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Accessing Early and Periodic Screening, Diagnosis, and Treatment from County Mental Health Agencies under the Medi-Cal Specialty Mental Health Care 1915(b) Waiver for Special Education Students

	Area

	Medi-Cal Specialty Mental Health Services

	Access
	1. A local educational agency (LEA) enters into a contract or Memorandum of Understanding with the mental health plan (MHP) for specialty mental health services.
 The MHP uses a qualified county employee of the county mental health agency or contracts with a county certified MHP community provider.

2. If an LEA requests the MHP to be a certified provider of Medi-Cal specialty mental health services, the LEA will be subject to a Department of Mental Health annual review for Consolidated Specialty Mental Health Services.
 Included for review are:
· Charts/documentation for recipients having received hospital services, including a review of:
· Medical necessity

· Administrative day

· Client plan


· Charts/documentation for recipients having received non-hospital services, including:
· Medical necessity

· Client plan

· Progress notes

· Therapeutic behavioral services

	Target Population

Target Population (continued)
	Medi-Cal beneficiaries who: 

1. Are adults with a serious mental disorder (California Welfare and Institutions (W&I) Code Section 5600.3(b)), or children with a serious emotional disturbance (California W&I Code Section 5600.3(a)), and 

2. Meet the medical necessity criteria for specialty mental health services as described in 9 CCR sections: 

(a) 1820.205 for psychiatric inpatient hospital services 

(b) 1830.205 for specialty mental health services (outpatient)

(c) 1830.210 for eligible beneficiaries under 21 years of age
Specifically, 9 CCR Section 1830.205, regarding medical necessity for specialty mental health services, requires:

1. Diagnosis. Medi-Cal beneficiaries must have one or more of the following DSM-IV diagnoses: (a) pervasive developmental disorders, except autistic disorders; (b) disruptive behavior and attention deficit disorders; (c) feeding and eating disorders of infancy and early childhood; (d) elimination disorders; (e) other disorders of infancy, childhood, or adolescence; (f) Schizophrenia and other psychotic disorders, except psychotic disorders due to a general medical condition; (g) mood disorders, except mood disorders due to a general medical condition; (h) anxiety disorders, except anxiety disorders due to a general medical condition; (i) somatoform disorders; (j) factitious disorders; (k) dissociative disorders; (l) paraphilias; (m) gender identity disorder; (n) eating disorders; (o) impulse control disorders not elsewhere classified; (p) adjustment disorders; (q) personality disorders, excluding antisocial personality disorder; (r) medication-induced movement disorders related to other included diagnoses.



2. Impairment. Medi-Cal beneficiaries must have at least one of the following conditions resulting from the above included diagnoses: 
(a) A significant impairment in an important area of life functioning. 

(b) A reasonable probability of significant deterioration in an important area of life functioning.
 

(c) For children under 21, a probability that the child will not progress developmentally as individually appropriate or when specialty mental health services are necessary to correct or ameliorate a defect, mental illness or condition of a child.

3. Intervention. Medi-Cal beneficiaries are eligible to receive specialty mental health services if they meet each of the following intervention criteria: 
(a) The focus of the proposed intervention is to address the resulting impairment condition. 

(b) The expectation is that the proposed intervention will significantly diminish the impairment, prevent significant deterioration in an important area of life functioning, or allow the child to progress developmentally as individually appropriate. 

(c) The condition would not be responsive to physical health case based treatment.

Additionally, 9 CCR Section 1830.210 specifies that for beneficiaries under 21 years of age who are eligible for early and periodic screening, diagnosis, and treatment supplemental specialty mental health services, and who do not meet the medical necessity requirements of 9 CCR Section 1830.205(b)(2)–(3) medical necessity criteria are as follows:

(a) The beneficiary meets the diagnosis criteria in 9 CCR Section 1830.205(b)(1).

(b) The beneficiary has a condition that would not be responsive to physical health care based treatment.

(c) The requirements of Title 22, CCR (22 CCR) Section 51340(e)(3)(A) are met with respect to the mental disorder; or, for targeted case management services, the service to which access is to be gained through case management is medically necessary for the beneficiary under 22 CCR Section 1830.205 or under 22 CCR Section 51340(e)(3)(A) with respect to the mental disorder and the requirements of 22 CCR Section 51340(f) are met.


	Providers

Providers (continued)
Providers

(continued)
	County Mental Health Plans (MHPs)

California’s 1915(b) Freedom of Choice Waiver requires Medi-Cal enrollees with serious mental illness or serious emotional disorders to obtain specialty mental health services only from county MHPs.

MHPs are required by California’s federally-approved Medicaid state plans and waivers to meet federal reimbursement, quality, and utilization standards. County MHPs are considered “Prepaid Inpatient Health Plans,” and they provide services to enrollees under contract with the State.  

Under federal and state requirements, MHPs are required to:

· Ensure the availability and accessibility of adequate numbers of institutional facilities, service locations, service sites, and professional, allied, and supportive personnel.
· Ensure the authorization of services for urgent conditions on a one-hour basis.

· Provide emergency services on a 24/7 basis to beneficiaries that meet medical necessity criteria and, due to a mental disorder, are either a danger to themselves or others or immediately unable to provide for or utilize food, shelter, or clothing.

Eligible Providers 

The providers permitted to deliver each defined mental health service are specified in California’s State Plan Amendments (SPAs). 
,
 Rehabilitative mental health services are provided by certified mental health organizations or agencies and by mental health professionals who are credentialed according to state requirements or non-licensed providers who agree to abide by the definitions, rules, and requirements for rehabilitative mental health services established by the DMH in conjunction with the Department of Health Care Services, to the extent authorized under state law. 

The SPAs list the types of providers who may deliver each defined service. For example, “day treatment intensive services” may be provided within their scope of practice by a physician, a psychologist, a licensed clinical social worker, a marriage and family therapist, a registered nurse, a certified nurse specialist, a licensed vocational nurse, a psychiatric technician, a mental health rehabilitation specialist, a physician assistant, a nurse practitioner, a pharmacist, an occupational therapist, or other qualified provider. 
Contracts with Organizational Providers

If a county MHP chooses to subcontract with an organizational provider to provide specialty mental health services, the county is required to comply with 9 CCR Section 1810.435 in the selection of providers.
 Counties must review providers for continued compliance with standards at least once every three years. Requirements of organizational providers with whom county MHPs contract include but are not limited to:
· Possessing the necessary license or certification to operate and meet local fire codes.

· Maintaining client records in a manner that meets the requirements of the county MHP and state and federal standards. 
· Having staffing adequate to allow the county MHP to claim federal financial participation for the services the organizational provider delivers to beneficiaries.

· Having written procedures for referring individuals to a psychiatrist when necessary, or to a physician, if a psychiatrist is not available.

· Having as head of service a licensed mental health professional or other appropriate individual as described in 9 CCR sections 622 through 630.

· Providing and storing medications in a manner that comports with all pertinent state and federal requirements.



	Services

Services (continued)
Services (continued)
	Service Definitions

If a Medi-Cal beneficiary meets medical necessity criteria, the services the county MHP may provide or subcontract for specialty mental health services are defined in detail in California’s federally-approved Medicaid SPAs. 
Specifically, SPA number 10–016 defines Rehabilitative Mental Health Services as follows, “‛Rehabilitative Mental Health Services’ are provided as part of a comprehensive specialty mental health services program available to Medi-Cal beneficiaries that meet medical necessity criteria established by the State, based on the beneficiary’s need for Rehabilitative Mental Health Services established by an assessment and documented in the client plan.”
SPA number 10–012B defines targeted case management as follows:

“Targeted case management” services are provided as part of a comprehensive specialty mental health services program available to Medi-Cal beneficiaries that meet medical necessity criteria established by the State, based on the beneficiary's need for targeted case management established by an assessment and documented in the client plan. Under federal regulations, targeted case management is defined as “services furnished to assist individuals, eligible under the State Plan, in gaining access to needed medical, alcohol and drug treatment, social, educational, and other services”.
The following are some types of specialty mental health services: 
· Mental health services
 

· Initial and ongoing clinical assessment (determining eligibility based on a qualifying clinical diagnosis, current level of functioning, and ability to benefit from services)
· Individual, family, group therapy
· Collateral (working with significant individuals identified by a beneficiary who can positively impact treatment)
· Plan development (developing and modifying the individualized service plan)
· Rehabilitation (skill building related to the diagnosis)
· Therapeutic Behavioral Services (one-on-one adjunctive therapeutic intervention that targets specific psychiatric symptoms and are related to the diagnosis and treatment plan)
· Medication services (initial and ongoing assessment, medication management, and monitoring)
· Case management 
· Day treatment intensive and day rehabilitation (milieu-based day program)
· Crisis intervention, which must be available 24 hours per day, 7 days per week (brief, unscheduled emergency intervention as needed in the community)

County MHPs assess and arrange for the services listed above regardless of the residential setting in which the beneficiary lives (at home, group home, foster home, shelter, etc.).

Limitations

The limitations for each defined service are specified in detail in California’s SPAs. For more information please see the DHCS California's Medicaid State Plan (Title XIX) Web page at http://www.dhcs.ca.gov/formsandpubs/laws/pages/californistateplan.aspx (Outside Source). 
A few examples:
· The maximum number of hours claimable for medication support services in a 24-hour period is 4 hours.
· The maximum amount claimable for crisis intervention in a 24 hour period is 8 hours.

· Mental health services are not reimbursable when provided by day treatment intensive or day rehabilitation staff during the same time period that day treatment intensive or day rehabilitation services are being provided. Authorization is required for mental health services if these services are provided on the same day that day treatment intensive or day rehabilitation services are provided.


	Claims/

Reimbursement


	County MHPs incur the full cost of providing services and pay organizational providers, then await federal Medicaid reimbursement. Counties submit their certified public expenditures to the State in order for the State to draw down eligible federal Medicaid financial participation for these services based on the State’s adjudication of claims.
,

County MHPs are reimbursed a percentage of their actual expenditures based on the Federal Medical Assistance Percentage (FMAP).
 County MHPs are reimbursed an interim amount throughout the fiscal year, based on approved Medi-Cal services and interim billing rates. 



	Reconciliation of claims
	County MHPs and DMH reconcile the interim amounts to actual expenditures through the year end cost report settlement process. The reimbursement amounts are limited to no more than actual costs, published charges, or Statewide Maximum Allowances set by the State.
 DMH audits the cost reports to determine the county’s final Medi-Cal reimbursement.




�  Information contained in this document was provided by the California Mental Health Directors Association.





�  An entity that enters into a contract with the state Department of Mental Health to provide directly or arrange and pay for specialty mental health services to beneficiaries in a county. An MHP may be a county, counties acting jointly, or another governmental or non-governmental entity (Title 9, California Code of Regulations (9 CCR) Article 2 Section 1810.226).





�  Information is from the Department of Mental Health Information Notice 03–04, July, 2003.





�  Psychiatric inpatient hospital services provided to a beneficiary who has been admitted for acute psychiatric inpatient hospital services, and the beneficiary’s stay must be continued beyond the need for acute services due to a temporary lack of residential placement options at non-acute residential treatment facilities (9 CCR Article 2 Section 1810.202).





�  A plan for the provision of specialty mental health services to an individual beneficiary who meets the medical necessity criteria. 





�  See 9 CCR Article 2 sections 830.205 and 1830.210.


� Manual published by the American Psychiatric Association and covers all mental health disorders for both children and adults.


� The waiver waives federal Medicaid requirements.


�  Person or entity who is licensed, certified, or otherwise recognized or authorized under state law government the healing arts to provide specialty mental health services who meets the standards of participation in the Medi-Cal program (9 CCR Article 2 Section 1810.235.)





� Amendments to the California Medicaid plan must be approved by the Center for Medicare and Medicaid Services federal oversight agency for Medicare/Medicaid programs.





� An organizational provider is a provider of specialty mental health services other than psychiatric inpatient hospital services or psychiatric nursing facility services that provides the services to beneficiaries through employed or contracting licensed mental health or waivered/registered professionals and other staff (9 CCR Article 2 Section 1810.231).


�	These are expenditures for social services that are certified as such by a public agency, pursuant to the contractual agreement, in order to be considered as a portion of the State’s share of social services expenditures.


�	Federal Financial participation was created as part of Title XIX, Social Security Act of 1965. The program’s intention is to provide local services in support of Medicare by providing a cost match for personnel.


�	The FMAPs are used in determining the amount of Federal matching funds for State expenditures for assistance payments for certain social services, and State medical and medical insurance expenditures. The Social Security Act requires the Secretary of Health and Human Services to calculate and publish the FMAPs each year. The FMAPs are for Medicaid. Section 1905(b) of the Act specifies the formula for calculating FMAPs. 


�	Statewide maximum allowances are upper limit rates, established for each type of service, for a unit of service. A unit of service is defined as a patient day for acute hospital inpatient services. Maximum allowances are established and effective for each state fiscal year.





PAGE  

