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There is a long-standing crisis in children’s 
behavioral health in Massachusetts. Pre-
pandemic research studies indicate that 
approximately one in five children and 
adolescents experienced a behavioral disorder 
each year and showed major increases in 
certain mental health symptoms, including 
depressive symptoms and suicidal ideation.ii 
Massachusetts isn’t alone; this is a nationwide 
crisis. According to the American Academy of 
Pediatrics, rates of childhood mental health 
concerns were already on the rise over 
the past decade.iii However, the COVID-19 
pandemic along with the issue of racial 
inequality has dramatically impacted and 
changed children’s worlds across the country. 
The pandemic exacerbated the issue and took 
an unprecedented toll on their mental health 
and intensified challenges in accessing care.

The problems are multifaceted, stemming from 
the biological, societal, and environmental 
factors that interact to shape the mental 
health of children. During the pandemic, 
social isolation and the loss of school supports 
increased stress for youth and their families. 
Access issues also worsened, due to increased 
demand for services and a diminished 
supply of providers. All these stressors 
disproportionately affected low-income 
families and communities of color, which 
exacerbated inequities across the system.

These problems of youth mental health have 
been universally recognized — and actions 
have been initiated — by the Biden 
administration, the Baker-Polito 
administration, Attorney General Maura 
Healey, the Massachusetts Legislature, and 
multiple advocates and experts in children’s 
mental health care. One of the most 
significant actions was the development of 
the Behavioral Health Roadmap (Roadmap), a 

comprehensive plan for the state’s behavioral 
health system spearheaded by Massachusetts 
Executive Office of Health and Human Services 
(EOHHS) Secretary Marylou Sudders. The 
overall goals of the Roadmap are to create 
a “front door” to make it easier for patients 
and families to access care, to advance health 
equity, and to expand the overall capacity of 
the behavioral health system.

MAHP initiated the research for this report 
in order to understand the current state of 
children’s mental health in our communities; 
to inform elected officials, policymakers, and 
the community at large of the challenges we 
face; and to identify concrete steps that will 
address the ongoing problems and improve 
the lives of children and their families.

In completing this work, MAHP conducted 
25 interviews of representatives from health 
plans, providers, advocates, and individuals in 
state government and collected and analyzed 
quantitative data from the health plans on 
youth and the services they receive. We gained 
important insights into how the behavioral 
health system is organized, including its 
intersection with primary care, how schools 
can play a more significant role and how 
they might be integrated with the behavioral 
health delivery system, the status of innovative 
programs the interviewees have developed, 
and the interviewees’ thoughts on new state 
initiatives.

Throughout the course of our interviews, 
we identified eight major areas of concern. 
Part two of this report outlines these areas; 
summarizes the state, federal, and private 
sector initiatives designed to address them; 
and sets forth specific recommendations for 
what more can be done. The eight areas are 
shown on the opposite page. 

THE CRISIS IN CHILDREN’S BEHAVIORAL HEALTH

Executive Summary
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Given the importance and complexity of 
the crisis, the breadth of initiatives already 
underway, and the forthcoming political 
transition, the goals of our report are to help 
maintain and build on the progress that is 
being made in Massachusetts and to identify 

additional opportunities for improvement. 
Recognizing the large amount of work that 
has already been done, a critical next step 
is to prioritize completing the work that is 
currently underway. Stakeholders universally 

supported these policies and believed that 
they formed a solid foundation for addressing 
the identified challenges. MAHP pressed 
interviewees to identify additional practical 
measures that could complement the ongoing 
work or pinpoint problems that have not 

been addressed. Above is a prioritized list 
of recommendations for immediate action 
to improve youth behavioral health in the 
Commonwealth.

EIGHT AREAS OF CONCERN

1. Lack of Connection and Coordination Among Agencies, Services, and Providers

2. Inadequate Availability of Crisis Services

3. Emergency Department Boarding

4. Inadequate Availability of Easily Accessed Outpatient Services

5. Challenges and Opportunities for Primary Care Provider (PCP) Integration

6. The Uneven and Untapped Potential for School-Based Mental Health and 
Wellness Programs

7. New Opportunities for Children’s Behavioral Health Initiative (CBHI)/Behavioral 
Health for Children and Adolescents (BHCA) Services

8. Workforce Issues

1. Fully implement the Behavioral Health Roadmap

2. Create a public education campaign regarding the availability of urgent care 
and crisis services

3. Develop and support specialty services for high-need children

4. Widen the scope of children’s behavioral health programming to incorporate 
school-based behavioral health

5. Coordinate care for children receiving services from multiple agencies

6. Integrate behavioral health into pediatric primary care settings

RECOMMENDATIONS
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F or more than a decade, advocates, 
researchers, and policymakers have 
been increasingly concerned about the 

behavioral health of America’s children and 
the inadequacy of resources and systems to 
care for them.iv

Even before COVID-19, behavioral health 
challenges were the leading cause of disability 
and poor life outcomes in young people. 
Pre-pandemic research studies indicate 
that approximately one in five children and 
adolescents experienced a behavioral disorder 
each year. Half of all adults who reported 
having a behavioral or emotional problem said 
that these problems began during their youth.v

A Centers for Disease Control and Prevention 
(CDC) study of federal children’s behavioral 
health surveys compiled from 2013 to 2019vi 
found that:

• Within a one-year period, about 10% of 
children aged 3 to 17 received at least one 
consultation or treatment session with a 
behavioral health professional, while 5% 
received a behavioral health consultation 
from a general physician.

• About 8% of children received medication for 
behavioral health issues, and 25.9% received 
either specialty or non-specialty services.

• Among children aged 3 to 17, ADHD and 
anxiety were the most prevalent disorders, 
each affecting about one in 11 children.

• For those between the ages of 12 and 17, 
one-fifth had experienced a major depressive 
episode (MDE).

• Among high school students surveyed in 
2019, 36.7% reported feeling persistently sad 
or hopeless in the past year and 18.8% had 
seriously considered attempting suicide.

• Of note is the fact that parents and health 
care providers report major depressive 

episodes among adolescents at a much 
lower rate (3%–4%) than adolescents self-
report either having had an MDE at any time 
(20.9%) or having had an MDE in the past 
year (15.1%).

• For children who had elevated behavioral 
health symptoms or diagnoses, 22.1% were 
served by school-based behavioral health 
services, 20.56% were served in outpatient 
settings, 9.93% were served in primary care 
settings, 9.05% were served in inpatient 
settings, 7.9% were served in child welfare, 
and 4.05% were served in the juvenile justice 
system settings.vii

Another CDC study reported that after a 
stable period from 2000 to 2007, the rate of 
suicide among those aged 10 to 24 increased 
dramatically — by 56% — between 2007 and 
2017, making suicide the second-leading cause 
of death in this age group, following accidents 
like car crashes.viii

The numbers are alarming, especially given 
what we know about the immediate and long-
term effects of poor behavioral health has 
on physical health, chronic disease, social 
relationships, education, and employment.

COVID-19 made a bad 
situation even worse

Using data from the first six months of 
2021, the CDC reported that “[d]isruptions 
and consequences related to the COVID-19 
pandemic, including school closures, social 
isolation, family economic hardship, family 
loss or illness, and reduced access to health 
care, raise concerns about their effects on the 
mental health and well-being of youths.”ix

PART ONE

An Overview of the Crisis in Children’s 
Behavioral Health
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In December 2021, the U.S. surgeon general 
issued a comprehensive report on the growing 
behavioral health needs of children and how 
these needs escalated during the COVID-19 
pandemic.x “Protecting Youth Mental 
Health,” which highlights both biological and 
environmental factors shaping behavioral 
health, reports that since the start of the 
pandemic, 25% of youth surveyed experienced 
depressive symptoms and 20% reported 
feeling anxious — in both cases, more than 
double the pre-pandemic rate.

In early 2021, emergency room visits for 
suspected suicide attempts were reported 
to be 51% higher for adolescent girls and 4% 
higher for adolescent boys than for the same 
period in 2019.xi

These increases in distress are not necessarily 
evenly distributed among all children. Low-
income children, children of color, children 
experiencing more adverse childhood 
experiences, and those who had behavioral 
health challenges before the pandemic were 
more adversely affected. Taken together, these 
data points draw special attention to social 
determinants of health and the deleterious 
effects of poverty, racism, and trauma.

An Overview of Children’s 
Behavioral Health in 
Massachusetts

The most recent reports on children’s 
behavioral health in Massachusetts rank 
Massachusetts better than most states on 
some measures and highlight challenges on 
others. “America’s Health Rankings 2022,” 
compiled and published by the United Health 
Foundation, published the following results 
based on 2021 data.xii When comparing 
incidents of behavioral health diagnoses 
across the states, it is important to note that 
Massachusetts is one of only a few states 
that require screening for behavioral health 
conditions for children and adolescents in the 
Medicaid program.

Massachusetts is lower than the national 
average for:

• Adverse childhood experiences (ACEs), 
which are stressful or traumatic events that 
occur in the lives of many children and are 
associated with adverse long-term outcomes 
in a person’s emotional, cognitive, social, and 
biological functioning.

• Teen suicide. In the U.S., the rate of teen 
suicide for those aged 15 to 19 years is 11.2 
deaths per 100,000 people. Massachusetts 
and New Jersey have the lowest reported 
rate at 5.4 deaths per 100,000. In contrast, 
the highest rate (Alaska) is 44.9 per 1,000.

Massachusetts is higher than 
the national average for:

• Anxiety. A two-year estimate of the 
percentage of children aged 3 to 17 
with anxiety problems was 12.3% for 
Massachusetts versus 9.1% nationally.

• Depression. The percentage of children 
aged 3 to 17 with depression was 5.5% for 
Massachusetts versus 4% nationally.

• Alcohol use. The percentage of children 
aged 12 to 17 who reported having a drink in 
the past month in Massachusetts was 10.2% 
versus 9.2% nationally.

• Illicit drug use. The percent of children aged 
12 to 17 who reported using illicit drugs within 
the past month was 11% in Massachusetts 
versus 8.4% nationally.

Massachusetts is also profiled in a 2023 
report by Mental Health America, a national 
community-based organization that tracks and 
reports on behavioral health and on the service 
delivery system.xiii Its report gathers data from 
many sources and synthesizes it into state 
rankings on mental health, substance use, and 
access to treatment.

• Insurance coverage. Massachusetts is fourth 
in the nation in regard to the percentage of 
children (5.70%) whose private insurance 
does not cover care for behavioral or 
emotional problems.
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• Incidence. Approximately 84,000 children 
in Massachusetts (17.74%) reported having 
at least one major depressive episode in 
the past year, 32,000 (6.77%) reported a 
substance use disorder, and 40,000 (8.80%) 
reported coping with severe depression.

• Failure to receive needed services. In 
Massachusetts, 63.90% of children with 
severe depression do not receive any 
behavioral health treatment, versus 59.80% 
nationally. Nationally, only 28.00% of children 
with severe depression receive consistent 
treatment (seven to 25 visits/year), while 
in Massachusetts 46.30% of children with 

severe depression are receiving consistent 
treatment.

• Depression: For children aged 12 to 17 with 
major depressive episodes, Massachusetts 
ranks fifth in the percentage of children 
reporting a major depressive episode (8.80%) 
and 41st in the percentage of those children 
who did not receive any behavioral health 
treatment for major depression (63.90%). 
Massachusetts ranked fifth in the percentage 
of children with major depression who 
received some consistent care (46.30%).

[For children’s behavioral health data from 
MAHP-member health plans, see Appendix.]

Figure 1: Youth with Primary Behavioral Health Diagnosis in Massachusetts. Refer to Appendix 
for details.
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Advocates’ Call for Action

National

In the fall of 2021, three national organizations, 
the American Academy of Pediatrics, the 
American Academy of Child and Adolescent 
Psychiatry, and the Children’s Hospital 
Association, jointly declared a “national 
emergency” in children’s behavioral health. 
The coalition, called Sound the Alarm, now 
includes more than 60 major behavioral 
health associations, provider associations, and 
educational and community groups.xiv Their 
key policy principles are to bolster prevention; 
ensure access to screening, diagnosis, 
and treatment; build robust systems of 
care; recognize and address the needs of 
disproportionately impacted communities; 
support the pediatric mental health workforce; 
reach children and families where they are; 
relieve the emergency department boarding 
crisis; expand youth suicide prevention; 
improve access to telehealth; enhance data 
collection; and advance mental health parity.

Massachusetts

The Children’s Mental Health Campaign 
(CMHC), founded in 2007, is a statewide 
network that advocates for policy, systems, 
and practice solutions for issues affecting 
children. Its executive committee consists 
of six partner organizations: Massachusetts 
Society for the Prevention of Cruelty to 
Children (MSPCC), Boston Children’s Hospital 
(BCH), Parent/Professional Advocacy League 
(PPAL), Health Care for All (HCFA), Health 
Law Advocates (HLA), and the Massachusetts 
Association for Mental Health (MAMH). Their 
approach emphasizes the interlaced systems 
and structures within which children reside: 
home, school, and community. The CMHC has 
contributed analyses and supported legislation 
on critical issues in children’s behavioral health, 
including a 2014 report on safe and supportive 
schools, a 2017 report on child boarding in 
emergency departments,xv and a 2020 report 
on urgent care.xvi

Current areas of concern for the CMHC are 
emergency department boarding, school-

based behavioral health, and workforce issues. 
In each of these areas, they are supporting and 
facilitating specific policy and practice changes 
to address systemic problems within the 
behavioral health system.

Addressing the Crisis in 
Children’s Behavioral Health

Executive Action by the Biden 
Administration

In March 2022, as part of his State of the Union 
address, President Joe Biden outlined a strategy 
to address our national behavioral health crisis, 
and in May, the administration elaborated 
on the strategy’s three principal objectives: 
strengthening system capacity, connecting 
more Americans to care, and supporting 
Americans by creating healthy environments.xvii

• Strengthening system capacity including 
using federal funds for training behavioral 
health providers, training paraprofessionals, 
building a national certification for peer 
specialists, promoting the mental well-
being of our frontline health workforce, 
strengthening crisis care and suicide 
prevention infrastructure, expanding 
evidence-based community behavioral 
health services, and investing in research on 
new practice models.

• Connecting more Americans to care by 
supporting the integration of behavioral 
health and substance use treatment into 
primary care; expanding access to tele- 
and virtual behavioral health care options; 
expanding access to behavioral health 
support in schools, colleges, and universities; 
embedding and co-locating behavioral 
health and substance use providers into 
community-based settings; and increasing 
behavioral health navigation resources.

• Supporting Americans by creating healthy 
environments, especially through stronger 
protections for young people using 
online platforms, products, and services; 
strengthening children’s privacy and banning 
targeted advertising for children online; 
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expanding early childhood and school-based 
intervention services and supports; training 
social and human services professionals 
in basic behavioral health skills; and 
establishing a federal research action plan 
on behavioral health.

In May 2022, the administration announced 
additional initiatives related to children’s 
behavioral health. These include supporting 
student success through hiring mentors and 
tutors trained in evidence-based practices; 
providing funds for crisis intervention and 
red-flag laws; and additional funds for 
strengthening the behavioral health workforce, 
at all levels and for all settings, including school 
behavioral health.xviii

Executive Action by the 
Baker-Polito Administration 
in Massachusetts

Over the past three years, the Massachusetts 
EOHHS has developed and is now implementing 
an ambitious set of policies and initiatives to 
redesign and strengthen the Commonwealth’s 
public behavioral health system. Most of these 
initiatives will also affect behavioral health care 
for privately insured individuals and families.

Behavioral Health Roadmap

The Behavioral Health Roadmap (Roadmap) is 
a comprehensive plan for the state’s behavioral 
health system. The Roadmap, spearheaded 
by EOHHS Secretary Marylou Sudders over 
several years, was based, in part, on concerns 
and ideas gathered at listening sessions held 
across the Commonwealth. The overall aim 
is to create ease of access, advance health 
equity, and expand the behavioral health 
system. Both private and public systems are 
included. The Roadmap addresses many of the 
most challenging inadequacies of the current 
system and includes:

• A 24/7 Behavioral Health Help Line to be 
available in early 2023.

• Procurement of the Community Behavioral 
Health Centers (CBHCs). Procurement results 
were announced in June 2022 and programs 
will go live in January 2023. The EOHHS will 
provide up to $10 million in start-up grants 
for entities that are selected to become 
CBHCs.

• Coverage for preventive behavioral health 
services in primary care and other settings.

• More community-based alternatives to 
emergency departments for urgent and 
crisis intervention services.

• Rate increases for behavioral health providers.

• Increased inpatient and other 24-hour beds.

MassHealth Section 1115 
Demonstration Waiver

On September 28, 2022, the Centers for 
Medicare and Medicaid Services (CMS) 
approved the Massachusetts Request 
to Extend the MassHealth Section 1115 
Demonstration Waiver to the CMS. The 
five-year extension represents a $65 
billion agreement that supports the state’s 
transformation initiatives. The overall goals 
for the waiver period are consistent with the 
development of a transformed, integrated, 
and universally available health care system, 
including behavioral health. Specific goals are:

• Continue and strengthen accountable care 
organizations (ACOs).

• Reform and invest in primary care, behavioral 
health care, and pediatric care that expands 
access and moves away from fee-for-service 
payment.

• Advance health equity and address social 
needs, including care for justice-involved 
individuals.

• Support the Commonwealth’s Health Safety 
Net.

• Maintain near-universal health care coverage.

Several provisions of the waiver are aimed 
at improving access to comprehensive and 
coordinated behavioral health care. They 
include:
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• A new sub-capitation requirement aimed at 
integrating behavioral health screening and 
treatment into primary care practices.

• Diversionary behavioral health and 
substance use disorder services will be 
renewed and expanded.

• Two behavioral health-focused student loan 
repayment programs will be funded for 90 
new providers a year for four years.

• Care coordination requirements for children 
with medical complexity will be enhanced.

Accountable Care Organization 
Re-procurement

MassHealth completed a re-procurement of 
its ACO program, awarding bids to 17 ACOs, 
15 Accountable Care Partnership Plan (ACPP) 
ACOs, and two Primary Care ACOs (PCACOs) 
on November 3, 2022.xix The new ACO contract 
period includes many new programs and 
requirements that will affect behavioral health 
care for children enrolled in the MassHealth 
program. Key provisions of the procurement 
include:

• New provider network requirements for 
behavioral health services to ensure that 
participating network providers have 
the requisite expertise to treat specialty 
populations and conditions.

• Increasing integration and coordination 
among all providers, including behavioral 
health, long-term services and supports, and 
health-related social needs.

• New requirements for ACOs to implement 
the primary care sub-capitation payment 
model, which will facilitate behavioral health 
integration into primary care.

• Requirements for ACOs to contract with 
Community Behavioral Health Centers.

• Requirements for network behavioral health 
providers related to the use of Child and 
Adolescent Needs and Strengths (CANS) tools.

• New requirements for care coordination and 
risk stratification.

• Requirements for behavioral health clinical 
assessment and treatment planning for all 
MassHealth members initiating treatment.

• Requirements to enhance members’ choice 
of providers.

• Promotion of health equity, including 
increasing the cultural and linguistic 
appropriateness of members’ care.

Behavioral Health Community 
Partner Procurement

Behavioral Health Community Partners 
(BHCPs) provide supports to certain 
MassHealth and Department of Mental 
Health members with significant behavioral 
health needs, including serious mental illness 
and addiction. This program knits together 
the work of the ACOs and community-
based behavioral health organizations by 
requiring communication protocols and 
quality metrics to be developed and met by 
the partnering organizations. MassHealth 
will procure BHCPs, and ACOs and managed 
care organizations (MCOs) will be required to 
contract with a minimum number of BHCPs to 
deliver MassHealth-defined supports.

Community Behavioral Health 
Center Procurement

Beginning in January 2023, Community 
Behavioral Health Centers will serve MassHealth 
members throughout the Commonwealth. 
On July 8, 2022, MassHealth announced the 
designation of 25 CBHCs, which will incorporate 
and expand statewide emergency and crisis 
services and increase availability of outpatient 
services. Specific services include:

• Youth Community-Based Mobile Crisis 
Intervention and Youth Crisis Stabilization 
24-hour services.

• Adult Community-Based Mobile Crisis 
Intervention (currently called ESP) and Adult 
Crisis Stabilization 24-hour services.

• Outpatient services including triage; same-
day access for intake; urgent appointment 
and psychopharmacology access; evidence-
based interventions; coordination with 
primary care; care coordination; support for 
members with autism; peer and recovery 
services; and expanded operating hours, 
including evenings and weekends.
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Managed Behavioral Health Vendor 
and Behavioral Health Specialty 
Program Procurement

EOHHS’ goals for the procurement include 
expanding access to behavioral health services 
through the development, implementation, 
and oversight of the CBHCs; development and 
oversight of the new 24/7 Behavioral Health Help 
Line; increasing integration and coordination 
among providers, including integration of 
physical health and addiction services; promoting 
health equity; increasing the quality of care 
through evidence-based care; and contracting 
with providers using value-based payments. 
MassHealth released the procurement on March 
17, 2022, and the operational start date of the 
vendor was January 3, 2023.

Behavioral Health Treatment and 
Referral Platform

EOHHS contracted with Collective Medical 
Technologies (CMT) for the creation of a 
Behavioral Health Treatment and Referral 
Platform to improve operational efficiencies 
among providers, health insurance carriers, 
and the state. The platform will be designed to 
move patients seeking behavioral health (BH) 
treatment more quickly through the emergency 
department evaluation and referral 
process, reducing the length of stay in the 
emergency department (ED). It will enable 
the electronic transmission of standardized 
admissions information, replacing a largely 
manual process, and will create a real-time, 
transparent view of behavioral health patients 
referred to inpatient psychiatric treatment and 
community-based acute treatment.

These state initiatives are intended to 
strengthen and harmonize the many aspects 
of behavioral health care for MassHealth 
members, Department of Mental Health (DMH) 
members, and uninsured individuals. Some of 
the new services, such as the Behavioral Health 
Help Line, will be available to everyone in the 
Commonwealth. The initiatives also provide 
new opportunities for commercial insurers 
to contract with these reconfigured systems 
and providers. It is our hope that the state’s 
positive efforts will continue through to the 
next administration and the recommendations 

outlined in this report will complement and 
coordinate with these efforts.

The Massachusetts Behavioral 
Health Law

Comprehensive legislation addressing 
behavioral health care was signed into law by 
Governor Baker in August 2022. Chapter 177 
of the Acts of 2022, An Act Addressing Barriers 
to Care for Mental Health, includes provisions 
aimed at reducing wait times for care, reducing 
ED boarding, addressing workforce capacity 
needs, and supporting behavioral health care 
services in schools. Key provisions of the law 
related to children’s behavioral health include:

• An online portal to facilitate the 
coordination of services for children and 
adolescents who are ED boarding, awaiting 
residential disposition, or hospitalized in the 
care or custody of state agencies. The portal 
will collect data on average wait times, BH 
diagnoses, state agency status, insurance 
coverage, and race/ethnicity/language 
data for these children. It will also provide 
information on bed availability and enable 
real-time bed searches.

• BH promotion in schools, aimed at 
strengthening and expanding school-based 
programs. Key provisions include:

 ° A statewide program to provide technical 
assistance for implementing behavioral 
health services in each school district.

 ° Requiring each school committee to 
ensure that all schools have written 
medical and behavioral health 
emergency response plans.

 ° Directing the state to develop 
performance standards for prohibiting 
or significantly limiting the use of 
suspension and expulsion in all licensed 
early education and care programs.

• Pediatric planning report. The Health 
Policy Commission, in collaboration with 
the Department of Public Health (DPH), 
the Department of Mental Health, and the 
Department of Developmental Services to 
DPH, will prepare a pediatric behavioral 
health planning report every three years 
that details the availability of pediatric 



13

beds; workforce capacity; and any statutory, 
regulatory, or operational factors that may 
affect ED boarding.

• Complex case resolution panel. A new 
interagency mechanism will review and 
resolve cases involving individuals under 22 
who are either disabled or have a complex 
behavioral health need or special need 
and who qualify or may qualify for services 
from one or more state agencies. The 
lack of coordination or clear responsibility 
for complex cases is frequently cited as a 
contributor to ED boarding or other delays 
in placement.

• Expedited Psychiatric Inpatient Admission 
Initiative (EPIA). Chapter 177 codifies EPIA 
in state law with some important updates. 
The EPIA Advisory Council will be required to 
complete an annual report to the legislature 
including data on the number of patients 
who are boarding, and include further 
recommendations for reducing ED boarding, 
including whether to require 24/7 admissions 
and discharges, which is viewed as a significant 
opportunity to reduce bottlenecks across 
the system. Other requirements for patients 
under the age of 18 include notification of 
DMH after a patient has waited 48 hours for 
admission and notification of the ED boarding 
patient’s pediatrician or treating BH clinician. 
Improved communication among providers is 
critical for ensuring appropriate diagnosis and 
treatment as well as successful transitions of 
care following discharge from the ED.

• BH services in the emergency department. 
The law requires acute care hospitals to 
provide for licensed behavioral health 
professionals in the ED to evaluate and 
stabilize a person with a BH presentation 
and make a referral for follow-up care. 
Individuals under the age of 22 must receive 
an expedited evaluation and stabilization 
process. This requirement is expected to 
not only promote better overall care but 
also help reduce wait times for admissions, 
reduce inpatient length of stay, and even 
reduce the need for inpatient care.

• Wellness exams. The law requires health 
plans to provide coverage for an annual 
behavioral health wellness exam performed 
by a licensed behavioral health professional 
or primary care provider. The BH exam can 

be combined with the annual physical health 
preventive visit, which could encourage 
better integration of behavioral health care 
into primary care.

New Federal Funding for Children’s 
Behavioral Health

The American Rescue Plan Act (ARPA), signed 
by President Biden in March 2021, provides 
Massachusetts with federal aid to help relieve 
the public health and economic impact of 
the COVID-19 public health emergency. At 
the end of the year, Massachusetts allocated 
$2.5 billion of federal ARPA funds to health 
care, housing and homeownership, workforce 
development, and other key priorities as part 
of a $4 billion state spending plan, pursuant 
to Chapter 102 of the Acts of 2021. Of the 
$4 billion, $400 million has been allocated 
for funding behavioral health care for both 
children and adults. Please refer callout box on 
page 14 for itemized funding allocations.

The ARPA also provides incentives for states 
to introduce or expand mobile crisis services 
by offering an enhanced Federal Medical 
Assistance Percentage (FMAP) of 85% for three 
years of the service, beginning April 1, 2022.
xx In addition to the ARPA, Congress passed 
the 2022 Bipartisan Safer Communities Act, 
which provides funding to encourage states 
to support a variety of initiatives to enhance 
school safety, behavioral health programs, and 
violence prevention.xxi
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CHAPTER 102 OF ACTS OF 2021 
(ARPA Legislation: $400M in mental and behavioral health funding)

• $198.65M to the Behavioral Health Trust Fund.

• $110M for loan repayment program, including $21M for psychiatrists; $12M for 
psychologists and primary care physicians, $35M for master’s degree-level mental health 
and primary care professionals including nurse practitioners (NPs), Physician Assistants 
(PAs), Advanced Practice Registered Nurses (APRNs), pediatric clinical nurse specialists, 
and licensed BH providers; $20M for bachelor’s degree-level mental health and primary 
care professionals including community health workers, recovery coaches and family 
partners; $14M for inpatient NPs; and $8M for inpatient mental health workers.

• $1.5M to expand community-based pediatric behavioral health urgent care, particularly 
for children with complex needs such as involvement with the child welfare or juvenile 
justice systems, or children with autism spectrum disorders.

• $15M for programs that promote primary care workforce development, recruitment, 
and retention at community health centers.

• $11.6M for a psychiatric mental health NP fellowship program to recruit and retain 
psychiatric mental health nurse practitioners at community health centers.

• $10M in grants for assertive community treatment, a model of community-based care 
for persons with serious mental illness, with $5M of this total dedicated to services for 
people under age 22 who have been unable to be successful with less intensive levels 
of care.

• $7M for expansion of behavioral health urgent care services at a federally qualified 
community health center.

• $5M for an online resource to help find appropriate behavioral health placements for 
people who are “boarding” (stuck) in emergency departments.

• $5M for a public campaign to promote awareness and use of behavioral health services.

• $5M for grants to Massachusetts public colleges and universities for student behavioral 
health services.

• $1M to create a school-based behavioral health technical assistance center.
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In addition to compiling the information in 
Part One of this report, MAHP interviewed 
25 behavioral health experts representing 

Massachusetts health plans, agencies, advocacy 
groups, educators, and providers. The goal of 
our interviews was to understand the key issues 
facing the children’s behavioral health system, 
to learn of specific challenges our interviewees 
face, and to uncover creative recommendations 
for change, based on the ideas and experiences 
of those closest to children.

We gained important insights into how 
the behavioral health system is organized, 
including its intersection with primary care; 
opportunities for improving children’s 
behavioral health, including innovative 
approaches the interviewees have developed; 
and their thoughts on new state initiatives.

In this section, we report on eight major areas 
of concern to our interviewees, the major state 
and federal initiatives designed to address 
them, and specific recommendations for what 
more can be done.

PART TWO

Analysis and Recommendations from the 
Massachusetts Behavioral Health Community

EIGHT AREAS OF CONCERN

1 Lack of Connection and Coordination Among Agencies, Services, and 
Providers

2 Inadequate Availability of Crisis Services

3 Emergency Department Boarding

4 Inadequate Availability of Easily Accessed Outpatient Services

5 Challenges and Opportunities for Primary Care Provider (PCP) Integration

6 The Uneven and Untapped Potential for School-Based Mental Health 
and Wellness Programs

7 New Opportunities for Children’s Behavioral Health Initiative (CBHI)/
Behavioral Health for Children and Adolescents (BHCA) Services

8 Workforce Issues
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Interviewees described the challenges related 
to the current structure of children’s behavioral 
health services in the Commonwealth: how 
to know what is available, how to access the 
system, how to navigate through the many 
child-serving agencies and programs, and how 
to know that the services are appropriate and 
of high-quality.

Coordinating Care Across 
Systems Presents Difficulties

Many of our interviewees noted the excellent 
work done by many participants in the 
children’s behavioral health system. At the 
same time, the lack of coordination was a 
major concern.

• Each program may assign a care manager, 
leading to multiple care managers for a single 
child. This is both redundant and confusing.

• The multiagency approach inadvertently 
supports system fragmentation. Depending 
on the program and the setting, providers 
follow the requirements of the agencies 
with which they work, but the agencies 
themselves are not always coordinated at a 
higher level.

• Challenges were reported by pediatricians 
who often don’t have access to their patients’ 
behavioral health records and may not know 
the full range of medications or treatments 
they are receiving. This is especially important 
when young people are being evaluated or 
treated in urgent and emergency settings. 
With access to their patients’ behavioral 
health records, pediatricians might be able to 
provide information about prior or ongoing 
treatment that could be useful to helping 

the child in crisis or making decisions about 
post-emergency department admissions.

• It is difficult to share behavioral health data 
across agencies and within the larger health 
care system due to technical challenges as 
well as hesitancy, stigma, and inconsistency 
in the interpretation of privacy rules. Entities 
understandably err on the side of maximum 
privacy protection. This lack of — or lag 
in — sharing relevant clinical information 
poses challenges to care management and 
coordination.

What is Being Done?

State Initiatives
The EOHHS initiatives outlined in Part One of 
this report present a vision of a behavioral 
health system that is easy to access, child and 
family friendly, non-stigmatizing, and providing 
the right care at the right location at the right 
time. The new programs also attempt to make 
it easier for patients and families to enter the 
system. Initiatives that support these goals 
include:

• The new 24/7 Behavioral Health Help Line.

• The Massachusetts Behavioral Health 
Access website, which provides a searchable 
database of providers and services, including 
availability.

• An online portal that supports data exchange 
between stakeholders and provides real-
time access to bed availability.

• Creation of Community Behavioral Health 
Centers with requirements for timely access, 
expanded hours, and coordination.

KEY CONCERN

I.  Lack of Connection and Coordination Among 
Agencies, Services, and Providers



17

• Family Resource Centers where children and 
families can find information and support.

• Requirements for collaborative care (an 
ACO requirement), to bring screening and 
treatment for behavioral health into the 
primary care and pediatric setting.

• A new ACO requirement to develop and 
implement value-based payments for plans 
and providers. Value-based payments 
replace fee-for-service billing and can allow 
more flexibility for providers in designing, 
implementing, and coordinating services.

Health Plan Initiatives
Massachusetts health plans have implemented 
various measures and programs to help their 
members navigate the behavioral health care 
delivery system and ensure that care is high 
quality and coordinated.

• Health plans in both commercial and 
Medicaid programs cover collaborative 
care codes that reimburse primary care for 
providing care management support for 
patients who are receiving BH treatment and 
for coordinating care through a BH specialist. 
This helps improve care coordination across 
treating clinicians.

• Health plans provide access to recovery 
coaches and recovery support navigators, 
including recovery coaches on staff at the 
health plan, who help members with acute 
behavioral health needs get appropriate 
services.

• Health plans identify high-risk members 
and provide access to nurse case managers, 
behavioral health case management, and 
appropriate programs.

• Health plans offer programs to help 
members who have been discharged from 
the ED comply with their treatment plans.

• Some health plans provide 24/7 access to a 
Substance Use Disorder Helpline to guide 
them and their families to evidenced-based 
treatment.

What More Can be Done?

The recommendations outlined below respond 
to the challenges described by the interviewees 
related to the current structure of children’s 
services in the Commonwealth, including difficulty 
in knowing what services are available, how to 
access the system, how to navigate through the 
many child-serving agencies and programs, and 
how to know that the services are appropriate 
and of high quality. Recommendations include:

• Fully implement the Roadmap for 
Behavioral Health. This is a priority 
for the behavioral health community, 
including providers, agencies, insurers, and 
consumers. Many elements of the Roadmap 
address ease of access to services and 
improve the coordination of services across 
the behavioral health system.

• Implement the Behavioral Health 
Helpline with child-trained staff. The staff 
answering the new 24/7 Behavioral Health 
Help Line must be comprised of professionals 
who understand the clinical and social needs 
of children and their families. They need to 
be able to identify the ways that children 
present with behavioral health needs, 
understand developmental differences, and 
be familiar with the numerous programs for 
which they are eligible. Examples are referral 
to a Community Behavioral Health Center for 
crisis stabilization services and evaluation, 
referral to a private practitioner or agency, 
referral for urgent or emergency care, or 
linkage to DMH or other state agencies and 
resources.

• Centralize information and resources. 
As part of the help line, information and 
resources will be available through multiple 
channels (e.g., telephone, text, web chat, 
email, website) for families, pediatricians, 
and schools. The Network of Care, a 
searchable online directory of behavioral 
health information, will be available along 
with other resources through the new help 
line vendor’s provider directory.

 ° Having a single location for families, 
pediatricians, schools, and other users 
to enter the system and match resources 
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with patients based on their needs will 
be invaluable.

 ° It is critical that resources be culturally 
and linguistically competent and that 
they have the capacity to help connect 
patients and families with social 
supports.

 ° Pediatricians need to have information 
readily available on behavioral health 
resources and programs such as the 
Massachusetts Child Psychiatry Access 
Project. This requires educational efforts 
that engage pediatricians and ensure 
that they have access to a centralized 
inventory of available resources.

• Improve care coordination across state 
agencies. This has been a long-standing 
— often frustrating — goal of agencies, 
providers, insurers, and consumers. 
Currently, treatment can be delayed by 
indecision and ambiguity about who oversees 
a case. The Massachusetts Legislature’s 2022 
Mental Health Bill, Chapter 177, establishes 
an interagency team to work on complex 
cases. Interviewees also discussed challenges 
associated with conflicting or redundant 
requirements across state agencies charged 
with licensing or regulating the delivery 
system. To address these concerns:

 ° Create a straightforward process for 
providing case management services 
for children and adolescents to better 
coordinate and streamline services 
provided across multiple agencies. 
The goal should be to decrease the 
redundant application and paperwork 
process and provide families with a 
single point of contact.

 ° Review provider and program 
requirements across agencies and 
insurers to identify and resolve 
redundancies, unintentional conflicts, 
and inefficiencies. This should free up 
resources to support implementation of 
new programs.

 ° Include cross-agency reviews of new 
programs as part of planning and 
implementation in order to ensure that 

consumers will experience a coordinated 
behavioral health system.

• Improve integration and sharing of health 
records. Care across systems also requires 
better sharing of data and information. 
Pediatricians need to be notified when 
their patients come to an emergency 
department or seek crisis services and 
be consulted on the best treatment and 
placement for their patient. Subject to 
applicable laws, information on behavioral 
health conditions and treatments and 
more general health information needs to 
be readily available to all who are involved 
in a child’s care. Massachusetts should 
adopt recommendations from the 2019 
Massachusetts Digital Health Council Report 
to unify patient health records across health 
care systems and provide patients with 
access to integrated medical records.xxii

• Align quality measures with policy goals. 
Quality metrics and outcome measures 
should guide policymakers and insurers in 
decisions about what programs to continue, 
which to alter, and which to discontinue. 
Common quality/outcome measures are 
especially important across state agencies 
to ensure alignment of requirements and 
incentives across programs.
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Children with urgent or emergent needs 
for behavioral health care face a confusing 
set of choices as to where to go. Finding off-
hours, weekend, and holiday walk-in care has 
historically been difficult, and families in crisis 
naturally think of the emergency department 
at the nearest hospital as their first choice.

If an ambulance is called through 911, the child 
will be taken to an emergency department. This 
is the case even though the state has funded, 
for more than 20 years, emergency services 
that provide community-based and mobile 
interventions. For children seen in a hospital 
emergency department, many move next to 
inpatient care. When children are seen at home 
or at a community location, they are less likely 
to move to inpatient care. Even allowing for 
potential differences in acuity, it is likely that 
evaluation and initiation of treatment outside 
the ED is preferable in terms of avoiding 
trauma and decreasing the likelihood of an 
avoidable inpatient hospitalization.

Interviewees discussed the need for more 
same-day access to appointments and more 
urgent care. There was general agreement that 
the number of children going to inpatient care 
could be reduced if timely community-based 
crisis care or urgent care capacity is available.

What is Being Done?

State Initiatives

• Urgent Care Centers. In December 2021, 
EOHHS announced a Behavioral Health 
Urgent Care program that includes Mental 
Health Centers (MHCs) that serve MassHealth 
members in ACOs or through the Behavioral 
Health Vendor, currently the Massachusetts 
Behavioral Health Partnership (MBHP). 
MBHP administers an attestation process to 

designate MHCs as Behavioral Health Urgent 
Care providers. These providers are required 
to offer same-day diagnostic evaluations, 
same- or next-day urgent appointments for 
current clients, urgent psychopharmacology 
appointments, Medication for Addiction 
Treatment evaluations within 72 hours, 
extended appointment hours, and follow-up 
appointments within 14 days. MassHealth-
contracted Managed Care Entities, ACOs, and 
the Behavioral Health Vendor are required 
to pay a minimum uniform rate increase 
over negotiated rates for the specified 
services provided by Mental Health Centers 
designated as Behavioral Health Urgent Care 
provider sites.

• Pediatric Behavioral Health Urgent Care 
Centers. In June 2022, EOHHS announced a new 
grant program to support and extend pediatric 
behavioral health urgent care. This $1.5 million 
program will support the development of 
after-school and evening services focused 
on serving MassHealth members under 21. 
Applicants had to be Mental Health Centers, 
designated as Behavioral Health Urgent Care 
providers, that serve MassHealth members 
in cities and towns that were hardest hit 
by COVID-19. Grants were awarded to the 
following providers:

 ° Behavioral Health Network, Inc.
 ° Center for Human Development
 ° Clinical and Support Options, Inc.
 ° Gandara Mental Health Center, Inc.
 ° Italian Home for Children
 ° The Bridge of Central Massachusetts, Inc.
 ° Trinity Care Associates, Inc.

• Crisis consultation for children with 
autism spectrum disorder. This is a 
statewide program, launched in 2020, 
that provides consultations to Emergency 
Service Programs (ESPs) and mobile 
crisis intervention (MCI) teams regarding 
children with autism or intellectual 

KEY CONCERN

II. Availability of Crisis Services
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disability who present for emergency care.  
It offers initial consultations with a licensed 
behavioral analyst, follow-up consultations 
with physicians, and seven-day follow-ups. 
This program is publicly available and not 
dependent on insurance status.xxiii

• Community Behavioral Health Centers. 
The new CBHC model, implemented in 
January 2023, requires CBHCs to provide 
Adult Community-Based Mobile Crisis 
Intervention (replacing the current 
Emergency Services Program), Youth Mobile 
Crisis Intervention (expanding the current 
Mobile Crisis Intervention program), and 
both Youth and Adult Community Crisis 
Stabilization services (24/7). CBHCs will also 
be required to provide urgent outpatient 
and psychopharmacology services. These 
requirements are similar to the separately 
(and earlier) designated Urgent Care Centers 
and community-based ESPs.

• Telehealth. As a response to the COVID-19 
pandemic, the Massachusetts health care 
delivery system made a quick pivot to 
providing telehealth services, including 
behavioral health. There was considerable 

agreement among interviewees regarding 
the value of telehealth in improving access 
to behavioral health care services, with one 
noting, “It was the only good thing that came 
from COVID.” There was broad support for 
the continued utilization of telehealth for 
individuals with low to moderate needs and it 
was viewed as a way to expand access to care 
and provide greater flexibility for patients 
and families who could face barriers to in-
person care due to a lack of transportation 
or having other commitments during the 
day. The Health Policy Commission analysis 
noted that mental health visits increased 
during 2020, especially for young adults, with 
the vast majority delivered via telehealth.xxiv

• Hospital-based services. Pursuant to 
Section 32 of Chapter 177, beginning 
January 1, 2023, hospitals are required to 
provide or arrange for crisis services in 
their emergency departments and provide 
access to a behavioral health clinician 
for evaluation, treatment, and referral.xxv 
Additionally, MassHealth is requiring that 
hospitals be responsible for ED-based 
crisis evaluations and interventions, 
and disposition determinations.xxvi  

Total psychotherapy visits per 1,000 members by age group and quarter, 2020

Notes: Includes individuals ages 18-64 with 12 months of enrollment in 2020. Therapy claims identified using Current Procedural Terminology (CPT) codes 90832, 90833, 
90834, 90836, 90837 and 90838. Telehealth claims identified using professional claims place of service code 02, CPT code modifiers GT, 95, GQ, and G0.
Sources: HPC analysis of the Center for Health Information and Analysis (CHIA)All-Payer Claims Database, 2020, V 10.0

Figure 2: Total psychotherapy visits per 1,000 members by age group and quarter, 2020
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This is a change from the current ESP 
or designated emergency department 
evaluation process. Hospitals will be able to 
contract with ESPs for services but will retain 
responsibility for affording crisis services to 
people who present at the ED.

Health Plan Initiatives

• Telehealth payment parity. Beginning 
March 12, 2020, payment parity was 
established between telehealth and in-
person care for all health services until at 
least December 31, 2022; for chronic disease 
management until two years after the end of 
the state emergency declaration (June 2023); 
and permanently for behavioral health 
services.xxvii

• Contracting with Community Behavioral 
Health Centers. Beginning in the rate 
year 2023, health plans operating in the 
MassHealth and Connector programs are 
required to contract with CBHCs to provide 
access to behavioral health services, 
including crisis services.xxviii

• Urgent Care Centers. Health plans in the 
commercial and MassHealth programs 
contract with urgent care centers. This will be 
expanded through further implementation 
of the Roadmap.

• Incentives to expand access. Health plans 
have developed and continue to develop 
alternative payment methods (APMs) to 
incentivize providers to expand hours to 
help address needs after hours and reduce 
utilization of emergency services.

• Funding for 24-Hour Behavioral Health 
Helpline and Crisis Services. Chapter 
126 of the Acts of 2022 (FY23 budget) 
establishes a Behavioral Health Access 
and Crisis Intervention Trust Fund, 
administered by EOHHS, that will pay for 
the behavioral health access line to connect 
individuals to behavioral health services, 
including clinical assessment and triage, 
and behavioral health crisis intervention 
services in mobile and community-based 
settings. Chapter 126 imposes a $33.7 
million assessment on health plans to fund 
the programs for two years.xxix

What More Can Be Done?

With initiatives underway to expand access 
to 24/7 urgent care and crisis services, next 
steps should center on educating the public 
about the availability of these services and 
strengthening after-hours telehealth services 
to avoid unnecessary ED visits. The following 
recommendations seek to achieve these 
objectives.

• Create and sustain a public education 
campaign about the availability of urgent and 
crisis services as the new services become 
available. This was mentioned by several 
interviewees, who noted that the current 
culture in health care makes it easier to think 
of going to an emergency room than going 
to a community-based location or seeking 
mobile help. It will take time for habits to 
change, and some discussed this as similar 
to other public health initiatives (e.g., ones 
centered on tobacco use) that take time and 
require ongoing effort.

• Establish a clear definition for what counts 
as “crisis services,” what community-based 
services are available, and what urgent 
behavioral health services are available. 
There also needs to be alignment between 
MassHealth and commercial insurers about 
what constitutes crisis services.

• Continue to build capacity in community-
based services to meet increasing demand. 
The state should collect data on utilization of 
these services and work with stakeholders to 
ensure sufficient capacity.

• Health plans should educate members 
on the availability of urgent care services 
for behavioral health and consider plan 
design and provider contracting strategies 
that will incentivize providers to offer 24/7 
urgent care and encourage patients to use 
these services.
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Boarding in emergency rooms is perhaps the 
most visible and upsetting indicator of the crisis 
in children’s behavioral health. According to 
data published by the Massachusetts Hospital 
Association, there can be anywhere from 30 
to over 300 children in a given week boarding 
in hospital emergency departments, awaiting 
transfer to inpatient or other settings.xxx Other 
children may be waiting on medical floors in 
hospitals where psychiatric care is stretched 
to its limits. Or they may be taken home 
by their families after waiting too long. Our 
interviewees raised numerous concerns:

• Emergency room experiences can be 
unfamiliar at best and traumatic at worst. 
Staying in an emergency room for days and 
sometimes weeks is harmful for children and 
their families.

• The type of issues a child is dealing with can 
influence the likelihood of their waiting in 
the ED. The more acute a child’s condition 
is, the more difficult it is to get appropriately 
placed.

• Children with autism spectrum disorder, 
medical illness, language or cognitive 
issues, or aggressive behavior, as well as 
transgender and nonbinary youth, all face 
challenges in receiving inpatient care.

• Emergency departments often don’t know 
what options for care are available, and most 
do not initiate psychiatric care within the 
emergency department.

• There is an overall lack of beds, despite the 
state’s licensing and funding efforts since 
2020. Some beds are licensed but not open 
due to staffing. Interviewees were concerned 
about the closing of Tufts Children’s Hospital’s 
inpatient unit, which, while not a psychiatric 
unit per se, did provide care for children 
presenting at the emergency department 
and waiting for an admission.

• While most facility contracts require that 
admissions be open to anyone who presents 
for care, this often does not happen 
in practice. Children needing inpatient 
admission can be judged as “too acute” or in 
need of services beyond those that a typical 
inpatient unit offers.

• Once admitted, children who need 
continuing care (under the jurisdiction of the 
Department of Mental Health) or residential 
care, group home, or foster care placement 
(per the Department of Children and 
Families) can remain stuck in an inpatient 
setting because there are no continuing care 
or residential beds available.

• While they were positive about the goals of 
the state’s Expedited Psychiatric Inpatient 
Admission (EPIA) initiative,xxxi some voiced 
concerns that the program may be overly 
focused on data gathering and does not 
appear to have the “muscle” to make 
placements happen.

What is Being Done?

State Initiatives

• The EPIA was launched in 2018 and has 
since been revamped with the input of 
state agencies, insurers, and providers. 
Its purpose is to improve communication 
across stakeholders, to decrease emergency 
department boarding for patients needing 
inpatient care, to ensure no one is boarding 
without an advocate, and to establish 
baseline information for monitoring and 
policy purposes. It provides an escalation 
process that goes into effect when a 
patient has been waiting in an emergency 
department for 24 hours, first involving 
commercial and MassHealth insurers and 

KEY CONCERN

III. Emergency Department Boarding
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then moving to involve DMH if no placement 
has been secured by 48 hours. DMH 
then works with EDs/Emergency Services 
Programs, insurance carriers, and other 
state agencies (where appropriate) to secure 
a bed. Special Services Billing Codes are 
available for services such as single rooms, 
one-to-one support, and extra staff. Chapter 
177 codified the EPIA program into law and 
created an advisory committee.

• New financial incentives for inpatient and 
alternative 24-hour behavioral health care 
beds supported the addition of 288 new 
beds in 2021, 100 of which are for children. 
An additional 200 beds, with 33 for children, 
were scheduled to open in 2022.

• DMH now provides an Emergency 
Department Diversion Program, partnering 
with hospitals and providers to offer 
alternative services where care can be 
provided at home. These services are now 
also available through MassHealth.

Youth Villages
Youth Villages, a private, nonprofit organization 
with locations throughout the U.S. and five 
locations in Massachusetts, serves children 
with emotional and behavioral problems and 
their families. The organization is one of several 
community-based providers partnering with 
hospitals to provide diversion services as part 
of the DMH Emergency Department Diversion 
Programs, and operates in 13 hospitals. When 
a youth arrives at the ED of a participating 
hospital with a mental health crisis, a hospital 
clinician evaluates them, then calls Youth 
Villages for another evaluation. If the youth 
does not need hospitalization and has a safe 
home environment, the youth is sent home, and 
a caseworker partners closely with the family, 
visiting between three and seven times a week 
for an average of 130 days. The caseworker may 
develop safety plans, work with parents and 
teachers, and help the child find a therapist. The 
services are paid for by DMH.

• EOHHS also procured a vendor to create a 
Behavioral Health Treatment and Referral 
Platform, an online portal that will help match 
patients with open beds by making it easier to 
see what is available and who is waiting.

DMH has implemented ED diversion programs aimed at reducing ED boarding by 
identifying and providing alternative services to youth and adults experiencing behavioral 
health crises who can be treated more appropriately in community-based settings or 
with in-home therapy services. Diversion is not appropriate for every patient; however, a 
significant percentage of individuals who arrive in the ED with behavioral health symptoms 
could be treated more effectively in an outpatient setting — if the services were available. 
The diversion programs connect EDs with community-based providers to determine their 
capacity to deliver the services outside the ED. Treatment is ultimately rendered more 
quickly and in a more appropriate and less expensive setting.

The DMH Emergency Department Diversion Programs provide programs in 47 hospitals 
and have provided services to over 482 youth and 1,102 adults, as of December 9, 2022. 
In addition to DMH funding, in February 2022, MassHealth expanded the intensive crisis 
intervention services and in-home therapy services. Hospital emergency department 
diversion programs will relieve long-standing challenges with ED boarding, which escalated 
during the pandemic, while expediting behavioral health treatment for youth and support 
for their families.

EMERGENCY DEPARTMENT (ED) DIVERSION PROGRAMS

Keeping Kids Out of the ED Who Don’t Need to Be There
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• New services and approaches that will 
accompany the Behavioral Health Roadmap 
are designed to directly and indirectly 
reduce ED boarding. The emphasis on crisis 
services, urgent care, and same-day services 
is designed to provide “upstream” care that 
will reduce the need for hospitalization.

Initiatives by Providers and Health 
Plans

Providers are implementing innovative 
approaches, like telehealth programs for 
children waiting in emergency rooms so they 
can begin treatment while awaiting placement.

MAHP-member health plans, in both the 
Medicaid and commercial programs, have 
implemented a variety of measures to address 
emergency department boarding, including:

• Having dedicated teams to implement 
internal policies and protocols for the EPIA, 
in order to find appropriate placements for 
their members, reduce wait times in the ED, 
support members and families in crisis, and 
ensure that members have access to the 
care that they need.

• Providing 24/7 telephone access as part of 
the EPIA process to respond to notifications 
of ER boarding and requests for assistance.

• Authorizing and paying for “special services” 
such as single rooms, extra staffing, one-to-
one care, and high-cost medications.

• Partnering with Applied Behavior Institute to 
offer up to eight hours of autism consultation to 
families waiting in an emergency department 
for autism spectrum disorder services.

• Implementing care management services to 
coordinate care following discharge.

• Working with EDs to establish payment 
mechanisms that ensure appropriate 
reimbursements for EDs providing BH 
treatment and services to patients while they 
are boarding.

• Partnering with network providers to 
expedite placement, provide diversion, and 
expand access to upstream treatment and 
services in order to prevent ED admissions.

What More Can Be Done?

Interviewees had multiple suggestions for 
addressing ED boarding. They can be grouped 
into those that focus on the community and 
those that are aimed at earlier access to 
care, diversion, and ensuring an appropriate 
supply of inpatient beds to meet the needs 
of the Commonwealth’s children. Some of the 
recommendations were ultimately included 
in whole or in part in the Massachusetts 
Legislature’s 2022 Mental Health Bill, Chapter 
177, as noted below.

Community Initiatives

• Interviewees expressed hope that with the 
greater availability of crisis services coming 
through the Community Behavioral Health 
Center procurement will lead to greater 
use of mobile crisis intervention (MCI) 
instead of EDs. This will require education 
of pediatricians, schools, and parents about 
how MCI works and when they should call.

• The state should implement requirements 
(included in Chapter 177) for timely 
notification of pediatricians and other 
treating clinicians whenever a child is in 
an emergency room in order to ensure 
that the people who are most familiar with 
the patient are involved in care decisions. 
This can potentially reduce the time spent 
in the ED, help find appropriate treatment 
after an ED discharge, and ensure timely 
follow-up care.

• Conduct a thorough assessment when 
children use crisis services to determine 
whether they can be directed to non-inpatient 
options like at-home diversion services, 
crisis stabilization beds, and intensive 
day treatment at partial hospitalization 
programs. Also, expand these emergency 
department diversion programs.

• Improve identification and management of 
low-to-moderate-need children. Children 
with low-to-moderate needs will benefit when 
providers/ACOs can offer them outpatient 
services appropriate to their situations.
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Providing easy access to information and 
treatment, monitoring situations that could 
become acute, and intervening, when 
necessary, can help prevent problems from 
becoming acute.

• Improve identification and proactive 
intervention for children at high risk of 
hospitalization to make sure appropriate 
services are in place. For children with 
multiagency involvement, the precrisis 
designation of a clear “lead” care manager 
with decisional authority and responsibility 
could help prevent disagreements and 
delays from arising in these situations.

System and Access Initiatives

• Ensure access to specialty beds using data on 
the populations that are more likely to face 
longer wait times — for example, children with 
autism spectrum disorder, higher levels of 
acuity, developmental disabilities, aggressive 
behavior, and complex medical needs.

• Convene a discussion with stakeholders to 
address funding and a rate structure to fund 
higher-intensity beds.

• Use the Determination of Need program to 
encourage and approve new beds targeting 
inadequate services.

• Require hospitals to initiate behavioral health 
care treatment in their EDs, with minimum 
requirements defined by DPH (included in 
Chapter 177).

• Expand virtual partial hospitalization 
programs for patients waiting in emergency 
departments.

• Support more community-based care and 
avoid ED admissions by changing state 
regulations that require ambulances to bring 
patients to an emergency department. Allow 
them to bring patients to other levels of 
care, enable CBHCs and urgent care centers 
to perform medical clearance, and require 
freestanding acute psychiatric hospitals to 
allow for community admissions.



26 Massachusetts Responds to the Crisis in Children’s Behavioral Health

Interviewees universally described the 
difficulties in accessing outpatient services as 
a major concern. Factors affecting this include 
a shortage of behavioral health providers 
overall; providers who will not accept insurance; 
an overdependence on a traditional “assess, 
diagnose, and individually treat” model that 
medicalizes some issues that could be addressed 
in other ways and settings, including schools; and 
a BH system configuration that has limited after-
hours and walk-in capacity. We heard about long 
waitlists and unavailable providers, even when 
they are listed as network members for insurers.

COVID-19 exacerbated these issues but also led 
to an increase in telehealth services that made 
access easier. Interviewees hoped that telehealth 
can continue and grow and stressed that it 
needs to be compensated at the same rates as 
in-person services. Providers also mentioned 
the limitations of telehealth in treating children, 
noting difficulties in establishing a strong 
therapeutic alliance without face-to-face sessions 
and difficulties in assessing clinical progress 
when limited to on-screen facial observations.

What is Being Done?

State Initiatives

The Behavioral Health Roadmap will provide 
several ways to improve outpatient access.

• The Behavioral Health Help Line is intended 
to make it easier to find available resources.

• Community Behavioral Health Centers will 
be required to provide same-day access for 
intakes and urgent appointment access.

• Treatment will have to be goal oriented, trauma 
informed, and evidence based. This emphasis 
should make treatment more efficient and 
effective, freeing up capacity for those in need.

The Roadmap, the ACO procurement, and the 
MassHealth waiver all require that pediatricians 
and primary care physicians assume more 
responsibility for the behavioral health of the 
children they serve. Screening, brief integrated 
treatment, and “warm handoffs” to behavioral 
health specialists are all intended to serve 
children and families in less stigmatizing 
settings and reduce demand on the specialty 
behavioral health system.

Initiatives by Providers and Health 
Plans

Providers responded creatively to the unique 
challenges of COVID-19. Rapid expansion 
uncovered both the advantages and shortcomings 
of telehealth. Some providers used telehealth 
and group therapy as a bridge to connect with 
children in need while waiting for an individual 
therapist to become available. In some instances, 
these sessions were sufficient to meet the child’s 
needs and did not convert to individual therapy.

• Reimbursement rates for providers. The 
Massachusetts Legislature’s 2022 Mental 
Health Bill, Chapter 177, requires health 
plans to establish a base fee schedule for the 
reimbursement of behavioral health providers 
for evaluation and management codes that 
is not less than the base fee schedule used 
for evaluation and management services for 
primary care providers.

• Expansion of telehealth. Health plans 
have expanded access to behavioral health 
care services through innovative online and 
technology-based applications.

• Provider directories. MAHP and our member 
plans have participated in the Massachusetts 
Provider Directories Task Force with the 
goal of implementing comprehensive and 
accurate provider directories for consumers 
in Massachusetts to ensure that members 
can access comprehensive and accurate 
information about providers in their network.

KEY CONCERN
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What More Can Be Done?

Actions can be taken to increase the number of 
available providers and/or to develop and support 
new ways of providing outpatient services.

• Alternative payment methods (APMs) for 
behavioral health providers. To increase the 
availability of outpatient services for insured 
patients, providers that do not now accept 
insurance could be incentivized to join networks 
through the development of new behavioral 
health ACOs or provider organizations that 
bring together groups of providers that would 
accept some form of APM to be responsible for 
a patient’s overall BH needs. Outpatient services 
could also be thought of more broadly to include 
nontraditional services and providers, including 
family partners, peers, therapeutic mentors, 
and others. This will require developing models 
for how to fund these services, including value-
based payments.

• Alternatives to individual therapy. 
Outpatient services can be increased through 
services provided in school settings and greater 
use of family therapy and group services as 
alternatives to individual therapy. Support 
for parents should be integrated into care 
for children. Health plans should work with 
network providers on practice management 
to assist practices and in developing updated 
models of care.

• Integration of behavioral health into 
primary care. Access will also be broadened 
by further development of collaborative care 
with pediatricians and PCPs partnering with 
behavioral health professionals. One goal of 
these models is to provide behavioral health 
care for persons with low-to-moderate 
needs within the primary care setting, thus 
decreasing demand for more traditional 
outpatient services.

• Expansion of telehealth and technology-
based applications. The state should convene 
a forum to study and develop standards 
for the appropriate use of telehealth and 
digital tools for behavioral health. Health 
plans can play a role in working with digital 
health companies to pilot programs and 
develop evidence-based data to evaluate the 
appropriateness and effectiveness of such 
programs for behavioral health.

• Evidence-based treatment. The state 
should work with stakeholders to develop 
and implement evidence-based treatment 
standards for the delivery system.

• Participation in MassHealth. The state 
could also require Massachusetts-licensed 
professionals to participate in MassHealth to 
some degree. This idea is incorporated into 
the proposals for student loan repayment 
for behavioral health professionals that is 
part of the waiver.

Clinical & Support Options (CSO) aims to 
provide responsive and effective interventions 
and services to support individual adults, 
children, and families committed to the values 
of open-access, trauma-informed care. CSO 
provides same-day walk-in visits for outpatient 
and crisis services in all CSO locations. CSO 
runs Family Resource Centers that are free 
and available to any child or family. Programs 
covered by CSO include:

• Family support programs
• Community-based programs
• Mental health and addiction recovery 

programs
• Crisis programs
• Housing and homelessness programs

Riverside Life Skills Centers are supportive 
therapeutic programs for adolescents ages 
12–18 who are experiencing significant 
emotional difficulties or a psychiatric 
diagnosis as well as disruptions in their 
home, school, or community. These centers 
are designed to accommodate teens with 
significant mental health issues and learning 
challenges, including but not limited to:

• Anxiety and depressive disorders
• Attention and learning disorders
• Mood and psychotic disorders
• Obsessive-compulsive disorder
• Post-traumatic stress disorder
• Dual-diagnosis conditions
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Integrating pediatric and primary care with 
behavioral health care is seen as a goal for much 
of the health care system. These models, which 
are supported by research, shift responsibility 
for behavioral health screening, providing brief 
treatment and referral from behavioral health 
specialty providers to the primary care setting. 
They are designed to identify problems earlier 
and to provide more timely care, hopefully 
before problems escalate.xxxii

Interviewees were mostly positive about 
this approach. Several did note that moving 
behavioral health providers into pediatric 
practices might make the provider shortage 
worse, and certainly no better. However, staffed 
with appropriate child-trained providers to 
conduct screening, assessments, referrals, 
and some treatment, pediatricians can 
improve access to care for low-to-moderate-
need children, thus freeing up resources and 
capacity elsewhere in the delivery system.

What is Being Done?

State Initiatives

• The Roadmap, the ACO requirements, and 
the MassHealth waiver all support integrated 
care. Currently, PCPs (including pediatricians) 
are required to perform periodic behavioral 
health screening for all MassHealth members 
under 21. Standardized screening tools are 
required, and positive screening results 
must be followed up with counseling, further 
screening, or referral to specialty services. 
Also, starting in 2015, MassHealth offered 
training and support to both PCPs and BH 
providers in how to develop collaborative 
care services.

• Commercial health plans, MassHealth MCOs, 
and MassHealth ACOs cover the psychiatric 

collaborative care model provided to 
members through PCPs. These services can 
be billed by a primary care practice utilizing 
a set of codes, as prescribed in Chapter 
177.xxxiii This model will help improve care 
coordination across treating clinicians.

• The Massachusetts Child Psychiatry Access 
Program (MCPAP) is an important resource 
available to pediatricians, providing real-
time consultation support for assessment, 
use of behavioral health medications, and 
referral assistance. This statewide program 
is available to all pediatricians and children, 
regardless of insurance plan.

Health Plan Initiatives

• Health plans work with providers to 
encourage integration of behavioral health 
and primary care. MCOs participating in the 
Medicaid program work closely with their 
ACO partners to integrate BH into primary 
care practices. While the experience was 
reported to be difficult initially, progress is 
being made each year. Health plans that have 
put in place requirements for integration 
have reported greater success with achieving 
integration.

• MCOs and ACOs utilize data to identify 
members for BHCPs referrals and identify 
members for targeted outreach for BH 
services, discharges, and coaching to 
improve member coordination and care.

• Health plans work closely with primary care 
providers and pediatricians to support the 
integration of behavioral health into the 
primary care and pediatrician offices.

KEY CONCERN
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What More Can Be Done?

Health plans, PCPs, and providers can work 
together to support and build upon the 
initiatives in the Behavioral Health Roadmap 
for primary care and behavioral health 
integration. As mentioned above, screening 
and treatment in the PCP setting can identify 
and address issues at an earlier stage.

• Alternative payment methods (APMs) 
to incentivize transformation. Health 
plans can incentivize and support practice 
transformation and integration through the 
use of alternative payment methods linked 
with integration requirements and through 
sharing data and analytics with practices.

• Support investments in primary care and 
behavioral health. The proposal to increase 
funding for primary care and behavioral 
health by 30% over the course of three 
years, if implemented, can provide needed 
resources to support building integrated 
programs. MAHP has supported this 
proposal as a way to facilitate transformation 
by providing more resources to primary care 
and behavioral health.

One of the MAHP member health 
plans has embedded health plan care 
managers into pediatric practices 
to provide on-site and telephonic 
behavioral health services. The care 
managers, through access to electronic 
health records and coordination with 
the practice staff, connect patients and 
families to community-based services 
and help them access the delivery 
system.  

Example
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Broadening the scope of interviews to include 
school-based professionals provided important 
information about children’s behavioral health 
challenges and opportunities. Because virtually 
all children are attached to school systems and 
because school experiences and relationships 
are so important to their development, schools 
have unique opportunities to affect children’s 
behavioral health.

The Massachusetts Department of Elementary and 
Secondary Education (DESE), local school systems, 
and Boston Children’s Hospital (BCH) all provide 
resources and direction for schools. Interviewees 
told us about the extensive screening and 
behavioral health wellness education (including 
suicide prevention) that takes place in many 
schools. Also, at school, social needs of children and 
their families are observed and schools attempt to 
meet these needs.

Schools employ social workers, psychologists, 
and other health professionals to meet needs 
for screening and treatment. Some also establish 
relationships with community providers who 
provide treatment in school settings. Funding and 
billing for services are not uniform and schools 
often have to rely on philanthropy and hospitals to 
support programs.

Health plans were reported as both helpful and 
limiting. Health plans reimburse for covered 
services provided to their members, but benefits 
may differ between fully insured health plans, self-
insured health plans, and government programs, 
and members can move from plan to plan. Also, 
health plan involvement requires that the child 
be seen in the “assess, diagnose, and refer to 
treatment” framework that some described as not 
optimal for addressing children’s issues. The most 
positive descriptions about school behavioral 
health involved using professionals who were 
hired by the school system and who were not 
dependent on insurance billings, and who were 
thereby not limited to a “screen, diagnosis, 
treat” medical model. Therefore, school-based 

programs have more flexibility to design and 
implement programs that meet the needs of their 
students.

Interviewees also spoke of the significant 
contribution of social factors to the stresses and 
behavioral health challenges for children, all 
of which were exacerbated by COVID-19. One 
interviewee noted that issues of race, poverty, 
stigma, and family insecurity impact many 
children, especially those in urban settings. 
They discussed how we must view the whole 
community, not just the individual child, as the 
client when thinking about children’s behavioral 
health.

What is Being Done?

State, School, and Hospital Initiatives

DESE, the Department of Mental Health (DMH), 
BCH, the Massachusetts School Mental Health 
Consortium, and local school districts are all 
actively involved in improving school mental 
health services.

• DESE, through community organizations, 
has offered free professional development 
and training in school mental health and 
well-being services. The Youth Mental Health 
First Aid training program provides teachers, 
school staff, parents, and others with tools to 
recognize, support, and refer children who are 
experiencing and exhibiting signs of mental 
distress. Follow-up technical assistance is 
available to help schools develop multitiered 
systems for student support.

• With DESE, the Massachusetts School Mental 
Health Consortium manages the Collaborative 
Improvement and Innovation Network. 
Selected school districts work in a learning 
collaborative framework, facilitated by the 
National Center for School Mental Health, to 

KEY CONCERN
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support the establishment of comprehensive 
school mental health systems. As of 2022, 11 
schools throughout the state are participating 
in the program.

• DMH funds several programs involving schools. 
The Intensive Residential Treatment Program 
combines DMH and DESE efforts to provide both 
education and treatment for children with serious 
emotional disturbances. DMH also provides 
therapeutic after-school programs.

• Boston Public Schools’ Behavioral Health Services 
Department, in collaboration with Boston 
Children’s Hospital and the UMass Boston/
School Psychology Program, has implemented a 
Comprehensive Behavioral Health Model (CBHM) 
that integrates tiered supports and services within 
a school according to student needs and utilizes 
family and community partnerships. Currently 
there are 76 schools that have joined CBHM. The 
program offers an extensive set of behavioral 
health services, provided by more than 100 school 
psychologists, 150 school social workers, and 20 
behavioral health partners. The model includes an 
outline for school districts to provide behavioral 
health services for all students. Social-emotional 
learning and universal screening are combined to 
identify students at elevated risk for developing 
social, emotional, or behavioral health issues, then 
the program organizes and monitors targeted 
interventions.

• The Boston Children’s Hospital Neighborhood 
Partnerships Program works with urban 
schools and health centers. They provide group 
work, crisis intervention, and teacher training in 
partnership with the Boston Public Schools and 
support the Bridge for Resilient Youth (BRYT) 
program, providing a bridge back to school 
for students who have had a long absence 
from school due to emotional disturbances. 
The BRYT program, originally developed at 
the Brookline Center for Community Mental 
Health, is used at many Massachusetts schools 
and is now a national model for meeting the 
needs of this group of high-risk children.

• Boston Children’s Hospital funded the creation 
of the Behavioral Health Integrated Resources 
for Children (BIRCh) project at the University 
of Massachusetts. The BIRCh project is funded 
through a $5 million grant by Boston Children’s 
Hospital distributed to 16 funded partners 
through its Collaboration for Community 
Health. The program includes professional 
development and online training for school 

mental health professionals on evidence-
based school mental health interventions, 
social-emotional learning practices, universal 
screening, and more. The BIRCh project is 
also performing a resource-mapping project 
to identify regional assets and needs, provide 
information to schools and families, and guide 
advocacy.

What More Can Be Done?

• Defining roles and funding sources. Better 
defining available funding and responsibilities 
of schools, insurers, and state agencies would 
allow schools to maximize the resources 
available to help students. This involves 
questions about who will fund screening, 
wellness education, and brief treatment in the 
school setting. It could also involve more joint 
projects within schools, staffed by professionals 
from different organizations. School-based 
services can be further strengthened by 
connections to pediatricians and the behavioral 
health delivery system to promote integration, 
care coordination, transitions of care, and data 
sharing.

 ° A statewide taskforce made up of 
school districts, health centers, payers 
(MassHealth and commercial), and DESE 
could be convened to address specific 
issues such as what services are provided, 
coordination with the delivery system, and 
funding.

• Staffing support. Supporting schools in their 
efforts to recruit and retain behavioral health 
professionals is essential. Ideally, schools 
would employ or have access to a social worker, 
a psychologist, and other health professionals. 
Additionally, keeping school staff up to date 
on evidence-based treatments and new 
approaches will increase their effectiveness.

• Schools as communities. Broadening the view 
of what schools can do is another opportunity 
for action. Envisioning schools as communities 
where both individual and family needs are 
considered and addressed, including social 
needs (e.g., food, housing), could provide a 
strong platform for providing care.
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In 2009, the Children’s Behavioral Health 
Initiative (CBHI) services became available 
to MassHealth members in response to the 
“Rosie D” lawsuit regarding community-based 
care for children with serious emotional 
disturbances.xxxiv The CBHI program is limited to 
children who are MassHealth members. CBHI 
is a wraparound program of intensive home- 
and community-based children’s and family 
services, including mobile crisis intervention 
and universal screening by pediatricians 
to identify children who are eligible for the 
services. The program continued, mostly 
unaltered, under the supervision of the court 
monitor until June 19, 2021, when Judge Richard 
Stearns issued an opinion that found that the 
state was in compliance with the court’s 2007 
remedial order, thereby terminating the order.

In 2019, commercially insured children became 
eligible for a similar program, Behavioral Health 
Services for Children and Adolescents (BHCA), 
when the  Division of Insurance (DOI) expanded 
requirements for health plan coverage of 
behavioral health care services for children and 
adolescents. The DOI required fully insured 
Massachusetts health plans to cover the 
following services: In-Home Behavioral Services, 
Family Support and Training, In-Home Therapy, 
Therapeutic Mentoring, Mobile Crisis Intervention, 
Intensive Care Coordination, Community-based 
Acute Treatment for Children and Adolescents 
(CBAT), and Intensive Community-based 
Acute Treatment for Children and Adolescents 
(ICBAT).xxxv

We were interested in learning what 
interviewees thought about the success of 
CBHI/BHCA and what its future should hold. 
First, all interviewees expressed positive 
perceptions about the overall usefulness 
of the program and thought it important 
that it continue. Second, they did see areas 
for improvement, including assessment 
tools, outcomes monitoring, administrative 
procedures, integration with schools, fee 

scales for CBHI/BHCA clinicians, and making 
it easier to find the most appropriate services, 
especially where agencies supply only one or 
two of the program services. Third, several 
interviewees voiced a concern that absent the 
court monitor, fidelity to the model might begin 
to erode and services might be pushed aside 
as other programs come online, especially 
if there is competition for the limited pool of 
trained staff who provide these services.

What is Being Done?

In response to the COVID-19 pandemic, 
MassHealth updated its telehealth policy to 
enable initial CBHI assessments to be done by 
telephone.

What More Can Be Done?

Interviewees offered positive perceptions 
about the overall usefulness of the program 
and thought it important that it continue. Now 
that the court has released the state from 
continued monitoring, interviewees saw an 
opportunity for improvement and modification 
of certain programmatic requirements to build 
upon the successes and ensure continued 
access to services.

• Update CBHI requirements. Interviewees 
expressed interest in working collaboratively 
with the state and each other regarding 
reviewing and adjusting the CBHI/BHCA 
procedures. Suggestions for improvement 
included:

 ° Modify the requirement that a clinical 
professional must call each family 
on the waiting list every two weeks. 

KEY CONCERN
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While checking in with families was seen 
as useful, it was suggested that this 
function could be performed by a non-
licensed staff person.

 ° Expand the pool of providers able to 
deliver CBHI/BHCA services by modifying 
the levels and kinds of staff allowed to 
provide some services while monitoring 
accountability. An example of this would 
be using family partners more frequently. 

 ° Broaden CBHI/BHCA to include school 
staff in some new capacity.  

 ° Make it easier for families to find the 
most appropriate services, especially 
where agencies supply only one or two 
of the program services.

• Review payment levels for CBHI/BHCA staff 
to make them more competitive with other 
service opportunities within the behavioral 
health system.

• Improve coordination and alignment 
between CBHI and BHCA programs.
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Workforce issues were among the most 
frequently discussed topics in our interviews 
with respondents from all parts of the health 
care system. Although Massachusetts is 
fortunate in both the size and the expertise of 
the behavioral health provider community, the 
consensus among organizations, consumers, 
advocates, and providers is that the system 
needs more providers, more specialists, more 
facilities, and more programs and services.

Experienced professionals are increasingly 
hard to find and competition for them is 
stiff. Each new program or facility that is built 
depends on the same pool of practitioners. 
Providers who do not accept insurance — 
commercial, MassHealth, or both — are 
available only to patients who can afford to pay 
out of pocket for all or part of their treatment. 
For every 10 clinicians entering the workforce 
in Massachusetts behavioral health clinics, 
13 clinicians leave. Children and adolescents 
spend an average of 15 weeks on a waitlist 
before starting ongoing therapy.xxxvi

Providers described the challenges of both 
recruiting and retaining staff due to the 
difficulty of the work and the relatively low 
pay. We heard of the inordinately long time it 
takes to fill open positions and the diminishing 
number of applicants. Provider stress, low pay, 
student loans, and difficult work, especially 
when entering the field, were all cited as 
growing problems. In some instances, licensed 
inpatient beds cannot be opened due to a lack 
of staff or programs have to be curtailed.

• Some providers are leaving the field for 
other careers or moving to states with lower 
costs of living.

• New programs and new requirements result 
in staff moving from one program to another, 
leaving the older program short-staffed. 
Surprisingly, school programs reported an 
easier time recruiting staff compared to 
behavioral health providers and institutions.

• A significant number of behavioral health 
providers do not accept insurance. They 
cite administrative requirements and their 
ability to charge higher rates as reasons for 
choosing to only accept private payment.

Interviewees cited specific provider shortages, 
especially providers who accept insurance, 
including prescribing providers (nurse 
practitioners and child psychiatrists), autism 
specialists, providers who are persons of color, 
multilingual providers, providers who use 
American Sign Language (ASL), and providers 
with expertise in caring for LGBTQ+ patients. 
The Blue Cross Blue Shield of Massachusetts 
Foundation report on the behavioral workforce 
identified opportunities to increase supply for 
the Massachusetts behavioral health workforce 
and enhance its diversity to meet the needs of 
the state.xxxvii

The Challenges of New 
Programs

As noted in the report, the state is currently 
procuring many new programs and making 
more financial resources available to develop 
them. Our interviewees were enthusiastic 
and positive about most of these efforts. 
However, they also pointed out that when new 
programs are added, with the attendant new 
requirements for staffing and programming, 
older requirements may be changed, 
reduced, or eliminated. This can lead to 
difficulties in staffing and resource use if new 
programs are more attractive or have higher-
paying positions than those already in place. 
Providers did not think it likely that the overall 
pool of qualified, interested behavioral health 
workers at any level would expand sufficiently 
to meet these needs.

KEY CONCERN
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What is Being Done?

State Initiatives

MassHealth will use federal funding under the 
American Rescue Plan Act (ARPA) to enhance, 
expand, and strengthen certain Medicaid 
home- and community-based services (HCBS) 
and behavioral health services.

• EOHHS used additional funds available from 
ARPA and Medicaid to provide rate increases 
from July 2021 through June 2022 to support 
HCBS and behavioral health workforce 
development. These investments are aimed 
at strengthening and stabilizing the state’s 
HCBS and behavioral health workforce in 
response to the COVID-19 public health 
emergency. According to the quarterly 
spending plan, since 2021, the state has 
infused approximately $966 million gross 
($526 million net) into the behavioral health 
system. The state plans to make investments 
in three rounds of funding to support the 
HCBS workforce, access to and promotion 
of HCBS services and supports, and HCBS 
technology and infrastructure. The $526 
million will be funded using the enhanced 
federal ARPA HCBS dollars, and the 
remainder will be funded through traditional 
Medicaid dollars.xxxviii

• The state also provided student loan 
repayment to behavioral health professionals 
under the current MassHealth waiver of 
up to $50,000 for a four-year commitment 
to work in community-based settings. 
In the new MassHealth waiver, the state 
proposes to make available two behavioral 
health student loan repayment programs 
for 90 new providers a year for four years. 
Licensed BH clinicians can receive up to 
$50,000 if they make a four-year obligation 
to work in community-based settings that 
serve MassHealth members. Psychiatrists or 
prescribing nurse practitioners can receive 
up to $300,000 per clinician if they make a 
four-year commitment to maintain a patient 
panel or work in an organization where 
at least 40% of the panel are MassHealth 
members or uninsured.

• It is also anticipated that training funds will 
become available to higher-level institutions 
for training behavioral health providers. 
Some providers are working to partner with 
these institutions to develop pipelines to 
positions within their organizations.

• To help address provider administrative 
requirements, the Roadmap also includes 
initiatives that will reduce administrative and 
payment burdens, with the aim of encouraging 
providers to accept insurance and broaden 
insurance coverage, including streamlining 
the credentialing process in the Medicaid 
program. Massachusetts health plans have 
implemented standardized credentialing since 
2006. Using a common vendor, Health Care 
Administrative Solutions, Inc. (HCAS), health 
plan provider credentialing became centralized 
and streamlined. HCAS provided a single point 
of entry for providers to submit credentialing 
information that HCAS participating health 
plans use to verify a provider’s qualifications 
prior to network participation. HCAS 
participating health plans partner with 
CAQH®  to collect and store a provider’s 
credentialing information. Information is 
collected one time from providers, reducing 
the need to submit multiple applications to 
different sources. While providers continue 
to report credentialing delays, the issues stem 
from the MassHealth credentialing process 
and not the plans, therefore it is important 
that MassHealth participate in the uniform 
credentialing process going forward.

• Throughout the state’s current re-procurement, 
expectations are incorporated about the 
necessity of developing alternative payment 
mechanisms to move away from fee-for-
service billing. These changes can potentially 
improve a provider’s cash flow and reduce the 
stresses of depending chiefly on producing 
billable hours. APMs can also encourage the 
use of peers, recovery coaches, and bachelor’s 
degree-level staff to provide more flexible 
services. MassHealth coverage is expected to 
be expanded to cover such staff.

• As of January 2023, independent social 
workers and psychologists are able to bill 
MassHealth, an important change that will 
expand the availability of providers who 
accept public insurance for behavioral 
health conditions.
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Health Plan Initiatives

Health plans have implemented several policy 
changes and initiatives aimed at expanding 
access to providers and improving care.

• As part of the response to the COVID-19 
pandemic, health plans implemented 
policies to fast-track provider credentialing.

• Health plans today reimburse for services 
provided by recovery coaches and peer 
supports.

• Chapter 177 requires health plans to 
reimburse providers who are working toward 
licensure, as a means to expand access to 
providers.

What More Can be Done?

Immediate solutions to workforce shortages in 
behavioral health are hard to find, whether the 
challenge is supporting and retaining current 
providers or finding additional providers. 
However, interviewees made the following 
recommendations:

• APMs for behavioral health. Supporting 
and retaining current providers could 
include developing more satisfying work 
environments by modifying the fee-for-
service billing element of most behavioral 
health jobs. Value-based payments can 
provide a platform for more flexible work. 
For inpatient BH providers, providing safer 
and more predictable work environments 
would also improve staff satisfaction.

• Hybrid telehealth programs. More 
providers, including specialty providers, could 
be made available through innovative hybrid 
models of telehealth/in-person services. 
One example involves bringing specialty 
providers to a site once every six weeks or so 
to see patients in person and then providing 
telehealth sessions in between. Another 
method for expanding access could include 
contracting with companies that provide 
care for persons needing more specialized 
services.

• Expanded use of peers. Expand the use 
of peer services and other nontraditional 
providers.

• Continued expansion of telehealth. 
Continue to utilize telehealth, where 
appropriate, to increase the capacity and 
availability of providers.

• Credentialing. Continue to fast-track 
provider credentialing and state licensure 
applications.

• State programs. Continue and expand 
state programs and resources for loan 
forgiveness, grants, training, and provider-
school partnerships designed to train and 
recruit providers, especially in underserved 
communities.
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Throughout our interviews, and from 
reviewing the many initiatives underway 
by the state and provider community, 

we were impressed and encouraged by the 
dedication to improving the behavioral health 
of children in the Commonwealth. When we 
spoke to organizations outside the state, they 
pointed out that Massachusetts is seen as a 
leader with more resources and expertise than 
many other states.

At the same time, Massachusetts is vulnerable 
to the national crisis in behavioral health. 
EOHHS has set forth a comprehensive approach 
to alleviating this crisis and supporting the 
development of a newly invigorated behavioral 
health system. The state’s vision is expressed 
in the Behavioral Health Roadmap, which calls 
for changes throughout the system. In Chapter 
177, the legislature addressed the need to 
improve access to behavioral health care, 
enhance data collection and communication, 
reduce wait times, and streamline the state’s 
delivery of services.

We began this initiative by asking how the 
behavioral health system could meet the needs 
of all of our state’s children (the many) as well 
as the needs of those children with severe 
emotional conditions (the few). The chart 
below illustrates how a properly working and 
coordinated system might be organized, with a 
sufficiently resourced and staffed primary care 
and school-based system addressing the needs 
of the many, thereby ensuring capacity at the top 
of the triangle for children with higher needs.

Much has been done in Massachusetts through 
both state and private actions to address 
behavioral health services for children, and there 
are numerous programs and services available 
for children and families. However, a frequently 
heard concern was that patients, families, 
and providers need to be better informed and 
educated about available programs and services 
and that services need to be better coordinated, 
integrated, and connected in order to provide 
seamless care and ensure that patients don’t fall 
through the cracks.

PART THREE

Conclusions and Summary Recommendations

Figure 3: Conceptual Framework for Behavioral Health Delivery System
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We would like to extend our sincere appreciation to everyone who participated in this project, and 
we look forward to further collaboration on improving access to and the delivery of behavioral health 
care services for children and their families.

• Fully implement the Behavioral Health Roadmap.

• Create a public education campaign regarding availability of urgent care and crisis 
services.

• Develop and support specialty services for high-need children.

• Widen the scope of children’s behavioral health programming to incorporate 
school-based behavioral health.

• Coordinate care for children receiving services from multiple agencies.

• Integrate behavioral health into pediatric primary care settings.

SUMMARY RECOMMENDATIONS

While interviewees brought with them 
different perspectives and priorities, there 
was a strong consensus about the need to 
continue improving the ways behavioral 
health care services are delivered across 
the Commonwealth. Recognizing the vast 
amount of work that has already been done, 

we asked interviewees for recommendations 
on additional changes or reforms to improve 
the system. While their recommendations are 
reported in detail above, we recognize that 
identifying a place to start is often daunting. 
Following are the steps that we believe 
policymakers could begin immediately.
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MAHP surveyed and collected data from six MAHP-
member commercial health plans for calendar 
years 2019 and 2020 around enrollment, children 
with behavioral health as a primary diagnosis, and 
utilization trends. The data was collected across 
five regions — Boston/Metro Boston, Western, 
Central, Northeast, and Southeast regions, 
respectively — and by age. For the purposes of 
the below findings, MAHP-member plans refer to 
the six commercial health plans that shared their 
data for the study, which are:

• AllWays Health Partners
• WellSense Health Plan
• Connecticare
• Fallon Health
• Health New England
• Point32Health

Children and youth enrolled in 
MAHP-member plans

Our survey found that 54% of children were 
covered by MAHP-member MassHealth ACOs 
and MCOs, 41% were covered by commercial 
insurance, and 5% were covered by Connector 
plans.xxxix

• In 2020, enrollment in MAHP-member 
commercial and Connector plans decreased 
by an average of 6% while enrollment in 
MAHP-member MassHealth ACOs and MCOs 
decreased by 0.2%.

• In 2020, the highest rates of children enrolled 
in the MAHP-member MassHealth ACOs and 
MCOs are from the Boston/Metro Boston 
region (23%) followed by the Northeast 
region (22%).

• The Western region had the lowest rates of 
covered children under commercial health 
plans (7%) and the Connector (8%) plans.

• Five percent (5%) of the total kids enrolled 
in Massachusetts plans are either living out 
of state or do not fall into any of the five 
regions.

Geographical distribution of 
children with BH diagnoses

• The highest percentage of children receiving 
BH services covered by MAHP-member 
MassHealth ACOs and MCOs were from 
the Western region (25%), followed by the 
Boston/Metro Boston region (22%).

• For the commercial-only plans, the highest 
percentage of children were from the 
Boston/Metro Boston region (29%) followed 
by the Central region (20%).

• The Western region had the lowest rates 
for commercial-only (8%) and Connector 
(10%) plans. In 2020, 11% of children were 
enrolled in commercial MA plans but either 
were based out of state or did not fall into 
any of the five regions that had primary BH 
diagnoses.

Age distribution of children with BH 
diagnoses

• A majority of children with primary BH 
diagnoses were aged 13 to 17 across all lines 
of business, followed by children aged 7 to 12.

• MAHP-member MassHealth ACOs and MCOs 
saw an increase in children aged 6 months to 
2 years with primary BH diagnoses.

• Commercial-only plans saw a decrease in 
children with primary BH diagnoses across 
all regions and ages.

Appendix
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Figure 5: Youth with Primary BH Diagnosis 2019–2020 by Age

Figure 4: Youth with Primary BH Diagnosis 2019–2020 by Region
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Behavioral Health Spending for the 
State

• Overall behavioral health spending was $2.2 
billion in 2020, increasing 9.1% from $2.1 
billion in 2019.

• For pediatric members, total per member 
per month (PMPM) spending decreased 
from 2019 to 2020, and primary care PMPM 
decreased over the two years by 12.0%.xl

The MAHP-collected data also provides 
a snapshot of the utilization of children’s 
behavioral health care and the needs of a 
substantial subsection of the Commonwealth’s 
children during the pre-pandemic and 
pandemic periods.

Utilization of MAHP-member 
commercial behavioral health 
services

In 2020, the utilization of inpatient psychiatric 
services saw a decrease driven by the impact of 
the COVID-19 pandemic followed by a spike in 
utilization at the end of 2020, primarily driven 
by the flexibility provided by the health plans. 
Utilization of 24-hour diversionary services 
remained relatively flat and unaffected during 
the COVID-19 pandemic.xli

The findings suggest that while the use of 
outpatient psychiatric services decreased 
dramatically at the height of the COVID-19 
pandemic, utilization increased and remained 
relatively stable for the remaining months of 
2020. The utilization of outpatient diversionary 
and emergency room services remained 
relatively stable, with an increase by the end 
of 2020. The definitions for the services are 
shared in the footnotes.xlii

Figure 6: Utilization of Inpatient Services — 2020
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Figure 8: Utilization of Outpatient Diversionary Services and Emergency Room — 2020

Figure 7: Utilization of Outpatient Psychiatric Services — 2020
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Description of Appendix Data

*  Inpatient services were categorized into psychiatric 
services and 24-hour diversionary services. Outpatient 
services include outpatient psychiatric services, 
outpatient diversionary services, and outpatient 
emergency room services*

*  Inpatient psychiatric services include inpatient mental 
health services, inpatient substance use disorder 
(SUD) services (Level 4), observation/holding beds, 
administratively necessary day services, and inpatient 
professional fees (as applicable).

*  24-hour diversionary services include Community-
Based Acute Treatment for Children and Adolescents 
(CBAT); Intensive Community-Based Acute Treatment 
(ICBAT); Community Crisis Stabilization; Acute 
Treatment Services for SUD (Level 3.7) (ATS); Clinical 
Support Services for SUD (Level 3.5); Residential 
Rehabilitation Services for SUD (Level 3.1); and 
Transitional Care Unit (TCU).

*  Outpatient psychiatric services include Family 
Consultation, Case Consultation, Diagnostic Evaluation, 
Dialectical Behavioral Therapy (DBT), Psychiatric 
Consultation on an Inpatient Medical Unit, Medication 
Visit, Couples/Family Treatment, Group Treatment, 
Individual Treatment, Inpatient-Outpatient Bridge Visit, 
Assessment for Safe and Appropriate Placement (ASAP), 
Collateral Contact, Acupuncture Treatment, Opioid 
Replacement Services, Ambulatory Detoxification 
(Level 2WM), Psychological Testing, Special Education 
Psychological Testing, and Applied Behavioral Analysis 
for members under 21 years of age (ABA Services).

*  Outpatient diversionary services include Community 
Support Programs (CSPs), Partial Hospitalization 

Programs (PHPs), Psych Day Treatment, Structured 
Outpatient Addiction Programs (SOAPs), Intensive 
Outpatient Programs (IOPs), Recovery Support 
Navigators, Recovery Coaches, and the Program for 
Assertive Community Treatment (PACT).

*  Outpatient emergency room services include 
emergency care performed in an outpatient hospital 
facility (including psych consult on medical floor) that 
does not result in an inpatient admission and does 
not result in outpatient surgery, including all ancillary 
services (lab, radiology) performed on the same day by 
the facility (not professional).
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