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Public mental health authorities
have access to large administra-
tive databases. Advances in infor-
mation technology now make it
possible to use secondary analy-
ses of these data to inform policy
and clinical interventions. New
York City and State mental
health authorities developed an
initiative using Medicaid claims
and other administrative data to
identify individuals with serious
mental illness living in New York
City (NYC) who are at risk of
lapses in care. The NYC Mental
Health Care Monitoring Initia-
tive represents one of the first ef-
forts to create “evidence-based
policy.” The authors describe the
initiative’s background, develop-
ment, and key collaborations.
(Psychiatric Services 62:9-11,
2011)
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Translating research findings into
evidence-based practices is key to
enhancing the quality of mental health
care (1). Public health administrators
are increasingly challenged to adopt a
similar evidence-based approach to
policy decision making. Such an ap-
proach requires that policy implemen-
tation plans include impact assessments
(2). These are outcome evaluations that
incorporate systematic review of the lit-
erature, adoption of standard meas-
ures, and documentation of intended
and unintended consequences (2,3).
Policy makers and services researchers
can facilitate these impact assessments
by taking advantage of large administra-
tive databases and information technol-
ogy infrastructures available in many
public mental health systems (4).

Collaborations between govern-
mental agencies, academics, and provi-
der agencies with complementary ex-
pertise facilitate these activities. In
New York City (NYC), the New York
State (NYS) Office of Mental Health
(OMH) and the NYC Department of
Health and Mental Hygiene (DOHMH)
collaborated to implement the NYC
Mental Health Care Monitoring Ini-
tiative in 2009. The collaboration also
includes services researchers at Co-
lumbia University and a not-for-profit
managed care company. Here we de-
scribe the development of this evi-
dence-based policy initiative, which
uses state administrative data to in-
form clinical decision making and en-
hance access to services for persons
with serious mental illness.
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Background

In 2006-2007 instances of violence in
the city involving individuals with seri-
ous mental illness received notable
media coverage. Some involved as-
saults, including the murder of a psy-
chologist by someone who had re-
ceived state-funded mental health
services. Other incidents involved po-
lice contacts with individuals with seri-
ous mental illness who were acting in a
bizarre manner, including an instance
in which an individual with serious
mental illness died after being shot by
a police officer. At the governor’s be-
hest, state and city officials convened
the NYS/NYC Mental Health—Crimi-
nal Justice Panel to examine cases,
consider opinions of experts, and rec-
ommend actions to improve mental
health services and promote safety.
Members of the panel included top
city and state officials in mental health,
addiction, criminal justice, and adoles-
cent services. The panel met from
February to June 2008, reviewed cases
involving individuals with serious
mental illness who were involved in
the violent episodes, and evaluated
how NYC’s mental health system re-
sponds to high-need individuals with
serious mental illness. The panel con-
sulted with national experts in mental
health and violence and in the interac-
tion between individuals with serious
mental illness and the criminal justice
system. The panels charge was to
identify opportunities to improve serv-
ices for individuals with serious mental
illness who are at risk of poor treat-
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ment outcomes, involvement with the
justice system, and acts of violence.

The main findings of the panel were
grouped into four categories: poor co-
ordination, fragmented oversight, and
lack of accountability in the mental
health treatment system; inconsisten-
cies in quality of care within the men-
tal health treatment system; limited
capacity to share information within
and between the mental health and
the criminal or juvenile justice sys-
tems; and insufficient training, sup-
ports, and tools to identify and engage
individuals with mental illnesses in the
criminal and juvenile justice systems
(8,9). The panel used Medicaid claims
and other secondary data to track serv-
ices received by individuals in cases
that had poor outcomes and generated
detailed descriptions of patterns of use
and time points when individuals be-
came disengaged from treatment. Co-
ordination between service providers
is a critical component of effective
treatment, yet the panel noted that
mental health service providers often
acted in parallel rather than in concert.
Further, individuals with serious men-
tal illness did not always have a care
provider with overall primary respon-
sibility and accountability.

The panel issued recommendations
that identified ways in which the men-
tal health system could improve care
(5,6). A key recommendation was for
NYC and NYS mental health authori-
ties to develop an initiative using ad-
ministrative data to identify apparent
interruptions in care and escalating
need for services among identified co-
horts of high-need individuals with se-
rious mental illnesses in NYC, with the
overall aim of facilitating timely inter-
ventions by the public mental health
system. NYC DOHMH and NYS
OMH launched the NYC Mental
Health Care Monitoring Initiative in
October 2009. The initiative uses ad-
ministrative data to identify high-need
individuals with serious mental illness
living in NYC who may not be receiv-
ing adequate services.

The Care Monitoring Initiative

The project involved collaboration be-
tween city and state government. NYS
OMH had recently undertaken ambi-
tious statewide plans to reengineer its
hospital-based services and redefine
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reimbursement structure for commu-
nity-based mental health clinic care.
The addition of another project raised
concerns about overburdening the
NYC mental health provider system
with new regulatory initiatives. At the
same time, NYC DOHMH was man-
aging severe budget shortfalls and fac-
ing the possibility of cutting funding to
NYC mental health providers. City
and state mental health leaders were
aware of and discussed the potential
impact of these pressures and priori-
ties on the development of the new
mandated initiative. An early decision
was made to develop a memorandum
of understanding (MOU) between the
two agencies documenting the expec-
tations, roles, and responsibilities re-
lated to the project. The initiative was
planned as a demonstration project,
with the understanding that there
would be flexibility in planning and
timing to allow the involved parties to
manage the initiative effectively. This
MOU guided decision making in the
initial phases of the project.

Several high-need populations were
chosen to have their use of services
monitored under the Care Monitoring
Initiative. The project’s leadership de-
veloped a consensus ordering of the
groups: an individual who belonged to
more than one group—for example, a
person under a court order for assisted
outpatient treatment (AOT) who was
also assigned to an assertive communi-
ty treatment (ACT) team—was as-
signed to the higher group. The first
group included individuals who cur-
rently or had ever received AOT serv-
ices. NYS has a statute for court-or-
dered community-based treatment,
“Kendra’s Law,” to ensure that individ-
uals with mental illness and a history of
hospitalizations or violence participate
in services appropriate to their needs.
Most active AOT recipients received
ACT or case management services.
The second group included individu-
als who received ACT services in the
prior 12 months. ACT is the most in-
tensive level of community-based
care, targeting individuals with serious
mental illness who are not able to en-
gage in traditional clinic-based servic-
es. The third group consisted of indi-
viduals who received Medicaid-reim-
bursed case management services in
the prior 12 months. Case managers

are assigned when an individual with
serious mental illness is believed to
need outreach and frequent contact in
the community to maintain engage-
ment with the treatment system.

The fourth group included individu-
als who had received prior treatment in
the NYS forensic system. This popula-
tion includes individuals with serious
mental illness discharged from prison
satellite mental health units as well as
individuals discharged to the NYC
community from state psychiatric facil-
ities after receiving inpatient care un-
der one of several forensic designa-
tions, including not competent to stand
trial, not guilty by reason of insanity, or
long-term inpatient civil commitment.
The final group consisted of individuals
with two or more psychiatric emer-
gency room Vvisits or inpatient admis-
sions in the prior 12 months. These are
individuals who either because of ill-
ness severity or lack of engagement
with appropriate community-based
services are frequent users of the most
intensive and expensive services.

The New York State Psychiatric In-
stitute is an OMH-funded state psy-
chiatric research center that has a
close relationship with Columbia Uni-
versity’s academic medical center. The
NYS OMH and NYC DOHMH proj-
ect leadership used the relationship to
access local and national consultants
who provided input on the design of
the Care Monitoring Initiative. The
project is one of the first known efforts
to use secondary claims data to direct-
ly inform clinical decision making, and
the project leadership requested that a
formal outcomes assessment be un-
dertaken to document its effective-
ness. The academic collaboration also
assisted this process, because the eval-
uation will be supported in part by out-
side funding from federal and founda-
tion sources obtained by project staff
with academic affiliations.

Pilot work indicated that at any giv-
en point in time the high-need cohorts
described above include more than
20,000 individuals with serious mental
illness in NYC. The Care Monitoring
Initiative involves monthly examina-
tions of Medicaid claims data to iden-
tify patterns of service use (or nonuse)
that indicate that an individual in one
of the identified cohorts might not be
engaged in needed treatment. Three
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patterns of service use that would trig-
ger a clinical notification were defined.
The first was having no claim indicat-
ing that a prescription for psychotrop-
ic medication had been filled in the
prior 60 days. The second was having
no claim indicating that an ambulatory
mental health care or substance abuse
services visit occurred in the prior 120
days. The third pattern was having two
or more claims indicating a psychiatric
emergency room visit or an inpatient
hospitalization in the prior 120 days.
The initiative’s project development
team examined service use data from
October 1, 2007, to September 30,
2008, to define cutoffs for patterns of
service use indicating a potential con-
cern. Claims lag—that is, the time
from when a service is rendered until
the claim is received and processed by
the state Medicaid administrator—is
one factor to consider when making
claims-based decision rules. Some
Medicaid claims, such as prescription
drugs, are paid electronically at the
time of fill in New York, allowing for
virtually real-time monitoring of the
provision of such services. In contrast,
pilot analyses indicated that 62% of
Medicaid claims for outpatient mental
health services are adjudicated within
30 days and 79% are adjudicated with-
in 60 days. The 60-day and 120-day
look-back periods for the pharmacy
and outpatient mental health-acute
services notifications, respectively,
were based on these data. The analy-
ses indicated that as of October 1,
2008, more than 11,000 individuals in
NYC had service patterns that would
generate a notification. Further mod-
eling suggested that in the subsequent
12 months, an additional 5,200 indi-
viduals had patterns of service use that
would have generated a notification.
The Care Monitoring Initiative in-
volves borough-based teams run joint-
ly by NYC DOHMH and NYS OMH;
the first team began in Brooklyn in
October 2009. To expedite the launch
of the initiative, a managed behavioral
health care vendor was contracted to
operate the day-to-day activities of the
project. The initiative’s “care moni-
tors” on the vendor’s staff review the
monthly clinical notification reports
and contact providers who last served
the identified individuals to deter-
mine whether the clinical notification

indeed represents someone with a
high level of clinical concern. If so, the
care monitor works with provider staff
to develop a plan for reengagement
and stays in touch with the provider
until the individual appears to be
reengaged in appropriate care. If no
mental health provider can provide
outreach, the care monitor consults
with the respective NYC mental
health authorities about the feasibility
of assigning a new provider. When this
is not feasible (when a high-need indi-
vidual is lost to care with no contact
information), the care monitor contin-
ues to review monthly clinical notifi-
cation reports to determine when the
individual next accesses services (for
example, an inpatient hospitalization
or emergency room visit) and then
contacts the provider to discuss the in-
dividual’s needs and engagement in
services. A provider outreach protocol
has been developed to serve as a tem-
plate for the care monitors’ interac-
tions with treatment providers. De-
tailed data reporting requirements
will allow for monitoring of process
and outcome indicators.

The initiative’s contract with the
vendor to inform providers about ap-
parent lapses in care was one means of
helping providers better serve individ-
uals. In addition, the NYC DOHMH
and NYS OMH each assigned a co-
director to the project to oversee the
vendor and act as liaisons to providers.
Several open provider meetings were
held and attended by DOHMH and
OMH leadership, who endorsed the
vendor and underscored its authority
to monitor the care of high-need indi-
viduals. To ensure accountability at
several levels, the vendor’s contract in-
cludes requirements for performance
reporting to allow DOHMH and
OMH to assess the extent to which in-
dividuals who trigger notifications are
being reengaged in care, to provide in-
formation on provider performance on
reengagement, and to identify how
reengagement varies in the cohorts.
We plan to compare the outcomes of
cohorts in the Care Monitoring Initia-
tive with those of cohorts in upstate
counties and in Pennsylvania. A quali-
tative interview study also is planned
to identify themes that underlie
clients’ decisions to discontinue and
reengage in care.
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Conclusions

This is one of the first large-scale ef-
forts to utilize secondary data to in-
form clinical decision making in a large
public mental health system. Multiple
key collaborations contributed to the
successful development of the initia-
tive. The NYS/NYC Mental Health—
Criminal Justice Panel was initially
convened because of incidents of vio-
lence involving individuals with men-
tal illness that received significant me-
dia attention. The panel began with a
broad focus, but thoughtful review and
expert leadership allowed key govern-
ment stakeholders (NYC DOHMH
and NYS OMH) to rapidly develop an
action plan. With clearly stated goals
and combined resources, further col-
laborations were developed with aca-
demics and a vendor to provide the re-
sources to carry out specific panel rec-
ommendations. These multiple part-
nerships were rarely contentious be-
cause of the initiative’s clear focus,
open communication, and equally
shared oversight authority. The NYC
Mental Health Care Monitoring Ini-
tiative should provide a model for ad-
ministrators, academics, and private-
sector entities who wish to develop
similar collaborative efforts.
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