
 
 

Mental Health Commission 
MHSA-Finance Committee Meeting 

Thursday, November 18, 2021, 1:30-3:00 PM 
Via: Zoom Teleconference: 

https://zoom.us/j/5437776481 
Meeting number: 543 777 6481 

Join by phone: 
1 669 900 6833 US  

Access code: 543 777 6481 

AGENDA 

I. Call to order/Introductions 
 

II. Public comments 
 

III. Commissioner comments 
 

IV. Chair comments 
 

V. APPROVE minutes from the October 21, 2021 MHSA-Finance Committee 
meeting 
 

VI. RECEIVE Lincoln Families Program & Fiscal Review discussion and 
documentation for its Multi-Dimensional Family Therapy (MDFT) Program 
for the Lincoln Child Center, Allison Staulcup Becwar, LCSW, President & 
CEO, Lincoln Families 
 

VII. Update on state level Incompetent to Stand Trial (IST) Solutions Workgroup 
Developments—Douglas Dunn, Chair MHSA-Finance Committee 
 

VIII. Motion—ask Contra Costa Behavioral Health Services (CCBHS) to include 
Institute of Mental Diseases (IMD) Mental Health Rehabilitation Center 
(MHRC) facilities, programming and staffing needs in its upcoming 
Behavioral Health Continuum Infrastructure competitive grant applications to 
the state 
 

IX. Adjourn 

https://zoom.us/j/5437776481
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Mental Health Services Act (MHSA) 

Program and Fiscal Review 

 
I. Date of On-site Review:  May 30, 2017  

Date of Exit Meeting:  September 18, 2017 
 

II. Review Team:  Stephanie Chenard and Gerold Loenicker 
 

III. Name of Program:   Lincoln  
51 Marina Blvd, Suite D  
Pittsburg, CA 94565   

 
IV. Program Description.  Lincoln was founded in 1883 as the region's first 

volunteer-run, non-sectarian, and fully integrated orphanage.  As times and 
community needs evolved, Lincoln's commitment to vulnerable children remained 
strong. In 1951, Lincoln began serving abused, neglected and emotionally 
challenged children. Today, Lincoln has a continuum of programs to serve 
challenged children and families throughout the Bay Area. Their community 
based services include early intervention programs in several Bay Area school 
districts aimed at stopping the cycle of violence, abuse and mental health 
problems for at-risk children and families. 
 
Lincoln works with Contra Costa Behavioral Health Services (CCBHS) to provide 
a Full Service Partnership Program for youth throughout the County.  As part of 
the Full Service Partnership, Lincoln utilizes the evidence based practice of 
Multidimensional Family Therapy (MDFT).  This is a comprehensive and multi-
systemic family-based outpatient therapeutic intervention for youth and 
adolescents with co-occurring substance use and mental health disorders or who 
may be at high risk for continued substance abuse and other problem behaviors, 
such as conduct disorder and delinquency.  The age range of the consumers 
they serve is 11-19 (up until the consumer’s 20th birthday).  Working with the 
youth and their families, MDFT helps youth develop more effective coping and 
problem solving skills for better decision making, and helps the family improve 
interpersonal functioning as a protective factor against substance abuse and 
related problems.  Services are delivered over 4 to 6 months with weekly or 
twice-weekly, face-to-face contact, either in the home, the community or in the 
clinic.  After care services are additionally available for up to three months after 
the conclusion of the program. 
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V. Purpose of Review. Contra Costa Behavioral Health Services (CCBHS) is 
committed to evaluating the effective use of funds provided by the Mental Health 
Services Act.  Toward this end a comprehensive program and fiscal review was 
conducted of the above program.  The results of this review are contained herein, 
and will assist in a) improving the services and supports that are provided, 
b) more efficiently support the County’s MHSA Three Year Program and 
Expenditure Plan, and c) ensure compliance with statute, regulations and policy.  
In the spirit of continually working toward better services we most appreciate this 
opportunity to collaborate together with the staff and clients participating in this 
program/plan element in order to review past and current efforts, and plan for the 
future. 
 

VI. Summary of Findings. 
 

Topic Met 
Standard 

Notes 

1. Deliver services according to the 
values of the MHSA 

Met Consumers and family 
members indicate the 
program meets the values 
of MHSA 

2. Serve the agreed upon target 
population. 

Met Program only serves 
clients that meet criteria 
for the County’s children’s 
full service partnership 
admission criteria. 

3. Provide the services for which 
funding was allocated. 

Met MHSA only funds services 
consistent with the Three 
Year Plan 

4. Meet the needs of the community 
and/or population. 

Met Services are consistent 
with the Three Year Plan 

5. Serve the number of individuals 
that have been agreed upon.   

Met Target service numbers 
are reached. 

6. Achieve the outcomes that have 
been agreed upon.  

Met Program meets its 
outcomes  

7. Quality Assurance Partially 
Met 

Utilization review indicated 
program meets most 
quality assurance 
standards 

8. Ensure protection of confidentiality 
of protected health information.  

Met The program is HIPAA 
compliant 
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9. Staffing sufficient for the program Met Staffing level supports 
targeted service numbers. 

10. Annual independent fiscal audit Met No material or significant 
weaknesses were noted.  

11. Fiscal resources sufficient to 
deliver and sustain the services 

Met Lincoln has significant net 
assets to withstand 
significant revenue 
interruptions.  

12. Oversight sufficient to comply with 
generally accepted accounting 
principles  

Met Staff is well qualified and 
program has good internal 
controls and monthly 
review processes.   

13. Documentation sufficient to 
support invoices 

Met Organization provided 
documentation that 
reconciles to monthly 
invoices. 

14. Documentation sufficient to 
support allowable expenditures 

Met Method of accounting for 
personnel time and 
operating costs appear to 
be supported. 

15. Documentation sufficient to 
support expenditures invoiced in 
appropriate fiscal year 

Met No billings noted for 
previous fiscal year 
expenses and 
documentation supports 
that funds are invoiced in 
the appropriate fiscal year. 

16. Administrative costs sufficiently 
justified and appropriate to the 
total cost of the program 

Met Contract budget reflects 
indirect rate of 16.4%. 

17. Insurance policies sufficient to 
comply with contract 

Met Necessary insurance is in 
place 

18.  Effective communication between 
contract manager and contractor 

Met The County and program 
meet regularly. 

 
 

VII. Review Results. The review covered the following areas: 
 

1. Deliver services according to the values of the Mental Health Services Act 
(California Code of Regulations Section 3320 – MHSA General Standards).  
Does the program/plan element collaborate with the community, provide an 
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integrated service experience, promote wellness, recovery and resilience, be 
culturally competent, and be client and family driven. 
Method.  Consumer, family member, and service provider interviews and 
consumer surveys. 
Discussion.  The results of 11 consumer surveys were received.  The majority of 
the survey responses were consistent with consumer interviews; namely, they 
show a positive evaluation of the program; and that the program adheres to 
MHSA values. 
 

Questions  Responses: n=11 
Please indicate how strongly you 
agree or disagree with the 
following statements regarding 
persons who work with you: 

Strongly 
Agree  

4 

Agree 
 

3 

Disagree 
 

2 

Strongly 
Disagree 

1 

I don’t 
know 

n/a 

1. Help me improve my health and 
wellness. 

Average score: 3.28 (n=11) 

2. Allow me to decide what my own 
strengths and needs   

Average score: 3.40 (n=10) 

3. Work with me to determine the 
services that are most helpful 

Average score: 3.50 (n=10) 

4. Provide services that are sensitive 
to my cultural background. 

Average score: 3.50 (n=10) 

5. Provide services that are in my 
preferred language 

Average score: 3.55 (n=11) 

6. Help me in getting needed health, 
employment, education and other 
benefits and services.  

Average score: 3.37 (n=11) 

7. Are open to my opinions as to 
how services should be provided 

Average score: 3.55 (n=11) 

8. What does this program do well? 
 

• Helped with school 
• Responds quickly to the needs of the child 

and the family as a whole. Shows 
compassion and respect for each family 
members position. Willing to travel for the 
needs of the family. 

• Being able to empathize and relate to 
personal life and relationships. Also 
appointments are well scheduled. 

• Acts like it really cares. Provides in depth 
counseling. 
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• This program helps me communicate with 
my family in a healthy manner. 

• I like being able to talk about my problems 
and working on how to solve them. 

9. What does this program need to 
improve upon? 

• Help with housing 
• “My mom needs therapy.” 

10. What needed services and 
supports are missing? 

• Housing 

11.  How important is this program in 
helping you improve your health 
and wellness, live a self-directed 
life, and reach your full potential? 

Very 
Important 

4 

Important 
 

3 

Somewhat 
Important 

2 

Not 
Important 

1 

Average score: 3.64 (n=11) 

12. Any additional comments? • I really appreciate the help 

 

Consumer Interview 
Due to the nature of the services being delivered almost exclusively in the field, 
and because of the time commitments of the families and consumers, we were 
only able to meet with one consumer for a face-to-face interview.  The consumer 
had been referred to the program through juvenile probation and had just finished 
the full six month program.  She had tried several different programs before 
Lincoln’s MDFT program, but none of the previous programs were a good fit for 
her or her family’s needs.   
 
Overall, the consumer was very appreciative of the services provided by Lincoln.  
She felt that there was strong cultural grounding in the treatment plan, and that 
input from her and her family was solicited and valued as part of the treatment 
plan, empowering her to put in greater effort, and gaining confidence.  During the 
interview, some of the other things specifically identified as positives of the 
program were:   
• The family component was key to success – it helped repair and strengthen 

family relationships, and was useful in helping to find common ground with 
family members. 

• The skills and coping activities learned helped to moderate emotions and 
control anger. 

• Flexibility – able to provide services in the community. 
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These positives clearly speak to several of the MHSA values.  However, the 
consumer also identified some areas of improvement.  She indicated that she felt 
the program could benefit from more therapist availability.  She also indicated 
that she was interested in participating in some kind of mentorship program as 
part of the next steps in her recovery.  Determining linkages to organizations that 
specialize in peer volunteer mentoring may be an opportunity for Lincoln to 
explore. 
 
Staff Interview: 
Overall, five individual program staff were interviewed in two sessions:  
a program management session and a line staff group interview (two clinicians 
and a family advocate).  Staff shared that the program receives their referrals 
from several sources, primarily from juvenile probation, county children’s clinics, 
or Seneca’s START program (as a next step in treatment). Lincoln’s MDFT team 
provides care to the child and whole family, according to the MDFT evidence-
based model, which focuses on larger goals for the program, then smaller goals 
for each session.  This is achieved through multiple sessions:  individual 
child/consumer sessions, parenting sessions, and whole family sessions.  The 
MDFT uses a “parents are the medicine” philosophy.  Staff reported that 
“collateral support” can be providing support to youth in court or in schools, and 
providing support to the family to build and empower them.  According to 
program staff, one of the principal strengths of the program is the flexibility the 
model allows, especially for the family advocate, who can be very responsive to 
the needs of the family.  Program management indicated that the model can be 
used in a cross-over situation with youth who are receiving Educationally Related 
Mental Health Services (ERMHS) as long as MDFT has the lead in treatment, 
and reported that this cross-over appears to be working well, so far. 
 
During the interview, staff also shared hindrances they faced in providing 
services to the youth, such as youth aging out of the system of care while still in 
the program.  Turning 18 presents challenges working with parents or the foster 
care system.  Staff also faced difficulty coordinating aftercare, and linking the 
youth to other county services.  However, staff did indicate that overall they felt 
like they were meeting the needs of their clients, and appreciated the flexibility to 
tailor treatment to their client’s cultural background. 
 
Results.  Interviews with program participants and service providers as well as 
program participant survey results all support that Lincoln delivers services in 
accordance with the values of MHSA. 
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2. Serve the agreed upon target population.  For Community Services and 
Supports, does the program serve children or youth with a serious emotional 
disturbance.  Does the program serve the agreed upon target population (such 
as age group, underserved community).  
Method.  Compare the program description and/or service work plan with a 
random sampling of client charts or case files. 
Discussion.  The Lincoln MDFT Full Service Partnership program accepts 
referrals from the County, often through the juvenile probation department, 
clinics, and other full-service partnership providers.  The MHSA chart review 
conducted by the MHSA Program and Fiscal Review team confirms the agreed 
upon target population for full service partnerships.  
 
Contra Costa Behavioral Health Services also performs a utilization review on all 
programs which bill Medi-Cal, including Lincoln. On July 6, 2016 a Level Two 
Centralized Utilization Chart Review was conducted. For all of the charts 
reviewed*, clients met medical necessity for specialty mental health services as 
specified in the Welfare and Institutions Code (WIC) Section 5600.3(a).   
 
*(Please see longer discussion about this review in Section 7 below.)  
 
Results.  The program serves the agreed upon population. 
 

3. Provide the services for which funding was allocated.  Does the program 
provide the number and type of services that have been agreed upon. 
Method.  Compare the service work plan or program service goals with regular 
reports and match with case file reviews and client/family member and service 
provider interviews.  
Discussion.  Monthly service summaries and 931 and 864 Reports from 
CCBHS’s billing system show that the Lincoln’s Full Service Partnership program 
is providing the number and type of services that have been agreed upon. 
Services include Multidimensional Family Therapy (MDFT) services, outreach 
and engagement, case management, outpatient mental health services, crisis 
intervention, and flexible funds.  Both program staff and participants indicated 
services are available on a 24-7 basis via an after-hours crisis phone line.   
Results.  The program provides the services for which funding was allocated. 
 

4. Meet the needs of the community and/or population.  Is the program meeting 
the needs of the population/community for which it was designed.  Has the 
program been authorized by the Board of Supervisors as a result of a community 



8 
 

program planning process.  Is the program consistent with the MHSA Three Year 
Program and Expenditure Plan.   
Method.  Research the authorization and inception of the program for adherence 
to the Community Program Planning Process.  Match the service work plan or 
program description with the Three Year Plan.  Compare with consumer/family 
member and service provider interviews.  Review client surveys. 
Discussion. The Full Service Partnership programs were included in the original 
Community Services and Supports plan that was approved in May 2006 and 
included in subsequent plan updates. The program has been authorized by the 
Board of Supervisors and is consistent with the current MHSA Three-Year 
Program and Expenditure Plan. Interviews with service providers and program 
participants support the notion that the program meets its goals and the needs of 
the community it serves. 
Results. The program meets the needs of the community and the population for 
which they are designated. 
 

5. Serve the number of individuals that have been agreed upon.  Has the 
program been serving the number of individuals specified in the program 
description/service work plan, and how has the number served been trending the 
last three years. 
Method.  Match program description/service work plan with history of monthly 
reports and verify with supporting documentation, such as logs, sign-in sheets  
and case files. 
Discussion.  Upon initial award of the children’s FSP contract, Lincoln’s MDFT 
target enrollment number was 50 clients. The program launched in the 2013, and 
at the end of their first full fiscal year of operation (13/14FY) they were reporting 
serving 57 clients -- well within their target.  They have continued to meet their 
target numbers. 
Results.  The program serves the number of people that have been agreed 
upon. 
 

6. Achieve the outcomes that have been agreed upon.  Is the program meeting 
the agreed upon outcome goals, and how has the outcomes been trending. 
Method.  Match outcomes reported for the last three years with outcomes 
projected in the program description/service work plan, and verify validity of 
outcome with supporting documentation, such as case files or charts.  Outcome 
domains include, as appropriate, incidence of restriction, incidence of psychiatric 
crisis, meaningful activity, psychiatric symptoms, consumer satisfaction/quality of 
life, and cost effectiveness.  Analyze the level of success by the context, as 
appropriate, of pre- and post-intervention, control versus experimental group, 
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year-to-year difference, comparison with similar programs, or measurement to a 
generally accepted standard. 
Discussion.  Lincoln’s MDFT program started during FY 13/14, and started 
reporting on early outcomes for that year.  The program has a few well-defined 
primary program objectives as part of the service work plan: reduction in 
substance use or maintained abstinence, reduction in delinquency or maintained 
positive functioning, and demonstrated improvement in functioning. The program 
has provided an annual report summarizing their progress towards meeting their 
program outcomes.   
Results.  Overall, the program achieves its primary objectives.  
 

7. Quality Assurance.  How does the program assure quality of service provision. 
Method.  Review and report on results of participation in County’s utilization 
review, quality management incidence reporting, and other appropriate means of 
quality of service review. 
Discussion.  CCBHS did not receive any grievances associated with Lincoln’s 
MDFT Full Service Partnership program. The program has an internal grievance 
procedure in place and clients receive information on how to file complaints as 
part of the agency’s Notice of Privacy Practices. The program undergoes regular 
Level 1 and Level 2 utilization reviews conducted by CCBHS’s utilization review 
teams to ensure that program services and documentation meet regulatory 
standards. Level 1 and Level 2 utilization review reports indicate that Lincoln 
generally meets documentation and quality standards.   
 
On July 6, 2016, a Level Two Centralized Utilization Chart Review and a 
Focused Review was conducted by CCBHS.  The results show that charts 
generally met documentation standards, with a few compliance issues, to include 
incomplete or incorrectly completed forms.  There were several other findings 
related to disallowances for incomplete and late assessments, notes not being 
completed in a timely manner, and incorrectly billed activities.  Notably, however, 
was a larger disallowance for two of the five charts reviewed for not meeting 
service necessity for MDFT.  Specifically, these two clients did not document a 
co-occurring substance abuse disorder diagnosis.  While the clients seemed to 
have met medical necessity for a full service partnership, without documentation 
of substance use, they did not qualify for MDFT under the Service Work Plan that 
Utilization Review (UR) staff used as a guideline for allowable services.  
Utilization Review staff provided feedback around standardized notes, defining 
allowable billable services, and timeliness of completing notes.   
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Lincoln submitted an appeal on July 27, 2016 for several of the disallowances, 
with significant discussion on the substance use criteria.  In their appeal, Lincoln 
noted that an agreement was arrived at between the program and the CCBHS 
Adult Program Chief and Children Program Chief that MDFT would no longer 
need to require a co-occurring substance use disorder diagnosis to be treated, in 
order to better serve the needs of the community.  While this verbal arrangement 
had clearly been made, the Service Work Plan with the County had not been 
updated to reflect this change.  The County denied their appeal, citing that they 
could only go by the most current Service Work Plan at the time of the review.  In 
the same appeal document, Lincoln also submitted a plan of correction for the 
remaining findings.  At the time of this MHSA program review, Lincoln indicated 
that the Service Work Plan had been updated to reflect this change in criteria and 
services.   
 
Results.  The program has a quality assurance process in place.  However, it is 
recommended that Lincoln continue to work with the County to ensure that any 
change in services is updated in the Service Work Plan on file in a timely fashion 
to avoid any future disallowances.  It is further recommended that the program 
continue to provide training to their clinical staff on consistent clinical 
documentation. 
 

8. Ensure protection of confidentiality of protected health information.  What 
protocols are in place to comply with the Health Insurance Portability and 
Accountability Assurance (HIPAA) Act, and how well does staff comply with the 
protocol.   
Method.  Match the HIPAA Business Associate service contract attachment with 
the observed implementation of the program/plan element’s implementation of a 
protocol for safeguarding protected patient health information. 
Discussion.  Lincoln has written policies and provides staff training on HIPAA 
requirements and safeguarding of patient information. Client charts are kept in 
locked file cabinets, behind a locked door and comply with HIPAA standards. 
Clients and program participants are informed about their privacy rights and rules 
of confidentiality. 
Results. The program complies with HIPAA requirements.    
 

9. Staffing sufficient for the program.  Is there sufficient dedicated staff to deliver 
the services, evaluate the program for sufficiency of outcomes and continuous 
quality improvement, and provide sufficient administrative support. 
Method.  Match history of program response with organization chart, staff 
interviews and duty statements. 
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Discussion.  At the time of the site visit, Lincoln indicated that there had been 
some recent turnover and they had two clinician vacancies on the MDFT team.  
However, the nature of the team approach of MDFT evidence-based treatment 
and program staff training allows Lincoln to provide the services outlined in the 
Service Work Plan with current staffing, and they seemed to be on track to hit 
their target number of clients served.  The experience level of the treatment team 
varied from a few years of experience in mental health to this being their first 
position in mental health.  Lincoln has a robust internal training program aimed at 
identifying and addressing a variety of mental health issues in their training 
process.  However, one area of opportunity that staff indicated they would like to 
receive more training in was on trauma-specific treatment.   
Results.  Sufficient staffing is in place to serve the number of clients outlined in 
the most recent Service Work Plan.   
 

10. Annual independent fiscal audit.  Did the organization have an annual 
independent fiscal audit performed and did the independent auditors issue any 
findings.  
Method.  Obtain and review audited financial statements.  If applicable, discuss 
any findings or concerns identified by auditors with fiscal manager. 
Discussion.  Lincoln is a not-for-profit agency impacts the lives of children and 
families through evolving programs. The organization has a total operating 
budget of $19 million and provides services for outreach and engagement, case 
management, outpatient mental health and crisis intervention. Today, Lincoln 
provides preventive, individualized, and comprehensive support services with a 
focus on three core areas that disrupt cycles of poverty and trauma. These areas 
are education – addressing obstacles that impact academic attendance and 
achievement; family – strengthening stability and creating permanence; and well-
being- improving resiliency and wellness. 
Results.  Annual independent fiscal audits for FY 2013-14, 14-15 and 15-16 
were provided and reviewed.  No material or significant findings were noted.   
 

11. Fiscal resources sufficient to deliver and sustain the services.  Does 
organization have diversified revenue sources, adequate cash flow, sufficient 
coverage of liabilities, and qualified fiscal management to sustain program.   
Method.  Review audited financial statements and Board of Directors meeting 
minutes.  Interview fiscal manager of program. 
Discussion. The Controller indicated that current expenses are exceeding 
revenue due to staffing insufficiency, and when operating with a deficit, program 
utilizes investments to stay afloat. The program has hired new staff and expects 
to see changes this fiscal year that promotes growth in revenue. The outstanding 
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balance for line of credit significantly increased for FY 15-16 but has decreased 
for FY 16-17. There were no issues identified in the Board of Directors minutes 
related to the program or organization’s fiscal position, indicating their operating 
cash balance is sufficient and that they have a daily process to track cash flows.  
Results.  Fiscal resources are currently sufficient to deliver and sustain services.   
  

12. Oversight sufficient to comply with generally accepted accounting 
principles.  Does organization have appropriate qualified staff and internal 
controls to assure compliance with generally accepted accounting principles. 
Method.  Interview with fiscal manager. 
Discussion.  The Controller has been with Lincoln for seven years, appears well 
qualified, and described established protocols that are in place to enable a check 
and balance system to assure compliance with generally accepted accounting 
principles.   
Results.  Sufficient oversight exists to enable compliance with generally 
accepted accounting principles. 
  

13. Documentation sufficient to support invoices.  Do the organization’s financial 
reports support monthly invoices charged to the program and ensure no 
duplicate billing. 
Method.  Reconcile financial system with monthly invoices.  Interview fiscal 
manager of program. 
Discussion.  A randomly selected invoice for each of the last three years was 
matched with supporting documentation provided by the agency.  A clear and 
accurate connection was established between documented hours worked and 
submitted invoices.   A clear and accurate connection was established between 
documented hours/types of mental health services and submitted invoices.   
Lincoln’s FSP program is a specialty mental health service contract with CCBHS 
that is based upon established rates and billed monthly according to the 
documented level of service provided.   
Results.  Uses established software program with appropriate supporting 
documentation protocol 
  

14. Documentation sufficient to support allowable expenditures.  Does 
organization have sufficient supporting documentation (payroll records and 
timecards, receipts, allocation bases/statistics) to support program personnel and 
operating expenditures charged to the program. 
Method.  Match random sample of one month of supporting documentation for 
each fiscal year (up to three years) for identification of personnel costs and 
operating expenditures invoiced to the county. 
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Discussion.  Line item personnel and operating costs were reviewed for 
appropriateness.  All line items submitted were consistent with line items that are 
appropriate to support the service delivery.   
Results.  Method of allocation of percentage of personnel time and operating 
costs appear to be justified and documented.   
  

15. Documentation sufficient to support expenditures invoiced in appropriate 
fiscal year.  Do organization’s financial system year end closing entries support 
expenditures invoiced in appropriate fiscal year (i.e., fiscal year in which 
expenditures were incurred regardless of when cash flows). 
Method.  Reconcile year end closing entries in financial system with invoices.  
Interview fiscal manager of program. 
Discussion.  Total contract billing was within contract limits, with no billing by 
this agency for expenses incurred and paid in a previous fiscal year.   
Results.  Lincoln appears to be implementing an appropriate year end closing 
system with reporting signed by the CFO.   
  

16. Administrative costs sufficiently justified and appropriate to the total cost 
of the program.  Is the organization’s allocation of administrative/indirect costs 
to the program commensurate with the benefit received by the program. 
Method.  Review methodology and statistics used to allocate 
administrative/indirect costs.  Interview fiscal manager of program. 
Discussion.  Lincoln produced its methodology that justifies the 16.4% indirect 
rate charged to the contract. The controller indicated indirect costs are allocated 
to the different programs based on actual personnel hours of each program.   
Results.  At 16.4% the indirect rate appears reasonable.   
 

17. Insurance policies sufficient to comply with contract.  Does the organization 
have insurance policies in effect that are consistent with the requirements of the 
contract. 
Method.  Review insurance policies. 
Discussion. The program provided commercial general liability insurance, 
automobile liability, umbrella liability, professional liability and directors and 
officers liability policies that were in effect at the time of the site visit.  
Results. The program complies with contract insurance requirements. 
 

18. Effective communication between contract manager and contractor.  Do 
both the contract manager and contractor staff communicate routinely and clearly 
regarding program activities, and any program or fiscal issues as they arise. 
Method.  Interview contract manager and contractor staff. 
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Discussion.  To date contract management duties have been centralized within 
CCBHS’s children’s system.  Moreover, the contract manager and Children’s 
Chief meet with the program for regular monthly meetings.  
Results.  The program has historically had good communication with the 
contract manager and is receptive to feedback and willing to address concerns 
that may arise. 
 
 

VIII. Summary of Results. 
 
Lincoln is committed to stabilizing youth with co-occurring substance use and 
mental health disorders or who may be at high risk for continued substance 
abuse and other problem behaviors, such as conduct disorder and delinquency.  
Their services seek to help youth develop more effective coping and problem 
solving skills for better decision making, and help the family improve 
interpersonal functioning as a protective factor.  The Lincoln Full Service 
Partnership adheres to the values of MHSA and serves their target population.  
The program is meeting the outcomes detailed in their contract.  Lincoln appears 
to be a financially sound organization that follows generally accepted accounting 
principles, and maintains documentation that supports agreed upon service 
expenditures.  
 
 

IX. Findings for Further Attention. 
 

• It is recommended that Lincoln continue to work with the County to ensure 
that any change in services is updated in the Service Work Plan on file in 
a timely fashion to avoid any future disallowances. 
 

• The program should continue to provide training to their clinical staff on  
 

• consistent clinical documentation. 
 

X. Next Review Date.   May 2020 
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XI. Appendices. 

Appendix A – Program MDFT Fidelity & Outcomes Report 

Appendix B – Program Description/Service Work Plan     

Appendix C – Service Provider Budget  

Appendix D – Yearly External Fiscal Audit  

Appendix E – Organization Chart 

XII. Working Documents that Support Findings. 

Consumer Listing 

Consumer, Family Member Surveys 

Consumer, Family Member, Provider Interviews 

County MHSA Monthly Financial Report  

County Utilization Review Report 

Progress Reports, Outcomes 

Monthly Invoices with Supporting Documentation  

Indirect Cost Allocation Methodology/Plan  

Board of Directors’ Meeting Minutes  

Insurance Policies  

MHSA Three Year Plan and Update(s) 

 

 

 



 

 
 

APPENDIX A 
Program MDFT Fidelity & Outcomes Report 

  



 

 

 
MDFT Fidelity & Outcomes Report  

 

Reporting Period:  From:  7/1/2016  To:  6/30/2017 
Program Name - 
Agency Name:  

Lincoln MDFT Program Contra Costa County - Lincoln Child 
Center ( Standard Dose ) 

Date of Report:  08/11/2017 
 

 
 

Service Delivery Report 
1. Percentage of therapy sessions held in clinic:  11.64% 
2. Average case duration (in months):  5.32 
3. Total number of cases served during reporting period:  63 
4. Total number of cases closed during reporting period:  49 

5. Percentage of cases closed that completed at least 8 sessions 
(Benchmark 85% or higher):  95.92% 

 
 
 
 
 
 

Percent Improvement Report  
(Only includes cases closed during the reporting period) 

 

Reporting Period:  From:  7/1/2016 To:  6/30/2017 
Program Name - 
Agency Name:  

Lincoln MDFT Program Contra Costa County - Lincoln Child 
Center  

Date of Report:  08/11/2017 
Number of Closed 
Cases:  49 

 
 

 



Benchmark 30% or more 
---------------------------------- 

1. Marijuana and/or Alcohol Use:  63 
2. Hard Drug Use:  75 
3. Delinquency/Crime:  69 
4. Aggressive and Violent Behavior:  71 
5. School Attendance:  34 
6. Mental Health Functioning:  39 
7. Family Violence:  47 
8. Family functioning:  39 
9. School Grades/Performance:  45 

10. Peer Affiliation:  38 
 
 

Behavioral Outcomes Report  
(Only includes cases closed during the reporting period) 

 

Reporting Period:  From:  7/1/2016 To:  6/30/2017 
Program Name - 
Agency Name:  

Lincoln MDFT Program Contra Costa County - Lincoln Child 
Center  

Date of Report:  08/11/2017 
Number of Closed 
Cases:  49 

 
 

 
Benchmark 80% or more 
---------------------------------- 

1. Percent of youth living at home/not in placement:  95.92% 
2. Percent of youth in school/working:  77.55% 
3. Percent of youth with no new arrests:  93.88% 
4. Percent of families with no new child abuse/neglect reports:  97.96% 
5. Percent of youth with marijuana/alcohol use less than 10 days per month:  77.55% 
6. Percent of youth with no hard drug use:  85.71% 

7. Percent of youth who never or rarely engage in illegal activities other than 
drug/alcohol use, shoplifting, trespassing, loitering, truancy, etc.:  79.59% 

8. Percent of youth who never or rarely engage in violent behavior:  91.84% 
9. Percent of youth with stable mental health functioning:  79.59% 



10. Percent of youth who do not affiliate mostly or exclusively with anti-social 
peers:  79.59% 

11. Percent of youth not at high risk for STDs and pregnancy:  91.84% 
12. Percent of families who are not characterized by poor family functioning:  81.63% 
13. Percent of families who do not regularly resort to family violence:  95.92% 
14. Percent of youth not on probation:  26.53% 
15. Percent of youth with no open child welfare case:  95.92% 
16. Percent of cases closed successfully:  73.47% 
17. Reason for treatment discharge:   
 

a. Percentage met most treatment goals:  53.06% 
b. Percentage maximum gain:  24.49% 
c. Percentage discharged to juvenile justice facility:  4.08% 
d. Percentage moved out of area/unable to locate:  4.08% 
e. Percentage discharged to residential/inpatient treatment care:  2.04% 

f. Percentage youth/family dropped out of treatment before goals 
were met:  12.24% 

g. Percentage unknown:  0% 
 
 
 
 
 
SUMMARY: 
 
Implementation is related to Outcomes. In general, research shows that outcomes 
improve as adherence to implementation requirements improve. 
 
Service Delivery & Therapy Sessions: 
 
Case Duration: 
 
Case duration is within the target of 90 – 180 days at 5.32 months per case on average. 
This shows that cases are being retained but also closed within a reasonable time 
frame (not dragging cases out too long). Engagement (cases closed with 8 sessions or 
more completed) was 95%, which is above the 85% target. These figures were based 
on a total of 63 cases seen in the year and 49 closed, which is impressive. 
 
 
Clinical Improvement 
 
The Behavioral Outcomes at discharge were exceptional, with 12 of 15 indicators at or 
above the 80% benchmark and another 2 indicators above the 75% mark. In particular, 



96% of youth were still living in the home at treatment completion (this is outstanding), 
and hence costly out-of-home placement was prevented. Additionally, 94% had no new 
arrests and 92% were never/rarely engaging in violence. Family-level outcomes were 
excellent, with 96% not resorting to violence, 98% having no child neglect or abuse 
reports, 82% exhibiting decent family functioning, and 96% not having an open child 
welfare case at discharge. An impressive 92% of youth were not at high risk for STDs, 
94% had no new arrests, and 86% had no hard drug use at the end of treatment. 
 
The majority of youth and families had stable functioning at discharge according to 
virtually all indicators: having stable mental health functioning (80%), never/rarely 
engaging in major criminal acts (80%), not affiliating mainly with anti-social peers (80%), 
and less than 10 days of marijuana/alcohol use (78%). In addition, 78% were in school 
or working at the end of treatment.  
 
A remarkable 78% of cases met most or all of their treatment goals or maximum gains. 
Only 2% were discharged to residential/inpatient treatment care, and only 4% were 
placed in the juvenile justice system. Only 12% of youth and their families dropped out 
of treatment before treatment goals were met. Wow!  
 
Only one area was below 50%: only 27% were off probation at the end of treatment.   
 
Overall, 74% of cases were reported to have closed successfully. This is exceptional! 
 
Percent Improvement: The average percent improvement on key outcomes from Intake 
to Discharge was outstanding, with ALL of the 10 key areas showing improvement of 
30% or greater. This is unheard of even among other exceptional MDFT programs. The 
greatest improvements were in the most important areas of crime, violence, and 
substance use: there was a 69% improvement in delinquency/crime, 71% improvement 
in aggression/violence, 63% average reduction in marijuana and/or alcohol use, and 
75% reduction in hard drug use. Data also show a 47% decrease in family violence and 
39% improvement in family functioning. School attendance increased by 34% and 
school grades/performance improved by 45%. There was a 38% reduction in negative 
peer affiliation and 39% improvement in mental health functioning. Outstanding!  
 
RECOMMENDATIONS 
 
 
We note exceptional improvements in ALL areas, most notably in terms of crime, 
violence, and substance use. Outstanding outcomes were seen across domains. 
Excellent outcomes were noted across the board, and no declines in any area were 
seen. Wonderful work! 
 
Overall, this is outstanding given the sheer number of cases seen, and the fact that this 
was a challenging year in terms of staff turnover, training, and demands on supervisors. 
We understand the supervisors and trainer were stretched thin, and therapists were 
going above and beyond to meet the needs of their families. We commend the team for 



excellent adherence to implementation parameters and outstanding clinical work and 
outcomes with their cases! 
 
 
 



 

 
 

APPENDIX B 

 
Program Description/Service Work Plan 

Lincoln  
Point of Contact: Christine Stoner-Mertz, CEO 
Contact Information:  1266 14th St, Oakland CA 94607, (510) 273-4700 
chrisstoner@lincolnchildcenter.org  

1. General Description of the Organization 
Lincoln was founded in 1883 as the region's first volunteer-run, non-sectarian, and 
fully integrated orphanage. As times and community needs evolved, Lincoln's 
commitment to vulnerable children remained strong. In 1951, Lincoln began serving 
abused, neglected and emotionally challenged children. Today, as a highly 
respected provider of children's services, Lincoln has a continuum of programs to 
serve challenged children and families throughout the Bay Area. Their community 
based services include early intervention programs in the Oakland and Pittsburg 
School Districts aimed at stopping the cycle of violence, abuse and mental health 
problems for at-risk children and families. 

2. Program: Multi-Dimensional Family Therapy (MDFT) 
 – Full Service Partnership CSS 
Multidimensional Family Therapy (MDFT), an evidence-based practice, is a 
comprehensive and multi-systemic family-based outpatient program for youth and 
adolescents with co-occurring substance use and mental health disorders who may 
be at high risk for continued substance abuse and other problem behaviors, such as 
conduct disorder and delinquency.  Working with the youth and their families, MDFT 
helps youth develop more effective coping and problem solving skills for better 
decision making, and helps the family improve interpersonal functioning as a 
protective factor against substance abuse and related problems.  Services are 
delivered over 4 to 6 months, with weekly or twice-weekly, face-to-face contact, 
either in the home, the community or in the clinic. 
a. Scope of Services 

• Services include but are not limited to: 
• Outreach and engagement 
• Case management 
• Outpatient Mental Health Services 
• Crisis Intervention 
• Collateral Services 

mailto:chrisstoner@lincolnchildcenter.org


 

 
 

• Group Rehab 
• Flexible funds 
• Contractor must be available to consumer on 24/7 basis 

b. Target Population: Children ages 11 to 19 years in West, Central and East 
County experiencing co-occurring serious mental health and substance abuse 
disorders. Youth and their families can be served by this program. 

c. Payment Limit: $874,417  
d. Number served: The program served 78 clients in FY15/16. 
e. Outcomes:  For FY 15/16:  

• Reduction in incidence of psychiatric crisis 
• Reduction of the incidence of restriction 
 

 
 
Table 5. Pre- and post-enrollment utilization rates for 78 Lincoln Child Center, participants enrolled in 
the FSP program during FY 15-16 
 
   No.  pre- No. post- Rate pre- Rate post- %change 
   enrollment  enrollment enrollment enrollment 
 
PES episodes  19  9  0.032  0.012  -62.5 
 
Inpatient episodes 2  2  0.003  0.004  +33.3 
 
Inpatient days  6  8  0.010  0.004  -60 
 
JACS   25  15  0.037  0.022  -40.5 
 
 

 
  



SERVICE WORK PLAN 

Agency:   Lincoln 
Contract #:   
Fiscal Year:    2016/2017 
Title of Program:   Multidimensional Family Therapy (MDFT) 
 

 

I. Scope of Services 
 
Lincoln will provide a Children’s Behavioral Health Program funded by EPSDT and 
MHSA, utilizing Multidimensional Family Therapy to 11-19 year olds experiencing 
either co-occurring mental health and substance abuse related disorders or solely 
mental health disorders that qualify youth for a Full Service Partnership MH 
program.  Youth and their families throughout Contra Costa County can be served 
through this program.  The length of treatment in the MDFT model ranges.  On 
average, treatment lasts 4-6 months, plus After-Care services lasting 6-8 weeks in 
which MH services are provided as needed.  Thus, MDFT length of treatment, which 
includes After-Care services per the EBP model, ranges from 5-9 months in total. 
Treatment may be extended past 9 months if the need is determined.  If additional 
services are required after 9 months, additional authorization would be requested.   
 

II. Types of Mental Health Service/Other Service-Related Activities 
 
Lincoln will provide mental health services for 50-100 youth per fiscal year.  Services 
include, but are not limited to: 
 
* Outreach and engagement 
* Case Management 
* Outpatient Mental Health Services 
* Crisis Intervention 
* Flexible Funding 

 

On-Call Policy: Lincoln MDFT staff will provide 24 hour coverage for open cases in the MDFT 
program.  Families will be provided with a dedicated on-call number for the MDFT program and 
encouraged to call that line for all after-hours and weekend emergencies.  Clinicians and 



supervisors will share on-call duties based on a rotating weekly schedule.  Family Advocates will 
not be included in the on-call coverage plan.   

Program Manager will be responsible for creating and maintaining the schedule to 
ensure coverage.  To coordinate care, all clinicians will complete data forms (On-Call Notes) 
about their cases, including all necessary emergency information and relevant case information, 
including current interventions and strategies.  On-Call Notes will be updated monthly to 
provide up to date information.  The on-call staff will have these forms compiled in an on-call 
binder to assist them with any after-hour work.  Emergency calls made to the on-call line will be 
assessed for need and triaged.  Possible on-call responses include phone de-escalation of 
client/family crisis and/or assisting the client/family to call emergency services.   

III. Criteria for Eligibility of Services: 
 
A. Admissions: 

County Mental Health shall determine eligibility criteria to ensure clients meet 
FSP level of need.  All participants eligible to be enrolled will meet the following 
criteria: 
1.  Youth 11-19 years of age and their families 
2. Must meet medical necessity in accordance with Medi-Cal requirements 
3. Must meet MDFT model criteria for appropriateness of fit 
4. Must meet one of the following criteria:  

a. On probation 
b. Referred from the Contra Costa Mental Health Children’s System of Care 
c. CALOCUS 17+ 

 
B. Discharge Criteria: 

Participants will be discharged from services in the following scenarios: (1) The 
youth has completed the course of treatment as determined by the MDFT model 
(2) It is determined that the youth requires a higher level of care to address 
substance use issues (3) The guardians and/or youth refuses to participate in 
services by not being involved in the development of the Partnership Plan and/or 
refusal to attend services, or (4) The guardian requests (either written or verbal 
form) state that they no longer wish to have services for their child, or (5) The 
youth and family moves away from the specified service area.  For those youth 
whose families move away from the specified service area, Contractor will work 
with existing mental health programs and attempts to provide a smooth 
transition for the child/family.   
 



IV. Program Facilities/Hours of Operation/Staffing 
 
A.  Program Facilities Location(s) 

Main site will be located at 51 Marina Boulevard, 1st floor, Pittsburg, CA 94565.  
Services will mainly take place in locations such as participant’s home and in the 
community.  On occasion, clients may be seen at the Pittsburg office for 
assessments, family meetings, and/or other required appointments. 
 

B. Contact Person and Phone Number 
Kelly Collyer, Director Family Therapy, for Lincoln.  (510) 867-1006.   
Renee Lesti, Clinical Program Manager, for Lincoln MDFT.  (510) 421-6866.  
General information can also be obtained by calling Lincoln’s main offices at 
(510) 273-4700. 
 

C. Program Hours of Operation 
Lincoln will provide services between the hours of 8:00a, and 8:00pm Monday 
through Friday, with on-call services available 24/7. 
 

D. Program Staffing (including staffing pattern) 
Lincoln will employ a minimum of 10.25 FTE.  In the MDFT Program Lincoln will 
employ 8 FTE to provide direct service.  Of the direct service positions, there are 
6 MDFT Clinicians and 2 Family Advocates.  1 FTE and 0.6 FTE managers, and 0.5 
clerical support. 
 

V. Service Documentation 
 
Lincoln will provide documentation of services as determined by Medi-Cal and 
MHSA requirements and will collaborate with County personnel to enter PSP data.  
Assessments and treatment plans will be completed within the first 60 days.  A 
Discharge Summary will be completed at discharge.  This information will be entered 
into PSP and charts will be brought to CCCBHS Central County Clinic for Utilization 
Review.  Other components of evaluation and outcomes tracking are to be 
determined in accordance with State and County guidelines. 
 

VI. Billing Procedure 
 
Contractor shall submit to Mental Health each month a Demand for Payment (Form 
D15) for services rendered.  



Demands for payment should be submitted by mail to: 
  Helen Kearns, Project Manager 
  Contra Costa County Children’s Mental Health Division 
  1340 Arnold Drive, Suite 200 
  Martinez, CA 94553 
  (925) 957-5125 
 

VII. Program Outcomes  
A. Seventy percent of youth who complete treatment will have reduced substance 
 use or maintained abstinence. 
B. Seventy percent of youth who complete treatment will have reduced 
 delinquency or maintained positive functioning in this target area. 
C. Sixty percent of youth enrolled will demonstrate improvement in functioning. 
 

VIII. Performance Outcome Measures 
A. CANS to measure functioning in multiple domains during Initial Assessment and 

at discharge. 
B. GAIN-Q3 to measure functioning in the following domains: school, work, stress, 

physical health, HIV risk behaviors, mental health (internalizing and externalizing 
disorders), substance use, crime and violence.  Completed at intake, discharge, 
and 3 months post treatment. 

C. Youth and caregiver surveys to assess satisfaction with services. 

 

 
 

 

 
 



 

 
 

APPENDIX C 
Service Provider Budget 

 

  





 

 
 

APPENDIX D 
Yearly External Fiscal Audit 

 

 

  

































































 

 
 

APPENDIX E 
Organization Chart 
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MDFT CC Employee List

Last Name First Name Department
Caputo Zena 540
Hodge Jocelyn 540
Hoover Collyer Kelly 540
Lesti Renee 540
Rizzo Gianna 540
Rodriguez Janitzia 540
Scott Evangeline 540
Simpson Diatra 540
Ward William 540
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State Level Incompetent to Stand Trial (IST) Solutions Workgroup—3 Working Groups 
Working Group 1:  Early Access to Treatment and Stabilization for Persons Found IST on Felony Charges 
(FIST) 
• FOCUS: Identify short-term solutions to provide early access to treatment and stabilization in jail or via Jail 

Based Competency Treatments (JBCTs) in order to maximize re-evaluation, diversion or other community 
based treatment opportunities and reduce length of stay in state hospitals 

Working Group 2:  Diversion and Community-Based Restoration for Felony ISTs (FISTs) 
• FOCUS:  Identify short-term (4/1/2022), medium-term (1/10/2023)and long-term ( 01/1/2024 & 01/10/2025) 

strategies to implement Diversion and Community-Based Restoration programs 
 

Working Group 3:  Initial County Competency Examinations 
• FOCUS:  Reduce the number of individuals found Incompetent to Stand Trial by strengthening the quality 

of the initial county competency evaluation (aka Alienist Evaluations). 
 

Remaining IST Solutions Workgroup Meetings 
• Friday, November 19, 2021:  11 AM – 1 PM 
 

IMPORTANT ATTACHMENTS 
1. Welfare & Institutions Code 4147 establishing the state level IST Solutions Workgroup 
 

2. DRAFT of the IST Workgroup Recommendations to the state Legislature  
 

3. Dept. of Health Care Services (DHCS) October 1, 2021 PowerPoint slide presentation.    
 

4. Behavioral Health Continuum Infrastructure Project (BHCIP) Legislative language document. 
 

NOTE:  You can google CA IST Solutions Workgroup, click on the link, and, in the Archives section, you can 
also get write-ups and PowerPoint of all previous Workgroup and Working Groups sessions. 
 

Local 
Mental Health Commission (MHC) —Wed. Sept. 1, 2021, 4:30-6:30 PM 
• Main Content:  Passed a very important MHSA-Finance Motion: 

1. Asked county Behavioral Health to establish and build out a complete non-jail county based “system of 
care (including housing and wraparound treatment and services for its 65-75 person, at least,  
Incompetent to Stand Trial (IST) population by: 
A. Being prepared to competitively bid for its “maximum fair share” of $2.2B in one-time competitive 

state grant building funds to construct, acquire, and rehabilitate new facilities to expand the 
community continuum of behavioral health treatment resources.  This state funding will not be 
available until early to late 2022.  5 year maximum time to build period.   

B. Over $850M in one-time state funds to expand the behavioral health work force.   
NOTE:  This is the only mentally ill population for which new state Behav. Health funding is NOT guaranteed.  
At the same time, the Dept. of State Hospitals is pushing as much as possible to the counties, the 
responsibilities for care for this most vulnerable population. 
 

KEY FINANCIAL ISSUES for Contra Costa Behavioral Health Services 
Upcoming Financial Penalties if Short, Medium, and Long-Term Goals NOT met ---Not Yet in Effect 
• The Dept. of State Hospitals (DSH) can refuse admission of persons, esp. an LPS Conservatee (including 

Murphy)  to any of its 5 facilities, AND/OR 
• Charge 150% of the current daily bed rate (at least $754/day x 1.5=$1,131/day) for each new admittee.  
 

Needs Assessment for the 65-75 person IST Population 
 

Misdemeanor Incompetent to Stand Trial (MIST) (5-10 persons currently) 
Need:  Programs and Housing to place them other than the county jail via Mental Health Diversion (MHD). 
Blockages and Questions:   
• Staff Training:  So far, staff of the contracted adult Full Services Programs (FSP) [(Hume Center and MHS, 

Inc.]) are not Forensic Assertive Community Treatment (FACT) trained.  These training and resulting 
increased salaries will increase the need for ongoing additional Mental Health Services Act (MHSA) 
funding.  
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• Are these persons considered too “disruptive” to be blended into the existing FSP and AOT programs 

populations (650 persons)? 
• If so, should a separate program with separate housing and FACT trained staff be established via MHSA 

funding for this currently 5-10 person population? 
• If not,  do we attempt to “blend” these persons into slightly larger FSP programs, including slightly 

expanded existing housing and upgraded FACT trained staff? 
• Do we need to slightly increase each FSP program size to accommodate this small population?  I believe 

we do. 
 

Felony Incompetent to Stand Trial (FIST) (currently 55-60 persons) 
• Needs:  Specialized FACT trained staff, housing, services and programming 
• Needs--Training:  Major need for very specialized and “mission driven” FACT trained staff 
• Needs--Housing:  Required need for in-county Institute of Mental Diseases (IMD) Mental Health 

Rehabilitation Center (MHRC) facilitie(s).   
NOTE:  Alameda County Behavioral Health Services (ACBHS) has at least 2 Telecare contracted locked 
Mental Health Rehabilitation (MHRC) facilities, Gladman (Oakland) and Villa Fairmont (San Leandro) which 
houses and services this population (including LPS Murphy Conservatees).  Contra Costa Behavioral Health 
Services (CCBHS) will have to do the same for this 55-65 person population.  
Here’s why:  This population involves 3 entities:   
• The District Attorney’s (DA) office through the Deputy DA of Mental Health (MH) Litigation,  
• The Public Defender’s (PD) office through its 7 person Mental Health unit 
• Contra Costa Behavioral Health Services (CCBHS) Forensic Mental Health (FMH) dept. 
NOTE:  The Deputy DA of MH Litigation does not consent at all to allowing FIST persons involved in any 
murder or attempted murder or manslaughter cases be accepted into any Behavioral Health Court or MHD 
programs.  She invariably convinces the presiding judge to have the person remain in jail.  As an alternative, 
she may consent to allowing them to go to a non-jail locked facility MHRC treatment environment.        

LPS (including Murphy) Conservatees (civil LPS—regularly 120-150 persons; Murphy [incl. felony 
criminal justice charges—currently 5-7 persons]) 
In addition to contracts totaling approx.$6M with 13 IMD out-of-county facilities for 120-150 civil LPS 
Conservatees, CCBHS also has a $5.5M+ contract for 20 beds with the Dept. of State Hospitals (DSH).  I’ve 
tried to find out, but so far, have been unsuccessful in finding out the use of these 20 DSH beds.    
NOTE:  Counties that condition either construction or refurbishment of buildings for IMD MHRC use often get 
reduced per day rates (25-50% less) than the daily rate of $300-$ 600/day, depending on the level of treatment 
involved.  
 

Murphy Conservatees are the most mentally vulnerable among us.”  In addition to be legally adjudged “gravely 
disabled,” they have been charged by the DA’s office with one of the following 3 felony crimes: 
• Murder 
• Attempted murder 
• Attempted grave physical and/or emotional injury.  
Up to now, per Penal Code regulations, CCBHS has sent these 5-7 persons/yr. to State Hospitals for 1 yr. at a 
time renewable LPS Murphy Conservatorships.  However, per AB 133 (see attached), these generally 
“unrestorable” persons will very soon be sent back to their original county of origin.  This means CCBHS will 
have to provide facilities, programing, and services for this most vulnerable population.   

NOTE:  The financial “kicker” in all of this is the federal Institute of Mental Diseases (IMD) Medi-Cal 
Reinbursement Exclusion for persons 21-64 years of age.  Because of this reimbursement exclusion, CCBHS 
draws down approx. $6M annually from the state provided 1991 Realignment Fund for this purpose, forfeiting 
the entire 50% dollar for dollar federal Medi-Cal match for LPS civil and Murphy Conservatee care.  Therefore, 
until this discriminatory exclusion is repealed, Contra Costa Behavioral Health Services (CCBHS) may have 
to consider ending its state hospital contract in lieu of building, staffing, and maintaining MHRCs for the 5-10 
person Misdemeanor IST (MIST), 50-65 person Felony IST (FIST), and 5-7 person LPS Murphy Conservatee  
population.  



4147. (a) To confront the crisis of individuals found incompetent to stand trial (IST) and in
recognition of the importance of these defendants who are committed to the State Department of
State Hospitals to begin receiving competency treatment as soon as practicable, the California
Health and Human Services Agency along with the State Department of State Hospitals shall
convene an Incompetent to Stand Trial Solutions Workgroup to identify short, medium, and long-
term solutions to advance alternatives to placement at the State Department of State Hospitals.

(b) Workgroup members shall be appointed by the Secretary of California Health and Human
Services and the workgroup shall be chaired by the Director of the State Department of State
Hospitals. Members of the workgroup shall serve without compensation. Members may include,
but are not limited to, representatives from the following entities and interested parties:

(1) California Health and Human Services Agency.

(2) State Department of Health Care Services.

(3) State Department of Developmental Services.

(4) Department of Corrections and Rehabilitation.

(5) Department of Finance.

(6) Other state agencies, as needed.

(7) Judicial Council.

(8) Other partners, including local government and justice system representatives of entities
involved in the commitment of IST defendants to the State Department of State Hospitals and
representatives of patients and their family members, as needed.

(c) The workgroup shall submit recommendations to the California Health and Human Services
Agency and the Department of Finance no later than November 30, 2021, outlining short-term
solutions that can be accomplished by April 1, 2022, medium-term solutions that can be
accomplished by January 10, 2023, and long-term solutions that can be accomplished by January
10, 2024, and January 10, 2025, to support the State Department of State Hospitals in serving
individuals with the most intensive behavioral health treatment needs and providing timely
access to treatment for individuals found IST on felony charges.

(d) The workgroup may meet as often as bi-weekly until the workgroup is disbanded by the
Secretary of California Health and Human Services.

(e) The workgroup may consider, but is not limited to, recommendations that accomplish any of
the following:

(1) Reduce the total number of felony defendants determined to be IST.

(2) Reduce the lengths of stay for felony IST patients.

(3) Support felony IST defendants to receive early access to treatment before transfer to a
restoration of competency treatment program to achieve stabilization and restoration of
competency sooner.

(4) Support increased access to felony IST diversion options.

(5) Expand treatment options for felony IST individuals, such as community-based restoration
programs, jail-based competency treatment programs, and state hospital beds.



(6) Create new options for treatment of felony IST defendants including community based,
locked and unlocked facilities.

(7) Establish partnerships to facilitate admissions and discharges to reduce recidivism and ensure
that the most acute, high-risk, and at need patients receive access to State Department of State
Hospitals beds, while patients with lower risk or acuity are treated in appropriate community
settings.

(f) (1)   Until December 31, 2024, if the Secretary of California Health and Human Services
determines that either of the conditions stated in subparagraphs (A) or all of the conditions
stated in subparagraph (B) have occurred, the State Department of State Hospitals may take the
actions described in paragraph (2), if authorized by the Secretary of California Health and Human
Services and the Department of Finance, and after Department of Finance has provided no less
than a 30-day notification to the Joint Legislative Budget Committee and the State Department
of State Hospitals has provided notification to the county public guardian and county behavioral
agencies.

(A) The recommendations required to be completed by subdivision (c) cannot be completed due
to reasons outside of the control of the California Health and Human Services Agency or the
State Department of State Hospitals.

(B)(i) Insufficient progress has been made in implementing the recommendations in a timely
manner to provide timely access to competency treatment for IST defendants committed to the
State Department of State Hospitals.

(ii) IST commitments to the State Department of State Hospitals continues to exceed the
capacity available, in facilities the department has jurisdiction over pursuant to Section 4100, to
provide restoration of competency treatment.

(iii) The State Department of State Hospitals continues to maintain an IST admission waitlist that
exceeds the capacity of the facilities within its jurisdiction pursuant to Section 4100 to admit IST
commitments.

(iv) As a result of the conditions described in clauses (i) through (iii), inclusive, IST defendants
committed to the State Department of State Hospitals are not able to receive timely access to
restoration of competency treatment and no reasonable state solutions are available, including
timely solutions to increase capacity within the facilities within its jurisdiction pursuant to Section
4100 that may admit IST commitments.

(2) If the requirements of paragraph (1) are met, the State Department of State Hospitals may
take the following actions:

(A) The State Department of State Hospitals may discontinue admissions for new patients
committed to a state hospital pursuant to Section 5358.

(B) The State Department of State Hospitals may, following the determination by the Secretary
of California Health and Human Services pursuant to paragraph (1), impose patient reduction
targets over the next three fiscal years for patients committed to a state hospital pursuant to
Section 5358. Reduction targets shall only be to the minimum level necessary to achieve timely
access to treatment for IST commitments, as determined by the State Department of State
Hospitals and the Secretary of California Health and Human Services and will allow no less than a
minimum of six months for the first reduction target to be achieved.

(C) The State Department of State Hospitals may charge 150 percent of the daily bed rate for
counties, pursuant to Section 4330, that exceed the bed usage for patients admitted pursuant to



Section 5358 and that are above the specified patient reduction targets made pursuant to
subparagraph (B).

(g) Notwithstanding Chapter 3.5 (commencing with Section 11340) of Part 1 of Division 3 of Title
2 of the Government Code, the State Department of State Hospitals may implement, interpret,
or make specific this section by means of a departmental letter or other similar instruction, as
necessary.

(h) Contracts awarded pursuant to this section, including contracts to implement solutions
developed by the Incompetent to Stand Trial Solutions Workgroup, shall be exempt from the
requirements contained in the Public Contract Code, Section 19130 of the Government Code,
Section 4101.5, and the State Administrative Manual and shall not be subject to approval by the
Department of General Services.
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The following draft recommendations represent the collective recommendations from members of the IST Solutions Workgroup, the IST 
Solutions Working Group 1: Early Access to Treatment and Stabilization for Individuals Found IST on Felony Charges, Working Group 2: 
Diversion and Community-Based Restoration for Felony ISTs, and Working Group 3: Initial County Competency Evaluations, and input from 
public participation in the meetings of these groups.  These recommendations do not represent the viewpoints or opinions of any one entity 
or the State. 

Short Term Strategies:  Solutions that can begin implementation by April 1, 2022 

Goals:  

a) Provide immediate solutions for 1700+ individuals currently found incompetent to stand trial on felony charges and waiting in jail 
for access to a treatment program. 

b) Provide quick access to treatment in jail, community, or diversion 
c) Identify those who have already restored  
d) Reduce new IST referrals 

# Strategy Type Potential Impact Other Considerations 
S.1 Support increased access to psychiatric 

medications in jail for felony ISTs, including: 
• Provide funding to jails to expand the use of 

long-acting injectable psychiatric medications 
(LAIs) in jail settings. 

• Use of technology/telehealth for jail clinicians to 
access tele-psychiatrists to provide 
medication/treatment determinations, 
including involuntary medications, when 
needed.   

• Increase opportunities to rapidly connect a 
court-appointed competency evaluator’s 
opinion that a patient needs medication to jail 
providers for consideration in an individual’s 
treatment plan. 

 

Funding/ 
Policy 

Provides opportunities for faster 
stabilization of mental health 
symptoms in jail and increase 
opportunities for individuals to 
be candidates for diversion or 
community-based restoration 
programs. 

Opportunity to potentially 
prioritize a portion of the $75 
Million earmarked for 
implementation of solutions 
identified by the IST Solutions 
Workgroup to begin funding LAIs 
in targeted circumstances, 
however broader funding of LAI’s 
would need greater funding 
support. 

S.2 Improve coordination between State, criminal 
justice partners, county behavioral/mental health 

Operations
/Funding 

Increased partnership and 
opportunities for diversion and 
community-based treatment 

Short-term bridge solutions may 
need to be implemented to 
advance these solutions until the 
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directors, and county public guardians, for IST 
patients, including: 
• Transition/treatment planning to ensure 

continuity of care between systems and 
providers 

• Providing a 90-day medication supply for 
individuals discharging to the community from 
jail, diversion, or restoration of competency 
treatment programs. 

• Use of common drug formularies, wherever 
possible Data sharing/business associate 
agreements 

• Identifying community based and diversion 
alternatives 

for felony ISTs.  Increased 
support for transitions and re-
entry after felony IST finding or 
release to reduce 
destabilization and re-arrest.  

CalAIM reforms noted in Strategy 
L.2 are implemented. 

S.3 Provide training and technical assistance and 
develop best practice guides for jail clinical staff 
and criminal justice partners for effective treatment 
engagement strategies including  
• seeking treatment and medication histories 

from family members, 
•  utilization of incentives and other strategies to 

engage treatment 
• providing/obtaining involuntary medication 

orders and administering involuntary 
medications, when necessary.  

Training Increased early treatment 
engagement and stabilization 
of individuals may result in 
individuals being stabilized 
before being found 
incompetent to stand trial or 
increased opportunity for 
placement in diversion or 
community-based restoration 
programs 

DSH Clinical Operations is 
actively providing technical 
assistance and training, as well 
as psychopharmacology 
consultation, to any county 
partners who request it. 

S.4 Re-assess the DSH current waitlist, in partnership with 
DSH, county behavioral health, jail treatment 
providers and criminal justice partners to identify 
individuals who may be eligible for diversion, 
CONREP or community-based restoration, address 
medication/treatment needs to stabilize mental 
health symptoms in jail, and swiftly move individuals 
into these programs to maximize their utilization.  
 

Operations Reduce current waitlist and 
increase access to community-
based treatment for felony ISTs. 

The 2021 Budget Act included 
funding for DSH to re-evaluate 
individuals on the IST waitlist after 
60 days to determine if an 
individual has been restored to 
competency or stabilized 
enough to be considered for 
diversion or CONREP placement.  
Further opportunities exist to 
actively partner with counties 
prior to 60 days to identify 
individual who may be 
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candidates for placements in 
diversion/CONREP. 

S.5 Expand technical assistance for diversion and 
community-based Restoration, including: 
• Developing best practice guides in partnership 

with key stakeholders 
• Providing training and technical assistance to 

newly developing programs 
• Providing training on use of structured risk 

assessment tools, which can help address 
concerns related to public safety 

Training Supports increased utilization 
and expansion of diversion 
and community-based 
treatment options for felony 
ISTs. 

DSH developed and 
implemented a Diversion 
Academy for counties who plan 
to implement DSH Diversion 
programs for ISTs. This was offered 
in the fall 2021 to counties who 
have applied for funding to 
establish new Diversion 
programs.   DSH also maintains a 
website of technical assistance 
resources to support diversion. 
Additionally, DSH plans to 
expand technical assistance 
opportunities to counties to 
support implementation of 
community-based restoration 
programs. 

S.6 Provide training and technical assistance for Court 
appointed evaluators to improve the quality of the 
reports used by courts in determining a defendant 
is incompetent to stand trial.: 
• Develop checklists for court appointed 

evaluators to follow of items to be considered 
when making competency recommendations, 
consider American Academy of Psychiatry and 
the Law guidelines and/or Judicial Council rules 
of Court 

• Develop template evaluation reports that 
include all checklist items, including short-form 
report options for when clinically appropriate 

• Develop technical assistance and training 
videos to increase knowledge and skills for 
existing court appointed evaluators which can 
be available on DSH website  

Training Improves quality of court-
appointed evaluator reports to 
inform the court whether an 
individual may be 
incompetent to stand trial and 
the basis of that determination 
including an individual’s 
diagnosis, whether they require 
an involuntary medication 
order (IMO), or if they are 
malingering symptoms. May 
reduce the number of 
individuals found incompetent 
to stand trial and increase 
access to treatment and 
stabilization when treatment 
engagement is difficult due to 
an individual’s severe 
symptoms of psychosis. 
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• Ensure training and technical assistance 
includes include information on discrepancies 
and biases in evaluations 

 
S.7 Prioritize community-based restoration and 

diversion by:  
• Allowing individuals placed into diversion to 

retain their place on the waitlist should they be 
unsuccessful in diversion and need inpatient 
restoration of competency services; and, 

• Improving communication between DSH and 
local courts so that a person on the waitlist is not 
removed from diversion consideration 
prematurely when a bed becomes available at 
DSH. 

Policy Addresses concerns from 
diversion providers that 
individuals will not have timely 
access to a DSH treatment 
program if the individual’s 
mental health symptoms and 
community safety risk 
significantly increases. 
Additionally, reduces instances 
where individuals are 
transferred to a DSH hospital or 
JBCT pre-maturely when an 
individual is being considered 
for diversion.   

DSH issued Departmental Letter 
21-001 on November 3, 2021, to 
implement this recommendation.  
It outlines the process to facilitate 
coordination between Diversion 
programs, the courts, and DSH 
when an individual is being 
considered for diversion to 
ensure the individual is not 
inadvertently transferred to a 
DSH hospital or jail-based 
competency treatment 
program.  It also establishes the 
procedure for a diversion 
program client to reenter the 
waitlist with their original 
commitment date when an 
individual is revoked from 
diversion and needs to be 
transferred into a secure 
treatment program.  

S.8 Prioritize and/or incentivize DSH diversion funding to 
support diverting eligible individuals from the DSH 
waitlist.   

Policy/ 
Statutory 

Assists in reducing the DSH 
waitlist by prioritizing individuals 
on the waitlist for diversion over 
individuals likely to be found 
incompetent to stand trial.  
Individuals likely to be found 
incompetent to stand trial are 
also eligible for DSH Diversion.  

The 2021 Budget Act included 
funding for existing programs to 
expand diversion programs to 
divert individuals who have been 
found incompetent to stand trial 
on felony charges from DSH 
waitlist.   Welfare and Institutions 
Code 4136 by trailer bill, SB 129 
(Committee on Budget, Statutes 
of 2021), also amended to 
prioritize expansion funding to 
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individuals found incompetent to 
stand trial.  

S.9 Include justice-involved individuals with serious 
mental illness as priorities in state-level homelessness 
housing, behavioral health, and community care 
infrastructure expansion funding opportunities 

Policy Supports increased access to 
community-based treatment 
for justice-involved individuals 
including felony ISTs. 

 

S.10 Augment funding in DSH Diversion contracts with 
counties to provide for interim housing, including 
subsidies, and housing-related costs to support 
increased placements into Diversion. 

Funding Addresses concerns of DSH 
Diversion program providers 
about insufficient funding to 
access housing for the DSH 
Diversion population 

Opportunity to potentially 
prioritize a portion of the $75 
Million earmarked for 
implementation of solutions 
identified by the IST Solutions 
Workgroup 

S.11 Local planning efforts for homelessness housing, 
behavioral health continuum and community care 
expansion should include behavioral health, and 
criminal-justice partners and consider providing 
services for justice-involved individuals with Serious 
Mental Illness to reduce homelessness and the 
cycle of criminalization.  

Policy Supports local efforts and 
inclusion of justice-involved 
individuals in planning and 
strategy development for local 
investments and state-level 
grants. 

 

 

  



6 
IST Solutions Workgroup – Draft Recommendations 

   
 

Medium-Term Strategies: Solutions that can begin implementation by January 10, 2023 

Goals:  

a) Continue to provide timely access to treatment 
b) Begin to implement other changes that address broader goals of reducing the number of ISTs 
c) Increase IST treatment alternatives 

# Strategy Type Potential Impact Other Considerations 
M.1 Statutorily prioritize community outpatient 

treatment and diversion for individuals found 
incompetent to stand trial on felony charges for 
individuals with less severe behavioral health needs 
and criminogenic risk and reserve jail-based 
competency and state hospital treatment for 
individuals with the highest needs.  Options include: 
• Require consideration of diversion for anyone 

found incompetent to stand trial 
• Treat penal code 1170(h) felonies consistent 

with SB 317 (Chapter 599, Statutes of 2021) 
which requires a hearing for diversion eligibility, 
if not diversion eligible, a hearing to consider 
assisted outpatient treatment, conservatorship, 
or dismissal of the charges.  

• Change presumption of appropriate 
placement to outpatient treatment or diversion 
for felony IST and require judicial determination 
based on clinical needs or high community 
safety risk for placement at DSH or in a jail-
based treatment program. 

• Reform exclusion criteria of diversion under PC 
1001.36 to “clear and present risk to public 
safety” rather than “unreasonable risk to public 
safety”. 

• Statutorily require the use of structured risk 
assessments to assist in identifying defendants 
that should be eligible for diversion or 
community treatment. 

Statutory/ 
Funding 

Establishes priority for diversion 
and community-based 
treatment for felony ISTs 
whenever appropriate based 
on an individual’s treatment 
needs and criminogenic risk.  
Prioritizes utilization of state-
hospital and jail-based 
competency treatment 
programs for those with the 
highest needs. 

Corresponding operational 
changes could be implemented 
to also develop clinical factors for 
determination of treatment in 
State hospitals versus jail-based 
competency treatment programs.  
Currently over referral to state 
hospitals and jail-based 
competency treatment programs 
and under-utilization of diversion 
programs and lack of community-
based treatment programs results 
in lengthy waitlist and inefficient 
utilization of inpatient and jail-
based beds. 
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• Mandate judicial consideration of diversion at 
the outset of criminal proceedings for mentally 
ill defendants  

M.2 Provide increased opportunities and dedicated 
funding for intensive community treatment models 
for individuals found IST on felony charges.  Options 
include: 
• Assisted Outpatient Treatment (AOT) 
• Forensic Assertive Community Treatment (FACT) 
• Full-Service Partnerships (FSP) 
• Regional community-based treatment 

programs for individuals not tied to any one 
county 

 

Funding/ 
Policy 

Increases access to 
community-based treatment 
alternatives for justice-involved 
individuals with serious mental 
illnesses and reduces the 
incarceration.  

 

M.3 Establish a new category of forensic Assisted 
Outpatient Treatment commitment that includes: 
• Housing 
• Long-acting injectable psychiatric medication 
• Involuntary medication orders, when needed 
• FACT team 
• Intensive case management 

Statutory Increases access to 
community-based treatment 
alternatives for justice-involved 
individuals with serious mental 
illnesses and reduces the 
incarceration.   A forensic AOT 
commitment would ensure 
access to, and engagement 
with an intensive level of 
outpatient services designed 
to interrupt the cycle of 
criminalization in lieu of 
inpatient restoration 
commitment. 

Establishing category would be a 
medium-term strategy.  However, 
implementing programs would be 
a long-term strategy. 

M.4 Establishing statewide pool of court-appointed 
evaluators and increase the number of qualified 
evaluators  
• Request counties to share their lists of court-

appointed evaluators 
• Identify demographics and cultural and 

linguistic competence of evaluators 
• Increase court funding for court appointed 

evaluators  

Funding/ 
Operations 

Assists courts in access to 
court-appointed evaluators 
and potentially reduces the 
amount of time individuals 
wait in jail for a court-
appointed evaluation. 
Establishing a diverse pool of 
court appointed evaluators 
reduces the risk that individuals 
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 are determined to be 
incompetent to stand trial due 
to cultural and linguistic 
differences.  

M.5 Improve statutory process leading to finding of 
incompetence or restoration to competence: 
• Set time frames for appointments of court 

appointed evaluators and receipt of reports 
• Set statewide standards for court evaluations 

and reports 
• Expand list of individuals who can recommend 

to court need for re-evaluation if someone may 
have been restored – noted already authorized 
for those over 60 days 

 

Statutory Reduces time in jail for 
individuals awaiting 
competency assessments and 
increases quality of court-
appointed evaluator reports.  
Allows an individual to be 
reevaluated for competency 
after the initial finding and 
before transfer to a treatment 
program. 

Penal Code 1370 in 2019 was 
amended to allow jail providers 
and public defenders to request 
the court to appoint an evaluator 
to reevaluate a person’s 
competency.  Welfare and 
Institutions Code 4335.2 was 
added in 2021 to allow DSH 
evaluators to reevaluate an 
individual for competency after 
they have been on the waitlist for 
60 days. 

M.6 Revise items court evaluators must consider when 
assessing competence to include: 
• Diversion 
• Likelihood for restoration 
• Medical needs 
• Involuntary medication 

Statutory Assists the court in determining 
an individual’s potential 
eligibility for diversion or 
whether another treatment 
pathway to competency 
restoration is more 
appropriate. 

Important to ensure appropriate 
training, technical assistance and 
quality assurance measures for 
court-appointed evaluators are 
also implemented in conjunction 
with this recommendation, 
otherwise individuals may 
unnecessarily be excluded from 
diversion opportunities. 

M.7 Revise/improve involuntary medication order 
statutory process: 
• Involuntary medication orders follow the person 

and are not specific to the placement 
locations. 

• Court-appointed psychologists may opine on 
consent capacity and potential need for 
involuntary medications when providing reports 
to the court on incompetence to stand trial.  

• Remove special designation requirements for 
jails to be able to provide involuntary 
medications for felony ISTs and allow jails to 

Statutory Provides treatment access 
and stabilization for individuals 
who do not have the capacity 
to consent to treatment due 
to the current severity of the 
symptoms of their mental 
illness.  Facilitates improved 
care coordination and rapid 
re-stabilization to prevent 
rehospitalization in locked 
settings when a justice-
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provide involuntary medications when needed 
and there is a court order.  
 

involved individual 
decompensates. 

M.8 Develop stabilization inpatient capacity prior to 
placement in diversion programs  

 Provides increased mental 
health stabilization services to 
reduce barriers to diversion 
eligibility and increase access 
to diversion for felony ISTs. 

The 2021Budget Act includes 
$250M for DSH to increase IMD 
and sub-acute capacity in the 
community for felony ISTs, which 
can be utilized to provide 
stabilization services. 

M.9 Provide funding to expand support services to 
increasing utilization of diversion and community-
based restoration for felony ISTs, including: 
• Diversion Program Provider Support/Technical 

Assistance - Develop diversion technical 
assistance/support teams consisting of 
psychiatrists and criminal justice experts to 
provide 24 hours a day 7 days a week non-
urgent and emergency technical assistance 
and support.  

• Forensic Peer Support Specialists (or General 
Peer Support Specialists) – Provide funding to 
support utilization of peer support specialists in 
the courts, jails, and diversion and treatment 
programs.  

• Probation Partnerships - Leverage potential 
opportunity for probation partnerships to 
provide community diversion supervision and 
rapport building and increasing client 
engagement in treatment for higher-risk 
individuals. Integration of the SSI/SSDI Outreach 
Access, and Recovery (SOAR specialists in 
diversion programs to increase SSI/SSDI 
application success rates and increase 
individual funding for community-based 
housing.  

Funding/ 
Operations 

Supports providers in 
treatment and support plan 
development for difficult cases 
and responding to 
emergent/urgent diversion 
program and treatment 
challenges. 
 
Increases treatment 
engagement and success in 
diversion/community-based 
treatment for felony ISTs. 
 
Assists court and jails with 
navigation, identification and 
connection to system partners 
to facilitate dismissal/diversion, 
case planning, and effective 
reentry to the community.   
 
Expands opportunities for 
higher-risk individuals to be 
served in community 
programs. 
 
Increases funding for 
community-based housing. 

Could pilot these support services 
in counties with the greatest 
number of ISTs to facilitate greater 
number of individuals placed in 
diversion.  
 
The 2021 Enacted Budget includes 
funding to support probation 
services for a subset of IST 
defendants served in the Los 
Angeles community-based 
restoration program.  In addition, 
a portion of funding is available to 
expand community-based 
restoration programs to other 
counties can be used to support 
probation services. 
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M.10 • Support individuals with serious mental illness 
remaining stable in the community Psychiatric 
Advance Directives (PADs) - peers would assist 
with the completion of the PADs (see above for 
peer costs).  

• Enhance funding to the public guardians to 
ensure people with serious mental illness are 
appropriately placed in the continuum of care 

 

Policy/ 
Funding 

Reduces homelessness and 
the cycle of criminalization of 
individuals with serious mental 
illness. 

Disability Rights California is in the 
process of updating their PAD 
resources, and can be a resource 
for the guidance, forms, etc. 

 

M.11 Explore alternative jail-based competency and 
community-based restoration contract models to 
support Sheriff’s in subcontracting to community 
facilities for treatment rather than providing in-jail 
competency treatment. 

Policy Increases community-based 
treatment options and 
reduces reliance on jail-based 
treatment to serve felony ISTs. 

Existing authority to expand 
community-based restoration 
programs may be used to support 
this contract model.  

M.12 Expediting assessment and treatment immediately 
upon booking of defendants with serious mental 
illness, including: 
• Completing universal behavioral health and 

suicide risk assessments and substance abuse 
screenings, and review of record and 
behavioral health history by jail providers. 

• Performing a housing and service needs 
assessment to inform early consideration of 
housing and service needs for treatment of ISTs 
in the community. 

• Implementing consideration of the family 
perspective and documentation of the mental 
health history and treatment of a loved one 
and including co-occurring substance use 
disorder challenges. 

• Determine a course of treatment that may 
begin in the jail, including medications, and 
discharge planning should start at the time of 
booking. 

• Early review of cases at booking or as soon as 
possible by District Attorney and Public 

Policy/ 
Funding 

Increases early access to 
treatment and opportunities 
for community-based 
treatment options. 

Additional funding/resources may 
be needed by jails, district 
attorneys and public defenders to 
increase early access to 
treatment.  
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Defender, in partnership with county behavioral 
health and jail treatment providers, for each 
defendant screened as mentally-ill to eliminate 
those cases that will not be filed (defendant to 
be released), or for those defendants in 
situations where a complaint is likely to be filed, 
determine if there are opportunities for pre-trial 
release into treatment and services to provide a 
recommendation to the Jude at or before the 
time of arraignment.  

M.13 Establish requirements and/or provide 
incentives/enhanced rates to support increased 
community-based treatment and housing for 
justice-involved individuals with SMI, including to:  
• Increase community providers and facilities 

willing to serve this population 
• Increase access to acute inpatient services for 

inmates under 5150s 

Funding/ 
Statutory 

Eliminates barriers and 
discriminatory practices in 
access to community-based 
treatment for justice-involved 
individuals.  

 

M.14 Provide flexibilities, and expedited licensing to 
increase access to inpatient beds and housing, 
including: 
• Expedited licensing of Psychiatric Health 

Facilities (PHFs) and Mental Health 
Rehabilitation Centers (MHRCs) 

• Streamlining/coordination of licensing bodies 
when trying to establish new adult residential 
facilities and other treatment facilities. 

Policy Facilitates faster expansion of 
community treatment and 
housing resources. 
 
Eliminates perceived licensing 
barriers to quick expansion of 
treatment/housing resources. 

 

M.15 Revise DSH’s Conditional Release Program 
(CONREP) Community Program Director Role 
and/or placement criteria to facilitate increased 
felony IST placement to CONREP and Diversion 
programs.   

Statutory Increases access to diversion 
and community-based 
restoration programs for felony 
ISTs. 

 

 

  



12 
IST Solutions Workgroup – Draft Recommendations 

   
 

Long-Term Strategies: Solutions that can begin implementation by January 10, 2024 and January 10, 2025 

Goals: 

a) Break the cycle of criminalization 
b) Reduce the number of individuals found incompetent to stand trial on felony charges 
c) Provide bridge funding or strategies until broader behavioral health transformation initiatives are fully implemented including 

CalAIM, Behavioral Health Care Continuum Expansion, and Community Care Expansions  

 

# Strategy Type Potential Impact Other Considerations 
L.1 Partner with the Homeless Coordinating and 

Financing Council (now the California 
Interagency Council on Homelessness) to  
• Advocate to HUD to include the definition 

of at-risk of homelessness as and eligible 
population for resources 

• Advocate with HUD to leverage existing 
allocations from federal government to 
local Continuums of Care (CoCs). 

• Consider flexibilities around housing first 
approaches and ensure definition of 
homelessness includes at-risk of 
homelessness populations. 

• Provide training and technical assistance 
to CoCs, Criminal Justice and Behavioral 
Health partners on how to provide 
effective housing services to this 
population  

• Explore and support strategies to 
exchange data to ensure that the 
Behavioral Health/Criminal Justice 
population is included in CoC resourced 
efforts. The Criminal Justice system needs 
to be connected to the homeless crisis 
response system.  

Policy Increased coordination and 
access to resources for 
individuals with serious mental 
illness to eliminate cycling in 
and out of homelessness. 
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L.2 Support effective implementation of the 
proposed Cal-AIM (California Advancing & 
Innovating Medi-Cal) components that 
impact the justice involved, including: 
• Enrollment in Medi-Cal prior to release, 
• 90-day in-reach to stabilize health and 

wellness, provide warm hand-offs and 
prepare for community reintegration,  

• Intensive community-based care and 
coordination – enhanced care 
management (ECM), 

• Access to community supports (food and 
housing) post release, and 

• Capacity building for workforce, IT/data 
systems, infrastructure.   

Funding/ 
Policy 

Provides coordination of 
medical, behavioral health 
and non-clinical social services 
for justice-involved individuals 
prior to and upon release from 
county jails.  Access to services 
upon release from jail can help 
reduce the cycle of 
criminalization for individuals 
with serious mental illness.  

Department of Health Care 
Services has submitted 
application for Medi-cal waiver 
to the Centers for Medicare 
and Medicaid Services for 
approval. 

L.3 Develop quality improvement oversight/peer 
review of court-appointed evaluators and 
their reports, may include: 
• Developing a certification program 
• Implementing pay for performance 

strategies to tie funding to quality 
• Requiring standardized training  
• Implementing a peer review process to 

improve quality of reports 

Funding/ 
Statutory 

Increased quality and timing of 
court-appointed evaluator 
reports. Reduced time in jail for 
individuals pending 
competency assessments. May 
reduce the number of 
individuals found incompetent 
to stand trial due to poor 
quality reports. 

Consideration should be given 
to whether a certification, 
quality improvement and 
oversight programs should be 
implemented at the state level, 
by the Judicial Council or by a 
private/other certification 
program provider.  

L.4 Increase opportunities for alternatives to arrest 
and pre-booking diversion, including: 
• Mobile/non-police crisis response teams 
• Sobering or triage centers 
• Diversion centers including Federally 

Qualified Health Center models  

Funding Reduces incarceration and 
increases access to 
community-based treatment 
for individuals with serious 
mental illnesses. 

 

L.5 Expand community treatment and housing 
options for individuals living with serious mental 
illness justice-involved individuals, including: 
• Provide dedicated funding to develop 

housing to support diversion, and 
community-based restoration 

Funding/ 
Policy 

Increases access to diversion 
and community-based 
treatment for felony ISTs.  
Provides treatment and 
housing options to provide 
community-based treatment 
and diversion. 
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• Provide incentives or flexible housing pool 
models for housing developers; providers 
of supportive housing; including peer-run 
organizations; and owners of rental units 
to create additional housing resources or 
provide operating subsidies or supports.   
justice-involved individuals with serious 
mental illnesses 

• Include justice-involved individuals with 
serious mental illness as priorities in 
homelessness, behavioral health, and 
community care infrastructure expansion 
funding  

• Provide landlord incentives 
• Expand Social Rehabilitation facilities 
• Develop unlocked residential housing with 

treatment and supports 
• Support regional programs and 

approaches 
• Increase permanent supportive housing 

opportunities for justice-involved 
individuals with serious mental illnesses. 

• Consider funding support for Accessory 
Dwelling Units (ADU) development to 
support families’ ability to provide 
independent housing for loved ones with 
SMI on their properties.   

  

 
Supports infrastructure 
development and prioritization 
for justice-involved individuals 
including felony ISTs. 

L.6 Develop new licensing category for enriched 
and intensive community treatment options 
for individuals living with Serious Mental Illness 
including individuals who are justice-involved 
which may include provisions of mental 
health, health care, and intensive support 
services in a home-like setting:   
• Explore similar model to the Short-term 

Residential Therapeutic Programs models 
that serve children and youth whose 

Statutory Increases intensive community-
based treatment options for 
individuals with serious mental 
illnesses to prevent 
homelessness and 
criminalization. 
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needs create barriers to placement in 
family-based care. 

• Explore similar licensing categories to those 
that support adults with developmental 
disabilities.  

 
L.7 Facilitate appropriate information sharing and 

support cross-system data initiatives across 
State, courts, and local entities that serve ISTs. 
• Develop State Health Information 

Guidance on sharing health and housing 
information in the context of serving 
people involved in the criminal justice 
systems, including the development of 
standard authorizations for release of 
information and MOU’s. 

• Provide funding to support counties to 
undertake analyses of their criminal justice 
populations, including those with 
behavioral health needs to understand 
trends and identify data-driven strategies 
to reduce the number of ISTs 

• Provide funding to develop a state 
approach to monitor key data at the 
intersection of criminal justice, behavioral 
health, and homelessness. 

  

 
Policy 

Facilitates improved 
treatment/coordination. 
Supports research, evaluation 
and policy development to 
inform ongoing strategies and 
investments.    

 

L.8 Support the development and expansion of a 
culturally and linguistically competent 
workforce to meet an individual’s forensic and 
behavioral health needs, including: 
• Funding for forensic fellowships 
• Utilizing 4th year residents and psychology 

students to provide court-appointed 
evaluations. 

• Support increased psychologist education 
and training and psychiatric residency 

Funding/ 
Policy 

Provides a diverse workforce 
trained to provide services and 
supports to justice-involved 
individuals with serious mental 
illness. 
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programs with rotation requirements to 
serve justice-involved individuals. 

• Explore expansion of mental health and 
other professionals to serve justice-involved 
individuals. 

• Expand the use of peer support specialists 
and family members 

• Support care team models so individuals 
are working at the top of their licensure. 

• Provide recruitment and retention 
incentives 

• Identify funding streams that could be 
braided (and augmented) to address 
workforce shortages.  

• Educate workforce on serving in the role of 
the housing advocate, collaborative 
justice principles, motivational interviewing, 
assessing and mitigating dangerousness, 
implicit bias, and other culturally relevant 
competencies.  

 
 

 

 



October 2021 1

Behavioral Health 
Continuum Infrastructure Program 
and Community Care Expansion
Listening Session

Hosted by:
Marlies Perez, Chief Corrin Buchanan, Assistant Director
Department of Health Care Services Department of Social Services



For each topic, DHCS will:
1. Present the information specified in BHCIP
2. Provide a prompt related to the policy 

decisions for the BHCIP grant making
3. Solicit stakeholder verbal or written 

feedback via chat on the prompt
4. DHCS is gathering information and will not 

be responding to questions during the 
listening session

October 2021 2

Listening Session Format



1. “Raise your hand” to provide verbal 
feedback during the Listening Session

2. Submit your feedback in writing:
‒ Type your feedback/comments in the chat 

box located on your control panel
‒ Send an email to bhcip@dhcs.ca.gov with 

the subject line “Listening Session”. 
Feedback is accepted through October 15, 
2021

October 2021 3

How to Provide Feedback

mailto:bhcip@dhcs.ca.gov


• California is making a significant investment in 
infrastructure by providing competitive grants 
to qualified entities to construct, acquire, and 
rehabilitate real estate assets 

• $3 billion in infrastructure funding opportunities 
are available through the Behavioral Health 
Continuum Infrastructure Program at DHCS 
and the Community of Care Expansion 
Program and the California Department of 
Social Services (CDSS) 

October 2021 4

CA Infrastructure 
Investment



DHCS and CDSS are closely collaborating on the BHCIP 
and CCE infrastructure grants

– Combined stakeholder meetings with counties and 
tribal entities

– Joint Planning Grant for Counties and Tribal Entities
– Leveraging TA resources
– Alignment on policy, when feasible
– Timing RFA releases to support local efforts

October 2021 5

Collaboration



• These infrastructure investments are part of a larger 
effort to rebuild the state’s portfolio of housing and 
treatment options for people with severe behavioral 
health challenges who are at risk of or experiencing 
homelessness 

• California is investing $12B over the next two years to 
end and prevent homelessness including flexible 
funding to local governments with strong accountably 
measures and investments in the social safety net and 
healthcare delivery system

October 2021 6

CA Homeless/
Housing Efforts



• The majority of Californians with behavioral health 
(BH) conditions self-reported they were not receiving 
treatment. (California Health Care Foundation Mental 
Health Almanac 2018 and SUD Almanac 2018.)

• Inpatient psychiatric bed capacity in California is 21 
beds/100,000 people whereas experts estimate 50 
beds/100,000 people is needed to meet the need 
across the state. (CA Hospital Association)

• Number of SUD treatment facilities has decreased by 
13 percent over the last three years (down to 874 
licensed facilities in 2020 compared to 1,009 in 2018). 
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Need for BH Infrastructure



• BHCIP offers a tremendous opportunity to 
create new capacity within the BH facility 
infrastructure in California

• DHCS is excited to lead out such a 
significant project that will have a lasting 
impact on the BH field

• BHCIP will align with DHCS’ other efforts 
around integration, CalAIM, Children and 
Youth Behavioral Health Initiative, address 
homelessness and expanding BH access  

October 2021 8

BHCIP Vision



• DHCS will publish a behavioral health capacity 
and gap analysis in November 2021.
– Assessment of the current state’s BH continuum of 

care, including mental health and SUD systems
– Determine the need for expanding existing capacity 

and/or proposing enhancements to the existing 
continuum

– Inform the BHCIP rounds of grant applications, in 
addition to the SMI/SED IMD waiver.

– The Needs Assessment will be one source of 
information to determine the need for statewide 
capacity.
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BH Needs Assessment



• Passed in FY 2021-22 State budget.
• $2.2B total for the BHCIP
• Amends Welfare and Institutions Code
• Provides competitive grants for counties, 

tribal entities, non-profit and for-profit 
entities to build new or expand existing 
capacity in the continuum of public and 
private BH facilities

• Funding will be only for new or expanding 
infrastructure (brick and mortar) projects 
and not BH services

October 2021 10

BHCIP Overview

https://esd.dof.ca.gov/trailer-bill/public/trailerBill/pdf/523


• DHCS will release Request for Applications 
(RFAs) for BHCIP through multiple rounds

• Rounds will target various gaps in 
California’s BH facility infrastructure

• Rounds will remain open until funds are 
awarded

• Different entities will be able to apply in 
each round for specific projects to address 
identified infrastructure gaps

• Stakeholder engagement will occur 
throughout the project

October 2021 11

BHCIP Overview



• BH Wellness Centers
• Short-term crisis stabilization
• Acute and subacute care
• Crisis residential
• Community-based MH residential
• Substance use disorder residential
• Peer respite
• Mobile crisis
• Community and outpatient 
• Other clinically enriched longer term treatment and 

rehabilitation options for persons with BH disorders 
in the least restrictive and least costly setting 

October 2021 12

Facility Types



Feedback

October 2021 13

1. In order to expand CA’s BH continuum of care, 
what other BH facilities would you like to have 
considered for funding?



Part 1, Chapter 7, Section 5960.15. An entity shall meet all of 
the following conditions in order to receive grant funds 
pursuant to Section 5960.5(a), to the extent applicable and as 
required by the department: 
(a) Provide matching funds or real property
(b) Expend funds to supplement and not supplant existing 
funds to construct, acquire, and rehabilitate real estate assets. 
(c) Report data to the department within 90 days of the end of 
each quarter for the first five years. 
(d) Operate Medi-Cal services in the financed facility for the 
intended purpose for a minimum of 30 years. 
Proposed Additional Requirements
• DHCS will also require that Medi-Cal beneficiaries are 

served in grant funded facilities
• The 30 years begins after construction is completed

October 2021 14

Requirements in Law



5960.30. (a) Notwithstanding any other law, a facility project 
funded by a grant pursuant to this chapter shall be deemed 
consistent and in conformity with any applicable local plan, 
standard, or requirement, and allowed as a permitted use, 
within the zone in which the structure is located, and shall not 
be subject to a conditional use permit, discretionary permit, or 
to any other discretionary reviews or approvals. 
(b) Notwithstanding any other law, the California 
Environmental Quality Act (Division 13 (commencing with 
Section 21000) of the Public Resources Code) shall not 
apply to any facility project, including a phased project, 
funded by a grant pursuant to this chapter if all of the following 
requirements, if applicable, are satisfied
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Exemptions



Round 1: Mobile Crisis $150M (July 2021)
Round 2: Planning Grants $8M (Nov 2021)
Round 3: Launch Ready $585M (Jan 2022)
Round 4: Children and Youth $460M (Aug 2022)
Round 5: Addressing Gaps #1 $462M (Oct 2022)
Round 6: Addressing Gaps #2 $460M(Dec 2022)
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BHCIP Proposed Rounds



July 2021 Release Round 1: Mobile Crisis RFA
September 2021 Award Round 1: Mobile Crisis Projects

Sept/October 2021 Re-Release Round 1: Mobile Crisis RFA Part 2
October 2021 BHCIP/DSS Listening Session

November 2021 Release BH Assessment Report
November 2021 Release Round 2: Planning Grants RFA

January 2022 Award Round 2: Planning Grants
January 2022 Release Round 3: Launch Ready RFA

April 2022 BHCIP Listening Session for Rounds 4-6
May 2022 Award Round 3: Launch Ready Grants

August 2022 Release Round 4: Children and Youth RFA
October 2022 Release Round 5: Addressing Gaps #1 (TBD)

December 2022 Release Round 6: Addressing Gaps #2 (TBD)
October 2021 17

Proposed BHCIP Timeline



• FY 21/22: $743.5M total
– $150M Mobile Crisis 
– $593.5M General BHCIP

• Obligate $300M Coronavirus Fiscal 
Recovery Fund (CFRF) by June 2024 
and liquidate by December 2026. 

• Expend $443.5M in State General Fund 
(SGF) by June 30, 2026.

October 2021 18

BHCIP Funding Available



FY 22/23: $1.38B total
• $1.16B General BHCIP Infrastructure
• $218.5M from Coronavirus Fiscal 

Recovery Fund (CFRF)
• Obligate CFRF funds by June 2024 and 

liquidate by December 2026. 
• Expend $1.16B in State General Fund by 

2027.
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BHCIP Funding Available



• The CCE program will fund the acquisition, 
construction, and rehabilitation of adult and 
senior care facilities that serve applicants and 
recipients of Social Security Income (SSI) 
including individuals who are at risk of or 
experiencing homelessness and those who 
have behavioral health conditions

October 2021 20

CDSS Community 
Care Expansion



• BHCIP facility types are broader but include 
adult and senior care facilities

• CCE aims to serve the SSI population, but is 
inclusive of individuals with behavioral health 
conditions

• Like the BHCIP, the CCE will require a match 
and a commitment of long term use of the 
facility for the intended purpose    
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Overlapping Characteristics 
of the CCE and BHCIP



• DHCS and CDSS are working collaboratively 
on the design and implementation of these 
programs and will continue to engage 
stakeholders jointly 

• Applicants are encouraged to consider both 
funding streams when planning for system of 
care enhancements 
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BHCIP and 
CCE Coordination



• AHP will assist DHCS with overall 
BHCIP project implementation including:
– Planning grants (contracts/funding/TA)
– Applicant and grantee assistance including 

preparation of proposals for rounds
– Real estate TA for grantees (land use 

zoning, permitting, real estate acquisition, 
applicable exemptions)

– Additional TA
– DHCS project management 
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Advocates for Human 
Potential (AHP)



Feedback
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1. What are the TA needs for counties and tribes 
for the planning grants?

2. How could TA help in preparing the proposals? 
3. How could TA assist in implementing grants?



• Matching funds or real property will be 
required 

• Match requirements are still in development
• Initial recommendations:

– Lower for counties/tribal entities
– Lower for non-profits with county contracts 
– Higher for private entities

October 2021 25

Required Match



Feedback

October 2021 26

1. What funds would entities propose to use for 
the match?

2. Any comments about the real property match 
option?



Maximum funding could be determined based on:
– Set amount available per facility type 

rehabilitated for expansion
• Per bed
• Per increase in outpatient capacity

– Set amount available for newly constructed 
facility type

• Per bed
• Per increase in outpatient capacity

– Priorities determined by the state
• For example - reduces hospitalization, incarceration 

and/or institutionalization
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Grant Funding



Feedback

October 2021 28

1. What are the funding limit recommendations for 
each eligible facility type?

2. Are there other factors that could be 
considered to determine funding levels? 



• RFA’s released in July 2021 to counties 
and Tribal entities for crisis care mobile 
units (CCMU).

• Entities could apply for up to $1M per 
CCMU team from September 2021 –
June 30, 2025

• Awards will be made in early October 
2021
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Round One: Mobile Crisis



DHCS will re-release the Round One: 
Mobile Crisis RFA for new county and tribal 
applicants. 

– Entities already awarded may apply, but 
new applicants will receive priority funding.

– RFA will be released in Oct.

October 2021 30

Round One: Mobile Crisis



• Eligibility limited to counties and Tribes (638s 
and Urbans) $8M Total

• Planning will encompass all rounds, incorporate 
DSS grant opportunities and other planning 
efforts such as expanding workforce

• Up to $100K per Planning Grant
• Counties and tribal entities may apply as a 

regional model
• TA will be provided
• Release RFA Oct 21, Due Nov 21, Award Jan 22
• Project period Jan 22-Dec 22

October 2021 31

Round Two: Planning Grants



Feedback

October 2021 32

What comments do you have regarding the 
Planning Grant round?



• All entities will be eligible including counties, 
Tribes, non-profit, and private entities

• Funding will be for launch-ready BH facilities 
outlined by DHCS in the RFA which meet the 
gaps identified in the BH Needs Assessment

• County letter of support/acknowledgement may 
be required

• Additional requirements will be forthcoming
• Release RFA Jan 22, Due Mar 22, Initial Award 

of projects May 22
• Project period from May 22-June 26
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Round Three: Launch-Ready



Feedback
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What information can DHCS provide to assist with 
planning efforts for this RFA?



• Future stakeholder feedback opportunities will 
be available for rounds four-six of the BHCIP.
– Round 4: Children and Youth $460M (Aug 2022)
– Round 5: Addressing Gaps #1 $462M (Oct 2022)
– Round 6: Addressing Gaps #2 $460M(Dec 2022)
– Addressing Gaps rounds may include other state 

priorities such as justice involved and other special 
populations.

• General comments are accepted through the 
BHCIP mailbox; however, more details will be 
available as these rounds are developed.
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Rounds Four-Six



Current information 
regarding the 
implementation of BHCIP 
can be found online: BHCIP-
Home (ca.gov)
Written comments and 
feedback can be submitted 
to the BHCIP mailbox at: 
BHCIP@dhcs.ca.gov

Written comments for the 
CDSS CCE Project at: 
housing@dss.ca.gov
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Contact Information

https://www.dhcs.ca.gov/services/MH/Pages/BHCIP-Home.aspx
mailto:bhcip@dhcs.ca.gov
mailto:housing@dss.ca.gov


 

 

THE PEOPLE OF THE STATE OF CALIFORNIA DO ENACT AS FOLLOWS: 
 

 
SECTION 1. The Legislature hereby finds and declares all of the following: 
 
(a) The COVID-19 public health emergency has impacted every aspect of 

life as social distancing became a necessity, businesses closed, schools transitioned 
to remote education, and millions of Americans lost their jobs. The pandemic’s 
impacts on behavioral health, including the toll of pandemic-related stress, have 
increased the need for community behavioral health resources. 

(b) In particular, the pandemic has exacerbated the need to build new 
capacity or expand existing capacity for the continuum of behavioral health 
treatment resources in less restrictive, community-based, residential settings of 
care. 

(c) It is the intent of the Legislature to provide competitive grants to qualified 
entities to construct, acquire, and rehabilitate real estate assets to support the 
community continuum of behavioral health treatment resource needs due to the 
pandemic.  

 
SECTION 2. Part 7 (commencing with Section 5960) is added to Division 5 

of the Welfare and Institutions Code, to read: 

PART 7. BEHAVIORAL HEALTH SERVICES AND SUPPORTS 

Chapter 1. Behavioral Health Continuum Infrastructure Program 

5960. The department may establish the Behavioral Health Continuum 
Infrastructure Program pursuant to this chapter if the Legislature appropriates funds 
for this purpose. 

5960.5. If the department establishes the program pursuant to this chapter, the 
department may do to as follows: 

(a) Award competitive grants to qualified entities to construct, acquire, and 
rehabilitate real estate assets or to invest in needed mobile crisis infrastructure to 
expand the community continuum of behavioral health treatment resources to build 
new capacity or expand existing capacity for short-term crisis stabilization, acute 
and subacute care, crisis residential, community-based mental health residential, 
substance use disorder residential, peer respite, mobile crisis, community and 
outpatient behavioral health services, and other clinically enriched longer term 
treatment and rehabilitation options for persons with behavioral health disorders in 
the least restrictive and least costly setting. 

(b) Contract with the Department of State Hospitals pursuant to Chapter 6.7 
(commencing with Section 4361.5 of Division 4 of the Welfare and Institutions 
Code for the following purposes: 

(1) To subcontract with private or public entities for sub-acute bed capacity 
such as Institutions for Mental Disease, Mental Health Rehabilitation Centers, 
Skilled Nursing Facilities, or any other   treatment options, including Community 
Based Restoration programs, to address the increasing number of patient referrals to 
the Department of State Hospitals. 

  (2) To subcontract with private or public entities to house and treat 
individuals committed to the California State Department of State Hospitals pursuant 
to Welfare and Institutions Code section 5358 or Penal Code sections 1026, 1370, 
and 2972.  Subcontracted funds may include: 

i. Program implementation costs, including funds for projects to modify, expand 



 

 

or retrofit a space,  
ii. One-time purchases of patient and staff furnishings and minor equipment,  
iii. Activities related to recruitment and training of staff prior to program 

activation,  
iv. Operating expenses. 
(c)Section 5960.30 shall also apply to the Department of State Hospitals 
subcontractors.  

5960.10. Except as provided in Section 5960.15, the department shall determine 
the methodology and distribution of the grant funds appropriated for the program 
pursuant to Section 5960.5(a) to those entities it deems qualified. 

5960.15. An entity shall meet all of the following conditions in order to receive 
grant funds pursuant to Section 5960.5(a), to the extent applicable and as required 
by the department: 

(a) Provide matching funds or real property. 
(b) Expend funds to supplement and not supplant existing funds to construct, 

acquire, and rehabilitate real estate assets. 
(c) Report data to the department within 90 days of the end of each quarter for 

the first five years. 
(d) Operate services in the financed facility for the intended purpose for a 

minimum of 30 years. 
5960.20. (a) This chapter shall be implemented only if, and to the extent that, 

the department determines that federal financial participation under the Medi-Cal 
program, including but not limited to the increased federal funding available pursuant 
to Section 9813 of the federal American Rescue Plan Act of 2021 (Pub. Law 117-2), is 
not jeopardized. 

(b) Notwithstanding Chapter 3.5 (commencing with Section 11340) of Part 1 of 
Division 3 of Title 2 of the Government Code, the department may implement, interpret, 
or make specific this chapter, in whole or in part, by means of information notices or 
other similar instructions, without taking any further regulatory action. 

5960.25. For purposes of implementing this chapter, the department may enter 
into exclusive or nonexclusive contracts, or amend existing contracts, on a bid or 
negotiated basis. Contracts entered into or amended pursuant to this section shall be 
exempt from Chapter 6 (commencing with section 14825) of Part 5.5 of Division 3 of 
Title 2 of the Government Code, Section 19130 of the Government Code, Part 2 
(commencing with Section 10100) of Division 2 of the Public Contract Code, and the 
State Administrative Manual, and shall be exempt from the review or approval of any 
division of the Department of General Services. 

5960.30. (a) Notwithstanding any other law, a facility project funded by a grant 
pursuant to this chapter shall be deemed consistent and in conformity with any 
applicable local plan, standard, or requirement, and allowed as a permitted use, within 
the zone in which the structure is located, and shall not be subject to a conditional use 
permit, discretionary permit, or to any other discretionary reviews or approvals. 

(b) Notwithstanding any other law, the California Environmental Quality Act 
(Division 13 (commencing with Section 21000) of the Public Resources Code) shall 
not apply to any facility project, including a phased project, funded by a grant pursuant 
to this chapter if all of the following requirements, if applicable, are satisfied: 

(1) No facility is acquired by eminent domain. 
(2) The grantee shall ensure a facility is licensed by and in good standing with 

the department or other state licensing entity, as applicable, at the time of occupancy. 
The facility shall be in decent, safe, and sanitary condition at the time of occupancy. 

(3) The grantee shall require all contractors and subcontractors performing work 
on the facility project to pay prevailing wages for any proposed rehabilitation, 
construction, or major alterations in accordance with Chapter 1 (commencing with 



 

 

Section 1720) of Part 7 of Division 2 of the Labor Code. 
(4) The grantee obtains an enforceable commitment that all contractors and 

subcontractors performing work on the facility project will use a skilled and trained 
workforce for any proposed rehabilitation, construction, or major alterations in 
accordance with Chapter 2.9 (commencing with Section 2600) of Part 1 of Division 2 
of the Public Contract Code. 

(5) The project proponent submits to the lead agency a letter of support from a 
county, city, or other local public entity for any new proposed construction, major 
alteration work, or rehabilitation. 

(6) Any new construction, facility acquisition, or rehabilitation is paid for, in 
whole or part, with public funds. 

(7) The facility project expands the availability of behavioral health treatment 
services in the subject jurisdiction. 

(8) Long-term covenants and restrictions require the facility to be used to provide 
behavioral health treatment for no fewer than 30 years. 

(9) The facility project does not result in an increase in the existing onsite 
development footprint of structure, structures, or improvements by more than 10 
percent. Any increase to the existing onsite development footprint shall be exclusively 
to support the provision of behavioral health treatment in the subject jurisdiction, 
including, but not limited to, all of the following: 

(A) Achieving compliance with local, state, and federal requirements. 
(B) Providing sufficient space for the provision of services and amenities. 
(C) If determined that a grantee’s facility project is not subject to the California 

Environmental Quality Act pursuant to this section, the grantee shall file a notice of 
exemption with the Office of Planning and Research and the county clerk of the county 
in which the project is located in the manner specified in subdivisions (b) and (c) of 
Section 21152 of the Public Resources Code. 

5960.35. (a) The following definitions shall apply to this chapter: 
(1) “Department” means the State Department of Health Care Services. 
(2) “Program” means the Behavioral Health Continuum Infrastructure Program 

authorized by this chapter. 
(b) The following definitions shall apply to the implementation of this chapter: 
(1) “Low-rent housing project,” as defined in Section 1 of Article XXXIV of 

the California Constitution, does not apply to any facility project pursuant to this section 
that meets any one of the following criteria: 

(A) The development is privately owned housing, receiving no ad valorem 
property tax exemption, other than exemptions granted pursuant to subdivision (f) or 
(g) of Section 214 of the Revenue and Taxation Code, not fully reimbursed to all taxing 
entities, and not more than 49 percent of the dwellings, apartments, or other living 
accommodations of the development may be occupied by persons of low income. 

(B) The development is privately owned housing, is not exempt from ad valorem 
taxation by reason of any public ownership, and is not financed with direct long-term 
financing from a public body. 

(C) The development is intended for owner-occupancy, which may include a 
limited-equity housing cooperative as defined in Section 50076.5 of the Health and 
Safety Code, or cooperative or condominium ownership, rather than for 
rental-occupancy. 

(D) The development consists of newly constructed, privately owned, one-to-four 
family dwellings not located on adjoining sites. 

(E) The development consists of existing dwelling units leased by the state public 
body from the private owner of these dwelling units. 

(F) The development consists of the rehabilitation, reconstruction, improvement 
or addition to, or replacement of, dwelling units of a previously existing low-rent 



 

 

housing project, or a project previously or currently occupied by lower income 
households, as defined in Section 50079.5 of the Health and Safety Code. 

(G) The development consists of the acquisition, rehabilitation, reconstruction, 
improvement, or any combination thereof, of a development which, prior to the date 
of the transaction to acquire, rehabilitate, reconstruct, improve, or any combination 
thereof, was subject to a contract for federal or state public body assistance for the 
purpose of providing affordable housing for low-income households and maintains, 
or enters into, a contract for federal or state public body assistance for the purpose of 
providing affordable housing for low-income households. 

(2) “Tribal entity” shall mean a federally recognized Indian tribe, tribal 
organization, or urban Indian organization, as defined in Section 1603 of Title 25 of 
the United States Code. 

5960.40. The provisions of this chapter are severable. If any provision of this 
chapter or its application is held invalid, that invalidity shall not affect other provisions 
or applications that can be given effect without the invalid provision or application. 

5960.45. This chapter shall remain in effect only until January, 1, 2027, and as 
of that date is repealed. 

 



Mental Health Commission 
Proposed Motion(s) 

 
Meeting Date:  November 18, 2021 
 
Motion (original):  MHSA-Finance Committee Meeting 11/18/21 
(Agenda Item VIII)  
 
MOTION:  
 
Ask Contra Costa Behavioral Health Services (CCBHS) to include Institute 
of Mental Diseases (IMD) Mental Health Rehabilitation Center (MHRC) 
facilities, programming and staffing needs in its upcoming Behavioral 
Health Continuum Infrastructure competitive grant applications to the state  
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