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January 28, 2020  

 

Via Email: Jacey.cooper@dhcs.ca.gov 

Attention: Jacey Cooper, Chief Deputy Director - Health Care Programs  

California Department of Health Care Services 

1501 Capitol Avenue, MS 4000, P.O. Box 997413 

Sacramento, CA 95899  

 

RE: Enhanced Care Management, In Lieu of Services, and Whole Person Care and Health 

Homes Transition  

The California Children’s Trust (CCT), the California Alliance of Child and Family Services 

(Alliance), and the California Council of Community Behavioral Health Agencies (CBHA) are 

pleased to submit comments in response to the Medi-Cal Healthier California for All initiative 

(the Initiative) led by the Department of Health Care Services (DHCS). The CCT represents a 

broad statewide coalition of stakeholders committed to addressing the children’s behavioral 

health crisis in California. The Alliance is a statewide association of more than 146 accredited, 

private nonprofit agencies dedicated to achieving progressively better outcomes for 

vulnerable children, youth and families in public human services systems.  CBHA is a statewide 

association of over 70 mental health and substance use disorder non-profit community 

agencies. We believe that Californians deserve a comprehensive community-based behavioral 

health system that is adequately funded. We value outcome based, data driven, and culturally 

responsive approaches to providing services.  

Today our comments address the Initiative’s Enhanced Care Management (ECM) and In Lieu of 

Services (ILOS) proposals, and in particular the proposed Transition Plan Template (Template) 

and Process for Managed Care Plans. In general, as explained further below, we urge DHCS to 

expand the Template to include additional information that will be critical to ensure the 

success of the Initiative’s proposed move from Whole Person Care (WPC) and Health Home 

(HH) programs to ECM and ILOS services. In addition, we make several more general 
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recommendations regarding the proposed ECM and ILOS services.  We also revisit the 

recommendations we made previously on the ILOS proposal from our December 2nd, 2019 

letter. 

We would also like to respectfully request that documents discussed as part of the Medi-Cal 

Healthier California for All process (in this case the Transition Plan Template for Managed Care 

Plans and the Enhanced Care Management Model of Care Discussion Guide) be shared beyond 

DHCS workgroup members and with all stakeholders concurrently.  Given the collaborative 

approach described by DHCS staff in the Initiative workgroups, we reiterate our request that 

stakeholder public comment letters be posted publicly so that outstanding questions and 

comments can continue to be surfaced and addressed. 

Proposed Requirement that Plans Contract with Existing WPC and HH Providers 

We support the proposal to mandate that plans contract with current WPC and HH providers.  

However, we believe stronger requirements are needed for MCPs to enter into a true, 

collaborative partnerships with existing providers. This includes giving providers the 

opportunity to enter into joint governance with plans for the populations and services being 

transitioned from WPC. It is important that the value of WPC is not minimized and that we 

recognize that counties have worked with multiple systems and providers to identify, house, 

and provide wrap-around health and behavioral health services, as well as other health-related 

social needs, to our most vulnerable residents. The Whole Person Care Pilot program in Santa 

Cruz County is an example to look to for the central role that the county MHP played in making 

this program successful.  There is significant concern that while the proposal relies on the 

experience of WPC the benefit does not reflect the flexibility or the intensity and duration of 

services our very vulnerable population needs to become stable or remain stable. 

Transition Plan Template 

We encourage DHCS to gather the following additional information via its Transition Plan 

Template.  

1.  Explain How the Managed Care Plan (MCP) Will Increase Enrollment Among Members of 

the Target Population Who Currently are Not Enrolled in Any Plan. 

Evidence points to the hard reality that an increasing number of the homeless and the 

seriously mentally ill are not enrolled in managed care. This percentage may be even higher for 

the most vulnerable populations, whose behavioral health conditions and housing 

circumstances make it difficult for them to navigate the managed care enrollment and 
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retention requirements. We encourage DHCS to require MCPs to explain in their transition 

plans how they will reach out to and enroll these populations. This should link to their 

population health objectives.  

2.  Describe all Current WPC and HH Services, by Population Served. 

While the draft Template asks plans to list the existing WPC and HH services currently being 

provided to beneficiaries, we suggest that plans be required to categorize these services by the 

population served, such as: medically complex; formerly homeless; Transition-aged Youth at 

risk of homelessness; and currently homeless. This will enable DHCS and stakeholders to better 

understand who is being served and what services are being provided to the target 

populations. 

3.  Explain How the Plan Will Streamline and Coordinate ECM and ILOS Administrative 

Requirements in Ways that Will Support Provider Participation 

California’s county-based Medi-Cal managed care system is particularly fragmented, and this 

situation creates key challenges that must be addressed in order to maximize the number of 

beneficiaries who can keep their services during the transition from WPC and HH programs to 

ECM and ILOS services. Only about one-quarter of counties have a single managed care plan, 

and most counties have multiple plans. Sacramento, for example, has five plans. In counties 

with multiple plans, WPC and HH providers are likely to find that their clients are enrolled in 

several different health plans, and that they have relatively few beneficiaries enrolled in a 

single plan. In these cases, providers may be unable to incur the administrative costs of joining 

the provider networks of all the plans in which their clients are enrolled.  

If providers cannot serve a significant portion of their current client population, they may be 

unable to maintain the economies of scale necessary to continue their programs. This risk is 

especially high in areas where there are relatively few members of the target population; since 

economies of scale in these areas will be particularly difficult to achieve, both plans and 

providers will have fewer incentives to enter into contracts to deliver WPC and ECM services. 

Obstacles to provider participation in counties with multiple plan networks is a particular 

concern for WPC and HH programs because these services are “place based”; their services are 

tailored to -- and delivered at -- a unique location, such as a jail; a supportive housing program; 

a school; or a group home. We urge DHCS to help ensure these providers can serve all 

individuals at their location -- regardless of the plan in which each client is enrolled.  
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To address this critical challenge, we recommend that DHCS require plans to show how they 

will facilitate provider enrollment and participation in their networks. The Transition Plan, for 

example, should gather the information below.   

4.  What Good Faith Efforts Will the Plan Make to Contract with All Current WPC and HH 

Providers? 

We have explained above our support for the requirement that each plan make good faith 

efforts to contract with all existing WPC and HH providers in their county. In light of the above-

described obstacles to provider participation in counties with multiple plans, it is especially 

important that DHCS ensure that plans in these counties must document their efforts to 

establish contracts with all current providers. For those that determine that this is not 

feasible, a clear explanation of the barriers should be presented to DHCS and made available 

to the providers with ample time to manage the transition for their clients.  

5.  How Will Plans Adopt the Same or Interoperable Health Records and Case Management 

Platforms? 

Because many WPC and HH providers will be required to contract with multiple plans in order 

to serve all beneficiaries at their location, DHCS must ensure that plans minimize the 

administrative burdens inherent in working with multiple plans. All plans, for example, should 

be required to adopt the same or interoperable health records and case management 

platforms, so that providers are not forced to spend excessive resources learning and 

managing multiple record management systems. 

Additional Recommendations: 

1. DHCS Should Ensure that All Youth Up to Age 21 Receive Comprehensive Case 

Management Services. 

The Initiative proposes that managed care plans will be responsible for providing ECM services 

to youth if: 1) the youth has a Serious Emotional Disturbance (SED) or a Substance Use 

Disorder (SUD) and a co-occurring chronic health condition; or 2) the youth has “complex 

physical, behavioral, developmental and oral health needs (e.g.: California Children’s Services, 

foster care, youth with Clinical High Risk syndrome or first episode of psychosis).” (Initiative, p. 

42.) However, we urge DHCS to ensure that all children up to age 21 receive comprehensive 

case management services, regardless of whether those services are provided by a MCP or a 

MHP.  
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Under EPSDT, youth up to age 21 are entitled to all services necessary to correct or ameliorate 

a mental health condition.1 Comprehensive case management services are a vital part of 

EPSDT services, and should include: linkages to early childhood interventions; screens for 

maternal depression; and dyadic therapies. Case management services also must include 

Wraparound services, which have been proven effective in supporting youth with complex 

care needs.2 

Case management programs vary greatly depending on the population served, and these 

programs should be differentiated by the unique needs of each target population. Youth 

transitioning to new levels of care or placements in particular require tailored and intensive 

case management; we recommend that DHCS prioritize youth who are: discharging from a 

hospital; leaving detention; moving to or from an out-of-home placement; aging out of foster 

care; or entering into a special education program. 

In addition, we urge DHCS to clarify that ECM services provided by MCPs should always 

supplement -- and never supplant -- case management services provided by Specialty Mental 

Health Services (SMHS) providers. DHCS must ensure that -- regardless of who provides the 

case management services -- youth receive all services necessary to address their mental 

health conditions.  

2. We remain extremely concerned about the restrictions in the In Lieu of Services (ILOS) 

Proposal   

As documented in our December 2nd, 2019 letter to DHCS, we are very concerned that the 

proposed ILOS options reflect a lack of understanding of the intensity, duration, and frequency 

of behavioral health services and supports required to appropriately serve our vulnerable 

populations.  The restrictions and limitations contained in many of the ILOS are unrealistic for 

the clients that our member organizations serve.  For example, in all of the housing related 

services (Housing Transition/Navigation Services, Housing Deposits, and the Housing Tenancy 

and Sustaining Services), the proposal states that services will be available “once in an 

individual’s lifetime” with the possibility of a one-time exception if certain justification can be 

met. The individuals who our providers serve are largely chronically homeless and may need 

support many times throughout their lifetime. Transition-Age Youth (TAY) and youth aging out 

of the foster care/juvenile justice are especially vulnerable. We reiterate our earlier 

recommendation that there be no limit on the number of times an individual may access these 

 
1 42 USC  1396d(r)(5); California Welfare and Institutions Code Section 14059.5(b). 
2 A Longitudinal Evaluation of Wraparound’s Impact on Youth Mental Health Service Use, Journal of Emotional 

and Behavioral Disorders, April 2019 
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housing related services.   The unintended consequences resulting from restrictions on when 

care can be provided, or the amount of care will be to fail the very people we are trying to 

keep out of hospitals or off the streets.   

We are also concerned that, as proposed, the ability for MCPs to provide “optional” benefits 

leaves open the very real possibility that MCPs will opt not to provide services necessary to 

ensure client success, and that county programs will necessarily bear these costs through 

MHSA or 1991 and 2011 Realignment funds, likely to the detriment of other necessary 

services. As proposed, the "optional benefits” model could incentivize MCPs to impose 

arbitrary limits knowing our systems will step in to fill the gaps (and cover costs). It will be 

imperative for the DHCS to closely monitor the use (or lack of use) of ILOS to ensure that 

beneficiaries are receiving the full array of services needed. We also strongly recommend that 

the State develop clear contractual agreements with MCPs that will ensure that MHSA and 

Realignment funds does not become the default funder for services that should be provided 

through the MCPs. 

3. MCPs must have full access to the EPSDT benefit claiming codes.  

Currently, many MCPs cannot utilize the necessary EPSDT claims codes for services outside of 

individual or group therapy. While the law may require that they provide the services, the 

mechanisms to claim for them must also be in place.  It is critical to understand that the EPSDT 

benefit has not been implemented per federal law by the MCPs.  For example, the EPSDT 

eligibility criteria was not considered as MCPs added children and youth into their systems. 

This has led to a lack of available services through MCPs, and as the recent auditors’ report 

indicated, “Despite the importance of these services, the use—or utilization rate—of 

preventive services by California’s children and youth in Medi‑Cal has been consistently below 

50 percent and is ranked 40th in the country—nearly 10 percentage points below the national 

average. In addition, despite efforts by the Department of Health Care Services (DHCS)—the 

state agency tasked with overseeing Medi‑Cal—the utilization rate in California has not 

improved since fiscal year 2013–14.”3   

4. Early Childhood, Maternal Depression, and Dyadic Models Must Be Prioritized  

As described in the State 2020-21 budget, “A growing body of research points to the link 

between early childhood interventions and improved outcomes years or even decades into the 

future, including higher education levels, better health, and stronger career opportunities. 

 
3 Millions of Children in Medi-Cal are Not Receiving Preventive Health Services, California State Auditor, March, 

2019.  
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Investing in early childhood enables these outcomes in the future while strengthening families 

and reducing child poverty.”  We wholeheartedly support the Governor’s proposal to establish 

the Department of Early Childhood Development and the associated goals of program 

integration and care coordination.  We believe that the Initiative could further incentivize or 

require MCPs to provide a package of early intervention support services.  For example, DHCS 

could require MCPs to establish contracts with providers that serve parents who screen 

positive for maternal depression.  These model programs that focus on upstream interventions 

also address a broader range of the social determinants of health and more comprehensively 

serve children and their families.   

5.   DHCS Should Establish Specific Criteria Plans Must Meet Before They Can Provide ECM 

“In-House” Rather than Contract with Community-Based Providers. 

The Initiative states that, when providing ECM, plans will be expected to “work in coordination 

and collaboration with, and even contract when appropriate, with county behavioral health 

systems who often are the primary providers of services” to certain Medi-Cal beneficiaries. 

The Initiative also states that, if “a plan proposed to keep some level of enhanced care 

management in-house instead of contracting with direct providers, the plan will need to 

demonstrate to the State that their program is community-based. . .” (Initiative, pp. 40-41). In 

implementing these provisions, we urge DHCS to set more detailed requirements plans must 

meet in order to show that the services they plan to provide are truly community based. In 

general, in order to meaningfully reduce barriers to care, services must be accessible at times 

and locations that are convenient for beneficiaries and their caregivers. We recommend the 

criteria below. 

● Mental health staff can provide services after hours Many beneficiaries and caregivers 

face strict demands on their time, including multiple jobs and inflexible work schedules. 

Community based services cannot be truly accessible unless mental health workers can 

meet with clients at times that work for the beneficiary, including times outside the 

standard 9 to 5 work day. 

● Mental health staff can travel to locations accessible to clients To be truly community-

based, services must be delivered at places that are accessible to beneficiaries and 

their family members, including schools, family homes, community centers, and 

locations across county lines. 

● Experience working with the target population Providers with experience working 

with the target population are likely to be more effective in addressing the complex 

needs of these Medi-Cal beneficiaries. These providers also are more likely to have 
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relationships with other community-based organizations to whom they can link 

beneficiaries for related services.   

6.  Population Health Management  

We strongly support the focus in the Initiative on driving measurable improvements in 

beneficiary health outcomes with population health management strategies. We note, 

however, that improving health outcomes for Medi-Cal managed care beneficiaries with 

substance use disorders and serious mental health conditions is a shared responsibility of the 

MCPs and county behavioral health.  Within the proposal for population health management, 

though, the strategies for improving outcomes for county behavioral health clients are 

managed exclusively by the MCPs.   We believe this is a flawed approach that will 

inadvertently miss the opportunity suggested through the Initiative’s goals to better 

coordinate care for high risk beneficiaries across multiple Medi-Cal delivery systems. 

Therefore, we recommend that DHCS should require MCPs to consult with their county BH 

plan in the development of the population health management program as it relates to 

beneficiaries with co-occurring SMI and SUD needs.    

Thank you for the opportunity to provide input and recommendations into the Initiative 

process. We continue to actively engage through the workgroups and other opportunities 

provided by DHCS.   

Respectfully submitted, 

                                         
     

Christine Stoner-Mertz, CEO    Alex Briscoe, Principal  

California Alliance of Child and Family Services  California Children’s Trust 

 

 
 

Le Ondra Clark Harvey, Ph.D., Director of Policy and Legislative Affairs 

California Council of Community Behavioral Health Agencies 
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CC: Richard Figueroa, Department of Health Care Services 
Brenda Grealish, Department of Health Care Services  
Kelly Pfeifer, MD, Department of Health Care Services  
Lindy Harrington, Department of Health Care Services 
Autumn Boylan, Department of Health Care Services  
Erika Cristo, Department of Health Care Services 

Marlies Perez, Department of Health Care Services 

John Connolly, Health and Human Services Agency 
Secretary Mark Ghaly, MD, Health and Human Services Agency 
Tom Insel, MD, Governor’s Special Advisor on Mental Health   
Diane Cummins, Department of Finance  

 

 

 

 

 


