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FINANCING PARTNERSHIPS WITH FAMILY MEMBERS AS
MEDI-CAL REIMBURSABLE
MENTAL HEALTH SERVICE PROVIDERS

he system of care approach to serving children

with emotional disturbance draws together ser-

vices across agencies to build on family re-
sources to achieve outcomes desired by families and
agencies. These outcomes include youth residing safely
with their family, or in the least restrictive setting if
their family is not available; youth attending and bene-
fiting from school; youth remaining law abiding; youth
developing healthy, pro-social relationships with others;
and youth receiving preventative and needed health
care. There is an increasing body of literature that sup-
ports the system of care approach as being successful in
assisting youth and families to achieve these outcomes.

Systems of care continue to be challenged with develop-
ing authentic partnerships with family members. Chal-
lenges include such things as changing professional cul-
ture concerning the importance of family partnership,
clarifying the nature of the partnership, selecting and
training family members for these roles, and identifying
funding to pay family members for the essential work
they do in the system of care.

While partnerships with family members in systems of
care have taken several forms, family members tend to
be involved in one or more of the following four activi-
ties:

e Administrative activities typically include partici-
pation by family members in policy development,
program and grant planning, staff training, staff
selection, preparation of treatment materials, forms
and clinic design, and outcome evaluation.

e Advocacy activities typically have two targets:
client-specific advocacy in regards to receiving ser-
vices or benefits/entitlements from one or more lo-

cal agencies; and policy advocacy directed toward
influencing funding, policy, or legislation by gov-
ernment entities and private foundations and busi-
nesses. The latter activities are often accomplished
through affiliation with statewide or national or-
ganizations.

e Supportive activities typically include support
groups, phone call support lists, respite or childcare
provided by family members. These services are
generally provided outside of formal service plans,
concurrently with formal services, or after formal
services have ended, to assist in maintaining treat-
ment gains. These services may also be provided
as a preventative step prior to the need for formal
services.

e Direct specialty mental health service activities
can include case management and rehabilitative
skill building services. These services are gener-
ally provided as part of a formal treatment service
plan. These services are often provided by family
members who are contracted staff or staff hired by
one or more system of care agencies.

This article begins to address the funding available to
support family partnerships by exploring the use of
Medi-Cal as a source of funding that may be used to
support a partnership with family members as specialty
mental health service providers. The first section offers
guidelines to assist counties in establishing partnerships
with family members as providers of Medi-Cal reim-
bursable mental health services. The second section
briefly describes the family member partnerships in
Santa Barbara County’s System of Care.

(Continued on page 2)



CWTAC UPDATES

Financing Partnerships (Continued from page 1)

Partnerships with Family Members as Specialty
Mental Health Service Providers

While there is often a temptation to develop services be-
cause a funding source exists, caution concerning such a
“tail wagging the dog” approach to service development
is strongly advised. A family member partnership is
best when it builds upon local system of care strengths
and addresses local needs. The following guidelines are
offered to assist counties in establishing a partnership
with family members as providers of Medi-Cal reim-
bursable mental health services.

The following conditions must be met for a specialty
mental health service to be Medi-Cal reimbursable:

e The client recipient must be a Medi-Cal
beneficiary.

e The client must exhibit medical necessity for men-
tal health treatment.

e The service provided must be indicated to treat the
mental health disorder.

e The service must be Medi-Cal reimbursable.

e The staff must be qualified for Medi-Cal
reimbursement.

e The agency must be a Medi-Cal certified
provider.

The key variables in regard to Medi-Cal reimbursable
family services are the qualifications of the family mem-
ber staff, the services being delivered, and clinical sup-
port and supervision provided by the specialty mental
health service provider.

A mental health service is Medi-Cal reimbursable only
when delivered by staff who are working within their
scope of practice and have the appropriate level of edu-
cation or work experience and supervision. While li-
censed staff working within their scope of practice must
provide most specialty mental health services, parapro-
fessional staff may provide some specialty mental health
services given appropriate clinical supervision. Each
county’s mental health plan (MHP) is responsible for
ensuring compliance with scope-of-practice and defin-
ing the appropriate levels of education or experience and
clinical supervision paraprofessional staff need to de-
liver certain specialty mental health services. Generally,
paraprofessional staff may perform many of the activi-
ties within the following service definitions and inter-

ested parties should contact their local mental health
plan to determine those activities that may be performed
by paraprofessional staff:

Mental Health Services are those individual or group
therapies and interventions that are designed to pro-
vide reduction of mental disability and improvement
or maintenance of functioning consistent with the
goals of learning, development, independent living
and enhanced self-sufficiency and that are not pro-
vided as a component of adult residential services, cri-
sis residential treatment services, crisis intervention,
crisis stabilization, day rehabilitation, or day treatment
intensive. Service activities may include but are not
limited to:

e Assessment: A service activity which may include
a clinical analysis of the history and current status
of a beneficiary’s mental, emotional, or behavioral
disorder; relevant cultural issues and history; diag-
nosis; and the use of testing procedures.

e Plan development: A service activity which con-
sists of development of client plans, approval of
client plans, and/or monitoring of a beneficiary’s
progress.

o Therapy: A service activity or therapeutic inter-
vention that focuses primarily on symptom reduc-
tion as a means to improve functional impairments.
Therapy may be delivered to an individual or group
of beneficiaries and may include family therapy at
which the beneficiary is present.

¢ Rehabilitation: A service activity which includes
assistance in improving, maintaining, or restoring a
beneficiary’s or group of beneficiaries’ functional
skills, daily living skills, social and leisure skills,
grooming and personal hygiene skills, meal prepa-
ration skills, and support resources, and/or medica-
tion education.

e Collateral: A service activity to a significant sup-
port person in a beneficiary’s life with the intent of
improving or maintaining the mental health status
of the beneficiary. The beneficiary may or may not
be present for this service activity.

Targeted Case Management services include those
services that assist a beneficiary to access needed
medical, educational, social, prevocational, voca-
tional, rehabilitative, or other community services.
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The service activities may include, but are not limited
to, communication, coordination, and referral; moni-
toring service delivery to ensure beneficiary access to
service and the service delivery system; monitoring of
the beneficiary’s progress; and plan development.

Crisis Intervention Services means a service, lasting
less than 24 hours, to or on behalf of a beneficiary for
a condition which requires more timely response than
a regularly scheduled visit. Service activities may in-
clude but are not limited to assessment, collateral and
therapy. Crisis intervention is distinguished from cri-
sis stabilization by being delivered by providers who
are not eligible to deliver crisis stabilization or who
are eligible, but deliver the service at a site other than
a provider site that has been certified by the depart-
ment or a Mental Health Plan to provide crisis stabili-
zation.

In addition to staff having the appropriate education or
work experience and clinical supervision for the ser-
vices they deliver, the mental health service provider
must be a certified Medi-Cal provider in order to access
Medi-Cal reimbursement. Agencies and County Mental
Health Clinics are required to be Medi-Cal certified.
Private providers must meet a certification standard de-
veloped by the county’s MHP, which must be consistent
with statewide requirements. These criteria impact the
organizational structure that may be chosen for a family
member partnership with the children’s system of care.

There are three general organizational structures for a
family member partnership. These three organizational
structures are known as the “innies,” “middies,” and
“outies” models. The “innies” model is one in which
family members are employed as staff by the county to
work in the system of care for children. The advantages
associated with the “innies” model is that family mem-
bers may have more opportunity to affect change be-
cause they are inside the organization; and the county is
already a certified Medi-Cal provider, which removes
one of the barriers to obtaining Medi-Cal reimburse-
ment. While family members may be better able to af-
fect change as part of the county system, they are also at
risk of being perceived as co-opted by the county.

The “middies” model is one in which family members
are employed by a private non-profit agency or operate
under the umbrella of a non-profit agency that has a
contract with the county. The advantages of such a
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model are increased autonomy, support of the private
agency and opportunities for Medi-Cal reimbursement.
Administrative supports can include issues like person-
nel, payroll, and facility management. Alternatively, the
goals and activities of the family members may be re-
shaped or diminished by the goals and activities of the
umbrella agency.

The “outies” model is one in which the family program
is independently run, typically with no county funds.
The advantage of this model is that family members are
free to advocate without fear of losing funding. The dis-
advantage is that family members may be perceived by
county agencies as adversarial. Given the organiza-
tional requirements for a service to be Medi-Cal reim-
bursable, the “outies” model may be less ideal for the
family member partnership if it is to be sustained by
billing Medi-Cal for a portion of its activities.

The Santa Barbara Model

Santa Barbara operates a multi-agency, integrated sys-
tem of care (MISC) to serve youth exhibiting serious
emotional disorders. Mental health, probation, public
health, child protective services, and community-based
organization staff are co-located in three separate MISC
clinics that provide services to youth exhibiting emo-
tional disturbance. Each clinic has distinct assessment
staff, case managers, and treatment staff who work to-
gether to meet the needs of children and families. As-
sessment staff identify the child’s treatment needs and
articulate those needs to the service planning team to
help develop the case plan. Case managers broker ser-
vices the child and family need, serving as the single
point of contact for services. Treatment staff deliver
services upon referral from the case manager.

Santa Barbara County Alcohol, Drug and Mental Health
Services contracts with community based organizations
that are certified Short-Doyle/Medi-Cal mental health
providers to hire family members who meet or exceed
educational and work experiential Medi-Cal require-
ments to deliver mental health services. Family member
providers are co-located with the multi-agency county
staff in the three MISC clinics and work in a manner
similar to staff working in the MISC program from
county or other private agencies. Family members par-
ticipate in team-based staff meetings and service plan-
ning/wraparound meetings with the youth and family;
deliver services upon referral from case managers; and
(Continued on page 4)
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are responsible for completing and adhering to Medi-
Cal requirements and documentation.

Santa Barbara County has demonstrated the feasibility
of sustaining a partnership with family members
through Medi-Cal FFP. However, this article has also
demonstrated the limitations this approach places upon
the type of family member partnership that may be sus-
tained. Consequently, family member partnerships
should pursue this approach only to the extent it builds
upon local system of care strengths and meets local
needs. ¢
— Todd Sosna, PhD
Assistant Director, Children’s Services
Santa Barbara County

N|

S

| =

O NNNOANN NN NN NN NN NN NN NN /AN

CATHIE WRIGHT TAC STAFF

CALIFORNIA INSTITUTE FOR MENTAL HEALTH:

SANDRA NAYLOR GOODWIN, PHD
EXECUTIVE DIRECTOR, CIMH
DIRECTOR, CWTAC
(916) 556-3480
SGOODWIN@CIMH.ORG

BILL CARTER, LCSW
DEPUTY DIRECTOR, CIMH, CWTAC
(916) 556-3480
BCARTER@CIMH.ORG

CHUCK ANDERS, MPPA
FIELD CONSULTANT
(916) 657-3995
CANDERS@DMHHQ.STATE.CA.US

IRENE BORGFELDT
COMMUNICATIONS SPECIALIST
(916) 654-1889
IBORGFEL@DMHHQ.STATE.CA.US

MELANIE MANUS
ADMINISTRATIVE ASSISTANT
(916) 556-3480
MMANUS®@CIMH.ORG

STATE OF CALIFORNIA
DEPARTMENT OF MENTAL HEALTH:

DAVE NEILSEN
ACTING CHIEF, CHILDREN’S SERVICES
(916) 654-2952
DNEILSEN@DMHHQ.STATE.CA.US

7NN AN AN AN AN AN

'A

N\ AANANANNANNANN Y

N\ ANANANANANNANNANNNNANN NS

4

A




