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Abstract 

This quasi-experimental study examined the impact of a statewide integrated special needs pro-
gram Health and Recovery Plan (HARP) for individuals with serious mental illness and identified 
racial and ethnic disparities in access to Medicaid services. Generalized estimating equation nega-
tive binomial models were used to estimate changes in service use, difference-in-differences, and 
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difference-in-difference-in-differences in the pre- to post-HARP periods. Implementation of the 
special needs plan contributed to reductions in racial/ethnic disparities in access and utilization. 
Notable among those enrolled in the special needs plan was the declining Black–White disparities 
in emergency room (ER) visits and inpatient stays, but the disparity in non-behavioral health clinic 
visits remains. Also, the decline of Hispanic–White disparities in ER, inpatient, and clinic use was 
more evident for HARP-enrolled patients. Health equity policies are needed in the delivery of care 
to linguistically and culturally disadvantaged Medicaid beneficiaries.

Introduction
Access to appropriate and timely health care is critical to reduce disease progression and improve 

quality of life and health status. Unfortunately, racial/ethnic minorities experience significant dis-
parities in rates of behavioral and physical health care access in the USA compared to White Ameri-
cans.1,2 While behavioral health (BH) conditions (mental illnesses and substance use disorders) are 
generally undertreated, racial/ethnic minority populations receive lower rates of BH treatment than 
White populations.3–5 Some of this difference can be explained by sociological factors including 
culturally based perceptions and stigma; however, it may also be attributable to institutional barriers 
to access to care, and the patient’s ability to afford treatment.6,7

A growing body of research shows that the variations in health outcomes and health disparities 
experienced by racial/ethnic minority populations cannot be explained by individual-level factors 
alone.8–12 There are social, economic, political, and environmental determinants that contribute 
disparately to the health of minority populations. The interpersonal factors, key determinants (such 
as quality education, safe and affordable housing, food security, safe and clean neighborhoods, and 
freedom from discrimination), and systemic biases in policies and practices (structural/institutional 
racism) adversely affect marginalized or excluded populations and produce health inequity.9,13 The 
fundamental driving force underneath the multiple determinants systemic biases in policies and 
practices creates health inequities that are rooted in racism and discrimination.

Recently, there has been some recognition and naming of racism as a public health crisis.10,11,14 
As noted in the report by Mendez et al., “Recognizing and naming racism as a public health crisis 
is a critical first step in dismantling structures and systems of oppressions that not only impede 
health and well-being but contribute to racial inequities in health.” This recognition is also critical in 
defining and framing discussions on the need to shift from a disparity model to an equity model.8,12 
Additionally, the USA’s history of exploiting racial and ethnic minority groups for medical experi-
mentation has planted seeds of mistrust that continue to negatively affect these populations’ access 
to medical care today. Experiments such as the Tuskegee Study and the San Antonio Contraceptive 
Study encouraged minority populations to distrust health care institutions and fueled generational 
trauma regarding medical care.15,16

Expanding eligibility for Medicaid through the Affordable Care Act (ACA) contributed to the 
reduction, but not elimination, of long-established racial disparities in health care access in the 
USA.17 Although the ACA cannot be solely credited with reducing coverage disparities, some states’ 
rejection of these programs served as a natural experiment and allowed researchers to determine 
that a large percentage of the reduction in coverage disparity can be attributed to these programs.18 
Black and Hispanic populations experienced higher levels of physical health coverage gains and 
reduced levels of uninsured rates by as much as 23% following ACA enactment.17,19 There is also 
evidence that ACA contributed to the increased access to and utilization of mental health treatment 
for ethnic/racial minority populations in the form of outpatient mental health services.20
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Despite strides made by the ACA, the rates of being insured among minority groups are still lower 
than those in the White population. Specifically, the Black population is 1.5 times, and the Hispanic 
population is 2.5 times more likely to be uninsured than their White counterparts.21 In addition, 
a Kaiser Family Foundation study found that Black and Hispanic populations are less likely than 
White populations to have a regular healthcare provider and are less likely to have confidence in 
their ability to afford regular and unexpected medical costs, which contributes to reduced healthcare 
usage rates by these groups.22 This study also found that Medicaid enrollees experience fewer differ-
ences in care utilization across ethnic groups than do the privately insured, except Hispanic adults 
are less likely than non-Hispanic White adults to postpone or do without medical care, although 
no significant differences have been observed between racial groups with regards to delaying or 
forgoing care due to cost.22 Other studies found an unintended consequence of the ACA, which is 
that it may increase access to health care and simultaneously inflict barriers to care in other ways. 
One barrier often cited is comparatively narrow networks of providers, as insurers offer plans with 
limited doctors and hospitals to keep premium payments as low as possible.23,24

Minority populations in the USA also experience lower rates of insurance coverage due to loss 
of private insurance primarily attributable to trigger events such as job loss, divorce, and losing a 
spouse.25,26 Regaining insurance coverage after a loss is more likely if the individual presents with 
certain socioeconomic characteristics including higher educational attainment, higher income, and 
full-time employment; it is also associated with their race/ethnicity.27,28 Hispanic and Black popula-
tions are more likely to experience adverse trigger events and have socioeconomic characteristics 
that are associated with greater instances of insurance loss and slower insurance gain than White 
populations.28,29

Research conducted in 2018 determined that managed care programs are associated with more 
reductions in preventable emergency department visits among non-Hispanic Black and Hispanic 
populations relative to non-Hispanic White populations.30 Research done on a Medicaid Managed 
Care (MMC) program implemented in Kentucky found that the program reduced racial/ethnic 
disparities seen in healthcare utilization.24 The program, called the Passport Health Plan, reduced 
disparities between racial and ethnic groups regarding visits to a health professional and resulted 
in an increased monthly professional visit rate for minorities compared to the White population. In 
addition, MMC plans and providers have extensive experience providing services to address the 
specific needs of the populations they serve and can deliver more appropriate and culturally tailored 
interventions.4,31

In 2015, New York State (NYS) was granted an amendment to its 1115 Medicaid waiver dem-
onstration program to enable qualified Managed Care Organizations to comprehensively meet the 
needs of adults with BH conditions.32 Clinical integration and payment reform were the focus of 
this change and led to the adoption of an MMC product referred to as the Health and Recovery 
Plan (HARP). HARPs are fully integrated special needs plans that cover all medical and behavioral 
health needs for an estimated 150,000 NYS residents with serious mental illness (SMI). HARPs 
also offer access to an enhanced benefit package comprised of Home and Community Based Ser-
vices (HCBS) designed to provide the individual with a specialized scope of support services not 
currently covered under the State Plan. Individuals enrolled in HARPs were offered Health Home 
care management services. Health Homes develop person-centered plans of care that integrate 
physical and behavioral health services including HCBS for eligible individuals. The HCBS are 
recovery-oriented and designed to assist individuals with independent daily living and social skills, 
education and employment support services, peer and family support, habilitation services (daily 
living skills), non-medical transportation, and crisis management. Beyond those efforts at cover-
age expansions, HARPs also have specialized staffing requirements and qualifications along with 
focused BH performance metrics and incentives to achieve health, wellness, recovery, and com-
munity inclusion for enrollees.33
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This study aims to examine the impact of the HARP program enacted in 2015–2016 on Med-
icaid services utilization among racial and ethnic minorities. We hypothesized that the HARP 
program can reduce the relative differences in ER, inpatient, and outpatient service use between 
White and other racial/ethnic enrollees. Based on previous research on MMC and historical and 
cultural trends, rates of health care access and utilization are not equal between White and minor-
ity populations.4,24,31 This disparity is thought to improve with implemented care coordination 
and management, especially if that care is provided by teams well-versed in delivering culturally 
sensitive care and interventions to beneficiaries. In this analysis, this hypothesis was tested, and the 
HARP program’s impact among racial/ethnic minorities was estimated using quasi-experimental 
difference-in-differences (DD) and difference-in-difference-in-differences (DDD) approach. That 
is, the DD compared changes in service use over time between minority patients and White patients 
within the HARP-enrolled population and similarly within the HARP-eligible population. The DDD 
compared changes in service use over time between HARP-enrolled racial/ethnic differences and 
HARP-eligible racial/ethnic differences.

Method
Data source

As described in a prior report,34 the New York State Office of Mental Health (OMH, which is the 
State’s mental health authority) view of the New York State Medicaid claims and encounter data 
system was used to identify the study population and health services used. This database provided 
information on all Medicaid recipients who were eligible for HARP and the associated health ser-
vices claimed during the study period.

Study period and population

The HARP program was implemented for New York City residents (NYC) in October 2015. The 
exposure group (HARP) was defined as HARP-enrolled at some point during the year’s “rollout 
phase.” The control group was defined as HARP-eligible but never enrolled during the “rollout 
phase.” The pre-HARP period was defined as two years prior to the implementation start date, 
from October 2013 to October 2015. It took time to fully implement the HARP; as such, a “rollout 
phase” was used as a ramp-up period and was excluded from pre-post comparison periods. As such, 
the post-HARP period was defined as October 2016 to October 2018 (Fig. 1). Individuals in the 
HARP-enrolled group and HARP-eligible control group were required to be continuously eligible 
for Medicaid with no more than a 45-day gap for the entire study period (pre-, rollout, and post-
phase). Among 85,121 individuals who were enrolled in Medicaid and were eligible for HARP 
enrollment, 16,135 (18.96%) were enrolled in Medicaid for less than 48 months of the entire study 
period and hence were considered as not continuously enrolled in Medicaid and excluded from the 
study sample. The DD and DDD approach ideally require outcomes/events (continuous services 
use) in at least 2 pre- and 2 post-periods, which presents unique challenges with individuals hav-
ing major gaps in services/coverage. However, we acknowledge that individuals with major gaps 
in Medicaid coverage are a problem worthy of future independent investigation. Individuals in 
the HARP-enrolled group and HARP-eligible control group were excluded from the study if they 
“switched” enrollment, i.e., disenrolled from or enrolled in the HARP in the two-year post period. 
In this analysis, only 40 patients in the control group and 18 patients in the HARP group switched 
in and out of the HARP program, respectively, during the study period. The final study popula-
tion consisted of Medicaid-enrolled adults ages 21–64 years who were enrolled (HARP-enrolled, 
N = 35,579) or HARP-eligible (control group, N = 10,997).
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HARP eligibility was based on Medicaid beneficiaries meeting targeting criteria and/or cer-
tain risk factors.35 The targeting criteria were defined as adults with SMI and/or substance use 
disorder (SUD) diagnoses presenting serious functional deficits using a State-derived algo-
rithm. The risk factors were based on receiving Supplemental Security Income; having a current 
or expired Assisted Outpatient Treatment order; living in an Office of Mental Health (OMH) 
operated or licensed residential program; Department of Corrections and Community Supervi-
sion clients with SMI discharged from OMH-operated facilities; and past use of OMH-licensed 
recovery-oriented community-based services, inpatient services, or emergency room services. 
HARP-eligible enrollees of a Medicaid Managed Care Organization that runs a HARP did not 
have to do anything to join. They received a notice from New York Medicaid Choice. They 
then had 30 days to opt-out or choose to enroll in another HARP. HARP-eligible enrollees of a 
Medicaid Managed Care Organization without a HARP needed to take action to join a HARP. 
They received a notice from NYS telling them how to join a HARP. Once enrolled in a HARP, 
members have 90 days to choose another HARP or return to their previous plan. After 90 days, 
members are locked into their HARP of choice for 9 additional months. SMI or SUD individu-
als enrolled in an HIV (human immunodeficiency virus) Special Needs Plan (SNP) were able 
to receive HCBS services through the HIV SNP. They were notified of their HARP eligibility 
by the NYS Enrollment Broker. HARP enrollment was voluntary, and eligible individuals could 
also choose to remain in a mainstream plan.36,37

NYC service 

data excluded

NYC 

Treatment

NYC 

Control

Pre-HARP (10/23-10/2015), Ramp-up period excluded from pre-post analysis (10/2015-10/2016), and post-HARP (10/2016-10/2018)

NYC: New York City. NYC Roll-out

10/2013  10/2014     10/2015   10/2016   10/2017                 10/2018   

Study Design. Lines were used to explain the study design and do not represent real data. 

Figure 1   
Pre-HARP (10/23–10/2015), ramp-up period excluded from pre-post analysis (10/2015–10/2016), 

and post-HARP (10/2016–10/2018). NYC: New York City. Outcomes: service utilization
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Variables

We used Medicaid fee-for-service claims and managed care encounter claims to categorize the 
dependent variable into three service types: inpatient stays, ER, and outpatient visits. Medicaid 
programs that operate a fee-for-service system pay providers directly for their services based on 
submitted claims. With managed care, the Medicaid agency pays managed care organizations a 
monthly capitation for each beneficiary enrolled in each managed care organization. The managed 
care organizations then pay providers for services delivered to Medicaid enrollees. The data from 
these claims, fee-for-service, and encounters create a snapshot of services provided to Medicaid 
beneficiaries.

The fee-for-service and encounters data were converted into service types (inpatient stays, emer-
gency, and outpatient visits) using rate codes, diagnosis-related group codes, specialty codes, pro-
cedure codes, revenue codes, and hospital provider type. Inpatient was categorized as all-cause, 
behavioral, and non-behavioral stays at licensed general or private hospitals. BH inpatient stays 
included treatment for mental illnesses and substance use (detoxification, rehabilitation, and diag-
nosis-based) disorders. Non-BH inpatient comprised stays that did not meet the conditions for 
mental and substance use disorder treatment. ER was also categorized as all-cause, behavioral, and 
non-behavioral health-related visits to general hospitals and comprehensive psychiatric emergency 
programs. BH ER visits were comprised of mental health- and substance use disorder-related visits. 
Non-BH ER use was comprised of visits that were related to neither mental health nor substance use 
disorders. Outpatient was defined as BH and non-BH clinic visits. BH clinic visits were comprised 
of psychiatry-related or substance use disorder-related visits at an OMH-licensed clinic or Office 
of Addiction Services and Supports (OASAS) outpatient setting/clinic. Non-BH clinic use was 
comprised of visits that were related to neither mental health nor substance use.

Race/ethnicity data were obtained through Medicaid-covered services. Medicaid agencies 
ask applicants to self-report their race and ethnicity, but it is not mandatory since that data are 
not considered when determining Medicaid eligibility. Racial/ethnic groups were categorized as 
non-Hispanic Whites (hereafter Whites), non-Hispanic Blacks (hereafter Blacks), non-Hispanic 
Asians/Pacific Islander (hereafter Asians), non-Hispanic American Indian/Alaskan native (hereafter 
AIANs), and Hispanics. Individuals with racial/ethnic group indicated as “other” or unknown were 
excluded from this analysis. In this analysis, the health behaviors of White patients were considered 
as the standard because the trends of their average ER, average inpatient, and average clinic use 
were like the thresholds of the expected/average use in the entire study population. When looking at 
the trends of the minority patients, the thresholds were either lagging or ahead of the thresholds of 
the entire study population. See Fig. 2. Although the thresholds of White patients were held as the 
standard, it must not be inferred that their rate of service use necessarily means better care or better 
health. Lesser use may indicate lesser need, underuse, or lack of accessibility in a different service 
setting or type. Also, greater use in a particular service type may indicate a greater need, overuse, 
or compensation for non-available or accessible appropriate service type. For instance, the use of 
more ER services may mean greater access; it may also be used as compensation for non-available 
needed service types. Notwithstanding the complexities of ER usage, this analysis included ER visits 
to address the wholistic differences in service use among different racial groups.

Claims and encounter data were also used to characterize other demographic characteristics, 
behavioral diagnoses, and health conditions/clinical risks status during the pre-HARP period. Other 
demographics were sex, age, and Health Home assignment (yes, no). Principal diagnoses include 
schizophrenia, mood disorders, anxiety disorders, non-mental health disorders, organic mental 
disorders, and substance use disorders. Clinical Risk Group (CRG) status,38 developed by 3 M, is a 
population classification system that uses inpatient and ambulatory diagnosis and procedure codes, 
pharmaceutical data, and functional health status to assign individuals to a single, severity-adjusted 
group. These were used to assign patients to 1 of 9 mutually exclusive CRG groups.
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Statistical analyses

We report clinical and demographic characteristics for HARP-enrolled and HARP-eligible 
individuals by race/ethnicity. HARP program effects were estimated using difference-in-differ-
ences (DD) and difference-in-difference-in-differences (DDD) analyses. One of the assumptions 

Figure 2   
Average service use in a month-year calculated by adding units of service used during a month-

year divided by the number of patients in that period
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the DD model makes is that the trends in the outcomes (average service use) are parallel for 
White individuals and minority population groups prior to the implementation of the HARP 
MMC program. In other words, in the absence of the HARP MMC program, the two groups 
would have continued to move in tandem. This assumption is usually evaluated with a parallel-
trends test or graphical analysis, or both. A visual check of these trends can be obtained by 
plotting the means of the outcome over time for both groups, as seen in Fig. 2. The graphical 
analysis of Fig. 2 supports the parallel-trends assumption. The HARP program effect (DD 
estimate) on service use between racial/ethnic groups hinges on the assumption that there were 
no shocks (unexpected or unpredictable events) other than the HARP program to all racial/
ethnic groups or the effect of other shocks did not vary by race/ethnicity. For example, the 
DD in services used between White (W) patients and Black (B) patients over time within the 
HARP-enrolled group can be specified as follows: DD =  (Upost-B –  Upre-B) –  (Upost-W –  Upre-W). 
Specifically, the DD is equivalent to calculating the after-before HARP difference in services 
used in the Black patients and subtracting from this difference the after-before HARP dif-
ference in the White patients. Likewise, the DDD which extends the DD model controls for 
racial/ethnic differences in service use trends unrelated to the HARP program that might have 
affected the DD estimates of the HARP program effect. Using the above example, the DDD 
can be specified as follows:

Generalized estimating equation (GEE) negative binomial models with a robust error vari-
ance (accounting for multiple observations per individual)39,40 were used to estimate the inpa-
tient stay, ER, and outpatient visit incident rate changes in the pre-relative to post-HARP peri-
ods between racial/ethnic groups and HARP-enrolled vs. HARP-eligible. The GEE models were 
specified for the service use outcomes with interaction terms between the variables, pre-post 
HARP, racial/ethnic groups, and HARP-enrolled or HARP-eligible. All models adjusted for 
factors known to influence service  utilization41 including demographic characteristics (gender 
and age), need variables (principal diagnoses and CRG Status), and Health Home assignment.

The DD and DDD comparisons were used to evaluate the changes (1) within racial/ethnic 
groups between HARP-enrolled and HARP-eligible populations and (2) between racial/ethnic 
groups on the impact of HARP implementation across HARP-enrolled and HARP-eligible 
populations. For the DDD estimates, the reference groups were non-Hispanic Whites, pre-
HARP period, and HARP-eligible population. Rate ratios (RRs) with 95% confidence intervals 
are presented. A review by Nathan S. Kline Institute’s Institutional Review Board deemed this 
study to not involve human subjects’ research.

Results
Demographic characteristics

Table 1 reports the pre-HARP sample characteristics by racial/ethnic groups. Fewer males 
enrolled in the HARP program (48.5%) compared to the non-HARP (HARP-eligible, control) 
population (59.2%). The average age ranged from 43.1 to 48.7 years. Overall, compared to 
Whites, other racial/ethnic groups especially Black and Hispanic patients were less likely to 
be healthy and more likely to have a catastrophic condition (patients hospitalized for an acute 
illness or catastrophic event) according to the clinical risk groups.

DDD =
[(

Upost−B−HARP − Upre−B−HARP

)

−
(

Upost−W−HARP − Upre−W−HARP

)]

− [
(

Upost−B−nonHARP − Upre−B−nonHARP

)

− (Upost−W−nonHARP − Upre−W−nonHARP)].
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Difference-in-differences estimates of pre vs. post comparing racial/ethnic groups 
in the HARP-enrolled population

The difference-in-differences estimates in service use between White and minority patients 
over time within the HARP group are presented in Table 2. Black patients compared to White 
patients had relatively more BH-related ER visits (DD = 1.14, 95% CI = 1.02, 1.27), inpatient stays 
(DD = 1.11, 95% CI = 1.02, 1.21), and clinic visits (DD = 1.05, 95% CI = 1.02, 1.08), as well as 
significantly lower non-BH clinic visits (DD = 0.96, 95% CI = 0.93, 0.98). The relative increases 
in the BH-related services among Black patients may signal greater accessibility to or need of BH 
services, along with a lack of appropriate medical services given the relatively lesser non-BH clinic 
visits. It could also mean that Black patients are relatively sicker compared to White patients and 
may require additional services.

Hispanic patients in comparison to White patients had relatively more all-cause inpatients stays 
(DD = 1.11, 95% CI = 1.03, 1.2) and non-BH clinic visits (DD = 1.04, 95% CI = 1.01, 1.07). The 
increase in clinic visits may signal an improvement in the use of medical services among HARP-
enrolled Hispanic patients.

Difference-in-differences estimates of pre vs. post comparing racial/ethnic groups 
in the non-HARP (HARP-eligible) population

Table 2 also presents the DD estimates in service use between White and minority patients over 
time within the non-HARP group. Hispanic patients compared to White patients had relatively more 
all-cause inpatient (DD = 1.19, 95% CI = 1.01, 1.4) stays. However, they had relatively lower all-
cause ER visits (DD = 0.84, 95% CI = 0.71, 0.98), BH clinic visits (DD = 0.82, 95% = 0.74, 0.91), 
and non-BH clinic visits (DD = 0.87, 95% CI = 0.8, 0.95). Unlike Hispanic patients in the HARP 
group, the relatively lower ER and clinic visits may indicate underuse, lack of access to these service 
settings, or lack of culturally competent services.

AIAN patients in comparison to White patients had relatively lower non-BH ER visits (DD = 0.63, 
95% CI = 0.45, 0.88). This reduction in relative medical ER service use, as in the case of Hispanic 
patients, may indicate a lack of culturally competent services.

Difference-in-difference-in-differences estimates comparing racial/ethnic groups pre-post 
and HARP-enrolled versus non-HARP (HARP-eligible)

As stated above, the DDD extends the DD model and controls for racial/ethnic possible dif-
ferences in service use trends that are unassociated with the HARP program. The DDD estimate 
indicates whether the differences in the relative service use between minority patients and White 
patients in the HARP group were larger or lesser than those seen in the corresponding racial/ethnic 
groups in the non-HARP group. In the DD analysis, the observed relative increase in BH and non-
BH clinic visits among Hispanic patients in the HARP group might have resulted from underlying 
racial/ethnic differences in clinic visits not associated with the HARP program. After controlling for 
such potential differences in the DDD analysis, the difference in relative level of BH (DDD = 1.19, 
95% CI = 1.08, 1.32) and non-BH (DDD = 1.19, 95% CI = 1.08, 1.30) clinic visits among Hispanic 
patients in the HARP group remained significant. Also, the DDD analysis showed a significant 
relative increase in all-cause ER (DDD = 1.22, 95% CI = 1.03, 1.45) and BH ER (DDD = 1.47, 95% 
CI = 1.02, 2.11) visits that the DD analysis had failed to show. The DD analysis comparing AIAN 
patients to White patients in the HARP group showed no relative difference in all-cause ER and 
non-BH ER visits. However, the DDD analysis for change in relative all-cause ER (DDD = 1.48, 
95% CI = 1.01, 2.17) and non-BH ER (DDD = 1.69, 95% CI = 1.16, 2.46) visits were positive and 

206



Racial and Ethnic Disparities in Service Use  Frimpong et al.   

Table 2   
Difference -in-difference and difference-in-difference-in differences estimates of service use pre-post HARP MMC, 

2013-2018a

Utilization measure HARP post- vs pre-MMC 
between racial/ethnic 
group

Non-HARP post- vs pre-
MMC between racial/ethnic 
group

HARP vs. non-Harp post vs 
pre-MMC between racial/ethnic 
group

Rate of use DD (95% CI)b DD (95% CI)b DDD (95% CI)c

Emergency room visit
  All cause
    White Ref Ref Ref
    Black 1.04(0.99,1.1) 1.02(0.92,1.14) 1.01(0.9,1.15)
    Asian 1.01(0.87,1.16) 0.82(0.63,1.06) 1.24(0.89,1.73)
    AIAN 1.02(0.89,1.18) 0.73(0.54,1) 1.48(1.01,2.17)*
    Hispanic 1.05(0.99,1.12) 0.84(0.71,0.98)* 1.22(1.03,1.45)*
  Behavioral health related
    White Ref Ref Ref
    Black 1.14(1.02,1.27)* 1.09(0.9,1.32) 1.05(0.84,1.3)
    Asian 1.04(0.84,1.28) 0.74(0.51,1.08) 1.42(0.87,2.32)
    AIAN 0.98(0.7,1.38) 0.92(0.51,1.66) 1.14(0.55,2.37)
    Hispanic 1.04(0.91,1.2) 0.69(0.48,1) 1.47(1.02,2.11)*
  Non-behavioral health related
    White Ref Ref Ref
    Black 1.01(0.96,1.06) 0.99(0.9,1.1) 1.01(0.9,1.13)
    Asian 0.99(0.83,1.17) 0.88(0.7,1.12) 1.12(0.83,1.52)
    AIAN 1(0.87,1.14) 0.63(0.45,0.88)* 1.69(1.16,2.46)*
    Hispanic 1.03(0.98,1.1) 0.87(0.76,1.01) 1.15(0.97,1.36)

Inpatient stay
  All cause
    White Ref Ref Ref
    Black 1.06(1,1.13)* 1.1(1.01,1.2)* 0.97(0.88,1.08)
    Asian 0.93(0.8,1.08) 0.88(0.73,1.06) 1.05(0.83,1.34)
    AIAN 1.05(0.89,1.24) 1.13(0.75,1.71) 0.95(0.62,1.47)
    Hispanic 1.11(1.03,1.2)* 1.19(1.01,1.4)* 0.93(0.77,1.12)
  Behavioral health related
    White Ref Ref Ref
    Black 1.11(1.02,1.21)* 1.17(1.05,1.3)* 0.96(0.83,1.1)
    Asian 0.9(0.75,1.09) 0.83(0.67,1.04) 1.08(0.81,1.45)
    AIAN 1.2(0.92,1.57) 1.18(0.67,2.08) 1.02(0.54,1.93)
    Hispanic 1.03(0.91,1.17) 1.11(0.84,1.46) 0.93(0.68,1.26)
  Non-behavioral health related
    White Ref Ref Ref
    Black 1.03(0.95,1.11) 0.97(0.86,1.1) 1.06(0.92,1.23)
    Asian 1(0.79,1.27) 1.11(0.83,1.48) 0.93(0.64,1.36)
    AIAN 0.87(0.72,1.05) 0.91(0.55,1.51) 0.97(0.57,1.64)
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significant. This is an indication that HARP-enrolled AIAN patients had greater access to ER 
services.

Discussion
Consistent with previous research, the findings reported here suggest that the HARP MMC 

program contributed to reductions in racial/ethnic disparities in access and utilization.24,30,42,43 
Specifically notable in the HARP group were the declining Black–White disparities in inpatient 
stays and ER visits for both behavioral and non-behavioral reasons. It is unclear whether the rela-
tively higher levels of ER and inpatient use for both behavioral and non-behavioral reasons reflect 
greater access to needed services or alternative use for non-available or accessible appropriate 
service type.43 Evidence suggests that Black patients are more likely than White patients to access 
healthcare through the emergency room.43–45 Commonly accepted explanations that focus on travel 
distances, socioeconomic characteristics, environmental factors, institutional barriers, and limited 
access to patients’ preferred outpatient services remain hypotheses that merit rigorous testing.45–47

There were also notable Black–White differences in outpatient service use. The results show 
evidence of substantial increments in BH-related clinic visits among Black patients. This is counter 
to broad findings from prior studies.48–50 Also notable in the HARP group were the Black–White 
disparities in non-behavioral health clinic visits. The differential reduction in the relative use of 

Table 2   
(continued)

Utilization measure HARP post- vs pre-MMC 
between racial/ethnic 
group

Non-HARP post- vs pre-
MMC between racial/ethnic 
group

HARP vs. non-Harp post vs 
pre-MMC between racial/ethnic 
group

    Hispanic 1.05(0.95,1.15) 1.05(0.86,1.28) 1(0.79,1.26)
Outpatient visit

  Behavioral health clinic
    White Ref Ref Ref
    Black 1.05(1.02,1.08)* 1.02(0.94,1.1) 1.03(0.94,1.12)
    Asian 0.98(0.91,1.05) 1.05(0.9,1.23) 0.92(0.78,1.09)
    AIAN 1.04(0.94,1.15) 0.9(0.7,1.16) 1.14(0.87,1.48)
    Hispanic 1(0.97,1.03) 0.82(0.74,0.91)* 1.19(1.08,1.32)*
  Non-behavioral health related
    White Ref Ref Ref
    Black 0.96(0.93,0.98)* 0.93(0.88,0.99)* 1.02(0.96,1.09)
    Asian 0.99(0.93,1.06) 1.12(0.99,1.27) 0.89(0.77,1.02)
    AIAN 1.01(0.92,1.11) 0.94(0.73,1.21) 1.06(0.83,1.36)
    Hispanic 1.04(1.01,1.07)* 0.87(0.8,0.95)* 1.19(1.08,1.3)*

a Models were adjusted for patient demographics (gender and age), clinical indicators (principal diagnoses 
and CRG status), and state-system variable Health Home assignment
b DD = estimates of pre vs. post rate ratios between racial/ethnic groups within product lines (HARP or not)
c DDD = estimates of pre vs. post rate ratios between racial/ethnic groups comparing HARP group versus 
non-HARP group
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non-behavioral health clinic visits—that is, primary care/physical health visits—indicates that Black 
patients may require greater assistance in finding primary care providers. This finding mirrors the 
results of studies that examined the effects of MMC programs on racial/ethnic disparities in health 
care access and utilization in the past two decades.41,43 The fact that Black–White disparities in pri-
mary care remain worst after many federal and state healthcare reforms implies that further increases 
in coverage will require improvements not only in non-behavioral health programs uptake but also 
the adoption of Medicaid expansion with an emphasis on  equity51 and primary care.52 Evidence 
from Oregon’s prioritization of disparities as a key target for Medicaid expansion suggest that using 
a multi-faceted approach that includes strategic planning with managed care organizations, expand-
ing the use of community health workers in the areas with a higher percentage of Black residents, 
and coordinating with regional health equity coalitions can be effective in reducing Black–White 
disparities in primary care.51 At the same time, other approaches will be necessary to improve 
access to primary care for Black patients. One such approach would be renewed policies and clini-
cal efforts targeting health equity, increasing community centers, and recruiting and expanding the 
diversity of providers.53

This study also found evidence of declining Hispanic–White disparities in service use among 
HARP enrollees. Notable were the declining Hispanic–White disparity in all-cause inpatient stays. 
Also, unlike Black patients, Hispanic patients compared to White patients saw a significant increase 
in non-behavioral health visits indicating greater access to primary/physical health care. This con-
firms previous findings that racial/ethnic minority groups may not equally benefit from access to 
needed health care. For example,  LeCook43 found that MMC narrowed the gap in having a usual 
source of care for both Black and Hispanic patients. The same study also found reductions in 
Black–White disparity in having any doctor visit, but no change in Hispanic–White disparity.

This study found no statistically significant Asian–White or AIAN–White differences in service 
use among HARP enrollees. Despite the lack of statistically significant results in the current study, 
the difficulties in getting appointments, dissatisfaction with the care received, and less continuity of 
care among Asian and AIAN patients among Medicaid Managed Care beneficiaries in the past two 
decades are well documented.54–56 Findings from a recent national study that investigated health 
care experiences of adult Medicaid beneficiaries by race/ethnicity and rural/urban status showed 
that these difficulties persist. They found that compared to White beneficiaries, AIAN and Asian 
patients reported worse experiences with access to care, provider communications, and customer 
service received from plans.57

One somewhat striking result was the difference between HARP-enrolled Hispanic patients 
compared to HARP-eligible Hispanic patients. The observed differences show that HARP-eligible 
Hispanics had the worse experience in terms of access to, or use of, or both, for BH and non-Ser-
vices. These gaps between HARP-enrolled Hispanic and HARP-eligible Hispanic patients cannot 
be explained by differences in culture, personal characteristics, or community, but rather by plan 
type. Evidence from previous studies suggest that linguistically and culturally targeted outreach 
strategies can be effective in increasing program uptake among eligible patients.4,31 This finding 
necessitates state policy makers to adopt MMC arrangements that require plans to create provider 
networks that can serve the language and cultural needs of Medicaid beneficiaries.58

Overall, HARP-enrolled Hispanic patients appeared to have benefited most from the HARP MMC 
implementation. The DDD results suggest that the relatively higher levels of ER and clinic use were 
even more evident for HARP-enrolled Hispanics. Although these increases may not reflect effec-
tiveness or quality of care, it indicates greater access and substantial reductions in Hispanic–White 
disparities in service use. Although the DD results showed no statistically significant differences 
between AIAN and White patients, the DDD showed that HARP-enrolled AIAN patients had rela-
tively more ER visits compared to White patients. While the increase in ER visits may reflect 
overutilization or greater access to needed services, it is possible that HARP-enrolled AIAN patients 
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might be accessing healthcare through the ER. It is also possible that they might require assistance 
in finding preferred behavioral and non-behavioral health services. The Oregon study that prioritized 
disparities as a key target for Medicaid expansion found reductions in AIAN–White disparities in 
primary care visits, and persistently higher visit rates among AIAN patients compared to White 
patients. This further emphasizes the need for states and policy makers to adopt culturally targeted 
outreach strategies in program uptake among eligible patients.

While these findings may offer some encouragement to policy makers, other studies showed that 
insurance coverage alone does not ensure improved access to care, quality of care, and better health 
among racial/ethnic minorities.59–63 Also, HCBS was not fully implemented during the time frame 
of the study. Therefore, we should try to understand the complexity of the areas in which the HARP 
offers the greatest value for racial/ethnic minorities and explore approaches to improve the delivery 
of care to culturally disadvantaged Medicaid beneficiaries.

Limitations
This analysis had some limitations. First, this analysis was conducted in a single state, and the 

results may not be generalizable to other states. New York State has one of the largest Medicaid 
programs in the country with estimated spending of almost $78 billion a year (second highest in the 
nation) and roughly 24% of the NYS population enrolled in the program.64 Also, NYS has geograph-
ically diverse populations, especially in the NYC region; therefore, the results of this study should 
provide information for other state policy makers. Second, submitting race/ethnicity information 
on the Medicaid application is optional and can lead to missing data if instructions and rationale for 
such information are not clear. Also, applicants may select multiple races and ethnicity categories, 
limiting the ability to meaningfully interpret and group the data. Third, there are historical experi-
ences and cultural differences in the broad categories of racial/ethnic groups that are not accounted 
for in this analysis. Fourth, there were several complaints and action appeals filed by consumers with 
MMC plans regarding service accessibility/utilization and quality of care. These complaints showed 
that HARP insurance coverage did not always guarantee access to health care. Detailed information 
on service denials were not available and therefore were not accounted for in this analysis. Finally, 
the impact of HARP implementation on service use does not necessarily reflect changes in quality 
of care or improvement in clinical outcomes. Future studies will investigate whether HARP leads 
to improvements in quality of care and long-term clinical outcomes for all racial/ethnic groups.

Implications for Behavioral Health
The HARP MMC goals were to decrease ER and inpatient services, increase outpatient and 

recovery services, and improve the quality of healthcare. The findings of this study showed that 
HARP MMC contributed to reductions in disparities in access and utilization for Hispanic and 
Black patients. Specifically, the study found reductions of disparities in inpatient stays and notably 
non-behavioral clinic visits for Hispanic patients, and disparity reductions in ER visits and inpa-
tient stays for Black patients. Despite these differential increases, racial/ethnic minority groups 
may not equally benefit from enhanced access to primary care. Most discouragingly, the disparity 
in non-behavioral clinic (essentially primary care) visits for Black patients persists in a HARP 
MMC program designed to increase access to both behavioral and non-behavioral services. These 
findings suggest that HARP MMC increased access and unitization, and that while some racial/
ethnic disparities were improved, some remained. Existing policies may be amended, or new health 
equity policies should be enacted to systematically monitor services used by racial/ethnic groups. 
Improving equal access to quality care for all racial/ethnic groups can improve the overall health 
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care system and reduce health care disparities and cost. To achieve such improvements, the four key 
steps to advancing health equity put forth by Kerkhoff and  colleagues12 are strongly recommended. 
(1) Identify important stakeholders related to equity and establish roles for partners throughout 
the entire implementation process. (2) Include equity-related considerations when deciding which 
intervention(s) to implement and/or de-implement. (3) Evaluate the performance gap related to the 
intervention or program of interest in vulnerable populations. (4) Identify and prioritize barriers 
faced by vulnerable populations, including structural racism and power dynamics. These key steps 
together with other recommendations outlined  elsewhere9 may systematically move identifying 
health disparities to action to achieve better health equity.
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