 1 Hypothesis 1: HARP enrollment will increase and the majority of HARP eligibles will enroll in HARP 
or HIV SNP rather than mainstream MMC plans 
Our analyses support the DOH’s hypothesis. HARP enrollment increased, and the majority of 

HARP-eligible beneficiaries were enrolled in HARP rather than mainstream MMC plans. 
Enrollment in HIV SNPs was very low, however, particularly in ROS, and it did not increase 
over time. Interview data from key informants and HARP enrollees suggest that passive 
enrollment in HARP was a key factor in achieving high enrollment rates.  

RQ2: What factors are associated with non- enrollment in HARP plans? 

This RQ included one hypothesis:  
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1. The HARP eligible members who are not enrolled in HARP are younger and less 
behaviorally acute than those who remain enrolled in HARP/HIV SNP. 

We addressed this RQ with quantitative and qualitative methods (see Table 4.6). We 
undertook two sets of quantitative (unadjusted) analyses. The main analyses used the Medicaid 
data to assess differences in demographic and clinical characteristics between HARP enrollees 
and non-HARP individuals assessed when first observed (i.e., only once during the post-period, 
at their first year of enrollment). The variables used in the comparisons included demographic 
characteristics (age, sex, race/ethnicity); BH diagnoses including Any SMI and SMI diagnoses 
(schizophrenic disorders, severe bipolar disorder, other serious affective/psychotic disorders), 
and Any SUD and selected SUD diagnoses (OUD and chronic alcohol abuse); overall health 
status evaluated with the CRG-based core health status, revised variable (healthy to minor 
chronic disease, moderate to significant chronic disease, and dominant chronic disease to 
catastrophic conditions); and several measures of health service utilization, including mean 
number of visits for Any Key BH OP services, non-BH OP services, Any acute BH services, and 
Any acute non-BH services. A second set of analyses used the Medicaid Choice Enrollment data 
to compute and plot aggregate measures capturing reasons for opting out of HARP by annual 
period.  

Quantitative Findings  
Relative to HARP enrollees, HARP eligibles not enrolled in HARP were younger, more 

likely to be male, white, or Hispanic, and less likely to be diagnosed with Any SMI (and SMI 
diagnoses) and Any SUD (and SUD diagnoses), or be in poor health (i.e., have dominant chronic 
disease to catastrophic conditions), in NYC and ROS (Table 4.9). However, in NYC, non-HARP 
individuals were more likely to utilize BH acute services. In both regions, non-HARP individuals 
were less likely to utilize Any Key BH OP services. This same pattern was observed for non-BH 
care, both acute and OP services, for both regions. 
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Table 4.9. Factors Associated with Non-Enrollment in the HARP Program, HARP-Eligible 
Beneficiaries, Unadjusted Rates (Percent) and Means, First Year of Enrollment, NYC and ROS 

 NYC ROS 
 HARP* 

(N=73,054) 
Non-HARP* 
(N=43,092) 

P-
Value 

HARP* 
(N= 60,895) 

Non-HARP* 
(N=49,105) 

P-
Value 

Age, Mean (SE) 44.3 (0.04) 40.0 (0.06) 0.00 39.9 (0.05) 35.6 (0.05) 0.00 
Sex, %       

Male 53.3 62.0 
0.00 

49.1 58.0 
0.00 

Female 46.7 38.0 50.9 42.0 
Race/Ethnicity, %       

White 27.9 32.9 

0.00 

62.3 72.6 

0.00 
Black 45.7 46.0 24.3 17.6 
Hispanic 16.0 9.10 10.6 6.27 
Asian/American Indian/Other 10.4 12.1 2.85 3.58 

Behavioral Health (BH) diagnosis, %       
Schizophrenic disorders 35.6 30.2 0.00 28.4 19.8 0.00 
Bipolar disorder (severe) 3.96 4.34 0.00 3.97 3.91 0.66 
Other Serious Affective/Psychotic 
Disorders 

46.3 41.6 0.00 44.5 40.0 0.00 

Chronic alcohol abuse  21.7 32.1 0.00 24.6 36.7 0.00 
Opioid abuse and dependence (OUD) 21.6 26.9 0.00 21.2 36.4 0.00 
Any Serious Mental Illness (SMI) 
diagnosis 

63.6 53.8 0.00 56.8 46.7 0.00 

Any Substance Use Disorder (SUD) 
diagnosis 

44.2 56.9 0.00 45.6 66.7 0.00 

Core Health Status (revised), %       
Healthy to Minor Chronic disease  7.32 10.6 

0.00 

11.0 11.0 

0.00 Moderate to Significant Chronic Disease  67.4 73.8 74.8 79.8 
Dominant Chronic Disease to 
Catastrophic Conditions 

25.3 15.6 14.2 9.28 

Health Service Utilization, Per Year, mean (SE)      
Key Behavioral Health Outpatient Visits 9.42 (0.03) 8.21 (0.03) 0.00 8.80 (0.03) 7.95 (0.03) 0.00 
Non-Behavioral Health Outpatient Visits 5.47 (0.02) 4.39 (0.02) 0.00 4.78 (0.02) 3.80 (0.02) 0.00 
Acute Behavioral Health Visits 3.70 (0.04) 4.17 (0.05) 0.00 3.10 (0.03) 3.09 (0.03) 0.81 
Acute Non-Behavioral Health Visits 3.84 (0.03) 4.29 (0.04) 0.00 3.61 (0.02) 3.59 (0.02) 0.48 

SOURCE: Authors’ analyses of Medicaid data (2014–2019)  
 

Aggregate Findings for Reasons for Opting Out  
Our data source included reasons for opting out, reported weekly by the MMC plans 

spanning the period October 1, 2015 to September 30, 2019 (i.e., post-period years 2015–2019). 
The total number of HARP eligibles opting out (hereafter, opt-outs) grew over the post-period, 
from 793 and 146 (2015) to 4,784 and 2,619 (2019), NYC and ROS, respectively (Figures 4.9 
and 4.10). The smaller number of opt-outs in ROS in 2015 is likely due to the fact that the HARP 
program launched late that year.   
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Figure 4.9. Reasons for Opting Out of HARP, HARP-eligible Beneficiaries, NYC 

 
SOURCE: Authors’ analyses of Medicaid Choice data (2015–2019  

Figure 4.10. Reasons for Opting Out of HARP, HARP-eligible Beneficiaries, ROS 

 
SOURCE: Authors’ analyses of Medicaid Choice data (2015–2019  



 

 81 

 
The main reasons cited for opting out—which we defined as reasons endorsed by at least 5 

percent of opt-outs—included prior care relationship, no reason provided, and not needing 
HARP services. In both regions, a main reason for opting out was not needing HARP services, 
which became more dominant throughout the post-period, reaching 89 percent of all reasons by 
2019 in both regions. Prior care relationship was infrequently endorsed with the exception of 
ROS in 2015, when it was endorsed by 21 percent of opt-outs; in both regions, rates declined 
over the post-period. 

Qualitative Findings 

Factors Associated with Non-Enrollment in HARP: Key Informants’ Perspectives  
From key informants’ perspective, the most common reasons for why members decline or 

disenroll from HARP included members not wanting to be labeled and identified as someone 
who has mental health issues, not wanting to be associated with a plan that was for individuals 
with mental health issues, not perceiving themselves as needing any additional services, feeling 
that they were already receiving similar services, or concerns about their existing care potentially 
being adversely impacted. 

People do not want to be in a health plan that’s for people with mental illness. If 
you’re in the HARP, you have to acknowledge you have mental illness. If you’re 
in the mainstream, you’re like anybody else. And we have noted that there is still 
a huge amount of stigma of members not wanting to be in the HARP. [MCO-28] 
 
Generally what I hear is, “We’re good, we’re good. No thanks, I don’t need that 
right now.” [HH-19] 
 
[HARP enrollees] were like, “I don’t know what HARP is.” And the letter that 
the state would send to HARP beneficiaries would say, “Talk to your doctor 
about this”…and they would talk to their doctor and the doctor would say, “I’ve 
never heard of this before.” So, in the beginning people were disenrolling from 
HARP because they were not sure what it was, they didn’t know if they would be 
able to keep their doctors…There just wasn’t enough communication and 
knowledge about what this new product was or people simply just threw the 
letter away, or if they were in a managed care plan that didn’t have a HARP, they 
needed to change their plan. [PTAO-13] 

Key informants also expressed concern that individuals who already face significant 
challenges to consistent engagement in care, especially those who experience difficu lties across 
social determinants of health, may constitute a significant portion of the population still not 
enrolled. 

This issue of people not being reached right, so those are like people who are 
homeless, so they are some of the most disenfranchised people with mental 
health or substance use issues...so I think there's still a lot of people out there…in 
an eternal HARP eligible category that never get properly moved through. 
[MCO-32] 
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There is kind of a turning over…[of] the people who have been eligible for the 
HARP by a third every year. And so, most people who are in a higher intensity 
service are still in mainstream plans…What we had intended was that people 
who had a single detox or [were] a repeat patient in a calendar year—that would 
identify a certain kind of a pattern. And often that would come with people who 
had social determinants [needs]… But I don't know that there's a significant 
difference between the people who we've actually been able to get enrolled in the 
HARP and the people who are still in the mainstream plan…I think that getting 
into the HARP may be as much a luck [of] being pulled out. [SA-27] 

Summary of Findings 

RQ2 Hypothesis 1: HARP-eligible members who are not enrolled in HARP are younger and less 
behaviorally acute than those who remain enrolled in HARP/HIV SNP 

Our findings provide inconclusive evidence regarding the DOH’s hypothesis. In both 
regions, among those assessed when first observed in either group, non-HARP individuals were 
younger and less likely to have any SMI and SMI diagnoses or be in poor overall health. 
However, they were more likely to have SUD diagnoses than HARP enrollees and, in NYC, non-
HARP individuals were more likely than HARP enrollees to utilize acute BH services. MMC 
plan-collected data indicates that the main reason for opting out of HARPs was not needing 
HARP, a finding that is consistent with qualitative evidence suggesting that non-enrollment was 
related to beneficiaries not perceiving a need for treatment. Interviews with enrollees also 
uncovered concern about the social and personal implications of being identified as someone 
with a mental illness as well as concerns (which may be misinformed) about losing access to 
current services.  

RQ3: What are the demographic and clinical characteristics of the HARP population? 
Are they changing over time? 

This RQ included one hypothesis:  

1. On a population level, it is expected that the distribution of the measured risk factors and 
protective factors for this population will shift toward fewer risk factors and greater 
protective factors over time as the program matures; regional (NYC versus ROS) 
differences in improvements will be observed. On an individual level, trajectories of 
improvement in risk and protective factors over time will be observed.  

We addressed this RQ with quantitative methods (see Table 4.6). We conducted (unadjusted) 
analyses that assessed demographic and clinical characteristics of the annual groups of HARP 
enrollees contributing to the cohort throughout the post-period; in this design, HARP enrollees 
could contribute to more than one annual period. Due to limitations of the CMH Screen data (see 
footnote in Table 4.6), we were unable to use those data to assess the broad array of risk and 
protective factors listed in the RFP. Thus, we described the HARP population solely with 
variables constructed with Medicaid data, including demographic characteristics (age, sex, 
race/ethnicity); BH diagnoses including Any SMI and SMI diagnoses (schizophrenic disorders, 
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severe bipolar disorder, other serious affective/psychotic disorders), and Any SUD and selected 
SUD diagnoses (OUD and chronic alcohol abuse); overall health status evaluated with the CRG-
based core health status, revised variable (healthy to minor chronic disease, moderate to 
significant chronic disease, and dominant chronic disease to catastrophic conditions); and several 
measures of health service utilization, including mean number of visits for Any Key BH OP 
services, non-BH OP services, Any acute BH services, and Any acute non-BH services. 

Quantitative Findings 
Over the course of the post-period, the annual groups of HARP enrollees were younger and 

had higher percentages of male and white individuals across both NYC and ROS (Table 4.7). 
However, the trends in the racial/ethnic composition of the cohorts differed by region : While the 
percentages of black enrollees increased over time in NYC, they declined in ROS along with the 
share of Hispanics (Table 4.10). In both regions, there was a downward trend in the percentages 
of individuals with SMI diagnoses (and, with the exception of severe bipolar in NYC, SMI 
diagnoses) or in poor health (i.e., those with dominant chronic disease to catastrophic 
conditions). However, there was an upward trend in the percentages of individuals with SUD and 
any of the SUD diagnoses in both regions. 
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Table 4.10. Demographic and Clinical Characteristics of the HARP Population, Unadjusted Rates 
(Percent) and Means, by Post-Policy Year and All Years Combined, NYC and ROS 

 2016 2017 2018 2019 Overall P-value 

NYC (N=47,867) (N=59,113) (N=70,065) (N=73,290) (N=250,965)  

Age, Mean (SE) 46.5 (0.05) 45.5 (0.05) 43.5 (0.04) 42.5 (0.04) 44.3 (0.02) 0.00 
Sex, %       

Male 48.9 50.5 53.4 54.4 52.2 0.00 
Female 51.1 49.5 46.7 45.6 47.9 0.00 

Race/Ethnicity, %       
White 27.1 27.1 28.1 28.2 27.7 

0.00 
Black 43.6 45.2 45.8 46.4 45.4 
Hispanic 19.0 17.7 15.7 14.9 16.6 
Asian/American 
Indian/Other 

10.2 10.0 10.4 10.5 10.3 

Behavioral Health (BH) diagnosis, %      
Schizophrenic 
disorders 

38.4 36.51 38.57 37.64 37.78 0.00 

Bipolar disorder 
(severe) 

3.72 3.70 3.57 3.63 3.65 0.52 

Other Serious 
Affective/Psychotic 
Disorders 

47.4 46.2 44.1 44.1 45.2 0.00 

Chronic alcohol abuse  16.3 17.8 21.7 22.9 20.1 0.00 
Opioid abuse and 
dependence (OUD) 

18.2 20.5 22.1 22.8 21.2 0.00 

Any Serious Mental 
Illness (SMI) diagnosis 

67.9 65.0 62.1 61.3 63.7 0.00 

Any Substance Use 
Disorder (SUD) 
diagnosis 

36.0 39.6 43.9 45.7 41.9 0.00 

Core Health Status, %       
Healthy to Minor 
Chronic disease  

6.50 7.70 9.21 9.26 8.35 

0.00 
Moderate to Significant 
Chronic Disease  

66.7 65.6 66.1 66.4 66.2 

Dominant Chronic 
Disease to 
Catastrophic 
Conditions 

26.8 26.7 24.7 24.4 25.5 

Health Service Utilization, Per Year, mean (SE)     
Key Behavioral Health 
Outpatient Visits 

9.62 (0.03) 9.92 (0.03) 9.81 (0.03) 10.01 (0.03) 9.86 (0.01) 0.00 

Non-Behavioral Health 
Outpatient Visits 

5.76 (0.02) 5.58 (0.02) 4.79 (0.02) 5.24 (0.02) 5.30 (0.01) 0.00 

Acute Behavioral Health 
Visits 

3.69 (0.05) 3.82 (0.05) 4.07 (0.05) 4.06 (0.05) 3.95 (0.02) 0.00 

Acute Non-Behavioral 
Health Visits 

3.65 (0.03) 3.88 (0.03) 3.96 (0.03) 4.04 (0.03) 3.91 (0.01) 0.00 

       
       
       



 

 85 

 2016 2017 2018 2019 Overall P-value 

ROS  (N= 41,446) (N=51,966) (N=69,862) (N=163,274)  
Age, Mean (SE)  41.8 (0.06) 40.6 (0.05) 38.3 (0.04) 40.0 (0.03) 0.00 
Sex, %       

Male  45.14 46.41 49.42 47.38 
0.00 

Female  54.86 53.59 50.58 52.62 
Race/Ethnicity, %       

White  60.9 61.2 65.3 62.8 

0.00 
Black  24.8 24.7 22.2 23.7 
Hispanic  11.5 11.4 9.61 10.7 
Asian/American 
Indian/Other 

 2.81 2.78 2.90 2.85 

Behavioral Health (BH) diagnosis, %      
Schizophrenic disorders  31.1 28.7 27.7 28.9 0.00 
Bipolar disorder (severe)  3.98 4.01 3.64 3.84 0.00 
Other Serious 
Affective/Psychotic 
Disorders 

 44.9 44.5 42.8 43.8 0.00 

Chronic alcohol abuse   18.8 21.0 27.6 23.2 0.00 
Opioid abuse and 
dependence (OUD) 

 15.7 18.9 24.6 20.5 0.00 

Any Serious Mental 
Illness (SMI) diagnosis 

 59.3 57.5 54.0 56.5 0.00 

Any Substance Use 
Disorder (SUD) diagnosis 

 36.3 41.5 49.5 43.6 0.00 

Core Health Status, %       
Healthy to Minor Chronic 
disease  

 11.6 11.9 11.9 11.8 

0.00 
Moderate to Significant 
Chronic Disease  

 72.1 73.0 74.2 73.3 

Dominant Chronic 
Disease to Catastrophic 
Conditions 

 16.4 15.2 13.9 14.9 

Health Service Utilization, Per Year, mean (SE)     
Key Behavioral Health 
Outpatient Visits 

 8.61 (0.03) 8.95 (0.03) 8.84 (0.03) 8.82 (0.02) 0.00 

Non-Behavioral Health 
Outpatient Visits 

 5.10 (0.02) 4.67 (0.02) 4.13 (0.01) 4.55 (0.01) 0.00 

Acute Behavioral Health 
Visits 

 3.17 (0.04) 3.20 (0.04) 3.10 (0.03) 3.15 (0.02) 0.09 

Acute Non-Behavioral 
Health Visits 

 3.72 (0.03) 3.61 (0.02) 3.52 (0.02) 3.60 (0.01) 0.00 

SOURCE: Authors’ analyses of Medicaid data (2014–2019)   
NOTE: The p-value describes the statistical significance of the chi -square test that compares all annual periods 
together. 

 
Patterns of health service utilization changed throughout the post-period in both regions. In 

NYC, there was an upward trend in the utilization of BH care. While the mean (SE) number of 
annual visits for Any Key BH OP services increased from 9.62 (0.03) (2016) to 10.01 (0.03) 
(2019), so did Any acute BH care utilization, which increased from 3.69 (0.05) (2016) to 4.06 
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(0.05) (2019). Moreover, while utilization of non-BH OP services declined, utilization of Any 
acute non-BH services increased over time. ROS’s patterns were different in some respects. 
Utilization of Any Key BH OP services trended up, increasing from a mean (SE) number of 
annual visits of 8.61 (0.03) (2017) to 8.84 (0.03) (2019), but Any acute BH care utilization 
trended down, decreasing from 3.17 (0.04) (2017) to 3.10 (0.03) (2019). Utilization of non-BH 
services trended down for both OP and acute non-BH services.  

Summary of Findings 

RQ3 Hypothesis 1: On a population level, it is expected that the distribution of the measured risk factors 
and protective factors for this population will shift toward fewer risk factors and greater protective 
factors over time as the program matures; regional differences in improvements will be observed. On 
an individual level, trajectories of improvement in risk and protective factors over time will be 
observed 
Given the limitations of a principal data source for these analyses, we are unable to 

substantively weigh in on the distribution of risk and protective factors in the HARP population. 
Moreover, findings from analyses focused on demographic and clinical factors provide 
inconclusive evidence regarding the DOH’s hypothesis. Although the annual cohorts of HARP 
enrollees in both regions became younger and had declining shares of enrollees with serious 
diseases, they had growing shares of enrollees with SUD needs. Additionally, acute BH care 
utilization increased in both regions, which in ROS contrasted with a downward trend in 
utilization of Any Key BH OP services. In NYC, an upward trend in Any acute non-BH care 
utilization contrasted with a downward trend in non-BH OP service utilization.  

RQ4: What are the educational and employment characteristics of the HARP 
population?  

This RQ included one hypothesis:  

1. Higher rates of educational and employment attainment will be observed for the HARP 
enrolled population over time as the program matures; individual level improvements 
will be noted. 

We addressed this RQ with quantitative methods (see Table 4.6). We conducted (unadjusted) 
analyses that assessed the annual groups of HARP enrollees contributing to the cohort 
throughout the post-period on education- and employment-related variables for which the CMH 
Screen was the sole data source; in this design, HARP enrollees could contribute to more than 
one annual period. The CMH Screen variables used to characterize educational and employment 
attainment were college or higher level of education; enrolled in educational program; and 
currently employed. 

Because of the limitations of the CMH Screen (see below), most of the information used to 
construct the outcomes was not time-varying; as a result, we were not able to assess changes 
over time for the individuals included in the cohort. 
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CMH Screen Data 
Given that the CMH Screen data was the sole source of our outcome measures, we briefly 

describe features of the dataset that substantially limit its generalizability. Only 23,448 (21.4 
percent) of HARP enrollees had at least one assessment over the course of post-period; among 
them, the majority (16,682 representing 71 percent) only had one assessment, and most of those 
with more than one annual assessment only had two assessments. Moreover, HARP enrollees for 
whom CMH Screen data were available (CMH Screen respondents) and those for whom we 
lacked CMH Screen data (non-respondents) had important differences on demographic and 
clinical characteristics (see Appendix Table E.4). In both regions, relative to non-respondents, 
CMH Screen respondents were older, less likely to be white or Hispanic and more likely to be 
black, and more likely to have SMI or SUD diagnoses or be in poor health. In addition, with the 
exception of acute BH services for NYC enrollees, CMH Screen respondents had higher 
utilization of acute and OP care (BH and non-BH services) than non-respondents.  

Quantitative Findings  
Over the course of the post-period, the percentages of HARP enrollees with college or higher 

level of education decreased very slightly in NYC but the inverse was true in ROS (2019) (Table 
4.11). The percentages of HARP enrollees in educational programs also decreased in NYC, but 
no changes were evident in ROS. Both regions exhibited increases in the percentages of HARP 
enrollees who were currently employed. All rates were numerically higher in ROS than NYC.  

Table 4.11. Educational and Employment Characteristics of the HARP Population, Unadjusted 
Rates (Percent), by Post-Policy Year and All Years Combined, NYC and ROS 

 2016 2017 2018 2019 Overall P-
value 

NYC (N= 3,446) (N= 4,902) (N= 8,101) (N= 12,240) (N= 28,677)  

Enrolled in Educational Program  3.85 3.24 3.33 2.88 3.18 0.03 
Have College or More 19.8 17.7 19.0 19.6 19.2 0.03 
Currently Employed 5.15 4.32 6.06 6.32 5.77 0.00 

ROS  (N=67,409) (N=79,568) (N=85,410) (N=232,387)  

Enrolled in Educational Program   3.86 3.75 3.81 3.80 0.95 
Have College or More  25.7 24.5 26.2 25.5 0.01 
Currently Employed  7.51 8.44 10.62 9.17 0.00 

SOURCE: Authors’ analyses of CMH Screen data (2016–2019) 
NOTE: The p-value describes the statistical significance of the chi -square test that compares all annual periods 
together. 
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Summary of Findings 

RQ4 Hypothesis 1: Higher rates of educational and employment attainment will be observed for the 
HARP enrolled population over time as the program matures; individual-level improvements will be 
noted 
Given the limitations of the sole data source for these analyses, we are unable to 

substantively weigh in on the DOH’s hypothesis regarding educational and employment 
attainment outcomes or draw any other conclusions from information collected from the CMH 
Screen data. 

RQ5: To what extent are HARP enrollees accessing primary and/or preventive care? 

This RQ included one hypothesis:  

1. Percent of HARP members with primary care access will increase.  

We addressed this RQ with quantitative and qualitative methods (see Table 4.6). For the 
quantitative analyses, we assessed annual rates of any utilization of primary and/or preventive 
health care among HARP enrollees over the course of the post-period and compared their 
utilization to that of non-HARP individuals. We evaluated this utilization using the PPCs 
measure created by DOH, which we inverted so that we could report receipt of primary and/or 
preventive care (also see Goal 1, RQ2). We were unable to conduct DiD or ITS models to assess 
the HARP effect on this utilization because of high rates of utilization on the matched samples 
(i.e., exceeded 95 percent, with sample sizes in some of the “No” cells as small as n=23 in 2016 
in NYC). We do, however, report on the results obtained from our matched sample (ATC) 
estimation.   

Adjusted Quantitative Findings  
Matched sample (ATC) estimates showed no differences in utilization of primary and/or 

preventive services between HARP and non-HARP individuals year on year throughout the post-
period (Table 4.12). For all post-period years combined, the rates were 96.8 percent (HARP) 
versus 96.3 percent (non-HARP) in NYC and 95.3 percent (HARP) versus 94.5 percent (non-
HARP) in ROS.  
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Table 4.12. Primary Care Access Among HARP Enrollees, Matched Sample Rates (Percent) of Any 
Annual Utilization, by Post-Period Year and All Years Combined 

 2016 2017 2018 
 HARP Non-

HARP 
P-

Value 
HARP Non-

HARP 
P-

Value 
HARP Non-

HARP 
P-

Value 

NYC, %          
Receiving 
primary and/or 
preventive care 

98.8 98.2 0.13 97.8 97.3 0.26 95.1 94.5 0.24 

ROS, %          
Receiving 
primary and/or 
preventive care 

   96.0 95.2 0.08 95.1 94.5 0.24 

 2019 Overall 
 HARP Non-

HARP 
P-

Value 
HARP Non-

HARP 
P-

Value 

NYC, %       
Receiving 
primary and/or 
preventive care 

95.1 94.7 0.63 96.8 96.3 0.23 

ROS, %       
Receiving 
primary and/or 
preventive care 

94.7 93.9 0.18 95.3 94.5 0.09 

SOURCE: Authors’ analyses of Medicaid data (2014–2019) and OTNY data (2015–2019) 
NOTE: NYC HARP Annual N=28,308/Overall N=113,232. NYC Non-HARP Annual N=1,165/Overall N=4,660. ROS 
HARP Annual N=25,579/Overall N=76,737. ROS Non-HARP Annual N=2,328/Overall N=6,984. 

 

Qualitative Findings 

Barriers and facilitators to accessing primary/preventive services: HARP enrollee perspectives.  
The majority of HARP enrolled interviewees reported accessing some type of physical health 

services, including primary care or other specialty care services. Generally, participants disclosed 
having some type of chronic medical condition(s) (e.g., diabetes, glaucoma, asthma) that 
required medical attention, ongoing management, and access to primary care services. In 
addition, some shared experiences with accessing specialty care services such as an ear, nose, 
and throat physician; neurologist; or hematologist. One benefit they perceived was increased 
ease in accessing services because they were often no longer required to have 
referrals/approvals/authorizations sent by their primary care physician. 

I can kind of dictate some things without a referral…like if I needed to go see a 
specialist…I can kind of just call that office and make my own appointment. 
[ENROLLEE-2] 
 
With the insurance, everything was like pre-approve[d]….There were no issues 
and there are no issues…So I've been very satisfied with that. [ENROLLEE-5] 
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Overall, HARP enrollees were satisfied with their ability to access physical health services, 
and only a few noted barriers. Barriers were often associated with frustration with paperwork and 
lengthy wait times. 

It's kind of a whole day for me to go out, but I am able to access it when I need 
it… For me personally, the wait times and sometimes the volume of paperwork 
that should kind of already be in the system a lot of the time, or like having these 
repeat things, that that's the most annoying thing about my insurance at least. 
[ENROLLEE-2] 

Some HARP enrollees expressed significant preference for being able to see the same 
primary care physician over time and thus maintain a relationship and continuity of care. 
Engaging with clinics or services where providers frequently rotated was therefore more 
challenging and deterred some from continuing to access care.  

I haven't seen a general practitioner in a while…They all were all rotators; you 
weren't going to see the same one each time and so I just kind of gave up. 
[ENROLLEE-3] 
 
I haven't made an appointment to see any of their primary doctor[s] because I 
want to make sure that I am not hopping around from doctor to doctor. I’d rather 
wait to have a doctor that would be staying at each site, and I would rather not go 
to the clinic and rather just wait for a doctor that is going to be there. 
[ENROLLEE-6] 
 

The quality of the relationship with their primary care doctor was another influential factor, 
and HARP enrollees discussed spending time trying to find the right fit.  

I started out at a larger clinic, and I was being seen by a nurse practitioner that I 
really didn’t connect with and I found that my services weren’t kind of being 
coordinated… Then I tried another doctor… She prescribed me a medication. 
And when I went to review it with the pharmacist, he said that this medication 
she had prescribed was not going to address [my] symptoms…[So] then, I went 
to [another] physician and his answer to everything was that I was 
overweight…And then I found my [current] doctor…His staff is just excellent. 
And the doctor himself is easy to talk to, he listens to you, he kind of weighs 
options. You tell him what you’re thinking, he tells you what he’s thinking, and 
you agree on a plan, more of a two-way street. [ENROLLEE-9] 

While participants were generally satisfied with the extent of coverage offered by their MCO, 
some participants described instances in which efforts to access services or treatment was 
impacted by lack of coverage from their insurance company. For example, changes in coverage 
resulted in some HARP enrollees not being able to access medication from their local pharmacy 
and having to work with an alternate pharmacy, which could be particularly burdensome for 
those who do not live in urban areas.  
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Barriers and facilitators to HARP enrollees accessing primary/preventive care: Key Informant 
Perspectives.   
Informants highlighted several positive developments with HARP, Health Homes, and Care 

Coordination that increased integration of care, including raising awareness, knowledge, and 
conversations regarding physical health, which set the stage for a more holistic approach to care.  

The triple aim of integration with medical and mental health, I think that care 
coordination has done a lot to move that forward…We're talking about medical 
appointments in a different way. We're recognizing how physical health impacts 
mental health… Even just in our conversations, care coordinators are bringing up 
medical issues that we wouldn't have talked about in the past…If they're having a 
conversation with the doctor's office…we're getting information that we weren't 
getting before. There's sort of this link between primary care—an additional link 
between primary care and the psych care that wasn't there before because the care 
coordinators are well trained in knowing how to give us that information. [BHP-
35] 
 
In case management, all we did was just focus on mental health…We treat the 
client as a whole now… We’ve now had nurse care managers on our team to help 
us with that. A lot more training that we’ve done in terms of the medical part… 
because we have to explain to our clients why it is so important for them to make 
these appointments and making sure your diabetes is being taken care of. 
[HH/CMA-7] 

MCOs also shared their perceptions of how this integration of care at the level of 
the MCO/insurance plan has the potential to impact access to physical health care. 

All of our HARP members have a dedicated care manager at [our MCO]…We 
still have a process of how we manage tracking their doctor's appointment or 
pharmacy. So we can tell if they're in need of something, and this might be an 
opportunity to engage them further… We do clinical rounds on them more so 
than our other BH members. And so those rounds can be interdisciplinary where 
you have the HARP care manager, a psychiatrist, a physical health MD…trying 
to suggest interventions…For HARP, there's expectations of the care managers 
that they're reviewing somebody's full needs... and that they're connecting them 
to a comprehensive care. They're pulling in potentially a case manager from our 
medical side of the house…Also, with pharmacy being able to identify if 
medications have been picked up. If they haven't been, then what the gap may 
be…The HEDIS quality measures are really about population health 
expectations, and so being able to see that there's a gap that somebody made it 
into a measure but didn't complete what they needed to for that measure… We're 
able to reach out to that member…we're also notifying those providers in the 
community of other gaps…. [MCO-32] 

Informants also identified ways to further increase access to physical health care, such as 
providing training to care coordinators on how to better support members who are not yet willing 
to engage with primary care and expanding the use of telehealth and acceptance of verbal 
consent. 

What if the client doesn’t want to be engaged in primary care?... I try to teach the 
staff that if the direct goal, which would be engagement of care…is not an 
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option, you got to find out, “Why not?”… If they’re not going to go—start with 
an education goal and that’s it—simple! Just get the person some education over 
the next couple of months as to why it’s important that they get care. [HH-19] 
 
Allowing verbal consent for more things to be accepted. I think it will allow for 
quicker connection with clients, as we have a complex transportation system and 
a lot of clients live in buildings where the intercom is not working, and we can’t 
get in. Allowing for telehealth and verbal consent…can improve the timeliness 
for actions to care. [HH-26] 

Summary of Findings 

RQ5 Hypothesis 1: Percent of HARP members with primary care access will increase 
Our findings provide inconclusive evidence regarding the DOH’s hypothesis. Adjusted 

analyses in the HARP enrollee subpopulation with similar characteristics as the non-HARP 
population showed no differences in primary care utilization between HARP enrollees and non-
HARP individuals; however, this finding should be interpreted with caution given previously 
discussed methodological concerns (Section 3.3). Qualitative findings, both from interviews with 
HARP enrollees and key informants, suggest that the transition to MMC may have facilitated 
access to primary and/or preventive care for the HARP population, but enrollees described some 
persistent barriers.  

RQ6: To what extent are HARP enrollees accessing community-based BH specialty 
services (ACT, PROS, OMH Outpatient Clinic, Continuing Day Treatment, Partial 
Hospitalization, OASAS Opioid Treatment Program, OASAS Outpatient Clinic, and 
FEP programs)? 

This RQ included one hypothesis:  

1. Access to and utilization of BH specialty services will increase. 

We addressed this RQ with quantitative and qualitative methods (see Table 4.6). For the 
quantitative analyses, we assessed annual rates of any utilization of community-based BH 
specialty services among HARP enrollees over the course of the post-period and compared their 
utilization to (a) that of HARP-eligible beneficiaries not enrolled in HARP (non-HARP 
individuals), with findings only applicable to the HARP population with similar characteristics 
as the eligible-not-enrolled (DiD) and (b) their own during the early pre-period (ITS).  

Our analyses focused on services listed in the RFP and of primary interest to the DOH (ACT, 
PROS, OMH Outpatient Clinic, CDT, Partial Hospitalization, OASAS Opioid Treatment 
Program, OASAS Outpatient Clinic, and FEP programs). In addition, we evaluated the following 
smaller programs identified in collaboration with OMH and OASAS: OASAS Residential 
Program services; BH HCBS, with the exception of crisis respite services; and several programs 
that we have captured through a composite measure we refer to as Other Community-based BH 
services (OMH and OASAS CCBHC services, OMH Intensive Outpatient Program services, 
OMH Intensive Psychiatric Rehabilitation Program services, and Mental Health  and SUD Non-
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Licensed Clinics). Among these small programs, we only report separate rates of utilization for 
the composite measure (Other Community-Based BH services) given its robust utilization; the 
other two programs (OASAS Residential, BH HCBS other than crisis respite services) are 
included in the larger composite measure that captures utilization of any of these key services 
(Any Key BH OP Services). Due to the extremely low utilization of FEP, with no enrollees 
utilizing these services in NYC and only two enrollees utilizing these services in ROS, the larger 
composite measure excludes FEP utilization.  

Adjusted Quantitative Findings  

Difference-in-Differences Model 
These analyses were conducted among cohort members with the demographic and clinical 

characteristics of the non-HARP population and compared outcomes for HARP enrollees relative 
to non-HARP individuals in each post-period year (Table 4.13).  

Table 4.13. Probability of Utilization of Selected Community-Based BH Specialty Services, HARP 
Enrollees vs. Non-HARP Individuals, by Post-Period Year, NYC and ROS  

 Post-Period  
Year 1 

Post- Period 
Year 2 

Post- Period 
Year 3 

Post- Period  
Year 4 

Estimate (SE) HARP P-Value HARP P-Value HARP P-Value HARP P-Value 
NYC          
Any Key BH OP Services* 3.07 

(1.51) 
0.04 3.37 

(1.51) 
0.03 1.27 

(1.51) 
0.40 3.75 

(1.52) 
0.01 

Other Community-Based BH 
Services* 

2.69 
(1.91) 

0.16 3.21 
(1.91) 

0.09 2.51 
(1.91) 

0.19 5.83 
(1.92) 

0.00 

OASAS Opioid Treatment 
Program* 

0.01 
(0.74) 

0.99 -0.31 
(0.74) 

0.68 -0.11 
(0.74) 

0.88 -0.99 
(0.74) 

0.18 

OMH OP Clinic*  1.56 
(1.87) 

0.40 1.78 
(1.87) 

0.34 0.43 
(1.87) 

0.82 0.52 
(1.88) 

0.78 

OASAS OP Clinic*  0.40 
(0.99) 

0.69 0.63 
(0.99) 

0.52 0.89 
(0.99) 

0.37 0.83 
(1.00) 

0.40 

Health Home Enrollment** 6.12 
(1.91) 

0.00 10.3 
(1.91) 

0.00 12.1 
(1.92) 

0.00 11.0 
(1.92) 

0.00 

ROS         
Any Key BH OP Services* 0.16 

(1.14) 
0.89 0.22 

(1.15) 
0.85 1.53 

(1.15) 
0.18   

Other Community-Based BH 
Services* 

-0.54 
(1.33) 

0.68 -2.25 
(1.33) 

0.09 -2.95 
(1.33) 

0.03   

OASAS Opioid Treatment 
Program* 

0.26 
(0.50) 

0.60 0.22 
(0.50) 

0.65 0.32 
(0.50) 

0.52   

OMH OP Clinic*  -0.54 
(1.33) 

0.68 0.59 
(1.33) 

0.66 2.63 
(1.33) 

0.05   

OASAS OP Clinic*  0.40 
(0.86) 

0.64 0.61 
(0.86) 

0.48 0.75 
(0.86) 

0.39   

Health Home Enrollment** 5.83 
(1.36) 

0.00 8.47 
(1.36) 

0.00 9.77 
(1.36) 

0.00   

*NYC N=35,899, ROS N=60,779 
**NYC N=35,899, ROS N=60,779 
SOURCE: Authors’ analyses of Medicaid data (2014–2019) and OTNY data (2015–2019) 
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In NYC, HARP enrollees had a higher probability than non-HARP individuals of utilizing 

Any Key BH OP services throughout the post-period with the exception of the third post-period 
year. While HARP enrollees’ higher probability of utilizing such services relative to non-HARP 
individuals was 3.07 percent (1.51) in the first post-period year (2016), it was 3.75 percent (1.52) 
by the last (and fourth) post-period year (2019). HARP enrollees also had a higher probability of 
utilizing Other Community-Based BH services than non-HARP individuals, but this advantage 
emerged only in the last post-period year (5.83 percent (1.92)). There were no differences 
between the HARP-enrolled and non-HARP groups in their probability of utilizing OMH 
Outpatient Clinic, OASAS Opioid Treatment Program, or OASAS Outpatient Clinic services. 

In ROS, relative to non-HARP individuals, HARP enrollees had a 2.95 percent (1.33) lower 
probability of utilizing Other Community-Based BH services but a 2.63 percent (1.33) higher 
probability of utilizing OMH Outpatient Clinic services in the last (and third) post-period year 
(2019). 

Interrupted Time Series Model  
These analyses were conducted for all HARP enrollees in our cohort and compared their 

outcomes in each post-period year relative to the first year of the pre-period (2014 in NYC and 
2015 in ROS) (Table 4.14). 

In NYC, HARP enrollees had a 1.52 percent (0.29) lower probability of utilizing Any Key 
BH OP services in the first post-period year (2016) relative to the pre-period (2014). Their 
probability of utilizing Any Key BH OP services relative to 2014 declined steadily over the 
course of the post-period; by the last (and fourth) post-period year (2019), HARP enrollees had a 
4.38 percent (0.29) lower probability of utilizing such services. Similar patterns were observed 
for their probability of utilizing OMH Outpatient Clinic and OASAS Outpatient Clinic Services, 
which were, respectively, 8.10 percent (0.39) and 2.67 percent (0.22) lower in the last post-
period year (2019) relative to 2014. However, HARP enrollees’ probability of utilizing Other 
Community-Based BH Services grew steadily during the post-period. In 2016 (the first post-
period year), they had a 3.58 percent (0.40) higher probability of utilizing such services relative 
to 2014. That probability increased to 9.80 percent (0.40) by the last post-period year (2019). 
HARP enrollees’ probability of utilizing OASAS Opioid Treatment Program did not change 
during the post-period relative to 2014. 

Similar patterns were observed for ROS. HARP enrollees’ probability of utilizing Any Key 
BH OP Services, OMH Outpatient Clinic Services, and OASAS Outpatient Clinic Services 
declined steadily over the course of the post-period relative to the pre-period (2015). HARP 
enrollees’ probabilities of utilizing those three services were 5.13 percent (0.33), 11.94 percent 
(0.40), and 4.96 percent (0.26) lower, respectively, by the last (and third) post-period year (2019) 
relative to 2015. HARP enrollees in ROS also had a higher probability of utilizing Other 
Community-Based BH Services in the post-period relative to 2015, and as observed for NYC 
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enrollees, it also increased over time, from 5.66 percent (0.41) in 2017, the first post-period year, 
to 9.37 percent (0.41) in 2019, the last post-period year.  

Table 4.14. Probability of Utilization of Selected Community-Based BH Specialty Services and 
Health Home Services, HARP Enrollees, by Post-period Year Relative to Early Pre-period, NYC and 
ROS  

 Post-Period 
Year 1 

Post- Period 
Year 2 

Post- Period 
Year 3 

Post- Period 
Year 4 

Estimate  
(SE) 

HARP P-
Value 

HARP P-
Value 

HARP P-
Value 

HARP P-
Value 

NYC          
Any Key BH OP Services* -1.52 

(0.29) 
0.00 -2.58 

(0.29) 
0.00 -3.72 

(0.29) 
0.00 -4.38 

(0.29) 
0.00 

Other Community-Based BH 
Services* 

3.58 
(0.40) 

0.00 3.72 
(0.40) 

0.00 6.23 
(0.40) 

0.00 9.80 
(0.40) 

0.00 

OASAS Opioid Treatment Program* 0.01 
(0.17) 

0.97 -0.17 
(0.17) 

0.31 -0.03 
(0.17) 

0.84 -0.11 
(0.17) 

0.50 

OMH OP Clinic*  0.88 
(0.38) 

0.02 -1.65 
(0.38) 

0.00 -4.74 
(0.39) 

0.00 -8.10 
(0.39) 

0.00 

OASAS OP Clinic*  -0.88 
(0.22) 

0.00 -1.83 
(0.22) 

0.00 -2.62 
(0.22) 

0.00 -2.67 
(0.22) 

0.00 

Home Health Enrollment** 16.1 
(0.41) 

0.00 19.6 
(0.41) 

0.00 18.7 
(0.41) 

0.00 16.0 
(0.41) 

0.00 

ROS         
Any Key BH OP Services* -0.86 

(0.33) 
0.01 -2.41 

(0.33) 
0.00 -5.13 

(0.33) 
0.00   

Other Community-Based BH 
Services* 

5.66 
(0.41) 

0.00 8.49 
(0.41) 

0.00 9.37 
(0.41) 

0.00   

OASAS Opioid Treatment Program* 0.51 
(0.13) 

0.00 0.75 
(0.13) 

0.00 0.93 
(0.13) 

0.00   

OMH OP Clinic*  -0.81 
(0.40) 

0.04 -5.82 
(0.40) 

0.00 -11.94 
(0.40) 

0.00   

OASAS OP Clinic*  -1.16 
(0.26) 

0.00 -2.75 
(0.26) 

0.00 -4.96 
(0.26) 

0.00   

Home Health Enrollment** 11.3 
(0.43) 

0.00 13.7 
(0.43) 

0.00 11.7 
(0.43) 

0.00   

*NYC N= 158,994, ROS N= 123,670 
**NYC N= 159,047, ROS N= 123,774 
SOURCE: Authors’ analyses of Medicaid data (2014–2019) and OTNY data (2015–2019) 

 

Matched Sample Estimates 
Because we were unable to model utilization of infrequently utilized services of interest to 

the DOH, we present matched sample (ATC) estimates for those services, with results applicable 
to the HARP population with similar characteristics as the non-HARP population (Appendix 
Table E.7). Among the relevant community-based BH specialty services, the only differences in 
utilization between HARP enrollees and non-HARP individuals were observed for ACT and only 
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in NYC. For all post-period years combined, ACT utilization rates were higher for HARP 
enrollees, 2.88 percent versus 1.97 percent for non-HARP individuals.  

Qualitative Findings 

Barriers and Facilitators to HARP Enrollees Accessing Specialty BH Services: Key Informants’ 
Perspectives 
Key informants identified several factors that impacted HARP enrollees’ access to a range of 

services and overall management and quality of care that cut across multiple types of services. 
These included HARP enrollees being unaware that they are enrolled in a HARP, varying 
relationships and levels of involvement of MCOs with respect to HARP and provider agencies, 
the role of having a system where multiple entities are involved in HARP enrollees’ care, and 
concerns regarding an escalating climate of competition among providers. 

While passive enrollment, in particular, was credited with high HARP enrollment and 
minimal disruption in care, informants also highlighted how it could be an overarching challenge 
to expanding access to services. They explained that, as a result of the passive enrollment 
process, many members did not know they were enrolled in HARP or did not fully understand 
what it meant or offered, and thus they were unaware that they were eligible, or potentially 
eligible, for enhanced access to services. 

Ideally you don't even notice that anything changed. But that's also the downside, 
because it means that you don't realize that you actually are entitled to this care 
management and potentially to these other services unless the plan, or the state, 
or the Care Management Agency, or whatever, are successful in reaching out to 
you and getting you on the phone and kind of providing that education piece… 
These folks really didn't even know that this had happened… You don't know 
what you're not getting. [PTAO-34] 

As noted in Goal 1, administrative burden and relationships with MCOs were highlighted as 
overarching factors potentially impacting how members access services, the timeliness of access, 
and how care is managed across the entire system. As pertains to RQ 6, informants similarly 
emphasized the need to develop more uniform and streamlined protocols across MCOs.   

Factors that helped strengthen communication and coordination around HARP specifically 
included MCOs having a team dedicated to HARP, as well as care management agencies and 
providers being able to develop more direct relationships with MCO staff. This was cited as 
benefiting both providers and members. 

What I think is most necessary or actually most efficient is having a [HARP] 
dedicated team… A lot of times…people who pick up the phone at the MCOs, 
don’t know what HARP is or don’t know what a health home is…Whenever 
there isn’t a team dedicated to HARP, it makes things much more difficult. 
[BHP-17] 

Informants also described different degrees to which MCOs more closely and intensively 
monitored and managed the service utilization, care, and outcomes of HARP enrollees.  
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We were thinking that…managed care plans would…monitor the HARP 
population and their behavioral health services and processes, and help them 
more closely than they would if the person was in a mainstream plan… I think it 
varies by the plan: Some plans seem to really pay attention to it, others not much. 
[SA-11] 
 
[Mainstream members] have the same amount of psychiatric coverage and case 
consultation, the rounds that we have. If you’re a mainstream member, you’re 
eligible for the rounds as if you’re a HARP member. I kind of think the two 
major things [differentiating HARP members] are access to HCBS and perhaps a 
little more case management. [MCO-28] 
To drive plan function around quality improvement, care management best 
practices, specialized monitoring and reporting all the technical stuff that goes 
into addressing the needs of a high-risk population…having members in their 
own plan has been critical for that. Otherwise, we're really left with less tools to 
identify where the high needs are in a huge population through lots of different 
approaches and different algorithms and different factors at every plan may 
apply.…There's more structure to what's offered and what's valuable in 
HARP…And being able to have some of the quality measures that are specific to 
this population really helps us put our arms around what their needs are and tailor 
our efforts. [MCO-32] 

While some informants described having engagement with MCO data analytics, others 
mentioned less consistency in the extent to which providers had ready access to data that could 
inform care and decisionmaking. 

How often do we really get a report that says “Hey, we do this, this is going to 
work great” because the insurance company is a proprietary, so they’re not 
necessarily sharing those types of analytics across the board. Insurers should be 
having these conversations with us, and that doesn’t happen very often, if at all. 
[BHP-17] 

Informants also discussed the potential impact of having multiple entities involved across the 
spectrum of HARP. On the one hand, they noted it could increase access to care by making it 
less likely that a participant could fall through the cracks with multiple touch points, and that 
members could more easily have a range of need addressed. On the other hand, they were 
concerned that it created a complex system for everyone—providers and participants—to 
navigate, potentially making access to care more challenging. 

I think that it has helped because it actually brings more people to the attention of 
clients as they're going through the system…[it helps to] actually monitor a lot 
more effectively…You have people that's assigned to individuals…especially 
those that are high utilizers of services. [SA-10] 
 
[It’s] complicated! There’s a lot of different players involved for the one client’s 
care…There’s definitely a lot of [challenges] sometimes, just because of having 
multiple entities working…for the client and just very complex system in terms 
of documentation, and file keeping…What I see more of now is that there are 
multiple touch points [that] clients…have to move through to get certain 
services… I think from a client’s standpoint, it is very confusing—because 
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there’s a HARP care manager assigned by the MCO, then there is a HARP care 
manager assigned by the associated care management agency...[HH-26]  
 
You have this independent entity: the health home. But then the health home 
subcontracts it out to [a care] management agency…So you actually have like 
these three different layers. And depending upon the plan and the individual, they 
might actually have multiple care managers. There might be someone at the plan 
and someone at the CMA…it just creates extra layers of complexity. [PTAO-34] 

A final overarching challenge described by informants was an increasing atmosphere of 
competition among providers that rippled through all levels of the system. While this climate had 
emerged prior to HARP, it was seen as further exacerbated by the changes brought on by HARP. 
This push towards competition among Health Homes, CMAs, and providers was perceived as 
increasingly concentrating services among select agencies that were already larger and  better 
resourced, and as potentially impacting access and quality of behavioral health services.  

I have strong concerns with the direction of behavioral health services…what’s 
happening is a lot of money is going towards these larger agencies…I think 
there’s going to be a few large agencies that are going to operate everything in 
the next 7–10 years, which I don’t think is good for the people we serve, and I 
don’t think it’s good for taxpayer money being used in that direction. [BHP-22] 
 
[OMH] were saying like, “Well, if you're not a 50-million-dollar agency, you're 
not going to be here in four years…” They were literally telling all of us that we 
should all merge because we were never going to survive this competition. And 
that was a theme that was repeated over and over and over again…They need to 
be more mindful that we are a group of providers that have been consistently 
underfunded and under-supported for decades. And to then pit us against each 
other while we're watching agencies...fold…People don't work well in a fear-
based environment. [BHP-35] 
 
Especially through our homeless drop-ins and such…with health homes because 
they stand to get so much money…they’re fighting for space, they have their 
outreach workers…buying them shirts, offering them the world to enroll in their 
health home…just really presenting this sales marketing package to the person, 
which is all well and good I think…because people are super happy, but then 
they never deliver on it. So people never know that they’re enrolled into a health 
home or what they’re getting from them. [BHP-22] 

To continue to enhance access to services for HARP enrollees, key informants highlighted 
the need for more proactive and direct outreach to HARP enrollees; expansion of practices and 
structures that facilitate stronger relationships between MCOs, HARP enrollees, and providers 
(e.g., HARP-dedicated teams); developing more efficient methods and protocols for 
communication across multiple entities; and mitigating the developing climate of competition 
among providers and the subsequent increased concentration of services among fewer agencies.  

My vision…would be like a chat room option for each person who’s enrolled 
into these services and providers could just chat in and everybody in the provider 
team would get it. So I could say, “Hey, we scheduled John’s HCBS service visit 
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for the 14th,” and his care manager would get an alert, his therapist would get an 
alert. “Hey, has anybody heard from John? He didn’t show up for his 
appointment, his number’s been disconnected” and they all get this alert….So, I 
think getting a platform that would allow that instant messaging, chatting 
function, with HIPAA compliance and even if you have one, you have to have 
multiple agencies’ compliance officers agree that its compliant, so I think that’s 
probably the largest [barrier] is having a platform to host in. [BHP/CMA-23] 

Summary of Findings 

RQ 6 Hypothesis 1: Access to and utilization of BH specialty services will increase 

The mixed findings generated by our analyses of HARP enrollees’ utilization of community-
based BH specialty services are unsupportive of the DOH’s hypothesis. The quantitative 
analyses showed that utilization of key services declined over the course of the post-period in 
this population. However, among HARP enrollees with similar characteristics as the non-HARP 
population, these declines were generally less pronounced for HARP enrollees relative to non-
HARP individuals. An exception was utilization of Other Community-Based BH services, an 
umbrella category grouping several small programs such as CCBHC services and Non-Licensed 
Clinics, which increased over time for the full HARP enrollee group and likely did too for the 
non-HARP group. Matched sample analyses for infrequently utilized programs we were unable 
to model uncovered higher rates of ACT utilization for HARP enrollees relative to non-HARP 
individuals in NYC, a finding that is consistent with our Goal 1 findings. In our interviews, 
HARP enrollees and key informants both suggested positive impressions of access to services 
through the HARP program, though continuing challenges were also identified.  For instance, key 
informants noted several factors that influence BH service access including the degree to which 
MCOs developed internal HARP expertise and HARP-dedicated teams, extent of successful 
collaboration across multiple entities across the system, and an emerging climate of competition 
and consolidation among providers. Some key informants stressed that the impacts on the 
delivery system may only become apparent over a longer time period.       

RQ7: To what extent are HARP enrollees accessing Health Homes for care 
coordination? 

This RQ included one hypothesis:  

1. Access to care coordination services will increase in terms of Health Home engagement 
for HARP members. 

We addressed this RQ with quantitative and qualitative methods (see Table 4.6). For the 
quantitative analyses, we evaluated annual rates of any utilization of Health Home services 
among HARP enrollees over the course of the post-period and compared their utilization to (a) 
that of HARP-eligible beneficiaries not enrolled in HARP (non-HARP individuals), with 
findings only applicable to the HARP population with similar characteristics as the eligible-not-
enrolled (DiD) and (b) their own during the early pre-period (ITS).  
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Adjusted Quantitative Findings  

Difference-in-Differences Model 
These analyses were conducted among cohort members with the demographic and clinical 

characteristics of the non-HARP population and compared Health Home utilization for HARP 
enrollees relative to non-HARP individuals in each post-period year (Table 4.12).  

In both NYC and ROS, HARP enrollees had a higher probability than non-HARP individuals 
of utilizing Health Home services, and this advantage grew throughout the post-period. In NYC, 
relative to non-HARP individuals, HARP enrollees had a 6.12 percent (1.91) higher probability 
of utilizing such services in the first post-period year (2016) and a 11.0 percent (1.92) higher 
probability by the last (and fourth) post-period year (2019). In ROS, relative to non-HARP 
individuals, HARP enrollees had a 5.83 percent (1.36) higher probability of utilizing Health 
Home services in the first post-period year (2017) and a 9.77 percent (1.36) higher probability in 
the last (and third) post-period year (2019). 

Interrupted Time Series Model  
These analyses were conducted for all HARP enrollees in our cohort and compared their 

Health Home utilization in each post-period year relative to the first year of the pre-period (2014 
in NYC and 2015 in ROS) (Table 4.13). 

The ITS model results aligned with the DiD findings: In both regions, HARP enrollees had a 
higher probability of utilizing Health Home services each year of the post-period relative to 2014 
(NYC) and 2015 (ROS). In both regions, HARP enrollees’ higher probability of utilizing Health 
Home services relative to the early pre-period grew somewhat over the course of the post-period 
but ended at roughly the same percentage difference by the last post-period year (2019): 16.0 
percent (0.41) in NYC, 11.7 percent (0.43) in ROS. 

Qualitative Findings 

Barriers and Facilitators to Care Coordination (Health Homes) Services: Key Informants’ Perspectives 

Key informants noted that initial challenges to accessing care coordination services were 
related to challenges with Health Home enrollment. These barriers occurred across three separate 
entities (HH, CMAs, and MCOs) as they learned to work together toward the same goal.  

It probably took about three years…for a health home manager to call a MCO 
and for the MCO who’s answering the call to figure out who they actually need 
to speak to in regards to HARP. There’s a huge disconnect on the obligation and 
responsibility of health homes…It definitely has improved… It took them a few 
years to understand HARP and what their roles are in working with the clients 
and/or the MCOs. It’s definitely a learning curve. [HH-26] 

While there were originally three routes of referral of HARP enrollees to Health Homes— 
“top-down” lists from the DOH or MCOs; referrals from entities such as hospitals, doctor’s 
offices, or other community organizations; and direct outreach to recruit members—rates of 
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successful linkage varied greatly based on the referral method. The top-down referral process 
eventually led to very low rates of care coordination enrollment, often attributed to lists having 
insufficient or outdated information for reaching HARP enrollees, as well as for casting too wide 
a net without consideration for enrollees’ potential interest in the service. Informants noted that 
the lists had “dried up” and were no longer being used as referrals.  

When we used to get the majority of our referrals from the state, from the 
Department of Health, or even from the managed care companies—our success 
rate was extremely low. The information that they were able to provide to us was 
from outdated claims information…People hadn’t lived at that address for years, 
or telephone numbers are disconnected. [CMA-2] 
 
When they just send the full list [of] people who are [HH] eligible and HARP 
[enrolled], those are the ones that are typically a lot harder to engage… These 
lists don’t seem to be members who are actively seeking services. [HH-16] 

Key informants noted that developing a more targeted approach to top-down referrals could 
facilitate enrollment, suggesting that MCO HARP care managers could provide direct referrals 
of HARP enrollees with whom they have recently had contact and who may be interested in 
additional services. 

We would love to have direct referrals…from the HARP care managers that are 
talking with their clients regularly—that are HARP enrolled, that need to get to 
HCBS. [BHP/CMA-18] 
 
More recent [MCO lists] of these are people hospitalized, in ER, in this particular 
time [would help]…Even if they had their own algorithm of people that they’ve 
deemed to be at higher risk who are disconnected. [BHP-12] 

Successful linkage to care coordination was often attributed to having referrals from 
other providers, particularly those who could participate in an introductory “warm 
hand-off” to care coordinators and having access to completed paperwork for referrals.  

Probably our highest success rate—if an OP provider [is the referral source]. 
Someone that can stay with the client, someone the client has developed a 
relationship with and that they can then introduce us. [CMA-2] 

Many, though not all, care management agencies also found it beneficial to conduct their 
own direct outreach for recruitment. They described various ways in which they used a “feet on 
the street” approach for HARP enrollees, including partnering with community agencies and 
embedding staff within those agencies, attending health fairs and community events, or applying 
for a street outreach grant to better engage transient populations, such as people experiencing 
homelessness.  

From key informants’ perspective, difficulties with explaining care coordination, 
distinguishing it from other services, and highlighting its potential benefits was another barrier to 
enrollment in care coordination. They noted that many HARP enrollees did not perceive a need 
for care coordination or for another provider in their lives. 
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I think a lot of people don't understand why they even need this. Some folks have 
care managers through their housing programs, or other programs, and they're 
like, “What is this person doing for me that…all the other people in my team 
aren't doing?” …I think a lot of folks don't like the idea of having another person 
even if they understand what the role is…[PTAO-34] 

Key informants also noted that some HARP enrollees were hesitant to start anew 
with providers, finding the enrollment process and ongoing check-ins invasive, while 
others, in contrast, became frustrated by lack of care coordinator involvement.  

Care management is a little invasive. They check on you a lot…and they’re 
supposed to, that’s kind of the point, right? But that constant phone call and 
…[other] people sign up for that, and want that, and don’t get that…A lot of the 
care managers had max caseloads and they didn’t have the time to meet with 
people…It was how it was the first year or two of health homes. So, a lot of 
people had a bad experience with health homes. [BHP-14] 

To address HARP enrollees’ reluctance to engage with yet another provider and 
difficulties distinguishing care coordination from a myriad of other services, key 
informants emphasized the importance of a tailored approach to enrollment—one that 
emphasizes how care coordination can provide a specific service that matches a 
particular HARP enrollee’s needs and goals.  

What we’ve learned is that the more concrete you can be, the more likely you are 
to get a client on board. So saying, “Do you have a PCP that you see, do you 
have a psychiatrist, are you connected to specialty providers?”…We also try to 
hit the things that people are most interested in. So, if a client has unstable 
housing, we can help you through the housing process and stuff like that. [CMA-
2]  

Experiences with Care Coordination (Health Homes) Services: HARP Enrollee Perspectives 
Many HARP enrollees expressed positive views of care coordination and its role in helping 

them access care. HARP enrollees described care coordinators as accessible and articulated how 
care coordinators helped them find providers, facilitated appointments, and coordinated a range 
of information relevant to members’ care. 

They can advocate for you…like setting up appointments for you…Through 
coordination, I've managed to find resources for myself in mental health… 
finding a different psychiatrist…The care [coordinator] was able to provide 
referrals to [a] respite center. That was good. They helped me to navigate crises 
while I was homeless and also post-homelessness as well. And he would connect 
me to training programs throughout the city…And it's just always very 
accommodating of my emotional needs as I was navigating life…act as a medical 
liaison, for my appointments as well between city agencies. [ENROLLEE7] 
 
She checks in every month. She asks if you need any doctor, do you need this, do 
you need that. Yes, she's on it. If I needed something, she would get back with 
me. [ENROLLEE-3] 
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However, some HARP enrollees also identified challenges in working with their care 
coordinator, such as lack of rapport hindered by administrative duties (e.g., assessments) or 
limited accessibility outside of the standard check-ins.  

I think every six months, [we] update on goals or stuff like that…They ask me 
the same stupid questions, like I don’t do drugs and I don’t drink, but they keep 
asking me, so we have to go through the whole process…It’s unnecessary to ask 
me, it takes up time and it’s annoying. [ENROLLEE-4]  
 
I definitely feel as though I'm being heard effectively. I definitely feel like when 
there is an issue, he can mediate it. It's just a matter of…being available, like 
having the availability to connect with them to create the linkages to services.  
[ENROLLEE-7] 

Though not common, HARP enrollees also noted that care coordinators sometimes 
had limited access to information across all the providers in their lives, which made the 
process more challenging, or they expressed frustration with care coordinators’ lack of 
follow-through on tasks. 

The only problem is…if they don't talk to each other…they're not aware of what 
you're getting from in the same company…I think that they should have a file 
where they can look you up…to see what you’re getting. So they're aware of 
your whole 360, of what's going on in your life. [ENROLLEE-3] 
 
For the second time, I am asking for a transfer from my case coordinator. [What] 
I feel is that I am doing more of the work than I should have to and that just 
defeats the whole purpose…Yes of course, I have to get her basic information in 
terms of what my appointments are, but then she could make them for me. But I 
don’t feel like I [should] have to constantly remind her to make the 
appointment…I was becoming more stressed with this particular case coordinator 
that I have now…I don’t feel a connection. [ENROLLEE-6] 

Summary of Findings 

RQ 7 Hypothesis 1: Access to care coordination services will increase in terms of Health Home 
engagement for HARP members 
Our analyses are largely supportive of the DOH’s hypothesis. Findings from quantitative 

analyses indicated higher utilization of Health Home services for HARP enrollees, relative to 
both non-HARP individuals (among HARP enrollees with similar characteristics as the non-
HARP population) and the early pre-period (full HARP enrollee population). Although HARP 
enrollees reported generally positive experiences with Health Home care coordination, key 
informants focused on the challenges that have complicated beneficiary enrollment in Health 
Homes. These included varying degrees of success with different referral mechanisms, learning 
curves amid involvement of multiple entities, high caseloads, and difficulties of distinguishing 
HH care coordination from other services. They also noted facilitators, which included warm 
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hand-offs from known providers, direct outreach by care management agencies, and focusing on 
how care coordination can support participants with their concrete personalized goals.  

RQ8: To what extent is HARP quality of care improving, especially related to the HEDIS 
measures of health monitoring, prevention, and management of BH conditions, 
cardiovascular disease, asthma, diabetes, and other selected chronic health 
conditions? 

This RQ included one hypothesis:  

1. The HEDIS® / QARR quality profiles for HARP plans will improve over time as the 
program matures. 

We addressed this RQ with quantitative methods (see Table 4.6). We assessed several 
measures of quality of care among HARP enrollees and compared their performance over the 
course of the post-period to (a) that of HARP-eligible beneficiaries not enrolled in HARP (non-
HARP individuals), with findings only applicable to the HARP population with similar 
characteristics as the eligible-not-enrolled (DiD) and (b) their own during the early pre-period 
(ITS).  

Our analyses focused on ten MMC plan-reported HEDIS/QARR measures of BH and PH 
care captured as annual percentages of enrollees meeting the specific quality domain , selected by 
DOH due to their significance for the HARP population (see Section 3.3). Briefly, the measures 
are: Adherence to Antipsychotic Medications for People with Schizophrenia; Antidepressant 
Medication Management, Acute; Antidepressant Medication Management, Any; Cardiovascular 
Monitoring for People with CVD and Schizophrenia; Diabetes Monitoring for People with 
Diabetes and Schizophrenia; Diabetes Screening for People with Schizophrenia or Bipolar 
Disease (who are using antipsychotic medication); Medication Management for People with 
Asthma, 50 Percent Compliance; Medication Management for People with Asthma, 75 Percent 
Compliance; Comprehensive Diabetes Screening, Received HbA1c; and Comprehensive 
Diabetes Screening, Overall.  

Adjusted Quantitative Findings  

Difference-in-Differences Model 
These analyses were conducted among cohort members with the demographic and clinical 

characteristics of the non-HARP population and compared quality outcomes for HARP enrollees 
relative to non-HARP individuals in each post-period year (Table 4.15).  

In both NYC and ROS, HARP enrollees were more likely to meet the measure that assesses 
Antidepressant Medication Management, Acute, than non-HARP individuals. Specifically in 
NYC, HARP enrollees had a 29.31 percent (10.09) higher probability than non-HARP 
individuals of meeting the measure in the last (and fourth) post-period year (2019), and in ROS  
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Table 4.15. Probability of Meeting Specific Quality Measures, HARP Enrollees vs. Non-HARP 
Individuals, by Post-Period Year, NYC and ROS  

 Post-Period 
Year 1 

Post- Period 
Year 2 

Post- Period 
Year 3 

Post- Period 
Year 4 

NYC Estimate (SE) HARP P-
Value 

HARP P-
Value 

HARP P-
Value 

HARP P-
Value 

Adherence To Antipsychotic 
Medication for People with 
Schizophrenia (N= 10,630) 

-1.04 
(3.46) 

0.76 1.96 
(3.45) 

0.57 2.44 
(3.49) 

0.49 0.37 
(3.54) 

0.92 

Antidepressant Medication 
Management, Acute (N=2,320) 

5.85 
(8.64) 

0.50 14.0 
(8.53) 

0.10 12.1 
(9.17) 

0.19 29.3 
(10.09) 

0.00 

Antidepressant Medication 
Management, Any (N=2,320) 

11.8 
(8.47) 

0.16 7.04 
(8.36) 

0.40 12.8 
(8.98) 

0.15 13.0 
(9.89) 

0.19 

Cardiovascular Monitoring for People 
With CD and Schizophrenia (N=454) 

18.5 
(14.56) 

0.20 8.02 
(13.75) 

0.56 20.9 
(13.29) 

0.12 4.53 
(13.91) 

0.74 

Diabetes Monitoring for People with 
Diabetes and Schizophrenia (N=3,121) 

7.20 
(5.87) 

0.22 0.54 
(5.67) 

0.92 15.6 
(5.68) 

0.01 9.09 
(5.90) 

0.12 

Diabetes Screening for People with 
Schizophrenia and Bipolar Disorder 
(N=10,683) 

1.31 
(3.10) 

0.67 0.02 
(3.12) 

1.00 2.19 
(3.18) 

0.49 -1.71 
(3.18) 

0.59 

Medication Management for People 
with Asthma - 50% Compliance 
(N=1,948) 

-0.17 
(7.11) 

0.98 -7.46 
(7.71) 

0.33 -17.0 
(7.39) 

0.02 -6.33 
(7.78) 

0.42 

Medication Management for People 
With Asthma - 75% Compliance 
(N=1,948) 

10.0 
(8.25) 

0.23 -10.8 
(8.94) 

0.23 -8.32 
(8.57) 

0.33 -8.22 
(9.02) 

0.36 

ROS Estimate (SE)         
Adherence To Antipsychotic 
Medication for People with 
Schizophrenia (N=10,087) 

1.24 
(3.19) 

0.70 1.40 
(3.18) 

0.66 1.11 
(3.25) 

0.73   

Antidepressant Medication 
Management, Acute (N=5,137) 

6.96 
(5.12) 

0.17 13.1 
(5.48) 

0.02 2.17 
(5.25) 

0.68   

Antidepressant Medication 
Management, Any (N=5,137) 

0.45 
(4.95) 

0.93 4.97 
(5.29) 

0.35 4.44 
(5.07) 

0.38   

Cardiovascular Monitoring for People 
with CD and Schizophrenia (N=340) 

-22.4 
(21.74) 

0.30 -22.4 
(21.06) 

0.29 -17.6 
(18.34) 

0.34   

Diabetes Monitoring for People with 
Diabetes and Schizophrenia (N=2,769) 

-1.97 
(6.65) 

0.77 -4.65 
(6.30) 

0.46 -2.69 
(6.60) 

0.68   

Diabetes Screening for People with 
Schizophrenia and Bipolar Disorder 
(N=13,750) 

-0.46 
(2.59) 

0.86 -1.43 
(2.61) 

0.58 -1.31 
(2.66) 

0.62   

Medication Management for People 
with Asthma - 50% Compliance 
(N=1,617) 

-4.81 
(8.50) 

0.57 -6.65 
(8.50) 

0.43 -18.1 
(8.83) 

0.04   

Medication Management for People 
with Asthma - 75% Compliance 
(N=1,617) 

-11.6 
(9.11) 

0.20 -7.67 
(9.11) 

0.40 -14.1 
(9.47) 

0.14   

SOURCE: Authors’ analyses of Medicaid data (2014–2019) 
 
 

they had a 13.14 percent (5.48) higher probability of meeting the measure than their counterparts 
in the second post-period year (2018). In addition, in NYC, HARP enrollees had a 15.60 percent 
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(5.68) higher probability than non-HARP individuals of meeting the measure that assesses 
Diabetes Monitoring for people with diabetes and schizophrenia in the third post-period year 
(2018). 

However, in both regions, HARP enrollees were less likely than non-HARP individuals to 
meet the measure that assesses Medication Management for People with Asthma, 50 percent 
Compliance. In NYC, HARP enrollees had a 16.95 percent (7.39) lower probability than non-
HARP individuals of meeting the measure in the third post-period year (2018), and in ROS they 
had an 18.06 percent (8.83) lower probability than their counterparts in the last post-period year 
(2019). 

Interrupted Time Series Model  
These analyses were conducted for all HARP enrollees in our cohort and compared their 

quality outcomes in each post-period year relative to the first year of the pre-period (2014 in 
NYC and 2015 in ROS) (Table 4.16). 

The ITS model presented a different picture than the DiD model. In both regions, HARP 
enrollees had a higher probability of meeting several quality measures during the post-period 
relative to 2014 (NYC) and 2015 (ROS). These measures were Adherence to Antipsychotic 
Medication for People with Schizophrenia, Diabetes Screening for People with Schizophrenia 
and Bipolar Disorder, and the two measures assessing medication management for people with 
Asthma. The improved performance relative to the early baseline period was particularly robust 
and consistent for the antipsychotic medication adherence measure; by the last post-period year 
(2019), HARP enrollees in NYC had a 13.4 percent (0.80) higher probability of meeting the 
measure relative to 2014, and those in ROS had a 6.55 percent (0.99) higher probability of 
meeting the measure relative to 2015.  

In addition, in NYC, in some of the post-period years, HARP enrollees had a higher 
probability relative to 2014 of meeting the two antidepressant medication management measures. 
In ROS, relative to 2015, HARP enrollees had a 4.01 percent (1.89) higher probability of 
meeting the measure that assesses Diabetes Monitoring for People with Diabetes and 
Schizophrenia in the first post-period year. 
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Table 4.16. Probability of Meeting Specific Quality Measures, HARP Enrollees, by Post-period Year 
Relative to Early Pre-period, NYC and ROS 

 Post-Period 
Year 1 

Post- Period 
Year 2 

Post- Period 
Year 3 

Post- Period 
Year 4 

NYC Estimate (SE) HARP P-
Value 

HARP P-
Value 

HARP P-
Value 

HARP P-
Value 

Adherence To Antipsychotic 
Medication for People with 
Schizophrenia (N=41,511) 

10.1 
(0.79) 

0.00 10.7 
(0.80) 

0.00 11.6 
(0.80) 

0.00 13.4 
(0.80) 

0.00 

Antidepressant Medication 
Management, Acute (N=11,087) 

3.60 
(1.56) 

0.02 0.31 
(1.61) 

0.85 1.29 
(1.62) 

0.43 3.48 
(1.62) 

0.03 

Antidepressant Medication 
Management, Any (N=11,087) 

4.26 
(1.52) 

0.01 2.84 
(1.57) 

0.07 2.02 
(1.58) 

0.20 0.55 
(1.58) 

0.73 

Cardiovascular Monitoring for People 
with CD and Schizophrenia (N=1,453) 

6.32 
(4.00) 

0.11 0.40 
(4.01) 

0.92 4.30 
(3.83) 

0.26 1.97 
(3.90) 

0.61 

Diabetes Monitoring for People with 
Diabetes and Schizophrenia 
(N=12,532) 

0.04 
(1.34) 

0.97 -0.60 
(1.32) 

0.65 1.34 
(1.31) 

0.31 -0.71 
(1.33) 

0.60 

Diabetes Screening for People with 
Schizophrenia and Bipolar Disorder 
(N=44,059) 

0.24 
(0.65) 

0.71 0.63 
(0.65) 

0.34 3.69 
(0.66) 

0.00 0.57 
(0.66) 

0.39 

Medication Management for People 
with Asthma - 50% Compliance 
(N=8,908) 

4.78 
(1.50) 

0.00 6.29 
(1.51) 

0.00 5.04 
(1.53) 

0.00 2.84 
(1.55) 

0.07 

Medication Management for People 
with Asthma - 75% Compliance 
(N=8,908) 

6.01 
(1.77) 

0.00 7.46 
(1.79) 

0.00 7.22 
(1.81) 

0.00 0.68 
(1.83) 

0.71 

Ros Estimate (Se)         
Adherence To Antipsychotic 
Medication for People with 
Schizophrenia (N=21,545) 

4.11 
(0.98) 

0.00 4.51 
(0.98) 

0.00 6.55 
(0.99) 

0.00   

Antidepressant Medication 
Management, Acute (N=11,178) 

0.56 
(1.46) 

0.70 1.02 
(1.48) 

0.49 -0.19 
(1.48) 

0.90   

Antidepressant Medication 
Management, Any (N=11,178) 

1.39 
(1.40) 

0.32 0.84 
(1.42) 

0.56 0.92 
(1.42) 

0.51   

Cardiovascular Monitoring for People 
with CD and Schizophrenia (N=711) 

6.75 
(6.01) 

0.26 5.69 
(5.88) 

0.33 -1.15 
(5.75) 

0.84   

Diabetes Monitoring for People with 
Diabetes and Schizophrenia (N=6,103) 

4.01 
(1.89) 

0.03 3.46 
(1.87) 

0.06 0.42 
(1.90) 

0.83   

Diabetes Screening for People with 
Schizophrenia and Bipolar Disorder 
(N=29,106) 

1.25 
(0.76) 

0.10 1.56 
(0.76) 

0.04 -0.08 
(0.77) 

0.91   

Medication Management for People 
with Asthma - 50% Compliance 
(N=3,859) 

4.79 
(2.30) 

0.04 5.22 
(2.34) 

0.03 2.61 
(2.43) 

0.28   

Medication Management for People 
with Asthma - 75% Compliance 
(N=3,859) 

2.90 
(2.42) 

0.23 4.22 
(2.46) 

0.09 5.61 
(2.56) 

0.03   

SOURCE: Authors’ analyses of Medicaid data (2014–2019)
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Matched Sample Estimates 
Because we were unable to model the two Comprehensive Diabetes Screening measures due 

to the lack of sufficient observations per group in both regions and all years, we present matched 
sample (ATC) estimates for those measures, with results applicable to the HARP population with 
similar characteristics as the non-HARP population (Appendix Table E9). These analyses 
showed no differences between HARP enrollees and non-HARP individuals in their performance 
regarding Comprehensive Diabetes Screening, Received HbA1c and Comprehensive Diabetes 
Screening, Overall. 

Summary of Findings 

RQ8 Hypothesis 1: HEDIS/QARR quality profiles for HARP plans will improve over time as the program 
matures 
Our findings provide inconclusive evidence regarding the DOH’s hypothesis. HARP 

enrollees had a higher probability of meeting several measures of quality of BH and PH care 
during the post-period relative to the early pre-period, with a particularly robust and consistent 
trend for the measure assessing adherence to antipsychotic medication. Among HARP enrollees 
with similar characteristics as the non-HARP population, HARP enrollees fared better than non-
HARP individuals on some measures even if they fared worse on a PH measure on which the full 
HARP enrollee group improved over time relative to the early pre-period (Medication 
management for people with asthma, 50 percent compliance). However, improvements in quality 
were not consistent year to year; consequently, it is not possible to discern a temporal pattern 
related to program maturity.  

RQs 9 and 10: To what extent are HARP enrollee experiences with care and access to 
health and BH services positive? To what extent are HARP enrollees satisfied with 
the cultural sensitivity of BH providers and their wellness, recovery, and degree of 
social connectedness? 

These two RQs included the following three hypotheses:  

1. Perception of experience of care and satisfaction with care will improve over time as the 
program matures. 

2.  HARP enrollee satisfaction with the cultural sensitivity of their BH providers will 
increase over the length of the Demonstration. 

3.  HARP enrollee satisfaction with their wellness, recovery, and degree of social 
connectedness will improve over the time of the Demonstration. 

We addressed this RQ with quantitative methods employed to analyze two data sources: 
CAHPS survey and the HARP PCS survey (see Table 4.6). The version of the CAHPS survey we 
used is administered every other year to a random sample of adults enrolled in all MMC product 
lines, and measures assessed by the survey are reported at the plan level. The PCS is 
administered to HARP enrollees and is reported at the individual level. Due to the small sample 
size for the PCS, we were unable to carry out comparisons across years.   
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Consumer Assessment of Healthcare Providers Survey (CAHPS) 
Figure 4.11 shows the distribution of plan scores on four CAHPS items related to access to 

and rating of MH and SUD care. For the access to care measures, we report the proportion of 
survey respondents who indicated that it was easy to get that type of care. For the rating of care 
measures, we report the proportion of survey respondents who rated their treatment positively.  
Due to the small number of plans for which we have data, we have not attempted to conduc t 
statistical tests for differences between the measurement years. Results are reported for the plans 
with sample sizes meeting reporting requirements set by NYS. The MH items were reported with 
sufficiently large sample sizes for 13 plans in both 2017 and 2019. The SUD items were reported 
with sufficiently large sample sizes in 2019 only when the SUD access item was reported for 
nine plans, and the SUD treatment rating item was reported for eight plans.  

Figure 4.11 Distribution of Plan Scores on MH and SUD CAHPS Items  

 

SOURCE: Consumer Assessment of Healthcare Providers Survey, 2017 and 2019.  

Ratings of access to care were high in both years for MH care as well as in the one year for 
which we have data (2019) for SUD treatment. The access to MH measure was higher in 2019 
than in 2017. Ratings of quality of mental health treatment were similar in 2017 and 2019. 
Although we cannot directly compare ratings of the quality of SUD treatment to those of mental 
health treatment, it is worth noting that the difference between the access and quality measures 
are similar for both SUD and MH treatment.  
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HARP Perception of Care Survey 
The HARP PCS was administered to a random sample of HARP enrollees in 2017 and 2019. 

Despite the random sampling, we note that PCS respondents differed from non-PCS respondents 
on demographic and clinical characteristics—in both regions, PCS respondents were more 
female, had higher rates of Any SMI and Any SUD, higher utilization of Key BH outpatient 
services, and higher AHRF poverty rates (Appendix Table E.19).  

HARP PCS respondents were asked questions across multiple domains pertaining to the care 
they received through the HARP program. These domains covered perceptions about HARP 
enrollees’: 

• quality of communication with BH care providers 
• cultural sensitivity of BH providers 
• quality of life 
• health and wellness (daily PH activities and substance use) 
• social connectedness. 

Data to assess the quality of communication with BH care providers was drawn from the 
following two PCS items:  

• How often did the people you went to for counseling or treatment explain things in a way 
you could understand? 

• How often did the people you went to for treatment listen carefully to you? 

The response options for these items are on a four-point scale: 1-Never, 2-Sometimes, 3-Usually, 
4-Always. The response distribution for these two items is shown in Figure 4.12. For both items, 
the median response was the most positive response option. The mean response was 2.7 (N=536) 
for “explain things in a way you could understand” and 2.8 (N=551) for “listen carefully to you.” 
Responses were aggregated across the two survey years.  
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Figure 4.12. PCS Respondents’ Rating of Communication with Behavioral Health Providers 

 
SOURCE: HARP Perception of Care Survey, 2017 and 2019 

Data to assess the cultural sensitivity of their behavioral health providers were derived from 
respondents’ ratings on the following item:  

• How often were the people you went to for treatment sensitive to your cultural 
background (race, religion, language, etc.)?  

The response options for this item were on a four-point scale: 1-Never, 2-Sometimes, 3-
Usually, 4-Always. The ratings were quite high, with the most respondents indicating that their 
care providers were always sensitive to their cultural background. The mean rating was 3.52 
(N=612). 

Data to assess satisfaction with respondents’ quality of life came from a series of seven 
items, each rated on a 10-point scale, with 1 representing the lowest satisfaction and 10 
representing the highest satisfaction. Each item asked about how satisfied the respondent is with 
an aspect of their lives. For instance, satisfaction with money is asked with the following 
question: “How satisfied are you with the things you have? Like the money you have and the 
things you own?” Results, shown in Figure 4.13, indicate consistent ratings in the middle of the 
rating scale for most items, and a relatively high rating on the item regarding safety.  
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Figure 4.13. Quality of Life in the PCS1 

 

1Responses pooled across 2017 and 2019 PCS samples.  
SOURCE: HARP Perception of Care Survey, 2017 and 2019 

Data to assess respondents’ health and wellness were derived from one question on their 
difficulty with daily activities due to physical health and three questions about their experience 
of problems related to use of tobacco, alcohol, or other drugs. The item on daily activities read: 

 
• During the past 4 weeks, how much difficulty did you have doing your daily work, 

both at home and away from home, because of your physical health? 
 

The response options were 1-none at all, 2-very little, 3-somewhat, 4-quite a lot, and 5-could 
not do physical activities. More than half of respondents reported that they had difficulty with 
their daily activities due to their physical health at the level of “somewhat” or “quite a lot,” and 
an additional 8 percent reported that they were not able to do physical activities (Figure 4.14).   
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Figure 4.14. Difficulty with Daily Activities Due to Physical Health1 

 
1Responses pooled across 2017 and 2019 PCS samples. 

SOURCE: HARP Perception of Care Survey, 2017 and 2019  

Problems due to substance use were assessed using the following three items: 

• Have you experienced any difficulties as a result of your tobacco use in the last 12 
months (e.g., health, social, legal, or financial problems)? 

• Have you experienced any difficulties as a result of your alcohol use in the last 12 months 
(e.g., personal/family conflict, job instability, legal problems, and/or injuries)? 

• Have you experienced any difficulties as a result of your drug use in the last 12 months 
(e.g., personal/family conflict, job instability, legal problems, and/or injuries)? 

These items were assessed with a binary (yes/no) response. Respondents could also indicate 
that they did not use the substance in question. Results from these items are presented in Figure 
4.15. The proportion of respondents reporting no use was 29.3 percent for tobacco and just under 
half for alcohol and other drugs (47.4 percent and 48.4 percent, respectively). The percentage of 
respondents indicating problems with substance use was 17.6 for tobacco and slightly under 10 
percent for alcohol and other drugs (7.3 percent and 8.4 percent, respectively).   
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Figure 4.15. Difficulty with Substance Use in Past 12 Months1 

 
1Responses pooled across 2017 and 2019 PCS samples.  

SOURCE: HARP Perception of Care Survey, 2017 and 2019 

PCS respondents were asked about their social connectedness through the following six 
items:  

• I have trusted people I can turn to for help. 
• My living situation feels like home to me. 
• I am involved in meaningful productive activities. 
• I am aware of community supports available to me. 
• I have at least one close relationship. 
• I have access to reliable transportation. 

Each item was rated on a 5-point scale ranging from 1-strongly disagree to 5-strongly agree. 
As shown in Figure 4.16, respondents rated their social connectedness highly, with a median 
score of 4 for five of the six items. Ratings were lower for the item related to being involved in 
meaningful productive activities, where the median score was 3.  

29.3%

47.4%

48.4%

53.1%

45.6%

43.2%

17.6%

7.3%

8.4%

0.0% 20.0% 40.0% 60.0% 80.0% 100.0%

Tobacco (N=607)

Alcohol (N=603)

Other Drugs (582)

Does Not Use Used, No Difficulties Used, Has Difficulties



 

 115 

Figure 4.16. Social Connectedness in the PCS1 

 
 

1Responses pooled across 2017 and 2019 PCS samples 
SOURCE: HARP Perception of Care Survey, 2017 and 2019  

Summary of Findings 

RQs 9 and 10 Hypotheses 1-3: Perception of experience of care and satisfaction with care will improve 
over time as the program matures; HARP enrollee satisfaction with the cultural sensitivity of their BH 
providers will increase over the length of the Demonstration; HARP enrollee satisfaction with their 
wellness, recovery, and degree of social connectedness will improve over the time of the 
Demonstration 

  
We were unable to directly test the hypotheses related to change over time in patient 

experiences of care, quality of life, and well-being due to small sample sizes. However, our 
results, which pool data across years, provide a baseline for future comparisons. The results 
indicate positive experiences with respect to access to and quality of MH and SUD care, the 
quality of provider communication, and the cultural sensitivity of care. PH limitations and 
substance use were common, as expected. Respondents reported generally high levels of social 
connectedness, though low ratings of engagement in productive activities stand out as an area of 
need. 
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RQ11: To what extent are HARPs cost effective? What are the PMPM costs of inpatient 
psychiatric services, SUD ancillary withdrawal, hospital-based detox, and ED 
services for the HARP population? Are these costs decreasing over time? 

This RQ included one hypothesis:  

1. It is expected that costs for HARP enrollees are shifting from acute services to non-acute 
OP-based health and BH services. 

We addressed this RQ with quantitative methods (see Table 4.6). We assessed annual 
outcomes among HARP enrollees over the course of the post-period and compared their 
outcomes to (a) that of HARP-eligible beneficiaries not enrolled in HARP (non-HARP 
individuals), with findings only applicable to the HARP population with similar characteristics 
as the eligible-not-enrolled (DiD) and (b) their own during the early pre-period (ITS).  

We evaluated costs and utilization of multiple forms of acute and OP care. Acute care 
included inpatient psychiatric services (BH IP), which for utilization analyses was captured 
separately as Medicaid and MHARS IP admissions; psychiatric ED services (BH ED); a 
composite measure of acute BH care capturing BH IP or BH ED care (Any Acute BH Care); 
several high-acuity SUD services (SUD Ancillary Withdrawal Services, Hospital-Based 
Detoxication (Detox) Services, and SUD Inpatient Rehabilitation (Rehab) Services); crisis 
respite HCBS, available only to HARP enrollees; a composite measure of any of these acute BH 
services (Any Acute BH Care Plus); and Any Acute Non-BH Care (Non-BH Care IP or Non-BH 
ED). Outpatient care included Any Key BH OP Services (outcome for Goal 1, RQ 1 and Goal 2, 
RQ 6); Any OP BH Services, a measure capturing all OP BH care; and Any OP Non-BH 
Services, a measure capturing all PH care including primary and/or preventive care. We also 
constructed measures capturing costs and utilization of all non-pharmacy services (total costs and 
any-cause utilization). Costs and utilization outcomes were estimated as total annual mean costs 
divided by the number of months of utilization (i.e., per member per month (PMPM) costs) and 
visits (or admissions), respectively.10  

Adjusted Quantitative Findings  

Difference-in-Differences Model 
These analyses were conducted among cohort members with demographic and clinical 

characteristics of the non-HARP population and compared utilization and cost outcomes for 
HARP enrollees relative to non-HARP individuals in each post-period year.  

 
10 When interpreting costs for the acute care composite measures, the reader should bear in mind that the costs of 
the less expensive and/or more frequently utilized services will have an important effect on mean PMPM cost 
estimates calculated on a larger population; thus, there should not be an expectation that the components will add to 
the composite, e.g., BH IP and BH ED may not add to the composite Acute BH care, since their sample sizes are 
different (this concern is also valid for utilization outcomes). 
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Utilization outcomes 
The only differences between the groups in terms of acute care utilization were observed in 

the last post-period year (2019) and only in NYC, where HARP enrollees had 1.14 (0.50) more 
BH ED visits and 1.02 (0.51) more Any acute BH care plus visits relative to non-HARP 
individuals (Table 4.17). 

Table 4.17. Probability of Outpatient and Acute Care Utilization, HARP Enrollees vs. Non-HARP 
Individuals, by Post-Period Year, NYC and ROS 

 Post-Period Year 1 Post- Period Year 2 Post- Period Year 3 Post- Period Year 4 

NYC Estimate 
(SE) 

HARP P-
Value 

HARP P-
Value 

HARP P-
Value 

HARP P-
Value 

Key BH OP Visits 
(N=28,707) 0.26 (0.24) 0.28 0.55 (0.25) 0.02 0.34 (0.25) 0.17 0.21 (0.25) 0.41 

Any OP BH 
(N=30,648) 0.32 (0.26) 0.22 0.34 (0.26) 0.20 0.20 (0.26) 0.45 0.23 (0.27) 0.40 
Any OP Non-BH 
(N=25,235) 0.31 (0.20) 0.11 0.28 (0.20) 0.16 0.38 (0.20) 0.05 0.80 (0.20) 0.00 
Acute BH 
(N=7,400) 0.56 (0.48) 0.24 0.13 (0.49) 0.78 0.53 (0.50) 0.29 1.01 (0.52) 0.05 
BH IP (Medicaid) 
(N=3,668) 0.01 (0.21) 0.97 0.02 (0.22) 0.94 0.03 (0.22) 0.89 -0.03 (0.25) 0.91 
BH ED (N=6,561) 0.80 (0.46) 0.08 0.48 (0.47) 0.30 0.63 (0.49) 0.20 1.14 (0.50) 0.02 
Acute BH Plus 
(N=7,835) 0.44 (0.47) 0.35 0.05 (0.48) 0.92 0.38 (0.49) 0.45 1.02 (0.51) 0.04 
Acute Non-BH 
(N=18,363) 0.13 (0.27) 0.62 -0.08 (0.27) 0.78 0.27 (0.27) 0.32 0.31 (0.27) 0.25 
Total (N=35,660) 1.15 (0.55) 0.04 1.36 (0.55) 0.01 1.93 (0.55) 0.00 2.55 (0.56) 0.00 
ROS Estimate (SE)        
Key BH OP Visits 
(N=45,209) 0.15 (0.17) 0.39 -0.01 (0.18) 0.93 0.10 (0.18) 0.59   

Any OP BH 
(N=49,936) 0.27 (0.19) 0.16 0.69 (0.19) 0.00 0.98 (0.20) 0.00 

  

Any OP Non-BH 
(N=45,550) 0.08 (0.12) 0.52 -0.16 (0.12) 0.16 -0.28 (0.12) 0.02 

  

Acute BH 
(N=12,912) 0.01 (0.22) 0.98 0.01 (0.23) 0.97 -0.19 (0.23) 0.40 

  

BH IP (Medicaid) 
(N=4,961) 0.05 (0.13) 0.72 -0.10 (0.14) 0.49 -0.19 (0.13) 0.16 

  

BH ED 
(N=12,175) -0.02 (0.19) 0.92 0.02 (0.21) 0.92 -0.08 (0.21) 0.70 

  

Acute BH Plus 
(N=13,693) -0.14 (0.21) 0.50 0.00 (0.23) 0.98 -0.19 (0.23) 0.40 

  

Acute Non-BH 
(N=36,870) 0.17 (0.15) 0.26 0.08 (0.15) 0.59 0.24 (0.15) 0.11 

  

Total (N=60,494) 0.19 (0.39) 0.62 1.09 (0.39) 0.01 1.57 (0.39) 0.00   
SOURCE: Authors’ analyses of Medicaid data (2014–2019)  
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In both regions, HARP enrollees had higher OP BH service utilization than non-HARP 
individuals. While in NYC the advantage over non-HARP individuals was observed for Any Key 
OP BH service utilization only in the second post-period year, HARP enrollees in ROS had 
higher Any OP BH service utilization in the last two post-period years; e.g., in 2019, they had 
0.98 (0.20) more visits than their counterparts. In both regions, HARP enrollees differed from 
non-HARP individuals in their utilization of Any OP Non-BH services in the last post-period 
year but in opposite ways: In NYC, HARP enrollees had 0.80 (0.20) more visits, but in ROS they 
had 0.28 (0.12) fewer visits than their counterparts.  

HARP enrollees had higher Any-cause utilization than non-HARP individuals in both 
regions, with the difference becoming larger throughout the post-period, particularly for NYC. 
By the last post-period year (2019), HARP enrollees had 2.55 (0.56) and 1.57 (0.39) more Any-
cause visits relative to non-HARP individuals, NYC and ROS, respectively.  

PMPM Cost outcomes 

In NYC, HARP enrollees had generally higher acute BH care costs relative to non-HARP 
individuals. Except for BH ED costs, HARP enrollees had consistently higher costs associated 
with utilization of BH IP services, Any acute BH care, and Any acute BH care plus starting in 
the second post-period year, e.g., relative to non-HARP individuals, costs of Any acute BH care 
plus services for HARP enrollees were higher by $1281.0 (465.28) in the second post-period 
year (2017) and $1611.8 (489.23) in the last post-period year (2019) (Table 4.18). In ROS, 
however, the only acute BH care cost difference between the groups was observed in the first 
post-period year, when ED BH costs were $63.4 (30.30) higher for HARP enrollees relative to 
non-HARP individuals (Table 4.18). 

The regions differed in terms of costs associated with Any acute non-BH service utilization. 
While in NYC, HARP enrollees had lower costs than non-HARP individuals in the middle post-
period years—e.g., by $732.3 (339.12) in the third post-period year (2018)—in ROS there were 
no differences between groups throughout the entire post-period.  

The regions also differed in terms of costs associated with OP service utilization. While no 
differences were observed between the groups in NYC, in ROS, costs associated with OP 
services were higher for HARP enrollees relative to non-HARP individuals, consistently 
throughout the post-period only for Any OP non-BH services. HARP enrollees’ costs for any OP 
BH service utilization were higher relative to those of non-HARP individuals in the first and 
second post-period years, e.g., by $33.4 (15.54) in the second post-period year. 

In both regions, the groups did not differ in their total costs. 
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Table 4.18. Probability of Outpatient and Acute Care PMPM Costs, HARP Enrollees vs. Non-HARP 
Individuals, by Post-Period Year, NYC and ROS 

 Post-Period Year 1 Post- Period Year 2 Post- Period Year 3 Post- Period Year 4 

NYC Estimate 
(SE) 

HARP P-
Value 

HARP P-
Value 

HARP P-
Value 

HARP P-
Value 

Key BH OP Visits 
(N=28,705) 

17.3 
(23.68) 0.46 

-20.4 
(23.83) 0.39 

-7.80 
(23.88) 0.74 

-2.89 
(24.22) 0.90 

Any OP BH 
(N=30,647) 

22.4 
(22.37) 0.32 

-11.1 
(22.52) 0.62 

-10.2 
(22.53) 0.65 

10.8 
(22.88) 0.64 

Any OP Non-BH 
(N=25,234) 

31.5 
(24.51) 0.20 

-16.6 
(24.64) 0.50 

-5.58 
(24.54) 0.82 

-29.4 
(24.65) 0.23 

Acute BH 
(N=7,394) 

535.4 
(470.44) 0.26 

1131.5 
(479.97) 0.02 

1001.7 
(494.24) 0.04 

1567.3 
(508.62) 0.00 

BH IP (Medicaid) 
(N=3,664) 

843.1 
(724.49) 0.24 

1804.6 
(748.90) 0.02 

2317.3 
(764.58) 0.00 

1904.4 
(854.86) 0.03 

BH ED  
(N=6,556) 

-10.0 
(79.00) 0.90 

151.9 
(79.83) 0.06 

-8.33 
(83.73) 0.92 

166.8 
(85.35) 0.05 

Acute BH Plus 
(N=7,829) 

594.3 
(454.31) 0.19 

1281.0 
(465.28) 0.01 

1056.4 
(478.61) 0.03 

1611.8 
(489.23) 0.00 

Acute Non-BH 
(N=18,356) 

-40.6 
(338.67) 0.90 

-698.4 
(343.24) 0.04 

-732.3 
(339.12) 0.03 

-225.8 
(342.08) 0.51 

Total (N=35,659) 45.8 
(100.07) 0.65 

-119.7 
(100.22) 0.23 

12.8 
(100.33) 0.90 

18.5 
(100.70) 0.85 

ROS Estimate (SE)        
Key BH OP Visits 
(N=45,209) 

36.1 
(17.48) 0.04 

28.4 
(17.78) 0.11 

17.3 
(17.97) 0.33 

  

Any OP BH 
(N=49,936) 

43.4 
(15.31) 0.00 

33.4 
(15.54) 0.03 

27.1 
(15.60) 0.08 

  

Any OP Non-BH 
(N=45,550) 

44.0 
(16.22) 0.01 

50.3 
(16.17) 0.00 

38.0 
(16.19) 0.02 

  

Acute BH 
(N=12,912) 

-63.3 
(225.31) 0.78 

129.2 
(242.13) 0.59 

-322.5 
(241.72) 0.18 

  

BH IP (Medicaid) 
(N=4,961) 

-225.8 
(513.63) 0.66 

-238.8 
(567.72) 0.67 

-478.8 
(544.76) 0.38 

  

BH ED 
(N=12,175) 

63.4 
(30.30) 0.04 

15.0 
(32.45) 0.64 

29.5 
(32.53) 0.36 

  

Acute BH Plus 
(N=13,693) 

-209.9 
(223.18) 0.35 

146.4 
(240.32) 0.54 

-392.3 
(238.82) 0.10 

  

Acute Non-BH 
(N=36,870) 

116.3 
(175.46) 0.51 

-95.8 
(178.61) 0.59 

39.0 
(176.94) 0.83 

  

Total (N=60,494) 12.8 
(52.28) 0.81 

50.5 
(52.53) 0.34 

94.8 
(52.51) 0.07 

  

SOURCE: Authors’ analyses of Medicaid data (2014–2019)  
  

Interrupted Time Series Model  
These analyses were conducted for all HARP enrollees in our cohort and compared their 

outcomes in each post-period year relative to the first year of the pre-period (2014 in NYC and 
2015 in ROS) (Tables 4.15 and 4.16). 
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Utilization outcomes 
In NYC, HARP enrollees had a modestly higher utilization of all services, whether BH or 

non-BH, acute care or OP, during the post-period relative to 2014 (Table 4.19). The only 
exception was Any OP Non-BH services in the third post-period year, when they had lower 
utilization than in the early pre-period. Thus, by the last post-period year (2019), the excess visits 
relative to 2014 ranged between 0.10 (0.04) (Any OP Non-BH services) and 0.69 (0.09) (Any 
acute BH care plus services). In terms of acute versus OP BH care, HARP enrollees had, 
respectively, 0.14 (0.04) (BH IP) and 0.64 (0.09) (BH ED) more visits in 2019 relative to the 
early pre-period, while the difference was 0.57 (0.05) for Any OP BH service visits. Not 
surprisingly, HARP enrollees had higher Any-cause utilization relative to 2014 in three out of 
the four post-period years; however, the excess utilization dropped from 1.58 (0.12) visits in the 
first post-period year to 0.50 (0.12) visits in the last post-period year. We note that although 
some of these changes in utilization were relatively small, their statistical significance is due to 
the large sample sizes in these ITS analyses. 
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Table 4.19. Outpatient and Acute Care Utilization (Total Number of Visits), HARP Enrollees, by 
Post-period Year Relative to Early Pre-period, NYC and ROS 

 Post-Period Year 1 Post- Period Year 2 Post- Period Year 3 Post- Period Year 4 

NYC Estimate 
(SE) 

HARP P-
Value 

HARP P-
Value 

HARP P-
Value 

HARP P-
Value 

Key BH OP visits 
(N=132,302) -0.03 (0.05) 0.54 0.32 (0.05) 0.00 0.31 (0.05) 0.00 0.47 (0.05) 0.00 

Any OP BH 
(N=139,068) 0.01 (0.05) 0.87 0.32 (0.05) 0.00 0.30 (0.05) 0.00 0.57 (0.05) 0.00 
Any OP Non-BH 
(N=119,551) 0.23 (0.04) 0.00 0.08 (0.04) 0.05 -0.47 (0.04) 0.00 0.10 (0.04) 0.01 
Acute BH 
(N=31,912) 0.48 (0.09) 0.00 0.45 (0.09) 0.00 0.63 (0.09) 0.00 0.64 (0.09) 0.00 
BH IP (Medicaid) 
(N=14,618) 0.14 (0.04) 0.00 0.08 (0.04) 0.05 0.08 (0.04) 0.05 0.14 (0.04) 0.00 
BH ED 
(N=28,779) 0.44 (0.09) 0.00 0.43 (0.09) 0.00 0.64 (0.09) 0.00 0.64 (0.09) 0.00 
Acute BH Plus 
(N=34,166) 0.48 (0.09) 0.00 0.49 (0.09) 0.00 0.65 (0.09) 0.00 0.69 (0.09) 0.00 
Acute Non-BH 
(N=86,731) 0.10 (0.06) 0.08 0.16 (0.06) 0.01 0.28 (0.06) 0.00 0.41 (0.06) 0.00 
Total (N=158,440) 1.58 (0.12) 0.00 1.74 (0.12) 0.00 -0.16 (0.12) 0.17 0.50 (0.12) 0.00 
ROS Estimate (SE)        
Key BH OP visits 
(N=95,691) 0.22 (0.05) 0.00 0.26 (0.05) 0.00 -0.05 (0.05) 0.34   

Any OP BH 
(N=103,790) 0.01 (0.06) 0.84 0.61 (0.06) 0.00 0.51 (0.06) 0.00 

  

Any OP Non-BH 
(N=96,590) 0.12 (0.04) 0.00 -0.27 (0.04) 0.00 -0.63 (0.04) 0.00 

  

Acute BH 
(N=26,687) 0.11 (0.06) 0.10 0.21 (0.07) 0.00 0.07 (0.07) 0.33 

  

BH IP (Medicaid) 
(N=10,765) 0.05 (0.04) 0.21 0.05 (0.04) 0.20 -0.00 (0.04) 0.99 

  

BH ED 
(N=25,070) 0.14 (0.06) 0.02 0.22 (0.06) 0.00 0.13 (0.06) 0.03 

  

Acute BH Plus 
(N=28,249) 0.09 (0.06) 0.14 0.25 (0.06) 0.00 0.11 (0.07) 0.08 

  

Acute Non-BH 
(N=78,011) -0.07 (0.05) 0.11 -0.13 (0.05) 0.01 -0.16 (0.05) 0.00 

  

Total (N=123,247) -1.20 (0.12) 0.00 -1.70 (0.12) 0.00 -3.19 (0.12) 0.00   
SOURCE: Authors’ analyses of Medicaid data (2014–2019)  

 
In ROS, differences in service utilization between the post-period and 2015 were slightly less 

pronounced than those observed in NYC. HARP enrollees had consistently higher BH ED 
utilization throughout the post-period relative to the early pre-period, highest in the second post-
period year, when they had 0.22 (0.06) additional visits; only in that year did they have higher 
utilization of Any acute BH care/plus services (0.25 (0.06) additional visits). Their utilization of 
Any acute non-BH services was lower in the last two years of the post-period relative to the early 
pre-period. HARP enrollees utilized more Any Key BH OP and Any OP BH services in one or 
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more post-period year relative to 2015, e.g., 0.26 (0.05) more Any Key BH OP service visits 
(second post-period year) and 0.51 (0.06) more Any OP BH services (third post-period year). 
However, their utilization of Any OP non-BH services was lower in the post-period relative to 
the early pre-period—by the third (and last) post-period year, HARP enrollees had 0.63 (0.04) 
fewer visits. HARP enrollees had lower Any-cause utilization relative to 2015 in all three post-
period years, with the difference growing each year; by 2019, they had 3.19 (0.12) fewer visits. 

PMPM Cost Outcomes 
In both regions, costs were different for one or all post-period years from those observed in 

the early pre-period for all service categories.  
In NYC, relative to the early pre-period, costs for Any acute BH care/plus services were 

lower during most of the post-period, although by the last post-period year (2019), only Any 
acute BH care plus service costs were different and by a generally smaller amount than in the 
previous years ($208.8 (89.37)) (Table 4.20). However, relative to 2014, BH ED costs were 
higher every year of the post-period, e.g., by $224.6 (18.60) in the last post-period year (2019), 
while BH IP costs switched from being lower in the first post-period year to also being 
consistently higher starting in the second post-period year, e.g., by $951.2 (157.01) in 2019. A 
similar pattern of consistently higher post-period costs starting in the second post-period year 
relative to 2014 was observed for Any acute non-BH care utilization, with the difference 
reaching $751.1 (71.41) in 2019. Costs for Any Key BH OP and Any OP BH services were 
lower in the first post-period year relative to the early pre-period, but they were higher thereafter, 
with the differences peaking in the third post-period year, e.g., Any OP BH service costs were 
$36.4 (4.39) higher in 2018. Any OP non-BH service costs, on the other hand, were consistently 
higher throughout the post-period, e.g., by $66.7 (10.58) in the last post-period year (2019). 
Total costs were higher relative to 2014 starting in the second post-period year, with the 
difference reaching $233.2 (22.26) in the last post-period year. 

In ROS, costs for Any acute BH care/plus services were not different in the first two post-
period years relative to 2015, but they were lower by similar amounts in  the last post-period year 
(2019), by $341.3 (71.45) for Any acute BH care plus. BH ED costs, on the other hand, were 
consistently higher every year of post-period, by $100.4 (10.59) in 2019. BH IP costs were 
higher relative to the early pre-period in the first and second post-period years, e.g., by $544.7 
(153.81) in 2018. Costs for Any acute non-BH care utilization were higher throughout the post-
period relative to 2015, by $296.9 (48.63) in 2019. Costs for Any Key BH OP and Any OP BH 
services were higher every post-period year relative to the early pre-period, with the largest 
differences observed in the second post-period year (2018) (e.g., Any OP BH = $897.0 (49.48)). 
Similarly, post-period Any OP non-BH service costs were higher during the post-period relative 
to the early pre-period, also peaking in 2018. Total costs were higher relative to 2015 every year 
of the post-period, with the largest difference observed in the mid-year of the post-period; by the 
last post-period year (2019), costs were $67.4 (14.58)) higher than in the early pre-period. 
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Table 4.20. Probability of Outpatient and Acute Care PMPM Costs, HARP Enrollees, by Post-period 
Year Relative to Early Pre-period, NYC and ROS 

 Post-Period Year 1 Post- Period Year 2 Post- Period Year 3 Post- Period Year 4 

NYC Estimate 
(SE) 

HARP P-
Value 

HARP P-
Value 

HARP P-
Value 

HARP P-
Value 

Key BH OP visits 
(N=132,302) -11.1 (4.69) 0.02 24.3 (4.73) 0.00 39.7 (4.75) 0.00 26.6 (4.76) 0.00 
Any OP BH 
(N=139,068) -12.4 (4.35) 0.00 18.5 (4.37) 0.00 36.4 (4.39) 0.00 29.6 (4.40) 0.00 
Any OP Non-BH 
(N=119,551) 

12.6 
(10.63) 0.24 

26.7 
(10.65) 0.01 41.2 (10.60) 0.00 66.7 (10.58) 0.00 

Acute BH 
(N=31,912) 

-621.4 
(91.75) 0.00 

-198.3 
(92.23) 0.03 -456.1 (93.35) 0.00 

-177.2 
(93.58) 0.06 

BH IP (Medicaid) 
(N=14,618) 

-799.0 
(151.18) 0.00 

598.8 
(153.18) 0.00 

352.2 
(156.57) 0.02 

951.2 
(157.01) 0.00 

BH ED 
(N=28,779) 

176.3 
(18.31) 0.00 

170.8 
(18.34) 0.00 221.0 (18.52) 0.00 224.6 (18.60) 0.00 

Acute BH Plus 
(N=34,166) 

-618.7 
(88.04) 0.00 

-221.1 
(88.53) 0.01 -526.0 (89.19) 0.00 

-208.8 
(89.37) 0.02 

Acute Non-BH 
(N=86,731) 

125.0 
(71.88) 0.08 

290.5 
(71.78) 0.00 408.5 (71.54) 0.00 751.1 (71.41) 0.00 

Total (N=158,440) 13.9 
(22.16) 0.53 

111.9 
(22.23) 0.00 99.9 (22.24) 0.00 233.2 (22.26) 0.00 

ROS Estimate (SE)        
Key BH OP visits 
(N=95,691) 58.8 (5.30) 0.00 72.1 (5.36) 0.00 35.7 (5.41) 0.00 

  

Any OP BH 
(N=103,790) 49.2 (4.80) 0.00 80.6 (4.83) 0.00 46.1 (4.85) 0.00 

  

Any OP Non-BH 
(N=96,590) 13.3 (4.53) 0.00 17.0 (4.53) 0.00 11.1 (4.52) 0.01 

  

Acute BH 
(N=26,687) 

-58.2 
(69.98) 0.41 8.1 (70.88) 0.91 -356.6 (71.82) 0.00 

  

BH IP (Medicaid) 
(N=10,765) 

407.9 
(151.95) 0.01 

544.7 
(153.81) 0.00 -56.4 (158.02) 0.72 

  

BH ED 
(N=25,070) 

83.4 
(10.36) 0.00 

81.7 
(10.47) 0.00 100.4 (10.59) 0.00 

  

Acute BH Plus 
(N=28,249) 

-127.4 
(69.65) 0.07 3.9 (70.56) 0.96 -341.3 (71.45) 0.00 

  

Acute Non-BH 
(N=78,011) 

252.2 
(48.47) 0.00 

281.4 
(48.79) 0.00 296.9 (48.63) 0.00 

  

Total (N=123,247) 35.2 
(14.55) 0.02 

104.3 
(14.59) 0.00 67.4 (14.58) 0.00 

  

SOURCE: Authors’ analyses of Medicaid data (2014–2019)  

Matched Sample Estimates 
Because we were unable to model utilization of infrequently utilized services of interest to 

the DOH, we present matched sample (ATC) estimates for MHARS inpatient admissions and the 
three high-acuity SUD services (SUD ancillary withdrawal services, hospital-based detoxication 
(detox) services, and SUD inpatient rehabilitation (rehab) services), with results applicable to the 
HARP population with similar characteristics as the non-HARP population. Only in NYC and 
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only for all years combined, HARP enrollees had more MHARS inpatient admissions than non -
HARP individuals (Appendix Table E.12). In ROS, there were largely no differences in high-
acuity SUD service outcomes between HARP enrollees and non-HARP individuals (Appendix 
Tables E.12 and E.13). However, some differences in costs but not utilization were  observed 
between the two groups in NYC in isolated years and for all years combined. Relative to non-
HARP individuals and for all years combined, HARP enrollees had higher costs associated with 
SUD inpatient rehabilitation (rehab) services. Outcomes for crisis respite HCBS were only 
observed for HARP enrollees for all years combined, as non-HARP individuals are not eligible 
for BH HCBS.11  

Summary of Findings 

RQ 11 Hypothesis 1: It is expected that costs for HARP enrollees are shifting from acute services to non-
acute OP-based health and BH services. 
Our findings provide inconclusive evidence regarding the DOH’s hypothesis. Over the 

course of the post-period and relative to the early pre-period, there was an increase in utilization 
of acute BH services in NYC and also in ROS (though less pronounced and consistent). Despite 
these increases, however, the changes in utilization were small, and among HARP enrollees with 
similar characteristics as the non-HARP population, few differences in utilization were observed 
between HARP enrollees and non-HARP individuals. Moreover, the composite measures 
capturing acute BH service costs (i.e., BH IP, BH ED plus/minus, high-acuity SUD services, and 
crisis respite HCBS) showed that relative to the early pre-period, costs for acute BH services 
were lower in NYC for most of the post-period, and in ROS, in the last post-period year. 
However, among HARP enrollees with similar characteristics as the non-HARP population, 
HARP enrollees had higher costs for those services relative to non-HARP individuals for most of 
the post-period in NYC. These findings suggest that while costs for all acute BH services 
combined may have declined for all individuals targeted by the HARP policy (i.e., all HARP 
eligibles regardless of HARP enrollment status), in ROS only in the last post-period year, these 
costs declined more for the non-HARP population in NYC. In both regions, HARP enrollees had 
higher post-period costs for BH ED services and, less consistently, BH IP services, relative to the 
early pre-period. Among HARP enrollees with similar characteristics as the non-HARP 
population, costs for BH IP but not BH ED were higher for HARP enrollees relative to non-
HARP individuals for most of the post-period in NYC, while in ROS the reverse was true but 
only in the first post-period year. These findings suggest that while BH ED and BH IP costs 
increased for HARP enrollees, these increases were also experienced by unenrolled individuals 
targeted by the HARP policy in ROS, and in NYC, the BH ED cost increases were also 
experienced by the larger HARP-eligible population. Costs of acute non-BH services were 

 
11 Although the table presents results for crisis respite HCBS, we note that since these services are not available to 
non-HARP individuals, the focus should not be on the comparison between the groups. 
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higher for HARP enrollees in the post-period relative to the early pre-period in both regions and 
so were total costs. However, among HARP enrollees with similar characteristics as the non -
HARP population, while there were no differences in Any acute non-BH care costs between 
HARP enrollees and non-HARP individuals in ROS, HARP enrollees in NYC had lower costs 
than non-HARP individuals in the middle post-period years. 

In both regions, however, HARP enrollees did have higher utilization of OP BH services in 
one or more post-period years relative to the early pre-period, and among HARP enrollees with 
similar characteristics as the non-HARP population, also relative to non-HARP individuals. 
Costs for Any Key BH OP and Any OP BH services were also higher in most or all of the post-
period relative to the early pre-period in both regions; however, among HARP enrollees with 
similar characteristics as the non-HARP population, there were no cost differences between 
HARP enrollees and non-HARP individuals in NYC, and costs differences observed in ROS had 
dissipated by the last post-period year. In NYC, HARP enrollees had generally higher Any OP 
non-BH service utilization in the post-period relative to the early pre-period, and among HARP 
enrollees with similar characteristics as the non-HARP population, also relative to non-HARP 
individuals in the last post-period year; however, the opposite was true in ROS. Costs exhibited a 
different pattern, higher for both regions relative to the early pre-period but among HARP 
enrollees with similar characteristics as the non-HARP population, higher relative to non-HARP 
individuals only in ROS.  

4.3 Goal 3: Develop HCBS focused on recovery, social functioning, and 
community integration for individuals in HARPs meeting eligibility criteria 
This section addresses four RQs and associated hypotheses related to the BH HCBS benefit 

available to HARP enrollees starting on January 1, 2016, in NYC and on October 1, 2016, in 
ROS. The RQs focus on several outcomes relevant to HCBS-eligible HARP enrollees, whether 
utilizing BH HCBS or not, to determine the extent to which the third goal of the BH 
Demonstration has been attained. The RQs were addressed with a mixed methods approach 
(Table 4.21).   
  



 

 126 

Table 4.21. Overview of Goal 3 Approach 

Research Question Data Source Outcome Measure Design and Analytic Approach*  

1. To what extent are 
HARP enrollees deemed 
eligible to receive 
HCBS?         
 
 

Medicaid Data 
CMH Screen 

Percentage of HARP enrollees 
who are deemed BH HCBS-
eligible (any, by Tier), by 
annual period, NYC and ROS 
 
Percentage of HARP enrollees 
who are assessed for BH 
HCBS eligibility, by annual 
period, NYC and ROS 

Unadjusted Analyses over post-
period (four (4) years NYC; three 
(3) years, ROS) 

2. To what extent are 
HARP enrollees who are 
deemed HCBS-eligible 
receiving HCBS? 
 

Medicaid Data 
 

Percentage of BH HCBS-
eligible HARP enrollees 
receiving any BH HCBS, by 
month and annually, at the 
HARP plan level, regionally 
(NYC, ROS, by county) and 
statewide; and annual percent 
change 

Unadjusted Analyses over post-
period (four (4) years NYC; three 
(3) years, ROS) 

 Interviews with 
HARP 
Enrollees 

Barriers and facilitators to 
accessing BH HCBS  

Qualitative methods 
 

3. To what extent has the 
Demonstration 
developed provider 
network capacity to 
provide BH HCBS for 
HARPs? 
 

Medicaid Data Number of providers 
contracted for BH HCBS in 
HARP plans, by HARP plan, 
by annual period, regionally 
(NYC, ROS, by county) and 
statewide  

Unadjusted Analyses over post-
period (four (4) years NYC; three 
(3) years, ROS) 

MMC HCBS 
Provider 
Network Data 
System 

Rate of BH HCBS providers 
per 1,000 BH HCBS-eligible 
enrollees, by annual period, 
regionally (NYC, ROS, by 
county) and statewide  

Unadjusted Analyses over post-
period (four (4) years NYC; three 
(3) years, ROS) 

Complaints 
and Appeals 
Data 

Rate of complaints and 
appeals due to denial of BH 
HCBS per 1,000 BH HCBS-
eligible enrollees, by annual 
period, regionally (NYC, ROS, 
by county) and statewide 

Unadjusted Analyses over post-
period (four (4) years NYC; three 
(3) years, ROS) 

 Key informant 
interviews with 
BH HCBS 
providers, 
Health Home 
and HARP 
administrators, 
NYS DOH 
officials 

Barriers and facilitators to 
provision of BH HCBS and the 
effectiveness of the services 
provided 

Qualitative methods 
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Research Question Data Source Outcome Measure Design and Analytic Approach*  

4. To what extent are the 
added costs arising from 
access to BH HCBS 
offset elsewhere in the 
continuum of care? 

Medicaid Data Risk-adjusted total Medicaid 
PMPM costs, by annual period 
(PMPM/Y), NYC and ROS  
 

Risk-adjusted PMPM costs for 
acute care BH services, by 
annual period (PMPM/Y), NYC 
and ROS  
 

Percentage using acute care 
BH services, by annual period, 
NYC and ROS  
 

Percentage using non-acute 
(OP) BH services, by annual 
period, NYC and ROS  

Adjusted analyses over pre-period 
(two (2) years) and post-period 
(four (4) years NYC; three (3) 
years, ROS)@  
 

* All analyses employed the open cohort and were conducted separately for NYC and ROS. 
@ Adjusted Analyses (see Section 3.3 for adjustor variables) are applicable to a population with similar 
characteristics as the BH HCBS user population; model estimates correspond to changes (and their respective 
standard errors) in utilization (percent probability) or costs ($) over time for BH HCBS users relative to the first post-
period year; the models also provide estimates of the effect of the BH HCBS benefit among HARP enrollees with the 
characteristics of BH HCBS users. Matched sample (ATT) results are presented for OP BH service outcomes, not 
modeled due to 100 percent utilization (all post-period years combined due to the small size of annual cohorts). 

RQ1: Access to Care: To what extent are HARP enrollees deemed eligible to receive 
HCBS?         

This RQ included one hypothesis:  

1. It is expected that 75 percent of HARP members will be eligible for any HCBS, 75 
percent of HARP members will be eligible for HCBS Tier 1, and 70 percent of HARP 
members will be eligible for HCBS Tier 2 by the end of 2019. 

We addressed this RQ with quantitative and qualitative methods (see Table 4.21). For the 
quantitative (unadjusted) analyses, we assessed the percentage of HARP enrollees deemed 
eligible for BH HCBS, by Tier and annually throughout the post-period. We also characterized 
this population using demographic (age, sex, race/ethnicity) and clinical (BH diagnoses and 
overall health status) variables. In addition, we evaluated the percentage of HARP enrollees who 
were assessed for BH HCBS eligibility,12 a procedure that the DOH had planned to do through 
the administration of the CMH Screen. Because the number of enrollees denoted as assessed or 
BH HCBS eligibility using the Medicaid data alone was much lower than the number of 
enrollees with evidence of CMH Screen, we used both sources to define status of BH HCBS 
eligibility assessment (Appendix Table E.17). 

Population-level characteristics of HARP enrollees deemed eligible for BH HCBS 
In both regions and annually over the course of the post-period, the cohorts of BH HCBS-

eligible HARP enrollees trended younger and became more male (Appendix Table E.14). Over 
 

12 Given the relative low numbers of HARP enrollees assessed for BH HCBS eligibility, we made the decision to 
report rate of enrollees deemed BH HCBS-eligible relative to the total number of HARP enrollees—that is, not 
relative to the total number of enrollees who were assessed. 
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time, the shares of BH HCBS-eligible HARP enrollees with schizophrenic disorders and Any 
SMI declined, while the shares with any SUD diagnoses grew. In ROS only, BH HCBS-eligible 
HARP enrollees became healthier based on overall health status as they had less dominant 
chronic disease to catastrophic conditions.  

Quantitative Findings  
Over the course of the post-period, four years for NYC and three for ROS, growing 

percentages of HARP enrollees in both regions became eligible for any Tier BH HCBS (Table 
4.22). Rates increased from 6.01 percent (2016) to 20.7 percent (2019) in NYC, and from 17.2 
percent (2017) to 24.2 percent (2019) in ROS. Of note, many more enrollees were deemed 
eligible for Tier 2 than Tier 1 BH HCBS, and most of the growth was observed for eligibility for 
Tier 2 BH HCBS.  

Table 4.22. BH HCBS Assessment and Eligibility, HARP Enrollees, Unadjusted Rates (Percent), by 
Post-Policy Year and All Years Combined, NYC and ROS 

 2016 2017 2018 2019 Overall P-value 

NYC (N=47,867) (N=59,113) (N=70,065) (N=73,290) (N=250,965)  

Assessed, %       
BH HCBS Assessed 7.65 8.90 12.2 18.1 12.31 0.00 

BH HCBS Eligibility by Tier, %      
BH HCBS Tier 1 0.46 0.82 0.74 0.40 0.60 0.00 
BH HCBS Tier 2 5.58 9.74 13.5 20.4 13.1 0.00 
BH HCBS, Any 6.01 10.58 14.2 20.7 13.7 0.00 

ROS  (N=41,446) (N=51,966) (N=69,862) (N=163,274)  
Assessed, %       

BH HCBS Assessed  17.0 20.5 19.7 19.2 0.00 
BH HCBS Eligibility by Tier, %      

BH HCBS Tier 1  0.85 1.13 0.43 0.76 0.00 
BH HCBS Tier 2  16.4 23.7 23.9 21.9 0.00 
BH HCBS, Any  17.2 24.7 24.2 22.6 0.00 

SOURCE: Authors’ analyses of Medicaid data (2014–2019)  
NOTE: The p-value describes the statistical significance of the chi -square test that compares all annual periods 
together. 
 

The percentage of HARP enrollees assessed for BH HCBS eligibility grew in both regions 
(Table 4.22). In NYC, the rates were relatively stable in the first two post-period years but began 
increasing by the third post-period year (12.2 percent) and more than doubled by the last post-
period year (18.1 percent). The rates also increased in ROS but in a more gradual manner, from 
17.0 percent (2017) to 19.7 percent (2019).  
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Qualitative Findings 

Barriers and facilitators to BH HCBS Eligibility: Key Informant Perspectives 
Key informants discussed several challenges along the pathway to care for BH HCBS. They 

noted that one of the biggest hurdles is clearly articulating to members what BH HCBS is, 
distinguishing it from other services, and outlining the processes required for linking to BH 
HCBS. Key informants noted that many care coordinators lacked sufficient understanding of 
these issues themselves to effectively engage HARP enrollees in the process.  

There’re so many services out there and [HCBS] was just one more that was just 
added to the menu of services. And I’m not sure that people fully understood 
what the goals were, and I’m not sure how well explained it might have been to 
participants. [BHP-15] 
 
Are care managers educated, informed well enough to accurately describe these 
services and really capture what they do and are clients receiving that 
information in a way that they understand and that is meaningful to them and 
really speaks to them? And I think sometimes there was a big disconnect. 
[PTAO-13] 

Key informants emphasized that a lot of training was required in initial phases to educate 
care coordinators on BH HCBS but that the challenge persists and is further exacerbated by high 
turnover among care coordinators.  

Years later, it’s like we’re still doing these same sorts of training about…what is 
HCBS and what’s a health home, and I feel like honestly, the interactions I’ve 
had with some care managers around the state has been that they actually do not 
really understand what the HCBS services are…They just don’t know the nuance 
between them… One of the other things that we really saw in the community was 
high turnover rates among care managers. The minute you train somebody, they 
leave and so that was a really big issue too because you're constantly retraining 
the workforce, which means that the clients are also having to build a new 
relationship with a care [coordinator]. [PTAO-13] 

Though the BH HCBS eligibility assessment process changed in 2018, informants 
emphasized that completing the assessment presented significant challenges to enrollment in 
earlier stages.  

The whole set up that the health home care coordinators are completing the 
eligibility assessments has just proved to be challenging, especially given the 
other requirements that they have in terms of assessments and plans of care for 
just general health homes….It’s true that there’s some increased reimbursement, 
but I think given the way that many care management agencies are structured, it 
didn’t properly incentivize completion of those assessments. [BHP-12]  
 
[It] required…a very lengthy full assessment. The training was confusing, it was 
a lot to manage…We struggled with it, [it] was kind of on the back burner for 
many people… it could range from 10–12 hours in getting it done…it was a little 
bit challenging because they already had a caseload [that was] moving from 12 
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clients [under targeted case management] to 40 something clients or around 30 
clients or whatever it is. [HH/CMA-7-HH] 

Key informants identified several factors that facilitated BH HCBS eligibility assessment 
over time. While some informants questioned the need for an assessment in general, they noted 
that shortening the BH HCBS Assessment requirement helped to reduce one hurdle . 

When they shortened the assessment…it probably takes about a half an hour to 
get through with clients and if you know the client well, it might be even 
shorter...So, [now] the assessment process isn’t where the issues lie. [CMA-2] 

Infrastructure contracts, which provided funds for organizations to develop capacity 
for facilitating access to BH HCBS and engaging HARP enrollees, were also seen as 
highly beneficial. Informants credited infrastructure contracts with enabling better 
training for care coordinators in BH HCBS, investments in more direct outreach for 
recruitment, improvements in communication and relationships with MCOs, and 
overall creation of better linkages across the system. In addition, informants discussed 
the introduction of recovery coordinating agencies (RCAs) that were intended to 
facilitate BH HCBS assessment completion and referral, but it was unclear to what 
degree the RCAs had made a significant impact on BH HCBS enrollment. 

Those infrastructure contracts [helped]…the legacy of it…the time and effort in 
resources put into really strengthening [the] care coordination program’s ability 
to connect people through all the training they did on the actual logistics of the 
workflow and then also…how you engage people in that process. [BHP-12] 
 
Because I have that infrastructure contract, I can enroll people [with a recovery 
coordinator] into HARP services if they’re HARP eligible and don’t have a care 
manager and don’t want a care manager…so it has helped. [BHP-14] 

Barriers and Facilitators to BH HCBS Eligibility: HARP Enrollee Perspectives 
From the perspective of HARP enrollees who were interviewed, barriers to eligibility for BH 

HCBS were minimal. Most informants were unable to recall the BH HCBS eligibility assessment 
process, but those who did expressed concern with the length of the assessment process and the 
associated paperwork. Participants described eligibility assessment as a “long” process that 
required meeting in person with their care coordinator to go over a comprehensive series of 
questions.  

They just asked me questions about my life, about my physical health, and my 
mental health, and my history, and they just wanted to evaluate who I was, it's 
just, yeah…just to see my history of my medication, my history of therapy, of 
how I feel, and what I feel. All those questions. [ENROLLEE-3] 

One HARP enrollee questioned the validity of such an assessment, expressing uncertainty 
and confusion regarding how these questions would identify the type of BH HCBS they would 
be able to access.  
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How do these questions provide a better assessment? I’m just curious how these 
questions influence the services. Hopefully the questions that they do ask is 
going to determine that correctly. [ENROLLEE-6] 

Despite some issues with the length and scope of the BH HCBS eligibility assessment, 
participants explained that needing help and wanting to access BH HCBS motivated them to go 
through the eligibility process.   

At the time, I was in the midst of trauma…I would do anything to get any 
help…[I was open to] anything that was going to help me get to the next point... 
[ENROLLEE-3] 
 
This is business…this is a program and this is what I have to do—get used to that 
now…I didn't take it personally...I just thought, OK, this is what I have to do to 
get this program. So, I answered the question[s]. [ENROLLEE-1] 

Summary of Findings 

RQ1 Hypothesis 1: It is expected that 75 percent of HARP members will be eligible for any HCBS, 75 
percent of HARP members will be eligible for HCBS Tier 1, and 70 percent of HARP members will be 
eligible for HCBS Tier 2 by the end of 2019 
Our analyses do not support the DOH’s hypothesis. Although the percentages of HARP 

enrollees deemed eligible for BH HCBS increased over the course of the post-period, particularly 
for BH HCBS Tier 2, they were well below the DOH’s expectations for 2019 (75 percent); the 
rates of assessment for BH HCBS eligibility also grew but remained very low. The annual 
cohorts of BH HCBS-eligible individuals trended toward becoming younger and less burdened 
with serious diseases, particularly in ROS. The qualitative interviews suggest that the complexity 
of the process was indeed a barrier, due in part to a lack of appreciation on the part of HARP 
enrollees of the potential value of BH HCBS.   

RQ2: To what extent are HARP enrollees who are deemed HCBS-eligible receiving 
HCBS? 

This RQ included one hypothesis:  

1. It is expected that PMPM BH HCBS utilization will increase over the course of the 
demonstration. 

We addressed this RQ with quantitative and qualitative methods (see Table 4.21). For the 
quantitative (unadjusted) analyses, we assessed the annual rates of BH HCBS-eligible HARP 
enrollees who became BH HCBS users, by region and statewide, and also by HARP and county. 
Although the original measure was based on monthly rates, we present annual estimates (i.e., 
monthly rate times 12) because the monthly rates rarely change.  

Quantitative Findings  
Over the course of the post-period, growing percentages of BH HCBS-eligible HARP 

enrollees became BH HCBS users in both regions, with ROS registering a particularly dramatic 
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growth (Figure 4.17). In NYC, the rates of BH HCBS users increased from 1.46 percent (2016) 
to 6.13 percent (2019), with an annual increase of 15.4 percent between the third and the last 
post-period years (2018 to 2019). In ROS, the rates increased from 3.94 percent (2017) to 16.4 
percent (2019), with an annual increase of 47.2 percent between the third and the last post-period 
years (2018 to 2019). Statewide, the rates increased from 4.58 percent (2017) to 11.5 percent 
(2019), with an annual increase of 34.1 percent between the third and the last post-period years 
(2018 to 2019).  

BH HCBS utilization increased in the post-period across all HARPs, with the largest 
increases observed in 2018 for CDPHP, Excellus Blue Cross Blue Shield, Independent Health, 
and YourCare Option Plus (Figure 4.18). These plans also have the highest overall BH HCBS 
utilization rates across the 13 plans in the post-period.  

By county, overall BH HCBS utilization rates were highest in Finger Lakes, North County, 
Capital Region, Western NY, Central NY and Southern Tier. BH HCBS utilization rates 
generally increased over the course of the post-period across all counties (Appendix Table E.16). 
Finger Lakes experienced a large increase in 2018 from 3.14 percent (2017) to 17.51 percent 
(2018) while Mid-Hudson experienced a large decrease from 20.0 percent (2016) to 4.45 percent 
(2017).  

Figure 4.17. BH HCBS Utilization by BH HCBS-Eligible HARP Enrollees, Unadjusted Rates 
(Percent), 2016–2019, NYC, ROS, and Statewide 

 
SOURCE: Authors’ analyses of Medicaid data (2016–2019) 
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Figure 4.18. BH HCBS Utilization by HARP, Unadjusted Rates (Percent), 2016-2019 

 
 

Qualitative Findings 

Barriers and Facilitators to HARP enrollees accessing BH HCBS: Key Informant Perspectives 
Beyond initial challenges of getting stakeholders across the system to understand  

BH HCBS and complete the assessment process, key informants outlined multiple 
sources of potential delay further down the road given all the steps involved from 
referral to officially starting BH HCBS.   

You have to then refer the client to an HCBS provider. The MCO is supposed to 
give you a list of three providers that you then discuss with the client…The client 
says, “I want to go with this particular agency…” The first person you get on the 
phone says, “HCBS? I have no idea what you’re talking about. Thanks.” Go back 
to the MCO, “Do you have another number for this agency…” You try that one, 
“Oh yeah, we provide that service, but right now, we are currently at capacity…” 
You go back to the client, “We can’t do that agency, how about we try one of the 
other two?”…and now the process starts all over again. You finally find a HCBS 
provider…Now they are supposed to contact the client to fill up the first intake 
appointment… Not to mention our clients are not the most reliable with returning 
phone calls…it could be months since you’ve done this assessment and they’ve 
had their first intake appointment. At this point, something [may have] changed 
in the client’s life. Or there’s a lapse in Medicaid coverage and they lose their 
HARP service. Or they just say “This process is taking so long I don’t even want 
to do it anymore…” I think that the MCOs…[should] have a directory with real-
time vacancies that would be helpful…you have it by type of HCBS services and 
this is the current contact person in order to make a real call. [CMA-2] 
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Providers contrasted the cumbersome BH HCBS eligibility and assessment process with 
members’ relatively direct and easier access to a range of other services.  

In a perfect world…if I was somebody that wanted a service, why couldn’t I just 
call up a potential HCBS provider? Why can’t I sort of say, “What do you have 
to offer me…” Call for an intake appointment, and then that person does a quick 
assessment and says, “Yeah, you’re good to go?” [PTAO-13] 

As noted previously, challenges also emerged as care coordinators and BH HCBS providers 
struggled to navigate working with multiple managed care companies and health homes.  

In HARP, it’s contracted out to a health home, and then to a care management 
agency. It's just an extra layer that's confusing and just another thing that people 
have to go through…Then on the provider side…having all these different plans 
involved is just creating so much paperwork that's not the same. So when they're 
trying to get client services, it's hard. [PTAO-34] 

The lack of understanding of BH HCBS and the complicated workflow also discouraged 
buy-in across the system. Key informants shared that it was often perceived as more efficient to 
refer members to services other than BH HCBS. 

They said that they’re finding it’s easier to connect them with a similar service 
that isn’t HCBS because…you can skip the entire workflow. So there are 
community providers…that can provide similar services without going through 
all of the steps and that’s not something that we’ve heard from like everyone, 
[but] it does highlight some of the frustration people feel about just trying to get 
access to HCBS. [HH-16]  
 
[One care coordinator] just said, “Why would I possibly put somebody through 
the HARP assessment, the referral process, the plan of care process, to [go for] 
education when they can get it right from the state aid service and do none of this 
extra work and I don’t have to do the extra work?” This whole thing is 
disincentivized. [BHP-24] 

Finally, informants highlighted that progress has been made in getting members interested in 
BH HCBS but that now availability of certain types of BH HCBS was emerging as a challenge. 
They explained that there was a shortage of providers for certain services, such as peer support, 
in certain areas, resulting in waitlists for members.  

There’s a long waitlist now. So, that’s a little bit more challenging, because now 
the clients are interested and now there’s another barrier…to be told, that there is 
a long waitlist and there’s not enough providers in our community doing HCBS 
services. [Provider agency] is the only one doing most of it…and they’re getting 
all these referrals, so there’s not enough staff to get that done… [HH/CMA-7] 

In terms of facilitators of BH HCBS access, similar to findings regarding successful linkages 
to care coordination, explaining how BH HCBS could concretely help HARP enrollees with a 
specific goal, warm-handoffs, and having a trusted provider to guide members through the 
complicated workflow were seen as facilitating connections to BH HCBS. 
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Letting them see the value of [HCBS], like you talked about wanting to have a 
friend, well these services can assist you with that. They have peers available for 
that. You want to learn to do certain things for cooking or being organized or 
whatever it is, we’re able to explain all of that. [HH/CMA-7] 
 
If they had an individual…guiding them through the process…, somebody to 
help keep them motivated through the workflow…following up, checking in, 
keeping them engaged throughout, that was what we saw was the successful 
element, it didn't matter who it was—it just needed to be somebody. [PTAO-13] 

Key informants also emphasized that peer specialists were particularly successful with 
engaging HARP enrollees in BH HCBS.  

Of those who actually…made it to the HCBS point and are connected, I would 
comfortably say over eighty percent are connected because of peers…peers have 
really taken over to really be our introduction to HCBS…even though HCBS 
cannot bill for it…Bringing the peer or the peer going out with the health home 
manager and introducing themselves and that relationship building from the start, 
knowing that that’s the face I am going to see at the end of all of this paper work, 
has been really reassuring. [HH/CMA-4] 

Perceived Impact of BH HCBS: Key Informant Perspectives 
There was near unanimous consensus that BH HCBS, when the services could be 

successfully accessed, were extremely beneficial in supporting HARP enrollees to progress with 
recovery, achieve life goals, and be more involved in their community.  

Once individuals were connected to HCBS, they loved HCBS. They really saw 
the benefits and really felt that it helped them improve and helped them reach 
their health and recovery goals. So once they got to the service, they were really 
happy… [PTAO-13] 

Key informants often identified BH HCBS as the main benefit of HARP, emphasizing the 
value of having enrollees working on goals that are meaningful to them, with an individualized 
service approach that took place within one’s home or community. 

As far as the services themselves, I think they’re really wonderful. We’ve seen 
just some amazing outcomes…I think meeting people where they are physically, 
too, is really powerful and equalizing and joining alliances, if I’m coming to your 
house, if we’re meeting at a coffee shop, versus you always coming to me. So I 
think those are really great… [BHP-24] 
 
Because it’s so individualized, it’s really increased the success rate and how 
much people get out of it, ‘cause it’s really what they want to get out of it and it’s 
all adapted around their particular needs, done in their communities, done in their 
homes, done in their home environment, so that’s much better success rate.  
[HH/CMA-7] 

Overall, they noted BH HCBS was a viable option for HARP enrollees for whom existing 
services were not sufficient or were not the best fit, or for members who were needing to step 
down from more intensive services, such as ACT. 
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HCBS has the ability to catch the in-between people. So there are always clients 
that fit very nice and neat into PROS or an ACT or clinic and they do great, and 
that’s wonderful. But more often than not, there are clients that don’t fit so neatly 
into either of those categories…if we didn’t have all of the barriers to get to 
HCBS, I think it would be a phenomenal thing to be able to offer every client, if 
they’re not ready for a full-blown step-down [from higher intensity services]. 
[CMA-23] 

Finally, many informants suggested expanding the populations that could be 
eligible for BH HCBS. 

I would actually hope that we could even open the gates a little bit more, a little 
wider, and have better access to HCBS because I think they’re a great set of 
services…My wish list is that duals could get access to HCBS, people with dual 
eligibility, not just Medicaid. Cause there's so many services that people can 
benefit from HCBS and getting them in the community. [HH/CMA-7] 

Experiences with Access and Utilization of HCBS: HARP Enrollee Perspectives 
Once determined eligible for BH HCBS, HARP enrollees seldom recalled difficulties with 

accessing BH HCBS. However, one participant shared the time it took to be assigned an BH 
HCBS provider: “It was probably like a year. I might be wrong…but it was a process.” 
[ENROLLEE-2] While some participants noted delays in accessing BH HCBS due to challenges 
in communicating with their care coordinator, most participants credited their care coordinators’ 
recommendation for BH HCBS and its benefits as the reason they followed through with the 
assessment and referral process.  

[Care coordinator] told me that I was eligible to get the services…I have mental 
and physical medical issues and they put me up with a care manager…and got 
me a peer specialist by asking me what I need and what my issues are, and 
actually not that long of a process to get there. I now have support everywhere.  
[ENROLLEE-9]  

Across the HARP enrollees interviewed, there was a consistent theme of high satisfaction 
with the quality and impact of BH HCBS, promoting participation in these services. Once 
introduced to their BH HCBS providers, HARP enrollees described various ways in which they 
utilized BH HCBS. Many highlighted working together with their provider to identify, assess, 
and address specific goals. Overall, they reported positive experiences with BH HCBS that 
motivated their ongoing engagement with the services.  

Oh my goodness. Everything and anything…[HCBS peer specialist] help[s] me 
with some ideas, some things that I hadn't thought of, that gives me a different 
perspective…She helps to keep [me] positive…[She] has been great. 
[ENROLLEE-12]  

As noted, barriers were few and, when noted by enrollees, mostly focused on expanding the 
range of supports offered by BH HCBS.  

A little bit more services actually available would be great... If the goal was to 
help people socialize better or connect better with their community. That could 
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definitely be more of a life skills element to it…say financial awareness, like 
basic checkbook balancing…In my personal case, learning to drive would be a 
big one. If there was more concrete help for life skills like that, I'm sure that 
would be a huge difference in a lot of people’s lives. [ENROLLEE-2] 

In the sections below, we highlight how HARP enrollees described their experiences with 
specific types of BH HCBS.  

Peer Support Services. Peer services were the most frequently utilized BH HCBS among 
the HARP enrollees interviewed. Overwhelmingly, participants expressed positive experiences 
and shared the unique value of peer support in their recovery.  

[We] talk about everything…come up with solutions to what might help me…I 
love her…I had an issue with [Department of Social Services] and she sat with 
me…and she helped me…I don't know what I’d do without her because she has 
calmed down my nerves and helped me with things…I didn’t know someone like 
me could have support like that… If I get in one of my suicidal moments, then I 
can talk to her. [ENROLLEE-11] 

HARP enrollees highlighted the differences between their peer provider and mental health 
clinicians as key to their ongoing engagement with BH HCBS.  

It's peer counseling. It's different from a therapist…it's more equal terms. 
Because, I guess the therapist is more of an authority…They have the authority to 
even commit you if you're off your meds and whatever else…[The therapist] 
always asks me…about my medication and if it's working and everything. [The 
peer specialist] does not do that. She asks me about…a lot of improvement and 
one of my goals and stuff like that. I've been telling her about things I've been 
doing and trying to make some improvements. [ENROLLEE-1] 
 
I would describe it as a helping tool for anybody that needs help with their 
mental health or they need to get it out, someone to talk to…with a peer 
counselor… I can talk more personal than I can with a counselor, or a 
therapist…We go over scenarios. Why is that happening? Why is it doing this? 
Where a counselor, “Maybe we can fix it with this, or fix it with that” and try to 
basically push it with more drugs, which I don’t need. [ENROLLEE-8]  

HARP enrollees appreciated the distinct role of the peer specialist given their shared lived 
experience. 

I think she has had a great impact in my life. I don’t know if keeping something 
in my head for months is good and I know I can just contact her instead right 
now… she works with me and she can compare some of the things I go through 
with things that she has gone through as well…She reminds me that I am going 
to get through it. She reminds me of how strong I am. [ENROLLEE-12]  

Supported Employment Services. While only one HARP enrollee reported receiving 
supported employment services, they discussed the various ways in which they worked with their 
supported employment specialist on employment goals. 

The main thing they work at is my finances, my employment, my income from 
work, from both of my jobs… I have a learning disability as well…I have some 
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challenges, like things with memory… [We talk about] how emotionally and 
profoundly my job [at the crisis hotline impacts me]. [ENROLLEE-6] 

This member also shared the ways in which the employment specialist provided support 
beyond the realm of employment. 

She also helps me emotionally, like I broke down in her office the other day 
because one of the things I am having a hard time with is keeping my own place 
clean…[She] tries to help me out with everything. I had a conference meeting 
with her and my therapist…and we decided it was time for her to come to my 
place and help me out. So, she is going to come and help me out 
cleaning…[ENROLLEE-6] 

Psychosocial Rehabilitation Services. Participants often discussed the benefits of receiving 
assistance from a peer specialist specifically related to psychosocial rehabilitation goals in their 
living, social, and learning environments.  

It has impacted [me] greatly. I have been getting out more because I haven't 
gotten out of the house for almost ten years and now, I’m forcing myself to get 
out of the house…to go shopping, take out my trash, go out and do laundry… 
confidence in myself to do things… Having [peer support] feels great…I've been 
trying to get out of the house for a long time and I actually got someone to talk 
me through it, push me a little bit to get going…coaching me. [ENROLLEE-8]  

Another participant shared the ways in which Psychosocial Rehabilitation Services helped 
them to re-engage in the community, thereby promoting connectedness, health, and avoiding 
substance use relapse. 

Things that we were doing were going to a ladies’ exercise group…at our local 
church here. And then they started doing Tai Chi lessons and we started with 
that….and we will go to the library and volunteer… So I have the support of 
someone going with me…It gets me there where I wouldn't get there on my own. 
I’m meeting people in my community [and] making a connection, which is very 
important to my mental health, avoiding substance abuse…Then there's the 
benefit of the exercise itself. [ENROLLEE-9] 

Crisis Respite Services. Two HARP enrollees reported utilizing crisis respite and 
emphasized that, despite the short-term temporary nature of the service, it was an invaluable 
resource. They expressed gratitude for the positive impact of crisis respite on their recovery and 
felt a sense of reassurance in knowing they could seek the service again if they were in crisis.  

Crisis respite center is an amazing resource. It allows you to stay for a week and 
basically kind of de-toxify from other—from stressors, and I'll be in a safe place, 
safe space where…mental health peers can help you navigate the issues that you 
have at that time...It's an amazing place and the people that work there are all 
impacted individuals who have their own stories around mental health and their 
own history…To be in a situation where I have people that understand me and 
know me and can continue to foster that kind of relationship…that was an 
amazing experience…The respite center…did play a great role in me staying or 
being out of the hospital for a bit as well…I think that had I not had that safe 
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place to stay for a week, I would have ended up being hospitalized… 
[ENROLLEE-7] 

Summary of Findings 

RQ 2 Hypothesis 1: It is expected that PMPM BH HCBS utilization will increase over the course of the 
demonstration 
Our analyses support the DOH’s hypothesis, as the rates of BH HCBS utilization increased 

over the course of the post-period, more vigorously in ROS than in NYC. However, by 2019, the 
rates of BH HCBS utilization were well under 10 percent in NYC and under 20 percent in ROS. 
Interviews with key informants highlighted extensive challenges regarding enrollees’ access to 
BH HCBS, including difficulties in distinguishing BH HCBS from other services, lack of 
understanding of specific types of BH HCBS across the system (e.g., care coordinators, 
providers, enrollees), a lengthy eligibility assessment process (prior to instituted changes), 
complex workflows involving multiple steps and multiple entities, and a potential mismatch or 
delay in the timing of when individuals need BH HCBS versus when they are deemed HARP-
eligible by virtue of the algorithm’s use of historical data. Despite these challenges, key 
informants and enrollees placed high value on these services, emphasizing their mobile and 
community-based approach, personalized goals, individualized services, and the wide range of 
peer supports available.  

 

RQ3: To what extent has the Demonstration developed provider network capacity to 
provide BH HCBS for HARPs? 

This RQ included one hypothesis:  

1. It is expected that the number and ratio of BH HCBS providers per 1,000 enrollees will 
increase over the course of the Demonstration. 

This RQ was addressed with quantitative methods (see Table 4.21). To address this impact of 
the Demonstration on BH HCBS provider network capacity, the evaluation team used the MMC 
HCBS Provider Network Data System and examined trends in the number of BH HCBS 
providers at the level of HARPs, counties, region (NYC and ROS), and statewide. Providers 
were linked to geographic areas (regions or counties) based on provision of services to a 
beneficiary located in that area. Data on the number of BH HCBS-eligible beneficiaries, also 
obtained from MMC HCBS Provider Network Data System, were used to calculate the number 
of providers per 1,000 eligible individuals. In addition, Complaints and Appeals data were used 
to examine complaints related to denials of coverage for BH HCBS. 

Number of BH HCBS providers by year 
The total number of providers increased in both NYC and ROS between 2017 and 2018 , but 

then decreased in both NYC and ROS in 2019 (Figure 4.19). In NYC, there were about 90 fewer 



 

 140 

BH HCBS providers in 2019 than there were in 2017, a 12 percent decrease. In contrast there 
was a net increase of 41 BH HCBS providers between 2017 and 2019 (6 percent) in ROS.   

Figure 4.19. Total Number of BH HCBS Providers, NYC, and ROS, 2017–2019 

 

SOURCE: MMC HCBS Provider Network Data System 

Number of BH HCBS providers by plan 
In NYC there was a gradual decrease in the number of BH HCBS providers in seven of nine 

health plans operating at the time (Figure 4.20). In the other two plans, which had the lowest 
number of BH HCBS providers in 2017, there was an increase between 2017 and 2018 and then 
a decrease from 2018 to 2019. In contrast, the number of BH HCBS providers per plan was more 
stable in the ROS plans. The exception is the plan that had the fewest BH HCBS providers in 
2017, which saw a dramatic increase in BH HCBS providers between 2017 and 2018.  
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Figure 4.20. Total Number of BH HCBS Providers, NYC, and ROS, 2017–2019 

 

 
SOURCE: MMC HCBS Provider Network Data System 

 

Number of BH HCBS Providers by County 
To find the number of providers in each county, we counted the providers seen by enrollees 

in that county. To examine trends in the number of BH HCBS providers by county, we ranked 
the 62 counties in NYS from smallest to largest average number of providers for the 2017–2019 
period. Table 4.23 shows the trends for the four quartiles of counties, from smallest to largest. In 
all quartiles, there was an increase in the number of BH HCBS providers between 2017 and 
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2018. Notably, in the 15 counties with the fewest providers, the number of providers nearly 
doubled during this period, increasing from 63 to 117 providers. The increasing trend continued 
during the 2018 to 2019 period for the three lower quartiles, but the trend reversed in the highest 
quartile, resulting in a net decrease in that group relative to 2017. This indicates that the decline 
in number of providers is largely due to change in the largest counties, while there was stability 
or growth in number of providers in other counties. 

Table 4.23. Total Number of BH HCBS Providers by County, 2017–2019 

 
 
 
 
 
 
 
  
 

SOURCE: MMC HCBS Provider Network Data System 

Number of BH HCBS Providers per Thousand HCBS-Eligible Enrollees  
The number of BH HCBS providers per thousand eligible enrollees steadily declined in both 

NYC and ROS between 2017 and 2019 (Figure 4.21). In NYC the decline was from 24 to 7 BH 
HCBS providers per thousand eligible enrollees, and in ROS the decline was from 29 to 13 BH 
HCBS providers per thousand eligible enrollees.  

Figure 4.21. Number of BH HCBS Providers Per 1,000 Eligible Enrollees, Statewide, NYC, and ROS, 
2017–2019 

 
SOURCE: MMC HCBS Provider Network Data System 

                                           
                                           

  

  

 

  

  

  

  

  

  

 

 

  

  

  

  

  

            

               

County Rank 2017 2018 2019 

1 to 15 63 117 119 
16 to 30 166 217 250 
31 to 45 261 335 359 
46 to 62 1,694 1,926 1,673 
TOTAL 2,184 2,595 2,401 
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Complaints Related to Denials of BH HCBS  
 

The rate of complaints related to denials was quite low over the course of the Demonstration, 
with the highest number of complaints occurring in the fourth quarter of 2019, when there were 
31 such complaints (Figure 4.22).  

Figure 4.22. Enrollee Complaints on HARP Denials 

 
NOTE: Data for 2018 Q4 were not available 

SOURCE: Medicaid Choice  

 Qualitative Findings 
There was general consensus across key informants that provider network capacity to provide 

BH HCBS was limited. Factors that hindered providers’ ability to offer BH HCBS included lack 
of funds to develop administrative capacity and BH HCBS infrastructure, low reimbursement 
rates, uncertainty regarding the pacing of referrals, and stringent regulations regarding the 
operation of certain services. 

In the beginning, the issue was that there wasn't enough startup capital to put the 
infrastructure around these services then like staffing, quality assurance, billing, 
all of those factors. Then there was an infusion of [infrastructure contracts]…a 
one-time payment to [providers to] build their infrastructure, but their rates are 
too low…the a la carte payment structure doesn’t quite work…Then there 
is…some on the ground rules and regulations that also prevent particularly in 
crisis services, that prevent the peer programs from billing. For example…to bill 
a HCBS or crisis respite, the respite needs to have at least two staff during the 
overnight shift, which programmatically isn't necessarily needed, and programs 
can't fund that…if I had the magic wand and could make a change…[if] we were 
able to bundle services or if we could have…coverage similar to ACT…[if] 
HCBS was packaged…and reimbursed from a bundle perspective, that might 
help the organization, but there’s just not enough revenue. So, the agencies then 
are not inclined to really go all out to really focus on building the infrastructure. 
[PTAO-3] 
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While infrastructure grants were consistently highlighted as essential to building capacity, 
many providers underscored the ongoing lack of financial viability of operating BH HCBS. 

For HCBS services, it’s not independently sustainable, and that’s why you’ll find 
that the larger entities are not really going for or desiring to provide HCBS 
services. Because as compared to the other services, there’s no money in it…My 
board asks me all the time, “Do we continue doing this?” Like it’s not a financial 
winner. [BHP-22] 

Providers emphasized that lower reimbursement rates were particularly challenging for BH 
HCBS that required staff to spend time traveling to participants’ communities. 

You’re going to the person, but the problem is that that takes a lot more time and 
money than if you’re not going to the person…Driving there, the person’s not 
there, you wasted all that time. So, there would need to be things in place to be 
able to make it sustainable…if you drive 20–40 miles to meet with someone, 
they’re not there, if we can call someone on the way back and provide services 
like we have Telephonic services too, that would be good. [BHP-22] 
 
People sitting on trains to do home and community-based services…Destroyed 
our budget….To get from [neighborhood to neighborhood] took an hour and a 
half…When I first got to the [agency], I immediately disenrolled us from CPST 
services because the moment you send a licensed clinician into the field, you're 
losing money. [BHP-35] 

Those who reported fewer financial challenges to operating BH HCBS had developed 
delivery structures that differed from the usual ways of operating BH services, such as utilizing 
per diem employees or subcontracting with a range of BH HCBS providers through an 
Independent Practice Association. In addition, training was identified as helping providers to 
better understand BH HCBS and how to develop effective processes for operating the services. 

[Training] around engagement, workflow, administrative function, just because 
for most of these providers, they can’t afford to…hire staff. So, it’s about the 
reallocating staff…We do a lot of stuff around workflow and training 
staff…[PTAO-9] 

The unpredictable ebb and flow of referrals into BH HCBS was also a barrier to building 
provider capacity, with key informants noting that initially there were few BH HCBS referrals 
and more providers, but that over time this shifted to having more BH HCBS referrals but fewer 
providers. 

Back in the day when the services first went live…[we] trained everybody, but 
no one was getting referrals at the time. So it was like we had tons of people in 
the room and then it took a really long time to get referrals to start trickling in, 
and when they did come in, it was a trickle, not a downpour…Now…there are 
parts of the state that have waitlists for some of their services. Like especially the 
empowerment service, the peer service…they just can’t keep up with the number 
of referrals that they are getting. [PTAO-9] 
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But now we’re just seeing HCBS is full and at capacity to take anymore new 
referrals…I think almost every single HCBS provider in our region has at least a 
cap on some of their services…We have full agencies that aren't taking anymore 
referrals, “We’re full, full, full, full.” [BHP-24] 

Insufficient provider capacity to deliver peer services specifically was consistently noted, 
with shortages of certified peer providers seen as exacerbating the challenge. 

We’d get a referral, and we didn’t have a peer, then we’d have a peer and then 
we didn’t have the referral. We had quite a few people that were interested in 
being peers, but…they didn’t have the certification, and that process became 
tedious for some of them. [BHP-15] 

Finally, as noted, providers also highlighted the specific shortage of community psychiatry 
support and treatment (CPST) services as a result of low reimbursement rates. 

CPST is particularly hard to offer… There are not enough providers out 
there…It’s pretty much psychiatric level staff that can go out in the community 
and meet the clients. It is hard to come by. [HH-26] 

Summary of Findings 

RQ 3 Hypothesis 1: It is expected that the number and ratio of BH HCBS providers per 1,000 BH HCBS-
eligible enrollees will increase over the course of the Demonstration 
Our findings provide inconclusive evidence regarding the DOH’s hypothesis. Although the 

number of BH HCBS providers increased initially in most of the State, there was a decrease 
toward the end of the BH Demonstration, a trend driven by the counties with the largest numbers 
of providers. Moreover, the number of providers per 1,000 BH HCBS eligible HARP enrollees 
decreased over this period just as the number of HARP enrollees was increasing. Rates of 
complaints related to denials of BH HCBS were very low. In discussing factors that influence 
overall BH HCBS capacity within the provider network, key informants identified constraints 
such as low BH HCBS reimbursement rates, challenges with providers developing administrative 
capacity and infrastructure to support BH HCBS, the ebb and flow and overall uncertainty 
regarding pacing of referrals to BH HCBS, and workforce shortages for certain services (e.g., 
certified peer specialists in certain areas of the State). In contrast, availability of funds for 
infrastructure contracts and BH HCBS training were seen as bolstering capacity. 

 

RQ4: To what extent are the added costs arising from access to BH HCBS offset 
elsewhere in the continuum of care? 

This RQ included one hypothesis:  

1. It is expected that the added costs arising from access to BH HCBS will be offset 
elsewhere in the continuum of care. 

We addressed this RQ with quantitative methods (see Table 4.21). We assessed annual 
outcomes among BH HCBS users over the course of the post-period and compared their 
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outcomes to those of HARP enrollees not utilizing BH HCBS (non-BH HCBS), with findings 
applicable to enrollees with similar characteristics as the BH HCBS user population.  

We evaluated total Medicaid costs and costs and utilization of acute and OP BH care (see 
Goal 2 RQ11 for similar outcomes). Acute BH care included BH IP, which for utilization 
analyses was captured separately as Medicaid and MHARS IP admissions; BH ED; Any acute 
BH care (BH IP or BH ED); several high-acuity SUD services; crisis respite HCBS; and Any 
acute BH care plus (Any acute BH care, high-acuity SUD services, or crisis respite HCBS). We 
captured OP BH care through a composite measure capturing all OP BH care including Any Key 
BH OP services (Any OP BH services); we also constructed a measure capturing utilization of 
all non-pharmacy services (Any-cause utilization). Costs were estimated as total annual mean 
costs divided by the number of months of utilization (i.e., PMPM costs), and utilization was 
estimated as annual rates of any utilization.13  

Population Characteristics     
The cohort used for these analyses included 6,315 BH HCBS users and 64,870 non-BH 

HCBS individuals at the statewide level (Appendix Table E.18). In both regions, relative to BH 
HCBS users, non-BH HCBS individuals were older, had lower rates of SMI and higher rates of 
OUD and SUD, and in ROS non-BH HCBS individuals were in better overall health. 

Adjusted Quantitative Findings  
These analyses were conducted in a population of BH HCBS users and non-BH HCBS 

individuals with the demographic and clinical characteristics of BH HCBS users, generally a less 
healthy even if younger population than non-BH HCBS individuals (see above, Population 
Characteristics section).  

Longitudinal Controlled Model  
In NYC, BH HCBS users’ total Medicaid costs and both costs and utilization of all forms of 

acute care, including Any acute BH care/plus, BH IP, BH ED, and Any acute non-BH services, 
were not different in the second, third, or last post-period year relative to the first post-period 
year (2016) (Table 4.24). However, because the BH HCBS main effect for BH IP utilization was 
negative (-9.91 (4.88)), BH HCBS users had a lower probability of utilizing these services 
relative to non-BH HCBS individuals with similar characteristics as the BH HCBS user 
population.  

In ROS, total Medicaid costs, all acute care utilization, and costs of BH IP, BH ED, and Any 
acute non-BH services were not different in the second or last post-period year relative to the 

 
13When interpreting costs for the acute care composite measures, the reader should bear in mind that the PMPM 
costs of the less expensive and/or more frequently utilized services will have an important effect on mean cost 
estimates calculated on a larger population; thus, there should not be an expectation that the components will add to 
the composite, e.g., BH IP and BH ED may not add to the composite Acute BH care, since their sample sizes are 
different (this concern is also valid for utilization outcomes). 
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first post-period year (2017) (Table 4.23). BH HCBS users’ costs for Any acute BH care/plus 
services were lower in the second post-period year relative to the first post-period year, by 
$1305.2 (634.67) for Any acute BH care plus, but the difference had dissipated by the last post-
period year (2018). However, the BH HCBS main effect was negative for some comparisons 
between BH HCBS users and non-BH HCBS individuals with similar characteristics as the BH 
HCBS user population. Thus, utilization of BH ED and Any acute BH care plus services was 
lower for BH HCBS users relative to non-BH HCBS individuals; similarly, given a negative BH 
HCBS main effect (-769.52 (378.04)), costs for Any acute non-BH care were in fact lower for 
BH HCBS users relative to non-BH HCBS individuals in the second post-period year relative to 
the first post-period year (2017).  
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Table 4.24. Utilization and PMPM Costs of BH care, BH HCBS Users, by Post-period Year Relative to First Post-period Year, NYC and 
ROS  

 PMPM Costs Acute BH Plus Visits Acute BH Visits 

Estimate (SE) Costs 
(N=10,328)* 

P-
Value 

Utilization 
(N=10,328)* 

P-
Value 

Costs (N=2,681) P-
Value 

Utilization 
(N=10,328)* 

P-
Value 

Costs 
(N=2,498)* 

P-
Value 

NYC           
BH HCBS Main Effect -154.9 (423.35) 0.71 -4.29 (6.86) 0.53 -1556.8 (1886.81) 0.41 -4.81 (6.78) 0.48 -2419.3 

(2041.29) 0.24 

Year 2 after start of BH 
HCBS 215.5 (184.53) 0.24 -0.98 (2.99) 0.74 -633.5 (730.88) 0.39 0.26 (2.95) 0.93 -577.7 (764.30) 0.45 

Year 3 after start of BH 
HCBS 49.1 (180.83) 0.79 -3.26 (2.93) 0.27 -631.4 (715.79) 0.38 -2.29 (2.90) 0.43 -653.2 (749.40) 0.38 

Year 4 after start of BH 
HCBS 72.0 (178.13) 0.69 -1.87 (2.89) 0.52 -902.0 (702.24) 0.20 -1.29 (2.85) 0.65 -911.2 (735.31) 0.22 

BH HCBS Post-Period  
Year 2 338.9 (449.77) 0.45 4.11 (7.29) 0.57 1456.7 (1979.05) 0.46 4.59 (7.20) 0.52 2314.5 (2133.63) 0.28 

BH HCBS Post-Period  
Year 3 471.4 (440.44) 0.28 0.07 (7.14) 0.99 2088.4 (1954.48) 0.29 -0.57 (7.05) 0.94 3273.1 (2112.04) 0.12 

BH HCBS Post-Period  
Year 4 199.6 (433.07) 0.64 -0.72 (7.02) 0.92 1297.0 (1924.69) 0.50 -1.11 (6.93) 0.87 2514.8 (2082.01) 0.23 

ROS 
Costs 

(N=20,167) 
P-

Value 
Utilization 
(N=20,174) 

P-
Value 

Costs  
(N=5,070) 

P-
Value 

Utilization 
(N=20,174) 

P-
Value 

Costs  
(N=5,070) 

P-
Value 

BH HCBS Main Effect -109.1 (119.03) 0.36 -5.33 (2.71) 0.05 608.5 (580.36) 0.29 -5.15 (2.70) 0.06 748.7 (556.97) 0.18 
Year 2 after start of BH 
HCBS 68.7 (56.26) 0.22 -0.44 (1.28) 0.73 465.4 (258.17) 0.07 -0.47 (1.27) 0.71 522.6 (246.89) 0.03 

Year 3 after start of BH 
HCBS 33.3 (54.58) 0.54 -1.32 (1.24) 0.29 150.3 (249.27) 0.55 -1.41 (1.24) 0.25 82.1 (238.44) 0.73 

BH HCBS Post-Period  
Year 2 226.6 (129.96) 0.08 0.81 (2.96) 0.79 -1305.2 (634.67) 0.04 0.88 (2.94) 0.76 -1274.4 (609.44) 0.04 

BH HCBS Post-Period  
Year 3 179.9 (125.02) 0.15 0.06 (2.85) 0.98 -1023.5 (608.49) 0.09 0.01 (2.83) 1.00 -1067.8 (584.54) 0.07 
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 Acute Non-BH Visits BH IP (Medicaid) Admissions BH ED Visits 

Estimate (SE) Utilization 
(N=10,328)* 

P-
Value 

Costs  
(N= 6,467)* 

P-
Value 

Utilization 
(N=10,328)* 

P-
Value 

Costs  
(N= 1,072)* 

P-
Value 

Utilization 
(N=10,328)* 

P-
Value 

Costs  
(N= 2,316)* 

P-
Value 

NYC             
BH HCBS Main 
Effect -1.12 (8.10) 0.89 -482.97 

(1412.21) 0.73 -9.91 (4.88) 0.04 1444.1 
(6484.65) 0.82 0.07 (6.62) 0.99 -428.7 

(546.77) 0.43 

Year 2 after start 
of HCBS -1.41 (3.53) 0.69 505.24 

(604.78) 0.40 -3.21 (2.13) 0.13 1145.6 
(1310.21) 0.38 2.86 (2.88) 0.32 -292.1 

(221.28) 0.19 

Year 3 after start 
of HCBS 0.65 (3.46) 0.85 407.23 

(592.71) 0.49 -4.01 (2.08) 0.05 1532.1 
(1277.68) 0.23 0.80 (2.83) 0.78 -189.1 

(217.53) 0.38 

Year 4 after start 
of HCBS 1.84 (3.41) 0.59 257.12 

(584.59) 0.66 -5.22 (2.05) 0.01 1133.8 
(1250.54) 0.36 1.72 (2.78) 0.54 -165.5 

(213.91) 0.44 

HCBS Post-Period 
Year 2 2.38 (8.60) 0.78 1117.71 

(1490.19) 0.45 6.95 (5.18) 0.18 171.0 
(6616.31) 0.98 0.63 (7.03) 0.93 439.5 

(572.20) 0.44 

HCBS Post-Period 
Year 3 -0.88 (8.43) 0.92 401.38 

(1461.56) 0.78 8.50 (5.07) 0.09 -1437.7 
(6550.38) 0.83 -4.84 (6.88) 0.48 348.1 

(566.32) 0.54 

HCBS Post-Period 
Year 4 -4.93 (8.28) 0.55 

883.30 
(1442.25) 0.54 7.82 (4.99) 0.12 

-1193.3 
(6528.08) 0.86 -5.55 (6.77) 0.41 

370.2 
(558.37) 0.51 

ROS 
Utilization 
(N=20,174) 

P-
Value 

Costs  
(N=5,070) 

P-
Value 

Utilization 
(N=20,174) 

P-
Value 

Costs  
(N=5,070) 

P-
Value 

Utilization 
(N=20,174) 

P-
Value 

Costs  
(N=5,070) 

P-
Value 

BH HCBS Main 
Effect -3.20 (3.19) 0.32 -769.52 

(378.04) 0.04 -1.15 (1.86) 0.54 342.7 
(1154.43) 0.77 -6.24 (2.66) 0.02 133.6 

(76.15) 0.08 

Year 2 after start 
of HCBS 0.47 (1.51) 0.76 -69.06 

(176.36) 0.70 0.59 (0.88) 0.50 468.9 
(549.41) 0.39 -0.44 (1.26) 0.73 15.5 

(32.51) 0.63 

Year 3 after start 
of HCBS 0.84 (1.46) 0.57 -157.28 

(170.85) 0.36 -0.53 (0.85) 0.54 -177.7 
(533.73) 0.74 -1.07 (1.22) 0.38 16.1 

(31.37) 0.61 

HCBS Post-Period 
Year 2 -0.54 (3.48) 0.88 635.31 

(413.28) 0.12 -1.84 (2.03) 0.36 -1460.2 
(1285.19) 0.26 2.44 (2.91) 0.40 -40.5 

(82.84) 0.62 

HCBS Post-Period 
Year 3 1.53 (3.35) 0.65 

776.75 
(396.45) 0.05 -2.48 (1.96) 0.20 

-171.4 
(1231.18) 0.89 1.70 (2.80) 0.54 

-71.2 
(79.63) 0.37 

*Sample is propensity score matched 
SOURCE: Authors’ analyses of Medicaid data (2014–2019) 
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Matched Sample Estimates 
Because we were unable to model BH OP care outcomes, we present matched sample (ATT) 

estimates for those outcomes, with results applicable to the HARP population with similar 
characteristics as the non-HARP population (Appendix Table E.20). In both regions, relative to 
non-BH HCBS individuals, BH HCBS users had higher BH OP service utilization and costs. In 
NYC, 100 percent versus 91.1 percent of BH HCBS users versus non-BH HCBS individuals had 
Any BH OP utilization, while in ROS, the respective rates were 100 percent versus 89.8 percent. 
Costs for BH HCBS users versus non-BH HCBS individuals were $588.0 (12.02) versus $499.2 
(6.48) in NYC, and $634.3 (9.09) versus $488.2 (4.72) in ROS. Of note, only in ROS were the 
groups different in terms of Any Key BH OP services, but while BH HCBS users had higher 
utilization than non-BH HCBS individuals—86.1 percent versus 84.0 percent—they had lower 
costs—$460.5 (8.30) versus $492.1 (4.73).  

Summary of Findings 

RQ 4 Hypothesis 1: It is expected that the added costs arising from access to BH HCBS will be offset  
elsewhere in the continuum of care 
Findings from analyses applicable to HARP enrollees with similar characteristics as the BH 

HCBS user population are unsupportive of the DOH’s hypothesis. BH HCBS users’ post-period 
costs and utilization of all forms of acute care tended to not be different relative to the first post-
period year; the exception was for Any acute BH care/plus service costs in ROS, which were 
lower in the second post-period year but not different in the third and last post-period year. 
However, BH HCBS users had a lower probability of utilizing selected acute BH services 
relative to non-BH HCBS individuals with similar characteristics as the BH HCBS user 
population in both regions (BH IP in NYC and BH ED and Any acute BH care plus services in 
ROS); these utilization findings did not translate into lower relative costs for those services. BH 
HCBS users did have lower costs for Any acute non-BH services relative to non-BH HCBS 
individuals but only in ROS and only the second post-period year.  

Matched sample analyses showed that relative to non-BH HCBS individuals, BH HCBS 
users had higher OP BH care utilization, and also costs, in both regions. We urge caution in the 
interpretation of these particular findings as the reasons that prevented us from conducting the 
planned modeling analyses also limit the generalizability of the matched sample results. 
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5. Policy Implications 

This chapter provides a discussion of the policy implications of the findings of our 
independent evaluation of New York State’s BH Demonstration, which had a MMC BH carve-in 
featuring special needs plans for individuals with high BH needs, the HARPs, as its centerpiece 
(New York State Department of Health, 2015). Our discussion, will be informed by the goals of 
the BH Demonstration and the larger MRT Section 1115 Demonstration: improve health care 
access, quality, costs, and outcomes for the State’s Medicaid BH population through a managed 
care delivery system, and transform the BH system from an inpatient-focused system to a 
recovery-focused OP system (New York State Department of Health, 2015). We first present 
high-level conclusions for each Goal of the evaluation, and following our discussion of policy 
implications, we end the chapter with a review of the evaluation’s strengths and limitations.  

 
Conclusions  

Goal 1: Improve health and BH outcomes for adults in Mainstream MMC whose BH care was 
previously carved out in an FFS payment arrangement.  

This goal included two RQs related to the impacts of the MMC BH carve-in policy on access 
to community-based BH specialty services and health care among SSI beneficiaries whose BH 
benefit was carved out in an FFS arrangement prior to the BH Demonstration. Although neither 
RQ directly addressed health or BH health outcomes for the affected population, adequate access 
to services is critical to efforts to improve health outcomes.  

Our findings provide inconclusive evidence regarding the DOH’s hypotheses that both sets of 
services would increase after the launch of the MMC BH carve-in policy. There were no 
consistent trends in utilization of community-based BH specialty services throughout the 
evaluation period. Moreover, some of the observed trends appear to have started prior to the 
launch of the MMC carve-in, suggesting that at least some of our findings were unrelated to the 
policy, as the qualitative evidence seems to indicate is the case for PROS. Key informants 
identified multiple barriers to access, not all of them related to the carve-in policy, that may have 
limited the policy’s impact on utilization. Thus, we are unable to conclude that the policy had a 
consistently positive impact on access to this important group of BH services.  Our analyses did 
find that the utilization by SSI beneficiaries with SMI and SUD of specialty BH care, including 
OMH and OASAS Outpatient Clinic services, was modest at best; additionally, there was 
substantial variability in utilization of specific specialty BH services, both among the services 
and by region. In terms of primary care utilization, although adjusted analyses revealed an 
increase following the launch of the policy, methodological considerations suggest caution in the 
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interpretation of this finding, and unadjusted analyses in fact revealed a slight decline in this 
utilization. 

Goal 2: Improve health, BH, and social functioning outcomes for adults in the HARP program.  

This goal included 11 RQs related to the HARP program launched in October 2015 in NYC 
and July 2016 in ROS. For ease of exposition given their commonalities, we have grouped 
outcomes into the following five clusters:  

• Program enrollment and characteristics of the enrollee population (RQ1–RQ4) 
• Access to primary care, community-based BH specialty services, and care 

coordination services (RQ5–RQ7)  
• Quality of BH and PH care (RQ8) 
• Recovery outcomes and experiences and satisfaction with care (RQ9, RQ10) 
• Cost-effectiveness of HARP-covered care (RQ11). 

Although this goal is focused on health and functional outcomes, except for social 
functioning measures analyzed to address RQ10, the outcomes were primarily process measures. 
However, improvements in these measures, particularly access, quality, and experiences and 
satisfaction with care, are critical to efforts to improve health and social functioning outcomes.  

HARP Program Enrollment and Characteristics of the Enrollee Population 
Our findings support the DOH’s hypothesis that HARP enrollment would increase 

throughout the evaluation period, which, based on qualitative evidence, may have been propelled 
by the passive enrollment policy. Among those who were eligible but did not enroll, we found 
that not perceiving a need for treatment was a key driver of this decision. Other drivers were 
concerns about stigma and about losing access to current services, which may be misinformed. 
Key informants also noted the social and personal implications of being identified as someone 
with a mental illness as an additional factor. This evidence suggests a need to dispel unfounded 
concerns and improve communication of the potential benefits of the HARP program, 
particularly for beneficiaries with SMI given that they could greatly benefit from the program’s 
enhanced services. A greater emphasis on the social as opposed to clinical benefits of HARP 
enrollment could be an effective strategy. However, our findings provide inconclusive evidence 
regarding the DOH’s hypothesis that non-HARP individuals would be younger and less 
behaviorally acute than HARP enrollees—while they were younger and generally less acute 
clinically than their HARP-enrolled counterparts, non-HARP individuals were more likely than 
HARP enrollees to utilize acute BH services in NYC. Similarly, mixed findings from limited 
available data provide inconclusive evidence regarding the DOH’s hypothesis that the 
distribution of risk versus protective factors would shift in a positive direction for HARP 
enrollees. Data limitations prevented us from evaluating the DOH’s hypothesis regarding the 
HARP population’s educational and employment characteristics.  
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Access to Primary Care, Community-Based BH Specialty Services, and Care Coordination Services  
Our analyses generated mixed findings regarding the effect of the HARP program on access 

to primary care, community-based BH specialty services, and care coordination services. Our 
quantitative and qualitative findings provide inconclusive evidence regarding the DOH’s 
hypothesis that primary care access would increase among HARP enrollees. Regarding access to 
community-based BH specialty services, our quantitative analyses showed a decline in utilization 
of key services over the course of the post-period— the opposite from the DOH’s expectation of 
an increase in such utilization. The exception was utilization of Other Community-Based BH 
services, a category that includes Non-Licensed Clinic services, which increased until late in the 
post-period; however, non-HARP individuals also experienced increased utilization of these 
services. Unadjusted findings for infrequently utilized programs were generally aligned with 
findings from Goal 1 observed for the SSI disabled MMC carve-in population. Qualitative 
findings were mixed, with some key informants stressing the need for a longer time period to 
evaluate these impacts. Regarding access to care coordination services, our findings were 
largely supportive of the DOH’s hypothesis of an increase in this utilization through greater 
Health Home engagement. Our quantitative analyses revealed increased utilization, and 
qualitative evidence from HARP enrollees suggests generally positive experiences with Health 
Home services. However, key informants focused on the challenges associated with Health 
Home enrollment.   

Quality of HARP-Covered BH and PH Care 
Our findings provide inconclusive evidence regarding the DOH’s hypothesis with respect to 

improvements in quality of care for HARP enrollees as the program matures. Although our 
analyses did reveal improvements in several measures of quality of care following the launch of 
the policy, it is not possible to discern a temporal pattern related to program maturity because 
these improvements were not consistent year to year. Such a pattern may become apparent over a 
longer time period.  

Recovery Outcomes and Experiences and Satisfaction with Care 
Although we are unable to address the DOH’s hypothesis regarding outcome improvements 

associated with program maturity, we found that enrollees are satisfied with their care and feel 
socially connected. HARP enrollees reported high satisfaction with the cultural sensitivity of 
their BH care providers. However, respondents also reported high levels of substance use and PH 
conditions.   

Cost-Effectiveness of HARP-Covered Care 
Our findings provide inconclusive evidence regarding the DOH’s hypothesis with respect to 

a shift of costs for HARP enrollees from acute services to OP-based health and BH services. Our 
analyses suggest that the HARP policy may not have been able to bend the cost curve for 
specific acute BH services, particularly ED services. Moreover, although costs for all acute BH 
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services combined declined in the post-period (in ROS only in the last post-period year), cost 
declines appear to have been experienced also by HARP eligibles who were not enrolled; thus, 
the decline may not be attributable to the policy. By the same token, the increase in Any acute 
non-BH service costs and total costs relative to the baseline period in both regions may not be 
attributable to the policy, as these costs were either not different between HARP enrollees and 
non-HARP individuals or, in the case of Any acute non-BH service costs, they were actually 
lower for HARP enrollees in some post-period years. However, HARP enrollees did experience 
an increase in OP BH service utilization in one or more post-period years relative to the baseline 
period and to non-HARP individuals; while a similar pattern was observed for costs relative to 
the baseline period, differences relative to non-HARP individuals were only observed in ROS. 
Utilization of Any OP non-BH services also increased for HARP enrollees in the post-period 
relative to the baseline period and non-HARP individuals but only in NYC, with the opposite 
being the case in ROS. Costs for these services were higher in both regions relative to the 
baseline period, and in ROS, also higher relative to non-HARP individuals.   

Goal 3: Develop BH HCBS focused on recovery, social functioning, and community integration 
for HARP enrollees who meet eligibility criteria for such services 

This goal included four RQs related to the BH HCBS benefit available to HARP enrollees 
starting in January 2016 in NYC and October 2016 in ROS. For ease of exposition given their 
commonalities, we have grouped outcomes into the following three clusters:  

• Characteristics and size of the HCBS-eligible population (RQ1) 
• Access to HCBS (RQ2, RQ3) 
• Cost offsets achieved through availability of HCBS (RQ4) 
Collectively, these RQs adequately addressed whether Goal 3 of the BH Demonstration was 

achieved during the post-period used for this evaluation.  

Characteristics and Size of the BH HCBS-Eligible Population  
Our analyses do not support the DOH’s hypothesis. The DOH had expected that three out of 

four HARP enrollees would be eligible for any BH HCBS by the end of 2019, but this goal was 
not met, a result that likely stems from the complexity of the assessment process. Achieving the 
target enrollment levels seems unlikely without significantly streamlining the process of 
eligibility determination. Providing case managers more effective means of engaging with HARP 
enrollees who could benefit from BH HCBS could also help address these issues.  

Access to HCBS  
Our analyses support the DOH’s hypothesis that the rates of BH HCBS utilization would 

increase over the course of the BH Demonstration, as this utilization did increase over time. 
However, by the end of 2019, BH HCBS utilization rates remained quite low in both regions—
well under 10 percent in New York City and under 20 percent in ROS. Although multiple factors 
are likely to be implicated, this result is partly due to the complexity of the process to access BH 
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HCBS. Because these are highly valued services, the DOH may want to look for ways to 
streamline the process. Regarding the adequacy of the BH HCBS provider network, our findings 
provide inconclusive evidence regarding the DOH’s hypothesis that the number of BH HCBS 
providers and the ratio per 1,000 BH HCBS-eligible HARP enrollees would increase over the 
course of the BH Demonstration. Although the number of providers did increase in most of the 
State, a decrease was observed toward the end of the BH Demonstration, a trend driven by the 
counties with the largest numbers of providers; moreover, the ratio of providers per enrollees 
decreased over time. Interpretation of these mixed results should consider that we lack 
information on the overall capacity of BH HCBS providers. If the average size of the BH HCBS 
provider pool was changing during the BH Demonstration, then the raw number of providers 
could lead to mistaken conclusions regarding the capacity of the provider network. Investigation 
of trends in system capacity would provide more actionable evidence. Although the evidence 
does not suggest that availability of BH HCBS providers was a barrier, this could change if 
eligibility is significantly increased. The low rates of complaints related to denials suggests that 
if denials were accurately captured, they were not a barrier. The importance of developing more 
robust and valid measures of network capacity is highlighted by the concerns raised by key 
informants regarding barriers to provision of BH HCBS that may not be captured in the available 
quantitative data.  

Cost Offsets Achieved Through Availability of BH HCBS 
Our findings are unsupportive of the DOH’s hypotheses in connection with the launch of the 

BH HCBS benefit. BH HCBS availability did not consistently reduce BH HCBS users’ need for 
acute BH services or, more relevant to the DOH’s expectations, their costs. However, analyses 
burdened with some limitations showed that BH HCBS users had higher OP BH care utilization 
relative to non-BH HCBS individuals. Given that total Medicaid costs were unchanged in both 
regions, the possible increase in OP BH care utilization would not have significantly impacted 
those costs. In addition, costs for Any acute non-BH services were lower for BH HCBS users 
than for non-BH HCBS individuals although only in ROS and only in the second post-period 
year. These results need to be interpreted with caution—in addition to methodological concerns 
regarding the OP BH evidence, rates of BH HCBS utilization remained quite low during the 
evaluation; thus, evidence of cost offsets may not be easy to detect. 

Comparing our Findings to Other Empirical Evidence  
As reviewed in Chapter 2, the quasi-experimental evidence on carve-in effects is very 

modest. We focus on the Oregon study by Charlesworth et al. and the New York State study by 
Frimpong et al. due to the methodological challenges of the Illinois study by Xiang et al. 

The Oregon study showed that relative to a carve-out, an MCO-like entity using carve-in 
financing was associated with greater access to OP BH care but only for people with mild to 
moderate mental illnesses, and to greater access to primary care for all enrollees. Our results are 
aligned with the Oregon study only regarding primary care utilization; methodological and 
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contextual differences between the evaluations may explain the different results. The NYS study, 
which focused on HARP program utilization outcomes, found that HARPs were associated with 
increased utilization of OP care and reduced utilization of acute care, yet some types of ED visits 
increased. Although our approaches have some similarities, there are enough differences 
between them as to preclude direct comparisons of our utilization results. We note, however, 
that in both cases, a decline in service utilization was observed among both HARP enrollees and 
HARP-eligible individuals. The drivers of this decline are not well understood, but they may be 
related to other reform initiatives implemented in the State at around that time (see Chapter 6 for 
a discussion of potentially impactful initiatives).  

Policy Implications of Our Findings 

 Our findings have several implications that should be considered by NYS policymakers.  
 A striking finding is the low level of BH HCBS eligibility determination, which was most 
likely driven by the low level of assessment for BH HCBS eligibility. Reasons for the lower-
than-expected assessment rates were suggested by the qualitative interviews, but they should be 
investigated in greater detail. Key informants pointed to the burdensome bureaucratic process 
required to receive an assessment and suggested that case managers and HARP enrollees often 
decided not to seek an BH HCBS assessment because it was too burdensome. Case managers and 
HARP enrollees may not have perceived that the value of BH HCBS was worth the effort 
required to become eligible. The low level of assessment for BH HCBS might have also directly 
impacted all Goal 3 outcomes. While we found that BH HCBS utilization was minimal by the 
end of the BH Demonstration, with at best one in five eligible individuals utilizing these 
services, this utilization would likely have been higher had more HARP enrollees been assessed 
for BH HCBS (RQ2). Similarly, while we found a downward trend in the ratio of BH HCBS 
providers per enrollees and other concerning trends in provider network adequacy, higher 
demand may have encouraged providers to provide BH HCBS (RQ3). Finally, greater BH HCBS 
utilization may have led to offsets of acute services (RQ4). Because the target population of BH 
HCBS are the highest users of services across the entire SSI population that was moved into 
MMC as well as the HARP-eligible population, higher levels of assessment for BH HCBS might 
have also impacted findings with respect to acute care utilization and costs for the HARP 
population (Goal 2) and also the larger SSI population targeted by the MMC carve-in policy 
(Goal 1). 

Our BH HCBS-related findings—assessment, eligibility determination, utilization, and 
provider adequacy—suggest that the system was ill prepared to support these services. To the 
extent that behavioral health HCBS is potentially effective in reducing acute care utilization 
among beneficiaries with high behavioral health needs, efforts to address the assessment 
bottleneck should be pursued. The qualitative interviews suggest some approaches that might be 
effective. First, simplifying the process of being assessed for BH HCBS eligibility would address 
the most commonly cited barrier. Second, providing case managers with more effective means of 
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explaining the potential value of BH HCBS to eligible enrollees could address the low level of 
perceived need for these services in the target population. The DOH might consider these and 
other approaches to address this gap as it prepares to transition to a new BH HCBS program, the 
Community Oriented Recovery & Empowerment, which would remain only available to HARP 
enrollees and HARP-eligible HIV/SNP enrollees and would only include BH HCBS that can be 
provided under State plan authority.  

The bottleneck in access to BH HCBS may have contributed to the mixed findings with 
respect to whether the BH Demonstration achieved its stated goals. There were some increases in 
utilization of services and some reductions in costs, but in general, there were no trends that 
could be attributed to the policy that were consistent across types of services or regions of the 
State. In particular, there was no clear effect of the HARP policy on acute care utilization, the 
reduction of which was a primary goal of the Demonstration.  

Although no clear explanations for this finding were suggested by the data, important 
possibilities to consider are the lack of a clear and robust effect of the carve-in policy on quality 
of behavioral and physical health care or, relatedly, on clinical integration. It is also possible that 
the period of observation was too short for quality to improve in a consistent manner or for 
changes related to increased integration to appear. The establishment of integrated clinical 
practices in response to the MMC carve-in could take several years to begin to influence clinical 
practice, and the impact of changes in clinical practice may also take time to influence patterns 
of care for this complex and undertreated population.  

Monitoring the functionality of linking structures such as integrated information technology 
systems and the Health Homes program and promptly addressing deficiencies can promote 
organizational integration, a key facilitator of clinical integration. In this regard, although we 
found that HH enrollment among HARP enrollees increased over the post-policy period, rates 
remained low; thus, it is crucial to undertake efforts to expand and strengthen the program (see 
Chapter 6). Additionally, strengthening initiatives such as the intensive program of care 
management for beneficiaries being discharged from psychiatric hospitalizations deployed by the 
DOH as part of the Performance Opportunity Project (POP) (see Chapter 6) might promote 
greater community tenure among high utilizers of acute care. Evaluating the degree of clinical 
integration can be challenging, but approaches and measures are available (Breslau, Dana, 
Pincus, Horvitz-Lennon, & Matthews, 2021; Kennedy-Hendricks, Daumit, Choksy, Linden, & 
McGinty, 2018; Niles & Olin, 2021). Measures include several quality indicators already being 
monitored by the DOH (e.g., diabetes monitoring for people with diabetes and schizophrenia) 
and others such as receipt of evidence-based obesity interventions that do not appear to be 
monitored. The DOH might also consider ways to increase the uptake of procedure codes that 
permit billing for and tracking the delivery of care in integrated settings.  

Last, although this evaluation did not aim to determine the extent to which the levels of 
utilization of BH services are appropriate to the level of need, we highlight two concerning 
findings. One is the modest utilization of specialty BH clinic programs, whether OMH or 
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OASAS Outpatient Clinic services, by SSI beneficiaries with SMI and SUD. The other is our 
finding of frequent differences between NYC and ROS in their patterns of utilization and other 
outcomes, with ROS often but not always lagging behind NYC. Both findings merit policy 
attention. Person-level factors and social determinants are most likely at play for both sets of 
findings (Frimpong et al., 2021). However, efforts are needed to understand the contribution of 
deficiencies in the health care infrastructure as a stepping stone toward the design of solutions 
that may need to be implemented through the MMC system. In this regard, the DOH might 
consider undertaking a needs assessment to determine both the extent of unmet need in the 
community, particularly for evidence-based practices such as ACT, and its potential drivers. 

 

Recommendations for Future Evaluations 

Including assessments of organizational and clinical integration into future evaluation efforts 
could provide valuable information on the process of change in the delivery system. This is 
particularly important given that the DOH permits subdelegation, which reproduces a carve-out 
arrangement (K. John; McConnell et al., 2021). In addition to measures of integration, a broader 
range of quality measures could help determine whether changes in patterns of BH care were 
occurring in response to the MMC carve-in. Additional measures could include follow-up after 
hospital discharge, medication reconciliation, and measures capturing delivery of BH evidence-
based practices, particularly if underused. In this regard, the DOH may consider assessing receipt 
of cognitive therapies for people with SMI (e.g., cognitive remediation, cognitive-behavioral 
therapy for psychosis), electroshock therapy, and treatment with clozapine, an antipsychotic drug 
of unrivaled effectiveness for treatment-resistant and severe schizophrenia. Expanding the POP 
clozapine initiative (see Chapter 6) might prove cost-effective.  

Future evaluations may assess additional outcomes, including the racial/ethnic equity effects 
of the BH Demonstration and the value of care, i.e., the costs to the DOH of producing high-
quality care for MMC and HARP enrollees with BH needs. The DOH might consider evaluating 
the effect of value-based payment (VBP) and VBP contract types on MMC carve-in and HARP 
outcomes. Also, augmenting access analyses focused on binary utilization outcomes with 
analyses focused on intensity of utilization can be valuable, as these can be more informative in 
the evaluation of shifts in utilization patterns. 

The DOH may also attempt to understand the drivers of some of the utilization patterns that 
appeared particularly stable and preceded or were independent of the BH Demonstration; among 
them we highlight the steady decline in PROS utilization and the steady increase in utilization of 
other community-based BH services, which may have been driven by increases in any or all the 
BH programs we evaluated together as part of this category (e.g., CCBHC services, Non-
Licensed Clinics, etc.). 
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5.3 Strengths and Limitations of the Evaluation 
Our evaluation has several strengths but was also constrained by some limitations. We 

expand on each of these below. 

Strengths of the Evaluation 

A main strength of our evaluation is the use of a mixed methods approach to assess the 
impacts of the BH Demonstration, which entailed not just the use of qualitative and quantitative 
methods but enrichment of both sets of results through iterative team discussions of findings.  

Our quantitative approach for the evaluation of HARP program effects was a strength as we 
employed state-of-the-art quasi-experimental study methodologies (a propensity score method 
coupled with a DiD analysis) permitting causal inference, i.e., attributing effects to the HARP 
program under relatively mild assumptions although only for HARP enrollees with similar 
characteristics as the non-HARP population (see Limitations). Because non-HARP individuals 
are somewhat different from the larger population of HARP-eligible beneficiaries, we also 
assessed the change in the HARP effect over time through an ITS model conducted in the entire 
HARP-enrolled population. As a whole, these analyses provided us with an assessment of the 
global impact of the HARP on the different parts of the population.  

Limitations 

Interpretation of the findings need to account for some limitations.  
First, our evaluation was limited by the fact that the assignment of beneficiaries to the 

intervention and control groups was not random, a limitation shared by most policy evaluations. 
Eligible beneficiaries self-selected to enroll in the HARP program or utilize BH HCBS, 
providing potential confounding between membership in those groups and some of the outcomes 
of interest. In addition, because the majority of HARP-eligible beneficiaries eventually enrolled, 
it was challenging to find an adequate sample of non-HARP individuals throughout the post-
policy period that could serve as a control group for continuously enrolled HARP enrollees. We 
therefore used the ATC method to assess what would have happened to non-HARP individuals 
had they enrolled in HARPs. The differences between HARP-enrolled and non-HARP 
individuals on observed (and potentially, unobserved) confounders may have impacted our 
assessment of the HARP effect. If the HARP and non-HARP groups differ in their propensity to 
be enrolled in HARPs, the assumptions of the DiD model might be violated. As a result, our 
analyses permitting causal inference can only attribute effects to the HARP program for the 
HARP subpopulation with similar characteristics as the non-HARP population. Moreover, the 
fact that the small non-HARP population is not broadly representative of all eligible beneficiaries 
limits the generalizability of our main findings. Although we used an ITS method to assess 
outcome changes over time for the entire population of HARP enrollees, in the absence of a 
control group, we are unable to rule out that the observed changes may have been driven by other 
initiatives implemented in the State. 
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Second, although the CMH Screen is required annually for all HARP and HARP-eligible 
HIV SNP enrollees, as shown by our analyses, only a small minority of HARP enrollees were 
assessed at all with the screen, and even fewer were assessed annually; moreover, the CMH 
Screen was not available for non-HARP individuals. We considered using the sparse CMH 
Screen data to construct risk and protective factor covariates to enrich our outcome assessments, 
but the small sample of enrollees with available CMH Screen data turned out to be different from 
the average HARP-enrolled beneficiaries. The lack of these covariates made it difficult to isolate 
the effect of the intervention from the effects of other factors associated with our outcomes.   

Third, because the policy was launched first in NYC and nine months later in ROS, the post-
period differs between the regions, with NYC having four post-policy years and ROS having 
only three post-policy years. Because program maturity can affect outcomes, the interpretation of 
regional differences in our findings should attend to the post-policy year being examined. 

Last, our inability to conduct planned focus groups due to the COVID-19 pandemic to some 
extent limited the breadth of perspectives gathered by our qualitative analyses. 
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6. Interactions with Other State Initiatives 

Several health care delivery policies, payment policies, and other initiatives were launched in 
the State around the time the BH Demonstration was launched or reached maturity during the 
post-policy period (October 2015–September 2019). Such initiatives include other components 
of the MRT Section 1115 Demonstration and specific provisions of the ACA. These initiatives 
may have affected outcomes that the BH Demonstration was intended to improve, such as access 
to primary or preventive care and BH services, quality of health care, and use of acute (IP and 
ED) services. While it would be impossible to disentangle the effects of these initiatives from the 
BH Demonstration in our analysis, this chapter describes the policies and their potential effects 
to enable a more nuanced interpretation of our results. 

Through a scan of government documents and meetings with NYS DOH officials to discuss 
background and implementation of the BH Demonstration, we identified five initiatives that 
could have affected the MMC carve-in or HARP program outcomes evaluated in this study. Two 
initiatives were included in the April 2014 amendment to the Demonstration (described in 
Section 2.1), two other initiatives were provisions of the ACA, and the remaining initiative was a 
DOH-initiated quality improvement project:  

• DSRIP Program (April 2014 amendment) 
• VBP Roadmap (April 2014 amendment) 
• Health Homes (HHs) (ACA) 
• Medicaid eligibility (ACA) 
• Performance Opportunity Project (POP). 

To learn more about the possible effects of these concurrent initiatives, we conducted nine 
60-minute interviews with DOH key informants. Our goal was to elicit their opinions on (a) 
initiatives we should consider and (b) their likely effects on the mainstream MMC BH carve-in 
and HARP populations. In addition, we expanded our review of government documents and 
other gray literature to achieve a greater understanding of these initiatives (Bailit Health, 2020; 
Castillo, Pincus, Smith, Miller, & Fish, 2017; Citizens Budget Commission, 2018; Moses & 
Ensslin, 2014; New York State Department of Health, 2019; T. Smith & Cohen, 2021; Weller et 
al., 2019).   

This chapter describes the findings from these efforts. For each initiative, we provide a 
timeline that compares the timing of its launch and operation with the time periods of the data we 
used to evaluate the MMC BH carve-in and the HARP program. The timeline in Figure 3.1 
shows the pre(post)-policy periods for NYC and ROS used in our evaluation. The BH 
Demonstration continued after our evaluation ended. 
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6.1 April 2014 Amendment to the NYS DOH’s Section 1115 Demonstration  
The April 2014 amendment to the Demonstration included two components that may have 

affected outcomes for the MMC BH carve-in and HARP populations: the DSRIP program and 
the VBP Roadmap (Centers for Medicare & Medicaid Services, 2017). 

Delivery System Reform Incentive Payment 

The DSRIP program aimed to reduce avoidable inpatient hospital and ED use, with 
incentives to drive system transformation and improve clinical management and population 
health. DSRIP created 25 Performing Provider Systems (PPSs)—coalitions of safety net 
hospitals, clinics, and other eligible providers that were tasked with carrying out health 
improvement projects in four domains (Weller et al., 2019). PPSs were required to select health 
improvement projects from a menu of options provided by the DOH and could earn incentive 
payments based on improvement in performance metrics associated with each project. For 
projects to integrate primary care and BH services, the DOH defined three model options: (1) 
bringing BH services into a Patient Centered Medical Home or Advanced Primary Care practice 
(primary-care based); (2) bringing primary care services into a BH clinic (BH-based); and (3) 
implementing an evidence based Collaborative Care model in a primary care practice.  

The DOH evaluated DSRIP outcomes through population-level metrics, including PPS-level 
reduction in utilization of acute care (ED visits, readmissions). Care integration was measured 
through process metrics, partly constructed with Medicaid data, related to implementation of the 
chosen integrated care model. The Demonstration enabled the State to spend Medicaid funds on 
PPS infrastructure and incentive payments. Incentive payments included pay for reporting of 
outcome metrics and pay for performance for improvements on metrics within PPS regions. The 
DOH could lose DSRIP funding if statewide performance metrics failed to improve.  

Each PPS was required to carry out five to ten projects across four domains, with at least one 
project in each domain. Several projects implemented by PPSs may have interacted positively 
with the BH Demonstration, bolstering the DOH’s capacity to achieve the goals of the BH 
Demonstration. Projects in one of the four domains (Domain 2), for example, were related to 
system transformation and included projects to create more integrated delivery systems, improve 
care coordination, connect different care settings, and “activate” patients. Projects in another 
domain (Domain 3) were related to improving care for specific conditions, including BH and 
chronic PH conditions. PPSs were required to select at least one BH project from a menu of five 
BH projects within Domain 3. All PPSs selected a project on integration of primary care and 
behavioral health services, and 15 of 25 PPSs selected more than one BH project. 

DOH informants for our evaluation reported that PPSs targeted clinical quality improvement 
activities to people with co-occurring physical and behavioral health conditions to help achieve 
DSRIP’s goal of reducing inpatient use. They also reported that provision of integrated physical 
and behavioral health care by primary care providers and federally qualified health centers 
increased because of PPS efforts. 
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Consistent with information provided by our DOH informants, NYS’s DSRIP summative 
evaluation identified improvements in metrics assessing care processes of high significance for 
the MMC BH carve-in population, particularly HARP-eligible and enrolled individuals: Nearly 
all PPSs reduced potentially preventable hospital admissions, and most PPSs reduced potentially 
avoidable emergency department visits, overall and for BH populations (Weller et al., 2019). 
Except for initiation of alcohol and drug treatment, most PPSs improved performance on BH 
utilization measures, although improvement varied among PPSs. Stakeholders interviewed for 
the evaluation described improvements in key targets of health system transformation, including 
integration of primary care and BH care, with the latter leading to improved overall access and 
quality of care. 

The first year PPSs received incentive payments was from April 2016 to March 2017, based 
on their performance metrics in the year July 2015 to June 2016. Thus, we expect that PPS 
activities would start to affect outcomes for the MMC BH carve-in and HARP populations as 
early as mid-2015, denoted as “PPS effects likely” in Figure 6.1.  

Figure 6.1. Overlap of HARP and DSRIPs in NYC and ROS 

2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 

                                        

     HARP NYC  Pre-program data Post-program data      

                                        

       HARP ROS  Pre-program data Post-program data       

                                        

             Section 1115 Demonstration amendment authorizing DSRIP 
                                        

                  PPS effects likely 
                                        

NOTE: Light shaded bars indicate time periods for pre-program data used in the evaluation. Dark shaded bars 
indicate launch and operation of mainstream MMCs and HARPs. 

 
Overall, it appears that PPSs may have improved health care outcomes for the State’s 

Medicaid population, including the MMC BH carve-in and HARP program beneficiary 
populations. Because PPSs would have started working on their health improvement projects 
around the time of the launch of the MMC BH carve-in and the HARP program, PPS efforts may 
have upwardly biased our estimates of the effects of the BH demonstration on key measures such 
as access to primary care and BH care, and reductions of acute care utilization (inpatient 
admissions and ED visits). 
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Value-Based Payment Roadmap 

Special Terms and Conditions 39 of the April 2014 amendment to the Demonstration 
required the DOH to create a VBP Roadmap that set forth the DOH’s goals for increasing the use 
of VBP arrangements in Medicaid and described requirements for Medicaid MCOs to include 
VBP arrangements in their contracts with health care providers (Centers for Medicare & 
Medicaid Services, 2017; New York State Department of Health, 2019). The Roadmap was 
approved by CMS in July 2015 and was updated in each waiver year (Figure 6.2).  

Figure 6.2. Overlap of HARP and VBP in NYC and ROS 

2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 

                                        

     HARP NYC  Pre-program data Post-program data      

                                        

       HARP ROS  Pre-program data Post-program data       

                                        

                  VBP Roadmap 
                                        

NOTE: Light shaded bars indicate time periods for pre-program data used in the evaluation. Dark shaded bars 
indicate launch and operation of mainstream MMCs and HARPs. 

The Roadmap committed the DOH to achieving the goal of channeling 80 percent of MCO 
spending through VBP arrangements—including 35 percent in FFS arrangements with upside 
and downside risk sharing or prospective payment with a quality component—by 2020 and 
described payment arrangements that would qualify as VBP arrangements for the purpose of 
meeting the target. The options included Total Care for General Population and Total Care for 
Special Needs Subpopulation arrangements, where provider organizations would assume 
responsibility for all services needed by a group of members, and several bundled payment 
arrangements, where provider organizations would assume responsibility for services needed to 
treat specific conditions or episodes of care. For each qualifying payment arrangement, the 
Roadmap specified three levels of risk (i.e., potential savings or losses) that participating 
providers could be exposed to as well as a set of quality measures that MCOs could use to adjust 
savings or losses (i.e., to reduce savings to providers that performed poorly on quality or reduce 
losses incurred by providers that performed well on quality). Special Needs Subpopulations 
included HARP enrollees as well as people with HIV/AIDS, people with intellectual or 
developmental disabilities, and people eligible for Medicaid long-term care. 

The Roadmap required the DOH to create financial incentives for MCOs that executed VBP 
arrangements with providers and increased the level of risk in the arrangements. In addition, it 
required the DOH to impose financial penalties on MCOs that fell behind Roadmap goals for 
VBP contracting. However, no penalties had been imposed as of March 2020 (Bailit Health, 
2020). In the most recent Roadmap update, the DOH reported that it had achieved the interim 
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goal of channeling at least 50 percent of all MCO spending through VBP arrangements, 
including at least 15 percent of all spending through arrangements with upside and downside 
risk. 

Policymakers intended the Roadmap to stimulate VBP arrangements that were focused on 
improving care and outcomes for special needs populations. However, informants related that 
VBP arrangements created under the Roadmap did not meet this goal, as most MCOs adopted 
Total Care for General Population arrangements instead of Total Care for Special Needs 
Subpopulation arrangements. In the former and most prevalent arrangements, members were 
attributed to primary care providers rather than to behavioral health care providers; thus, primary 
care providers were targeted for the performance incentives. However, as noted by our 
informants, primary care providers were not always equipped to provide or arrange for the full 
complement of services needed by people with serious mental illnesses (SMI) and others with 
BH needs. Furthermore, these individuals tend to be less well-connected to PCPs than to BH 
providers. Moreover, MCOs chose quality measures for their VBP arrangements that were 
generally less relevant to beneficiaries with SMI. 

Informants generally agreed that VBP arrangements stimulated by the VBP Roadmap were 
unlikely to have had much effect on health care outcomes for HARP members. Overall, it 
appears unlikely that NYS’s VBP Roadmap meaningfully affected health care outcomes for 
MMC BH carve-in beneficiaries with significant BH need and those enrolled in the HARP 
program because MCOs and providers adopted VBP arrangements focused on general 
populations, not special populations like HARP enrollees. 

6.2 Affordable Care Act 
The ACA of 2010 included a variety of provisions to increase health care coverage, contain 

health care costs, and improve the performance of the health care delivery system (Kaiser Family 
Foundation, 2013). We focus on the potential effects of two of them among MMC BH carve-in 
and HARP populations: the option for states to establish a Health Home program and the 
Medicaid eligibility expansion. 

The Health Home Program 

The ACA enabled states to establish HHs for the purpose of coordinating health care and 
health-related services for people with chronic conditions, including physical health, mental 
health, and substance use conditions (Centers for Medicare & Medicaid Services, Undated). HHs 
were required to provide enrollees with six kinds of services: comprehensive care management, 
care coordination, health promotion, comprehensive transitional care, patient and family support, 
and referral to community and social supports.  

The ACA incentivized states to establish HHs by covering 90 percent of spending on the 
required services for the first two years of a state’s HH program and provided states with broad 
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flexibility to design HH programs. For example, an HH provider could be an individual 
physician, a community health center, a community mental health center, a team of professionals 
at a hospital, or another kind of individual or provider organization. In addition, states could 
tailor the populations targeted by HHs and the methods used to pay HHs. 

Through its HH program, NYS sought to merge existing care management programs for 
specific populations into one initiative that would serve a broader population. The existing 
programs included the Targeted Case Management (TCM) program, which provided case 
management to adults with DOH-defined serious and persistent mental illnesses and children 
with severe emotional disturbance, and three other programs that provided care management to 
people with SUD, HIV/AIDS, and chronic conditions (Citizens Budget Commission, 2018). In 
consolidating these programs, the DOH created a broader HH program aimed at serving people 
with a variety of conditions, including PH conditions, serious mental illnesses, and SUD 
(Citizens Budget Commission, 2018; Neighbors, Choi, Yerneni, Forthal, & Morgenstern, 2021).  

The HH program experienced challenges enrolling eligible Medicaid members overall, and 
HARP members specifically, following its launch in 2012. After three years, enrollment was less  
than half the target for the high-need, high-cost Medicaid members that the program prioritized; 
after six years, total enrollment was approximately half of target enrollment (Citizens Budget 
Commission, 2018). While the DOH’s intention was to enroll HARP members in HHs, only 41 
percent of HARP members were enrolled in HHs by 2017.  

Informants described challenges with carrying out the first round of HH designation visits, 
identifying quality measures to monitor the program, and meeting the ambitious implementation 
timeframe. In response to those challenges, the DOH acted to improve access to the program, 
including steps to improve training and address workflow barriers that had impeded HARP 
enrollment. By the time of our interviews, informants reported that the DOH had completed a 
comprehensive policy revision, completed a second round of HH designation visits, and obtained 
feedback and buy-in from HHs. In addition, DOH informants reported having valid measures 
and tools to collect data and evaluate progress, including analysis of ED visits and 
hospitalization, follow-up after hospitalization, integration of primary and specialty care, and 
connection to pharmacy. 

Informants described HHs as positively impacting populations targeted by the BH 
Demonstration. Although many people who received care management from HHs had been 
receiving care management from the TCM program, the HH program expanded the popu lation 
receiving care management and the scope of services they received. Whereas TCM focused on 
people with SMI and HIV/AIDS, the HH program opened care management to a broader 
population. Whereas TCM focused on improving everyday life and functioning, such as assisting 
enrollees with shopping and transportation, the HH program expanded the focus of care 
management to primary care and physical health. Informants described care management 
provided by HHs as an important component of HARP for the HARP enrollees who enrolled in 
HHs. However, the low number of HARP enrollees who enrolled in HHs relative to the total 
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number of individuals eligible for HHs indicates that the HH program could have been more 
impactful for HARP enrollees. 

Despite the challenges, a recent study indicated that the DOH’s HHs improved care for 
people with SUD (Neighbors et al., 2021). The study found that HHs were associated with 
reduced acute care service use and increased OP medical visits among HH enrollees with SUD 
relative to a matched control group (Neighbors et al., 2021). 

Overall, it appears likely that the HH program improved health care outcomes for HARP 
enrollees, although early challenges with implementation and low enrollment suggest that their 
potential impact could have been greater. However, HH implementation started almost four years 
before HARP enrollment began, preceding the pre-period for our analysis (Figure 6.3). As a 
result, it is very likely that the effects of the HH program were already evident during the pre-
period, the baseline for our analysis; thus, it is unlikely that they have biased our estimates of the 
effects of the BH Demonstration. 
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Figure 6.3. Overlap of HARP and HHs in NYC and ROS 

2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 

                                        

     HARP NYC  Pre-program data Post-program data      

                                        

        HARP ROS  Pre-program data Post-program data       

                                        

    Health Home Program effects likely 
                                        

NOTE: Light shaded bars indicate time periods for pre-program data used in the evaluation. Dark shaded bars 
indicate launch and operation of mainstream MMCs and HARPs. 

Medicaid Eligibility Expansion 

Starting in 2014, the ACA provided states with the opportunity to expand Medicaid 
eligibility to all non-Medicare-eligible people under age 65, including adults without dependent 
children, with incomes up to 133 percent of the federal poverty level (Kaiser Family Foundation, 
2013). The DOH chose to expand its Medicaid program in 2014 (Figure 6.4).  

Figure 6.4. Overlap of HARP and Medicaid Eligibility Expansion in NYC and ROS 

2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 

                                        

     HARP NYC  Pre-program data Post-program data      

                                        

        HARP ROS  Pre-program data Post-program data       

                                        

            Medicaid Eligibility Expansion 

                                        
NOTE: Light shaded bars indicate time periods for pre-program data used in the evaluation. Dark shaded bars 

indicate launch and operation of mainstream MMCs and HARPs 

Medicaid expansion could have negatively impacted access to care for the MMC BH carve-
in and HARP populations if a sufficiently large population gained health care coverage through 
expansion and used their new coverage to access health care, thereby “crowding out” the MMC 
BH carve-in and HARP populations. However, the increase in NYS’s Medicaid enrollment 
following expansion was modest, relative to other states (Macpac, 2020). One DOH informant 
noted that NYS had robust Medicaid coverage before the ACA. DOH informants did not believe 
that expansion substantially impacted access to or quality of care received by NYS’s Medicaid 
beneficiary population. Thus, it is unlikely that the ACA-related Medicaid expansion affected 
health care outcomes attributed to the BH Demonstration in our analysis. 
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6.3 Performance Opportunity Project 
The POP awarded incentive payments to Medicaid MCOs for increasing the use of two 

interventions among high users of acute mental health services: Intensive Care Transition 
Services, a nine-month program of care management aimed at helping members transition from a 
psychiatric hospital to community-based care, and increase rates of treatment with clozapine (T. 
Smith & Cohen, 2021). At the time POP was conceived, the DOH had decided to reduce 
premiums across Medicaid managed care plans, including HARPs, in response to a budget 
shortfall. POP allowed plans to earn back a portion of the reduced premiums by working with 
health care providers to scale up intensive care management and clozapine use. Mainstream 
MMC plans, HARPs, and HIV SNPs’ could choose to participate. 

The DOH implemented POP in two phases. In Phase 1, which spanned October 2018 to 
September 2020 (i.e., in the post-policy period of our evaluation), POP targeted members age 16 
to 64 with four or more mental health ED or inpatient visits per year (Figure 6.5). Within this 
period, 28,585 people were identified as POP high users, and a nine-month episode of care was 
initiated for 3,470 of these people. An analysis conducted by OMH found that inpatient costs, 
mental health inpatient costs, and mental health ED costs decreased substantially among POP 
enrollees who reached milestone four, five, or six of the program’s six milestones for contacts 
with care managers (T. Smith & Cohen, 2021). However, only 12 percent of POP-eligible 
members “enrolled” in the program (i.e., had an episode of care initiated), and less than one-fifth 
of enrolled members reached more than two of six milestones.  

Figure 6.5. Overlap of HARP and POP in NYC and ROS 

2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 
Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 

                                        

     HARP NYC  Pre-program data Post-program data      

                                        

        HARP ROS  Pre-program data Post-program data       

                                        

                               POP  

                                        
NOTE: Light shaded bars indicate time periods for pre-program data used in the evaluation. Dark shaded bars 

indicate launch and operation of mainstream MMCs and HARPs 

A DOH informant stated that few of the State’s case management and health home provider 
agencies were able to offer intensive care management consistent with the Critical Time 
Intervention (CTI) model. CTI is a case management strategy that involves coordinating ongoing 
treatment between inpatient and OP staff after a patient is discharged from inpatient care (Dixon 
et al., 2009). Intensive Care Transition Services were modeled on CTI. Thus, lack of CTI may 
have impeded the scaling up of POP. 
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POP’s target population overlaps with the HARP program’s population. The OMH analysis 
that identified cost savings among participants who received the full complement of Intensive 
Care Transition Services milestones indicates that POP had the potential to improve outcomes 
for HARP enrollees (T. Smith & Cohen, 2021). However, it is unlikely that the POP program 
affected outcomes attributed to HARP in our analysis because the POP program enrolled 
relatively few eligible members and began relatively late in the post-policy period for our 
analysis. 

6.4 Conclusion 
Among the policies we examined, the DSRIP’s PPS and the HH program are the most likely 

of the five policies examined to have meaningfully affected the outcomes we focused on in the 
evaluation of the BH Demonstration. Both had substantial overlap in timing and programmatic 
targets with the BH Demonstration, and both had substantial uptake among the populations 
targeted by the BH Demonstration. 

Because PPSs likely started their performance improvement projects around the same time 
that the MMC BH carve-in and HARP programs were launched in NYC, their effects may have 
introduced an upward bias to our estimates of the BH Demonstration’s impacts. Policymakers 
should bear in mind this possibility when interpreting our results.  

In contrast, the HH program’s effects are unlikely to have biased our results because the HH 
program was launched before the pre-intervention period for our evaluation. Although the HH 
program certainly had the potential to affect the outcomes of the BH Demonstration, we believe 
its effects would have been incorporated into our pre-period observations, and thus should not be 
considered to bias our evaluation results. 

Based on our review of available evidence and DOH informants’ insights, the other three of 
the five policies examined (VBP Roadmap, Medicaid expansion, and POP) are unlikely to have 
meaningfully affected the outcomes assessed as part of our evaluation of the BH Demonstration. 
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Appendix A. Key Stakeholder Interview Protocol 

HARP & BH HCBS: 

Interview Guide: Non-Client Stakeholder 
 

Participant ID: ________________ Interview Date: __________________ 

Region: Central ___   Hudson River ___   Long Island ___   NYC ___ Western ___  

Providers Only Number of BH HCBS Clients Served: 1-10 11-20 21-40 41-60 61-80 81-100 100+ 

Stakeholder Type: _____________________________ 

Agency Type: __________________________________________________ 

Interviewer: ____________________________  
 
The purpose of this interview is to explore your perspective and experience regarding the shift of 

behavioral health services for adults with Medicaid into Managed Care in New York State. This 
included enrolling eligible adults with Medicaid and significant behavioral health (BH) needs into 
Health and Recovery Plans (HARPs). HARPs sought to offer an enhanced benefits package that 

would expand access to specialized services and care coordination of physical health, mental 
health, and substance use services. HARP members work with Health Home agencies, or other 
DOH-designated entities, to develop a person-centered plan and to meet wellness goals, 

including accessing an array of specialty services, such as BH Home and Community Based 
Services (BH HCBS). BH HCBS seek to help people move forward in their recovery and life goals, 
such as improving quality of life, finding employment, going to school, managing stress, and 

living independently. 
 
The interview will take approximately 60 minutes to complete. Again, the goal is to learn about 

your views and experience of the shift in behavioral health services to Medicaid Managed care, 
and in particular the implementation of HARPs and BH HCBS in New York State. There are no 
right or wrong answers to these questions. We are only interested in your honest opinions. Any 
questions before we begin? 
 

INTERVIEWER PROBES 
a. Enrollment issues 

b. Administrative issues/burden - billing? Paperwork/documentation? 
c. Developing plans of care? 
d. Care coordination/integration – coordinating care among mental illness, 

substance use, and physical healthcare providers 
e. Communication with other agencies (e.g., OMH, Health Homes, Managed Care)  
f.        ’  cc            c  ? 
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i. What services are most accessible? What services are now available to clients 
that didn’            ? 

ii. What services are harder to access or are under-utilized? What services are no 
longer available to clients? 

g. Quality of services/care? 

h. Impact/Measuring impact; recipient/enrollees/client outcomes? 
i. Funding/Financing 

<< BEGIN RECORDING >>  << BEGIN RECORDING >>  << BEGIN RECORDING >> 
 

Role 
What is your role in this organization/agency? 

a. How do your responsibilities relate to HARPs and BH HCBS? 

b. How familiar are you with HARPs and BH HCBS? 
 
I .  Behavioral Health Carve-in for Adults in Mainstream Managed Care Goal One: Improve health 

and BH outcomes for adults in Mainstream MMC whose BH care was previously carved out in an 
FFS payment arrangement 
 

    I’             k y   q               y     xperience and thoughts on transitioning 
behavioral health services to mainstream managed care.  
 

2. What has your experience been with the transition to mainstream managed care for 
individuals whose behavioral health benefits were previously carved out in a Fee for 
Service arrangement?  

a. How has it been different from when behavioral health had been carved out 

through a fee-for-service arrangement? 
 

3. How has the transition to Medicaid Managed Care for behavioral health impacted your 

agency? 
a. SEE PROBES 

 

4. How has the switch to mainstream Medicaid Managed Care impacted Medicaid 
recipients with behavioral health needs? 

a.     h          c      c       ’                       ( . .          k  

applications)? 
b.     h          c      c       ’  cc       services? 
c. How has it impacted recipient outcomes (e.g., health, recovery, wellness goals, 

quality of life, stress management, employment, school, community 

involvement/integration, functioning)? 
 

5. What have been some of the benefits of having mainstream Medicaid Managed Care 

plans manage behavioral health for adults in New York State? 
a. For recipients? Are there certain recipients who have benefited more/less? 
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b. For your organization? Are there certain organizations who have benefited 
more/less? 

c. For systems of care? Are there certain systems of care who have benefited 
more/less? 

d. SEE PROBES 

 
6. What have been some of the challenges of having behavioral health managed by 

mainstream Medicaid Managed Care? 
a. For recipients? 

b. For your organization? 
c. For the system of care? 
d. SEE PROBES 

e. What can be done to address those challenges? 
f. If not addressed: What can be done to improve access to services? Quality of 

services? Coordination or integration of care? Client outcomes? 

 
I I . HARP Goal 2: Improve health, BH, and social functioning outcomes for adults in the HARP 
 

    I’             k y           c   c q                    h       c    y P    .  
 

7. What has been your experience with the HARP program? 

a. Experiences with HARPs in general and care management? 
b. Experiences specifically with BH HCBS aspects of HARP? 

  
 

8. How has the implementation of HARP     c    y        cy’  work?  
a. SEE PROBES 
b. Wh   h        y        cy’     k       ? M         c   ?  

 
9. How would you describe your interactions with other agencies/organizations involved in 

HARPs? 

a. Managed Care Companies  
b. Health Homes 
c. DOH, OMH, OASAS 

d. Service Providers 
i. Mental Health 

ii. Substance use 
iii.  Primary care 

iv. Other psychiatric services (ACT, PROS) 
v. Other services/providers? 

  

10. How has belonging to a HARP program impacted enrollees? 
a. Ability to access care?  
b. Quality of care received?  
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c. The degree to which their care is integrated? 
d. Enrollee outcomes (e.g., health, recovery, wellness goals, quality of life, stress 

management, employment, school, community involvement/integration, 
functioning)?  

e. In what areas have you seen the biggest improvement for enrollees? 

f. In what areas have you seen less improvement for enrollees? 
g. Are there any potential long-term benefits for enrollees? 

 
11. What have been some of the benefits of having the HARP program? What has gone well? 

a. For HARP enrollees? Are there certain enrollees who have benefited more/less? 
b. For your organization? Are there certain organizations who have benefited 

more/less? 

c. For systems of care? Are there certain systems of care who have benefited 
more/less? 

d. SEE PROBES 

e. How would you define or measure HARP success? 
 

12. What have been some of the challenges of the HARP program? 

a. For HARP enrollees? 
b. For your organization? 
c. For systems of care?  

d. SEE PROBES 
e. What could be improved? What would help address some of the challenges?  
f. If not addressed: What can be done to improve access to services? Quality of 

services? Coordination or integration of care? Client outcomes? 

 
13. What other changes would you suggest making to the HARP program? 

a. SEE PROBES 

 
I I I. BH HCBS Goal 3: Develop BH HCBS focused on recovery, social functioning, and community 
integration for individuals in HARPs meeting eligibility criteria 

 
F     y  I’             k y        q            c   c   y       Behavioral Health Home and 
Community Based Services: 

 
14. What has been your experience with BH HCBS? 

a. With Tier 1 BH HCBS? 
b. With Tier 2 BH HCBS? 

 
15. How has the implementation of BH HCBS af fected your agency? 

a. SEE PROBES 

 
16. How would you describe your interactions with other agencies/organizations involved in 

BH HCBS? 
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a. Managed Care Companies  
b. Health Homes 

c. DOH, OMH, OASAS 
d. Service Providers 

i. Mental Health 

ii. Substance use 
iii.  Primary care 
iv. Other psychiatric services (ACT, PROS) 
v. Other services/providers? 

 
17. How has BH HCBS impacted individuals with behavioral health needs?  

a. How well is BH              c      ’      ?  

b. Ability to access services?  
c. Quality of services received?  
d. The degree to which their care is integrated? 

e. Enrollee outcomes (e.g., health, recovery, wellness goals, quality of life, stress 
management, employment, school, community involvement/integration, 
functioning)?  

f. In what areas have you seen the biggest improvement for enrollees? 
g. In what areas have you seen less improvement for enrollees? 
h. Are there any potential long-term benefits for enrollees? 

  
18. What have been some of the benefits of having BH HCBS? What has gone well? 

a. For people with behavioral health needs? Are there certain people who have 
benefited more/less? 

b. For your organization? Are there certain organizations who have benefited 
more/less? 

c. For systems of care? Are there certain systems of care who have benefited 

more/less? 
d. SEE PROBES 
e. How would you define or measure the success of BH HCBS? 

f. To what degree are clients receiving the care they need through BH HCBS? 
 

19. What have been some of the challenges of BH HCBS? 

a. For HARP enrollees? 
b. For your organization? 
c. For systems of care?  
d. SEE  PROBES 

e. What could be improved? What would help address some of the challenges? 
  

20. What do you see as the future for BH HCBS?  
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21. We are also interested in speaking with HARP/BH HCBS enrollees to get their perspective 
on the program. Do you have any suggestions on how best to recruit and/or contact 

HARP/BH HCBS enrollees to get their perspectives? 
 

22. Is there anything else that we did not ask that is important for us to know? 
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Appendix B. Client Interview Protocol 

Interview Guide: Client Stakeholder 
 

Participant ID: ________________ Interview Date: __________________ 

New York State Region:  ___________ 

Stakeholder Type: _____________________________ 

Agency Type: __________________________________________________ 

Interviewer: ____________________________  
 
 
The purpose of this interview is to explore your thoughts about services that you receive as 
a result of being in a Health and Recovery Plan (HARP) Program.  HARPs provide an 
enhanced benefits package for Medicaid members that seeks to expand their access to 
specialized services, increase care coordination, and increase the integration of physical 
health, mental health, and substance use support services. HARPs also provide some 
individuals with access to Behavioral Health Home and Community Based Services (BH 
HCBS). BH HCBS programs offer individuals a range of support services in the 
community, such as peer support, skill-building, supported employment, and respite 
services. You do not need to have had experience with a specific service to participate in 
this interview. 
 
Before we begin, I want to discuss the process of this interview. The interview will take 
approximately 60 minutes to complete. Again, the goal of this interview is to learn about 
your views and experiences receiving services as part of the HARP program. There are no 
right or wrong answers to these questions. We are only interested in your honest opinion. 
Any questions before we begin? 
 
<< BEGIN RECORDING >>  << BEGIN RECORDING >>  << BEGIN RECORDING >> 
 
HARP AND USE OF PHYSICAL HEALTH & BEHAVIORAL HEALTH SERVICES 
(ALL PARTICIPANTS) 
 

1. Do you remember being enrolled in the Health and Recovery Plan program? 
a. If so, how long have you been in this program? 
b. How did you find out about HARP? Do you remember receiving a letter saying 

that you were eligible for HARP? 
 

2. Why did you choose to enroll in the HARP?  
a. Did you have any concerns/hesitation about enrolling in the HARP? 
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b. If so, what were they? 
Now I’m going to ask you about services or supports that you may be receiving.  
 

3. Where do you go to get care for your physical health? 
a. Do you have a regular primary care doctor or clinic? 

i. How long have you been with this doctor/clinic? 
b. How often do you use this type of care? 
c. Are you satisfied with this service? 
d. Do you get any other services or support for your physical health? 
e. How easy or hard is it to for you to get these services? 
f. Have you ever had any problems with your insurance? (i.e., paying for services?) 
g. Any suggestions for improvement to access this type of care? 
 

4. How have things been going for you in terms of your physical health? 
a. Has your physical health changed over time? Gotten better/worse? 
b. How well are you able to manage your physical health concerns? 
c. Have your physical health needs changed over time? 

 
5. What kinds of services or support do you receive for your mental health, wellness, and 

recovery? 
a. Where do you get these services?  
b. How did you get connected to these services? 
c. Which services do you use most often/less often? 
d. What do you like / what’s helpful about these services? 
e. What do you not like as much / what’s not helpful about these services? 
f. How easy or hard is it for you to get these services? 
g. Have you ever had any problems with your insurance? (i.e., paying for services?) 
h. What would you change about these services to better meet your needs? 
i. Are there any other services that you think would be helpful for you to have? 

 
6. How have things been going for you in terms of your mental health, wellness, and 

recovery? 
a. Has your mental health changed over time? Gotten better/worse? 
b. How well are you able to manage any mental health concerns? 
c. Have your needs for mental health support changed over time? 

 
7. What kinds of services or support do you receive for any alcohol or drug use / substance 

use recovery?  
a. Where do you get these services?  
b. How did you get connected to these services? 
c. Which services do you use most often/less often? 
d. What do you like / what’s helpful about these services? 
e. What do you not like as much / what’s not helpful about these services? 
f. What would you change about these services to better meet your needs? 
g. How easy or hard is it for you to get these services? 
h. Have you ever had any problems with your insurance? (i.e., paying for services?) 
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i. Are there any other services that you think would be helpful for you to have? 
8. How have things been going for you in terms of any alcohol or drug use / substance use 

recovery? 
a. Has your use of alcohol or drugs changed over time? Gotten better/worse? 
b. How well are you able to manage any concerns about substance use? 
c. Have your needs for support with substance use changed over time? 

 
9. Does anyone help you to work with all these different services/providers or do you feel 

like you are more on your own? 
a. Do you have someone who helps you keep track of all these services? 
b. Do you have someone who helps you make appointments or reminds you of 

appointments? 
c. Do any of these providers talk to each other? 

 
HEALTH HOME / CARE MANAGEMENT (ALL PARTICIPANTS) 
 

1. Have you ever been enrolled in a Health Home? A health home is a program that helps 
you manage the services and care that you need. In a health home, you work closely 
with a Care Coordinator, who helps you to understand and manage your health.  

a. Are you currently in a Health Home? 
b. If ever yes, how did you get connected to the Health Home? 
c. Did you have any concerns about enrolling in a Health Home? 
d. What convinced you to enroll or to not enroll? 
 

2. Have you ever received care coordination services from a Care Management Agency?  
This means you would be working with a care coordinator or care manager who helps 
you identify goals and helps connect you to services you may need.  

a. Are you currently working with a care coordinator/care manager?  
b. If ever yes, how did you get connected to the Care Coordinator/Manager 
c. Did you have any kinds of concerns about enrolling in Care Management? 
d. What convinced you to enroll or to not enroll? 

 
3. [CARE MANAGEMENT PARTICIPANTS ONLY] What’s it like working with your 

Care Coordinator/Manager? 
a. What kinds of things do you talk about? 
b. How often do you talk with them?  
c. Have they helped you get connected to any services? 
d. (if yes) What kind of services did they connect you to?  
e. What do you like / what’s helpful about working with the care 

coordinator/manager? 
f. What do you not like as much / what’s not helpful about working with the care 

coordinator/manager? 
g. What would you change about the way you work with the care 

coordinator/manager to better meet your needs? 
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BH HCBS (ALL PARTICIPANTS) 
 

4. Have you heard about BH HCBS Services? [define] 
a. Have you ever received BH HCBS services? 
b. Are you currently receiving BH HCBS services? 
c. [if ever yes] How did you get connected to BH HCBS services? 

i. What BH HCBS services have you received? 
 

5. Do you remember completing an assessment that determined if you were eligible for BH 
HCBS services? [briefly define process] 

a. [If yes] What was the assessment process like? 
b. [if yes] Do you remember if you were eligible or not eligible for BH HCBS? 

 
6. [If eligible for BH HCBS] What happened after you learned you were eligible for BH 

HCBS? 
a. Did you develop a care plan? 
b. Did someone try and link you to BH HCBS services? What types of services did 

they try to connect you with? 
c. What things make it harder to get these services? 
d. Was there ever a time you felt discouraged while trying to access BH HCBS 

services? 
 
IF NEVER RECEIVED BH HCBS, STOP HERE. IF RECEIVED BH HCBS, CONTINUE 

 
BH HCBS SERVICES & IMPACT (ONLY PARTICIPANTS WHO RECEIVED BH 
HCBS) 
 

7. What was the process like of getting connected to BH HCBS? 
a. How long did it take to get connected to BH HCBS? 
b. How did you feel about the process and the paperwork? 

 
8. What made you want to start BH HCBS services? 

a. What types of things did you want help with? 
b. Did your needs or goals change from the time you were assessed for BH HCBS 

and by the time you got connected with BH HCBS services? 
 

9. What kinds of BH HCBS services have you received? 
a. Where do you get these services?  
b. How did you get connected to these services? 
c. Which services do you use most often/less often? 
d. What do you like / what’s helpful about these services? 
e. What do you not like as much / what’s not helpful about these services 
f. What would you change about these services to better meet your needs? 
g. How easy or hard is it for you to get these services? 
h. Were there BH HCBS services that you tried getting, but could not access? 
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i. Have you ever been turned down for a BH HCBS service? Did a program 
ever tell you that you could no longer receive a certain service?  

ii. If you were/are turned down for a BH HCBS service, do you have any 
options for making a complaint or asking them to re-consider? 

i. Have you ever had any problems with your insurance? (i.e., paying for services?) 
j. Are there any other services that you think would be helpful for you to have? 

 
10. What’s it like working with your BH HCBS providers? 

a. What kinds of things do you talk about? 
b. How often do you talk with them?  
c. What do you like / what’s helpful about working with the BH HCBS providers? 
d. What do you not like as much / what’s not helpful about working with the BH 

HCBS providers? 
e. How do you figure out the types of things that you work on with your BH HCBS 

provider? 
f. What happens if you and the BH HCBS provider disagree about the types of 

needs you have or the services that you want? 
g. What would you change about these services to better meet your needs? 

 
11. What have been some of the benefits of getting these BH HCBS services? 

a. What has changed for you since you’ve been in the program? 
b. How has the program helped you? 
c. How have you been able to meet your needs? 
d. Have you been making progress with any goals or the things that you want to do 

in life? 
e. How has BH HCBS affected how you manage your: 

i. Mental health? Physical health? Alcohol/Drug/Substance Use? 
f. Has being in BH HCBS made it easier to get the services or things you need? 
g. What are you able to do now that you could not done before BH HCBS? 

 
12. Can you give me an example of a goal or need that you struggled to achieve or make 

progress on? 
a. What was getting in the way? What made it hard? 
b. Is there anything that could have been done differently to help you? 

 
13. Have the BH HCBS services been different in any way from other types of behavioral 

health services you use? 
 

14. How has being in BH HCBS impacted your ability to make choices or have a say in 
your wellness and recovery? 

a. Has it impacted how you think about behavioral health services in general? 
 

15. Is there anything else that you would like to add?  
 

 
THANK YOU FOR YOUR PARTICIPATION!!  



 

 186 

Appendix C. Client Interview Survey 

Health and Recovery Plans & Home and Community Based Services 
Client Interview Survey 

 
To be completed by Research Staff: 
 
Today’s Date: _____/______/_______           Subject ID: _________ 
 
Site ID: ___________________ 
______________________________________________________________________________ 
        
Instructions: Please check or fill in the appropriate answers.  Please note that all information 
provided will be kept confidential and not linked to your name. 
        
What is your age? ________    
 
How long have you been a client/member of [agency referring]?  ________ 
 
How long have you been enrolled in a Health and Recovery Program? __________ 
 
Are you enrolled in a Health Home? 

❑ Yes (if YES, go to question 5) 

❑ No (if NO, go to 6) 

 
How long have you been enrolled in a Health Home? __________ 
 
Do you receive Home and Community-Based Services? 

❑ Yes (if YES, go to question 7) 

❑ No (if NO, go to 11) 

 
How long have you been receiving BH HCBS? __________ 
 
Are you enrolled in Tier 1 or Tier 2 for BH HCBS services? 

❑ Tier 1 

❑ Tier 2 

 
What types of BH HCBS services are you currently receiving or have received in the past? 
(CHECK ALL THE APPLY) 

❑ Psychosocial Rehabilitation (PSR) 
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❑ Community Psychiatric Support and Treatment (CPST) or Peer Services 

❑ Habilitation 

❑ Family Support and Training (FST) 

❑ Education Support 

❑ Pre-vocational 

❑ Transitional Employment 

❑ Intensive Supported Employment 

❑ Ongoing Supported Employment 

Do you receive any services from this agency other than the services you get from BH 
HCBS? (Check One) 

❑ Yes 

❑ No 

 
What is your gender? (Check One) 

❑ Male 

❑ Female 

❑ Other (Specify): ____________________ 

 
What is your ethnicity? (Check One)     

❑ Hispanic/Latino (Specify): ____________________ 

❑ Non-Hispanic/Non-Latino 

 
What is your race? (Check One)  

❑ White       

❑ Black/African American     

❑ Asian American/Pacific Islander (e.g., Asian Indian, Chinese, Korean, Pakistani, 
Vietnamese, Thai, Native Hawaiian, Samoan) 

❑ Native American/Alaskan Native    

❑ Multiracial/multiethnic      

❑ Other (Specify): ___________________________      
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What is the last grade you completed / your highest level of education? (Check One)  
❑ Grammar school or middle school 

❑ Some high school 

❑ High school graduate or GED 

❑ Post high school technical training  

❑ Some college/university 

❑ College graduate or higher 

 
A. Are you currently school? Full-time or Part-time? (Check One)  

❑ Yes, full-time 

❑ Yes, part-time 

❑ No 

 
A. Are you currently employed? Full-time or part-time? (Check One)  

❑ Yes, full-time 

❑ Yes, part-time 

❑ No 

 
A. Have you ever been told by a doctor or mental health provider that you have any of the 
following mental health conditions? (Check all that Apply) 

❑ Major Depression 

❑ Bipolar disorder 

❑ Schizophrenia 

❑ Schizoaffective 

❑ Schizophreniform 

❑ Delusional Disorder  

❑ Other Psychotic Disorder 

 

❑ Borderline personality disorder 

❑ Autism Spectrum Disorder 

❑ Anxiety disorder (Panic Disorder, 
Phobia, etc.) 

❑ Substance abuse or dependence  

❑ Other (Specify):__________ 

 
 

B. Have you ever been told by a doctor or other medical provider that you have any of the 
following physical health conditions? (Check all that Apply) 

❑ Diabetes      

❑ Hypertension 
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❑ High Cholesterol  

❑ Coronary Heart Disease or Heart Trouble 

❑ Asthma 

❑ Cancer 

❑ Stroke 

 
Now I’d like to ask you about the medical care that you have been getting in the past 6 months. 
When I say “medical care”, I’m talking about any type of care that you get from a doctor or 
other health professional, such as a nurse, a physical therapist, or anyone else who specializes in 
physical health. Medical care could be anything from an emergency room visit to a routine 
check-up or screening.  I’m not including dental care or routine vision services, like glasses or 
contact lenses. I’m also not including visits to the pharmacy if all you are doing is buying 
medication.  [Does that make sense? Any questions before I continue] 
 
SU1 In the past 6 months, was there a time when you needed medical 

care for a physical illness, injury or condition? Remember don’t 
include dental care or routine vision services 

 
 
_______ 

 
 
 
SU1b 

 Code: 0 = No; 1 = Yes                           (IF 0 GO TO SU3)   
    
SU2 In the past 6 months when you needed medical care for physical 

illness, injury or condition did you get: all the care that you 
need, some but not all of the care that you needed or you got no 
care at all for any physical condition in the last 6 months 

 
 
 
_______ 

 
 
 
 
 
SU2b 

 Code: 0 = No care at all; 1 = Some but not all; 2 = All care needed   
    
SU3 Is there one place you usually go to get medical care? _______ SU3b 
 Code 0 = No Place (IF 0 GO TO SU5)   
  1 = Yes    
  2 = More than one place    
      
SU4 What kind of place do you go most often, is it a doctor’s office, a 

hospital emergency room, urgent care center or some other 
place? 

 
_______ 

 
 
SU4b 

 Code 1 = Doctor’s Office    
  2 = Hospital ER     
  3 = Urgent Care Center    
  4 = Other Place 

(Specify): 
_______________________________ SU4ob 

   _______________________________  
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Appendix D. HARP & BH HCBS Enrolled Interviewees Self-
Reported Characteristics 

Table D.1. Interviewee Characteristics (N=12)  

 N (%) 
Geographic Location  

NYC 6 (50.00) 
ROS 6 (50.00) 

Years Enrolled in HARP  
Time Enrolled in HARP: Mean years (SD) 2.56 (.73) 

Time Enrolled in BH HCBS: Mean years (SD) 2.38 (.83) 
Demographics  

Age: Mean (SD) 44.5 (9.58) 
Female   7 (58.33) 
Male 5 (41.67) 
Hispanic 5 (21.43) 
Non-Hispanic Black 2 (28.58) 
Non-Hispanic White 2 (35.71) 
Multiracial/Other 3 (14.29) 

Education  
Some High School 2 (16.67) 
High School Graduate or GED 4 (33.33) 
Some College 4 (33.33) 
College Graduate or Higher 2 (16.67) 

Employment   
No  10 (83.33) 
Yes, part-time 1 (8.33) 
Yes, full-time 1 (8.33) 

Education   
Not currently in school  12 (100) 

Currently Enrolled in Health Home  
No  3 (25.00) 
Yes 2 (16.67) 
Not Sure 7 (58.33) 

Currently enrolled in BH Home and Community Based Services (BH 
HCBS)  

Yes 11 (91.67) 

Type of BH HCBS Service Received*  
Community Psychiatric Support and Treatment (CPST)    
or Peer Services 9 (62.50) 

Psychosocial Rehabilitation 5 (31.25) 
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 N (%) 
Crisis Respite  2 (16.67) 
Employment  1 (8.33) 

Self-Reported Lifetime Physician Confirmed Mental Health Diagnoses**  
Anxiety Disorder 8 (23.53) 
Major Depression 8 (23.53) 
Bipolar disorder 3 (21.43) 
Schizophrenia/Schizoaffective Disorder 6 (50.00) 
Alcohol Use Disorder 3 (21.43) 
Drug Use Disorder  4 (11.76) 
Other 2 (16.67) 

Number of Self-Reported Lifetime Physician Confirmed Physical Health Diagnoses 
0 6 (50.00) 
1 3 (25.00) 
2 1 (8.33) 
3 or more 2 (16.67) 

* Could be receiving more than one type of BH HCBS service. **Could be diagnosed with more than one MH 
condition 
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Appendix E. Analytic Tables  

Figure E.1. HARP Eligibility, Target Criteria, and Risk Factors 

Health and Recovery Plans: Adult Medicaid beneficiaries 21 and over who are eligible for 
mainstream MCOs are eligible for enrollment in the HARP program if they meet target criteria and 
risk factors as defined below. 
 
HARP Target Criteria: NYS has chosen to define HARP Target Criteria as:  
i. Medicaid enrolled individuals age 21 and over  
ii. Severe Mental Illness diagnoses (DOH-defined serious and persistent mental illnesses) and/or 
SUD 
iii. Eligible to be enrolled in Mainstream MCOs  
iv. Not Medicaid/Medicare enrolled ("duals")  
v. Not participating or enrolled in a program with the NYS Office for People with Developmental 

Disabilities (OPWDD)  
vi. Not participating in the Traumatic Brain Injury Waiver or Nursing Home Transition and Diversion 
     Waiver 
  
HARP Risk Factors: Risk Factor criteria may include any of the following:  
i. SSI individuals who received an "organized" mental health service in the year prior to enrollment  
ii. Non-SSI individuals with three or more months of ACT or Targeted Case Management (TCM),*  
    PROS, or prepaid mental health plan (PMHP)* services in the year prior to enrollment    
iii. SSI and non-SSI individuals with more than 30 days of psychiatric inpatient services in the three 
     years prior to enrollment 
iv. SSI and non-SSI individuals with three or more psychiatric inpatient admissions in the three    
     years prior to enrollment  
v. SSI and non-SSI individuals discharged from a NYS Office of Mental Health (OMH) Psychiatric  
    Center af ter an inpatient stay greater than 60 days in the year prior to enrollment  
vi. SSI and non-SSI individuals with a current or expired Assisted Outpatient Treatment (AOT) order 
     in the f ive years prior to enrollment  
vii. SSI and non-SSI individuals discharged from correctional facilities with a history of inpatient or  
      OP BH treatment in the four years prior to enrollment  
viii. Residents in OMH-funded housing for persons with SMI in any of the three years prior to  
       enrollment  
ix. Enrollees with two or more services in an inpatient/OP chemical dependence  
     detoxification program within the year prior to enrollment  
x. Enrollees with one inpatient stay with a SUD primary diagnosis within the year prior to enrollment  
xi. Enrollees with two or more inpatient hospital admissions with SUD primary diagnosis or 

members with an inpatient hospital admission for an SUD-related medical diagnosis-related 
group and a secondary diagnosis of SUD within the year prior to enrollment  

xii. Enrollees with two or more ED visits with primary substance use diagnosis or primary medical  
non-substance use that is related to a secondary substance use diagnosis within the year prior 
to enrollment  

xiii. Individuals transitioning with a history of involvement in children’s services  
 

*Adult TCM Transition to Health Home ended on 12/1/2015 and PMHP ended on 12/31/2015; both are no longer 
funded programs. 
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Figure E.2. Determination of BH HCBS Eligibility 

A. Criterion 1: Tier 1 Services 
i. For Individual Employment Support, person must express desire to receive employment support 

services. 
ii. For Education Support, person must express desire to receive education support services to 
assist with vocational goals. 
iii. For Peer Support, person must express desire to receive peer support services. 

B. Criterion 2: Tier 2 Services  
i. Meets threshold score for MODERATE need on at least one domain of Functional and Safety 

Needs* OR 
ii. Meets threshold score for EXTENSIVE need on at least one domain of Functional and Safety 
Needs.* 

C. Criterion 3  
i. Individuals who receive or have previously received BH HCBS in the past six months will maintain 

their eligibility level for the current assessment (i.e., algorithm will return the higher of the two scores 
to prevent loss of potentially beneficial services).   

 

* Domains of Functional and Safety needs include employment/education, instrumental activities of daily living 
(IADLs), cognitive skills, social relations, stress and trauma, co -occurring conditions, engagement, substance use, 
and risk of harm. 
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Table E.1. NYC Medicaid Population Meeting Goal 1 Inclusion Criteria 

Year Goal 1 Inclusion 
Criteria* 

Without Dual 
Exclusion** 

2014 137,539 196,463 
2015 132,381 198,271 
2016 129,048 206,654 
2017 125,118 213,617 
2018 122,080 223,528 
2019 117,352 231,087 

*Full benefit 11 months, SSA 11 months, age 21–64, not eligible for Medicare (i.e., not dually eligible for Medicaid 
and Medicare) 
**Full benefit 11 months, SSI 11 months, age 21–64 
SOURCE: MBR_SUMMARY_PROFILE for deriving Full Benefit, SSI, and dual eligibility indicator 
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Table E.2. Access to Community-Based BH Specialty Services by MMC Enrollees, SMI, SUD, and OUD Subgroups, Unadjusted 
Estimates (Percent), by Pre- and Post-Policy Year and All Years Combined  

 Pre-Policy Post-Policy All Years 
NYC 2014 2015 2016 2017 2018 2019 2014-2019 P-value 

SMI Subgroup (N=51,878) (N=50,906) (N=49,116) (N=48,224) (N=47,861) (N=46,696) (N=294,681) 

First Episode Psychosis (FEP) Program* n/a n/a 0.01 0.01 0.02 0.03 0.02 0.02 
Assertive Community Treatment (ACT) 2.47 2.45 2.41 2.51 2.72 2.99 2.59 0.00 
Personalized Recovery Oriented Services 
(PROS) 

3.61 3.45 3.24 2.96 2.70 2.65 3.11 0.00 

OMH Outpatient Clinic  58.6 60.2 62.1 60.1 57.2 54.2 58.8 0.00 
SUD Subgroup (N=25,290) (N=24,918) (N=24,063) (N=23,572) (N=24,101) (N=23,766) (N=145,710)  

OASAS Opioid Treatment Program 37.1 37.1 36.3 35.7 33.9 32.6 35.5 0.00 
OASAS Outpatient Clinic  20.3 18.7 18.3 18.9 18.3 18.9 18.9 0.00 

OUD Subgroup (N=12,889) (N=13,186) (N=12,836) (N=12,530) (N=12,086) (N=11,626) (N=75,153)  

OASAS Opioid Treatment Program 68.9 67.5 67.4 66.0 66.3 65.2 66.9 0.00 
ROS 2015 2016 2017 2018 2019  2015-2019 P-value 

SMI Subgroup (N=31,163) (N=31,067) (N=31,831) (N=31,222) (N=32,231)  (N=157,514) 

First Episode Psychosis (FEP) Program* n/a 0.01 0.01 0.02 0.04  0.02 0.04 
Assertive Community Treatment (ACT) 2.18 2.15 2.19 2.31 2.40  2.25 0.15 
Personalized Recovery Oriented Services 
(PROS) 

7.32 6.87 6.55 5.99 5.39  6.42 0.00 

OMH Outpatient Clinic  58.3 61.9 59.1 55.8 50.4  57.0 0.00 
SUD Subgroup (N=14,512) (N=14,708) (N=14,885) (N=14,951) (N=16,444)  (N=75,500)  

OASAS Opioid Treatment Program 8.98 9.19 9.14 9.34 8.81  9.09 0.54 
OASAS Outpatient Clinic  31.4 30.8 30.3 27.3 24.0  28.6 0.00 

OUD Subgroup (N=5,148) (N=5,264) (N=5,490) (N=5,403) (N=5,450)  (N=26,755)  

OASAS Opioid Treatment Program 25.2 25.7 24.6 25.7 26.4  25.5 0.30 
SOURCE: Authors’ analyses of Medicaid data (2014–2019) and OTNY data (2015–2019) 
*Sample sizes vary across measure due to different data source for this utilization (OTNY) . 
NOTE: The p-value describes the statistical significance of the chi -square test that compares all the annual periods together. 
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Table E.3. Probability of Access to Community-Based BH Specialty Services by MMC Enrollees, SMI, SUD, and OUD Subgroups, by 
Post-period Year Relative to Early Pre-period, NYC and ROS 

 
Odds Ratio  

(95% CI) 

NYC  
(N=283,129) 

      ROS  
       (N=157,514)                                

2016* 2017* 2018* 2019* 2017* 2018* 2019* 

SMI        
PROS  
 

2.25  
(2.09, 2.43) 

2.18  
(2.02, 2.35) 

1.98  
(1.83, 2.15) 

1.85  
(1.70, 2.00) 

2.79  
(2.60, 2.98) 

2.65  
(2.47, 2.85) 

2.39  
(2.23, 2.57) 

OMH Outpatient Clinic 1.00  
(0.98, 1.03) 

0.92  
(0.90, 0.94) 

0.82  
(0.80, 0.84) 

0.72  
(0.70, 0.74) 

0.85  
(0.83, 0.88) 

0.73  
(0.71, 0.75) 

0.59  
(0.57, 0.60) 

SUD        
OASAS Opioid Treatment Program 6.89  

(6.54, 7.27) 
7.32  

(6.94, 7.73) 
7.09  

(6.72, 7.48) 
6.89  

(6.53, 7.27) 
4.52  

(4.09, 4.99) 
5.26  

(4.76, 5.82) 
5.13  

(4.64, 5.67) 
OASAS Outpatient Clinic 0.72  

(0.69, 0.76) 
0.73  

(0.70, 0.77) 
0.70  

(0.67, 0.73) 
0.72  

(0.69, 0.75) 
0.92  

(0.88, 0.97) 
0.78  

(0.74, 0.82) 
0.66  

(0.63, 0.69) 
OUD        
OASAS Opioid Treatment Program 12.99  

(12.02, 14.04) 
13.22  

(12.22, 14.30) 
13.79  

(12.75, 14.92) 
13.34  

(12.33, 14.44) 
6.51  

(5.76, 7.35) 
8.21  

(7.25, 9.30) 
9.00  

(7.95, 10.19) 
SOURCE: Authors’ analyses of Medicaid data (2014–2019) and OTNY data (2015–2019) 
*Annually versus Pre-Policy 
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Table E.4. Population Characteristics, CMH Screen vs. No CMH Screen among HARP Enrollees, NYC and ROS 

 NYC ROS 
 CMH Screen 

(N=14,380) 
No CMH Screen 

(N=103,512) 
All 

(N=117,892) 
P-

Value 
CMH Screen 
(N=15,153) 

No CMH Screen 
(N= 68,568) 

All 
(N= 83,721) 

P-
Value 

Age, Mean (SE) 45.4 (0.11) 45.0 (0.06) 45.1 (0.06) 0.00 41.9 (0.12) 41.0 (0.07) 41.1 (0.07) 0.00 
Sex, %         

Male 46.5 46.4 46.4 0.95 38.1 41.3 40.7 0.00 
Female 53.6 53.6 53.6  61.9 58.7 59.3  

Race/Ethnicity, %         
White 24.0 25.9 25.7 0.00 56.9 61.3 60.5 0.00 
Black 48.6 42.9 43.6  29.8 23.6 24.7  
Hispanic 18.1 21.0 20.6  11.0 12.1 11.9  
Asian/American Indian/Other 9.25 10.2 10.1  2.38 2.93 2.84  

Behavioral Health (BH) diagnosis, %        
Schizophrenic disorders 49.6 41.9 42.9 0.00 40.4 31.4 33.1 0.00 
Bipolar disorder (severe) 4.3 3.38 3.5 0.00 5.52 3.56 3.93 0.00 
Other Serious Affective/Psychotic 
Disorders 

53.7 46.4 47.3 0.00 56.1 42.7 45.2 0.00 

Chronic alcohol abuse  17.1 13.6 14.1 0.00 19.0 15.8 16.4 0.00 
Opioid abuse and dependence 
(OUD) 

16.5 16.5 16.5 0.94 11.0 13.2 12.8 0.00 

Any Serious Mental Illness (SMI) 
diagnosis 

77.8 68.9 70.0 0.00 73.1 58.1 60.9 0.00 

Any Substance Use Disorder 
(SUD) diagnosis 

36.8 32.1 32.7 0.00 34.0 31.7 32.1 0.00 

Core Health Status (revised), %         
Healthy to Minor Chronic disease  2.67 7.69 7.08 0.00 5.70 13.4 12.0 0.00 
Moderate to Significant Chronic 
Disease  

62.9 66.2 65.8  70.9 71.5 71.4  

Dominant Chronic Disease to 
Catastrophic Conditions 

34.4 26.1 27.2  23.4 15.1 16.6  

Any Utilization of Key Behavioral 
Health Outpatient Services, %  

88.8 79.2 80.4 0.00 86.4 71.2 74.0 0.00 
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  NYC  ROS 
 CMH Screen 

(N=14,380) 
No CMH Screen 

(N=103,512) 
All 

(N=117,892) 
P-

Value 
CMH Screen 
(N=15,153) 

No CMH Screen 
(N= 68,568) 

All 
(N= 83,721) 

P-
Value 

Health Service Utilization, Per Year, mean (SE)        
Key Behavioral Health Outpatient 
Visits 

10.9 (0.07) 10.1  
(0.03) 

10.2 (0.03) 0.00 9.60 (0.06) 8.39  
(0.03) 

8.65 
(0.03) 

0.00 

Non-Behavioral Health Outpatient 
Visits 

6.47  
(0.05) 

5.36  
(0.02) 

5.52 (0.02) 0.00 5.37  
(0.04) 

4.62  
(0.02) 

4.77 
(0.02) 

0.00 

Acute Behavioral Health Visits 3.58  
(0.10) 

3.65  
(0.06) 

3.64 (0.06) 0.49 3.33  
(0.07) 

3.03  
(0.05) 

3.10 
(0.04) 

0.00 

Acute Non-Behavioral Health 
Visits 

3.88  
(0.07) 

3.52 
(0.04) 

3.57 (0.04) 0.00 3.94  
(0.05) 

3.51  
(0.03) 

3.59 
(0.03) 

0.00 

Small Area (County) Characteristics, mean (SE)       
Area Health Resource Files 
(AHRF): Poverty 

0.21 (0.00) 0.21 (0.00) 0.21 (0.00) 0.17 0.12 (0.00) 0.12 (0.00) 0.12 
(0.00) 

0.00 

Area Health Resource Files 
(AHRF): Diversity Index 

0.67 (0.00) 0.67 (0.00) 0.67 (0.00) 0.04 0.39 (0.00) 0.38 (0.00) 0.38 
(0.00) 

0.00 

   Health Professional Shortage Area, Mental health, 
% 

      0.05 

   0 (none) 0.04 0.01 0.01  7.22 7.56 7.50  
   1 (whole county) 0.00 0.01 0.01  4.57 5.09 5.00  
   2 (partial county) 99.96 99.99 99.99  88.2 87.4 87.5  

SOURCE: Authors’ analyses of Medicaid data (2014–2019), OTNY data (2015–2019), and AHRF data (2010–2014, 2014–2018) 
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Table E.5. Community-Based Health Care Access, HARP Enrollees vs. Non-HARP Individuals, Unadjusted Rates (Percent), by Post-
Policy Year and All Years Combined 

 2016 2017 2018 2019 Overall 
Receiving 
primary or 
preventive 
care, % 

HARP 
 

Non-
HARP 

P-
Value 

HARP Non-
HARP 

P-
Value 

HARP Non-
HARP 

P-
Value 

HARP Non-
HARP 

P-
Value 

HARP Non-
HARP 

P-
Value 

NYC  98.6 97.8 0.02 97.7 96.0 0.00 95.2 93.5 0.01 95.1 93.2 0.00 96.7 95.1 0.00 
ROS     95.8 94.0 0.00 94.8 93.0 0.00 94.3 92.6 0.00 95.0 93.2 0.00 

SOURCE: Authors’ analyses of Medicaid data (2014–2019) and OTNY data (2015–2019) 
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Table E.6. Community-Based BH Specialty Service Access, HARP Enrollees vs. Non-HARP Individuals, Unadjusted Rates (Percent), by 
Post-Policy Year and All Years Combined 

 2016 2017 2018 
 HARP Non-

HARP 
P-

Value 
HARP Non-

HARP 
P-

Value 
HARP Non-

HARP 
P-

Value 

NYC, % (N=28,308) (N=1,165)  (N=28,308) (N=1,165)  (N=28,308) (N=1,165)  
Any Key BH OP Services 82.3 73.9 0.00 80.9 71.4 0.00 79.9 72.1 0.00 
FEP program 0.00 0.00  0.00 0.00  0.00 0.00  
ACT 2.40 1.90 0.28 2.45 1.89 0.23 2.65 1.83 0.09 
PROS 3.25 3.37 0.82 3.02 2.58 0.40 2.78 2.71 0.88 
CDT 0.97 1.47 0.10 0.78 1.12 0.21 0.71 1.31 0.02 
Partial Hospitalization 0.35 0.17 0.31 0.27 0.43 0.30 0.32 0.09 0.17 
Other Community-Based BH Services 34.3 28.0 0.00 34.3 26.4 0.00 37.1 29.7 0.00 
OASAS Opioid Treatment Program 11.4 6.2 0.00 11.4 6.9 0.00 11.4 6.6 0.00 
OMH Outpatient Clinic  63.6 57.6 0.00 60.7 54.2 0.00 57.5 53.0 0.00 
OASAS Outpatient Clinic  8.97 7.08 0.03 7.95 6.46 0.07 7.62 5.07 0.00 

ROS, %    (N=25,579) (N=2,328)  (N=25,579) (N=2,328)  
Any Key BH OP Services    76.2 73.5 0.00 73.7 69.8 0.00 
FEP program    0.00 0.04 0.03 0.00 0.00  
ACT    1.79 1.26 0.06 1.82 1.22 0.04 
PROS    6.63 6.11 0.33 5.60 5.04 0.26 
CDT    0.36 0.35 0.91 0.29 0.22 0.54 
Partial Hospitalization    0.52 0.30 0.16 0.44 0.22 0.11 
Other Community-Based BH Services    32.3 30.7 0.13 34.5 33.1 0.16 
OASAS Opioid Treatment Program    3.02 4.11 0.00 3.23 4.34 0.00 
OMH Outpatient Clinic     57.0 50.3 0.00 51.3 44.1 0.00 
OASAS Outpatient Clinic     14.9 16.2 0.09 12.9 12.7 0.79 
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 2019 Overall 
 HARP Non-

HARP 
P-

Value 
HARP Non-

HARP 
P-

Value 

NYC, % (N=28,308) (N=1,165)  (N=113,232) (N=4,660)  
Any Key BH OP Services 79.9 70.5 0.00 80.8 72.0 0.00 
FEP program 0.00 0.00  0.00 0.00  
ACT 2.89 1.95 0.06 2.60 1.89 0.07 
PROS 2.62 2.75 0.80 2.92 2.85 0.88 
CDT 0.56 0.44 0.59 0.76 1.09 0.22 
Partial Hospitalization 0.21 0.18 0.82 0.29 0.22 0.46 
Other Community-Based BH Services 40.9 30.2 0.00 36.6 28.6 0.00 
OASAS Opioid Treatment Program 11.3 6.7 0.00 11.4 6.6 0.00 
OMH Outpatient Clinic  54.6 50.4 0.01 59.1 53.8 0.00 
OASAS Outpatient Clinic  7.55 5.40 0.01 8.02 6.01 0.00 

ROS, % (N=25,579) (N=2,328)  (N=76,737) (N=6,984)  
Any Key BH OP Services 72.9 68.3 0.00 74.3 70.6 0.00 
FEP program 0.00 0.00  0.00 0.01 0.37 
ACT 2.04 1.15 0.00 1.88 1.21 0.00 
PROS 4.80 4.30 0.28 5.68 5.15 0.21 
CDT 0.21 0.09 0.22 0.29 0.22 0.42 
Partial Hospitalization 0.41 0.27 0.29 0.46 0.26 0.01 
Other Community-Based BH Services 36.6 35.8 0.45 34.5 33.2 0.10 
OASAS Opioid Treatment Program 3.40 4.78 0.00 3.22 4.41 0.00 
OMH Outpatient Clinic  46.4 38.6 0.00 51.6 44.4 0.00 
OASAS Outpatient Clinic  11.8 10.9 0.22 13.2 13.3 0.88 

SOURCE: Authors’ analyses of Medicaid data (2014–2019) and OTNY data (2015–2019) 
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Table E.7. Community-Based BH Specialty Service Access Among HARP Enrollees, Matched Sample Rates (Percent) of Any Annual 
Utilization, by Post-Period Year and All Years Combined 

 2016 2017 2018 
 HARP Non-

HARP 
P-

Value 
HARP Non-

HARP 
P-

Value 
HARP Non-

HARP 
P-

Value 

NYC, % (N=28,308) (N=1,165)  (N=28,308) (N=1,165)  (N=28,308) (N=1,165)  
Any key BH OP services 19.3 24.3 0.00 20.5 25.9 0.00 27.8 28.7 0.41 
FEP program 0.00 0.00  0.00 0.00  0.00 0.00  
ACT 2.79 1.98 0.13 2.79 1.98 0.13 1.58 1.25 0.27 
PROS 3.62 3.48 0.83 3.39 2.82 0.34 4.89 5.16 0.60 
CDT 1.17 1.60 0.25 0.96 1.22 0.44 0.35 0.24 0.43 
Other Community-based BH services 33.3 28.8 0.01 33.4 27.9 0.00 33.6 33.6 0.99 
Partial hospitalization 0.40 0.09 0.13 0.19 0.38 0.23 0.35 0.14 0.13 
OASAS opioid treatment program 8.19 5.93 0.01 8.45 6.68 0.05 4.11 4.48 0.44 
OMH OP clinic  62.4 59.4 0.07 60.1 56.8 0.04 49.1 45.8 0.01 
OASAS OP clinic  7.57 6.97 0.49 7.43 6.68 0.39 13.4 12.5 0.30 
OASAS residential program  0.00 0.00  0.02 0.09 0.21 0.61 0.58 0.86 
Health Home enrollment 36.3 29.2 0.00 40.46 29.40 0.00 42.23 31.82 0.00 

ROS, %    (N=25,579) (N=2,328)  (N=25,579) (N=2,328)  
Any key BH OP services    74.9 74.3 0.60 72.2 71.3 0.41 
FEP program    0.01 0.00 0.65 0.00 0.00  
ACT    1.52 1.30 0.45 1.58 1.25 0.27 
PROS    6.11 6.24 0.82 4.89 5.16 0.60 
CDT    0.41 0.38 0.89 0.35 0.24 0.43 
Other Community-based BH services    32.0 30.9 0.31 33.6 33.6 0.99 
Partial hospitalization    0.43 0.34 0.56 0.35 0.14 0.13 
OASAS opioid treatment program    3.90 4.27 0.42 4.11 4.48 0.44 
OMH OP clinic     54.3 51.9 0.05 49.1 45.8 0.01 
OASAS OP clinic     15.1 15.6 0.62 13.4 12.5 0.30 
OASAS residential program     0.3 0.3 0.90 0.6 0.6 0.86 
Health Home enrollment    39.9 32.3 0.00 42.2 31.8 0.00 
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 2019 Overall 
 HARP Non-

HARP 
P-

Value 
HARP Non-

HARP 
P-

Value 

NYC, % (N=28,308) (N=1,165)  (N=113,232) (N=4,660)  
Any key BH OP services 21.4 27.9 0.00 20.7 25.9 0.00 
FEP program 0.00 0.00  0.00 0.00  
ACT 2.95 2.03 0.10 2.88 1.97 0.05 
PROS 2.76 2.99 0.68 3.17 3.06 0.82 
CDT 0.71 0.48 0.41 0.94 1.19 0.44 
Other Community-based BH services 39.3 30.5 0.00 35.5 29.5 0.00 
Partial hospitalization 0.19 0.10 0.50 0.32 0.17 0.12 
OASAS opioid treatment program 8.47 6.36 0.02 8.43 6.31 0.01 
OMH OP clinic  54.6 52.5 0.22 58.6 56.0 0.07 
OASAS OP clinic  6.72 5.01 0.04 7.14 5.98 0.06 
OASAS residential program  0.29 0.29 0.99 0.12 0.26 0.14 
Health Home enrollment 37.29 24.86 0.00 38.61 27.77 0.00 

ROS, % (N=25,579) (N=2,328)  (N=76,737) (N=6,984)  
Any key BH OP services 71.7 69.6 0.05 72.9 71.7 0.19 
FEP program 0.00 0.00  0.00 0.00  
ACT 1.76 1.17 0.06 1.62 1.24 0.13 
PROS 4.21 4.25 0.94 5.07 5.22 0.75 
CDT 0.26 0.10 0.16 0.34 0.24 0.33 
Other Community-based BH services 35.9 36.6 0.51 33.8 33.7 0.88 
Partial hospitalization 0.34 0.29 0.73 0.37 0.26 0.18 
OASAS opioid treatment program 4.50 4.79 0.56 4.17 4.51 0.46 
OMH OP clinic  44.8 39.7 0.00 49.4 45.8 0.00 
OASAS OP clinic  12.3 10.8 0.05 13.6 13.0 0.34 
OASAS residential program  0.9 0.9 0.80 0.6 0.6 0.91 
Health Home enrollment 41.3 29.4 0.00 41.2 31.2 0.00 

SOURCE: Authors’ analyses of Medicaid data (2014–2019) and OTNY data (2015–2019) 
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Table E.8a. HARP Quality of Care, HARP Enrollees vs. Non-HARP Individuals, Unadjusted Rates (Percent) of Quality Measures Met, by 
Post-Period Year and All Years Combined  

 2016 2017 2018 
NYC, % HARP Non-HARP P-Value HARP Non-HARP P-Value HARP Non-HARP P-Value 

Adherence To Antipsychotic Medication for 
People with Schizophrenia 

66.4 75.7 0.00 67.2 72.1 0.06 68.0 72.5 0.09 

Antidepressant Medication Management, Acute 54.5 52.4 0.74 50.4 46.6 0.57 51.8 47.9 0.60 
Antidepressant Medication Management, Any 42.6 36.5 0.33 40.0 44.8 0.46 40.0 35.4 0.52 
Cardiovascular Monitoring for People with CD 
and Schizophrenia 

81.8 72.7 0.30 76.3 66.7 0.27 79.2 70.0 0.25 

Diabetes Monitoring for People with Diabetes 
and Schizophrenia 

77.6 68.4 0.02 77.4 77.4 0.99 78.6 69.3 0.01 

Diabetes Screening for People with 
Schizophrenia and Bipolar Disorder 

80.3 76.6 0.10 80.5 77.0 0.12 83.4 78.2 0.02 

Medication Management for People with Asthma 
- 50% Compliance 

78.4 71.6 0.19 80.2 82.7 0.65 78.4 86.7 0.12 

Medication Management for People with Asthma 
- 75% Compliance 

55.8 49.3 0.29 57.4 67.3 0.15 56.6 66.7 0.12 

Comprehensive Diabetes Care-Received Hba1c 61.2 75.0 0.43 50.6 66.7 0.34 35.4 20.0 0.47 
Comprehensive Diabetes Care - Overall 27.2 50.0 0.16 52.4 66.7 0.39 49.8 60.0 0.65 

ROS, %          
Adherence To Antipsychotic Medication for 
People with Schizophrenia 

   68.5 73.1 0.06 68.7 72.9 0.08 

Antidepressant Medication Management, Acute    49.1 48.9 0.95 49.6 44.7 0.24 
Antidepressant Medication Management, Any    36.6 38.1 0.70 36.0 32.7 0.41 
Cardiovascular Monitoring for People with CD 
And Schizophrenia 

   74.8 87.5 0.42 72.5 60.0 0.39 

Diabetes Monitoring for People with Diabetes 
and Schizophrenia 

   72.1 66.7 0.28 71.3 67.0 0.35 

Diabetes Screening for People with 
Schizophrenia and Bipolar Disorder 

   78.0 77.6 0.80 78.2 78.5 0.87 

Medication Management for People with Asthma 
- 50% Compliance 

   69.0 70.9 0.77 69.2 67.9 0.83 

Medication Management for People with Asthma 
- 75% Compliance 

   43.7 52.7 0.19 44.9 48.2 0.63 

Comprehensive Diabetes Care-Received Hba1c    41.2 39.3 0.78 35.9 39.7 0.56 
Comprehensive Diabetes Care - Overall    54.9 52.5 0.71 54.5 55.2 0.92 
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 2019 Overall 
 HARP Non-HARP P-Value HARP Non-HARP P-Value 

NYC       
Adherence To Antipsychotic Medication for 
People with Schizophrenia 

69.9 77.1 0.01 67.9 74.3 0.00 

Antidepressant Medication Management, Acute 53.0 40.5 0.13 52.5 47.6 0.23 
Antidepressant Medication Management, Any 38.0 37.8 0.99 40.2 38.8 0.71 
Cardiovascular Monitoring for People with CD and 
Schizophrenia 

77.5 78.3 0.93 78.7 71.6 0.21 

Diabetes Monitoring for People with Diabetes and 
Schizophrenia 

76.9 69.7 0.08 77.6 71.3 0.02 

Diabetes Screening for People with Schizophrenia 
and Bipolar Disorder 

80.2 81.2 0.66 81.1 78.2 0.06 

Medication Management for People with Asthma - 
50% Compliance 

76.5 76.5 0.99 78.4 79.1 0.82 

Medication Management for People with Asthma - 
75% Compliance 

50.3 60.8 0.14 55.1 60.4 0.20 

Comprehensive Diabetes Care - Received Hba1c    44.7 59.1 0.20 
Comprehensive Diabetes Care - Overall    47.3 45.5 0.89 

ROS       
Adherence To Antipsychotic Medication for 
People with Schizophrenia 

70.8 77.1 0.01 69.3 74.3 0.00 

Antidepressant Medication Management, Acute 48.8 54.0 0.21 49.2 49.3 0.97 
Antidepressant Medication Management, Any 36.6 36.8 0.96 36.4 36.0 0.86 
Cardiovascular Monitoring for People with CD and 
Schizophrenia 

65.9 76.9 0.42 70.8 74.2 0.70 

Diabetes Monitoring for People with Diabetes and 
Schizophrenia 

68.6 62.8 0.27 70.7 65.6 0.15 

Diabetes Screening for People with Schizophrenia 
and Bipolar Disorder 

77.0 75.5 0.44 77.8 77.2 0.69 

Medication Management for People with Asthma - 
50% Compliance 

66.4 78.0 0.09 68.3 72.1 0.41 

Medication Management for People with Asthma - 
75% Compliance 

46.1 58.0 0.11 44.8 52.8 0.13 

Comprehensive Diabetes Care - Received Hba1c    38.5 39.5 0.84 
Comprehensive Diabetes Care - Overall    54.7 53.8 0.86 

SOURCE: Authors’ analyses of Medicaid data (2014–2019) and OTNY data (2015–2019)
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Table E.8b. HARP Quality of Care, Sample Ns for Table E.8a 

 2016 2017 2018 
 HARP Non-HARP HARP Non-HARP HARP Non-HARP 

NYC, N      
Adherence To Antipsychotic Medication for People with 
Schizophrenia 

7,387 337 7,385 341 7,315 327 

Antidepressant Medication Management, Acute 1,874 63 1,713 58 1,652 48 
Antidepressant Medication Management, Any 1,874 63 1,713 58 1,652 48 
Cardiovascular Monitoring for People with CD and Schizophrenia 252 22 240 27 307 30 
Diabetes Monitoring for People with Diabetes and Schizophrenia 2,166 114 2,310 124 2,392 127 
Diabetes Screening for People with Schizophrenia and Bipolar 
Disorder 

8,036 329 7,816 321 7,654 302 

Medication Management for People with Asthma - 50% Compliance 1,567 67 1,508 52 1,432 60 
Medication Management for People with Asthma - 75% Compliance 1,567 67 1,508 52 1,432 60 
Comprehensive Diabetes Care - Received Hba1c 294 8 1,211 9 1,278 5 
Comprehensive Diabetes Care - Overall 184 8 1,211 9 1,278 5 

ROS, N       
Adherence To Antipsychotic Medication for People with 
Schizophrenia 

  4,396 387 4,424 395 

Antidepressant Medication Management, Acute   2,113 176 2,027 150 
Antidepressant Medication Management, Any   2,113 176 2,027 150 
Cardiovascular Monitoring for People with CD and Schizophrenia   143 8 160 10 
Diabetes Monitoring for People with Diabetes and Schizophrenia   1,279 87 1,361 103 
Diabetes Screening for People with Schizophrenia and Bipolar 
Disorder 

  5,806 508 5,854 503 

Medication Management for People with Asthma - 50% Compliance   794 55 747 56 
Medication Management for People with Asthma - 75% Compliance   794 55 747 56 
Comprehensive Diabetes Care - Received Hba1c   1,659 61 1,652 58 
Comprehensive Diabetes Care - Overall   1,659 61 1,652 58 

SOURCE: Authors’ analyses of Medicaid data (2014–2019) and OTNY data (2015–2019
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 2019 Overall 
 HARP Non-HARP HARP Non-HARP 

NYC, N    
Adherence To Antipsychotic Medication for 
People with Schizophrenia 

7,113 310 29,200 1,315 

Antidepressant Medication Management, Acute 1,670 37 6,909 206 
Antidepressant Medication Management, Any 1,670 37 6,909 206 
Cardiovascular Monitoring for People with CD 
and Schizophrenia 

280 23 1,079 102 

Diabetes Monitoring for People with Diabetes 
and Schizophrenia 

2,233 109 9,101 474 

Diabetes Screening for People with 
Schizophrenia and Bipolar Disorder 

7,384 298 30,890 1,250 

Medication Management for People with 
Asthma - 50% Compliance 

1,385 51 5,892 230 

Medication Management for People with 
Asthma - 75% Compliance 

1,385 51 5,892 230 

Comprehensive Diabetes Care - Received 
Hba1c 

N/A N/A 2,783 22 

Comprehensive Diabetes Care - Overall N/A N/A 2,783 22 
ROS, N     

Adherence To Antipsychotic Medication for 
People with Schizophrenia 

2,048 163 13,045 1,153 

Antidepressant Medication Management, Acute 2,048 163 6,188 489 
Antidepressant Medication Management, Any 2,048 163 6,188 489 
Cardiovascular Monitoring for People with CD 
and Schizophrenia 

179 13 482 31 

Diabetes Monitoring for People with Diabetes 
and Schizophrenia 

1,275 86 3,915 276 

Diabetes Screening for People with 
Schizophrenia and Bipolar Disorder 

5,506 473 17,166 1,484 

Medication Management for People with 
Asthma - 50% Compliance 

648 50 2,189 161 

Medication Management for People with 
Asthma - 75% Compliance 

648 50 2,189 161 

Comprehensive Diabetes Care - Received 
Hba1c 

N/A N/A 3,311 119 

Comprehensive Diabetes Care - Overall N/A N/A 3,311 119 
SOURCE: Authors’ analyses of Medicaid data (2014–2019) and OTNY data (2015–2019) 
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Table E.9. HARP Quality of Care Among HARP Enrollees, Matched Sample Rates (Percent) of Quality Measures Met, by Post-Period Year 
and All Years Combined 

 2016 2017 2018 
 HARP Non-HARP P-Value HARP Non-HARP P-Value HARP Non-HARP P-Value 
NYC, %          
Comprehensive Diabetes Care - Received Hba1c 69.4 71.4 0.91 50.2 75.0 0.17 34.5 39.3 0.47 
Comprehensive Diabetes Care - Overall 25.9 57.1 0.12 49.3 37.5 0.51 52.9 55.4 0.73 
ROS, %          
Comprehensive Diabetes Care - Received Hba1c    42.5 41.1 0.84 34.5 39.3 0.47 
Comprehensive Diabetes Care - Overall    51.4 53.6 0.75 52.9 55.4 0.72 

 
 
 

 2019 Overall 
 HARP Non-HARP P-Value HARP Non-HARP P-Value 

NYC, %       
Comprehensive Diabetes Care - Received Hba1c n/a n/a n/a 43.0 60.0 0.16 
Comprehensive Diabetes Care - Overall n/a n/a n/a 50.0 50.0 1.00 

ROS, %       
Comprehensive Diabetes Care - Received Hba1c n/a n/a n/a 38.6 40.2 0.75 
Comprehensive Diabetes Care - Overall n/a n/a n/a 52.1 54.5 0.66 

SOURCE: Authors’ analyses of Medicaid data (2014–2019) and OTNY data (2015–2019)
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Table E.10. Total Number of Visits, Unadjusted Estimates, by Post-Period Year and All Years Combined 

 2016 2017 2018 
 HARP 

(N=28,308) 
Non-HARP 
(N=1,165) 

P-
Value 

HARP 
(N=28,308) 

Non-HARP 
(N=1,165) 

P-
Value 

HARP 
(N=28,308) 

Non-HARP 
(N=1,165) 

P-
Value 

NYC, Visits, Mean (SE)          
Acute BH visits 3.50 (0.07) 3.84 (0.40) 0.29 3.51 (0.07) 4.53 (0.49) 0.01 3.78 (0.08) 4.15 (0.38) 0.36 
BH ED visits 2.92 (0.06) 3.15 (0.39) 0.45 2.94 (0.06) 3.82 (0.47) 0.01 3.22 (0.07) 3.67 (0.37) 0.25 
BH IP (Medicaid) admissions 1.90 (0.04) 2.05 (0.19) 0.37 1.86 (0.03) 2.13 (0.20) 0.11 1.90 (0.03) 1.89 (0.15) 0.95 
MHARS IP admissions 1.07 (0.03) 1.00 (0.00) 0.64 1.13 (0.05) 1.00 (0.00) 0.61 1.11 (0.07) . (.) n/a 
Acute BH plus visits 3.50 (0.06) 3.94 (0.40) 0.16 3.55 (0.07) 4.60 (0.50) 0.00 3.80 (0.08) 4.26 (0.39) 0.26 
SUD ancillary visits 1.79 (0.14) 2.50 (0.50) 0.16 1.88 (0.15) 2.33 (0.33) 0.56 1.76 (0.15) 1.00 (0.00) 0.24 
Hospital Detox visits 1.69 (0.04) 1.69 (0.16) 1.00 1.77 (0.04) 2.13 (0.28) 0.12 1.92 (0.05) 2.09 (0.23) 0.52 
SUD inpatient rehab visits 1.25 (0.02) 1.37 (0.13) 0.32 1.37 (0.03) 1.45 (0.19) 0.63 1.50 (0.04) 1.43 (0.17) 0.72 
HCBS respite visits 1.77 (0.16) . (.) n/a 2.16 (0.16) . (.) n/a 2.17 (0.16) . (.) n/a 
Acute Non-BH visits 3.37 (0.04) 4.19 (0.35) 0.00 3.47 (0.04) 4.28 (0.32) 0.00 3.61 (0.04) 3.95 (0.31) 0.12 
Any OP BH visits 10.6 (0.04) 9.95 (0.19) 0.00 11.0 (0.04) 10.2 (0.20) 0.00 11.0 (0.04) 10.5 (0.21) 0.01 
Any Key BH OP visits 9.85 (0.04) 9.28 (0.18) 0.01 10.3 (0.04) 9.50 (0.18) 0.00 10.3 (0.04) 9.77 (0.20) 0.02 
Non-BH OP visits 5.75 (0.03) 5.39 (0.18) 0.03 5.65 (0.03) 5.36 (0.17) 0.07 5.08 (0.02) 4.75 (0.13) 0.01 
Any Cause visits 25.5 (0.09) 23.3 (0.48) 0.00 25.7 (0.09) 23.6 (0.48) 0.00 23.9 (0.08) 21.3 (0.42) 0.00 

ROS, Visits, Mean (SE) 
   HARP 

(N=25,579) 
Non-HARP 
(N=2,328) 

P-
Value 

HARP 
(N=25,579) 

Non-HARP 
(N=2,328) 

P-
Value 

Acute BH visits    3.05 (0.05) 2.90 (0.15) 0.35 3.13 (0.06) 3.15 (0.22) 0.93 
BH ED visits    2.53 (0.04) 2.45 (0.13) 0.57 2.60 (0.05) 2.64 (0.19) 0.82 
BH IP (Medicaid) admissions    1.71 (0.03) 1.57 (0.09) 0.17 1.71 (0.03) 1.89 (0.16) 0.16 
MHARS IP admissions    1.11 (0.04) 1.00 (0.00) 0.35 1.03 (0.02) 1.33 (0.33) 0.02 
Acute BH plus visits    3.06 (0.05) 2.98 (0.15) 0.62 3.18 (0.06) 3.17 (0.21) 0.96 
SUD ancillary visits    1.00 (0.00) . (.)   1.50 (0.50) . (.)   
Hospital Detox visits    1.60 (0.05) 1.66 (0.15) 0.71 1.67 (0.05) 1.80 (0.22) 0.48 
SUD inpatient rehab visits    1.15 (0.02) 1.29 (0.13) 0.06 1.29 (0.03) 1.08 (0.06) 0.06 
HCBS respite visits    1.67 (0.33) . (.)   2.43 (0.19) . (.)   
Acute Non-BH visits    3.63 (0.03) 3.45 (0.11) 0.15 3.57 (0.03) 3.39 (0.12) 0.14 
Any OP BH visits    9.27 (0.04) 8.81 (0.14) 0.00 9.84 (0.05) 8.93 (0.14) 0.00 
Any Key BH OP visits    8.69 (0.04) 8.20 (0.13) 0.00 8.74 (0.04) 8.42 (0.13) 0.02 
Non-BH OP visits    5.17 (0.03) 4.25 (0.09) 0.00 4.78 (0.03) 4.26 (0.09) 0.00 
Any Cause visits    24.2 (0.10) 21.7 (0.31) 0.00 23.5 (0.10) 20.1 (0.28) 0.00 
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 2019 Overall 
 HARP 

(N=28,308) 
Non-HARP 
(N=1,165) 

P-
Value 

HARP 
(N=28,308) 

Non-HARP 
(N=1,165) 

P-
Value 

NYC, Visits, Mean (SE)       
Acute BH visits 3.72 (0.08) 3.72 (0.39) 0.99 3.62 (0.06) 4.06 (0.36) 0.23 
BH ED visits 3.17 (0.08) 3.13 (0.37) 0.93 3.06 (0.06) 3.44 (0.35) 0.29 
BH IP (Medicaid) admissions 1.91 (0.04) 2.22 (0.21) 0.12 1.89 (0.02) 2.06 (0.13) 0.20 
MHARS IP admissions 1.00 (0.00) 1.00 (0.00) n/a 1.08 (0.03) 1.00 (0.00) 0.01 
Acute BH plus visits 3.77 (0.08) 3.84 (0.41) 0.86 3.65 (0.06) 4.16 (0.37) 0.17 
SUD ancillary visits 1.74 (0.24) 1.00 (.) 0.50 1.81 (0.11) 2.00 (0.23) 0.44 
Hospital Detox visits 1.92 (0.05) 1.73 (0.19) 0.50 1.83 (0.03) 1.92 (0.15) 0.54 
SUD inpatient rehab visits 1.62 (0.04) 1.76 (0.28) 0.61 1.45 (0.02) 1.50 (0.11) 0.67 
HCBS respite visits 1.77 (0.14) 2.00 (0.00) 0.82 1.99 (0.08) 2.00 (0.00) 0.87 
Acute Non-BH visits 3.76 (0.04) 4.05 (0.30) 0.20 3.55 (0.03) 4.12 (0.28) 0.05 
Any OP BH visits 11.3 (0.05) 10.4 (0.22) 0.00 11.0 (0.04) 10.3 (0.16) 0.00 
Any Key BH OP visits 10.4 (0.04) 9.86 (0.20) 0.01 10.2 (0.03) 9.60 (0.16) 0.00 
Non-BH OP visits 5.63 (0.03) 5.09 (0.14) 0.00 5.53 (0.02) 5.14 (0.13) 0.00 
Any Cause visits 24.6 (0.09) 21.2 (0.43) 0.00 24.9 (0.08) 22.4 (0.40) 0.00 

ROS, Visits, Mean (SE) 
HARP 

(N=25,579) 
Non-HARP 
(N=2,328) 

P-
Value 

HARP 
(N=25,579) 

Non-HARP 
(N=2,328) 

P-
Value 

Acute BH visits 3.13 (0.05) 3.17 (0.22) 0.87 3.11 (0.04) 3.06 (0.16) 0.76 
BH ED visits 2.61 (0.05) 2.63 (0.18) 0.94 2.58 (0.04) 2.56 (0.14) 0.90 
BH IP (Medicaid) admissions 1.70 (0.03) 1.82 (0.14) 0.30 1.71 (0.02) 1.74 (0.09) 0.73 
MHARS IP admissions 1.09 (0.04) 1.00 (0.00) 0.59 1.08 (0.02) 1.06 (0.06) 0.73 
Acute BH plus visits 3.19 (0.05) 3.19 (0.21) 0.99 3.14 (0.04) 3.10 (0.16) 0.80 
SUD ancillary visits 1.00 (.) 2.00 (.)  1.20 (0.20) 2.00 (.) 0.02 
Hospital Detox visits 1.76 (0.05) 1.82 (0.18) 0.72 1.68 (0.04) 1.75 (0.15) 0.63 
SUD inpatient rehab visits 1.28 (0.03) 1.26 (0.10) 0.86 1.24 (0.02) 1.23 (0.07) 0.82 
HCBS respite visits 2.42 (0.21) . (.)  2.41 (0.14) . (.)  
Acute Non-BH visits 3.63 (0.03) 3.35 (0.12) 0.02 3.61 (0.03) 3.40 (0.10) 0.05 
Any OP BH visits 9.91 (0.05) 8.78 (0.14) 0.00 9.67 (0.04) 8.84 (0.11) 0.00 
Any Key BH OP visits 8.59 (0.04) 8.26 (0.13) 0.03 8.68 (0.03) 8.29 (0.11) 0.00 
Non-BH OP visits 4.48 (0.02) 4.19 (0.08) 0.00 4.81 (0.02) 4.23 (0.07) 0.00 
Any Cause visits 22.7 (0.09) 19.1 (0.27) 0.00 23.5 (0.09) 20.3 (0.26) 0.00 

SOURCE: Authors’ analyses of Medicaid data (2014–2019) and OTNY data (2015–2019)
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Table E.11. Per Member Per Month Costs, Unadjusted Estimates, by Post-Period Year and All Years Combined 

 2016 2017 2018 
 HARP 

(N=28,308) 
Non-HARP 
(N=1,165) 

P-
Value 

HARP 
(N=28,308) 

Non-HARP 
(N=1,165) 

P-
Value 

HARP 
(N=28,308) 

Non-HARP 
(N=1,165) 

P-
Value 

NYC, PMPM Costs, Mean (SE)          

Acute BH visits 
3,410.3 
(66.15) 

3,957.6 
(349.82) 0.09 

3,811.2 
(72.28) 

3,772.7 
(378.33) 0.92 

3,600.3  
(71.96) 

3,401.2 
(350.21) 0.59 

BH ED visits 483.7 
(21.40) 

562.0 
(84.26) 0.45 

478.6 
(11.41) 

445.1 
(36.88) 0.56 

537.1  
(11.94) 

546.2 
(100.25) 0.89 

BH IP (Medicaid) admissions 8,342.5 
(109.43) 

8,624.9 
(587.54) 0.58 

9,745.4 
(115.81) 

9,304.5 
(604.60) 0.44 

9,478.6 
(124.71) 

8,021.4 
(578.86) 0.02 

Acute BH plus visits 
3,625.2 
(63.70) 

4,103.0 
(332.24) 0.13 

4,028.6 
(69.99) 

3,891.2 
(366.59) 0.71 

3,753.7  
(67.60) 

3,480.9 
(343.91) 0.45 

SUD ancillary visits 
530.7 

(86.06) 
1,264.3 
(359.68) 0.02 

635.4 
(92.63) 

629.4 
(361.18) 0.99 

890.8  
(164.74) 

433.1 
(338.40) 0.51 

Hospital Detox visits 
1,099.8 
(51.60) 

1,332.3 
(278.54) 0.38 

1,003.8 
(34.78) 

1,011.4 
(104.12) 0.97 

1,111.4  
(30.94) 

1,087.5 
(255.89) 0.89 

SUD inpatient rehab visits 
5,330.2 
(167.93) 

4,576.5 
(569.36) 0.36 

5,292.2 
(181.36) 

4,247.3 
(787.27) 0.32 

4,271.1 
(120.82) 

2,569.8 
(606.93) 0.01 

HCBS respite visits 2,360.3 
(237.70) . (.) n/a 

2,863.8 
(211.19) . (.) n/a 

2,302.2 
(134.90) . (.) n/a 

Acute Non-BH visits 2,334.8 
(44.46) 

3,391.5 
(316.59) 0.00 

2,531.6 
(47.87) 

3,856.5 
(354.01) 0.00 

2,656.0  
(52.02) 

3,983.7 
(349.83) 0.00 

Any OP BH visits 412.8  
(3.39) 

379.1 
(15.00) 0.06 

447.2  
(3.91) 

431.8 
(24.61) 0.46 

471.8  
(3.53) 

453.2  
(22.86) 0.32 

Any Key BH OP visits 419.2  
(3.63) 

392.4 
(15.86) 0.16 

457.8  
(4.62) 

456.6 
(26.87) 0.96 

480.1  
(3.78) 

465.3  
(22.58) 0.46 

Non-BH OP visits 250.0  
(2.82) 

228.8 
(12.40) 0.15 

268.8  
(6.37) 

288.2 
(26.52) 0.57 

284.2  
(10.80) 

281.1  
(26.23) 0.96 

Any Cause visits 
1,291.4 
(13.38) 

1,668.9 
(125.45) 0.00 

1,403.0 
(14.98) 

1,777.6 
(114.46) 0.00 

1,431.9  
(17.33) 

1,600.9 
(101.57) 0.06 
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 2019 Overall 
 HARP 

(N=28,308) 
Non-HARP 
(N=1,165) 

P-
Value 

HARP 
(N=113,232) 

Non-HARP 
(N=4,660) 

P-
Value 

NYC, PMPM Costs, Mean (SE)       

Acute BH visits 
3,836.7 
(76.27) 

3,336.0 
(352.53) 0.22 

3,662.7  
(45.88) 

3,640.3 
(228.01) 0.92 

BH ED visits 532.3 
(14.63) 

439.1  
(32.49) 0.23 

507.5  
(8.28) 

500.6  
(37.27) 0.86 

BH IP (Medicaid) admissions 10,065.6 
(128.62) 

9,042.7 
(593.01) 0.15 

9,383.9  
(66.65) 

8,734.6 
(336.58) 0.06 

Acute BH plus visits 
4,024.5 
(71.55) 

3,464.9 
(337.37) 0.15 

3,856.8  
(43.06) 

3,759.4 
(218.38) 0.66 

SUD ancillary visits 
1,734.9 
(211.32) 597.0 (.) 0.24 

758.5  
(80.86) 

874.6  
(255.40) 0.65 

Hospital Detox visits 
1,162.8 
(42.87) 

919.4  
(93.45) 0.28 

1,093.3  
(20.55) 

1,088.2 
(102.77) 0.96 

SUD inpatient rehab visits 
4,426.6 
(112.69) 

4,475.2 
(441.03) 0.94 

4,796.0  
(77.89) 

3,948.3 
(311.74) 0.01 

HCBS respite visits 2,030.6 
(89.12) 

0.00  
(0.00) 0.00 

2,353.6  
(81.32) 

0.00  
(0.00) 0.00 

Acute Non-BH visits 3,025.8 
(65.33) 

3,999.6 
(315.93) 0.01 

2,640.2  
(33.65) 

3,805.4 
(219.97) 0.00 

Any OP BH visits 465.3  
(3.10) 

421.9  
(15.07) 0.01 

449.0  
(2.76) 

421.2  
(15.99) 0.09 

Any Key BH OP visits 468.0  
(3.08) 

444.8  
(16.03) 0.16 

455.9  
(2.92) 

439.3  
(16.85) 0.33 

Non-BH OP visits 308.2 
(11.68) 

326.6  
(33.97) 0.77 

278.0  
(7.12) 

280.7  
(18.43) 0.89 

Any Cause visits 
1,577.3 
(22.10) 

1,712.9 
(111.60) 0.23 

1,425.5  
(13.16) 

1,690.0  
(87.53) 0.00 
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 2017 2018 
 HARP 

(N=25,579) 
Non-HARP 
(N=2,328) 

P-
Value 

HARP 
(N=25,579) 

Non-HARP 
(N=2,328) 

P-
Value 

ROS, PMPM Costs, Mean (SE)       
Acute BH visits 2,400.1 (60.90) 2,312.7 (228.34) 0.67 2,466.0 (64.25) 2,346.5 (271.60) 0.62 
BH ED visits 412.9 (9.21) 360.3 (21.32) 0.08 413.6 (7.56) 423.2 (23.52) 0.73 
BH IP (Medicaid) admissions 6,489.2 (146.32) 6,604.1 (569.29) 0.82 6,608.5 (150.22) 7,324.6 (737.50) 0.24 
Acute BH plus visits 2,620.0 (59.76) 2,704.1 (220.38) 0.68 2,733.8 (64.08) 2,612.8 (263.75) 0.61 
SUD ancillary visits 354.3 (354.33) . (.) n/a 773.4 (433.06) . (.) n/a 
Hospital Detox visits 1,116.2 (39.65) 816.2 (83.90) 0.02 1,064.3 (32.01) 1,027.8 (72.37) 0.75 
SUD inpatient rehab visits 4,211.2 (171.66) 4,175.5 (339.65) 0.94 4,623.3 (188.20) 3,817.1 (419.86) 0.21 
HCBS respite visits 1,299.4 (407.46) . (.) n/a 1,943.2 (222.74) . (.) n/a 
Acute Non-BH visits 1,697.1 (39.04) 1,907.3 (134.33) 0.14 1,737.1 (38.66) 2,039.0 (134.54) 0.03 
Any OP BH visits 401.3 (4.31) 372.5 (11.69) 0.05 431.3 (4.42) 381.7 (11.02) 0.00 
Any Key BH OP visits 423.0 (5.25) 409.6 (14.67) 0.46 436.2 (4.72) 402.3 (11.72) 0.04 
Non-BH OP visits 230.9 (3.84) 227.6 (10.17) 0.81 235.4 (3.49) 235.6 (11.89) 0.99 
Any Cause visits 1,064.8 (11.46) 1,111.7 (50.13) 0.25 1,120.7 (11.74) 1,086.3 (44.72) 0.41 

 
 2019 Overall 
 HARP 

(N=25,579) 
Non-HARP 
(N=2,328) 

P-Value HARP 
(N=76,737) 

Non-HARP 
(N=6,984) 

P-
Value 

ROS, PMPM Costs, Mean (SE)       
Acute BH visits 2,182.2 (55.25) 2,378.1 (186.00) 0.32 2,352.8 (42.36) 2,342.9 (160.99) 0.95 
BH ED visits 434.1 (7.58) 440.4 (27.13) 0.82 419.9 (5.72) 403.8 (16.75) 0.36 
BH IP (Medicaid) admissions 6,066.3 (131.36) 6,228.2 (389.44) 0.73 6,398.4 (95.68) 6,680.7 (377.09) 0.47 
Acute BH plus visits 2,485.0 (55.78) 2,707.3 (182.57) 0.26 2,615.0 (41.60) 2,677.8 (154.30) 0.69 
SUD ancillary visits 56.0 (.) 328.8 (.) n/a 462.3 (224.51) 328.8 (.) 0.61 
Hospital Detox visits 1,083.1 (25.91) 1,055.6 (78.86) 0.76 1,087.8 (22.57) 959.4 (55.25) 0.03 
SUD inpatient rehab visits 4,559.1 (151.41) 4,227.5 (388.40) 0.50 4,467.3 (103.51) 4,093.8 (228.75) 0.14 
HCBS respite visits 846.7 (67.15) . (.) n/a 1,314.6 (110.30) . (.) n/a 
Acute Non-BH visits 1,815.7 (35.82) 2,014.5 (147.83) 0.13 1,749.9 (24.80) 1,985.7 (91.81) 0.01 
Any OP BH visits 407.9 (3.47) 375.7 (10.88) 0.01 413.4 (3.26) 376.5 (9.00) 0.00 
Any Key BH OP visits 412.0 (3.68) 397.3 (11.32) 0.26 423.8 (3.58) 403.3 (10.22) 0.06 
Non-BH OP visits 232.6 (3.51) 238.9 (13.70) 0.62 233.0 (2.62) 234.0 (8.40) 0.90 
Any Cause visits 1,140.9 (11.98) 1,073.6 (44.61) 0.11 1,108.8 (9.15) 1,090.6 (34.55) 0.61 

NOTE: There are no available cost estimates for MHARS visits  
SOURCE: Authors’ analyses of Medicaid data (2014–2019) and OTNY data (2015–2019)  
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Table E.12. Total Number of Visits, Matched Sample Estimates, by Post-Period Year and All Years Combined 

 2016 2017 2018 
 HARP 

(N=28,308) 
Non-HARP 
(N=1,165) 

P-
Value 

HARP 
(N=28,308) 

Non-HARP 
(N=1,165) 

P-
Value 

HARP 
(N=28,308) 

Non-HARP 
(N=1,165) 

P-
Value 

NYC, Mean (SE)          
MHARS IP admissions 1.07 (0.03) 1.00 (0.00) 0.64 1.13 (0.05) 1.00 (0.00) 0.61 1.11 (0.07) . (.) n/a 
SUD ancillary visits 1.79 (0.14) 2.50 (0.50) 0.16 1.88 (0.15) 2.33 (0.33) 0.56 1.76 (0.15) 1.00 (0.00) 0.24 
Hospital Detox visits 1.69 (0.04) 1.69 (0.16) 1.00 1.77 (0.04) 2.13 (0.28) 0.12 1.92 (0.05) 2.09 (0.23) 0.52 
SUD inpatient rehab visits 1.25 (0.02) 1.37 (0.13) 0.32 1.37 (0.03) 1.45 (0.19) 0.63 1.50 (0.04) 1.43 (0.17) 0.72 
HCBS respite visits 1.77 (0.16) . (.) n/a 2.16 (0.16) . (.) n/a  2.17 (0.16) . (.) n/a 

ROS, Mean (SE) 
   HARP 

(N=25,579) 
Non-HARP 
(N=2,328) 

P-
Value 

HARP 
(N=25,579) 

Non-HARP 
(N=2,328) 

P-
Value 

MHARS IP admissions    1.11 (0.04) 1.00 (0.00) 0.35 1.03 (0.02) 1.33 (0.33) 0.02 
SUD ancillary visits    1.00 (0.00) . (.)  n/a 1.50 (0.50) . (.) n/a 
Hospital Detox visits    1.60 (0.05) 1.66 (0.15) 0.71 1.67 (0.05) 1.80 (0.22) 0.48 
SUD inpatient rehab visits    1.15 (0.02) 1.29 (0.13) 0.06 1.29 (0.03) 1.08 (0.06) 0.06 
HCBS respite visits    1.67 (0.33) . (.)  n/a 2.43 (0.19) . (.) n/a 

 
 2019 Overall 
 HARP 

(N=28,308) 
Non-HARP 
(N=1,165) 

P-
Value 

HARP 
(N=28,308) 

Non-HARP 
(N=1,165) 

P-
Value 

NYC, Mean (SE)       
MHARS IP admissions 1.00 (0.00) 1.00 (0.00) n/a  1.08 (0.03) 1.00 (0.00) 0.00 
SUD ancillary visits 1.74 (0.24) 1.00 (.) 0.50 1.81 (0.11) 2.00 (0.23) 0.44 
Hospital Detox visits 1.92 (0.05) 1.73 (0.19) 0.50 1.83 (0.03) 1.92 (0.15) 0.54 
SUD inpatient rehab visits 1.62 (0.04) 1.76 (0.28) 0.61 1.45 (0.02) 1.50 (0.11) 0.67 
HCBS respite visits 1.77 (0.14) 2.00 (0.00) 0.82 1.99 (0.08) 2.00 (0.00) 0.87 

ROS, Mean (SE) 
HARP 

(N=25,579) 
Non-HARP 
(N=2,328) 

P-
Value 

HARP 
(N=25,579) 

Non-HARP 
(N=2,328) 

P-
Value 

MHARS IP admissions 1.09 (0.04) 1.00 (0.00) 0.59 1.08 (0.02) 1.06 (0.06) 0.73 
SUD ancillary visits 1.00 (.) 2.00 (.) n/a  1.20 (0.20) 2.00 (.) 0.02 
Hospital Detox visits 1.76 (0.05) 1.82 (0.18) 0.72 1.68 (0.04) 1.75 (0.15) 0.63 
SUD inpatient rehab visits 1.28 (0.03) 1.26 (0.10) 0.86 1.24 (0.02) 1.23 (0.07) 0.82 
HCBS respite visits 2.42 (0.21) . (.)  n/a 2.41 (0.14) . (.) n/a 
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Table E.13. Per Member Per Month Costs, Matched Sample Estimates, by Post-Period Year and All Years Combined 

 2016 2017 2018 
 HARP 

(N=28,308) 
Non-HARP 
(N=1,165) 

P-
Value 

HARP 
(N=28,308) 

Non-HARP 
(N=1,165) 

P-
Value 

HARP 
(N=28,308) 

Non-HARP 
(N=1,165) 

P-
Value 

NYC, Mean (SE)          
SUD ancillary visits 405.8 

(199.51) 
1,264.3 
(359.68) 0.05 

576.8 
(183.37) 

629.4 
(361.18) 0.91 

350.7  
(117.20) 

433.1  
(338.40) 0.77 

Hospital Detox visits 1,182.1 
(136.74) 

1,383.6 
(300.91) 0.56 

1,120.5 
(98.76) 

920.5 
(79.87) 0.37 

1,020.8  
(39.18) 

1,119.6 
(275.04) 0.51 

SUD inpatient rehab visits 5,336.9 
(392.27) 

4,611.0 
(646.55) 0.41 

5,432.7 
(373.95) 

4,395.3 
(932.07) 0.33 

4,027.1 
(263.97) 

2,486.1 
(648.85) 0.03 

HCBS respite visits 3,612.9 
(540.61) . (.) n/a 

2,848.8 
(425.25) . (.) n/a 

2,355.8 
(276.07) . (.) n/a 

ROS, Mean (SE) 
   HARP 

(N=25,579) 
Non-HARP 
(N=2,328) 

P-
Value 

HARP 
(N=25,579) 

Non-HARP 
(N=2,328) 

P-
Value 

SUD ancillary visits    0.00  
(.) . (.) n/a 

773.4  
(433.06) . (.) n/a 

Hospital Detox visits    1,015.3 
(43.40) 

833.3 
(90.84) 0.07 

1,077.1  
(49.68) 

1,050.8  
(78.97) 0.83 

SUD inpatient rehab visits    3,986.1 
(212.01) 

4,120.8 
(369.41) 0.76 

4,581.0 
(268.45) 

3,849.1 
(445.87) 0.25 

HCBS respite visits    1,268.7  
(.) . (.) n/a 

1,883.5 
(270.65) . (.) n/a 

 
 2019 Overall 
 HARP 

(N=28,308) 
Non-HARP 
(N=1,165) 

P-
Value 

HARP 
(N=28,308) 

Non-HARP 
(N=1,165) 

P-Value 

NYC, Mean (SE)       
SUD ancillary visits 1,500.0 (.) 597.0 (.)  n/a 499.7 (123.53) 874.6 (255.40) 0.18 
Hospital Detox visits 1,171.0 (77.21) 938.3 (100.59) 0.23 1,122.6 (47.55) 1,088.4 (108.63) 0.77 
SUD inpatient rehab visits 4,364.1 (232.78) 4,466.8 (477.67) 0.87 4,722.4 (165.38) 3,966.8 (345.43) 0.05 
HCBS respite visits 1,649.8 (176.93) 0.00 (0.00) 0.01 2,294.7 (168.78) 0.00 (0.00) 0.00 

ROS, Mean (SE) 
HARP 

(N=25,579) 
Non-HARP 
(N=2,328) 

P-
Value 

HARP 
(N=25,579) 

Non-HARP 
(N=2,328) 

P-Value 

SUD ancillary visits 56.0 (.) 328.8 (.) n/a 400.7 (278.72) 328.8 (.) 0.83 
Hospital Detox visits 1,071.8 (37.65) 1,067.4 (84.49) 0.96 1,055.3 (30.79) 976.0 (59.90) 0.24 
SUD inpatient rehab visits 4,553.0 (194.73) 4201.3 (413.45) 0.44 4,382.1 (136.17) 4,069.8 (244.41) 0.26 
HCBS respite visits 2.42 (0.21) . (.)  n/a 2.41 (0.14) . (.) n/a 

NOTE: There are no available cost estimates for MHARS visits 
SOURCE: Authors’ analyses of Medicaid data (2014–2019) and OTNY data (2015–2019)  
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Table E.14. Characteristics of BH HCBS-Eligible HARP Enrollees, by Post-Policy Year and All Years Combined 

 2016 
(N=47,867) 

2017 
(N=59,113) 

2018 
(N=70,065) 

2019 
(N=73,920) 

Overall 
(N=250,965) 

P-Value 

NYC       
Age, Mean (SE) 46.7 (0.21) 46.0 (0.14) 44.8 (0.11) 43.9 (0.09) 44.8 (0.06) 0.00 
Sex, %        

Male 49.1 49.8 51.5 52.1 51.2 0.00 
Female 50.9 50.2 48.5 47.9 48.8  

Race/Ethnicity, %       
White 24.9 25.1 25.8 26.6 26.0 0.04 
Black 48.0 48.4 49.3 49.2 49.0  
Hispanic 15.7 16.1 15.3 14.6 15.2  
Asian/American Indian/Other 11.3 10.4 9.58 9.52 9.9  

Behavioral Health (BH) diagnosis, % 
Schizophrenic disorders 51.1 46.7 48.7 47.5 48.0 0.00 
Bipolar disorder (severe) 4.43 4.64 4.63 4.83 4.71 0.75 
Other Serious Affective/Psychotic 
Disorders 

51.1 54.2 54.1 53.6 53.6 0.03 

Chronic alcohol abuse  16.7 18.5 22.3 23.5 21.7 0.00 
Opioid abuse and dependence 
(OUD) 

14.5 17.6 19.9 21.0 19.5 0.00 

Any Serious Mental Illness (SMI) 
diagnosis 

79.8 77.3 75.4 74.5 75.7 0.00 

Any Substance Use Disorder 
(SUD) diagnosis 

34.3 39.2 44.1 45.7 43.1 0.00 

Core Health Status (revised), %       
Healthy to Minor Chronic disease  2.57 3.23 3.19 3.37 3.22 0.51 
Moderate to Significant Chronic 
Disease  

68.5 67.6 67.7 67.8 67.8  

Dominant Chronic Disease to 
Catastrophic Conditions 

28.9 29.2 29.1 28.8 29.0  
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 2017 
(N=41,446) 

2018 
(N=51,966) 

2019 
(N=69,862) 

Overall 
(N=163,274) 

P-Value 

ROS      
Age, Mean (SE) 43.2 (0.14) 42.0 (0.10) 40.5 (0.09) 41.6 (0.06) 0.00 
Sex, %       

Male 42.6 43.6 44.4 43.8 0.03 
Female 57.4 56.4 55.6 56.2  

Race/Ethnicity, %      
White 56.3 56.4 58.6 57.4 0.00 
Black 29.9 30.1 28.3 29.2  
Hispanic 11.3 10.9 10.3 10.7  
Asian/American Indian/Other 2.50 2.58 2.84 2.68  

Behavioral Health (BH) diagnosis, %     
Schizophrenic disorders 39.4 37.2 38.5 38.2 0.01 
Bipolar disorder (severe) 5.53 5.92 5.48 5.64 0.24 
Other Serious Affective/Psychotic 
Disorders 

55.9 55.8 56.7 56.2 0.28 

Chronic alcohol abuse  20.8 21.9 27.2 24.1 0.00 
Opioid abuse and dependence 
(OUD) 

13.5 14.4 17.7 15.8 0.00 

Any Serious Mental Illness (SMI) 
diagnosis 

72.5 71.1 70.7 71.2 0.02 

Any Substance Use Disorder 
(SUD) diagnosis 

36.5 39.8 45.0 41.6 0.00 

Core Health Status (revised), %      
Healthy to Minor Chronic disease  5.00 5.69 5.07 5.27 0.00 
Moderate to Significant Chronic 
Disease  

71.2 72.4 73.4 72.6  

Dominant Chronic Disease to 
Catastrophic Conditions 

23.8 21.9 21.5 22.1  

SOURCE: Authors’ analyses of Medicaid data (2014–2019)  
NOTE: The p-value describes the statistical significance of the chi -square test that compares all annual periods together. 
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Table E.15. BH HCBS Utilization by BH HCBS-Eligible HARP Enrollees, Unadjusted Rates (Percent) and Annual Percent Change, by 
Post-Policy Year and All Years Combined, NYC, ROS and Statewide 

 2016 2017 % Change 
(2016–2017) 

2018 % Change 
(2017-2018) 

2019 % Change 
(2018-2019) 

Overall P-
value 

NYC (N=2,878) (N=6,257)  (N=9,916)  (N=15,253)  (N=34,304)  
BH HCBS 
user, % 

1.46 5.32 264.4 5.31 -0.19 6.13 15.4 5.36 0.00 

ROS  (N=7,141)  (N=12,831)  (N=16,909)  (N = 36,881)  
BH HCBS 
user, % 

 3.94 N/A 11.1 182.5 16.4 47.2 12.1 0.00 

Statewide (N=2,878) (N=13,398)  (N=22,747)  (N=32,162)  (N=71,185)  
BH HCBS 
user, % 

1.46 4.58 N/A 8.60 87.6 11.5 34.1 8.9 0.00 

SOURCE: Authors’ analyses of Medicaid data (2014–2019) 
NOTE: The p-value describes the statistical significance of the chi-square test that compares all annual periods together. 
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Table E.16. Geographic BH HCBS Utilization by HARP, Unadjusted Rates (Percent), 2016-2019 

 2016 2017 2018 2019 
Capital Region 0.00 5.49 16.6 17.7 
Central NY  4.55 11.3 16.1 
Finger Lakes  3.14 17.5 25.6 
Long Island  1.28 8.02 12.1 
Mid-Hudson 20.0 4.45 5.57 10.5 
Mohawk Valley  1.40 5.79 9.06 
North Country  11.3 14.2 18.0 
NYC  0.00 0.00 0.00 

Manhattan 1.23 6.48 6.74 6.28 
Bronx 1.08 4.15 3.51 3.79 
Brooklyn 2.11 5.32 4.73 7.86 
Queens 1.34 5.87 7.00 7.15 
State Island 0.87 7.58 9.70 8.65 

Southern Tier  5.00 9.45 14.5 
Western NY  4.64 12.8 19.6 
Missing  0.00 4.55 0.00 

SOURCE: Authors’ analyses of Medicaid data (2014–2019) 
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Table E.17. BH HCBS Assessment Rates by Data Source, HARP Enrollees, by Post-Policy Year, 
NYC and ROS 

 2016 2017 2018 2019 

NYC     

HARP Enrollee Population* 47,867 59,113 70,065 73,920 

Assessed for BH HCBS eligibility (claims data) 1,974 2,270 3,588 8,795 

Assessed for BH HCBS eligibility (CMH Screen 
data)  

3,446 4,902 8,101 12,240 

Assessed for BH HCBS eligibility (claims or CMH 
Screen data)  

3,664 5,261 8,560 13,404 

ROS     

HARP Enrollee Population*  41,446 51,966 69,862 

Assessed for BH HCBS eligibility (claims data)  2,954 4,256 6,759 

Assessed for BH HCBS eligibility (CMH Screen 
data)  

 6,044 9,614 11,797 

Assessed for BH HCBS eligibility (claims or CMH 
Screen data)  

 7,032 10,631 13,755 

* This is the population of HARP enrollees included in our HARP evaluation, open cohort (Goals 2 and 3)  
SOURCE: Authors’ analyses of Medicaid data (2014–2019) 
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Table E.18. Population Characteristics, BH HCBS versus Non-BH HCBS, in NYC and ROS 

 All BH HCBS Non-BH 
HCBS 

P-value 

NYC (N= 34,304) (N= 1,837) (N= 32,467)  

Age, Mean (SE) 44.8 (0.06) 43.9 (0.27) 44.8 (0.06) 0.00 
Sex, %    0.09 

Male 51.2 49.3 51.3  
Female 48.8 50.7 48.7  

Race/Ethnicity, %    0.02 
White 26.0 25.3 26.0  
Black 49.0 51.3 48.9  
Hispanic 15.2 13.4 15.3  
Asian/American Indian/Other 9.86 9.98 9.85  

Behavioral Health (BH) diagnosis, %    
Schizophrenic disorders 48.0 49.0 48.0 0.38 
Bipolar disorder (severe) 4.71 3.92 4.75 0.10 
Other Serious Affective/Psychotic 
Disorders 

53.6 56.7 53.5 0.01 

Chronic alcohol abuse  21.7 20.2 21.8 0.10 
Opioid abuse and dependence 
(OUD) 

19.5 12.6 19.9 0.00 

Any Serious Mental Illness (SMI) 
diagnosis 

75.7 78.5 75.6 0.00 

Any Substance Use Disorder 
(SUD) diagnosis 

43.1 36.7 43.4 0.00 

Core Health Status, %    0.17 
Healthy to Minor Chronic disease  3.19 2.45 3.23  
Moderate to Significant Chronic 
Disease  

67.8 68.6 67.8  

Dominant Chronic Disease to 
Catastrophic Conditions 

29.0 28.9 29.0  
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 All BH HCBS Non-BH 
HCBS 

P-value 

ROS (N= 36,881) (N=4,478) (N= 32,403)  

Age, Mean (SE) 41.6 (0.06) 40.9 (0.17) 41.7 (0.06) 0.00 
Sex, %    0.00 

Male 43.8 36.6 44.8  
Female 56.2 63.4 55.2  

Race/Ethnicity, %    0.00 
White 57.4 57.6 57.4  
Black 29.2 31.0 29.0  
Hispanic 10.7 9.58 10.8  
Asian/American Indian/Other 2.68 1.92 2.79  

Behavioral Health (BH) diagnosis, %    
Schizophrenic disorders 38.2 39.2 38.1 0.17 
Bipolar disorder (severe) 5.64 5.55 5.65 0.77 
Other Serious Affective/Psychotic 
Disorders 

56.2 65.4 54.9 0.00 

Chronic alcohol abuse  24.1 20.2 24.7 0.00 
Opioid abuse and dependence 
(OUD) 

15.8 11.2 16.4 0.00 

Any Serious Mental Illness (SMI) 
diagnosis 

71.2 78.4 70.2 0.00 

Any Substance Use Disorder 
(SUD) diagnosis 

41.6 35.1 42.5 0.00 

Core Health Status, %    0.00 
Healthy to Minor Chronic disease  5.22 3.80 5.42  
Moderate to Significant Chronic 
Disease  

72.7 72.9 72.6  

Dominant Chronic Disease to 
Catastrophic Conditions 

22.1 23.3 21.9  

SOURCE: Authors’ analyses of Medicaid data (2014–2019) 
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Table E.19. Population Characteristics, PCS vs. No PCS among HARP Enrollees, NYC and ROS 

 NYC ROS 
 PCS  

(N=225) 
No PCS 

(N=82,369) 
All 

(N=82,594) 
P-

Value 
PCS  

(N=296) 
No PCS 

(N=85,100) 
All 

(N=85,396) 
P-

Value 

Age, Mean (SE) 47.2 (0.69) 45.8 (0.04) 45.8 (0.04) 0.09 46.4 (0.57) 39.6 (0.04) 39.7 (0.04) 0.00 
Sex, %       0.04       0.00 

Male 47.1 53.9 53.9   36.5 53.1 53.1   
Female 52.9 46.1 46.1   63.5 46.9 47.0   

Race/Ethnicity, %       0.03       0.06 
White 30.2 29.5 29.5   60.1 65.9 65.9   
Black 40.4 44.0 44.0   22.9 21.8 21.8   
Hispanic 22.7 15.6 15.7   14.2 9.26 9.27   
Asian/American Indian/Other 6.67 10.9 10.9   2.78 3.04 3.04   

Behavioral Health (BH) diagnosis, %                 
Schizophrenic disorders 47.5 35.7 35.7 0.00 32.9 25.4 25.4 0.00 
Bipolar disorder (severe) 3.69 3.65 3.65 0.98 3.81 3.52 3.52 0.79 
Other Serious Affective/Psychotic Disorders 53.9 45.5 45.5 0.01 45.7 40.4 40.4 0.07 
Chronic alcohol abuse  13.8 21.2 21.1 0.01 16.6 25.3 25.3 0.00 
Opioid abuse and dependence (OUD) 13.8 19.7 19.7 0.03 11.1 22.9 22.9 0.00 
Any Serious Mental Illness (SMI) diagnosis 76.5 62.9 62.9 0.00 63.0 51.3 51.3 0.00 
Any Substance Use Disorder (SUD) diagnosis 31.3 41.3 41.3 0.00 31.5 47.7 47.7 0.00 

Core Health Status (revised), %       0.00       0.00 
Healthy to Minor Chronic disease  4.89 10.6 10.58   3.77 15.2 15.2   
Moderate to Significant Chronic Disease  79.1 68.0 68.0   78.1 73.3 73.3   
Dominant Chronic Disease to Catastrophic Conditions 16.0 21.4 21.4   18.2 11.5 11.5   

Any Utilization of Key Behavioral Health Outpatient 
Services, %  87.2 76.7 76.7 0.00 84.5 73.7 73.8 0.00 
Health Service Utilization, Per Year, mean (SE)                 

Key Behavioral Health Outpatient Visits 10.5 (0.39) 8.81 (0.02) 8.82 (0.02) 0.00 9.24 (0.34) 7.48 (0.02) 7.49 (0.02) 0.00 
Non-Behavioral Health Outpatient Visits 4.87 (0.30) 5.14 (0.02) 5.14 (0.02) 0.43 5.59 (0.31) 4.42 (0.02) 4.43 (0.02) 0.00 
Acute Behavioral Health Visits 3.22 (0.43) 3.69 (0.04) 3.69 (0.04) 0.54 2.61 (0.28) 3.00 (0.02) 3.00 (0.02) 0.37 
Acute Non-Behavioral Health Visits 2.32 (0.20) 3.73 (0.03) 3.73 (0.03) 0.01 2.75 (0.20) 3.53 (0.02) 3.53 (0.02) 0.02 
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 NYC ROS 
 PCS  

(N=225) 
No PCS 

(N=82,369) 
All 

(N=82,594) 
P-

Value 
PCS  

(N=296) 
No PCS 

(N=85,100) 
All 

(N=85,396) 
P-

Value 

Small Area (County) Characteristics, mean (SE)         
Area Health Resource Files (AHRF): Poverty 0.23 (0.00) 0.21 (0.00) 0.21 (0.00) 0.00 0.13 (0.00) 0.12 (0.00) 0.12 (0.00) 0.01 
Area Health Resource Files (AHRF): Diversity Index 0.67 (0.00) 0.68 (0.00) 0.68 (0.00) 0.37 0.39 (0.01) 0.37 (0.00) 0.37 (0.00) 0.19 
Health Professional Shortage Area, Mental health, %       0.00       0.91 

   0 (none) 0.00 0.01 0.01   6.78 7.39 7.39   
   1 (whole county) 27.8 15.9 15.9   7.12 6.84 6.84   
   2 (partial county) 72.2 84.1 84.1   86.1 85.8 85.8   

SOURCE: Authors’ analyses of Medicaid data (2014–2019), OTNY data (2015–2019), and AHRF data (2010–2014, 2014–2018) 
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Table E.20. Utilization and Costs of BH care, BH HCBS Users vs. Non-BH HCBS Individuals, Matched Sample Estimates, All Post-Period 
Years Combined, NYC and ROS 

 
 NYC ROS 
 All 

(N = 34,304) 
BH HCBS 
(N = 1,837) 

Non-BH 
HCBS 

(N = 32,467) 

P-
Value 

All 
(N = 36,881) 

BH HCBS 
(N=4,478) 

Non-BH HCBS 
(N=32,403) 

P-
Value 

MHARS IP admissions, % 0.15 0.00 0.18 0.07 0.35 0.07 0.42 0.18 
SUD ancillary utilization, % 0.19 0.00 0.23 0.04 100.0 100.0 100.0 n/a 
SUD ancillary PMPM costs, 
Mean (SE) 

623.0 
(210.91) 0.0 623.0 

(210.91) n/a n/a n/a n/a n/a 

Hospital detox utilization, % 8.42 7.14 8.68 0.03 5.08 5.19 5.05 0.72 
Hospital detox PMPM costs, 
Mean (SE) 

1105.3 
(67.87) 

1071.4 
(74.79) 

1110.9 
(78.14) 0.84 1005.8 (25.58) 1168.8 (74.03) 962.1 (25.45) 0.00 

SUD inpatient rehab utilization, 
% 3.22 2.36 3.39 0.02 3.89 2.53 4.25 0.00 

SUD inpatient rehab PMPM 
costs, Mean (SE) 

4706.4 
(171.39) 

5155.3 
(491.44) 

4642.9 
(182.88) 0.33 4993.9 

(175.14) 
4676.7 

(375.21) 
5043.5 

(193.86) 0.47 

HCBS respite utilization, % 1.23 2.80 0.92 0.00 0.30 0.91 0.14 0.00 
HCBS respite PMPM costs, 
Mean (SE) 

2120.3 
(120.06) 

1928.3 
(244.81) 

2238.3 
(121.84) 0.21 1216.5 

(142.85) 
1161.1 

(180.22) 
1312.2 

(238.38) 0.61 

Key BH outpatient utilization, % 85.4 85.6 85.3 0.73 84.4 86.1 84.0 0.00 
Key BH outpatient PMPM costs, 
Mean (SE)  490.1 (5.63) 471.2 (11.20) 493.9 (6.38) 0.13 485.4 (4.12) 460.5 (8.30) 492.1 (4.73) 0.00 

Any BH outpatient utilization, % 92.6 100.0 91.1 0.00 91.9 100.0 89.8 0.00 
Any BH OP PMPM costs, Mean 
(SE) 515.2 (5.74) 588.0 (12.02) 499.2 (6.48) 0.00 521.1 (4.21) 634.3 (9.09) 488.2 (4.72) 0.00 

SOURCE: Authors’ analyses of Medicaid data (2014–2019) 
 


