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Strategy A:

Transfer Medi-Cal from the county of jurisdiction to the host county for children in permanent placements.  (To be implemented as soon as possible and intended to be a long

term solution.)


A.1
Permanent would be operationally defined as the point at which the court (from the 

county of jurisdiction) ends supervision of the child, 
including those children in 



guardianship, KinGAP and adoption families, and emancipated youth.


A.2
The procedural steps for this activity are being developed. 

Strategy B: 

Inter-County Collaboration—Foster children placed outside of their county of jurisdiction have access to the full continuum of services developed by the host county, as authorized 

by the county of jurisdiction. 


B.1
The placing agency (child welfare or probation) from the county of 
jurisdiction is 


responsible for advising the county of jurisdiction Mental Health Plan of out of county

 

placements.


B.2
The Mental Health Plan from the county of jurisdiction is responsible for providing 

proactive, intensive care management.


B.3
The Mental Health Plan from the host county will be responsible for working with the 

county of jurisdiction Mental Health Plan to support 
access to services.


B.4
Phase I (near-term solution)—Mental Health Plans from the county of jurisdiction will
 

have the option of using host county contracts and procedures or establishing 


contracts with host county providers within 30 days of service authorization.  The 


State Performance Contract will be amended to require the following for purposes 

of contracting and paying for mental health services, as authorized by the Mental 


Health Plan of the county of jurisdiction, for foster children placed outside of their 


county of jurisdiction. 


B.4.1
For purposes of contracting and paying for mental health services, the county 

of jurisdiction will accept the host county’s contract with organizational or 


individual (network) providers, or within 30 days, the county of jurisdiction will 

complete a contract with the organizational or network providers.  If one of 

these options is not exercised within a 30-day timeframe, the county of 


jurisdiction will be required to make use of the host county’s contract. 


B.4.2
For purposes of certifying organizational providers, the county of jurisdiction 

will accept the host county’s certification, or within 30 days, the county of 


jurisdiction will complete its own certification.  If either of these options is not 

exercised, within the 30-day timeframe, the county
 of jurisdiction will be 


required to default to acceptance of the host county’s certification.


B.4.3
For purposes of credentialing network providers, the county of jurisdiction will 

accept the host county’s credentialing, or within 30 days of the county of 


jurisdiction will complete its own credentialing.  If either of 
these options is 

not exercised, within the 30-day timeframe, the county of jurisdiction is 


required to default to acceptance of the host county’s credentialing.


B.5
Develop a set of standardized “common” processes, procedures and forms 


including:


B.5.1
Common contract for purchase of mental health services provided by an


organizational provider.


B.5.2
Common contract for purchase of mental health services provided by a 


network provider.


B.5.3
Common certification procedures for organizational 
providers.


B.5.4
Common credentialing standards for network providers.


B.5.5
Common service authorization procedures. 


B.5.6
Common documentation standards and forms.


B.5.7
Expedited problem resolution process for county-to-county 
and county-to-


provider disputes regarding execution of the proposed protocols.


B.6
Phases III (long-term solution)—Common uniform tools will be used to relieve 


burden upon providers that results from contracting with multiple counties, and 


protect counties from unacceptable audit risk.  Mental Health Plans from the county 

of jurisdiction will have the option of using host county contracts and procedures or 

the uniform common processes, procedures and forms, with host  county providers, 

within 30 days of service authorization.  The State Performance Contract will be 


amended to require the following for purposes of contracting and paying for mental 

health services, as authorized by the Mental Health Plan of the county of jurisdiction,
 

for foster children placed outside of their county of jurisdiction:

B.6.1
For purposes of contracting and paying for mental health services, the county 

of jurisdiction will accept the host county’s contract with organizational or 


individual (network) providers, or use the uniform common contract.  If one of 

these options is not exercised within a 30-day timeframe, the county of 


jurisdiction will be required to default to use of the uniform common contract. 


B.6.2
For purposes of certifying organizational providers, the county of jurisdiction 

will accept the host county’s certification, or use the uniform common 


certification procedures.  If either of these options is not exercised, within the 

30-day timeframe, the county of jurisdiction will be required to default to 


acceptance of the uniform common certification.


B.6.3
For purposes of credentialing network providers, the county of jurisdiction will 

accept the host county’s credentialing, or use the uniform common 


credentialing standards. If either of these options is not exercised, within the 

30-day timeframe, the county of jurisdiction is required to default to 


acceptance of the uniform -common credentialing
standards.


B.7
Counties and California Mental Health Directors Association will work to ensure that 

complete information regarding all mental health providers in California is easily 


accessible through the newly created “Network of Care” website.  

Revised Recommendations

Informed by Feasibility Review

The first set of project recommendations were established and endorsement in concept obtained from key stakeholder groups, without regard for their relative feasibility.  Following the development of the first set of project recommendations a series of subcommittee meetings were convened to review the recommendations and determine their feasibility.  The committee recommended, and the project accepted the following findings: 

1. Recommendations requiring a county of jurisdiction to adopt the contracts of a host county were assessed to be infeasible.  Recommendations B.4, B.4.1, B.4.2, B.4.3. were eliminated.

2. Phase I activities – designed to provide near term temporary relief – were set aside.  The committee determined that energy and resources would be best directed toward long term solutions. 

3. The Department of Mental Health does not appear to have the legal authority to amend the Specialty Mental Health and County contracts to require counties to utilize standardized contracts and corresponding treatment authorization and documentation forms. 

As a result of the feasibility review, legislation was sponsored that would require the Department of Mental Health to create a standardized contract, service authorization procedure, and documentation forms to facilitate the receipt of medically necessary specialty mental health services by foster children placed outside of their county of jurisdiction (SB785—Foster children:  mental health services). 
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