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Why coverage churn, not demand, will
define the next phase of care delivery

Behavioral health leaders are entering a period
where the demand for care remains high, but the
ground beneath coverage is far less stable.

That instability is not accidental.

The One Big Beautiful Bill (OBBB) will reshape how reliably patients stay covered while
they're in care, and how often providers must adapt mid-stream when that coverage shifts.

Over the next several years, behavioral health organizations will feel the effects less as

a single policy shock and more as a steady increase in volatility. Eligibility rules tighten,
subsidies quietly expire, and coverage shifts begin to happen in motion rather than at
clear transition points. This means that patients move between Medicaid, Exchange
plans, and uninsured status more often, sometimes without realizing anything has
changed. Behind the scenes, you and your administrative teams will need to spend more
time tracking, verifying, and correcting coverage, while clinical teams will be managing
disruptions that surface in the middle of treatment rather than at intake or discharge.

Taken together, these changes create a new operating reality for behavioral health
organizations. Demand for care remains strong, but continuity is harder to protect as
coverage shifts more frequently and less predictably. Revenue follows that same uneven
pattern, while the administrative and emotional burden increases for patients and for
the teams supporting them. Rather than a temporary disruption, this marks a structural
shift that will reshape behavioral health economics through the rest of the decade.
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A multi-year shift, not a single moment

The implications of the One Big Beautiful Bill unfold gradually,
and they compound over time rather than arriving all at once.

In the early phases, the changes are subtle.
Exchange subsidies begin to roll off, plan options
narrow, and premiums rise just enough to push
some individuals out of the market. The first to
leave tend to be younger, healthier, and lower-
acuity patients who no longer see affordable
coverage as viable. Enrollment declines most
sharply in states that rely heavily on HealthCare.
gov, where those subsidy changes are felt fastest.

At the same time, Medicaid eligibility becomes more
fluid. Reviews happen more frequently. Work and
income requirements tighten. Some patients lose
coverage briefly and regain it later, while others fall
off and never quite find their way back. A portion
transition to Exchange plans, but many encounter

affordability gaps that leave them uninsured instead.
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By the late 2020s, these shifts settle into

a new equilibrium. Exchange enrollment
stabilizes at a lower level, with a risk pool that
is older, sicker, and more expensive to insure.
Premium pressure remains. Coverage becomes
something patients move in and out of rather
than something they maintain consistently.

For behavioral health providers, this trajectory
matters because it reshapes who stays covered,
how long they stay covered, and how often coverage
changes in the middle of active treatment.
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The real issue: eligibility cycling
inside episodes of care

The most important thing to understand in this
environment is that the need for behavioral health
care remains steady. What shifts is how consistently
patients are able to stay covered while they receive it.

Patients don't stop needing care because subsidies expire or eligibility rules
tighten. Rather, patients stop being insured at predictable points in time, and
often without clear notice. Coverage can lapse during residential treatment,
intensive outpatient programs, or long-running outpatient care plans.

From a patient perspective, this is confusing and destabilizing. Many individuals
assume coverage remains intact once treatment begins. It's difficult for anyone
to navigate eligibility redeterminations, income thresholds, or plan transitions;
doing so while focusing on recovery compounds the challenges.

From a provider perspective, the impact is operational and financial:
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Coverage gaps Retroactive Authorizations Collections slow
appear mid-treatment, eligibility limits fragment across as cost-sharing

not at intake increase write-offs payers rises

Clinical needs remain constant, even as patients move between Medicaid,

Exchange plans, and periods without coverage while care continues. That cycling

is the defining economic risk for behavioral health over the next several years.

Revenue becomes
harder to forecast
month to month



What this means for patients in treatment

For patients, the future shaped by this bill introduces
friction at moments when stability matters most.

Coverage loss rarely arrives as a single, clearly
defined event. More often, it unfolds quietly as
notices are missed, income changes go unreported,
or administrative deadlines pass without fanfare.
Patients continue showing up for care assuming
their coverage remains intact, unaware that
something essential has shifted underneath them.

When coverage lapses in the middle of treatment,
the disruption rarely stays contained. Treatment
plans that were carefully built over weeks or months
can stall or shift with little notice. Cost responsibility
changes suddenly, authorizations must be reworked,
and patients who had begun to build momentum find
themselves pulled into confusion and anxiety at the
very moment when focus and stability matter most.
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These disruptions fall most heavily on people

with ongoing mental health and substance use
needs, the very populations behavioral health
providers are designed to support. As coverage
becomes less reliable, more patients arrive in

crisis rather than through planned pathways of
care. Delays push acuity higher at intake, while
providers absorb growing levels of uncompensated
care tied to emergency interventions instead

of sustained, continuous treatment.

The mission impact unfolds quietly but persistently,
and the financial toll accumulates alongside it.
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What this means for administrators

and revenue teams

Administratively, the future state is more complex

and more demanding.

Eligibility verification can no longer be treated

as a front-door event but needs to be reframed
as a continuous process. Coverage must be
checked more frequently, especially around known
redetermination windows and subsidy cliffs.

Billing complexity also increases as patients
transition between Medicaid and Exchange
plans mid-episode. Benefits, authorizations,
and cost-sharing rules shift, sometimes
multiple times within a single course of care.

Revenue teams face greater volatility driven by:

0000

Higher write-offs from retroactive

eligibility changes

Lower realized yield on Exchange plans
due to patient responsibility

Increased self-pay workflows

layered onto insured care

Longer accounts receivable cycles

tied to coverage disputes

This environment rewards organizations that can detect coverage changes early and respond

quickly while penalizing those relying on static assumptions about payer mix or eligibility

stability. The administrative burden rises as the system demands more frequent checks, faster

responses, and greater vigilance to maintain the same level of financial performance.
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What this means for clinical

and executive leaders

At the leadership level, the implications become strategic
rather than incremental. Decisions about where an organization
operates, how it contracts, and how it structures care delivery
increasingly shape its exposure to coverage volatility.

Geography plays a larger role than it once did.
Medicaid expansion status, Exchange design,
and state-level policy choices all influence how
often patients cycle in and out of coverage.
Organizations operating in HealthCare.gov states
Oor non-expansion states face a different set

of risks than those in state-based Exchange
environments, and those differences show up in
both revenue predictability and care continuity.

Payer mix takes on new importance in this
environment. Providers with a more diversified
portfolio, including employer-sponsored
contracts, bundled arrangements, or value-based
models, tend to have greater insulation from
churn-driven swings. Those relying heavily on a
single public payer feel the impact of eligibility
shifts more immediately and more acutely.
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Care delivery strategies evolve alongside these
financial realities. Group-based care, digital
modalities, and other lower-cost approaches
become more attractive where they align
clinically, while programs that depend on

long, uninterrupted coverage require deeper
integration between eligibility management
and clinical operations to remain viable.

Above all, leadership teams benefit from a shared
understanding of what is changing and why.
Boards, clinical leaders, and revenue teams need
a common frame of reference, grounded in the
recognition that instability in coverage, rather than
declining demand, is the defining challenge ahead.
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Preparing for what's coming

OBBB points to a future where the need for behavioral health care remains high, while
access becomes more conditional, more fragmented, and more administratively demanding.

organizatians that ® Treat eligibility as an ongoing operational discipline
navigate this period
successfully will do

Anticipate coverage churn rather than reacting to it

a few things well: ® Design workflows that protect continuity of care amid payer shifts
® Communicate clearly with patients about coverage changes
® Align clinical, financial, and administrative teams around shared risk

The next several years will test how well behavioral health providers can adapt to
volatility without losing sight of their mission. Those that do will be better positioned
to sustain care, protect margins, and continue serving patients who need stability
the most, even when coverage no longer provides it automatically.
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