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CHHS

California Health & Human Services Agency

California Department of

Health Care Services

October 1, 2021

To the California State Legislature and the California Department of Finance:

Senate Bill 75 (Chapter 51, Statutes of 2019) charged the California Department of Education
(CDE), in collaboration with the California Department of Health Care Services (DHCS), to
convene one or more workgroups to identify barriers that may inhibit local educational agency
access to federal Medicaid reimbursement for student health services. Once convened, the
workgroup would provide recommendations to the relevant subcommittees of the Legislature
and the Department of Finance regarding program requirements and support services needed
for the Local Educational Agency Medi-Cal Billing Option Program; the School-Based Medi-
Cal Administrative Activities Program; and the medically necessary federal Early and Periodic
Screening, Diagnostic, and Treatment benefit to ensure ease of use and access for local educa-
tional agencies and parity of eligible services throughout the state. Recommendations were

to include any specific changes needed to state regulations or statutes, need for approval of
amendments to the state Medicaid plan or federal waivers, changes to the implementation of
federal regulations, changes to state agency support and oversight, and associated staffing or
funding needed to implement the recommendations.

To meet this charge, the CDE contracted with WestEd to establish and facilitate a workgroup
focused on improving coordination and expansion of access to available federal reimbursement
for local educational agencies through Medicaid. In the course of executing this charge, the
CDE, the DHCS, and the California Health and Human Services Agency (CHHS) used this
opportunity to engage in cross-agency collaboration that supported meaningful stakeholder
engagement and interagency communication and decision-making. The collective efforts of
the CDE, the DHCS, the CHHS, and the Medi-Cal for Students Workgroup demonstrate that
intentional and sustained collaboration across state agencies and stakeholders will be neces-
sary to successfully implement the recommendations in this report.

This report, and the associated efforts of the Medi-Cal for Students Workgroup to arrive

at this moment, raise an important series of observations, challenges, and opportunities for
how the various functions of child- and youth-serving agencies work together to design,
deploy, and implement school-based health services. The Medi-Cal for Students Workgroup

m Medi-Cal for Students Workgroup Recommendations %




recommendations and associated actions in this report mark an improved path forward in
how California proceeds with policy and regulatory changes that positively impact the lives of
California’s children through school-based health programs.

The recommendations contained in this report reflect the ideas developed by the Workgroup
with input from state agency staff. This report does not necessarily represent the opinions of
the CDE, the DHCS, the CHHS, or WestEd, nor does it indicate endorsement of the recom-
mendations by any individual or state agency.

Tony Thurmond

State Superintendent of Public Instruction
California Department of Education

Digitally signed by Jacey
Cooper
10.54.54 -0700"

Jacey Cooper
Chief Deputy Director & State Medicaid Director
California Department of Health Care Services

Digetatty signed by Wark Ghaty
W %é ; Dater 20,08, 27 1426 -

Mark Ghaly, MD, MPH
Secretary
California Health and Human Services Agency
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EXQCUtive Summary “For too long, health and

education programs have

Well-designed school-based health programs can effec- been siloed. Creating an
tively address many education- and health-related needs environment of collaboration
of California’s students. Research has shown that millions could greatly enhance our
of children attend school with physical and mental health current system of care
conditions that, when left unaddressed, interfere with their in California.”

well-being and educational progress (Basch 2011). Research
has also shown that school-based health programs help amend
these issues—such programs are associated with improved
education- and health-related outcomes (Knopf

et al. 2016).

—Workgroup member

The benefits of access to school-based health services are
especially pronounced for historically and currently under-
served children and youth who may not have ready access to
health care (Knopf et al. 2016), making school-based health
programs a critical strategy for advancing education and
health equity for all students, especially those enrolled in
Medicaid.! Approximately half of California’s local educational
agencies (LEASs) participate in at least one of two programs
that enable reimbursement for school-based health services
or associated administrative infrastructure through Medicaid:
the Local Educational Agency Medi-Cal Billing Option Program
(LEA BOP) and the School-Based Medi-Cal Administrative
Activities (SMAA) Program (DHCS 2019c). In addition to these
cost-based reimbursement programs, some LEAs partner

1 Medi-Calis California’s Medicaid program.
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with Medi-Cal managed care plans and county mental health plans, through contracts and
memoranda of understanding (MOUs), to provide services. These options represent an import-
ant path for schools to directly provide or partner with health plans to provide the Early and
Periodic Screening, Diagnostic, and Treatment (EPSDT) benefit to Medicaid-enrolled students.
In recognition of these benefits, many LEAs and health plans in California are working together
to provide school-based health services (Briscoe et al. 2020), but many LEAs are also struggling
to build partnerships with health plans and participate in Medicaid reimbursement programs
(CDE et al. 2020). Consequently, some LEAs are failing to benefit from federal Medicaid reim-
bursement for a portion of the costs of eligible health services for students.

To address these issues, Senate Bill 75 required the California Department of Education (CDE)
and the Department of Health Care Services (DHCS) to convene a workgroup, the Medi-Cal
for Students Workgroup (“the Workgroup”), to provide recommendations for improving coor-
dination and expansion of access to available Medicaid reimbursement through the medically
necessary federal EPSDT benefit (including through the LEA BOP, and the SMAA Program).
Workgroup members represented a diverse set of education and health system stakehold-
ers, including school-based providers, school district administrators, county office leaders,
nonprofit executives, and health plan representatives. Members of the Workgroup engaged in
a series of working sessions, over 16 months, to investigate the opportunities and challenges
present in California’s system for supporting schools to access federal reimbursement for
student health services through Medicaid, and, based on this investigation, to design recom-
mendations for system improvement.

“Collaboration is not only possible but necessary to tackle this
complex issue.”

—Workgroup member

To frame its purpose and guide its work, the Workgroup envisioned a system in which:
e all students have access to the health services they need;
 students and families can quickly and easily access health services; and
 health services are responsive to student needs and experiences.
The Workgroup further identified three key accomplishments necessary to realize this vision,

o LEAs have ready access to the funds they need in order to support student health.
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o All LEAs claim a federal match on every eligible dollar.

« California has an integrated system of care to support health services for all children and youths.

About This Report

This report summarizes the context, process, and resulting recommendations of the
Workgroup, which convened from February 2020 through May 2021. The recommendations
contained in this report reflect the ideas developed by the Workgroup with input from state
agency staff. This report does not necessarily represent the opinions of the CDE, the DHCS,
the CHHS, or WestEd, nor does it indicate endorsement of the recommendations by any indi-
vidual or state agency.

The Workgroup identified the following five overarching recommendations to improve the
coordination and expansion of access to available federal reimbursement for LEAs through the
medically necessary federal EPSDT benefit (including through the LEA BOP and the SMAA

Program):

Recommendation 1

State Interagency Collaboration: Formalize state-level collaboration between education and health
systems by

a. providing necessary resources to the CDE and the DHCS so they can hire and retain
dedicated staff to establish a system of ongoing state-level collaboration; and

b. utilizing an advisory group to solve problems and provide guidance related to collabo-
ration between the education and health systems. The advisory group should include
youth and families; representatives from departments such as the CDE, the DHCS, the
CHHS, and the Department of Managed Health Care; and representatives from county
offices of education, school districts, county mental health plans, managed care plans,
and community-based organizations.

Recommendation 2

Local Agency Training and Guidance: Provide targeted training and guidance to LEAs and health
plans on implementing school-based health programs to maximize billing and reimbursement on
school-based health-care expenditures and to expand access to health-care services for Medicaid-
eligible students by

a. producing training and targeted technical assistance resources for LEAs, county
mental health plans, and managed care plans; and
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b. creating conditions that will enable collaboration between health plans and LEAs to
flourish and, where appropriate and legally allowable, encourage contracts and MOUs
between LEAs and managed care plans and county mental health plans.

Recommendation 3

School-Based Health Services Demonstration Sites: Create school-based health services demonstra-
tion sites to improve technical assistance provided to LEAs about school-based health and to capital-
ize on recent school-based Medicaid investments and initiatives by

a. engaging a contractor to pilot technical assistance strategies in school-based health
services demonstration sites that leverage new school-based Medicaid investments
and initiatives that (1) produce effective partnerships between LEAs, managed
care plans, county mental health plans, community stakeholders, and LEA BOP and
SMAA Program vendors and (2) provide a wider array of services to Medicaid-eligible
students across all three primary Medicaid access points: (a) county mental health
plans, (b) managed care plans, and (c) the LEA BOP and the SMAA Program; and

b. applying the lessons learned from the school-based health services demonstration
sites to inform future technical assistance to LEAs and health plans.

Recommendation 4

LEA BOP Audit Support: To facilitate the LEA BOP audit process, implement feedback loops between
LEAs and the DHCS Audits and Investigations Division that foster collaborative learning and continu-
ous improvement, and develop resources that support LEA audit preparation, by

a. enhancing auditor practices through auditor training informed by user experience, and
gathering regular feedback from LEAs about their LEA BOP audit experiences; and

b. developing audit-related technical assistance processes to support LEAs before,
during, and after the LEA BOP audit process.

Recommendation 5

Access to Preventive Services: Identify options for expanding access to school-based preventive
physical health, mental health, and substance use disorder services by

a. identifying opportunities to provide mental health and substance use disorder treat-
ment in schools when risk factors exist but the child does not have a diagnosis; and
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b. developing a framework for school-based preventive physical health, mental health,
and substance use disorder services, in accordance with national guidelines for such
services, and identifying the funding sources available for each service.

Improving the coordination and expansion of access to available Medicaid reimbursement through
the implementation of these recommendations will take time and careful planning.2 It will also
require financial investment from the state in the form of one-time funds to cover start-up costs

to successfully implement many of the recommendations, as well as ongoing funds for dedicated
state staff to sustain the resulting improvements.® However, the potential benefits of implementing
these recommendations far outweigh these costs. Embracing the Workgroup recommendations
will position California to maximize its federal Medicaid reimbursement through cost-based
programs and partnerships with health plans, which will help produce lifelong educational and
health benefits for California’s students (Knopf et al. 2016).

“We want the people who read this report to know that this
needs to result in action.”

—Workgroup member

For more information on the proposed timeline for implementation, see appendix F.

3 Expenditures of additional state funds may qualify for up to 50 percent federal Medicaid reim-
bursement, depending on their use for eligible services and administrative activities. Please
refer to appendix G for the estimated costs to implement each recommendation.
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Introduction

Background

Section 50 of Senate Bill 75 (Chapter 51, Statutes of 2019)
added Section 56477 to the California Education Code,
requiring the California Department of Education (CDE) and
the California Department of Health Care Services (DHCS) to
jointly convene one or more workgroups that include repre-
sentatives from local educational agencies (LEASs), appropriate
county agencies, regional centers, and legislative staff to
provide input and recommendations in the following areas:*

o Improving transition of three-year-old children with
disabilities from regional centers (Part C programs) to
LEAs (Part B programs) to help ensure continuity of
services for young children and families.

e Improving coordination and expansion of access to
available federal funds through the Local Education
Agency Medi-Cal Billing Option Program (LEA BOP), the
School-Based Medi-Cal Administrative Activities (SMAA)

4 Expenditures of additional state funds may qualify for up to 50
percent federal Medicaid reimbursement, depending on their
use for eligible services and administrative activities. Please
refer to appendix G for the estimated costs to implement each
recommendation.

“The members of the
Workgroup came from
various entities and have
various direct and indirect
experiences. However, we
all have one goal in mind:
to improve the services for
children.”

—Workgroup member
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Program, and the medically necessary federal Early and Periodic Screening, Diagnostic,
and Treatment (EPSDT) benefit.

Two separate workgroups were convened, each addressing one of these areas, and two sets of
recommendations were developed accordingly. This final report provides detailed recommen-
dations from the Medi-Cal for Students Workgroup (“the Workgroup”) for the second area:
improving coordination and expansion of access to available federal funds through the medi-
cally necessary federal EPSDT benefit (including through the LEA BOP, the SMAA Program).
This report describes the Workgroup’s recommendations and the actions necessary to meet
the charge set by the legislation. Specifically, it includes program requirements (e.g., changes
to interagency coordination practices) and support services (e.g., training and technical assis-
tance) needed to improve the coordination and expansion of LEA access to Medicaid funds

for student health services.® The recommendations contained in this report reflect the ideas
developed by the Workgroup with input from state agency staff. This report does not neces-
sarily represent the opinions of the CDE, the DHCS, the CHHS, or WestEd, nor does it indicate
endorsement of the recommendations by any individual or state agency.

Process for Developing the Recommendations

The recommendations in this report were generated between February 2020 and May 2021
through a series of stakeholder engagement activities with a 63-member workgroup repre-
senting a wide range of education and health system stakeholders, including school-based
providers, school district administrators, county office leaders, nonprofit executives, and
health plan representatives. These activities were guided by a 21-member steering committee
composed of staff from the CDE, the DHCS, and the California Health and Human Services
Agency (CHHS). The steering committee guided the Workgroup’s activities and provided
expert consultation regarding recommendation design. A 18-member advisory group with
representatives from the Legislature and the Department of Finance had the primary function
of advising on the intent of the Senate Bill 75 legislation and associated reporting require-
ments. The processes for developing the recommendations and writing this final report were
facilitated by WestEd.®

The following problem statement was developed and agreed on by Workgroup and steering
committee members and was used to guide this work:

5 Refer to appendix E for specific changes needed to state regulations or statutes, changes to
the implementation of federal regulations, changes to state agency support and oversight,
and associated staffing or funding needed to implement the recommendations. Refer to
appendix G for additional information regarding staffing and funding needed to implement the
recommendations.

6 See appendix B, figure 2, for anillustration of the structure for stakeholder involvement.
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Lack of coordination and access to available federal reimbursement through the medically necessary
federal Early and Periodic Screening, Diagnostic, and Treatment benefit (including through the LEA
BOP, and the SMAA Program) are creating barriers for California students to access the health
services they need.

To frame its purpose and to guide its work, the Workgroup envisioned a system in which
e all students have access to the health services they need;
« students and their families can quickly and easily access health service; and
 health services are responsive to student needs and experiences.
The Workgroup further identified three key accomplishments necessary to realize this vision:
o LEAs have ready access to the funds they need in order to support student health.
e All LEASs claim a federal match on every eligible dollar.

 California has an integrated system of care to support health services for all children
and youths.

The recommendations and this final report were developed through a process that involved
Workgroup meetings and other input activities, field research, and guidance from a state-level
steering committee and advisory group.” The process followed design principles for developing
recommendations leading to system improvements that are based on analyzing and under-
standing stakeholder experiences.®

7 See appendix C for more information on the timeline and specific steps in the process.

8 See appendix D for more information on the frameworks that guided the development of the
recommendations.
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“This Workgroup is committed to “Open dialogue and suspension of turf
seeing change for children, youth, wars allowed for us to look outside
and families. The work has not the box for solutions.”
been seamless; collaboration
across systems is challenging and
can be messy. We need to expect
messiness moving forward, but
the recommendations represent
what can be accomplished
through collaboration.”

—Workgroup member

—Workgroup member
To develop these recommendations, the Workgroup engaged in three main activities:

1. See, Empathize, and Define: Investigate potential system strengths and challenges;
empathize to learn more about the people most impacted by, and involved in, the system;
and develop a shared point of view about stakeholder needs and opportunities for system
improvement.

2. ldeate: Generate ideas to address the problem.

3. Design: Turn ideas into recommendations for changes to policy and practice that will lead
to people’s improved experiences in the system (National Equity Project n.d.)

The system investigation process and results are described in the Senate Bill 75 Medi-Cal for
Students Progress Report (CDE et al. 2020). As part of investigating the system, Workgroup
members considered what they had learned about student and family experiences in the
school-based health system and current state and local policies and practices, together with
their own experiences working within the education and health systems, including how these
systems connect to serve our children and youths. The Workgroup identified several root
causes contributing to challenges in the system, including

e complex administrative processes,

e limited resources and lack of qualified staff,

e lack of education and health system alignment and coherence,
o burdensome auditing processes,

« variable relationships between agencies,
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lack of data sharing,

challenges accessing services,

challenges translating models for providing health services to students into the school setting,

staff knowledge gaps regarding programs and services, and

complex billing and reimbursement processes.

Using the information gathered during their investigation of the system, the Workgroup
brainstormed possible ideas for addressing these challenges at the state and local levels. The
Workgroup then refined these initial ideas into the recommendations presented in this report.
Each recommendation includes proposed actions for carrying out the respective recommenda-
tion, and, for each respective action listed, details about “why this action is important” and “how
to get there” (what steps to take to carry out the action). While Workgroup members expressed a
strong preference for responsibility for school-based health to be shared between agencies, they
deferred to state staff to determine which agency should take primary responsibility for each
action identified in the report.

The process of developing recommendations provided opportunities to generate understand-
ing, share experiences, produce ideas, and build relationships across a broad range of California
school-based health stakeholders. The Workgroup offered a space for service providers, local
agencies, and statewide advocates to work together, across varied interests, through collective
investigation and ideation, to design meaningful recommendations for improving coordination
and access to available Medicaid reimbursement to support student health care. Workgroup
meetings were designed to collectively investigate and understand the current state of
California’s school-based Medicaid system and to explore opportunities for system improve-
ment. While the Workgroup was focused on making structural improvements to school-based
Medicaid, Workgroup engagement activities contributed to new relationships and connections
among actors in the education and health systems. As two Workgroup members shared:

“The Workgroup consisted of a “Regardless of what agency we
diverse set of subject-matter represent, we all agreed and felt this
experts who came together in the work was important. This reform
interest of putting children first needs to happen.”

INn the quest to expand services
and improve current program and
practice efficiencies.”

—Workgroup member

—Workgroup member

Medi-Cal for Students Workgroup Recommendations
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Meanwhile, the steering committee provided a critical space for interagency collaboration with
the CDE and the DHCS, resulting in greater shared understanding of the respective respon-
sibilities and experiences that each state agency has in school-based Medicaid, increased
collaboration between the departments, and shared commitments to sustain collaboration

for system improvement over time. The advisory group provided an opportunity to keep staff
members from the Legislature and the Department of Finance up to date on the progress of
the Workgroup, and to generate a shared understanding, with Department of Finance and
legislative staff, of the evolution of the recommendations. Members of the advisory group
were quick to respond to the evolving Workgroup recommendations. Several initiatives in the
2021-2022 California Budget® reflect some of the findings and recommendations made by the
Workgroup.

“I want the people who read this “Local educational agencies, county
report to know that this is about mental health plans, and managed
iIncreasing access to health care plans are all unigue and cover
services for kids. It can be easy to different areas of the EPSDT benefit.
lose that as the centerpiece when There is no silver-bullet solution.
talking about high-level activities.” These recommendations stem from

leveraging relationships, coordinating
efforts, and, more broadly, expanding
collaboration in meaningful ways that
help meet the needs of the students.”

—Workgroup member

—Workgroup member

California’s School-Based Medicaid Landscape

This section describes the school-based Medicaid landscape in California, in order to provide
important context for the Workgroup recommendations.

Medicaid is a public health insurance program that is jointly funded by states and the federal
government and that is administered by states as governed by federal laws and regulations.
States establish and administer Medicaid programs and determine the types, amounts, dura-
tions, and scopes of services within broad federal guidelines, as outlined in a Medicaid state
plan (Shubel 2020). Medicaid is a critical source of health-care coverage for children and
youths (DHCS 2019a).

° http://www.ebudget.ca.gov/
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The Federal EPSDT Benefit

The federal EPSDT benefit requires states to provide a comprehensive array of prevention,
diagnostic, and treatment services for children and youth under age 21 who are enrolled in
Medicaid.'® In California, children and youth under age 21 who qualify for full-scope Medicaid
qualify for the EPSDT benefit.' EPSDT is key to ensuring that children and youths receive
appropriate preventive, dental, mental health, developmental, and specialty services, and is a
required part of Medicaid.'?

Federal Medicaid statutes mandate that states ensure the provision of, and pay for, any treat-
ment that is considered “medically necessary” for a child or youth and that is included within the
mandatory and optional services in Section 1905(a) of the Social Security Act (CMS 2014). Some
examples of services provided under the EPSDT benefit when the beneficiary and the provider
meet eligibility criteria are vision screenings, occupational therapy, and psychological services.

California covers most physical and behavioral EPSDT services through managed care plans
(DHCS 2021d), which function like health maintenance organizations.'®* Some services are not
covered by managed care plans in California, including specialty mental health services, which
are administered through county-operated county mental health plans. The LEA BOP and

the SMAA Program, California’s cost-based Medicaid claiming and reimbursement programs
for LEAs, allow LEASs that enroll as Medicaid providers to receive partial reimbursement for a
subset of services covered through the EPSDT benefit, as well as eligible associated adminis-
trative costs.

19 |n addition to federal laws and the California State Plan (Supplement 8 to Attachment 4.19-B),
several state laws and regulations govern California’s administration of the EPSDT benefit
(including the school-based Medicaid programs). The state laws and regulations that govern
the administration of the EPSDT benefit are outlined in the Welfare and Institutions Code
(WIC), Sections 14115.8, 14132.06, and 14132.47 (CDE et al. 2020), and the California Code
of Regulations (22 C.C.R., Sections 51051, 51184, 51190.1-.4.1, 51270, 51360, 51491, and
51535.5).

M “Full-scope Medicaid” is health insurance that covers more than just emergency health care.
It also covers medical, dental, mental health, and vision care, as well as alcohol and drug use
treatment, prescriptions, and other services. The LEA BOP expands eligibility to individuals
under the age of 22 for LEA BOP services (DHCS n.d.c.).

12 |n addition to federal laws and the California State Plan, several state laws and regulations govern
California’'s administration of the EPSDT benefit. For a full list of services, see CMS (n.d.).

13 States are responsible for implementing the EPSDT benefit and making decisions about how
covered services are defined, delivered, and reimbursed in their Medicaid State Plans. The
EPSDT benefit—including the LEA BOP and the SMAA Program, California’s two cost-based
Medicaid claiming and reimbursement programs for LEAs—is administered at the state level by
the DHCS.
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California’s Cost-Based Medicaid Claiming and Reimbursement Programs
for Local Educational Agencies

The LEA BOP and the SMAA Program are California’s cost-based Medicaid claiming and
reimbursement programs for LEAs (see Table 1). These programs allow LEAs to receive partial
(generally up to 50 percent) federal reimbursement for a subset of medical services covered
under the EPSDT benefit and associated eligible administrative costs. For the purposes of

the LEA BOP, the term “LEA” includes school districts, county offices of education, charter
schools, community college districts, California State Universities, and University of California

campuses.'#

Table 1. California’s Cost-Based Medicaid Claiming and Reimbursement Programs

Program

Description

Local Educational Agency
Medi-Cal Billing Option
Program (LEA BOP)

The LEA BOP offers reimbursement for health
assessment and treatment services for eligible

students and eligible family members within the school
environment. The LEA BOP reimburses LEAs the federal
share of the maximum allowable rate for approved
health-related services provided by qualified health
service practitioners to Medicaid-enrolled students
(DHCS 2021c¢). To participate in the LEA BOP, LEAs must
enroll through the DHCS as a Medicaid provider.

School-Based Medi-Cal
Administrative Activities
(SMAA) Program

The SMAA Program reimburses LEAs for the federal
share (generally 50 percent) of certain costs for
administering the Medicaid program (DHCS 2021e).
Through the SMAA Program, LEAs may obtain federal
reimbursement for the costs of certain administrative
activities that are necessary for the proper and efficient
administration of school-based Medicaid. The SMAA
Program includes activities such as referring students
and families to enroll in Medicaid and coordinating
Medicaid services between agencies.

4 This report focuses primarily on K-12 education. The term “LEA” is used throughout this report
when referring to one or more K-12 education entities (i.e., school districts, charter schools,
and county offices of education). The term “school district” is used when referring specifically to
school districts.
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The LEA BOP and the SMAA Program can be administered directly by LEAs, while other
services covered under the EPSDT benefit must be accessed through managed care plans or
county mental health plans.

Contracts, memoranda of understanding, and other partnerships. LEAs, managed care plans,
and county mental health plans all cover a specific subset of EPSDT services, so they must part-
ner if they aim to offer a comprehensive suite of EPSDT services to Medicaid-enrolled students.
The term “partnerships” is used broadly in this report to refer to education and health plans
working together to provide school-based Medicaid services through contracts, memoranda of
understanding (MOUs), or other mechanisms. Such partnerships maximize opportunities for chil-
dren and youths to receive needed services. Research shows that school-based health programs
are associated with improved education- and health-related outcomes, especially for historically
and currently underserved children and youths (Knopf et al. 2016), making them a critical strat-
egy for advancing education and health equity.

Local educational agency partnerships with managed care plans. California’s counties use

a variety of managed care models, which vary in numbers of plans available and whether
those plans are county-administered or commercially administered (DHCS 2020). The variety
partially results from the different roles that counties have historically played in the financing
and provision of health services for Medicaid-eligible individuals (Tatar, Paradise, and Garfield
2016). For example, a county organized health system is a health plan created and adminis-
tered by a county board of supervisors. In counties that use a county organized health system,
all managed care enrollees are in the same plan. Conversely, in counties with a regional expan-
sion model, DHCS contracts with two commercial plans in each county to cover the benefi-
ciaries who live there. Variation in partnerships is inevitable in the current system because
California’s health plans are different across counties and because LEAs have different ways
of approaching their roles in student health care. While the variation can be beneficial when it
helps address the local needs of students and communities, it can also make partnerships chal-
lenging to navigate and can make provision of effective technical assistance less standardized.

Medicaid providers that wish to provide services to managed care enrollees must participate in
the managed care plan’s provider network. School-based health centers (which provide health-
care services on or near school campuses) are a common strategy for partnerships between
LEAs and managed care plans (California School-Based Health Alliance 2020). Federally qual-
ified health centers typically act as the mediating entity for school-based health centers—that
is, the federally qualified health center participates in the managed care plan’s network and
contracts with the LEA to locate the center on or near the school. Direct contracts between
LEAs and managed care plans are less common because of a variety of system-level challenges.

One example of a successful direct partnership between an LEA and a managed care plan is the
asthma management program between the Kern County Health System and the Bakersfield
City School District. In this case, the health system pays the school district, on a quarterly
basis, for each service or activity provided to health plan members enrolled in the asthma
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management program. For reimbursement, the school district submits quarterly reports to the
health system with a list of health plan members who participated in program interventions
(California School-Based Health Alliance n.d.b).

Local educational agency partnerships with mental health plans. Non-specialty mental
health services are provided by managed care plans, while specialty mental health services
and substance use disorder treatment services are provided by county mental health plans
under the authority of a waiver approved by the Centers for Medicare & Medicaid Services
(CMS) (DHCS 2021a). The county mental health plans are required to provide or arrange for
the provision of specialty mental health services to beneficiaries in their counties who meet
medical necessity criteria, consistent with the beneficiaries’ mental health treatment needs
and goals. However, LEAs are responsible for mental health services required by a pupil’s indi-
vidualized education program, for students who are eligible for special education and related
services. In some cases, such educationally related mental health services may also qualify as
medically necessary specialty mental health services.

LEAs and county mental health plans may partner to provide a more comprehensive suite of
specialty mental health services at or through schools. Various models exist for these mental
health partnerships. For example, a school district might contract with a county mental health
plan to provide medically necessary, educationally related mental health services at school
sites, or a county mental health plan might contract with Medicaid-qualified licensed school
staff to provide specialty mental health services. The formal contracts, MOUs, and funding
mechanisms for partnerships vary across local communities, just as participation rates vary in
the reimbursement programs.

LEA participation rates in Medicaid reimbursement programs and formal contract or MOU
mechanisms and/or funding models for LEA partnerships with managed care plans and county
mental health plans vary across local communities.
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Putting It All Together to Create a Comprehensive System of School-Based
Health Care for Students

LEAs play an important role in children’s and youths’ access to health care by providing them
with health services directly and/or by facilitating the delivery of services through contracts,
MOQOUs, and other partnerships with health plans. Figure 1 illustrates how the various Medicaid
programs and federal and state funding sources can support different tiers of school-based
mental health preventive and treatment services (California School-Based Health Alliance
2018). While, for simplicity, only mental health is shown in the figure, Medicaid-coverable
substance use disorder and physical health services are also covered under the EPSDT benefit
and have their own specific requirements.
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Figure 1. Tiers of School-Based Mental Health Interventions @
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Figure 1 shows the structure of a familiar service delivery model, a multi-tiered system of
support, that school districts and charter schools commonly use to organize their services
and supports to students along a tiered continuum. The figure illustrates how a school district
might use a variety of funding streams, contracts, partnerships, and Medicaid reimbursement
programs to coordinate and pay for a comprehensive suite of school-based mental health
services. For example, a school district might design a tiered school-based mental health
system that includes the following:

« Tier 1 (universal support): The school district uses the unrestricted funds it receives from
the state through the Local Control Funding Formula to pay for counseling services avail-
able to all students. Some of the students who receive counseling services are enrolled in
Medicaid. For counseling services provided to any Medicaid-enrolled students by qualified
practitioners, the school district has the option to receive federal reimbursement through
the LEA BOP to claim up to 50 percent of the cost of the service (pending an approval of
those services through the LEA BOP audit process). Federal Medicaid reimbursement then
cycles back into the school district’s budget and is used to pay for additional services for the
children and youths enrolled in the school district’s schools.

« Tier 2 (targeted support): The school district partners with a federally qualified health
center (a community-based health care provider that receives federal funds to provide
primary care services in underserved areas) that is a provider for the managed care plan
in the school district’s county. The school district provides the federally qualified health
center with a building in which it can house and run a school-based health center on a
school campus. Students can go to the school-based health center to receive mental health
evaluation and treatment through the managed care plan, at no additional cost to the
school district.

« Tier 3 (intensive support): The school district contracts with its county mental health plan
so that the plan provides educationally related mental health services on school sites. The
school district pays the plan for the services using its state educationally related mental
health services, funds, and, because the county mental health plan is already on site, the
county mental health plan provides and pays for specialty mental health services for
Medicaid-enrolled children and youths with qualifying conditions.

These types of service-delivery options, and many others, can offer ways for school district
and health plans to combine resources and work together to help children, youths, and their
families access the health services they are entitled to through the federal EPSDT benefit
quickly and easily.
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Ecosystem of Current Statewide Initiatives

For 16 months, the Workgroup focused on bringing together research, evidence, and personal
experiences to inform a series of recommendations and necessary actions to meet the
mandate of the Senate Bill 75 legislation and to set the groundwork for improvements in the
school-based Medicaid system. During the workgroup process, the Workgroup members
recognized that other efforts initiated at the local, regional, and state levels are aiming to

resolve challenges within the same school-based health systems addressed by the Workgroup.

The Workgroup, the steering committee, and support staff recognized that they were oper-
ating within a complex and intricate ecosystem of statewide initiatives aiming to improve
access to health services for children and youths. The graphic displayed in appendix H visually
represents some of the current initiatives in the ecosystem, organized by various system
components. Although this graphic does not show all state-level initiatives, it offers a snap-
shot of current efforts and illustrates the context in which California can frame, analyze, and
develop solutions for improving school-based Medicaid.

Medi-Cal for Students Workgroup Recommendations

19




Recommendations

This section provides recommendations from the Workgroup
for improving coordination and access for LEAs to available
Medicaid reimbursement for student health services.'® The
recommendations were developed beginning in February
2020, and the details of the recommendations and related
actions may not reflect legislation developed after that date.

Recommendation 1

State Interagency Collaboration: Formalize state-level collabo-
ration between education and health systems.

e Action 1-A: Provide necessary resources to the CDE and
the DHCS so they can hire and retain dedicated staff to
establish a system of ongoing state-level collaboration.

“Children do not leave their
mental or physical health
iIssues at the school’s front
door. Daily, children come
to school with a myriad
of health conditions that
are barriers to learning.
This broad-based, diverse
group of leaders has come
together in the Workgroup
to improve student health
and learning by increasing
access to health services in
the educational setting.”

—Workgroup member

5 This report focuses primarily on K-12 education. The term “LEA” is used throughout this report
when referring to one or more K-12 education entities (i.e., school districts, charter schools,
and county offices of education). The term “school district” is used when referring specifically to

school districts.

o Appendix E, table 4, lists the required changes to regulations, statute, oversight, support,

staffing, and funding for each recommendation.

e Appendix F illustrates the proposed implementation timeline for the recommendations and

associated actions.

e Appendix G, table 6, describes the estimated costs of implementing each recommendation.
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o Action 1-B: Utilize an advisory group to solve problems and provide guidance related
to collaboration between the education and health systems. The advisory group should
include youth and families; representatives from departments such as the CDE, the DHCS,
the CHHS, and the Department of Managed Health Care; and representatives from county
offices of education, school districts, county mental health plans, managed care plans, and

community-based organizations.

This recommendation requests additional resources for the CDE and the DHCS so that they
can hire and retain state-level staff dedicated to coordinating and implementing school-based
health services. This recommendation also proposes that the CDE and the DHCS utilize an
interagency advisory group to provide guidance and solve problems of practice related to
state-level collaboration between California’s education and health systems.

“Reducing the silos between
health and education to deliver
health services in schools has
been championed by many
organizations and individuals in
the field for decades. Creating
infrastructure at the state level
Is an important step to share
learning and reduce barriers to
this effort across the state. It’s
so exciting!”

—Workgroup member

Recommendation 1 Proposed Actions

Action 1-A

“Currently, education and health-care
systems operate independently

of one another (to a large extent)
even though they serve the same
people and systems (children,
youth, families, communities).

This recommendation is to bring
education and health care together
to think about shared goals, points
of intersection and alignment, and
how to access federal dollars to
improve educational and health/
public-health outcomes.”

—Workgroup member

Provide necessary resources to the CDE and the DHCS so they can hire and retain dedicated
staff to establish a system of ongoing state-level collaboration.
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Why This Action Is Important

Coordinated technical assistance activities would increase access to health services for chil-
dren and youths and help LEAs maximize Medicaid reimbursement for the eligible services
provided in schools. Interagency collaboration was repeatedly identified by Workgroup and
steering committee members, and recommended by external stakeholders during interviews,
as a crucial part of an effective school-based Medicaid system (CDE et al. 2020). Having dedi-
cated staff is often necessary to facilitate that kind of state-level interagency collaboration.
For example, the CDE and the DHCS have demonstrated ongoing commitment to collabora-
tion through the Workgroup and the steering committee; in addition to attending multiday
Workgroup meetings, the agencies have met biweekly to discuss questions and solve problems
related to school-based health services, as a result of the Senate Bill 75 legislation. However,
sufficient staffing must be in place to continue this collaboration. Furthermore, the lack of a
formalized collaborative relationship, in school-based Medicaid programs, between the CDE
and the DHCS hinders vital opportunities to support EPSDT partnerships among local educa-
tion and health agencies and to improve participation rates in the Medicaid program.

Despite the potential benefits of collaboration between the CDE and the DHCS, the state

has only recently allocated funding to support such collaboration. Both agencies need a
sufficient number of staff available to support LEAs with Medicaid reimbursement programs.
Historically, the DHCS has had a small number of staff dedicated to this type of support, and
the CDE has had none. Meanwhile, neither the DHCS nor the CDE has had any staff dedicated
to supporting partnerships between LEAs and health plans (managed care plans and county
mental health plans). However, funding recently approved in the 2021 Budget Act should result
in improved coordination between the two agencies. The Workgroup identified partnerships
between LEAs and health plans as critical opportunities to connect funding streams and
expand access to the medically necessary federal EPSDT benefit in schools. Although some
LEAs in California have developed successful partnerships with county mental health plans

to provide specialty mental health services, few have developed partnerships with managed
care plans to provide other mental and physical health services (California Legislative Analyst’s
Office 2021). Coordinating expertise through collaborative technical assistance (such as

the CDE and the DHCS offering advice and training, and sharing information and practical
guidance through websites, webinars, guidance documents, resources, and tools) would help
generate a more streamlined and responsive support system for LEAs that want to participate
in Medicaid reimbursement programs and form school-based health partnerships.

How to Get There

The Workgroup suggests that additional ongoing resources be devoted to the CDE and the
DHCS to create and sustain a formal system of collaboration. One possible way to do so would
be to hire staff at each agency who are dedicated to collaborating with staff at the other
agency on school-based health services. The Legislature should ensure that the CDE and the
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DHCS have the necessary resources to dedicate staff to establish and sustain a system of
collaboration focused on supporting school-based health services.

Facilitate collaboration and leverage expertise of each agency. The dedicated staff must
develop structures for consistent communication and collaboration. The intention of the dedi-
cated staff and of the collaboration would be to leverage the expertise of the DHCS related

to understanding the intricacies of Medicaid, and to leverage the CDE’s strengths related to
designing programmatic and fiscal procedures, to provide technical assistance and support to
LEAs. Regardless of the exact format of the collaboration, the CDE and the DHCS should share
accountability for successful and sustainable collaboration on supporting school-based health
services.

The dedicated staff should focus on five primary activities related to school-based health services:
e Designing any new state-level policy proposals
e Soliciting feedback from an advisory group on state-level proposals
e Analyzing the effectiveness of dedicated staff activities
e Developing a feedback loop for ongoing stakeholder input
« Designing and facilitating technical assistance for LEAs and health plans
« Reaching out to nonparticipating agencies

The dedicated staff should consider successful models of technical assistance delivery, such

as a multi-tiered system of support (described in the introduction to this report). Many LEAs
use the multi-tiered system of support framework'® to organize their services and supports to
students along a tiered continuum. This framework could also be used when providing techni-
cal assistance to LEAs, which could involve providing the following tiered support:

Tier 1 (universal support) could include universal technical assistance, such as written guidance
and webinars. Tier 2 (targeted support) could include targeted resources aimed at helping
LEAs to navigate the LEA BOP and the SMAA Program and/or to build partnerships with
county mental health plans and managed care plans. Tier 3 (intensive support) could include
intensive assistance on strategic planning for a small number of LEAs on how to establish and
scale up school-based health services. (Additional information about specific topics for techni-
cal assistance is available under Recommendation 3, Action 3-A in table 2, which provides a list
of recommended technical assistance topics.)

16 For further information about the multi-tiered system of support framework, go to
https://www.cde.ca.gov/ci/cr/ri/mtsscomprti2.asp.
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In order to be most effective, the following key competencies should be represented among
the dedicated staff:

 Ability to translate existing and new regulations across education and health policy
« Ability to convene and facilitate productive and solution-oriented conversations

e Experience designing school-based Medicaid programs

e Understanding of Medicaid rules, billable services, and fiscal requirements

o Understanding of CDE fiscal and reporting requirements for LEAs

« Understanding of the roles of key school-based health stakeholders (e.g., managed care
plans and county mental health plans) in school-based health services

o Experience translating complex information to LEAs

Review relevant data to inform the work. The dedicated staff should review data available
across state and local education and health systems; determine appropriate measures of inputs
and outcomes of their collaboration, such as the reimbursement of eligible services by LEA
type for the LEA BOP; and use these measures to report on the effectiveness of their activities
at regular intervals.'” For example, if staff want to evaluate their effectiveness in LEA BOP
enrollment and service reimbursement, they might begin setting baselines by using the initial
analyses of LEA BOP claims completed to inform the Workgroup’s deliberations.'® The findings
of this investigation would offer useful data to support the subsequent activities and to moni-
tor impact of the activities on key markers, such as the availability of health services in schools.
The dedicated staff should also use information gathered from stakeholders (e.g., LEA adminis-
trators, service providers, students, and families) about their needs and their lived experiences
related to school-based Medicaid, to inform ongoing provision of technical assistance to better
help staff from the CDE and the DHCS understand and meet the specific needs of LEAs in
relation to school-based health services.

17 Data sharing should be done with adherence to Health Insurance Portability and Accountability
Act (HIPAA) and Family Educational Rights and Privacy Act (FERPA) requirements.

18 Analyses conducted to inform the Workgroup’s deliberations illustrated that LEAs submitted
a modest number, and a limited scope, of successful Medicaid claims through the LEA BOP in
2014-15, the most recent year for which data was available. Speech therapy services provided
to students with disabilities represented nearly three quarters of all approved LEA BOP claims,
even though speech therapy is often among the least expensive services provided by LEAs
(CDE et al. 2020). The observations from these preliminary analyses are sufficient to warrant
additional and comprehensive review of the gap between the total expenditure for Medicaid-
coverable services in school and the number of successful Medicaid claims submitted through
the LEA BOP.
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Action 1-B

Utilize an advisory group to solve problems and provide guidance related to collaboration between
the education and health systems. The advisory group should include youth and families; represen-
tatives from departments such as the CDE, the DHCS, the CHHS, and the Department of Managed
Health Care; and representatives from county offices of education, school districts, county mental
health plans, managed care plans, and community-based organizations.

Why This Action is Important

An advisory group with cross-system representation would support interagency collabora-
tion and provide a space for coordinated problem-solving and systems guidance related to
school-based health. Due to the expansiveness and complexity of the school-based Medicaid
system, many previous and current initiatives have included only partial representation from
key stakeholder groups, such as state agency staff, managed care plans, county mental health
plans, and school districts. Moreover, despite the important foci of many previous and current
initiatives,'® their limited connections to state-level program staff charged with implementing
these respective initiatives have compromised their abilities to make positive impacts. The
purpose of this action is to utilize an advisory group that is intimately tied to decision-makers at
the state level and that is representative of local actors in the school-based Medicaid system.

How to Get There

The CDE and the DHCS should either establish a new advisory group or leverage an existing
group, such as the DHCS LEA BOP Advisory Workgroup, that includes representatives from
education and health systems.

Ensure that the advisory group has a representative membership. The Workgroup recom-
mended that the advisory group include representation from the CDE, county offices of educa-
tion, and school districts, as well as representation from the DHCS, the California Department
of Public Health, the California Department of Managed Health Care, county mental health
plans, managed care plans, and the Mental Health Services Act Oversight and Accountability
Commission. Workgroup members also noted the importance of including youth, family, and
community voices within the group. In sum, a prescribed membership for the group should be
developed by the dedicated staff described in Action 1-A, with attention to ensuring diversity
of experience and with the goal of including representatives from the state agencies, from
LEAs, and from health plans. The Workgroup emphasized the importance of a prescribed
membership because the members will drive the priorities of the group. If the membership is
unbalanced (e.g., too many representatives from health plans and not enough from LEAs, or
vice versa), the group may become limited in scope. Collaboration among the advisory group

19 A selection of statewide initiatives that aim to improve school-based health care for students is
provided in appendix H.
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members and the dedicated staff described in Action 1-A is also important, to ensure a balance
of thought leaders and decision-makers.

Define the advisory group’s responsibilities. Initial and ongoing responsibilities of the advisory
group should include the following:

o Meet at regularly scheduled intervals.
e Set a systems-level vision.
« Clarify roles and responsibilities between the dedicated staff and the advisory group.

 Clarify roles and responsibilities of all child-serving systems under the EPSDT benefit
(including providing specific direction to all actors in the system about their obligations).

« Define shared goals across agencies and plans that serve Medicaid-enrolled youths, such
as schools and managed care plans.

« ldentify ways to integrate school-based health into other agency divisions and initiatives
across the state.

« Advocate for coordination to address student and family needs across various agencies.

o Offer feedback on new regulations, state plan amendments, state-level policies, or other
system changes.

Recommendation 2

Local Agency Training and Guidance: Provide targeted training and guidance to LEAs and health
plans on implementing school-based health programs to maximize billing and reimbursement on
school-based health-care expenditures and to expand access to health-care services for Medicaid-
eligible students.

« Action 2-A: Produce training and targeted technical assistance resources for LEAs, county
mental health plans, and managed care plans.

e Action 2-B: Create conditions that will enable collaboration between health plans and
LEAs to flourish and, where appropriate and legally allowable, encourage contracts and
MOUs between LEAs and managed care plans and county mental health plans.

This recommendation and its associated actions propose providing guidance, training, and
resources to LEAs and health plans to promote participation in the LEA BOP and the SMAA
Program and to facilitate MOUs, contracts, and other agreements between LEAs and county
mental health plans and managed care plans.
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“The basis of this recommendation is that there is a strong
need for the systems [education and health] to work together.
This recommendation reinforces that need so that we can
address the health needs of students—both mental health
and physical health.”

—Workgroup member

Recommendation 2 Proposed Actions

Action 2-A

Produce training and targeted technical assistance resources for LEAs, county mental health
plans, and managed care plans.

Why This Action is Important

High-quality technical assistance resources would help LEAs, managed care plans, and behav-
ioral health agencies (county mental health plans) establish strong practices for developing and
procuring MOUs, contracts, and interagency agreements. These interagency agreements can
expand the provision of services to students and can lead to greater claiming and reimburse-
ment for Medicaid-approved services provided by or through LEAs (Mays and O’'Rourke 2019).
Furthermore, training to help LEAs learn to bill directly for services and gain clarity on allow-
able claims should result in a higher volume of claims and billing, which may lead to greater
participation in the reimbursement programs and an increase in federal reimbursement to
participating LEAs (Briscoe et al. 2020). Workgroup members noted that current technical
assistance for LEAs and other partners on school-based health and Medicaid billing is outdated
and difficult to understand, and that there is limited follow-up and guidance in writing.

How to Get There

The DHCS, in collaboration with the CDE, should gather, update, and disseminate technical
assistance resources and provide trainings that address a variety of school-based Medicaid
topics for LEAs and health plans.

Develop a repository of online resources. The DHCS, in collaboration with the CDE, should
develop—or hire a contractor to develop—an online resources repository with training videos,
archived webinars, and other resources that address a variety of school-based Medicaid topics,
and ensure that LEAs and partner agencies have ease of use and access to the repository. The
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CDE should disseminate the resources widely to LEAs and health plans, potentially leveraging
California’s system of support2° as a key communication channel. Suggested questions to
address through training videos and resources include the following:

e How do LEAs and health plans benefit from Medicaid MOUs, contracts, and
interagency agreements?

o What are the requirements to establish contracts with health plans and to develop MOUs
and interagency agreements with partners? What does a model contract look like?

e What services does Medicaid cover under county mental health plans, managed care plans,
and the LEA BOP and the SMAA Program?

e How can LEAs expand services under State Plan Amendment 15-021, which expands
covered services, allowable practitioner types, and coverage to Medicaid-enrolled
students without individualized education programs or individualized family service plans,
among other changes?

o What does being “eligible” for Medi-Cal, versus being “enrolled” in Medi-Cal, mean?
o What are the requirements for billing for the LEA BOP and the SMAA Program?

e How can LEAs contract with and get reimbursed by managed care plans and county mental
health plans?

e How can LEAs meet the targeted case management requirements?

e What do LEAs need to know about compliance, data agreements, and HIPAA? What do
county mental health plans and managed care plans need to know about FERPA and other
educational requirements?

o What funding streams are available to support partnerships? Which funding streams can
be braided together?

o What should LEAs know about Medicaid tracking and reporting of expenditures and
reimbursements?

o What is the hierarchy of Medicaid billing, and what does that hierarchy mean for LEAs with
school-based health programs?

o What are community-based organizations, and who are community-based service
providers? How can LEAs contract with them to provide services on or near school sites?

o What are the county programs in an LEA’s area, and how can they help?

20 For more on California’s statewide system of support, see https://www.cde.ca.gov/sp/sw/t1/csss.asp.
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e How can LEA staff learn about other LEAs that are successfully providing or coordinating
school-based Medicaid services?

e How does an LEA set up a billing system for the LEA BOP and the SMAA Program?

In addition to these resources and recorded trainings, the state agencies should consider
conducting live trainings, as well as producing targeted materials and outreach for LEAs that
do not participate in Medicaid billing.

Seek feedback from LEAs to inform ongoing updates to resources. The DHCS and the CDE
should regularly review and update the resources to reflect the changing needs of students

in relation to school-based health services, and to reflect the information learned from the
technical assistance activities in Recommendation 3. To update the resources and to create
targeted training videos and/or live trainings, the DHCS should engage LEAs to explore and
identify where their current gaps in understanding are, among all three Medicaid access points
(county mental health plans, managed care plans, and the LEA BOP and the SMAA Program)
related to billing, funding sources, and eligible services. Whenever possible, training should
convene LEAs, health plans, and community organizations that provide health services, to
create opportunities for education agencies and health plans to learn together.

Action 2-B

Create conditions that will enable collaboration between health plans and LEAs to flourish and,
where appropriate and legally allowable, encourage contracts and MOUs between LEAs and
managed care plans and county mental health plans.

“We are tired of waiting for health and education agencies to
collaborate. We need to make a bold statement to require both
to step up for the sake of children and youth who are suffering
from mental health and physical health conditions.”

—Workgroup member

Why This Action is Important

Collaboration and coordination between LEAs and health plan providers can improve access to
appropriate behavioral and physical screening and preventive and treatment services, leading
to improved education and health outcomes.
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Systematic coordination between education and health systems is required by law?' and is
important for the well-being of Medicaid-enrolled students. Under the EPSDT benefit, states
are required to provide comprehensive services and to furnish all Medicaid-coverable appro-
priate and medically necessary services needed to correct and ameliorate health conditions for
children under age 21, based on certain federal guidelines (CMS n.d.). The DHCS pays managed
care plans a capitated rate to provide these necessary services.??2 Under the Individuals with
Disabilities Education Act (IDEA),23 the CDE is obligated to ensure that LEAs provide free
appropriate public education for eligible children with disabilities, ages 3-21, as a condition of
receiving payment from the federal government under Part C and Part B of the IDEA. Eligible
children receive free appropriate public education via special education and related services
provided through an individualized education program. The child’s individualized education
program is developed by individualized education program teams at the child’s LEA. The
requirements for the EPSDT benefit and for free appropriate public education are distinct but
interrelated: some medically necessary and Medicaid-coverable EPSDT services (e.g., physical
therapy) can be indicated on a Medicaid-enrolled child’s individualized education program and
covered by the EPSDT benefit.

Both federal education law and federal health law and statutes require coordination between
education and health systems and provide guidance to help navigate this coordination. The
IDEA24 implementing regulations specify:

The financial responsibility [for services] of each noneducational public agency . . . including the State
Medicaid agency and other public insurers of children with disabilities, must precede the financial
responsibility of the LEA (or the State agency responsible for developing the child’s individualized
education program). . .. If any public agency other than an educational agency is otherwise obligated
under Federal or State law . . . to provide or pay for any services that are also considered special
education or related services . . . that are necessary for ensuring free appropriate public education to
children with disabilities within the State, the public agency must fulfill that obligation or responsibil-
ity, either directly or through contract or other arrangement.

The DHCS has produced written guidance for managed care plans on coordinating with other
outside entities that are responsible (e.g., under the IDEA) for providing EPSDT services
(DHCS 20193, 9). Specifically, the guidance states:

Where another entity, such as a Local Education Agency (LEA) . . . has overlapping responsibility for
providing services to a member under the age of 21, managed care plans must do the following:

o Assess what level of EPSDT medically necessary services the member requires,

21 34 CFR, Section 300.154

22 Asdescribed in the introduction, specialty mental health services are provided by county
mental health plans, not managed care plans.

23 20U.S.C,, Section 1400

24 34 CFR, Section 300.154
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» Determine what level of service (if any) is being provided by other entities, and

» Coordinate the provision of services with the other entities to ensure that managed care plans
and the other entities are not providing duplicative services, and that the child is receiving all
medically necessary EPSDT services in a timely manner.

[M]anaged care plans have the primary responsibility to provide all medically necessary EPSDT
services, including services which exceed the amount provided by LEAs. However, these other entities
must continue to meet their own requirements regarding provision of services. Managed care plans
should not rely on LEA programs . . . as the primary provider of medically necessary EPSDT services.

Workgroup members largely agreed that coordination and collaboration between LEAs

and health plan providers is important for student well-being. However, during Workgroup
discussions, disagreement arose about the scarcity of resources. Understandably, Medicaid
funding and reimbursement can feel like a zero-sum game. From the LEA perspective, the
IDEA mandate to provide services puts schools in a vulnerable financial position. If an LEA
does not have an MOU with a health plan, the LEA may end up providing a service that would
otherwise fall under the responsibility of the health plan. In other words, LEAs are at risk of,
effectively, providing a Medicaid-covered service for a Medicaid beneficiary without receiving
any funding from the plan. An oft-cited antidote to this problem is requiring that health plans
contract with an LEA as a Medicaid provider, thereby allowing the LEA to receive payment
from the plan under the EPSDT benefit. However, this requires partnership from both entities;
the Workgroup recognizes that not all LEAs are interested in contracting with managed care
plans or county mental health plans or in becoming a Medicaid provider. The Workgroup does
not intend that contracts be required where contracts are not desired by all parties. Moreover,
the state is not legally allowed to require payments from a health plan to a specific provider.

Despite some disagreement among Workgroup members as to the extent to which the

DHCS should require collaboration, there was consensus, within the Workgroup, that collab-
oration and cooperation between education and health systems is good for children. Thus,

the Workgroup recommends that the DHCS focus on connecting resources to the needs of
students and, where appropriate and legally allowable, develop further guidance to encourage
health plans to contract with LEAs as providers, develop MOUs, or otherwise contribute to the
costs of EPSDT services provided by LEAs.

How to Get There

The Workgroup recommends that the DHCS focus on connecting resources to the needs of
students and, where appropriate and legally allowable, develop further guidance to encourage
health plans to contract with LEAs as providers, develop MOUs, or otherwise contribute to the
costs of EPSDT services provided by LEAs.

Medi-Cal for Students Workgroup Recommendations 31




Put the child at the center. In order to create conditions that will facilitate collaboration
between health plans and LEAs, the CDE and the DHCS should frame technical assistance,
training, and guidance in terms of the benefit to the child or youth, rather than on the financial
benefit to health plans, LEAs, or other agencies. A more child-centered focus will help facili-
tate collaboration by leveraging the shared purpose of LEAs and health plans to support the
well-being of the children and youths they serve.

Develop guidance and offer incentives where appropriate. The Workgroup further recom-
mends that the DHCS develop a model contract and/or give explicit guidance on contract
rates, to reduce the need for financial negotiation and to make the financial collaboration more
child-centered and seamless. Further, as additional funds become available, the DHCS should
consider incentive payments to health plans and/or LEAs to assist with collaboration and
cooperation.

Recommendation 3

School-Based Health Services Demonstration Sites: Create school-based health services demonstration
sites to improve technical assistance provided to LEAs about school-based health and to capitalize on
recent school-based Medicaid investments and initiatives.

« Action 3-A: Engage a contractor to pilot technical assistance strategies in school-based
health services demonstration sites that:

o Implement new school-based Medicaid investments and initiatives;

e Produce effective partnerships among LEAs, managed care plans, county mental health
plans, community stakeholders, and LEA BOP and SMAA Program vendors; and

» Provide a wider array of services to Medicaid-eligible students across all three primary
Medicaid access points: (a) county mental health plans, (b) managed care plans, and (c)
the LEA BOP and the SMAA Program.

e Action 3-B: Apply the lessons learned from the school-based health services demonstra-
tion sites to inform future technical assistance to LEAs and health plans.

The first action under this recommendation involves creating school-based health services
demonstration sites and engaging a contractor to pilot technical assistance strategies that
showcase how local agencies can collaborate to finance school-based health services and
provide a wider array of services to Medicaid-eligible students across all three primary
Medicaid access points: (a) county mental health plans, (b) managed care plans, and (c) the
LEA BOP and the SMAA Program. The second action involves applying lessons learned from
the school-based health services demonstration sites to inform effective technical assistance
related to school-based health partnerships.
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“These recommendations are “The student should experience

meant to foster collaboration a seamless process, a

and establish a shared one-stop shop, even if there
approach to serving student are different payers. ,So, the
health-care needs in the most work is in the partnerships and
effective way possible. The collaboration. This needs to be
current system is bifurcated a full commitment.”

and complex and is in dire need
of an articulated guide for LEAs
to use when exploring how best
to care for their students.”

—Workgroup member

—Workgroup member
Recommendation 3 Proposed Actions

Action 3-A

Engage a contractor to pilot technical assistance strategies in school-based health services
demonstration sites that:

e Implement new school-based Medicaid investments and initiatives;

e Produce effective partnerships between LEAs, managed care plans, county mental health
plans, community stakeholders, and LEA BOP and SMAA Program vendors; and

» Provide a wider array of services to Medicaid-eligible students across all three primary
Medicaid access points: (a) county mental health plans, (b) managed care plans,
and (c) the LEA BOP and the SMAA Program.

Why This Action is Important

Developing and piloting new technical assistance strategies at school-based health services
demonstration sites will help the CDE and the DHCS learn how to provide effective technical
assistance related to school-based health to LEAs and health plans. The Workgroup expects
the universal technical assistance resources described in Recommendation 2 to positively
impact school-based health services, but members also recognized that building a compre-
hensive school-based health program at scale is involved and unprecedented. For this reason,
the Workgroup recommends these smaller-scale school-based health services demonstration
sites as learning tools prior to broader replication. “Technical assistance,” in the context of this
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recommendation, refers to providing advice and training, information, guidance documents,
resources, and tools for LEAs and health plans on how to build sustainable relationships
through MOUs, contracts, and resource sharing across all three primary Medicaid access
points: (a) county mental health plans, (b) managed care plans, and (c) the LEA BOP and the
SMAA Program.

Piloting technical assistance through school-based health services demonstration sites is a
critical action because, as discussed in the introduction, the Workgroup envisioned a system
in which students and families access health services quickly and easily. To produce the kind of
comprehensive school-based health system that would enable this, LEAs need to partner with,
and provide a wider array of services to Medicaid-eligible students across, all three primary
Medicaid access points. The Workgroup identified an integrated system of care as a key
accomplishment toward that vision. Currently, some Medicaid beneficiaries—in this instance,
some school-aged children—need different Medicaid access points in order to receive a full
scope of care in California, because multiple agencies are responsible for different aspects of
the EPSDT benefit. Often, students and families may require health services that are offered
by different providers. When these providers do not work together or share information,
students and families have more difficulty seamlessly accessing a comprehensive suite of
health services. School-based Medicaid service models bring more Medicaid access points
into schools. Bringing all of the access points on or near campus positions schools to act as
“one-stop shops” where Medicaid-enrolled students can connect with appropriate providers to
cover all of their health needs.

While Action 3-A builds on the current interest in partnership across agencies and plans—as
evidenced by the existing successful partnerships between county mental health plans and

LEAs in California (Briscoe et al. 2020)—there are currently no examples of model programs that
leverage all three primary access points at the local level (California Legislative Analyst’s Office
2021). Many LEAs successfully partner with county mental health plans to provide specialty
mental health services, and many LEAs are LEA BOP providers, but LEA partnerships with
managed care plans are rare. Discussions among Workgroup members identified several reasons
why partnerships among all three access points are beneficial but are not always possible: for
example, an LEA may not have the resources or support necessary to build a relationship with a
managed care plan, or an LEA or managed care plan may decline a request to partner (CDE et al.
2020). Whatever the reason, when LEAs do not partner across all three access points, they can
miss opportunities to claim up to 50 percent reimbursement for the eligible services they use
state and local funds to provide to Medicaid-enrolled students.

Action 3-Ais timely because recent school-based Medicaid investments and initiatives in California
aim to reduce the barriers to providing comprehensive school-based health services across all three
primary Medicaid access points. Some of these investments include updates to behavioral health
medical necessity criteria for EPSDT services, incentives for partnerships between managed care
plans and LEAs, expansion of community schools, additional support for student mental and behav-
ioral health needs, expansion of the LEA BOP, and support for state-level interagency collaboration.

Medi-Cal for Students Workgroup Recommendations 34




Each of these initiatives and investments represents an important new opportunity to expand
school-based Medicaid in California. Developing and piloting new strategies for technical assistance
through school-based health services demonstration sites will help the CDE and the DHCS learn
how to provide effective technical assistance to LEAs in relation to school-based health, to leverage
these investments across the state.

How to Get There

Through Action 3-A, the CDE and the DHCS?% would identify a set of school districts to
become school-based health services demonstration sites. These school districts, along with
their counties and any health plan partners, would become school-based health services
demonstration sites with the purpose of informing the development and provision of technical
assistance to them and other local agencies in the future. The Workgroup recommends that
the DHCS and the CDE engage a contractor to pilot technical assistance strategies to imple-
ment new school-based Medicaid investments and initiatives at the sites in order develop new
high-quality technical assistance resources.

Hire a contractor. The contractor should have experience in leading complex stakeholder
engagement processes and should be (or be able to subcontract with) a subject-matter expert on
each of the three Medicaid access points. The contractor, or the subject-matter expert(s), should
have broad enough knowledge and experience that they can address a majority of the problems
that might arise during the demonstration site development process on behalf of the LEAs and
health plans. Additionally, the contractor should possess the following expertise:

o Demonstrated ability to build and strengthen relationships and coalitions

Knowledge of existing successful school-based health models in California

Knowledge about the different kinds of partnerships, health centers, and funding models
available to support sites to build and strengthen relationships and referral pathways

Knowledge of Medicaid managed care rules

Knowledge of California’s Medicaid state plan

o Knowledge of the array of services that exist under various plans, including county mental
health plans and managed care plans

o Demonstrated ability to address and support equity in education and health systems

Select a representative set of school-based health services demonstration sites. The contractor
would provide technical assistance to school-based health services demonstration sites, which

25 The Workgroup recommends that the DHCS, in collaboration with the CDE, oversee
this contract.
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will be counties, regions, or specific LEAs that are implementing comprehensive school-based
health systems. The school-based health services demonstration sites would be selected based
on an application process, with the goal of having a diverse and representative sample of locales
(e.g., diversity in size, location, geography, student demographics, per-pupil spending). Special
consideration should be given to LEAs that serve high proportions of students from groups who
have historically lacked access to health-care services. If such LEAs are not aware of the oppor-
tunity to become a school-based health services demonstration site, or do not have the internal
capacity to produce a strong application for demonstration site consideration, the state agencies
should intentionally seek out these LEAs and help them apply to become school-based health
services demonstration sites.

Provide locally informed and time-intensive technical assistance to school-based health
services demonstration sites. Drawing on their expertise, the contractor should provide each
school-based health services demonstration site with technical assistance, using the recom-
mended topics outlined in Table 2 to guide its work.

Table 2. Recommended Technical Assistance Topics to Help School-Based Health
Services Demonstration Sites Implement Comprehensive School-Based Health Systems

Topic Technical Assistance Providers Should Help LEAs Do the
Following:

Identify existing resources Look at effective models and infrastructure, access local

and processes in the LEA’s expertise, and be mindful of the individual needs and

region resources of the region.

Identify and determine how to maximize existing
funding streams to fund service delivery and ongoing
collaboration.

Explore service gaps and Conduct a local assessment to identify the Medicaid-
possibilities coverable services gaps in the LEA, then guide the LEA
in obtaining access to locally established plans and
networks in the local area to partner or contract to fill
the service gaps. This assessment process would allow
LEASs to determine what services are needed and how to
expand their capacity to provide those services.
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Topic Technical Assistance Providers Should Help LEAs Do the
Following:

Build relationships in the LEA’s | Build relationships across the three primary Medicaid
region access points and with primary care providers,
community stakeholders, and commercial health plans.

Ensure that schools are distinct contributors to the
managed care plan planning teams in their counties.

Build the LEA’s capacity to Produce and disseminate effective materials for parents
develop effective outreach to about Medicaid and school-based health services. Build
parents relationships with community-based or other parent

organizations as needed.

Support the implementation Ensure that LEAs have the necessary infrastructure to
of services sustainably participate in the LEA BOP and the SMAA
Program and to collaborate with county mental health
plans and managed care plans.

Plan for data collection and Define the outcomes that the LEA hopes to see through
flexibility the demonstration site development process and
determine how to collect the student-level data that
are required to demonstrate effectiveness of new
investments and initiatives.

Create a plan for when changes to regulations or funding,
or other expected or unexpected events, occur.

Action 3-B

Apply the lessons learned from the school-based health services demonstration sites to inform
future technical assistance to LEAs and health plans.

Why This Action is Important

Action 3-B is about ensuring that the lessons learned from the school-based health services
demonstration sites will benefit additional LEAs as the contractor builds capacity to provide
effective technical assistance through Action 3-A and conveys those lessons learned to the
CDE and the DHCS. The lessons learned from the school-based health services demonstration
sites can help the CDE and the DHCS answer critical questions related to new Medicaid invest-
ments and initiatives, such as the following:
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o How should the state provide technical assistance to LEAs and other agencies to help them
take advantage of recent investments and initiatives to sustain and support school-based
Medicaid in the future?

o What technical assistance topics or content are most important for LEAs and their part-
ners to learn more about?

o Which technical assistance strategies can help address barriers that have prevented agencies
from entering voluntary contracts or MOUs or developing other methods of collaboration?

How to Get There

The contractor would identify and analyze lessons learned from the school-based health
services demonstration sites and share that information with the CDE and the DHCS, as well
as with other agencies, as specified in the details of its contract.

Ensure that there is a single technical assistance contractor (or a single coordinator of
multiple contractors) to align the work across school-based health services demonstration
sites. While ensuring that the piloted technical assistance is suited to the specific school-based
health needs of each school-based health services demonstration site is important, having

a single entity coordinate across all school-based health services demonstration sites is also
critical, so that the lessons learned can be aggregated and shared with state agencies, LEAs,
and health plans in a comprehensive and cohesive way.

Produce a blueprint for technical assistance about school-based Medicaid services. The
contractor should collaborate with the DHCS, the CDE, and the advisory group proposed in
Recommendation 1 to produce a blueprint for effective ongoing technical assistance to LEAs.
The blueprint should include the following:

e A plan for how to sustain and/or scale up partnerships after the contractor finishes estab-
lishing the school-based health services demonstration sites, so that the sites can be used
in the future as models for comprehensive school-based health programs

o A set of technical assistance resources, such as a step-by-step guide for becoming a
Medicaid provider, a handbook or other resource about allowable expenditures and poten-
tial funding streams, and a library of potential partnership models

o A map or catalog of the different available programs under Medi-Cal—including each
program'’s requirements, restrictions, and available services—so that LEAs can develop
working relationships across all three Medicaid access points (also see Action 2-A and
Action 5-B)

« Considerations for how to vary technical assistance to address local jurisdictions and contexts
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Recommendation 4

LEA BOP Audit Support: To facilitate the LEA BOP audit process, implement feedback loops between
LEAs and the DHCS Audits and Investigations Division that foster collaborative learning and continu-
ous improvement, and develop resources that support LEA audit preparation.

« Action 4-A: Enhance auditor practices through auditor training informed by user experi-
ence, and gather regular feedback from LEAs about their LEA BOP audit experiences.

e Action 4-B: Develop audit-related technical assistance processes to support LEAs before,
during, and after the LEA BOP audit process.

The LEA BOP enables LEAs to be reimbursed for eligible health services rendered to Medicaid-
enrolled students. Medicaid reimbursements through the LEA BOP are paid using certified
public expenditures, meaning that LEAs pay for all services up front and certify their spending
on a cost report. LEAs receive an interim reimbursement based on the cost reported, usually
within several weeks, but the reimbursement amount is tentative (based on historical costs),
pending an audit. The audit process involves the DHCS Audits and Investigations Division
auditing the claims in the cost report. If the claims are not adequately supported for payment—
that is, if there is a lack of proper documentation, or if the amount is verified to be less than
what was certified on the cost report—federal reimbursement must be paid back. According to
LEAs, the audit process for the LEA BOP is complex and often costly (CDE et al. 2020).

The goals of the actions under this recommendation are to shift the culture of the LEA BOP
audit process from a primary focus on audit completion toward a focus on providing support
and technical assistance to the LEAs that are being audited. This more supportive audit culture
can be achieved through implementing auditor training, feedback loops, and preventive
(pre-audit activities that prevent audit findings) and corrective (post-audit activities that help
LEAs recover from audit findings) action activities.
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“The obligation of conducting
audits in compliance with CMS
standards and requirements is
understood, but modifications
to the information provided and
[the] process of these audits
could have a positive impact
on the use of LEA BOP and
provision of services. Some
of the [actions] may not be
feasible without modifications
to the Medicaid state plan,
but there are [many] changes
that don’t require state plan
amendments. Movement
on this recommendation is
possible now.”

—Workgroup member

Recommendation 4 Proposed Actions

Action 4-A

“The focus of this recommendation

Is on the audit process, but the real
focus is on facilitating more services
to children. If we can have a more
positive audit process with fewer
disallowances, then there will be
greater utilization of the LEA BOP.

If this is successful with regard to
mental health services, then the
impact this has [on] collaborations and
interactions between LEAs, mental
health plans, and managed care plans
needs to be explored.”

—Workgroup member

Enhance auditor practices through auditor training informed by user experience, and gather
regular feedback from LEAs about their LEA BOP audit experiences.

Why This Action is Important

In a survey of stakeholders about the LEA BOP, respondents cited the LEA BOP audit require-
ments as the second most common reason why LEAs do not claim for reimbursement on
eligible services for Medicaid-enrolled students, second only to the related barrier of docu-
mentation requirements (CDE et al. 2020). Ultimately, stakeholders expressed that California’s
LEA BOP audit process is a barrier to reimbursement. They contrasted their experiences of
California’s audit system with their understanding of systems in other states, expressing that
other states’ auditors fulfill a more supportive role, rather than a role that is chiefly compli-
ance focused. Unfortunately, this concern related to the audit process is not unique to LEAs.
The DHCS implements many complex federal programs that may be confusing for various
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providers to implement, resulting in negative audit actions. The Workgroup believes that,
by implementing Action 4-A, the DHCS can also improve overall understanding of the LEA’s
responsibility in a certified public expenditure Medicaid reimbursement program. Ideally,
implementing this action would lead to fewer audit findings and an increased amounts of
Medicaid reimbursement for LEAs.

How to Get There

Conduct a review of LEA BOP audit experiences. The DHCS and the CDE, and/or an inde-
pendent third-party evaluator, should conduct an in-depth review of experiences with and
perspectives on the auditing process, based on data from current and former school-based
LEA BOP providers, current and former school-based Medicaid billing staff, and current audi-
tors. This data could be collected using interviews and focus groups. These California-based
interviews and focus groups should be coupled with a detailed review of auditor training in
other states. The review should specifically include states that use a “relationship model” for
their audits—that is, a collaborative, results-driven model (such as the model used in Michigan).
The DHCS should use the data gleaned from the review of experiences and other state
systems to inform targeted changes and additions to the training that it provides to auditors
who work in school-based Medicaid.

Develop a tool to gather LEA feedback. After this initial review and the resulting training, the
DHCS, in consultation with the CDE, should develop and use a feedback tool (such as a survey)
that gathers information about LEAS’ experiences after undergoing a Medicaid audit. The DHCS
should use this tool as part of a continuous-improvement approach in which the LEAS’ feedback
is used to inform ongoing modifications to the audit process. This feedback loop should also
continuously inform training for auditors (in ways that help them keep LEAs in mind as the end
users) and training for LEAs about how to successfully meet the audit requirements. The DHCS
and the CDE should collaboratively provide the aforementioned trainings.

A critical consideration for implementing this recommendation is that the DHCS's auditing for
the LEA BOP is currently funded via a withholding of the Medicaid reimbursements paid to
LEAs. If the DHCS cannot access general funds, the DHCS may increase the withheld amount,
which would reduce the final reimbursement to LEAs. The Workgroup does not recommend
increasing the withheld amount because it would reduce the amount of reimbursement
received by LEAs. Instead, the Workgroup recommends that the DHCS access other funds
(e.g., general funds, through the budget process) to work on the auditing process improve-
ments described in Action 4-A.

Action 4-B

Develop audit-related technical assistance processes to support LEAs before, during, and after
the LEA BOP audit process.
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Why This Action is Important

Between 2007 and 2015, most LEAs had to pay back a portion of the LEA BOP interim
payment after reconciliation.2® The Workgroup identified that the timeline for repayment, as
well as the interest paid on delayed repayment amounts, creates significant financial hardships
for LEAs. Moreover, LEAs reported that they do not receive an adequate level of technical
assistance to help them avoid repeating past errors in future years as they go through the LEA
BOP audit process. Preventive actions, based on risk analysis, and corrective actions can help
manage audit risks and reduce the likelihood of large repayment amounts (CMS, Division of
Error Rate Management, 2013; Crump 2016), which may minimize the reported financial risk to
LEAs and subsequently improve participation rates.

LEAs represented by members in the Workgroup indicated that they need more technical
assistance from the DHCS in order to successfully navigate the LEA BOP audit process.
Currently, as part of the LEA BOP audit process, DHCS audit staff send information with
proposed audit adjustments to LEAs. The LEAs then have 15 calendar days to present addi-
tional relevant information (such as documentation) concerning the audit findings.2? This

time period is intended to provide the LEAs with an opportunity to respond and address any
necessary adjustments to reverse audit findings. In addition, the DHCS audit team offers an
exit conference with each LEA to review and discuss the audit findings, to help the LEAs under-
stand the findings and how to avoid repeating the same errors in the future;?® the Workgroup
recommends that these efforts be expanded or modified in order to improve audit outcomes.

How to Get There

Resources and training. The Workgroup recommends that the DHCS and the CDE provide the
following resources and/or training:

e Develop an annually updated LEA BOP audit guide for LEAs, outlining audit requirements.

e Provide training to LEAs on how to prepare for a Medicaid audit, including examples of
activities developed by other states, such as Michigan and Massachusetts, that reduce the
likelihood of audit findings.

o Implement a pre-audit protocol that includes self-audits and test audits. Develop a self-audit
template that LEAs can fill out independently prior to the audit (as in Massachusetts) and
implement a test audit process, in which the DHCS auditors review concerns with the LEA
prior to the actual audit. The DHCS may find examples from Michigan, Colorado,

New Mexico, and Massachusetts useful in developing pre-audit protocols.

26 Based on webinar notes from the DHCS Audits and Investigations Division.
27 CCRtitle 22, Section 51021(b)
28 CCRtitle 22, Section 51021(a)
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« To make the audit process less technically complex, develop audit templates that LEAs can
submit.

o Assign technical assistance staff to provide guidance and support when LEAs undergoing
an audit are identified as at risk for audit findings.

In addition to these actions, the DHCS Audits and Investigations Division, in partnership with
the CDE, should expand the existing corrective action planning process, which allows LEAs to
receive targeted technical assistance after the audit.

Update the audit appeals process and policy. The Workgroup further recommends several
statutory changes to the audit appeals process and policy. Specifically, the Workgroup recom-
mends that the Legislature take the following actions:2°®

e Modify the LEA BOP audit statutes to require that all audits be completed, inclusive of the
appeals process, within three years of the cost report submission.3°

o Lower the interest rate for LEA BOP repayments.31

e Institute a neutral arbiter during the LEA BOP audit appeal process.®2

Recommendation 5

Access to Preventive Services: Identify options for expanding access to school-based preventive
physical health, mental health, and substance use disorder services.

e Action 5-A: Identify opportunities to provide mental health and substance use disorder
treatment in schools when risk factors exist but the child does not have a diagnosis.

e Action 5-B: Develop a framework for school-based preventive physical health, mental
health, and substance use disorder services, in accordance with national guidelines for
such services, and identify the funding sources available for each service.

29 Steering committee members note that these recommended statutory changes may require
federal approval or significant modifications to the LEA BOP as currently authorized.
Additionally, significant changes to the audit timeline may reduce the timeline by which
LEAs must either submit claims or appeal DHCS decisions. Ultimately, if the audit timeline
is significantly modified, DHCS will likely require significant new staff resources to
operationalize the updated timeline.

30 WIC, Section 14170
31 WIC, Section 14171

32 The Workgroup specifically recommends a neutral panel such as the Education Audit
Appeals Panel, which serves as the neutral arbiter in informal and formal administrative appeals
by K-12 LEAs. For more information about the Education Audit Appeals Panel,
visit http://eaap.ca.gov/ or see EC Sections 14502.1, 41344, and 41344.1.
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http://eaap.ca.gov/

This recommendation calls for identifying options for expanding students’ and their families’
access to school-based preventive mental and physical health services.

“For children to successfully “*More resources need to be directed
engage in and benefit from their toward health promotion and
education, whole-child well-being preventative services to support the
must be addressed. To achieve whole student (including infants,
this significant undertaking, toddlers, and preschoolers) and
multiple agencies must collaborate their families in a systemic and

intentionally and meaningfully. This coordinated way.”
will be complex and will require
commitment by all joint agencies

to overcome those challenges and
work together for the benefit of our
state’s children.”

—Workgroup member

—Workgroup member
Recommendation 5 Proposed Actions

Action 5-A

Identify opportunities to provide mental health and substance use disorder treatment in
schools when risk factors exist but the child does not have a diagnosis.

Why This Action is Important

Developing a new benefit for health plans, allowing certain types of mental health treatment
services when risk factors exist and when the child does not have a diagnosis, could help
prevent more serious mental health conditions and support improved education outcomes for
Medicaid-enrolled students.

Providing school-based mental health and substance use disorder treatment services is partic-
ularly important, as schools are critical actors in young people’s mental well-being. Nationwide,
children with mental health conditions do not receive as much treatment as they need, and

this treatment gap is most pronounced for substance use (Merikangas et al. 2011). Compared
with community-based treatment settings, children and youths who have access to school-
based health centers are 10 times more likely to make a mental health or substance use visit",
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and participate in” screening for other high-risk behaviors (Kaplan et al. 1998). Moreover,
nationwide, most children who receive mental health services receive them in school settings
(Hurwitz and Weston 2010). Additionally, well-resourced school counseling programs are asso-
ciated with many benefits for students, such as increased attendance and reduced disciplinary
actions (Carey and Dimmitt 2012).

Recognizing these benefits, LEAs in California currently provide a variety of preventive mental
health services, such as counseling, to students who do not have a mental health diagnosis.
Although schools can provide these types of preventive mental health services, such services
are considered treatment services under federal law and cannot be provided through Medicaid
health plans unless the child has developed a diagnostic health condition. This is consistent
with federal law and regulations for EPSDT, which covers treatment services when they are
“medically necessary” to “correct or ameliorate” defects and physical and mental illness condi-
tions for individuals under age 21 who are enrolled with full-scope Medi-Cal (DHCS n.d.c, 1).

How to Get There

Identify behavioral health condition(s) for which there is robust research demonstrating
positive outcomes for preventive treatment in the absence of a diagnosis. The preventive
family therapy benefit serves as an example of the process for developing and implementing

a new benefit for Medicaid-enrolled students. In 2020, the DHCS added preventive family
therapy as a benefit that provides covered services for students when certain risk factors

are present. The DHCS was able to create this benefit administratively, based on a substan-
tial body of research-based evidence showing that preventive family therapy is effective at
correcting or ameliorating some health conditions (Pediatrics Supporting Parents 2020).
Under the benefit, preventive services are available when certain factors identified as possible
indicators of harm to the child (e.g., child abuse and/or mental health disorders) are present.
When these indicators are present, three elements of the service are Medicaid-coverable:

the benefit, the provider’s qualifications, and the setting where the services are provided. The
successful implementation of this preventive benefit suggests that the DHCS could implement
a similar process to identify other preventive services for students served in LEAs when
certain conditions are present in the student’s life.

Conduct a needs assessment to see which preventive treatment services with robust
evidence of effectiveness are already frequently being provided in schools or could reason-
ably be provided in schools.

Create the benefit within Medi-Cal through one of three routes: (a) justify a benefit that fits
within the state plan; (b) get approval to add a benefit through a bill, contingent on federal
approval; or (c) seek a waiver for the benefit.

Communicate to LEAs the benefit requirements for being reimbursed for these services.
Importantly, LEAs should not be expected to expand access to mental health services without
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additional access to funding, because LEAs already struggle to fund the preventive mental
health services they currently provide.

Consider other options for covering preventive services without requiring a diagnosis,
including communicating with LEAs about existing options that they may not be aware of.

Action 5-B

Develop a framework for school-based preventive physical health, mental health, and
substance use disorder services, in accordance with national guidelines for such services, and
identify the funding sources available for each service.

Why This Action is Important

The provision of school-based preventive health care is linked to a wide variety of improved
health outcomes, as well as to improved academic outcomes such as higher grade point aver-
ages, lower suspension rates, and higher graduation rates (Knopf et al. 2016; Rochmes 2016).
LEAs and health plans would greatly benefit from a framework to help them understand, at a
minimum, which preventive physical health, mental health, and substance use disorder services
should be offered in a school-based setting and, of these, which should be funded by LEAs
and which are eligible to be funded by health plans. Existing frameworks, such as the Bright
Futures Guidelines,®2 do not provide information about funding, and primarily emphasize
physical health services rather than preventive mental health services. LEAs need additional,
California-specific information in order to understand how to expand their role in ensuring
access to preventive physical health, mental health, and substance use disorder services.

How to Get There

Produce a state framework for school-based preventive health services. The DHCS, in
consultation with the CDE, managed care plans, county mental health plans, the Child Health
and Disability Prevention Program offices, county offices of education, and families, should
produce a framework for California school-based preventive health services that

 establishes a standard, in addition to, not instead of, the American Academy of Pediatrics
Bright Futures framework, for which preventive physical health, mental health, and
substance use disorder treatment services should be provided in school-based settings;

33 The American Academy of Pediatrics and the federal Health Resources and Services
Administration Bright Futures Guidelines Periodicity Schedule (American Academy of
Pediatrics and Bright Futures 2021; Bright Futures n.d.) provide guidance for health plans and
health insurance issuers on which preventive services and screening should be delivered at each
well-child visit.
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« identifies which of these services should be funded by LEAs and which should be funded
by health plans;

« identifies the funding sources available for each service, including when the service is not
covered by Medicaid;

e articulates the obligations for school-based services across all three Medicaid access
points (managed care plans, county mental health plans, and LEASs); and

« addresses potential care integration issues, such as how the services should be coordi-
nated with Medicaid enrollees’ primary care providers and with other insurance primary
care providers, how medical records and data should be shared, and how to prevent dupli-
cation of services.

Provide guidance, through the framework, on how health services in schools should be
provided and funded. The California school-based preventive health services framework
should not replace the American Academy of Pediatrics Bright Futures framework. Rather, the
California school-based preventive health services framework would help support California’s
implementation of the American Academy of Pediatrics Bright Futures framework, and add
mental health screenings to the American Academy of Pediatrics Bright Futures framework
which currently focuses on physical health.®# Specifically, the California school-based preven-
tive health services framework should provide guidance on how health services in schools can
be delivered and funded. Some examples of guidance include how to do the following:

e In collaboration with other providers, support nationally recognized and recommended
preventive services, such as physical health screenings for Medicaid-enrolled students
who have not received health screenings from their primary medical provider, as well as
family education about the benefits of preventive health services.

« Facilitate post-screening assessment, follow-up, and care coordination, including sched-
uling appointments, assisting with transportation, and connecting children with supports
and services indicated through the screening.

e In collaboration with other providers, coordinate workforce support through the SMAA
Program by training support providers and other stakeholders to understand how health
services are provided through school-based settings.

34 The Workgroup acknowledges that the structures of school-based health services and the
levels of coordination among child- and youth-serving agencies vary widely from county to
county and that users should adapt the guidance provided in the proposed framework accord-
ingly. Testing the California school-based preventive health services framework through a pilot
(such as through one of the school-based health services demonstration sites described in
Recommendation 3) could help establish its validity in different contexts.
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As well as identifying funding sources, the California school-based preventive health services
framework should include a glossary of terms that both LEAs and health-care providers should
use to ensure consensus and understanding. It should also include a crosswalk that lists each
of the services that can be billed under each program; descriptions of what services and claims
look like in practice; descriptions of which types of staff can provide the services (e.g., required
degrees, training, or expertise); and a resource showing a sequence of how funds should be
used for certain services when the services are eligible to be paid for from multiple federal

and state funding sources, such as Medicaid, IDEA, and state funds made available for special
education and related services.

Organize the framework for school-based preventive health services by tiers. The California
school-based preventive health services framework could be organized using a familiar service
delivery model, such as a multi-tiered system of supports (described in the introduction), that
would specify how services at each level can be coordinated and paid for. For example, the
CDE and the DHCS might categorize screening services as Tier 1 (universal support), prenatal
services to pregnant students as Tier 2 (targeted support), and specialty mental health services
as Tier 3 (intensive support).

Future Considerations

In addition to developing the recommendations described in the previous section, the
Workgroup recognized that some future additional investigation is warranted, on issues such as:

e using a cost-based reimbursement system for programs such as the LEA BOP,

 finding sufficient local and state funds to build infrastructure for school-based health
services and to provide health services to students, and

« evaluating the impact of school-based health improvement initiatives without publicly
available data shared across education and health systems.

Addressing underlying challenges related to understanding and improving comprehensive
school-based health services requires technical expertise and in-depth study and data analysis
beyond the scope of the Senate Bill 75 legislation, but the data collected during the workgroup
process can act as a starting point to examine the aforementioned issues in the future.
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Conclusion

The recommendations provided by the Workgroup in this
report offer a path forward for improving coordination and
expansion of access to available federal funds through the
medically necessary federal EPSDT benefit (including through
the LEA BOP and the SMAA Program). The workgroup
process is an example of how diverse system stakeholders
can come together, across varied interests and experiences,
to collectively identify and understand systemic barriers

and strengths, and to generate ideas for improving experi-
ences, opportunities, and education and health outcomes for
students and families. Together, the Workgroup established
a shared vision for school-based Medicaid in California and
generated recommendations for program requirements and
support services to ensure ease of use and access and parity
of eligible services throughout the state. Following are some
closing thoughts from Workgroup members about the work-
group process and recommendations, and about implications
for the future of school-based Medicaid in California.

“The Workgroup and these recommendations
reflect the complex nature of the issue [financing
school-based health] and provide realistic
and actionable items for legislative staff and
Department of Finance considerations.”

—Workgroup member
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“These recommendations
are illuminated through the
lens of frontline school-
based health-care service
providers that face the
challenges of pulling
down federal and state
reimbursement, which in
turn provide vital fiscal
resources to support the
expansion of additional
health services to support
youth and children.”

—Workgroup member

“We all care about the
students, we are in this
together, and we are
committing a huge amount
of expertise to problem-
solve the needs.”

—Workgroup member
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Appendices

Appendix A. Senate Bill 75

California Education Code (EC) Section 56477 was added by Section 50 of Senate Bill (SB) 75
(Chapter 51, Statutes of 2019)

56477. (a) Commencing with the 2019-20 fiscal year, the department shall jointly convene with
the State Department of Developmental Services and the State Department of Health Care
Services one or more workgroups that include representatives from local educational agen-
cies, appropriate county agencies, regional centers, and legislative staff. The workgroups shall
convene for the following purposes:

(1) Improving transition of three-year-old children with disabilities from regional centers
to local educational agencies, to help ensure continuity of services for young children
and families.

(2) Improving coordination and expansion of access to available federal funds through
the Local Educational Agency Medi-Cal Billing Option Program, the School-Based
Medi-Cal Administrative Activities Program, and medically necessary federal Early and
Periodic Screening, Diagnostic, and Treatment benefits.

(b) On or before October 1, 2020, the workgroups shall provide the chairs of the relevant
policy committees and budget subcommittees of the Legislature and the Department of
Finance with a progress report that includes all of the following:

(1) A detailed timeline for the implementation of the workgroups, including information on the
structure of the workgroups, frequency of meetings, and other relevant information.

(2) Work conducted by each workgroup to date and initial findings, including infor-
mation gathered, if any, on potential barriers to access the Local Educational Agency
Medi-Cal Billing Option Program, the School-Based Medi-Cal Administrative Activities
Program, and medically necessary federal Early and Periodic Screening, Diagnostic, and
Treatment benefits.

(3) Information on potential barriers to ensure smooth transitions for three-year-old
children with disabilities from regional centers to local educational agencies.

(c) On or before October 1, 2021, the workgroups shall provide the chairs of the relevant
policy committees and budget subcommittees of the Legislature and the Department of
Finance with a final report that includes recommendations for all of the following:
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(1) Strategies to improve the state’s performance in meeting federal deadlines for tran-
sitioning three-year-old children with disabilities from individualized family service plans
administered by a regional center to individualized education programs administered by
alocal educational agency.

(2) Best practices for regional centers and local educational agencies to ensure every three-
year-old child with disabilities receives an uninterrupted continuum of support services.

(3) Program requirements and support services needed for the Local Educational
Agency Medi-Cal Billing Option Program, the School-Based Medi-Cal Administrative
Activities Program, and the medically necessary federal Early and Periodic Screening,
Diagnostic, and Treatment benefit to ensure ease of use and access for local educational
agencies and parity of eligible services throughout the state and country.

(d) Recommendations provided pursuant to this section shall include any specific changes
needed to state regulations or statutes, need for approval of amendments to the state
Medicaid plan or federal waivers, changes to the implementation of federal regulations,
changes to state agency support and oversight, and associated staffing or funding needed to
implement the recommendations.

(e) The amount appropriated for purposes of this section in Provision 38 of Item 6100-001-
0001 of Section 2.00 of the Budget Act of 2019 shall be available for encumbrance or expendi-
ture until June 30, 2022.

(f) The requirements for submitting a report imposed under subdivisions (b) and (c) are inoper-
ative on October 1, 2024, and October 1, 2025, respectively, pursuant to Section 10231.5 of
the Government Code.
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Appendix B. Group Structure for Implementing the Requirements of
the Legislation

Figure 2 illustrates the structure of the groups that were involved in the fulfillment of the
requirements of Senate Bill 75 (Chapter 51, Statutes of 2019) of the Statutes of 2019, as
codified in California Education Code Section 56477, including a 21-member advisory group,
a 18-member steering committee, and a 63-member workgroup. For a list of members of
the advisory group, the steering committee, and the workgroup and their affiliations, see the
Acknowledgments section at the beginning of this report.

Figure 2. Group Structure for Implementing the Requirements of the Legislation

SB 75 el LT Medi-Cal for

Advisory Students Students
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Source: This graphic is based on the work of WestEd and the Medi-Cal for Students
Steering Committee.
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Appendix C. Recommendation Development Process

Table 3 provides a timeline of specific activities and outcomes, outlining the process for devel-
oping the Medi-Cal for Students Workgroup recommendations.

Table 3. Recommendation Development Process

Timeline/Activity

Outcomes

February 2020

Workgroup Meeting #1

Determined a shared vision

Engaged in activities to begin understanding the
current system (cause-and-effect analysis, empathy
mapping, process mapping)

March-April 2020

System Investigation

Conducted stakeholder survey
Conducted interviews with system stakeholders
Began national scan of other state practices and data

Refined preliminary LEA BOP and SMAA Program
process maps

May 2020

Workgroup Meeting #2

Reviewed stakeholder survey findings
Refined LEA BOP and SMAA Program process maps

Reviewed preliminary results from national scan of
other state practices and data

Generated preliminary ideas for change

June-July 2020

System Investigation

Continued interviews with system stakeholders

Continued national scan of other state practices
and data

Refined LEA BOP and SMAA Program process maps

August-October 2020

Submit Progress Report

Submitted progress report to the Department of
Finance and the Legislature

November 2020

Workgroup Meeting #3

Debriefed progress report

Began exploring promising practices, opportunities,
and barriers for LEA partnerships

Refined and prioritized emerging recommendation areas
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Timeline/Activity

Outcomes

December 2020-
January 2021

Draft Recommendations

e Continued information gathering to inform
recommendations

e Drafted recommendations

February 2021

Workgroup Meeting #4

e Reviewed findings on promising practices, opportuni-
ties, and barriers for LEA partnerships

e Refined emerging recommendations

March-April 2021

Draft Recommendations

e Continued information gathering to inform
recommendations

e Continued drafting recommendations

April 2021

Workgroup Meeting #5

e Reviewed and provided final input on
recommendations

April-September 2021

Draft Final Report

e Completed information gathering to finalize
recommendations

e Drafted final report

October 2021

Submit Final Report

e Submitted final report to the relevant committees of
the Legislature and the Department of Finance.
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Appendix D. Guiding Frameworks for Recommendation Development

Principles from both Design Thinking and systems change theory were adapted and used to
guide the development of Medi-Cal for Students Workgroup recommendations. Guided by
these principles, the Workgroup established a shared understanding of explicit and implicit
conditions that contribute to systemic inefficiencies and inequities and, based on this shared
understanding of the system, designed recommendations for system improvement.

Design Thinking

Design Thinking is an iterative process that is employed to understand and apply user-centered
experiences to create solutions to problems in creative and innovative ways (Dam and Siang
2020). The cornerstone of Design Thinking is to make improvements based on analyzing and
understanding stakeholder experiences. Figure 3 below summarizes the three phases of the
Design Thinking process that were used to design the Medi-Cal for Students Workgroup
recommendations. The three phases are:

1. See, Empathize, and Define: Investigate potential system strengths and challenges;
empathize to learn more about the people most impacted by, and involved in, the system;
and develop a shared point of view about stakeholder needs and opportunities for system
improvement.

2. ldeate: Generate ideas to address the problem.

3. Design: Turn ideas into recommendations for changes to policy and practice that will lead
to people’s improved experiences in the system (National Equity Project, n.d.).
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Figure 3. Design Thinking

See,

Empathize, Ideate

and Define

Investigate potential Develop a shared point of
system strengths and view about stakeholder
challenges. needs and opportunities Turn ideas into
for system improvement. recommendations for
changes to policy
and practice that will
Empathize to learn more about Generate ideas to improve people’s
the people most impacted by) address the problem. experiences in the
and involved in, the system. system.

Source: Adapted from National Equity Project (2021).

Conditions of Systems Change

The Six Conditions of Systems Change developed by Kania, Kramer, and Senge (2018) involve
identifying and examining root causes through active reflection and examining explicit and
implicit systemic conditions that sustain inefficiencies and contribute to systemic inequities.
The Six Conditions of Systems Change occur on three tiers: (1) structural, (2) relational, and

(3) transformative. Structural change is explicit change; it includes areas such as policies, prac-
tices, and resource flows. Relational change is semi-explicit change; it includes areas such as
relationships and connections as well as power dynamics. Transformative change is implicit change;
it includes mental models that are shaped by “habits of thought—deeply held beliefs and
assumptions and taken-for-granted ways of operating that influence how we think, what we do,
and how we talk” (Kania, Kramer, and Senge 2018, 4).

Medi-Cal for Students Workgroup Recommendations 62




Appendix E. Changes Required in Order to Implement the
Recommendations

Table 4 outlines the changes required to regulations, statutes, oversight, support, staffing, and/
or funding in order to implement the recommendations contained in this report.

Table 4. Changes Required in Order to Implement the Recommendations

Action Changes Required for Implementation

Action 1-A: Provide necessary | State Agency Support and Oversight: This action would
resources to the CDE and result in changes to the professional development and
the DHCS so they can hire local program support activities provided by the CDE and
and retain dedicated staff to the DHCS.

establish a system of ongoing
state-level collaboration. Staffing and/or Funding: This action would require an

examination of existing staffing levels to determine
whether additional resources are needed in order for the
CDE and/or the DHCS to have dedicated staff focused
on collaboration. If staffing levels are determined to be
insufficient, this action would require the annual Budget
Act to appropriate funding to the CDE and the DHCS to
hire and retain dedicated, permanent staff. To be eligible
for federal funding, the staff at each agency must be 100
percent dedicated to the federal and state requirements
outlined for their agency. For example, DHCS staff

must be 100 percent dedicated to administration of the
Medicaid state plan. State general funds are needed to
support the permanent positions at the CDE and the
DHCS.
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Action

Changes Required for Implementation

Action 1-B: Utilize an advisory
group to solve problems and
provide guidance related

to collaboration between

the education and health
systems. The advisory group
should include youth and
families; representatives
from departments such as
the CDE, the DHCS, the
CHHS, and the Department
of Managed Health Care; and
representatives from county
offices of education, school
districts, county mental
health plans, managed care
plans, and community-based
organizations.

State Regulations or Statutes: Although advisory groups
are not required by law, they are frequently outlined in
state statutes to clarify the intent of the group and the
composition of required participants.

Staffing and/or Funding: This action would require the
state budget to allocate funding to the CDE and the
DHCS to jointly plan and facilitate (or hire contractors

to plan and facilitate) the advisory group. Cost
considerations include the costs of planning, facilitation,
and participation in the group (e.g., participation would
involve per diem and travel costs). If the dedicated staff
members described in Action 1-A are responsible for this
group, any appropriation for the dedicated staff may also
include the cost of maintaining the advisory group. Costs
may vary depending on whether an existing group is
utilized for this purpose.

Action 2-A: Produce training
and targeted technical
assistance resources for LEAs,
county mental health plans,
and managed care plans.

State Agency Support and Oversight: This action would
result in changes to the professional development and
local program support activities provided by the CDE and
the DHCS.

Staffing and/or Funding: State general funds are needed to
support the permanent positions at the CDE and the DHCS.
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Action

Changes Required for Implementation

Action 2-B: Create conditions
that will enable collaboration
between health plans and

LEAs to flourish and, where
appropriate and legally
allowable, encourage contracts
and MOUs between LEAs and
managed care plans and county
mental health plans.

State Agency Support and Oversight: This action would
result in changes to the professional development and local
program support activities provided by the CDE and the
DHCS.

Staffing and/or Funding: This action would require the
annual Budget Act to appropriate funding to the CDE
and the DHCS to hire and retain dedicated, permanent
staff. To be eligible for federal funding, the staff at each
agency must be 100 percent dedicated to the federal
and state requirements outlined for their agency. For
example, DHCS staff must be 100 percent dedicated to
administration of the Medicaid state plan. State general
funds are needed to support the permanent positions at
the CDE and the DHCS.
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Action Changes Required for Implementation

State Regulations or Statutes: Although it is not required
to be in law, the pilot program should be outlined through
law that clarifies the scope, intent, duration, selection
process (for the contractor and for LEAs), and outcomes.

Action 3-A: Engage a
contractor to pilot technical
assistance strategies in
school-based health services

demonstration sites that:
State Agency Support and Oversight: This action would

¢ Implement new school- result in changes to the professional development and local

based Medicaid invest-
ments and initiatives;

Produce effective part-
nerships between LEAs,
managed care plans,
county mental health plans,
community stakeholders,
and LEA BOP and SMAA
Program vendors; and

Provide a wider array

of services to Medicaid-
eligible students across all
three primary Medicaid
access points: (a) county
mental health plans,

(b) managed care plans, and
(c) the LEA BOP and the
SMAA Program.

program support activities provided by the CDE and the
DHCS.

Staffing and/or Funding: This action would require the
annual Budget Act to appropriate funding to the CDE and
the DHCS to hire and retain dedicated, permanent staff
and a contractor. In addition to funding dedicated to state
staffing, this action would require an appropriation for the
contract itself. State general funds are needed to support
these resources. To be eligible for federal funding, the
staff at each agency must be 100 percent dedicated to the
federal and state requirements outlined for their agency.
For example, DHCS staff must be 100 percent dedicated to
administration of the Medicaid state plan.
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Action

Changes Required for Implementation

Action 3-B: Apply the lessons
learned from the school-based
health services demonstration
sites to inform future technical
assistance to LEAs and health
plans.

State Regulations or Statutes: The pilot program should
be outlined in state statutes to clarify the intent of the pilot
and the composition of required participants.

State Agency Support and Oversight: This action would
result in changes to the professional development and local
program support activities provided by the CDE and the
DHCS.

Staffing and/or Funding: This action would require the
annual Budget Act to appropriate funding to the CDE and
the DHCS to hire and retain dedicated, permanent staff
and a contractor. State general funds are needed to support
these resources. To be eligible for federal funding, the

staff at each agency must be 100 percent dedicated to the
federal and state requirements outlined for their agency.
For example, DHCS staff must be 100 percent dedicated to
administration of the Medicaid state plan.

Action 4-A: Enhance auditor
practices through auditor
training informed by user
experience, and gather
regular feedback from LEAs
about their LEA BOP audit
experiences.

State Medicaid Plan or Federal Waivers: The audit work
of the LEA BOP is done within the parameters of the CMS
requirements. The state agency may not need a formal
approval for the audit process and methodology, but the
process must comply with CMS requirements. The state
agency needs approval for any changes of requirements
used in the audit process.

State Agency Support and Oversight: This action would
result in changes to the professional development and local
program support activities provided by the CDE and the
DHCS.

Staffing and/or Funding: This action would require the
annual Budget Act to appropriate funding to the CDE
and the DHCS to hire and retain dedicated, permanent
staff. To be eligible for federal funding, the staff at each
agency must be 100 percent dedicated to the federal
and state requirements outlined for their agency. For
example, DHCS staff must be 100 percent dedicated to
administration of the Medicaid state plan. State general
funds are needed to support these resources.
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Action Changes Required for Implementation

Action 4-B: Develop audit- State Regulations or Statutes: Lowering the interest rate
related technical assistance for audit recoupment would require a statute change.

processes to support LEAs
before, during, and after the State Agency Support and Oversight: This action would

LEA BOP audit process. result in changes to the professional development and
local program support activities provided by the CDE and
the DHCS.

Staffing and/or Funding: This action would require the
annual Budget Act to appropriate funding to the CDE
and the DHCS to hire and retain dedicated, permanent
staff. To be eligible for federal funding, the staff at each
agency must be 100 percent dedicated to the federal
and state requirements outlined for their agency. For
example, DHCS staff must be 100 percent dedicated to
administration of the Medicaid state plan. State general
funds are needed to support these resources.

Action 5-A: Identify State Medicaid Plan or Federal Waivers: Adding benefits
opportunities to provide to the LEA BOP would require a state plan amendment.
mental health and substance

use disorder treatment in State Agency Support and Oversight: This action would

schools when risk factors exist | resultinchanges to the professional development and local
but the child does not have a program support activities provided by the CDE and the

diagnosis. DHCS.

Staffing and/or Funding: This action would require the
annual Budget Act to appropriate funding to the CDE
and the DHCS to hire and retain dedicated, permanent
staff. To be eligible for federal funding, the staff at each
agency must be 100 percent dedicated to the federal
and state requirements outlined for their agency. For
example, DHCS staff must be 100 percent dedicated to
administration of the Medicaid state plan. State general
funds are needed to support these resources.
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Action Changes Required for Implementation

Action 5-B: Develop a State Regulations or Statutes: The development of large,
framework for school-based multiagency frameworks is frequently outlined in state
preventive physical health, statutes to clarify the intent of the frameworks and the
mental health, and substance composition of required participants.

use disorder services, in

accordance with national State Medicaid Plan or Federal Waivers: Adding benefits

guidelines for such services, and to the LEA BOP would require a state plan amendment.

identify the funding sources

available for each service. State Agency Support and Oversight: This action would

result in changes to the professional development and local
program support activities provided by the CDE and the
DHCS.

Staffing and/or Funding: This action would require the
annual Budget Act to appropriate funding to the CDE and
the DHCS to hire dedicated, permanent staff. To be eligible
for federal funding, the staff at each agency must be 100
percent dedicated to the federal and state requirements
outlined for their agency. For example, DHCS staff must be
100 percent dedicated to administration of the Medicaid
state plan. State general funds are needed to support these
resources.

Appendix F. Proposed Recommendation Implementation Timeline®®

Table 5 illustrates approximately how long implementing each action resulting from the Medi-
Cal for Students Workgroup recommendations will take. The timeline for each action starts
from the point of assignment of funds in California state trailer bill language and ends with full
implementation of ongoing work (as in Actions 1-A, 1-B, 2-A, 2-B, 3-B, 4-A, and 4-B) or comple-
tion of time-limited work (as in Actions 3-A, 5-A, and 5-B). Note that many actions are contin-
gent on Action 1-A so that the state agencies have personnel dedicated to implementation of
other actions. Actual timelines may vary.

35 Animplementation timeline was generated for each action by CDE and DHCS staff. The
CDE based timeline estimates on comparable projects/contracts. These estimates are
presented to give a sense of scale and should not be regarded as a detailed evaluation.
These timeline estimates are useful in evaluating how much effort will be required to imple-
ment the recommendation.
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Table 5. Proposed Action Implementation Timeline

Action Proposed Implementation
Timeline
Action 1-A: Provide necessary resources to the CDE and Up to two years

the DHCS so they can hire and retain dedicated staff to
establish a system of ongoing state-level collaboration.

Action 1-B: Utilize an advisory group to solve problems Up to two years
and provide guidance related to collaboration between

the education and health systems. The advisory group
should include youth and families; representatives from
departments such as the CDE, the DHCS, the CHHS, and the
Department of Managed Health Care; and representatives
from county offices of education, school districts, county
mental health plans, managed care plans, and community-
based organizations.

Action 2-A: Produce training and targeted technical Up to three years
assistance resources for LEAs, county mental health plans,
and managed care plans.

Action 2-B: Create conditions that will enable collaboration Up to three years
between health plans and LEAs to flourish and, where
appropriate and legally allowable, encourage contracts and
MOUs between LEAs and managed care plans and county
mental health plans.
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Action Proposed Implementation
Timeline

Action 3-A: Engage a contractor to pilot technical assistance | Up to five years
strategies in school-based health services demonstration
sites that:

¢ Implement new school-based Medicaid investments and
initiatives;

¢ Produce effective partnerships between LEAs, managed
care plans, county mental health plans, community stake-
holders, and LEA BOP and SMAA Program vendors; and

¢ Provide a wider array of services to Medicaid-eligible
students across all three primary Medicaid access points:
(a) county mental health plans, (b) managed care plans,
and (c) the LEA BOP and the SMAA Program.

Action 3-B: Apply the lessons learned from the school- Up to six years
based health services demonstration sites to inform future
technical assistance to LEAs and health plans.

Action 4-A: Enhance auditor practices through auditor Up to three years
training informed by user experience, and gather regular
feedback from LEAs about their LEA BOP audit experiences.

Action 4-B: Develop audit-related technical assistance Up to two years
processes to support LEAs before, during, and after the LEA
BOP audit process.

Action 5-A: Identify opportunities to provide mental health Up to three years
and substance use disorder treatment in schools when risk
factors exist but the child does not have a diagnosis.

Action 5-B: Develop a framework for school-based Up to four years
preventive physical health, mental health, and substance
use disorder services, in accordance with national guidelines
for such services, and identify the funding sources available
for each service.
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Appendix G. Estimated Staffing and Funding Needed for Recommendation
Implementation?®

Table 6 outlines the estimated costs to implement each of the recommendations made by the
Medi-Cal for Students Workgroup. Additional analysis will be needed to determine the exact
detailed costs to implement each recommendation and its associated actions.

The CDE believes that any and all recommendations can be implemented by building a team
composed of, at minimum, 9 permanent positions at the CDE dedicated to school-based
health. This team would collaborate with the DHCS on LEA access to Medicaid reimbursement
for school-based health services and implementation of these recommendations. As noted

in Recommendation 1 of this report, the CDE currently lacks the necessary infrastructure

to support sustained collaboration and shared responsibility with DHCS for increasing LEA
access to Medicaid. Thus, the CDE’s estimated resources necessary for implementation are the
same (a total of 9 permanent positions at CDE) whether some or all of the recommendations
are implemented. The CDE believes that a dedicated team at the CDE is essential to successful
implementation of each recommendation and for sustainability and continuous improvement
in this critical area.

These estimates will likely require refinement as the scope of work and the implementation
details for each recommendation develop. Further, this report was drafted while the outcomes
of current budget proposals related to improving state-level coordination and LEA access to
Medicaid remain unclear. It is possible that the CDE’s resource estimation should be seen as a
supplemental request based on the 2021 Budget Act finalization.

36 CDE and DHCS staff generated cost estimates for each recommendation. The CDE based cost
estimates on comparable projects/contracts. These estimates are presented to give a sense of
scale and should not be regarded as a detailed evaluation. These estimates are useful in evaluat-
ing how much effort will be required to implement the recommendations.
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Table 6. Estimated Staffing and Funding Needed for Recommendation Implementation

Recommendation

Estimated CDE Staffing
and Funding Needed

Estimated DHCS/CHHS
Staffing and Funding
Needed

Recommendation 1:
Formalize state-level
collaboration between

education and health systems.

9 permanent positions at
the CDE:

o $1,618,234/year
(General Fund [GF])

8 permanent positions at
the DHCS:

e $2,250,000/year

(50% GF/50% Federal
Fund [FF])

1 external contract:

e $1,000,000/year
(50% GF/50% FF)

Recommendation 2: Provide
targeted training and
guidance to LEAs and health
plans on implementing
school-based health
programs to maximize

billing and reimbursement
on school-based health-

care expenditures and to
expand access to health-care
services for Medicaid-eligible
students.

5 permanent positions at
the CDE:

e $515,894/year (GF)
1 external contract:

e $1,500,000/year
(50% GF/50% FF)

4 permanent positions at
the DHCS:

e $1,250,000 /year
(50% GF/50% FF)

1 external contract:

e $1,500,000/year
(50% GF/50% FF)

Recommendation 3: Create
school-based health services
demonstration sites to
improve technical assistance
provided to LEAs about
school-based health and to
capitalize on recent school-
based Medicaid investments
and initiatives.

6 permanent positions at
the CDE:

. $564,336/year (GF)

1 external contract:

e $1,500,000/year
(50% GF/50% FF)

4 permanent positions at
the DHCS:

e $1,250,000/year
(50%GF/50%FF)

1 external contract:

e $1,500,000/year
(50% GF/50% FF)

Medi-Cal for Students Workgroup Recommendations

73




Recommendation

Estimated CDE Staffing
and Funding Needed

Estimated DHCS/CHHS
Staffing and Funding
Needed

Recommendation 4: To
facilitate the LEA BOP
audit process, implement
feedback loops between
LEAs and the DHCS Audits
and Investigations Division
that foster collaborative
learning and continuous
improvement, and develop
resources that support LEA
audit preparation.

5 permanent positions at
the CDE:

o $515,894/year (GF)

16 permanent positions at
the DHCS:

e $4,500,000/year
(50% GF/50% FF)

1 external contract:

e $1,500,000/year
(50% GF/50% FF)

Recommendation 5: Identify
options for expanding access
to school-based preventive
physical health, mental
health, and substance use
disorder services.

5 permanent positions at
the CDE:

e $515,894/year (GF)

4 permanent positions at
the DHCS:

e $1,250,000 /year
(50% GF/50% FF)

1 external contract:

e $1,500,000/year
(50% GF/50% FF)

Appendix H. Medi-Cal for Students Ecosystem of Initiatives

To help readers understand how the Senate Bill 75 legislation and associated recommenda-

tions are connected to other statewide initiatives aiming to improve school-based health care

for students, figure 4 illustrates a current sample of statewide and federal initiatives orga-
nized by system components (data systems, developmental screening, effective practice,

family-centered approach, healthy childhood development, interagency collaboration, mental

health, resources, systemic conditions, and training & professional development).
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Figure 4. Sample of Current Ecosystem of Statewide Initiatives for Improving School-
Based Health Care for Students
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Methodology for Selecting and Mapping Indsitiatives

For the purposes of figure 4, “initiatives” were defined as collective, structured efforts that use
a “multi-sector approach to changing systems for improved population level outcomes” (Wright
2019). These initiatives were identified by reviewing state agencies and other agencies or orga-
nizations that were affiliated with Medi-Cal for Students Workgroup members. Input was also
solicited from experts in the field, who were asked to identify statewide initiatives. The list of
initiatives in the figure is not exhaustive and does not represent the full scope of work done by
all agencies in this space, nor does it illustrate ongoing efforts from specific advocacy groups
or organizations. It does, however, provide a snapshot of state-level initiatives, to highlight how
the Senate Bill 75-related work is connected to and interconnected with other work.

The system components were developed after reviewing several frameworks, including
the Collaborative Care Model for Schools (Lyon et al. 2016), the Integrated Care for Kids
(InCK) Model (CMS 2018), and the Six Conditions for Systems Change (Kania, Kramer, and
Senge 2018).

Table 7 describes each of the categories of initiatives shown in figure 4. Table 8 expands on
the information in figure 4 by providing descriptions and references for the initiatives listed
in the figure.
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Table 7. Categories in the Current Ecosystem of Statewide Initiatives for Improving
School-Based Health Care for Students

Category

Description

Data Systems

Data systems refer to information that is connected, integrated,
secured, maintained, stored, and reported across programs and
services (U.S. Department of Health and Human Services and U.S.
Department of Education 2016; Wright, Zimmerman, and Knott
2013).

Developmental
Screening

Developmental screening describes the services and supports that are
available to babies and young children with developmental delays
and disabilities and their families (CDC n.d.c).

Effective Practice

Effective practice refers to the implementation of methodologies,
strategies, or approaches that are evidence-based or promising
in attaining a desired outcome (California School-Based Health
Alliance n.d.a).

Family-Centered
Approach

Family-centered approach refers to a relationship-based approach in
which service providers collaborate closely with a family to develop
a shared view of a child and his or her strengths and needs (WestEd
2011).

Healthy Childhood
Development

Healthy childhood development refers to the idea that children of all
abilities, including those with special health-care needs, are able to
grow up where their social, emotional, and educational needs are
met (CDC n.d.a).

Interagency
Collaboration

Interagency collaboration describes a collaboration that occurs when
people from different organizations produce something through
joint effort, resources, and decision-making and share ownership of
the final product or service (Linden 2002).

Mental Health

In childhood, mental health means reaching developmental and
emotional milestones and learning healthy social skills and how to
cope when there are problems (CDC n.d.b).

Resources

Resources is defined as a source of supply or support
(Merriam-Webster.com 2021).
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Category Description

Systemic Conditions | Systemic conditions relates to shifting of the policies, practices,
resources, relationships and connections, power dynamics, and/or
mental models that hold systemic problems in place (Kania, Kramer,

and Senge 2018).
Training & Training describes an instructional experience provided primarily
Professional by employers for employees, designed to develop knowledge and
Development new skills that are expected to be applied immediately on arrival or

return to the job. Professional development describes a consciously
designed systematic process that strengthens how staff obtain,
retain, and apply knowledge, skills, and attitudes (CDC n.d.d).

Table 8. Initiatives in the Current Ecosystem of Current Ecosystem of Statewide
Initiatives for Improving School-Based Health Care for Students

Initiative Description Categories
California Cradle- | The California “Cradle-to-Career” Data System e Data Systems
to-Career Data (California for All n.d.) aims to securely link data
System that schools, colleges, social service agencies,

financial aid providers, and employers already

collect to:

¢ |dentify the types of supports that help more
students learn, stay in school, prepare for
college, graduate, and secure a job

e Provide information that teachers, advisors,
parents, and students can use to identify
opportunities and make decisions

e Help agencies plan for and improve educa-
tional, workforce, and health and human
services programs

e Support research on improving policies from
birth through career
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Initiative Description Categories

Help Me Grow Help Me Grow California is designed to help e Data Systems
California leverage existing resources to ensure that
communities identify vulnerable children,
establish links to community-based services, and
empower families to support their child’s healthy
development. As part of its policy and advocacy
work, the First 5 Association (which plays a

role in the Help Me Grow initiative) works with
advocates and First 5 Commissions to increase
the use of essential Medi-Cal services, especially
dental, mental health, and vision services (Help
Me Grow California n.d.).

Assembly Assembly Bill 1004 (Chapter 387, Statutes e Developmental
Bill 1004 2019) requires, consistent with federal law, that Screening
Developmental screening services provided as an EPSDT benefit

Screening include developmental screening services for

Services individuals zero to three years of age, inclusive,

and requires Medi-Cal managed care plans to
ensure that providers who contract with these
plans render those services in conformity with
specified standards. The bill requires the DHCS
to ensure a Medi-Cal managed care plan’s ability
and readiness to perform these developmental
screening services, and to adjust a Medi-Cal
managed care plan’s capitation rate.3?

37 Assembly Bill 1004 Developmental Screening Services, Ch. 387 (C.A. Statutes 2019).
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Services Act

approved Title IV-E plan have the option to
use these funds for prevention services that
would allow candidates for foster care to stay
with their parents or relatives. States will be
reimbursed for prevention services for up

to 12 months. A written, trauma-informed
prevention plan must be created, and services
will need to be evidence-based. The Family
First Prevention Services Act also extends the
matching rate from the federal government
for prevention services to 2026. The Federal
Medical Assistance Percentage will be applied
beginning in 2027 (National Conference of State
Legislatures 2020).

Initiative Description Categories
Family First With the Family First Prevention Services e Developmental
Prevention Act,38 states, territories, and tribes with an Screening

Whole Person
Care (WPC) Pilots

WPC Pilots are the coordination of health,
behavioral health, and social services, as
applicable, in a patient-centered manner, with
the goals of improved beneficiary health and
well-being through more efficient and effective
use of resources. WPC Pilots provide an
option to a county, a city and county, a health
or hospital authority, or a consortium of any
of these entities serving a county or region
consisting of more than one county, or a health
authority, to receive support to integrate care
for a particularly vulnerable group of Medi-Cal
beneficiaries who have been identified as high
users of multiple systems and who continue to
have poor health outcomes (DHCS n.d.e).

e Developmental
Screening

38 The Family First Prevention Services Act was part of the Bipartisan Budget Act of 2018
(H.R. 1892).
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Initiative Description Categories

SB 75 Medi-Cal As part of Senate Bill 75 (Chapter 51, Statutes e Effective
for Students of 2019), the Medi-Cal for Students Workgroup Practice
Workgroup will inform recommendations that will be

e Interagency
presented to the Legislature and the California Collaboration

Department of Finance, regarding program
requirements and support services needed for
the medically necessary federal EPSDT benefit e Systemic
(including through the LEA BOP and the SMAA Conditions
Program) to ensure ease of use and access for
LEAs and parity of eligible services throughout
the state and the country.3®

e Resources

California CalAIM is a multiyear initiative by DHCS to o Effective
Advancing and improve the quality of life and health outcomes Practice
Innovating of California’s population by implementing broad | Systemic
Medi-Cal delivery system and program and payment Conditions
(CalAIM) reform across the Medi-Cal program. CalAIM

has three primary goals (DHCS n.d.a):

¢ |dentify and manage member risk and need
through whole-person care approaches and
addressing social determinants of health

¢ Move Medi-Cal to a more consistent and
seamless system by reducing complexity and
increasing flexibility

e Improve quality outcomes, reduce health
disparities, and drive delivery system trans-
formation and innovation through value-
based initiatives, modernization of systems,
and payment reform

39 EC Section 56477, added by Section 50 of Senate Bill 75 (Chapter 51, Statutes of 2019).
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that may be used for expanding and sustaining
existing community schools; coordinating and
providing health, mental health, and pupil
support services to pupils and families; and
providing training and support to LEA personnel
(CDE n.d.e).

Initiative Description Categories
Community Contingent on funding being available, the o Effective
Schools CDE awards grant funding to school districts, Practice
Partnership county offices of education, and charter schools, | Interagency
Program excluding non-classroom-based charter schools, Collaboration

e Resources

e Systemic
Conditions

e Training &
Professional
Development

training elements to effectively support the
public behavioral health system. The MHSA is
also part of the CDE’s mental health strategies,
resources, and training in psychological and
mental health issues (DHCS n.d.d; CDE n.d.c).

Senate Bill 803 The implementation of Senate Bill 803 (Chapter e Effective
Implementation 150, Statutes of 2020), among other actions that Practice
impact the Medi-Cal program, would authorize
a county, or an agency that represents a county,
to develop a peer support specialist certification
program and certification fee schedule, both of
which would be subject to DHCS approval.4°
Mental Health The MHSA was passed by voters in California e Family-
Services Act in 2004. Funds are applied for and used to Centered
(MHSA) address a broad continuum of prevention, Approach
early intervention, and service needs and the e Healthy
necessary infrastructure, technology, and Childhood

Development

¢ Interagency
Collaboration

e Mental Health

e Training &
Professional
Development

40 SB 803. Mental Health Services: Peer Support Specialist Certification, Ch. 150, C.A. Statutes
of 2020.
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Initiative

Description

Categories

Mental Health The MHSSA established a competitive grant e Family-
Student Services program to fund partnerships between county Centered
Act (MHSSA) mental health plans and LEAs for the purpose Approach
of increasing access to mental health servicesin | ¢ Healthy
locations that are easily accessible to students Childhood
and their families (Mental Health Services Development
Oversight & Accountability Commission n.d.). « Interagency
Collaboration
e Mental Health
e Training &
Professional
Development
California The California Statewide Screening e Healthy
Statewide Collaborative identifies and addresses service Childhood
Screening gaps by improving the synergies among state Development

Collaborative

programs involved in recognition and response
activities and adopting a common language,
standard tools, and screening protocols for
families and children (California Early Start n.d.).

Assembly Bill
2083 Foster
Youth: Trauma-
Informed System
of Care

Among other required actions, Assembly Bill
2083 (Chapter 815, Statutes of 2018) requires
each county to develop and implement a
memorandum of understanding outlining the
roles and responsibilities of the various local
entities that serve children and youth in foster
care who have experienced severe trauma.*

e Interagency
Collaboration

e Systemic
Conditions

Early Childhood
Mental Health

Early Childhood Mental Health is an initiative
by the Department of Developmental Services,
which receives MHSA funds for regional centers
to develop and oversee innovative projects.
These projects focus on treatment for children
and families with mental health diagnoses
(California Department of Developmental
Services n.d.).

e Mental Health

4 AB 2083 Foster Youth: Trauma-Informed System of Care, Ch. 815, C.A. Statutes of 2018.
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Initiative Description Categories

Health Homes The Health Home Program is designed to serve e Resources
Program eligible Medi-Cal beneficiaries with complex
medical needs and chronic conditions who may
benefit from enhanced care management and
coordination. The program coordinates the

full range of physical health, behavioral health,
and community-based long-term services and
supports needed by eligible beneficiaries (DHCS
n.d.b).

Project Cal-Well Funded by the Substance Abuse and Mental e Resources
Health Services Administration, Project Cal-Well
is designed to raise awareness of mental health
and expand access to school and community-
based mental health services for youth, families,
and school communities (CDE n.d.d).

Expanded Established by Assembly Bill 86, ELO Grants, as e Resources
Learning well as In-Person Instruction grants, are part of
Opportunity a $6.6 billion COVID-19 relief package that was
(ELO) Grants signed by Governor Newsom on March 5, 2021
(CDE n.d.a).
Federal Stimulus The Coronavirus Aid, Relief, and Economic e Resources

Funding (CARES) Security (CARES) Act is a federal relief
package that was provided to states with both
funding and streamlined waivers to give state
educational agencies necessary flexibilities to
respond to the COVID-19 pandemic. The relief
package included $30.75 billion in emergency
education funding (CDE n.d.b).
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Initiative Description Categories

Behavioral Health | The Behavioral Health Task Force addresses e Systemic
Task Force urgent mental health and substance use disorder Conditions
needs across California. The panel advises
efforts to advance statewide behavioral health
services, prevention, and early intervention to
stabilize conditions before they become severe.
The mission of the task force is to develop
recommendations for the governor about

how California can provide timely access to
high-quality behavioral health care for all of its
residents (California Health and Human Services
Agency n.d.a).

Master Plan for Also known as California for All Kids, the Master | e Systemic
Early Learning Plan for Early Learning and Care provides Conditions
and Care a research-based roadmap for building a

comprehensive and equitable early learning
and care system through goals that focus

on programs, the workforce, funding, and
administration (California Health and Human
Services Agency n.d.b).
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Appendix I. Glossary

Table 9 highlights terms and policies that are often used in the school-based Medicaid field.

Table 9. Medi-Cal for Students Glossary of Terms

Term or Policy

Definition

Centers for
Medicare &
Medicaid Services
(CMS)

The CMS is the federal agency that oversees the Medicare and
Medicaid programs, the State Children’s Health Insurance Program
(SCHIP), and several other health-related programs (DHCS 2021b).

Certified Public
Expenditure

A certified public expenditure is an expenditure incurred and
certified by a public entity or governmental unit in relation to
services to Medi-Cal beneficiaries (DHCS 2019b).

Early and Periodic
Screening,
Diagnostic, and
Treatment Services
(EPSDT)

The EPSDT program is Medicaid’s comprehensive and preventive
child health program for individuals under the age of 21 (DHCS
2021b).

Family Educational
Rights and Privacy

FERPA is a federal law addressing the privacy of students’
educational records. FERPA gives parents/guardians certain rights

Act (FERPA) regarding their child’s education records. These rights transfer
to the student when he or she reaches the age of 18 or attends a
school beyond the high school level (CDE 2020).

Free Appropriate Free appropriate public education is defined as special education

Public Education

and related services that are provided at public expense, under
public supervision and direction, and without charge; that meet
the standards of the state educational agency, including the
requirements of the Individuals with Disabilities Education Act
(IDEA); that include an appropriate preschool, elementary school,
or secondary school education in the state involved; and that are
provided in conformity with an individualized education program
that meets the requirements of the IDEA (U.S. Department of
Education 2017).42

42 Section 300.17 Free appropriate public education.
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Term or Policy

Definition

Health Insurance
Portability and
Accountability Act
(HIPAA) Privacy Rule

The HIPAA Privacy Rule describes standards that address the

use and disclosure of individuals” health information (known as
“protected health information”) by entities subject to the Privacy
Rule. These individuals and organizations are called “covered
entities.” The Privacy Rule also contains standards for individuals’
rights to understand and control how their health information is
used. A major goal of the Privacy Rule is to ensure that individuals’
health information is properly protected while allowing the flow
of health information that is needed to provide and promote high-
quality health care and to protect the public’s health and well-being
(CDC 2018).

Individualized
Education Program
(IEP)

An individualized education program (IEP) is a written document
for a child with a disability, which is developed, reviewed, and
revised in an IEP meeting. It must include items such as the child’s
present levels of performance, annual goals, and progress toward
goals, among other requirements.43

Individuals with
Disabilities Act
(IDEA)

The IDEA is the federal law that mandates that all children with
disabilities have available to them free appropriate public education
that includes special education and related services to meet their
developmental and educational needs (DHCS 2021b).

Local Educational
Agency Medi-Cal
Billing Option
Program (LEA BOP)

The LEA BOP is a Medicaid billing program that allows LEAs to

bill Medi-Cal for specific health and medical services provided to
students and their families in the school setting. Services provided
through this program include assessments, treatments, and
targeted case management (DHCS 2021b).

Medi-Cal Health
Coverage (Medi-Cal)

Medi-Cal is California’s Medicaid state plan. It provides free
or low-cost health coverage for California residents who meet
eligibility requirements (DHCS 2021b).

Medicaid

Medicaid is a federal program established in 1965 under Title XIX of
the Social Security Act and jointly funded by the federal government
and state governments. Medicaid provides health-care coverage
for low-income families; aged, blind, and/or disabled persons; and/
or individuals whose income and resources are insufficient to meet
the costs of necessary medical services (DHCS 2021b).

43 20U.S.C,, Section 1400
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Term or Policy

Definition

Medicare

Medicare is a federal program established in 1965 under Title
XVIII of the Social Security Act. Medicare provides health-care
coverage for people age 65 or older, some people under age 65
with disabilities, and people with end-stage renal disease, which is
permanent kidney failure requiring dialysis or a kidney transplant
(DHCS 2021b).

School-Based

The SMAA Program authorizes governmental entities to submit

Medi-Cal claims and receive reimbursement for activities that constitute

Administrative administration of the federal Medicaid program. It allows school

Activities (SMAA) claiming units to be reimbursed for allowable administrative costs

Program associated with school-based health outreach activities that are not
claimable under the LEA BOP or under other Medi-Cal programs
(DHCS 2021b).

State Plan States may submit amendments to their Medicaid state plans

Amendment to change eligibility standards, provider requirements, payment

methods, or health benefit packages. The amendments are
reviewed and processed, according to specific statutory timelines,
by the CMS Regional Offices, with consultation and review by the
CMS Central Office if necessary (DHCS 2021b).
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Appendix J. Figure 1 Full Description

Overview:

A graphic showing a circular multi-tiered system of support framework with a child at the
center. Around the child are lines representing seven federal and state funding sources, and
for each funding source the graphic shows whether and at which tier in the system it can be
used to fund a continuum of mental health services to support the child. Arrows illustrate
the flow of funding into the school, back out to pay for mental health services, and back in
through Medicaid reimbursement programs.

Tier 1:

Schoolwide changes to school climate that include professional development for staff on
social and emotional learning supports, additional counseling available to all students.
Federal and state funding sources include:

Local Control Funding Formula
+ Medi-Cal programs and/or partnerships include:

Local Educational Agency Billing Option Program
- School-Based Medi-Cal Administrative Activities Program

Every Student Succeeds Act (e.g., Title 1 Funds and Title IV Funds)
+ Medi-Cal programs and/or partnerships include:
None
Mental Health Services Act
+ Medi-Cal programs and/or partnerships include:
« Contracts, MOUs, and Federally Qualified Health Centers
Private Funds
+ Medi-Cal programs and/or partnerships include:

- Contracts, MOUs, and Federally Qualified Health Centers
Local Educational Agency Billing Option Program
+ School-Based Medi-Cal Administrative Activities Program

Tier 2:

Short-term, targeted interventions such as mental health evaluation and treatment, counsel-
ing services (via IEP), parent counseling for students enrolled in Medicaid. Federal and state
funding sources include:
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Local Control Funding Formula
+ Medi-Cal programs and/or partnerships include:

Local Educational Agency Billing Option Program
+ School-Based Medi-Cal Administrative Activities Program

Educationally Related Mental Health Services Funds
+ Medi-Cal programs and/or partnerships include:

« Contracts, MOUs, and Federally Qualified Health Centers
Local Educational Agency Billing Option Program
- School-Based Medi-Cal Administrative Activities Program

Every Student Succeeds Act (e.g., Title 1 Funds and Title IV Funds)
+ Medi-Cal programs and/or partnerships include:
None
Managed Care Plans (Capitated Rates for Mild/Moderate Mental Health Services)
-+ Medi-Cal programs and/or partnerships include:
+ Contracts, MOUs, and Federally Qualified Health Centers
- County Mental Health Plans (Realignment Funds for Specialty Mental Health Services)
+ Medi-Cal programs and/or partnerships include:
« Contracts, MOUs, and Federally Qualified Health Centers
Mental Health Services Act
-+ Medi-Cal programs and/or partnerships include:
+ Contracts, MOUs, and Federally Qualified Health Centers
Private Funds
+ Medi-Cal programs and/or partnerships include:

« Contracts, MOUs, and Federally Qualified Health Centers
Local Educational Agency Billing Option Program
-+ School-Based Medi-Cal Administrative Activities Program

Tier 3:

Long-term intensive interventions such as long-term mental health treatment, crisis interven-
tion. Federal and state funding sources include:

Local Control Funding Formula:
+ Medi-Cal programs and/or partnerships include:

Local Educational Agency Billing Option Program
+ School-Based Medi-Cal Administrative Activities Program
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Educationally Related Mental Health Services Funds
+ Medi-Cal programs and/or partnerships include:

« Contracts, MOUs, and Federally Qualified Health Centers
Local Educational Agency Billing Option Program
-+ School-Based Medi-Cal Administrative Activities Program

- County Mental Health Plans (Realignment Funds for Specialty Mental Health Services)
+ Medi-Cal programs and/or partnerships include:
« Contracts, MOUs, and Federally Qualified Health Centers
Mental Health Services Act
« Medi-Cal programs and/or partnerships include:
+ Contracts, MOUs, and Federally Qualified Health Centers
Private Funds
+ Medi-Cal programs and/or partnerships include:

« Contracts, MOUs, and Federally Qualified Health Centers
Local Educational Agency Billing Option Program
- School-Based Medi-Cal Administrative Activities Program

The figure illustrates the “Funding/Reimbursement Cycle” by showing how each tier of
funding sources flows into schools, back out to pay for mental health services, and back in
through Medicaid reimbursement programs. School districts provide or coordinate mental
health services via an administrative infrastructure. Ultimately, the mental health needs of all
students are met with this system.
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