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Abstract

- Minna Song?3 - Laura Gaydos' - Janet R. Cummings’

This qualitative study describes how Medicaid policies create challenges for the delivery and receipt of mental health treat-
ment for low-income youth in Georgia. We conducted focus groups with caregivers of Medicaid-enrolled children with
ADHD and semi-structured interviews with providers and administrators at four safety net clinics that provided mental
health care to these youth. Stakeholders reported that prior authorization policies for psychosocial services, restrictiveness
of preferred drug lists, and changes in preferred drug lists in Medicaid plans created barriers to treatment continuity and
quality for youth with ADHD and led to more administrative burden for safety-net clinics serving these youth.

Keywords ADHD treatment - Children’s mental health services - Medicaid - Safety-net - Qualitative research

Introduction

Medicaid and the Children’s Health Insurance Program
(CHIP) are two public programs that serve as important
sources of mental health care coverage for low-income and
disabled children. Approximately 2.6 million children cov-
ered by Medicaid and CHIP reported having special health
care needs including one or more behavioral health prob-
lems. Total Medicaid spending for children using behavioral
health services has grown in recent years, from $19.3 billion
in 2005 to $30.2 billion in 2011 (Kaiser Family Foundation
(KFF) 2017).

Medicaid covers many mandatory mental health ser-
vices, including prescription drugs, physician services, and
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in-patient care. States may also opt to cover additional ser-
vices, such as case management and psychotherapy services
(Frank et al. 2003). Children’s mental health services can be
particularly comprehensive due to Medicaid’s Early Periodic
Screening, and Diagnosis and Treatment (EPSDT) benefit.
Under EPSDT, states must provide coverage for behavio-
ral health screenings and assessments. Children diagnosed
with behavioral health conditions are entitled to coverage
for services to treat the condition through Medicaid (Zur
et al. 2017).

Historically, Medicaid mental health services were pro-
vided on a fee-for-service basis whereby providers were paid
directly for each covered service. In the past few decades,
however, nearly all state Medicaid programs have enrolled
beneficiaries in private managed care plans as a strategy to
contain costs, particularly for enrollees with complex health
care needs (National Alliance on Mental Illness (NAMI)
2011; Sparer 2012). As of June 2017, 47 states and Washing-
ton D.C. enrolled some or all child and adult Medicaid ben-
eficiaries in managed care plans; in 2016, more than four-
fifths (81.1%) of Medicaid beneficiaries in the U.S. were
enrolled in managed care (Kaiser Family Foundation (KFF)
2016; Honsberger and VanLandeghem 2017). Managed care
organizations (MCOs) employ a combination of methods
to monitor and control utilization of services and contain
costs, including prior authorization, utilization review, pro-
vider profiling, and pharmaceutical management strategies
(Raghavan et al. 2008; Sparer 2012; Lieberman et al. 2016;
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Young and Garfield 2018). For mental health services, these
methods most often include controlling access to medica-
tions through preferred drug lists (PDLs) and requiring prior
authorization of services (Shi and Singh 2014).

In states that implement Medicaid benefits through pri-
vate MCOs, there may be variation in how benefits are
implemented across plans and whether certain health plans
require prior authorization, a common practice for mental
health services. Prior authorization requires a clinician to
provide additional information to the MCO for the purpose
of ensuring eligibility, benefit coverage, medical necessity,
location, and appropriateness of services (Centers for Medi-
care and Medicaid Services (CMS) 2016). Prior authoriza-
tion may be required before commencing a specific type of
service, or when the allowable number of services within a
certain timeframe has already been received. Mental health
services that may be subjected to prior authorization include
case management, in-patient psychiatric care, outpatient
psychotherapy, and services provided by paraprofessional
providers (Hulkower et al. 2017).

Medicaid MCOs also have significant flexibility to con-
trol beneficiaries’ access to prescription drugs, which they
can do by imposing limits on the minimum or maximum
quantities of a prescription or on the number of refills. Med-
icaid plans can also create preferred drug lists (PDLs), which
identify drugs that are covered by the Medicaid plan without
the need for prior authorization—thereby restricting access
to certain types of drugs or drug classes (Ovsag et al. 2008;
National Conference of State Legislatures (NCSL) 2011).
Finally, states are permitted to impose cost-sharing and pre-
miums on enrollees with incomes at 150% of the federal
poverty level, including children and adults (Lilienfeld 2016;
MACPAC 2017).

When examining the implications of managed care enroll-
ment for mental health service utilization among Medicaid-
enrolled youth with mental health problems, evidence has
been mixed. Some studies have reported that shifts to man-
aged care have been associated with increased utilization
of specific mental health related services, including case
management (Tai et al. 2018; Saunders and Heflinger 2003,
2004; Ruble et al. 2005), prescription psychiatric medica-
tion (Saloner et al. 2014; Ruble et al. 2005), and medication
monitoring (Saunders and Heflinger 2003, 2004). In addi-
tion, there is evidence to suggest that Medicaid managed
care enrollment of children has led to overall mental health
care cost savings (Turner 2015; Hutchinson and Foster 2003;
Norton et al. 1997; Catalano et al. 2000) as well as reduc-
tions of inpatient psychiatric care through shifts to outpatient
and community based mental health services (Raghavan
et al. 2006; Burns et al. 1999; Nicholson et al. 1996, 1998).

However, a number of studies have observed barriers to
care for children in Medicaid managed care arrangements.
Findings suggest that moving children from traditional

fee-for-service or primary care case management programs
to managed care plans is associated with reduced access to
psychiatric or prescription medications (Cook et al. 2004;
Davidoff et al. 2007; Ruble et al. 2005; Ali et al. 2019;
Turner 2015), traditional and day outpatient services (Bran-
nan and Heflinger 2005; Heflinger et al. 2004), and care
support services (Brannan and Heflinger 2005). Another
negative consequence that has been observed from enroll-
ment in Medicaid managed care programs for children with
mental health needs is increased hospital readmission rates
(Callahan et al. 1995).

Previous research has also revealed that shifting from
FFS to managed care can have adverse effects on provid-
ers. Studies suggest that this change has decreased provider
satisfaction while increasing administrative burden and
financial costs for providers (Callahan, et al. 1995; Gordon
et al. 2018). In response, providers may alter their treatment
behavior, such as spending less time with capitated patients
(Melichar 2009).

As noted, previous quantitative research has provided
important insight into the complexities of delivering men-
tal health services to children under Medicaid managed care
arrangements. These studies have provided mixed findings
regarding the impact of Medicaid managed care on access to
and quality of child and adolescent mental health services.
This current study uses qualitative data collected at four-
safety net clinics in Georgia to examine in more detail the
challenges created by Medicaid prior authorization require-
ments and formularies on the treatment seeking experiences
for children receiving care for ADHD. We also describe the
impact of these policies on the safety-net providers from
whom they sought treatment.

Methods
Study Context

The findings from this analysis come from a qualitative
study that was conducted as part of a larger mixed-methods
research project aimed at understanding and improving
care for Medicaid-enrolled children who seek mental health
treatment at safety-net clinics. According to the Institute of
Medicine (IOM), safety net providers are those that “organ-
ize and deliver a significant level of health care and other
health-related services to uninsured, Medicaid, and other
vulnerable patients” (Lewin and Altman 2000).

The broader project included a focus on youth with
attention-deficit hyperactivity disorder (ADHD), which is
prevalent among children and adolescents (Merikangas et al.
2010). The first (quantitative) research aim used Medicaid
data from nine states to examine ADHD treatment continuity
and quality among Medicaid-enrolled children (Cummings

@ Springer



582 Administration and Policy in Mental Health and Mental Health Services Research (2019) 46:580-595

etal. 2017; Ji et al. 2018). Findings indicated that care con-
tinuity for youth initiating ADHD medication is poor, as
three-fifths of the youth discontinued medication and nearly
half disengaged from treatment during the 10-month follow-
up period. Furthermore, of those that initiated and contin-
ued medication, nearly two-fifths did not receive minimally
adequate follow-up care (a performance measure assessed
by the National Committee for Quality Assurance) (Cum-
mings et al. 2017).

Following the quantitative analysis, the objective of the
broader qualitative study was to explore in more depth the
challenges highlighted by the quantitative study of treatment
continuity and quality among children with ADHD who seek
mental health treatment in safety-net clinics by including the
perspectives of caregivers, providers, and safety-net adminis-
trators in Georgia. Georgia was selected as an important case
for this study for several reasons. First, Georgia is a large
state and has a high percentage of children living in poverty,
with the eleventh highest percentage living in poverty among
all 50 U.S. states (Children’s Defense Fund 2018). Second,
Georgia has a diverse population with respect to its racial
and ethnic composition, and race/ethnicity was a construct
that was a focus of other analyses from the main project.
Lastly, almost all low-income youth served by Medicaid are
enrolled in a managed care plan since Georgia instituted
mandatory enrollment in 2006 (Centers for Medicare and
Medicaid Services (CMS) 2014).

Using data from the qualitative study, this paper focuses
on findings that emerged for two components of Medicaid-
related policy—prior authorization of psychosocial services
and formularies across Medicaid plans. We focused on these
two issues because of the strength of the findings, as well as
the salience of the findings for the overall objectives of the
main project (i.e., elucidating correlates of treatment con-
tinuity and quality among children with ADHD who seek
care in safety-net clinics; and identifying modifiable factors
that can improve the quality of mental health (MH) services
for this population).

Study Design

This study used a mix of qualitative methods including car-
egiver focus groups and provider and administrator inter-
views to explore barriers and facilitators of the provision
and receipt of mental health treatment among youth with
ADHD who seek care from safety net providers in Georgia.

Data Collection and Recruitment
This study received approval from the Emory University
Institutional Review Board. We held five focus groups with

parents and grandparents of children enrolled in Geor-
gia’s Medicaid and Children’s Health Insurance Program
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(CHIP) to obtain their input about barriers and facilitators
for youth who seek ADHD treatment in safety-net clinics in
Georgia. Semi-structured interviews were conducted with
mental health care providers and clinic administrators from
safety-net clinics who serve Medicaid enrolled children with
ADHD. These interviews captured informants’ clinical and
organizational perspectives about serving Medicaid-enrolled
youth with mental health care needs.

Four safety-net clinics from three geographically diverse
regions of Georgia participated in this study, including three
specialty mental health clinics (public and private) and one
federally qualified health center (FQHC). Several criteria
were used to select the four clinics. First, we selected clinics
that provide mental health treatment to the target population
and for which the majority of clients were Medicaid-enrolled
youth. Second, we selected clinics to obtain variation in ser-
vice delivery (specialty mental health versus primary care).
Third, we selected clinics to achieve racial/ethnic diversity
in the study sample. Fourth, we wanted to obtain key stake-
holder perspectives in urban and rural settings, and in mul-
tiple regions of Georgia. Finally, we selected clinics with
sufficient patient volume (i.e., Medicaid-enrolled children
receiving mental health services) to allow for successful
recruitment of the caregiver focus groups. All four clinics
provided psychotropic medication management services as
well as psychosocial services for the youth they served. The
specialty mental health clinics offered a greater array of psy-
chosocial services and had more staffing to deliver these
services than the FQHC.

Focus Groups

Recruitment for the focus groups was conducted with the
assistance of staff from the participating safety-net clinics.
Clinic staff posted fliers in their waiting rooms to advertise
the focus groups and shared fliers with potential participants.
Interested caregivers called or emailed research staff to be
screened for eligibility. Study team members screened indi-
viduals using the following criteria: (1) take care of a child
enrolled in Medicaid or CHIP who has received treatment
for ADHD for at least 2 months at the safety-net clinic; (2)
able to provide informed consent; and (3) able to understand
and participate in a focus group in English. If the caregiver
had more than one child that had received ADHD treatment
at the clinic for at least 2 months, we asked them to provide
us with information about their oldest child receiving ADHD
treatment at the clinic. The focus groups took place at the
clinics both during and after business hours, and two of the
five focus groups were held at one safety-net clinic (includ-
ing the pilot focus group and one additional focus group).
Participants completed a brief demographic questionnaire



Administration and Policy in Mental Health and Mental Health Services Research (2019) 46:580-595 583

Table 1 Pre-interview survey results®

Challenge Mean score (SD) Not at all A little or some-  Very or
challeng- what challeng- extremely chal-
ing % ing % lenging %

Appointment no-shows and/or premature treatment termination 4.2 (0.8) 0.0 11.8 88.2

Medicaid/government policies 32(1.1) 59 58.8 353

Insufficient resources 2.9 (1.4) 17.6 41.1 41.1

Referral and/or coordination of services with providers outside the clinic 2.5 (1.3) 29.4 47.1 23.5

Coordination of services with agencies outside the clinic 2.5(1.1) 17.6 70.6 11.8

Staffing (i.e. turnover, recruitment) 2.4 (1.0) 17.6 64.7 17.6

Workplace climate (e.g. stress due to workload)® 2.4 (1.1) 25.0 50.0 25.0

Office Space 2.1(0.9) 29.4 64.7 5.9

Coordination of care among providers within clinic 2.1(0.9) 294 64.7 59

Computer Systems 1.8 (1.0) 52.9 41.2 59

%0n a pre-interview survey, providers and administrators (N = 17) were each given a list of challenges and asked to rate their perception of the
difficulty of each challenge in regards to providing treatment for children with ADHD on public insurance. Possible responses ranged from (1)
“not at all challenging” to (5) “extremely challenging.” Higher scores indicate higher perceived difficulty of the challenge. This table provides
the mean score of each challenge, along with the number and percent of participants that believed the challenge was either: (1) “not at all chal-
lenging,” (2) “a little challenging” or “somewhat challenging,” or (3) “very challenging” or “extremely challenging.”

bAnswer provided by N = 16 respondents

and provided written consent prior to the start of the focus
groups.

The questions and constructs in the data collection
instruments were informed by our conceptual model for
the broader mixed methods project that drew on compo-
nents of the Behavioral Model of Healthcare Utilization
and the MacArthur model described below (Andersen and
Davidson 2001; Schoenwald et al. 2008). Focus group dis-
cussions addressed the following major topics: (1) barriers
and facilitators of ADHD treatment for the child and fam-
ily at multiple levels (i.e., child, caregiver, provider, clinic,
and policy levels); (2) experience with school-based mental
health treatment; and (3) perspectives on mobile technology
use for ADHD treatment. Each focus group lasted approxi-
mately 2 h and was facilitated by one of two senior research-
ers trained in focus group methodology (JC and SB). Partici-
pants received a $40 gift card at the end of each focus group.

Interviews

Recruitment for the interviews was conducted with the assis-
tance of administrators from each of the four participating
safety-net clinics. To ensure a broad range of experiences
and expertise, we sought participation from physicians
(psychiatry and primary care), nurses, therapists, and other
clinic support staff (i.e., paraprofessional provider and social
worker). Administrators provided the research team with the
contact information for at least one physician and at least
three other providers at each clinic. Recruitment for these
informants occurred primarily by email.

Informants completed a pre-interview survey that was
emailed to them approximately 1 week prior to the inter-
view. The survey included questions about their perspec-
tives on the challenges associated with delivering treatment
to this population. Each provider was given a list of chal-
lenges and asked to rate their perception of the difficulty of
each challenge in regards to providing treatment for children
with ADHD on public insurance. This list was generated
by drawing on the preliminary conceptual framework for
the overarching mixed methods study described above, as
well as prior literature (Palinkas et al. 2008; Hurlburt et al.
2004; Schoenwald et al. 2008). Possible responses ranged
from (1) “not at all challenging” to (5) “extremely challeng-
ing.” Higher scores indicate higher perceived difficulty of
the challenge. Table 1 provides the mean score of each chal-
lenge, along with the number and percent of participants that
believed the challenge was either: (1) “not at all challeng-
ing,” (2) “a little challenging” or “somewhat challenging,”
or (3) “very challenging” or “extremely challenging.” Based
on these results, Medicaid/government policies was desig-
nated as the second most difficult challenge, with a mean
score of 3.2.

Before each interview began, informants provided ver-
bal informed consent and completed a written questionnaire
that addressed their demographics, professional background,
education, current work responsibilities, and experience
serving low-income publicly insured youth. Interviews were
conducted by telephone and lasted between 30 min and 1 h.
Participants were emailed a $50 electronic gift card after the
completion of each interview. Interviews addressed several
major topics, including (1) perceived barriers and facilitators

@ Springer



584 Administration and Policy in Mental Health and Mental Health Services Research (2019) 46:580-595

for caregivers helping their child receive ADHD treatment;
(2) providers’ challenges to providing high quality MH ser-
vices (informed by the pre-interview questionnaire), strate-
gies for overcoming these challenges, and suggestions for
policy changes; (3) school-based mental health treatment;
and (4) mobile technology use and preference for ADHD
treatment. We used information from the pre-interview
questionnaire to inform which challenges for the provision
mental health services to this population we discussed dur-
ing the in-depth interview (prioritizing those challenges with
the highest scores). We discussed between three and five of
the topics included in the questionnaire (time-permitting).
We asked about challenges, strategies, and recommenda-
tions related to Medicaid/government policies in all 17
semi-structured interviews, as it was one of the most highly
ranked challenges by participants.

Participants

A total of 37 caregivers participated in the five focus
groups. Four administrators and 13 health care providers
at the four safety-net clinics participated in key informant
interviews. Table 2 illustrates the characteristics of all study
participants.

A majority (91.9%) of caregivers were mothers or
grandmothers. Most participants were over the age of 40
(59.4%) and were African American (56.7%). About one
third had a high school degree or less (37.8%). About half
of the parents or grandparents (48.6%) had children under
the age of 12 who sought treatment for ADHD at one of the
four safety-net clinics. Participants reported a range in age
of their oldest children/grandchildren who sought ADHD
treatment (from ages 4 to 17), and most reported that their
children also had various co-morbidities, including depres-
sion, bipolar disorder, autism, and obsessive compulsive
disorder. Approximately 35.1% of caregivers reported that
their child had one co-morbid MH condition, and 37.8%
reported that their child had two or more MH co-morbid
conditions. Nearly nine-tenths of the caregivers’ children
were receiving medication, and 78.4% were receiving some
type of individual psychotherapy services at the clinic for
their mental health problems. For the children represented
in this study, approximately 73.0% were covered by one of
three Medicaid managed care plans, known in Georgia as
Care Management Organizations, or CMOs, while 10.8%
were covered under fee-for-service (FFS) Medicaid due to
disability. We were unable to confirm the type of Medicaid
coverage of approximately 16.2% of the children.

The key informants included physicians (primary care
and psychiatry), nurses, therapists, and other clinic staff
(social worker and paraprofessional). A majority (82.4%)
were women, non-Hispanic white (58.8%), and had a
master’s or doctorate degree (76.4%). Almost half of the
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informants (47%) were over the age of 40, and one-third
(35.3%) had been in their current position for at least 3 years.

Data Analysis

All focus groups and informant interviews were audio
recorded and transcribed to ensure that the information was
complete and accurate. We removed all identifying informa-
tion from the transcripts including participant names, clinics,
and health care providers. Detailed notes taken from each
focus group and informant interview were used to augment
the analysis. Transcripts were coded using MAXQDA, a
software program that facilitates qualitative data and man-
agement (MAXQDA 2018).

We used a directed content approach (Hsieh and Shan-
non 2005) whereby the research questions and conceptual
frameworks guided our analysis. To inform our analysis, we
drew upon the preliminary conceptual frameworks that had
been created for the broader mixed methods study. First,
we drew upon several components of the Behavioral Model
of Healthcare Utilization when analyzing the data. More
specifically, this conceptual framework describes how two
components of health behaviors—including the process of
medical care and the use of personal health services—are a
function of predisposing, enabling, and need-related factors
at the individual- and contextual-levels. It is worth noting
that we leveraged a more recent iteration of the Behavio-
ral Model of Healthcare Utilization (published in 2001),
which includes process of medical care as a sub-construct
under “health behaviors”; this sub-construct is defined as
the behaviors of providers who interact with clients, which
can include clinical assessment, treatment recommendations,
and prescribing patterns (Andersen and Davidson 2001).
Our analysis also leveraged several enabling characteristics
defined in this framework at the contextual level, including
health policies and the organization of care delivery, as well
as individual-level characteristics including insurance cov-
erage, and family financial resources (Andersen and David-
son 2001). These enabling characteristics interact with need
characteristics, identified largely as high mental health care
needs and ADHD health symptoms, which influence health
behaviors (including the process of medical care and the
use of health services) of low-income youth with ADHD. In
addition, we also drew upon the conceptual framework from
MacArthur research network on youth mental health child
system and treatment enhancement projects (ChildSTEPs).
This conceptual model highlights how a clinic is influenced
by the broader child mental health service system, which
includes health policies related to financing structures and
regulations at multiple levels. Within a clinic, characteristics
of the organization, providers, and child and family influence
the treatment offered to clients (Schoenwald et al. 2008).
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Table 2 Participant

e Administrators and providers Caregivers
characteristics (N=17) (N=37)
Participant characteristics
Female (%) 82.4 91.9
Age of participant >40 years old (%)* 47.1 59.4
Race (%)
White 58.8 432
African American 29.4 56.7
Asian 11.8 -
Education (%)
High school degree or less - 37.8
Some college 59 35.1
College degree 17.6 27.0
Master’s or doctorate degree 76.4 -
Length of time in position (%)
<1 year 353 -
1 to <3 years 29.4 -
3+ years 353 -
Child characteristics
Number of children in household who receive ADHD treatment (%)
1 child - 83.8
2+ children - 16.2
Age of oldest child receiving ADHD treatment (%)
<12 - 48.6
12-17 - 514
Medicaid plan enrollment (%)
Managed care - 73.0
Fee-for-service (FFS) - 10.8
Unknown - 16.2
Comorbidities reported (%)
None 27.0
1 co-morbid MH condition 35.1
2+ co-morbid MH conditions 37.8
Types of treatment received by oldest child (%)°
Medication - 89.2
Individual therapy - 78.4
Family therapy - 27.0
Group therapy - 13.5

452.9% of administrators and providers were < 40 years of age; 32.4% of caregivers reported that they were
< 40 years of age, and 8.1% of caregivers had missing information on age

PThese categories are not mutually exclusive

Using a team-based strategy, two research team mem-
bers applied codes to the transcript line by line. (MacQueen
et al. 1998). Coded lines were grouped to form inductively
derived themes. The coders met regularly with a lead analyst
to review emerging themes for the development of a code-
book each for the focus groups and informant interviews.
Coding discrepancies were discussed among the team and

modifications were made to the codebook. This iterative
process helped enhance intercoder reliability and led to a
well-defined codebook (Guest and MacQueen 2008). The
dependability of the findings in the study were established
by the transparent coding process and intercoder verifica-
tion of 90%.
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Contextual-Level Factors

—>

Enabling Characteristics

A. Medicaid Policy

o Prior authorization policies for
psychosocial services are
implemented by Medicaid
plans, with substantial variation
in the requirements and process
across plans.

B. Organization of care delivery in
safety-net clinic

o Clinic staff and providers have
heavy administrative burden to
seek authorization for services that
they recommend (requires
additional manpower and time)
Variation in coverage of same day
services: Some plans do not allow
child to see psychiatrist and
therapist on the same day. Clinic
has to deliver services on different
days, creating travel burden for
family.

v

C. Plan has authorized coverage of

services for child. This can affect

the:

o Type of service approved for child

o Number of units (services)
approved for child

* [f service is not approved, family
cannot generally afford to pay for

Need Characteristics

\4

Health Behaviors

D. High mental
health care needs:

Those with the most
severe mental health
needs are more likely
to run out of
allowable units for
services

E. Process of Care Delivery
e When services are not
authorized, the provider is
not able to deliver the
services they want to
recommend. This may
affect the:
o Type of service
o Number of services
o Comprehensiveness
of clinical assessment

l

F. Use of Mental Health Care

e Child may not be able to
receive services the
provider has recommended.

o Child can experience
delays in service use

e Child can experience gaps
in service use (run out of
units)

‘ Individual-Level Factors ‘

services out-of-pocket.

Fig. 1 Prior authorization policies in Medicaid plans creates challenges for the delivery and receipt of psychosocial services among youth with

ADHD

Results

Two major themes emerged from our analysis of the focus
group and interview data. The first theme addresses how
prior authorization policies create challenges for the delivery
and receipt of psychotherapy services to children, as well as
challenges for health care clinics related to administrative
burden. The second theme addresses how the restrictiveness
and changes in PDLs over time in Medicaid plans create
challenges for the delivery and receipt of ADHD medica-
tion and additional challenges for safety-net clinics. These
themes build upon our previous quantitative work by help-
ing to explain how Medicaid managed care policies create
challenges in the receipt of and continuity of mental health
treatment for low-income youth with ADHD.
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Theme 1: Prior Authorization Processes Create
Challenges for the Delivery and Receipt

of Psychosocial Services for Children, As Well As
Challenges for Safety-net Clinics

In Georgia’s Medicaid program, prior authorization require-
ments differ across managed care organizations (MCOs) and
the fee-for-service program and by type of services (e.g.,
individual psychotherapy versus paraprofessional services).
A provider seeking prior authorization for a child who is
enrolled in fee-for-service Medicaid must submit requests
directly to the Georgia Department of Community Health
(DCH). A provider seeking prior authorization for a child
enrolled in an MCO must submit requests directly to the
health plan. In addition, each of these organizations have
unique standards for service authorization, which in turn
can affect care, the frequency or number of therapy units
authorized, and even whether psychiatrist visits and therapy
services can be provided on the same day.
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Challenges for the Delivery and Receipt of Psychosocial
Services for Children

Key informants reported how challenges related to the prior
authorization process (a contextual-level enabling factor)
have implications for the process of service delivery and the
use of psychosocial services by the child (See Fig. 1, boxes
a, e, and f). When a recommended psychosocial service
requires prior authorization and has not yet been author-
ized (either due to the length of time of the prior authoriza-
tion process or a denial of the prior authorization request),
this creates a disconnect between the psychosocial service
the clinician has recommended and the services that can
be received by the child. This disconnect is especially pro-
nounced for children insured through the Medicaid program
because their caregivers typically do not have the financial
resources to pay for services out-of-pocket if the service
is not covered by their Medicaid plan (an individual-level
enabling factor; See Fig. 1, box c). Potential consequences
of this disconnect are explained by an administrator:

Really what I mean by that is sometimes just the
authorizations process. There are services that we’d
like to put in place for a child. The process can be
rigorous at times where we have to go through prior
authorization or approval for a service. Sometimes
we receive very few units or allowable sessions for
those services to take place. Other times we’re flat out
denied. (Administrator)

Several key informants also described how treatment
delays could arise from difficulties with the prior authoriza-
tion process. An administrator at another clinic explained:

Some of these authorizations—[Plan X] has up to two
weeks. I mean, two weeks of work days. That’s actu-
ally three weeks before I can get approval on you, to
see you... (Administrator)

A few key informants described how challenges related
to the authorization of clinical assessments created a discon-
nect between the quality of care they wanted to deliver to
the child and what they were actually able to provide. These
individuals spoke about how a limited number of “units”
allocated to conduct clinical assessments, and/or restric-
tions on the frequency with which comprehensive assess-
ments could occur in a given year created challenges for the
development a treatment plan for the child. One provider
explained:

[Plan X] doesn’t provide enough units for us to do a
comprehensive assessment, which then doesn’t allow
us to make effective recommendations. (Provider 1)

Focus group participants described their role as an advo-
cate for their child when navigating the prior authorization

process, as they worked to bridge the disconnect between the
services they perceived their child needed and the services
that had been authorized for coverage by the plan. One car-
egiver described:

That’s basically, I guess, my main thing is getting Med-
icaid to approve things that me, as his grandmother, I
know he needs. They don’t live with him every day.
I know when a problem’s coming up, and it’s like
they’re sittin’ up there—and I guess, probably, eve-
rybody says this—they don’t know you. You're just a
piece of paper...... This is my child. I have to live with
him every day, and I just feel like Medicaid probably
needs to work on some stuff, not just transportation.
They need to work on the services that they offer chil-
dren because these children are going out in the world,
and they’re gonna be unprepared, and then the world’s
not gonna treat them the way that we do. (Caregiver)

Several key informants described how the prior authori-
zation process was especially problematic for children with
high mental health care needs (i.e., individual-level need
related factor; See Fig. 1, box d). In some instances, youth
with more severe needs may “run out” of the allotted units
for psychosocial services more quickly. As explained by one
administrator:

Unfortunately, if we have a high-intensity kid, which
definitely happens, we go through the allowed units
for therapy or doctor or whatever we’ve received. We
go through those units faster than six months, because
of the high-intensity kid. We have to see them some-
times twice a week. We go through them, let’s say,
in four months, and we can’t go any further until we
do the whole process again and get it re-authorized.
(Administrator)

Another issue that was discussed for youth with high
mental health care needs is that providers may want to put
in place services provided by a community support individ-
ual (CSI). In Georgia, CSIs are paraprofessional providers
that provide support and resource coordination between the
family and mental health providers (GCPSP, nd). However,
several key informants described how the prior authorization
process for these services can be especially challenging. One
provider described the challenges with the prior authori-
zation of CSI services, and the implications for treatment
progress and continuity for a child that needs these services:

If we could apply for our CSI units at the beginning
and do therapy and CSI immediately, like if I saw
them one day and then the CSI could go out and see
them the next day, we could most likely keep them in
therapy and hopefully get them on medication and get
them back in school and help them. We can’t do that
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because it’s a process. It takes weeks sometimes before
we know if they are even eligible for CSI, if they’re
gonna have enough units for them to be able to be seen
by the CSI. Usually by that time we may not even have
them in our system anymore. They may have already
dropped out. (Provider)

Additional Challenges for Safety-net Clinics

In addition to the disconnect between the services the
providers recommend for a child and what the child can
receive, our findings also indicate that the prior authoriza-
tion requirements in Georgia during the study period had
additional consequences for mental health clinics and their
providers. Each of the four clinic administrators described
the heavy workload their clinic faces when complying with
managed care plans’ prior authorization requirements.
This administrative burden is amplified by the variation in
requirements and processes to obtain prior authorization
across the Medicaid plans. This administrative burden has
a direct impact on the organization of care delivery at the
health care clinic (Fig. 1, box b)—due to the manpower and
time required to complete these requirements. One admin-
istrator explained:

I have a clinician who part of her job duties and
responsibilities is dedicated to the completion of all
the authorizations for this department. We had to put
that in place because it was just simply something that
became a problem with denials not being worked and
those kinds of things. We put a procedure in place
which has helped tremendously. We now have a fairly
smooth flowing system. (Administrator)

An administrator at a different clinic described how chal-
lenges with the administrative burden have downstream
implications with care delivery, due to mistakes leading
to prior authorization denials and subsequent delays in
treatment.

It’s a state process, but every CMO has their own lit-
tle rules. They all have rules. [...] That holds up the
process, too. Let’s face it, you get therapists who are
supposed to be doing therapy, and here they are mag-
nets for paperwork. They’re having to try to figure out
which one is it, which one do I do, did I do this one
right, did I not do the right—and they’re wrong a lot
of the time, because there’s too much paperwork to try
to keep up with. Then they get sent back to us, which
is holding up treatment that much further. (Adminis-
trator)

Several providers echoed the administrators’ concerns
about the amount of paperwork and other documentation
requirements they must follow to adhere to the processes
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for authorization of services. One therapist explained the
difference between the documentation requirements for pri-
vate and public insurance, and how time spent on paperwork
requirements for public insurance is not reimbursed by the
managed care plan or Medicaid.

My private insurance clients, I can document on them
in five minutes... If my clients have public insurance,
after they leave, during assessment after they leave,
it probably takes me three hours to complete all the
necessary documentation. Every so many weeks I have
to spend a couple hours doing all the requesting more
authorizations, updating information that’s already
been given to the insurance provider. It’s a huge time
commitment difference, none of which is paid for.
(Provider)

A couple of participants provided an example as to how
variation in another dimension of service authorization had
implications for the organization of care delivery at the
clinic. A provider explained that there were plans that did
not allow physician visits and psychotherapy sessions to be
billed on the same day (Fig. 1, box b). This requirement
created logistical challenges for caregivers to make separate
office visits for their child. One caregiver explained:

We had an appointment to see the therapist and the
doctor the same day. Then they said, “Oh, we made
a mistake.” Because you can’t bill insurance for both
on the same day. My daughter was really upset. They
figured out somethin’ so they could still see her cuz
she was about to spaz out up there. I thought oh Jesus.
(Caregiver)

Theme 2: PDL Restrictiveness and Changes in PDLs
Over Time Create Challenges for the Delivery

and Receipt of ADHD Medication, and Additional
Challenges for Safety-net Clinics

In Georgia’s Medicaid program, there is a preferred drug
list (i.e., formulary) for Medicaid FFS beneficiaries, which
is updated monthly (Georgia Department of Community
Health (GDCH) 2018). All three of Georgia’s Medicaid
managed care plans in operation at the time of the study
established their own formulary processes and criteria
(Georgia Department of Community Health (GDCH) 2013).
Prior authorization policies for mental health prescription
drugs also differ between FFS and managed care enrollees.
Our findings suggest that PDL restrictiveness and changes in
PDLs over time can have serious implications for the child’s
mental health treatment, as well as for the safety-net clinics
and providers serving these children.
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Fig.2 Use of PDLs in Medicaid plans creates challenges for the delivery and receipt of medication among youth with ADHD

Challenges for the Process of Care Delivery and Receipt
of Medication for Children with ADHD

PDL Coverage and Restrictiveness The restrictiveness of
health plan PDLs (contextual-enabling factor; See Fig. 2,
box a) has implications for children’s mental health care
treatment. Notably, medication is an evidence-based treat-
ment for youth with ADHD (need-related factor; Fig. 2, box
d) (American Academy of Pediatrics (AAP) 2011). Several
caregivers across three focus groups and more than half of
key informants discussed challenges associated with PDL
restrictiveness. If a medication is not covered on the PDL
(Fig. 2, box c), the provider must seek authorization from
the plan to have it covered. If, however, a medication is not
included on a PDL and it is not authorized for coverage,
the child will typically have to use a different medication
because families cannot afford the out-of-pocket costs of a
medication that is not covered by the plan. Several providers
and one caregiver described the financial burden for families
if a preferred medication was not covered on the formulary.

When I went to get my son’s Vyvanse the other day,
insurance wouldn’t pay for it. Every so often, they have
to do a recertification. [...] Then to pay out of pocket,
it’s ridiculous. I work six days a week just to make
ends meet and barely have enough left over for any-
thing else, certainly can’t pay for a $300.00 prescrip-
tion. (Caregiver)

A major consequence of PDL coverage and restrictive-
ness for the process of care delivery and the use of mental
health care (Fig. 2, box e and f) is that the child may not be
able to receive the medication the provider wants to pre-
scribe given the child’s clinical indications and/or family
circumstances. One provider offered an example:

Another challenge is that they don’t pay for the non-
stimulant option unless you fail two other medications
and then do a prior authorization, which is, again,
arduous and doesn’t make much sense, considering
there is some patients you don’t wanna put on stimu-
lants for either physical reasons, or the parent may be a
substance abuser. There’s only one non-stimulant that
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is shown to really help with attention, and they don’t
wanna pay for it. (Provider)

Two caregivers from one focus group described another
potential consequence of PDL coverage and restrictiveness
for the process of care delivery (Fig. 2, box e): providers can
make a mistake and write a prescription for a medication that
is not covered by the plan.

Oh, I have had a problem with all. My daughter medi-
cine—she, the doctor always write her a prescription
that her insurance don’t cover. I have to keep comin’
back, keep comin’ back get another prescription from
the doctor. (Caregiver 1)

Sometimes it’s the way that they write it. If they write
the generic name or if they write the brand name then
the pharmacy won’t fill it unless it’s one or the other.
(Caregiver 2)

A provider provided some perspective on trying to navi-
gate the differences across the PDLs.

There are formulary medications, but it is different
for each insurance company, so it’s hard to remember
which one does—covers which. And then you’ve got
them all sitting in front of you and you’ve got a 30 or
45, 50 min appointment based on whether they’re new
or follow up or whatever, to be able to take that time
to go back and look and see which insurance company
they are and then what their coverages are, can provide
some challenges. (Provider)

Several caregivers described another consequence for the
use of mental health care (Fig. 2, box f) associated with
PDL restrictiveness: delays in having prescriptions filled.
Caregivers offered several reasons for these delays, includ-
ing challenges coordinating with the clinic and pharmacy
if a child’s medication needed to be re-authorized as well
challenges that occur when providers write prescriptions for
medications that were not included on the formulary (result-
ing in extra trips to the pharmacy). One caregiver explained:

I just think it’s a problem just the system, how it actu-
ally works. If they could come up with a better way
for us to call and be able to get our medication for our
kids [...] the process that they got going on, as far as
us getting the medicine in a timely manner. (Caregiver)

Clinic staff also observed certain challenges that caregiv-
ers face when trying to get medications filled in a timely
manner for their child. One administrator attributed these
difficulties to authorization processes as well as parents’
inability to make timely medical appointments.

Sometimes it’s a prior authorization problem which
really comes down to a disconnect between the doctor
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and the pharmacy and the insurance company. Other
times it’s just a lack of consistency on the parents’ end
to ensure that they have scheduled follow-up medical
appointments and that they’re keeping those appoint-
ments and that they’re actually giving their child the
medication. Those are probably the two barriers that
we see the most. (Administrator)

PDL Changes Several caregivers, providers, and an admin-
istrator also explained how frequent changes to the PDLs
(Fig. 2, box a), often without notification, were especially
challenging for the process of care delivery (Fig. 2, box e)
and the use of mental health care (Fig. 2, box f) for chil-
dren receiving ADHD medication. As plans change their
PDLs, the provider may have to change the treatment plan
if the former medication is not included on the new PDL
and is not authorized for coverage. The child may have to
switch to a new medication, which can result in a setback
in treatment progress and/or new side effects. Changes in
medications can be especially difficult for families that
have started to see improvements in their child’s ADHD
symptoms after they have become stable on a medication.
One provider explained:

We see PDL changes all the time. [...] That’s really
hard to disrupt what’s finally been successful, espe-
cially in the school setting. Their grades may have
gone up. They’re finally sitting still and learning. Just
having to go back to the drawing board to find out if
these other medicines would work. (Provider)

This same provider further explained challenges related
to side effects:

That’s a big issue for children to have to switch
because these are pretty big meds that we’re using,
and so to have to switch from one stimulant med to
another is often a big deal and may cause some side-
effect issues as well. (Provider)

Additional Challenges for Safety-net Clinics: Administrative
Burden (Fig. 2, box b)

The restrictions imposed by Medicaid and MCOs on chil-
dren’s ADHD medications have additional consequences
for safety-net mental health clinics and their providers.
First, prior authorization requirements for medications
impose a major administrative burden on providers and
administrators. One administrator discussed the challenge
their clinic faces when seeking prior authorization for a
medication when children’s coverage changes.

It takes a substantial amount of time to actually go
through the process of doing the prior authoriza-
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tion, and after that there’s likely to be a second set
of follow-up questions that comes after the prior
authorization. It’s just the time that it takes to get
the required documentation to a lot of the insurance
companies, Medicaid and CMO insurance compa-
nies. I think that’s probably the biggest challenge
that we have here, cuz that’s huge chunk of time that
providers can’t see patients, that dedicated to getting
paperwork done. (Administrator)

Safety-net clinics and providers also face challenges
when Medicaid formularies change, especially without
notice. Plans can modify their PDLs and providers may be
unaware or confused by the changes. One provider notes:

There’s really no consistency. There is nothing that
you could follow. It changes so fast. Sometimes in
other facilities where I see they also do Medicare,
Medicaid, this month this medication is approved.
Next month they say, “No it’s not approved.” [...]
Sometimes I don’t know what to do. (Provider)

Strategies and Recommendations

Several key informants described two strategies their
organization had used to address challenges resulting
from processes related to prior authorization of services
and formularies including: (1) the use of dedicated staff to
handle paperwork and procedures and (2) the cultivation
of personal relationships with leaders at one or more of the
managed care organizations. As described by one provider:

Yes. Like I said [....] before each therapist did their
own authorizations, we had a lot of unauthorized ser-
vices. I took on that position where I do it one day a
week, where I do everybody’s CSI therapy, whatever
group, whatever they need. I’ve established contacts
within all the different CMOs, so a lot of the issues
I had with them were a year ago or a year and a half
ago. As of this year, they have been wonderful to
work with. (Provider)

An administrator at a different clinic further explained
the importance of personal relationships with individuals
at the managed care organizations.

I can call Plan X, the director, clinical director at any
moment and say, “[Director’s Name], we need some
help. This kid is high acuity. It’s gonna be two weeks
before you approve him. You need to get in there and
approve him today.” [Director] always comes through
and approves them the same day. (Administrator)

In addition to these strategies that had already been
implemented, several key informants also offered addi-
tional recommendations that would help alleviate some

of the challenges related to prior authorization of services
and formularies. These suggestions included the imple-
mentation of policies and procedures to promote: greater
standardization of formularies across the plans, improved
access to information about formularies and changes in
formularies across plans, and greater standardization of
forms/paperwork across plans. A couple of key inform-
ants also suggested that the Medicaid program may con-
sider implementing a policy that allows a child to receive
coverage for a medication if it was previously included in
the formulary and if the medication has been shown to be
effective for the child. One provider explained:

I think if across the board if they have proven suc-
cess on a certain stimulant medication, even if the
PDL changes or the type of CMO changes, they could
remain on that one, I think that would be very benefi-
cial for the patient. (Provider)

Discussion

This study used qualitative data gathered from caregivers
and safety-net administrators and providers in Georgia to
provide insight into the mental health treatment experiences
of low-income children with ADHD. Findings revealed that
the implementation of prior authorization policies and PDLs
among the Medicaid plans in Georgia can create barriers to
mental health treatment for children, and unintended conse-
quences for the safety-net clinics that serve them.

Policies related to prior authorization for psychosocial
services and PDLs can delay and/or limit children’s access
to psychosocial services and ADHD medications. These
problems were experienced most by children in our study
who were enrolled in a managed care plan. Participants in
our sample described how these policies can create a dis-
connect between the services and/or medications a provider
would like the child to receive and what the child is able to
receive. While these processes are in place to ensure proper
utilization of health care services and help contain the
growth in health care costs (Stroul et al. 1998; Brannon and
Heflinger 2006), participants in our study provided specific
examples as to how these policies can adversely affect clini-
cal care. For example, formularies that are very restrictive
can limit the physician’s options to help a child find a well-
tolerated medication that is effective at symptom reduction.
As another example, formularies that change frequently or
without notification can disrupt care for youth with ADHD.
These findings add richness and nuance to a growing body of
quantitative evidence that has identified low rates of ADHD
medication persistence and high rates of discontinuities in
ADHD medication among Medicaid-enrolled youth with
ADHD (Marcus et al. 2005; Cummings et al. 2017; Ji et al.
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2018). Future quantitative research should assess the extent
to which restrictive formularies and formulary changes con-
tribute to extended breaks in medication among Medicaid-
enrolled youth with ADHD.

The variation and changes in prior authorization policies
and prescription drug formularies over time also had unin-
tended consequences at the organization level. More spe-
cifically, these policies created challenges for the safety-net
providers and clinics that serve Medicaid-enrolled youth,
including high administrative burden, costs, confusion, and
difficulties keeping up with the policy changes. It is worth
noting that at the time of the study, the Georgia Medicaid
program only had three private insurance plans that served
the population enrolled in managed care; since this time, a
fourth managed care plan has entered the market. Nationally,
the average number of private managed care plans that oper-
ate within state programs (that have any managed care plan)
is 7, with a maximum of 23 (New York) (Kaiser Family
Foundation (KFF) 2018). Thus, the salience of this finding is
particularly noteworthy given that there were only three pri-
vate Medicaid managed care plans at the time of the study.
Future research may consider exploring the extent to which
an increase in the number of private Medicaid managed care
plans can exacerbate these challenges for safety-net provid-
ers, as well as the effectiveness of any state policies and
procedures that have been implemented to mitigate these
challenges.

Several providers and clinic administrators offered sug-
gestions about policies and procedures that could reduce
the administrative burden associated with implementation
of prior authorization policies and formularies. Many of
these suggestions centered on establishing standardized
policies and procedures across managed care plans includ-
ing: standardizing paperwork for prior authorizations; pro-
viding accessible, up-to-date information about formularies
and changes in formularies; standardizing formularies across
plans; and implementing requirements for medications to be
covered if they were previously included in a formulary, had
been shown to be effective for a child, and were no longer
covered after a change in formulary. While these types of
policies and procedures may, in fact, reduce the administra-
tive burden for safety-net providers associated with navigat-
ing variation in prior authorization and formularies, there is
an inherent tension between greater standardization of plan
features and allowing private plans to have the autonomy
to design benefit plans that achieve competing objectives—
including cost containment. Nevertheless, state policymak-
ers may consider, at a minimum, establishing guidelines to
standardize and clarify information about each of the plans’
policies and outline procedures as to how providers and
clinic administrators will be notified when policies and for-
mularies change.
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Limitations and Future Directions

Several limitations warrant consideration when interpret-
ing the results of this study. First, the study took place in
Georgia and as such reflects a specific case study of mental
health care for low-income children in that state. Many of
the barriers to ADHD treatment identified by the informants
reflect state-specific Medicaid policies. In addition, our find-
ings that children often face particular difficulties accessing
ADHD treatment through Medicaid managed care arrange-
ments could likely be limited to the policies of the three
MCOs contracted by Georgia’s Medicaid program at the
time of the study. It is also important to note that caregivers,
administrators, and providers were recruited from four select
safety-net clinics in Georgia that provide mental health care
to low-income children. Thus, the four safety-net clinics may
not represent the diversity or complexity of experiences of
other safety-net providers in serving low-income children
with mental health care needs. Also, the caregivers recruited
for the focus groups volunteered to participate and therefore,
it is important to acknowledge the possibility of selection
bias. Future research is needed to assess how widespread
these issues are for children seeking mental health treatment
in safety-net settings, and for the organizations and providers
that serve them. Finally, our study did not include interviews
with state Medicaid agency representatives or representa-
tives from managed care organizations who may have pro-
vided further insight into the policy-level factors that shape
Medicaid managed care delivery of mental health treatment
for low-income youth in Georgia. We hope to explore these
perspectives in future work.

Conclusion

We present findings from a qualitative study that documents
the challenges that Medicaid prior authorization and PDL
policies create for the delivery and receipt of MH treatment
for low-income youth in Georgia with ADHD. By including
the perspectives of caregivers and safety-net providers and
administrators, we were able to explore how these policies
(i.e., contextual-level enabling factors) influence care deliv-
ery through their impact on a child’s coverage for medication
and services (i.e., individual-level enabling factor) as well
as the organization of care delivery at safety-net clinics (i.e.,
contextual-level enabling factor). While Medicaid managed
care aims to control costs and achieve efficiency through
prior authorization policies and PDLs, our study suggests
that these policies can have serious implications for chil-
dren’s clinical care and for their caregivers, providers, and
the administrators of safety-net clinics.
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