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About This Brief
California is in the process of implementing a set of major health care reforms
supported by the Patient Protection and Affordable Care Act, the federal
healthcare reform law enacted in 2010.a A major part of the reform effort
involves the creation of the California Health Benefit Exchange, which is
scheduled to go live in October 2013. These initiatives, combined with the
federal Mental Health Parity and Addiction Equity Act, will have a profound
effect on California Counties as more people obtain coverage that contains well
defined benefits for mental health and substance use treatment.
This policy brief, which provides an overview of the California Health Benefits
Exchange, is the first in a series of five papers that have been prepared to help
the California County mental health and substance abuse systems obtain an
understanding of this important part of healthcare reform in California.
The full set of policy briefs can be read in any order. Pick a topic that has the
most interest for you and jump in. Also feel free to read any or all of the papers
as you begin to prepare for the next set of major reforms that begin January
2014.

a

Note that health care reform is very much a work in progress and all information contained here is based on
information available at the time of publication.
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Introduction
The opportunity for near universal health insurance coverage is coming to
California. The Patient Protection and Affordable Care Act (ACA) ends the
barrier of preexisting conditions, expands Medi-Cal eligibility to those earning
less than 139% of the Federal Poverty Level (FPL), establishes subsidies for
individuals and small businesses, and requires that most residents obtain health
insurance. These changes will result in a major expansion of health insurance
coverage for Californians.

THE
AFFORDABLE
CARE
ACT








Ends the barrier
of preexisting
conditions
Expands Medi-Cal
eligibility to those
earning less than
139% of the
Poverty Level
Establishes
subsidies for
individuals and
small businesses
Requires that
most residents
obtain health
insurance.

These changes will
result in a major
expansion of health
insurance coverage
for Californians.

The center of action for coverage expansion will be the California
Health Benefit Exchange. The Exchange is overseen by a fivemember board appointed by the Governor and Legislature, with the
California Health and Human Services Secretary serving as an ex
officio voting member and current Chair. Beginning in October
2013, eligible individuals and small businesses will be able to use the
Exchange to sign up for coverage effective January 1, 2014. Many of
the individuals who will be applying for coverage are currently
uninsured, but will become eligible for Medi-Cal or government
subsidies in 2014.
The ACA and California envision the Exchange as a centralized site
for consumers to compare and purchase health coverage. As
described on its website, “[t]he Exchange will enhance competition
and provide the same advantages available to large employer groups
by organizing the private insurance market, including a more stable
risk pool, greater purchasing power, more competition among
insurers and detailed information about the price, quality and service
of health coverage.”1
Using a streamlined application, all individuals and families will be
able to use the Exchange to assess their financial eligibility for MediCal as well as for subsidies and tax credits.2 Employees of businesses
with 50 or fewer workers will also be able to use the Exchange to
purchase insurance subsidized by their employers. The Exchange
will then function as something of a sorting hat (or travel agent, if
you prefer). Once the Exchange has processed applicants’ financial
information, it will route them to the appropriate insurance “house,”
where they will be able to browse and compare their coverage
options.
While the criteria the Exchange will evaluate involve remarkable
complexity (hence the recently announced plan to award a $359
million contract to build a website that handles eligibility and
enrollment), this is precisely the function the Exchange is intended to
fulfill – keeping the complexity out of the path of the consumer.
Rather than consumers having to resolve which “house” they belong
in, and what level of financial assistance they may be eligible for, the
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Exchange-as-sorting-hat takes care of this and provides the opportunity to
compare the cost, quality and value of the available plans.

The Health Benefits Exchange
Let’s use the following diagram to gain an understanding of how the Exchange
will work.

<139%
FPL
139-199%
FPL
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County Office
Medi-Cal /
Healthy Families

Basic Health Plan?

200-399%
FPL

Individuals
400+%
FPL

Browse, Compare
and Buy

Non-Exchange Plans
Small
Business
Browse, Compare
and Buy

Small Business

Once the Exchange has processed an applicant’s financial information, they are
routed to the appropriate insurance “house.” Each house provides a variety of
qualified health plans available to the consumer. Once an applicant has been
assigned to their correct house, they can compare which plan best fits their
needs, picking from four levels of coverage – bronze, silver, gold, or platinumb
– offered by the different insurance companies selling policies through the
Exchange.

b

The different levels of coverage are defined using a “metal level”: in a bronze plan, 60% of
the full actuarial value of the plan is paid by the insurance company and 40% is paid by the
enrollee through deductibles and co-payments; silver is rated 70% of actuarial value; gold at
80%; and platinum at 90%. For more information about actuarial value and cost-sharing, see
http://www.cciio.cms.gov/resources/files/Files2/02242012/Av-csr-bulletin.pdf.
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Individual and family income is an important part of the routing process, as
illustrated in the diagram.









Individuals and families earning less than 139% of the poverty level3
will be enrolled in Medi-Cal.
Those earning between 139-199% of the poverty level may become
enrolled in a Basic Health Plan, if California decides to pursue this
option.4 The Basic Health Plan would resemble Medi-Cal in terms of
having the same provider network, covered benefits and cost sharing
requirements and would likely require lower out of pocket costs than
coverage purchased through the Exchange. If the state doesn’t go this
route, those earning from 139-199% of the poverty level would
purchase subsidized coverage in the same manner as those in the 200399% category described below
Individuals and families earning between 200-399% of the poverty
level will have the option to purchase a qualified health plan through
the Exchange, with Federal subsidies offered on a sliding scale based
on family income.
Individuals and families with income at or above 400% of the poverty
level are also eligible to purchase coverage through the exchange or on
the open market, but without a Federal subsidy.
Employees of participating businesses with 50 or fewer workers will be
able to use the Exchange to purchase insurance subsidized by their
employers. Alternatively, they can shop in the Exchange or open
individual markets.c

Note that there is also an option for people under age 30 to purchase a
Catastrophic plan, whose benefit levels are less than a bronze plan.
As noted above, anyone eligible to purchase coverage
through the Exchange will be able to shop in the open
market, but subsidies and tax credits will only be
available to those purchasing insurance through the
Exchange. Another design feature is that all health
plans offered through the Exchange will be available
in the open market, and there will likely be several
plans in the open market not offered through the
Exchange.

The Exchange
is intended to keep
the complexity out
of the path of the
consumer.

c

Starting in 2016, employees of businesses with up to 100 employees will be able to shop for
employer sponsored coverage in the Exchange. In 2017, California will have the option of
opening the Exchange to businesses with more than 100 employees.
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The Exchange
won’t change how
current state
coverage programs
work.

The Exchange won’t change how current state safety net
coverage programs work. Medi-Cal and Healthy Families
will continue to be administered by the Department of
Health Care Services (DHCS) and the Managed Risk
Medical Insurance Board (MRMIB), respectively. What
the Exchange will do is to screen and enroll individuals in
Medi-Cal or the Healthy Families Program if they are
eligible for those programs, based on their income. The
Exchange will coordinate with state agencies and
California counties to ensure that individuals are
seamlessly transitioned between coverage programs if their
eligibility changes.5

Web Portals and Navigators
Let’s review how people are actually going to interact with the Exchange. An
individual or family will be able to apply however is convenient for them: inperson, online, by mail, and by phone. When applying, they will need to
provide the information necessary for the Exchange to determine their
eligibility and qualifications for the various types of assistance available. At
minimum, people will need to indicate the following details.









Where they live
What their citizenship and immigration status is
If they are incarcerated
What their household income is
How many people are in their household
Whether they are American Indian
If they are enrolled in an employer-sponsored plan
If they are eligible for coverage in an employer-sponsored plan

For many applicants, the process will be very straightforward. It is likely that
the vast majority of applications will be initiated through the Exchange
website, which will require a bit of time to complete the application and then
compare the benefit options available before making a purchase.
Of course, for some applicants, using the website or completing the application
may require assistance. The Exchange will have a variety of online and
telephone assistance available, but many people will begin the process with
Navigators and Brokers, or come to them for assistance. Navigators will
provide education and guidance related to the Exchange and qualified health
plans. Brokers may also be helpful for some consumers or businesses as they
try to select coverage.
The plan is for Navigators to be the guides for people who might otherwise
have a difficult time making their way through the options presented by the
Exchange. Navigators may include community and consumer-focused
nonprofit groups, professional associations, chambers of commerce, unions,
industry, and similar organizations.
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Because significant Federal subsidies will support coverage expansion through
the exchange and the Federal government will cover 90-100% of the cost of
the Medi-Cal expansion population, the state has a great deal to gain by
ensuring that as many people as possible obtain coverage as quickly as
possible. We anticipate that the State will launch a massive public relations
campaign to publicize the Exchange and coverage expansion, and that there
will be significant incentives for Navigators to get people enrolled. Wherever
people begin to explore their options for coverage, there will be no wrong door
for them to enter.

What Shopping for Qualified Health Plans
Will Look Like
An existing Federal website, www.healthcare.gov, offers an excellent example
of what the comparison process might look like. The following screen shots
illustrate the process described above. You can also go to the website and
review your options by entering your own information.

Step 1: Provide the necessary demographic information.d

d

The figure in Steps 1-3 contain actual screen shot images from the website www.healthcare.gov.
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Step 2: Review the plan options available.
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Step 3: Compare a variety of plans to see which fits best.

What’s Next?
This paper provides a foundation for understanding the concept of a Health
Benefits Exchange and how it will work.
In addition, California Counties will need to understand and prepare for
additional clients (Briefing Paper 2); understand the new Essential Health
Benefits (Briefing Paper 3); develop strategies to expand the workforce to meet
increased demand (Briefing Paper 4); and develop an Outreach and Enrollment
Plan prior to October 2013 (Briefing 5).
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End Notes
1

http://www.healthexchange.ca.gov/Pages/Default.aspx

2

States have the option of having the exchange determine overall eligibility for Medicaid
programs, or they may refer these decisions to other state agencies. The exchange must be
capable of determining Medicaid eligibility based on a standardized method of determining
individual and family income - Modified Adjusted Gross Income (MAGI).
3

This determination will be based on Modified Adjusted Gross Income (MAGI). MAGI is
essentially gross income plus otherwise excluded foreign income and expenses, tax exempt
interest, and social security benefits. See http://www.law.cornell.edu/uscode/text/26/36B
4

The ACA gives states the option of creating a state-run Basic Health Plan – for those earning
139-200% of the FPL, not eligible for Medicaid and not covered by an employer-sponsored
plan. The California Legislature is considering a proposal to create a Basic Health Program in
California. SB 703 by Ed Hernandez (D-West Covina) would create low-cost health insurance
for as many as one million Californians who otherwise might not qualify for subsidized
coverage. See: http://www.californiahealthline.org/think-tank/2012/basic-health-programgood-or-bad-idea-for-california.aspx#ixzz1wlNMwB3J
5

http://www.healthexchange.ca.gov/Pages/Default.aspx
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About This Brief
California is in the process of implementing a set of major health care reforms
supported by the Patient Protection and Affordable Care Act, the federal healthcare
reform law enacted in 2010.a A major part of the reform effort involves the creation
of the California Health Benefit Exchange, which is scheduled to go live in October
2013. These initiatives, combined with the federal Mental Health Parity and
Addiction Equity Act, will have a profound effect on California Counties as more
people obtain coverage that contains well defined benefits for mental health and
substance use treatment.
This policy brief, which examines the projected increases in health coverage and
demand for mental health and substance use services, is the second in a series of five
papers that have been prepared to help the California County mental health and
substance abuse systems obtain an understanding of this important part of
healthcare reform in California.
The full set of policy briefs can be read in any order. Pick a topic that has the most
interest for you and jump in. Also feel free to read any or all of the papers as you
begin to prepare for the next set of major reforms that begin January 2014.

a

Note that health care reform is very much a work in progress and all information contained here is based on
information available at the time of publication.
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What is an Exchange and How Will it Work?
The opportunity for near universal health insurance coverage is coming to
California. The Patient Protection and Affordable Care Act (ACA) ends the
barrier of preexisting conditions, expands Medi-Cal eligibility to those earning
less than 139% of the Federal Poverty Level (FPL), establishes subsidies for
individuals and small businesses, and requires that most obtain health
insurance. These changes will result in the expansion of health insurance
coverage for 1.9 to 2.7 million Californians, including an increase of 1 to 1.5
million Medi-Cal enrollees.
The center of action for coverage expansion will be the California Health
Benefit Exchange, a centralized site for consumers to compare and purchase
health coverage. Beginning in October 2013, eligible individuals and small
businesses will be able to use the Exchange to sign up for coverage effective
January 1, 2014, including Medi-Cal. Many of the individuals who will be
applying for coverage are currently uninsured, but will become eligible for
Medi-Cal or government subsidies in 2014.
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Individuals
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Small Business

Using a streamlined application, all individuals and families will be able to use
the Exchange to assess their financial eligibility for Medi-Cal, subsidies and
tax credits. Employees of businesses with 50 or fewer workers will be able to
use the Exchange to purchase insurance subsidized by their employers. The
Exchange will then function as something of a sorting hat (or travel agent, if
you prefer). Once the Exchange has processed applicants’ financial
information, it will route them to the appropriate insurance “house,” where
they will be able to browse and compare their coverage options and select a
plan.
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There are more than 12
million people in the
California Safety Net:




8 million have
publicly funded
health coverage
4.3 million are
uninsured

Under the ACA,
coverage will extend
to 1.7 to 2.3 million
of the currently
uninsured.

Coverage Expansion in the Safety Net
– How Many Newly Covered?
To begin to understand the expansion, we first need to understand
who is currently uninsured. There are over twelve million persons in
the California safety net. This group consists of low income
individuals under 200% of the federal poverty level who are
uninsured or receive publicly funded health coverage such as MediCal or Healthy Families.
Table 1 provides additional coverage information for this group: twothirds have health coverage and one-third does not. Of the 4.3 million
Californians in the safety net without coverage, most will become
eligible for health coverage in 2014 through Medi-Cal, Healthy
Families, or a subsidized commercial policy through the Exchange,
leaving just over one million low income undocumented residents
without access to health coverage.
NOTE: The enrollment figures in this brief are from the work of the
UC Berkeley Labor Center, the group that has been crunching
numbers for the California Exchange Board. You will see that all
enrollment numbers are for the year 2019, which is when changes
brought about by the Affordable Care Act will have played out.

Table 1: Health Coverage for Californians Under Age 65, Up to 200% of
Federal Poverty, WITHOUT the Affordable Care Act (2019 Projection)
Safety Net Californians with Health Coverage
Medi-Cal
Healthy Families
Other Public
Total Safety Net with Health Coverage

5,900,000
800,000
1,260,000
7,960,000

48%
7%
10%
65%

Safety Net Uninsured Californians
Eligible for Health Coverage in 2014
Undocumented
Safety Net Uninsured

3,223,000
1,060,000
4,283,000

26%
9%
35%

Safety Net Total (up to 200% FPL)

12,243,000 100%

Many of those currently without health coverage need mental health and
substance use services, but dollars are limited (to say the least) and often
services are unavailable. This has already begun to change with the
implementation of California’s Low Income Health Program (LIHP) and the
pace of coverage expansion will accelerate when the California Health Benefit
Exchange comes online.
Briefing Paper 2: Implications of Coverage Expansion
Examining Increased Demand for Mental Health and Substance Use Services, June 2012 – Page 2

Let’s drill down one layer deeper to understand how many people in the safety
net might actually sign up for health coverage.
Table 2 is also drawn from the UC Berkeley Labor Center effort. The table
presents two scenarios – “Base” and “High.” The Base Scenario assumes that
modest efforts will be made to enrollee folks in Medi-Cal and the Exchange,
resulting in lower enrollment. The High Scenario assumes that focused efforts
will be made to simplify the eligibility determination process; provide strong
outreach; and offer no wrong door, many of which are culturally sensitive and
language appropriate, resulting in higher enrollment.b In both scenarios we see
significant expansion of coverage for the uninsured in the safety net (1.7 to 2.3
million), as well as large numbers of eligible persons not signing up.

Table 2: Health Coverage for Californians Under Age 65, Up to 200% of Federal
Poverty WITH the ACA (2019 Projection)
Without
ACA

ACA Base
Scenario

Safety Net Californians with Health Coverage
Medi-Cal
Healthy Families
Other Public
Exchange with Subsidies, up to 200% Poverty
Total Safety Net with Health Coverage

5,900,000
800,000
1,260,000
0
7,960,000

7,160,000 7,520,000
610,000
670,000
1,260,000 1,260,000
685,000
873,000
9,715,000 10,323,000

Safety Net Uninsured Californians
Eligible for Medi-Cal/Healthy Families
Eligible for Exchange up to 200% FPL
Undocumented
Safety Net Uninsured
Percentage Remaining Uninsured

3,223,000
0
1,060,000
4,283,000
35%

1,130,000
328,000
1,070,000
2,528,000
21%

Safety Net Total (up to 200% FPL)

743,000
180,000
1,030,000
1,953,000
16%

12,243,000 12,243,000 12,276,000

Increase in Safety Net Californians with Health Coverage
Number
Percent

b

ACA High
Scenario

1,755,000
22%

2,363,000
30%

See http://laborcenter.berkeley.edu/healthcare/aca_implemented12.pdf
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The following pie charts show the current coverage composition of those in the
safety net compared with the coverage of this group in 2019, using the ACA
Base Scenario described above. Note that the second graph (post-expansion
coverage) projects that 21% of Californians in the safety net (under 200% of
the Federal Poverty Level) will remain uninsured based on the assumption that
many eligible persons won’t sign up for coverage. This is discussed further in
Briefing Paper 5: The County Role in Supporting Coverage Expansion for
Behavioral Health Consumers in the California Health Benefits Exchange.

Projected 2019 Health Coverage
Safety Net Californians

Healthy Families
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Other Public
10%
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Uninsured
35%
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48%

Will Be
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Safety Net Californians (ACA Base Scenario)
Healthy Families
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58%
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Eligible Exchange
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Increased Mental Health and Substance Use
Demand in the Safety Net
With estimates of how many Californians in the safety net will go from
uninsured to insured, we can now move to exploring how many of those
individuals will need mental health and substance use services.
In February 2012, two groups of consultants, the Technical Assistance
Collaborative (TAC) and the Human Services Research Institute (HSRI),
released a major report, California Mental Health and Substance Use System
Needs Assessment. One of the many questions explored in the report concerns
how many people in the expansion population will present for mental health
and/or substance use services. We used the TAC/HSRI analysis with minor
adjustments, combined with the UC Berkeley report to estimate the additional
demand that will be coming online starting in 2014. (See Briefing Paper 4,
Attachments B1 and B2 for detail of this analysis.)
Table 3 organizes this information separately for mental health and substance
use demand, again looking at two scenarios – Base and High.
Table 3: Increase in Mental Health/Substance Use Treatment Demand for
Californians Under Age 65, Up to 200% of Federal Poverty (2019 Projection)
ACA Base
Scenario
Change in Safety Net Californians with Coverage
Medi-Cal
Healthy Families
Exchange with Subsidies, up to 200% Poverty
Total New Enrollees
Increase in Safety Net Mental Health Treatment Demand
Currently Served
Percent of Newly Covered Seeking Care
(Projected Penetration Rate)
Additional Treatment Demand
Percent Increase
Increase in Safety Net Substance Use Treatment Demand
Currently Served
Percent of Newly Covered Seeking Care
(Projected Penetration Rate)
Additional Treatment Demand
Percent Increase

ACA High
Scenario

1,260,000
-190,000
685,000
1,755,000

1,620,000
-130,000
873,000
2,363,000

698,460

698,460

8.30%
145,665
21%

8.30%
196,129
28%

262,219

262,219

4.89%
85,820
33%

4.89%
115,551
44%
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Coverage expansion will
result in large increases
in demand for mental
health and substance
use services:




21-28% increase in
mental health
demand
33-44% increase in
substance use
demand

This will result in
additional mental
health and substance
use service spending of
$251-$678 million per
year for the safety net
expansion population.

You will see that we are estimating an increased demand for mental
health services in the safety net of between 145,000 and 196,000;
and an increase in substance use demand of between 86,000 and
115,000 persons. As the percentages in the table show, these are not
small numbers; a 21-28% increase in mental health demand and a
33-44% increase in substance use demand.
Much of the heavy lifting for healthcare reform implementation will
occur at the state and even county level. This is consistent with the
emerging recognition that all healthcare is local! Because all
healthcare is local, we have provided a set of county by county
estimates in Attachment A1.

Coverage Expansion, Increased
Demand, Additional Funding
With increased coverage comes increased funding for mental health
and substance use services. The exact amounts will not be known
until Medi-Cal, Health Families, and Exchange coverage budgets
and rates are computed, but we have enough data to make estimates.
In 2009, California spent $3.8 billion on publicly funded mental
health and substance use services, most of which was for persons
with Medi-Cal and Healthy Families coverage. This computes to
just over $475 per Medi-Cal enrollee per year or $40 per member
per month (PMPM). These figures are very similar to expenditure
levels in Washington State and Oregon.

The TAC/HRSI analysis reported that individuals with the most
serious health and behavioral health service needs are likely to have
already enrolled in Medi-Cal and are not likely to be heavily
represented in the expansion population. They also noted that new
enrollees can be expected to be more disabled and more expensive
to serve than the Medi-Cal non-disabled population, but substantially less
disabled and less expensive than the current Medi-Cal disabled population.
From work in other states, we estimate that revenues for the newly covered
enrollees in Medi-Cal, Health Families, and the Exchange might be 30-60% of
the current expenditure rates in California. This is based on our analysis of the
distribution of the population across the mild/moderate and serious/severe
spectrum of behavioral health disorders. Table 4 projects estimated revenues
based on these assumptions.
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As illustrated below, revenue estimates for the safety net expansion population
range from $251-$678 million per year; not a precise set of projections but a good
starting point.
Table 4: Increase in Mental Health/Substance Use Revenue for Newly Covered
Californians Under Age 65, Up to 200% of Federal Poverty (2019 Projection)
ACA Base
Scenario
1,755,000

ACA High
Scenario
2,363,000

Low Estimate
% of Current Spending
PMPM
Total Revenue

30%
$11.96
$251,940,081

30%
$11.96
$339,221,887

Medium Estimate
% of Current Spending
PMPM
Total Revenue

45%
$17.94
$377,910,122

45%
$17.94
$508,832,831

Medium-High Estimate
% of Current Spending
PMPM
Total Revenue

60%
$23.93
$503,880,163

60%
$23.93
$678,443,775

New Safety Net Californians with Coverage

Table 5 below helps us move to the local level by providing county-specific examples of
how revenues would be distributed based on enrollment changes in each county. Note
that we have only used the Base Scenario from Table 4 for this analysis. Attachment B1
lists the revenue estimates for all 58 California Counties to help clearly illustrate the
local implications of the coverage expansion.
Table 5: 2019 County Examples of Increase in Mental Health/
Substance Use Revenue for Newly Covered Californians
Under Age 65, Up to 200% of Federal Poverty - Base Scenario

County
Sierra
Glenn
Yuba
Butte
Ventura
San Joaquin
Orange
Los Angeles
Statewide

Newly
Low
Medium
Covered
Estimate
Estimate
125
$17,944
$26,917
1,711
$245,624
$368,435
4,888
$701,700
$1,052,550
12,358
$1,774,060
$2,661,090
29,523
$4,238,192
$6,357,288
41,064
$5,894,967
$8,842,451
102,938 $14,777,327 $22,165,990
565,180 $81,134,755 $121,702,133
1,755,000 $251,940,081 $377,910,122

Medium-High
Estimate
$35,889
$491,247
$1,403,400
$3,548,120
$8,476,384
$11,789,934
$29,554,653
$162,269,510
$503,880,163
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What’s Next?
We now have some ideas about three important issues: the number of
uninsured Californians in the safety net who will obtain coverage starting in
2014; the projected demand for mental health and substance use services, and a
beginning estimate of how much revenue will be added to the system to
support mental health and substance use services for this population.
In addition, California Counties will need to gain further knowledge about the
Health Benefits Exchange and how it will work (Briefing Papers 1 and 3);
develop strategies to expand the workforce to meet increased demand (Briefing
Paper 4); and develop an Outreach and Enrollment Plan prior to October 2013
(Briefing 5). Note that Briefing Paper 4 contains information on how many
additional clinicians will be needed to support the increased demand of persons
in the safety net.
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Attachments
Attachment A provides information on how many uninsured persons in the safety net in each
California County will obtain coverage by 2019 and the projected demand for mental health and
alcohol and other drug services. Attachment B provides mental health and alcohol and other drug
revenue estimates for this population.
Attachment A1: 2019 Analysis of Increase in Mental Health/Substance Use
Treatment Demand for Californians Under Age 65, Up to 200% of Federal Poverty

County
Alameda
Alpine
Amador
Butte
Calaveras
Colusa
Contra Costa
Del Norte
El Dorado
Fresno
Glenn
Humboldt
Imperial
Inyo
Kern
Kings
Lake
Lassen
Los Angeles
Madera
Marin
Mariposa
Mendocino
Merced
Modoc
Mono
Monterey
Napa
Nevada

Medi-Cal
Enrollees
243,352
212
4,242
52,094
6,574
4,645
137,511
8,333
18,649
307,147
7,211
27,359
56,998
3,383
232,379
35,073
17,506
5,067
2,382,451
43,342
22,210
2,752
22,302
81,619
2,248
1,254
93,797
16,230
11,319

Base Scenario

High Scenario

Newly
MH
AOD
Covered Demand Demand
57,730
4,809
2,604
50
4
3
1,006
82
48
12,358
1,031
765
1,560
125
75
1,102
92
56
32,621
2,657
1,593
1,977
154
111
4,424
361
235
72,864
5,957
3,674
1,711
142
90
6,490
518
433
13,521
1,091
609
803
66
46
55,127
4,600
2,860
8,320
667
424
4,153
337
208
1,202
98
65
565,180
44,957
26,827
10,282
878
493
5,269
425
275
653
53
32
5,291
458
294
19,362
1,494
976
533
48
29
297
24
18
22,251
1,938
1,099
3,850
337
177
2,685
218
135

Newly
MH
AOD
Covered Demand Demand
77,730
6,475
3,506
68
6
5
1,355
111
64
16,639
1,388
1,030
2,100
169
101
1,484
124
76
43,923
3,577
2,144
2,662
208
149
5,957
487
316
98,106
8,021
4,947
2,303
192
122
8,739
698
583
18,206
1,469
820
1,081
88
61
74,225
6,193
3,851
11,203
898
571
5,592
454
280
1,618
132
87
760,981
60,533
36,124
13,844
1,183
664
7,094
572
371
879
71
44
7,124
616
396
26,070
2,011
1,315
718
64
40
401
33
24
29,960
2,610
1,479
5,184
454
238
3,615
294
181

Briefing Paper 2: Implications of Coverage Expansion
Examining Increased Demand for Mental Health and Substance Use Services, June 2012 – Page 9

Attachment A1 Continued:
2019 Analysis of Increase in Mental Health/Substance Use
Treatment Demand for Californians Under Age 65, Up to 200% of Federal Poverty

County
Orange
Placer
Plumas
Riverside
Sacramento
San Benito
San Bernardino
San Diego
San Francisco
San Joaquin
San Luis Obispo
San Mateo
Santa Barbara
Santa Clara
Santa Cruz
Shasta
Sierra
Siskiyou
Solano
Sonoma
Stanislaus
Sutter
Tehama
Trinity
Tulare
Tuolumne
Ventura
Yolo
Yuba
Total

Current

Base Scenario

High Scenario

Medi-Cal
Enrollees
433,922
29,306
3,007
383,285
316,277
9,860
459,307
422,393
130,945
173,098
32,583
72,632
78,914
258,598
41,996
40,226
529
10,604
67,786
60,646
132,589
22,498
17,831
3,017
164,923
8,146
124,449
30,737
20,604
7,397,967

Newly
MH
AOD
Covered Demand Demand
102,938
9,230
4,907
6,952
602
345
713
59
39
90,926
8,499
4,631
75,030
6,081
3,772
2,339
198
117
108,960
9,081
5,484
100,203
8,724
5,033
31,064
2,680
1,280
41,064
3,506
1,918
7,730
675
455
17,230
1,357
769
18,721
1,535
1,031
61,347
5,051
2,619
9,963
789
553
9,543
848
522
125
11
7
2,516
209
134
16,081
1,337
769
14,387
1,240
766
31,454
2,531
1,586
5,337
433
250
4,230
358
235
716
60
41
39,124
3,238
2,038
1,932
159
94
29,523
2,478
1,487
7,292
653
417
4,888
422
265
1,755,000 145,665
85,818

Newly
MH
AOD
Covered Demand Demand
138,600
12,428
6,607
9,361
811
465
960
79
52
122,426
11,443
6,235
101,023
8,188
5,079
3,149
266
158
146,708
12,228
7,383
134,917
11,746
6,776
41,825
3,608
1,723
55,290
4,721
2,583
10,407
909
613
23,200
1,827
1,036
25,206
2,066
1,389
82,599
6,800
3,527
13,414
1,062
744
12,849
1,141
703
169
14
9
3,387
282
181
21,652
1,800
1,035
19,371
1,669
1,031
42,351
3,408
2,136
7,186
583
336
5,695
482
316
964
80
55
52,678
4,360
2,744
2,602
214
127
39,751
3,336
2,003
9,818
879
562
6,581
568
357
2,363,000 196,129 115,554
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Attachment B1: 2019 County Detail: Increase in Mental Health/
Substance Use Revenue for Newly Covered Californians Under
Age 65, Up to 200% of Federal Poverty - Base Scenario

County
Alameda
Alpine
Amador
Butte
Calaveras
Colusa
Contra Costa
Del Norte
El Dorado
Fresno
Glenn
Humboldt
Imperial
Inyo
Kern
Kings
Lake
Lassen
Los Angeles
Madera
Marin
Mariposa
Mendocino
Merced
Modoc
Mono
Monterey
Napa
Nevada

Newly
Covered
57,730
50
1,006
12,358
1,560
1,102
32,621
1,977
4,424
72,864
1,711
6,490
13,521
803
55,127
8,320
4,153
1,202
565,180
10,282
5,269
653
5,291
19,362
533
297
22,251
3,850
2,685

MediumLow
Medium
High
Estimate
Estimate
Estimate
$8,287,465 $12,431,197 $16,574,930
$7,178
$10,767
$14,356
$144,417
$216,625
$288,834
$1,774,060
$2,661,090
$3,548,120
$223,947
$335,920
$447,893
$158,198
$237,297
$316,397
$4,682,927
$7,024,391
$9,365,855
$283,809
$425,714
$567,619
$635,090
$952,635
$1,270,180
$10,460,035 $15,690,053 $20,920,071
$245,624
$368,435
$491,247
$931,676
$1,397,514
$1,863,352
$1,941,015
$2,911,523
$3,882,031
$115,275
$172,913
$230,550
$7,913,790 $11,870,685 $15,827,579
$1,194,383
$1,791,574
$2,388,765
$596,186
$894,280
$1,192,373
$172,554
$258,831
$345,108
$81,134,755 $121,702,133 $162,269,510
$1,476,039
$2,214,058
$2,952,077
$756,394
$1,134,592
$1,512,789
$93,742
$140,613
$187,484
$759,553
$1,139,329
$1,519,105
$2,779,524
$4,169,285
$5,559,047
$76,515
$114,773
$153,030
$42,636
$63,954
$85,272
$3,194,256
$4,791,384
$6,388,511
$552,689
$829,034
$1,105,378
$385,447
$578,170
$770,894
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Attachment B1 Continued
2019 County Detail: Increase in Mental Health/
Substance Use Revenue for Newly Covered Californians Under
Age 65, Up to 200% of Federal Poverty - Base Scenario

County
Orange
Placer
Plumas
Riverside
Sacramento
San Benito
San Bernardino
San Diego
San Francisco
San Joaquin
San Luis Obispo
San Mateo
Santa Barbara
Santa Clara
Santa Cruz
Shasta
Sierra
Siskiyou
Solano
Sonoma
Stanislaus
Sutter
Tehama
Trinity
Tulare
Tuolumne
Ventura
Yolo
Yuba
Statewide

MediumNewly
Medium
High
Covered Low Estimate
Estimate
Estimate
102,938 $14,777,327 $22,165,990 $29,554,653
6,952
$997,999
$1,496,998
$1,995,997
713
$102,355
$153,533
$204,710
90,926 $13,052,937 $19,579,405 $26,105,873
75,030 $10,770,977 $16,156,465 $21,541,954
2,339
$335,777
$503,665
$671,553
108,960 $15,641,818 $23,462,728 $31,283,637
100,203 $14,384,702 $21,577,053 $28,769,404
31,064
$4,459,411
$6,689,117
$8,918,822
41,064
$5,894,967
$8,842,451 $11,789,934
7,730
$1,109,685
$1,664,527
$2,219,370
17,230
$2,473,463
$3,710,195
$4,946,926
18,721
$2,687,504
$4,031,257
$5,375,009
61,347
$8,806,706 $13,210,058 $17,613,411
9,963
$1,430,244
$2,145,367
$2,860,489
9,543
$1,369,951
$2,054,927
$2,739,902
125
$17,944
$26,917
$35,889
2,516
$361,186
$541,779
$722,372
16,081
$2,308,518
$3,462,776
$4,617,035
14,387
$2,065,334
$3,098,002
$4,130,669
31,454
$4,515,398
$6,773,097
$9,030,796
5,337
$766,156
$1,149,234
$1,532,312
4,230
$607,240
$910,860
$1,214,480
716
$102,786
$154,179
$205,572
39,124
$5,616,469
$8,424,704 $11,232,939
1,932
$277,349
$416,024
$554,699
29,523
$4,238,192
$6,357,288
$8,476,384
7,292
$1,046,807
$1,570,211
$2,093,615
4,888
$701,700
$1,052,550
$1,403,400
3,510,000 $251,940,081 $377,910,122 $503,880,163
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important part of healthcare reform in California.
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About This Brief
California is in the process of implementing a set of major health care reforms
supported by the Patient Protection and Affordable Care Act, the federal healthcare
reform law enacted in 2010.a A major part of the reform effort involves the creation
of the California Health Benefit Exchange, which is scheduled to go live in October
2013. These initiatives, combined with the federal Mental Health Parity and
Addiction Equity Act, will have a profound effect on California Counties as more
people obtain coverage that contains well defined benefits for mental health and
substance use treatment.
This policy brief, which examines the concept of Essential Health Benefits and their
relationship to safety net programs, is the third in a series of five papers that have
been prepared to help the California County mental health and substance abuse
systems obtain an understanding of this important part of healthcare reform in
California.
The full set of policy briefs can be read in any order. Pick a topic that has the most
interest for you and jump in. Also feel free to read any or all of the papers as you
begin to prepare for the next set of major reforms that begin January 2014.

a

Note that health care reform is very much a work in progress and all information contained here is based on
information available at the time of publication.
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What is an Exchange and How Will it Work?
The opportunity for near universal health insurance coverage is coming to
California. The Patient Protection and Affordable Care Act (ACA) ends the
barrier of preexisting conditions, expands Medi-Cal eligibility to those earning
less than 139% of the Federal Poverty Level (FPL), establishes subsidies for
individuals and small businesses, and requires that most obtain health
insurance. These changes will result in the expansion of health insurance
coverage for 1.9 to 2.7 million Californians, including an increase of 1 to 1.5
million Medi-Cal enrollees.
The center of action for coverage expansion will be the California Health
Benefit Exchange, a centralized site for consumers to compare and purchase
health coverage. Beginning in October 2013, eligible individuals and small
businesses will be able to use the Exchange to sign up for coverage effective
January 1, 2014, including Medi-Cal. Many of the individuals who will be
applying for coverage are currently uninsured, but will become eligible for
Medi-Cal or government subsidies in 2014.

<139%
FPL
139-199%
FPL
Eligibility

County Office
Medi-Cal /
Healthy Families

Basic Health Plan?

200-399%
FPL

Individuals
400+%
FPL

Browse, Compare
and Buy

Non-Exchange Plans
Small
Business
Browse, Compare
and Buy

Small Business

Using a streamlined application, all individuals and families will be able to use
the Exchange to assess their financial eligibility for Medi-Cal, subsidies and
tax credits. Employees of businesses with 50 or fewer workers will be able to
use the Exchange to purchase insurance subsidized by their employers. The
Exchange will then function as something of a sorting hat (or travel agent, if
you prefer). Once the Exchange has processed applicants’ financial
information, it will route them to the appropriate insurance “house,” where
they will be able to browse and compare their coverage options and select a
plan.
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Essential Health Benefits
The ACA stipulates that health plans offered in the individual and small group
markets, both inside and outside the Exchange, have to offer a comprehensive
package of items and services – essential health benefits. Insurance companies
can include benefits that exceed these essential components, but they cannot
offer less. The following ten categories encompass the essential health benefits
stipulated by the ACA:











Ambulatory patient services
Emergency services
Hospitalization
Maternity and newborn care
Mental health and substance abuse disorder services, including
behavioral health treatment
Prescription drugs
Rehabilitative and habilitative services and devices
Laboratory services
Preventive and wellness services and chronic disease management
Pediatric services, including oral and vision care

The next step is to determine the details of the services that will be included in
each of the ten categories, a task that has been delegated to the states. This will
be accomplished by having each state select a benchmark plan that reflects the
scope of services offered by a “typical employer plan.”
California legislation is currently pending to desginate the Kaiser Small Group
HMO plan as the state’s benchmark plan. Because these benefits go well
beyond those covered in many currently offered individual and small group
policies, 2014 could see many people obtaining much more comprehensive
coverage than what they have today, to say nothing of the many people who
will be newly covered.1 In addition to offering more comprehensive coverage,
health plans will also have to cover at least 60% of the costs for these services
with the remaining 40% being paid by enrollees as copays and deductibles.
All plans sold through the Exchange will have to provide these benefits, as will
most individual and small group coverage sold outside of the Exchange. The
large group market, which will be entirely outside the Exchange until at least
2017 will not be subject to Essential Health Benefit requirements.

Mental Health and Substance Use Benefits
Building on our newfound understanding of the standardization of health
benefits through the essential health benefits process, let’s drill down into the
implications for mental health and substance use benefits. There are two major
regulatory frameworks overseeing mental health and substance use benefits in
2014 – Federal Parity and Essential Health Benefits.
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Both require a relatively broad range of behavioral health services – inpatient,
outpatient, emergency, and prescription drugs – that cannot have more
restrictive annual or lifetime limits, copays and deductibles, and treatment
limitations than medical/surgical benefits. The parity-related treatment
limitations issue is especially important. States and health plans cannot
institute more rigorous management methods in behavioral health than what
exists in physical health. This includes fail first/stepped treatment rules for
prescription drugs and limits on numbers of visits.
The following diagram illustrates how these services will be organized in
California for coverage organized through the Exchange.

Individuals & Small
Businesses
Inside/Outside of
the Exchange
•Essential Health
Benefits Package
required

Medi-Cal Expansion
& Basic Health Plan
•Benchmark Benefit
Package equal to or
greater than
Essential Health
Benefits required

Traditional
Medi-Cal/Healthy
Families with
Moderate/ Serious
BH Disorders
•No Change

Traditional
Medi-Cal/Healthy
Families with Lower
BH Needs
•Benchmark Benefit
Package equivalent

Individuals and Small Businesses: Most plans covering these groups will be
required to offer the essential health benefits package, including mental health
and substance use benefits that meet Federal parity requirements. The majority
of uninsured individuals at or above 200% of the Federal Poverty Level served
by county mental health and drug and alcohol systems will obtain coverage
starting in 2014 with these benefits.
Medi-Cal Expansion/Basic Health: Those who are low-income and not
covered by an employer plan will be able to obtain publicly funded coverage
through Medi-Cal Expansion (0-138% FPL) or a Basic Health Plan (139%199% FPL)2. When the ACA was written by Congress, it was decided that the
benefit package for these two groups should receive a Benchmark Benefit
Package that is tied to the Essential Health Benefits, not traditional Medi-Cal.
The vast majority of uninsured individuals between 0% and 199% of the
Federal Poverty Level served by county mental health and drug and alcohol
systems will obtain coverage starting in 2014 with these benefits.
Traditional Medi-Cal/Health Families: There are three key issues related to
current Medi-Cal and Healthy Families enrollees.


Medi-Cal adults with a moderate to serious mental health disorder
and Healthy Families youth meeting EPSDT requirements are
eligible for county-managed mental health benefits that include more
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types of services than found in commercial health plans or Medicare.
No benefit changes are anticipated for this group.
Medi-Cal enrollees who do not meet the specialty mental health
medical necessity criteria currently have access to a very limited
mental health benefit that includes two visits a month of mental health
care provided by a physical health care practitioner, medications, and
emergency care. We anticipate that these benefits will need to be
upgraded to the same mental health benefit as that offered to the MediCal Expansion population, at parity.
Drug Medi-Cal: Currently Drug Medi-Cal only offers five treatment
modalities to narrowly defined populations: (1) narcotic treatment; (2)
Naltrexone for opioid dependence only; (3) outpatient drug free
counseling (group or individual); (4) day care rehabilitative (more
frequent, longer duration counseling), and; (5) perinatal residential
services. Because the ACA requires states operating Medicaid managed
care plans to meet Federal Parity requirements, California will need to
upgrade the substance use benefit for traditional Medi-Cal enrollees.
This will require offering inpatient, outpatient, emergency, and
prescription drug services to all Medi-Cal enrollees that meet medical
necessity criteria, at parity.

Is your head spinning yet? Let’s summarize this information in a table before
we dig into specifics of the mental health and substance use benefits that will
likely be offered in 2014.
Group

2014 Behavioral Health Benefits

Individuals & Small Businesses

Essential Benefits Package at Federal Parity

Medi-Cal Expansion & Basic
Health

Benchmark Benefits Package at Federal
Parity

Traditional Medi-Cal & Healthy
Families – Moderate – Severe
Disorders

No Change in Existing Mental Health Benefits
Upgraded Substance Use Benefits at Federal
Parity

Traditional Medi-Cal & Healthy
Families – Lower Need

Upgraded Mental Health and Substance Use
Benefits at Federal Parity

Mental Health and Substance Use Benefit
Package Details
This section explores the details of the mental health and substance use
services that will likely be available to the above group starting in 2014. As
indicated above, legislation is currently pending to designate the Kaiser Small
Group HMO plan as the basis for the California essential health benefits. Let’s
look at the behavioral health benefits in that plan and then compare those
benefits to what’s currently available inside Medi-Cal.
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Kaiser Small Group HMO Mental Health and Substance Use Benefits (abridged)
Mental Health Services
A “Mental Disorder” is a mental health condition identified as a
“mental disorder” in the Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition, Text Revision (DSM) that
results in clinically significant distress or impairment of mental,
emotional, or behavioral functioning. Mental Disorders” include
the following conditions:
 Severe Mental Illness of a person of any age. “Severe
Mental Illness” means the following mental disorders:
schizophrenia, schizoaffective disorder, bipolar disorder
(manic-depressive illness), major depressive disorders, panic
disorder, obsessive-compulsive disorder, pervasive
developmental disorder or autism, anorexia nervosa, or
bulimia nervosa
 A Serious Emotional Disturbance of a child under age 18. A
“Serious Emotional Disturbance” of a child under age 18
means a condition identified as a “mental disorder” in the
DSM, other than a primary substance use disorder or
developmental disorder, that results in behavior
inappropriate to the child's age according to expected
developmental norms, if the child also meets at least one of
the following three criteria:
o as a result of the mental disorder, (1) the child has
substantial impairment in at least two of the following
areas: self-care, school functioning, family
relationships, or ability to function in the community;
and (2) either (a) the child is at risk of removal from the
home or has already been removed from the home, or
(b) the mental disorder and impairments have been
present for more than six months or are likely to
continue for more than one year without treatment
o the child displays psychotic features, or risk of suicide
or violence due to a mental disorder
o the child meets special education eligibility
requirements under Chapter 26.5 (commencing with
Section 7570) of Division 7 of Title 1 of the California
Government Code
Outpatient Mental Health Services
We cover the following Services when provided by Plan
Physicians or other Plan Providers who are licensed health care
professionals acting within the scope of their license:
 Individual and group mental health evaluation and treatment
 Psychological testing when necessary to evaluate a Mental
Disorder
 Outpatient Services for the purpose of monitoring drug
therapy
Inpatient Psychiatric Hospitalization. We cover inpatient
psychiatric hospitalization in a Plan Hospital. Coverage includes
room and board, drugs, and Services of Plan Physicians and other
Plan Providers who are licensed health care professionals acting
within the scope of their license.

Intensive Psychiatric Treatment Programs We cover at no
charge the following intensive psychiatric treatment programs at
a Plan Facility:
 Short-term hospital-based intensive outpatient care (partial
hospitalization)
 Short-term multidisciplinary treatment in an intensive
outpatient psychiatric treatment program
 Short-term treatment in a crisis residential program in
licensed psychiatric treatment facility with 24-hour-a-day
monitoring by clinical staff for stabilization of an acute
psychiatric crisis
 Psychiatric observation for an acute psychiatric crisis
Chemical Dependency Services
Inpatient Detoxification
We cover hospitalization in a Plan Hospital only for medical
management of withdrawal symptoms, including room and
board, Plan Physician Services, drugs, dependency recovery
Services, education, and counseling.
Outpatient Chemical Dependency Care
We cover the following Services for treatment of chemical
dependency:
 Day-treatment programs
 Intensive outpatient programs
 Individual and group chemical dependency counseling
 Medical treatment for withdrawal symptoms
We cover methadone maintenance treatment at no charge for
pregnant Members during pregnancy and for two months after
delivery at a licensed treatment center approved by the Medical
Group. We do not cover methadone maintenance treatment in
any other circumstances.
Transitional Residential Recovery Services
We cover chemical dependency treatment in a nonmedical
transitional residential recovery setting approved in writing by
the Medical Group. These settings provide counseling and
support services in a structured environment.
Services not covered under this “Chemical Dependency
Services” section
Coverage for the following Services is described under these
headings in this “Benefits and Cost Sharing” section:
 Outpatient self-administered drugs (refer to “Outpatient
Prescription Drugs, Supplies, and Supplements”)
 Outpatient laboratory (refer to “Outpatient Imaging,
Laboratory, and Special Procedures”)
Chemical Dependency Services Exclusion
 Services in a specialized facility for alcoholism, drug abuse,
or drug addiction except as otherwise described in this
“Chemical Dependency Services” section.
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Let’s now look at the current county-managed Medi-Cal/Healthy Families
mental health benefits and then compare the differences.
Medi-Cal
Rehabilitative
Mental Health
Services

Medi-Cal
EPSDT Services
for Eligible
Children

Psychiatric Inpatient Hospital Services

X

X

Nursing Facility Care

X

X

Individual, Group & Family Therapy & Other
Therapeutic Interventions in Outpatient or Clinic
Settings or in the Community

X

X

Professional Services by Psychiatrists,
Psychologists, Licensed Clinical Social Workers
(LCSWs), & Marriage & Family Therapists (MFTs)

X

X

Crisis Intervention and Stabilization Services

X

X

Partial-Day or Day Treatment Programs

X

X

Crisis Residential Treatment Programs for
Adults

X

Adult Residential Treatment Programs

X

Psychiatric Health Care Facility Services

X

Targeted Case Management

X

Benefits

X

EPSDT Supplemental Services Including
Professional Services by Licensed Clinical
Social Workers (LCSWs) and Marriage and
Family Therapists (MFTs),

X

Case Management Services, and Therapeutic
Behavioral Services for EPSDT Eligible
Beneficiaries

X

Critique of the Mental Health Benefits: What’s in the county-managed
rehabilitation option and targeted case management mental health benefit that’s
not in the Kaiser benefit?



Longer-term multidisciplinary treatment in an intensive outpatient
psychiatric treatment program
Longer-term partial-day or day treatment programs
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Adult residential treatment programs
Psychiatric health care facility services
Targeted case management
Case management services and TBS

This comparison suggests that it may be difficult for Medi-Cal Expansion,
Basic Health, and Exchange Plan enrollees with serious and severe mental
health disorders to obtain care plans that address the complexity of their
disorders.
Critique of the Substance Use Benefits: What’s in the Kaiser benefit that’s
not in the Drug Medi-Cal benefit?



Inpatient detoxification
Outpatient chemical dependency care for all enrollees including day
treatment, intensive outpatient, individual and group counseling
 Residential treatment in an approved setting for all enrollees who meet
medical necessity criteria
As noted above, the difference reflects a situation where the Drug-Medi-Cal
benefit does not meet Federal parity.

What’s Next?
This paper provides a foundation for understanding the Essential Health
Benefits that will be required for the individual and small group markets inside
and outside the exchange and the Medi-Cal expansion population, compared
with the current Medi-Cal mental health and substance use benefits.
As more details unfold in the run up to January 2014, California Counties will
need to consider a number of key issues, including:






Will counties change their billing systems and workflows in order to accept
private insurance for their previously uninsured clients or transition their
care to other providers?
How will counties organize their intake, assessment and care planning
systems to align with the different benefit packages clients will bring as
they present for care?
What guidelines will counties and their network providers need to have in
place to ensure that any services offered outside the benefit package for a
given individual are covered by another funding source in order to maintain
financial viability?

In addition, California Counties will need to gain further knowledge about the
Health Benefits Exchange and how it will work (Briefing Paper 1); prepare for
additional clients (Briefing Paper 2); develop strategies to expand the
workforce to meet increased demand (Briefing Paper 4); and develop an
Outreach and Enrollment Plan prior to October 2013 (Briefing 5).
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End Notes
1

“Study: Most Individual Health Plans Fall Short of Reform Law Standards.” California
Healthline. http://www.californiahealthline.org/articles/2012/5/24/study-most-individualhealth-plans-fall-short-of-reform-law-standards.aspx. May 23, 2012, accessed June 3, 2012.
Read more: http://www.californiahealthline.org/articles/2012/5/24/study-most-individualhealth-plans-fall-short-of-reform-law-standards.aspx#ixzz1wnIOotuK
2

If California decides to pursue this option, the Basic Health Plan would resemble Medi-Cal in
terms of having the same provider network, covered benefits and cost sharing requirements
and would likely require lower out of pocket costs than coverage purchased through the
Exchange.
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About this Brief
California is in the process of implementing a set of major health care reforms
supported by the Patient Protection and Affordable Care Act, the federal healthcare
reform law enacted in 2010.a A major part of the reform effort involves the creation
of the California Health Benefit Exchange, which is scheduled to go live in October
2013. These initiatives, combined with the federal Mental Health Parity and
Addiction Equity Act, will have a profound effect on California Counties as more
people obtain coverage that contains well defined benefits for mental health and
substance use treatment.
This policy brief, which examines the workforce implications of coverage expansion,
is the fourth in a series of five papers that have been prepared to help the California
County mental health and substance abuse systems obtain an understanding of this
important part of healthcare reform in California.
The full set of policy briefs can be read in any order. Pick a topic that has the most
interest for you and jump in. Also feel free to read any or all of the papers as you
begin to prepare for the next set of major reforms that begin January 2014.

a

Note that health care reform is very much a work in progress and all information contained here is based on
information available at the time of publication.
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What is an Exchange and How Will it Work?
The opportunity for near universal health insurance coverage is coming to
California. The Patient Protection and Affordable Care Act (ACA) ends the
barrier of preexisting conditions, expands Medi-Cal eligibility to those earning
less than 139% of the Federal Poverty Level (FPL), establishes subsidies for
individuals and small businesses, and requires that most obtain health
insurance. These changes will result in the expansion of health insurance
coverage for 1.9 to 2.7 million Californians, including an increase of 1 to 1.5
million Medi-Cal enrollees.
The center of action for coverage expansion will be the California Health
Benefit Exchange, a centralized site for consumers to compare and purchase
health coverage. Beginning in October 2013, eligible individuals and small
businesses will be able to use the Exchange to sign up for coverage effective
January 1, 2014, including Medi-Cal. Many of the individuals who will be
applying for coverage are currently uninsured, but will become eligible for
Medi-Cal or government subsidies in 2014

<139%
FPL
139-199%
FPL
Eligibility

County Office
Medi-Cal /
Healthy Families

Basic Health Plan?

200-399%
FPL

Individuals
400+%
FPL

Browse, Compare
and Buy

Non-Exchange Plans
Small
Business
Browse, Compare
and Buy

Small Business

Using a streamlined application, all individuals and families will be able to use
the Exchange to assess their financial eligibility for Medi-Cal, subsidies and
tax credits. Employees of businesses with 50 or fewer workers will be able to
use the Exchange to purchase insurance subsidized by their employers. The
Exchange will then function as something of a sorting hat (or travel agent, if
you prefer). Once the Exchange has processed applicants’ financial
information, it will route them to the appropriate insurance “house,” where
they will be able to browse and compare their coverage options and select a
plan.
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Current Gaps in the Mental Health and
Substance Use Treatment Workforce
Before we can begin to analyze the workforce implications of the California
Health Benefit Exchange coming online to support coverage expansion, we
need to reflect on the current state of the behavioral health safety net
workforce.
In February 2012, two groups of consultants, the Technical Assistance
Collaborative (TAC) and the Human Services Research Institute (HSRI),
released a major report, California Mental Health and Substance Use System
Needs Assessment, that provides an in-depth look at California’s behavioral
health provider capacity and workforce. The report references the recent
California Health Interview Survey that pointed out:
Close to 77% of the estimated 2.2 million adults with mental health
needs had unmet treatment needs. Hiring freezes coupled with
increased demand for mental health and substance use services due in
part to the sluggish economy may have contributed to this problem.
Results of regional focus groups conducted by California State
University Sacramento found that behavioral health workers were the
category of healthcare worker most needed both immediately and
within the next two years in order to meet the demands of the Patient
Protection and Affordable Care Act.
The TAC/HSRI report lauded the MHSA-funded efforts to expand and support
the behavioral health workforce, but identified ten areas of concern.










A shortage of psychiatrists and psychiatric nurse prescribers,
especially those specializing in serving children and elders; in
some counties, clients have to wait as long as six to eight weeks
to see a prescriber.
Shortages of behavioral health workers in many rural areas; as
of June 2011, 133 geographic areas in California were
designated by the federal government as mental health
professional shortage areas, almost all of which are in rural
communities.
A workforce that is predominately Caucasian, English-only
speaking in a state where 38% of the population is of
Hispanic/Latino origin, 36% of residents are foreign born, and
57% speak a language other than English.
A lack of formal integration and coordination of mental health
and substance use treatment and primary care and a shortage of
providers skilled in co-occurring disorder treatment.
An absence of state certification for peer counselors and family
support specialists as well as a lack of positions in the public
mental health system for peers/family members – less than 250
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persons with lived experience are employed in the public mental
health system in California.
A need for more culturally responsive and competent provider
practices to engage underserved populations.
Variability among the counties in the use and training of staff in
state-of-the art and evidence-based and recovery oriented
treatments.
A workforce with limited training in providing care that is
family-centered or recovery-oriented as well as limited training
opportunities in these areas.
An inadequate supply and mal-distribution of inpatient
psychiatric beds, detoxification beds, and inpatient alternatives
such as crisis residential services.
Variability among the counties in collaboration with Federally
Qualified Health Centers and a need for more consistent
collaboration and stronger partnerships with these health
centers.

The good news about the identification of these gaps is that there are a number
of communities in California where many of these issues have been addressed
and defining the problem is the first step in creating lasting solutions.

Coverage Expansion – Impact on Service
Provider Demand
Beginning in 2014, a significant wave of coverage expansion will begin as
previously uninsured persons in the safety net become eligible for health
coverage, resulting in additional demand for mental health and substance use
services and additional funding to pay for that care.
Table 1 summarizes the statewide changes in demand in the safety net based
on two scenarios, Base and High. The Base Scenario assumes that modest
efforts will be made to enrollee folks in Medi-Cal and the Exchange, resulting
in lower enrollment. The High Scenario assumes that focused efforts will be
made to simplify the eligibility determination process; provide strong outreach;
and offer no wrong door, many of which are culturally sensitive and language
appropriate, resulting in higher enrollment.b
We are projecting that between 145,000 and 200,000 additional individuals in
the safety net will seek mental health services and between 85,000 and 115,000
will seek substance use disorder treatment. (Briefing Paper 2 contains
additional information including county by county demand data.)

b

See http://laborcenter.berkeley.edu/healthcare/aca_implemented12.pdf
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Table 1: Increase in Mental Health/Substance Use TREATMENT Demand for
Californians Under Age 65, Up to 200% of Federal Poverty (2019 Projection)

Change in Safety Net Californians with Coverage

ACA Base
Scenario
1,755,000

ACA High
Scenario
2,363,000

Increase in Safety Net Mental Health Treatment Demand
Currently Served
Percent of Newly Covered Seeking Care
Additional Treatment Demand
Percent Increase

698,460
8.30%
145,665
21%

698,460
8.30%
196,129
28%

Increase in Safety Net Substance Use Treatment Demand
Currently Served
Percent of Newly Covered Seeking Care
Additional Treatment Demand
Percent Increase

262,219
4.89%
85,820
33%

262,219
4.89%
115,551
44%

But how does this translate into workforce requirements? The exact impact
will not be known until Medi-Cal, Health Families, and Exchange coverage
budgets and rates are computed, but we have enough data to make estimates.
The following two tables provide estimates of how many additional full time
equivalent (FTE) mental health and substance use clinicians will be needed to
meet the demand of the newly insured in California.
Table 2: Increase in Mental Health CLINICIAN Demand for Californians
Under Age 65, Up to 200% of Federal Poverty (2019 Projection)
ACA Base
Scenario
Mental Health Clinician Demand - Expansion Population
Mild/Moderate Estimates
Medi-Cal/Healthy Families FTE Demand
268
Exchange FTE Demand
171
Total FTE Demand
439

ACA High
Scenario

373
219
591

Serious/Severe Estimates
Medi-Cal/Healthy Families FTE Demand
Exchange FTE Demand
Total FTE Demand

809
518
1,326

1,126
660
1,786

Total FTE Demand, All Levels of Need

1,766

2,377
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Table 3: Increase in Substance Use CLINICIAN Demand for Californians
Under Age 65, Up to 200% of Federal Poverty (2019 Projection)
ACA Base
Scenario
Substance Use Clinician Demand - Expansion Population
Medi-Cal/Healthy Families FTE Demand
1,281
Exchange FTE Demand
820
Total FTE Demand
2,100

ACA High
Scenario
1,783
1,045
2,828

Together, Tables 2 and 3 represent a need for 3,866 to 5,205 additional
behavioral health clinicians by 2019. Both tables have been built on the
assumption that most people presenting for care will require only mental
health/substance use outpatient services; a much smaller percentage will
require detoxification or substance use residential treatment. We have also
assumed that the majority of uninsured persons requiring psychiatric inpatient
or long term residential care are already receiving those services and there will
be a negligible increase in workforce demand for these levels of care.c
The tables have sorted mental health demand into two groups – those with
mild/moderate and serious/severe disorders based on data analyses we have
completed with a number of California Counties. We have also assumed that
only persons with serious substance abuse disorders will be presenting for care.
Attachment A1 provides a county by county breakout of the FTE demand and
Attachments B1 and B2 provide additional information for how these FTE
estimates were computed.

But, What Kind of Providers Will Be
Needed?
Before we examine specific workforce strategies, we need to dig one level
deeper to see if we can tease out the specific disciplines that will be required.
How many prescribers? How many masters level clinicians? How many case
managers? How many peers?
In 2009, the firm Allen, Shea & Associates completed a study for the
California Department of Mental Health entitled, California’s Public Mental
Health Workforce: A Needs Assessment. The study looked at how many full
time equivalents were working in thirty-six positions across five major groups
– unlicensed mental health direct service staff, licensed staff, other health care
staff, management and supervisors, and support staff.

c

A significant amount of psychiatric inpatient and long term residential care in California is
provided in facilities where care isn’t reimbursable by Medi-Cal due to the federal IMD
exclusion that does not permit federal reimbursement of care provided to Medicaid
beneficiaries between ages 18-64 in psychiatric facilities with more than 16 beds.
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In 2005, our firm completed a parallel analysis, gathering data from 34
community mental health centers in Washington State, representing the
majority of clinicians in the public mental health system.
Table 4 summarizes the service delivery full time equivalents from both
studies.

Table 4: Mental Health Workforce Analysis
Prescribers (Psychiatrists/NPs)
PhD/Masters Level
Other Licensed
Other Health Care
Unlicensed
Total FTEs

California
2,272
11,419
1,020
2,727
14,876
32,314

Ratio Washington
7.0%
126
35.3%
1,017
3.2%
88
8.4%
123
46.0%
1,075
100.0%
2,429

Ratio
5.2%
41.9%
3.6%
5.1%
44.3%
100.0%

The results are similar and provide an idea of the clinician mix that will be
needed to address the mental health demands of the newly insured. For every
100 additional clinicians needed, 5 to 7 might be prescribers, 45 to 42 might be
psychologists and masters level, etc. Clinician mix will vary based on existing
shortfalls and specific clinical designs.
We are not aware of similar reports for substance use treatment staff, but using
a similar approach of examining the current clinician mix, existing shortfalls
and planned clinical designs can work in this area as well.

Strategies to Address the California
Behavioral Health Workforce Issues
Two categories of strategies are necessary to help prepare the publicly funded
behavioral health system for coverage expansion: Expanding the Workforce
and Better Use of the Existing Workforce.

Expanding the Workforce
•Affordable Care Act Funding
Opportunities
•California Workforce Education
Support
•Financial Incentives
•Partnership and Program
Development

Better Use of the Existing
Workforce
•Culturally Competent, RecoveryOriented Care
•Integration of Primary Care,
Mental Health and Substance Use
Treatment
•Innovations in Treatment
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Expanding the Workforce
The need to bring 4,000 to 5,000 additional full time equivalents into the
publicly funded behavioral health workforces is no small feat, even for a state
as large as California. The state’s
Department of Mental Health
and California Counties, through
Expanding the Workforce
the Mental Health Services Act,
• Affordable Care Act Funding
have been actively working on a
Opportunities
set of strategies to address the
education of new behavioral
• California Workforce Education
health workers. These initiatives
Support
should be continued and
• Financial Incentives
expanded with support from
• Partnership and Program
existing funds and by leveraging
Development
new funding opportunities
available through the Affordable
Care Act.
1. Affordable Care Act Funding Opportunities (6 strategies): The
Affordable Care Act includes provisions that will expand the entire health
care workforce, including those professionals who specialize in mental
health and substance use treatment services. Initiatives relevant to
behavioral health include:1











$25 million in grants and assistance to mental and behavioral health
professionals, giving preference to historically black colleges and
universities and institutions with a strong track record of serving
diverse populations;
$85 million in support for programs to train low income individuals
as home care aides and in other health professions;
Grants to recruit and train community health workers, with an
emphasis on providing education and outreach in racially/ethnically
diverse communities as well as to support area health education
centers that target underserved populations;
Loan assistance to primary care medical, dental, and mental health
professionals, up to $60,000, to help pay their student loans if they
work for 2 years in a medically underserved area;
Establishment of the National Healthcare Workforce Commission,
which will develop strategies for increasing the workforce, with
mental health treatment as one of its priorities; and
Five years of support to aid the development and dissemination of
model cultural competence training and education curricula.

The U.S. Department of Health and Human Services, the Kaiser Family
Foundation, and the National Council for Community Behavioral
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Healthcare have been tracking how Affordable Care Act dollars are
flowing to the states. For further information please refer to
http://www.healthcare.gov/law/resources/grants/index.html,
http://healthreform.kff.org/federal-funds-tracker.aspx, and
http://www.thenationalcouncil.org/galleries/policyfile/HCR%20Summary%20Chart%20Updated%20with%20Approps%20In
fo%2010-22-10.pdf.
Currently, California has 133 Mental Health Professional Shortage Areas
(MHPSA). The state’s strategy to work with the Office of Statewide Health
Planning and Development (OSHPD) to strategically increase the number
of California communities federally designated as MHPSAs should be
actively pursued in order to better leverage the ACA funding opportunities
noted above. We have included a map of the MHPSAs in Attachment C1.
2. California Workforce Education Support: A number of additional
Department of Mental Health and MHSA strategies2 have already been
developed and many are included in the DMH five-year Workforce
Education and Training Development plan.d Twelve key strategies include:
Financial Incentives (4 strategies)








Creation of the Mental Health Loan Assumption Program that
provides qualified applicants with up to $10,000 in educational loan
repayments in exchange for service in the County public mental
health system in a difficult to fill/retain position as identified by the
County.
Expansion plans for the forgiveness and scholarship programs
offered in return for a commitment to employment in California’s
public mental health system and make loan forgiveness programs
available to current employees of the mental health system who
want to obtain Associate of Arts, Bachelor of Arts, masters degrees,
or doctoral degrees.
Creation of a stipend program for graduate students who commit to
work in the public mental health system upon graduation and to
being trained in the community public mental health system in
professions counties identified as being most needed.
Creation of a stipend program modeled after the federal Title IV-E
program for persons enrolled in academic institutions who want to
be employed in the mental health system.

Partnership and Program Development (8 strategies)


Formation of partnerships with community colleges and other
institutions of higher learning to enhance the ability of the

d

The most up to date version of the DMH five-year Workforce Education and Training
Development plan can be found at:
http://www.dmh.ca.gov/Prop_63/MHSA/docs/MHSA_FiveYearPlan_4-22-08.pdf.
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educational pipeline to develop mental health and substance use
professionals at all levels.
Support of five regional partnerships designed to promote and
develop local workforce capacity.
Establishment of a statewide technical assistance center focusing
specifically on the promotion of persons with lived experience in
the public mental health workforce.
Establishment of psychiatric residency programs to provide staff
time and psychiatric resident time to community public mental
health.
Adding a mental health track to the OSHPD’s Song Brown
Residency Program for Physician Assistants. The Song-Brown
Health Care Workforce Training Act (Song-Brown Program) was
established in 1973 to increase the number of health professional
training slots in established medical schools. The program
encourages universities and primary care health professionals to
provide healthcare in medically underserved areas, and provides
financial support to family practice residency, nurse practitioner,
physician assistant, and registered nurse (RN) education programs
throughout California.
Strategies to recruit high school students for mental health
occupations, increasing the prevalence of mental health occupations
in high school career development programs such as health science
academies, adult schools, and regional occupation centers and
programs, and increasing the number of human service academies.
Curriculum to train and retrain staff to provide services in
accordance with the purpose and intent of the MHSA, as well as in
innovative programs and services including prevention and early
intervention services, and in children’s mental health services.
Promotion of the employment of mental health consumers and
family members in the mental health system.

Better Use of the Existing Workforce
A great deal of research and community-based effort has gone into what the
Substance Abuse and Mental Health Services Administration (SAMHSA)
described in their 2010 brief, Description of a Good and Modern Addiction and
Mental Health Service System. As quoted in the TAC/HSRI needs assessment:
A modern mental health and addiction service system provides a
continuum of effective treatment and support services that spans
healthcare, employment, housing and educational sectors. Integration
of primary care and behavioral health are essential. As a core
component of public health service provision, a modern addictions and
mental health service system is accountable, organized, controls costs
and improves quality, is accessible, equitable, and effective.
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What does this have to do
with addressing behavioral
Better Use of the Existing
health workforce issues?
Workforce
Continued movement in this
direction in California can
• Culturally Competent, Recoveryresult in lower rates of
Oriented Care
lifelong involvement in the
• Integration of Primary Care,
behavioral health system,
shorter lengths of stay due
Mental Health and Substance Use
to treatment successes, and
Treatment
lower unit costs, all of
• Innovations in Treatment
which enable the existing
workforce to serve more
people with the same
staffing resources and at a higher level of quality. High performing behavioral
health systems around the country are actively pursuing the following
strategies to achieve these outcomes.
1. Culturally Competent, Recovery-Oriented Care (8 strategies): Cultural
and linguistic barriers prevent the initiation of care, engagement in care,
and treatment successes. Addressing these barriers can result in a
behavioral health system that achieves better clinical outcomes and lowers
overall healthcare costs.3 Barriers are also created when mental health and
substance use treatment systems that have underutilized the skills and lived
experiences of mental health consumers as part of their workforce. A great
deal of effort has already taken place to address these issues. Examples
include:











Implementation of Cultural Competency Plans in the California
County Mental Health System (1998).
Embedding of Cultural and Linguistic Competence
Requirements into each of the five major components of the
Mental Health Services Act (MHSA).
Statewide training in implementation of the California Brief
Multicultural Competence Scale and ongoing consultation by the
CBMCS Multicultural Training Program.
An all-county implementation of the Full Service Partnership
program that provides consumers with a broad spectrum of services
to aid in their movement towards recovery.
Targeted efforts and toolkits developed by the California
Reducing Disparities Project, the California Institute for Mental
Health, and AvantPage (a translation service focused on advancing
cross-cultural communication), including the creation of the Center
for Multicultural Development and a set of age-specific Full
Service Partnership Toolkits and a Wellness and Recovery Toolkit.
Establishment of Regional Partnerships among the mental health
system and the educational system is underway in California to
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expand outreach to multicultural communities, increase the
diversity of the mental health workforce, and reduce the stigma
associated with mental illness. These efforts are critical to creating
an environment where persons with behavioral health disorders,
whatever their ethnic and cultural background and primary
language, feel welcomed and are engaged as partners in the
development of care plans and resulting treatment that lead to
recovery.
Even with these efforts, the system is not ready to meet the needs of an
additional 150,000 to 200,000 behavioral health consumers in a
culturally/ linguistically competent and recovery-oriented manner.
Additional efforts are needed to ensure that behavioral health providers
reflect the cultural and linguistic profiles of the communities they
serve, the entire workforce is trained in the provision of recoveryoriented care, and more peers and family members are employed by the
system. In addition to working through existing initiatives, the
following strategies should be pursued.

Statewide Certification of Peer Counselors and Family Support
Specialists should be implemented with an accompanying effort to
embed persons graduating from these programs in the public
behavioral health and primary care systems. The expectation should
be created that peer counselors and family support specialists
become part of the care teams in every community treating persons
with behavioral health disorders.

Continued Promotion of Inclusion of Cultural Competency in
the training and education programs throughout the state in order to
increase the quality and success of educating and training the public
mental health workforce.
2. Integration of Primary Care, Mental Health and Substance Use
Treatment (4 strategies): Integration of care is essential to effectively
leveraging available resources to achieve whole health for persons with
behavioral health disorders. Wider deployment of the following four
strategies better leverages the existing workforce.




Developing a primary care-ready behavioral health workforce,
acknowledging the differences in culture, treatment models, patient
workflows, and funding mechanisms. A body of literature is
emerging that explores the differences between providing
behavioral health in a primary care setting and a specialty mental
health or substance use treatment setting. Addressing these
differences supports higher treatment success rates in primary care
settings.
Bidirectional integration of behavioral health into primary care
and primary care into behavioral health supports whole person care
and recovery, addressing the research findings that medical
problems exacerbate behavioral health problems and behavioral
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health problems exacerbate medical problems. Regardless of the
setting, one problem list, one medication list, and one care plan that
that are shared by all providers including behavioral health
providers is necessary to ensure that care is truly integrated.
Progress on goals of care is systematically tracked and visible to
clients and all members of the care team. Each client has a single
care coordinator that supports the integration of care across multiple
systems. This approach reduces duplication, improves quality, and
promotes better outcomes.

Use of the National Council’s Four Quadrant Model to plan for
the types and number of settings in a community needed to support
bi-directional integration.e Organizations that are actively using the
four quadrant model throughout the country are finding that twothirds to three-quarters of those with behavioral health disorders can
be successfully treated in primary care, freeing up specialty
resources for the highest need individuals. They are also finding
that successful treatment models in primary care are less costly than
those in specialty behavioral health settings; a parallel construct to
the difference between treating a mild heart condition in primary
care and a more serious heart condition in a cardiology practice.

Standardization of integration practices and protocols that
support clinicians and clients in receiving effective integrated care
in the most appropriate setting for the individual. Because all
healthcare is local, each community needs to develop guidelines to
support decision-making about when an individuals with a
behavioral health disorder can be best served in primary care and
when specialty behavioral healthcare is needed. This work can be
supported by state or regional efforts. Additional information on
these efforts can be found at www.ibhp.org,
http://www.dhcs.ca.gov/provgovpart/Pages/CalMENDLandingPage
.aspx, and www.cimh.org.
3. Innovations in Treatment (4 strategies): Several innovations in
behavioral health treatment are demonstrating that higher quality at lower
cost per episode can be achieved. The three listed below are important
examples that better utilize the existing workforce.


Evidence-based prevention programs such as the Early
Assistance and Support Alliance (EASA) program in Oregon are
able to interrupt onset of a serious mental illness, improving lives
and saving money. EASA identifies young people in the early
stages of schizophrenia and other psychotic disorders and ensures
that they and their families have the proper resources to effectively
deal with the illness. One EASA study found a 79% reduction in
hospitalizations, yielding an average net savings of more than $1.6

e

More information on the Four Quadrant Model can be found at:
http://www.thenationalcouncil.org/galleries/business-practice%20files/4%20Quadrant.pdf.
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million per year. Similar results have been found in Australia,
Denmark, Norway and England and research is occurring at
Columbia University, Yale, and Emory University. A multi-million
dollar NIMH-sponsored study is also under way - Recovery After
an Initial Schizophrenia Episode (RAISE) - to develop an evidencebased protocol that can be widely deployed. Similar programs
should be available in every county in California.
Treat to Target is a new approach being used to improve
outcomes, especially for persons with behavioral health disorders
and complex health conditions. In December 2010, Group Health
Cooperative of Puget Sound published an article in the New
England Journal of Medicine that describes how this approach was
used to treat patients with depression, diabetes and heart disease.
The model is a team-based approach that uses an evidenceinformed care plan and a self-care plan, both of which contain
measurable targets. In the Group Health study, the targets were
related to lowering cholesterol and depression scores and managing
blood pressure and blood sugar levels. Targets are set, measurement
is done on a regular basis, and if the targets aren’t being met, the
care plans are changed. Many leaders in the field are postulating
that treat to target should become the new standard of care for
persons with behavioral health disorders and practiced in every
county in California.
Shared Care Plans build on the Treat to Target approach. A shared
care plan, also known as a “whole health plan”, is an emerging
approach where all individuals have one problem list, one
medication list, and one care plan that is shared by all providers
including behavioral health providers. Progress on goals of care is
systematically tracked and visible to clients and participating
providers inside and outside the health home.
Innovations in Psychiatry include widespread use of telepsychiatry and the emerging role of psychiatrist as primary care
consultant. California is among a number of states successfully
using telepsychiatry to serve rural and other underserved
communities. There are a number of states and communities that
are also implementing variations on the IMPACT model developed
at the University of Washington. In this model, psychiatrists are
used as consultants to the primary care team to support the
treatment of clients receiving behavioral health services in primary
care. The support is mostly phone-based and research is showing
significantly improved clinical outcomes in clinics where the
consulting psychiatrist is more widely used. Both approaches
extend the reach of a psychiatrist and should be expanded.
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What’s Next?
It is not unreasonable to assume that an additional 200,000 to 300,000
uninsured individuals in the safety net needing behavioral health services will
obtain coverage beginning in 2014 and present for care. We also know that
although progress has been made with the support of MHSA funding to
support workforce development, at least ten workforce-related issues remain.
The material in this Brief should be seen as a call to accelerate two areas of
effort in California – expansion of the workforce and better use of the existing
workforce. Strategies in these areas will need to be supported with additional
funding and carried out at every level of the system.
In addition, California Counties will need to gain further knowledge about the
Health Benefits Exchange and how it will work (Briefing Papers 1 and 3);
prepare for additional clients (Briefing Paper 2); and develop an Outreach and
Enrollment Plan prior to October 2013 (Briefing Paper 5).
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Attachments
Attachment A1: 2019 Analysis of Increase in Mental Health/Substance Use
FTE Demand for Californians Under Age 65, Up to 200% of Federal Poverty

County
Alameda
Alpine
Amador
Butte
Calaveras
Colusa
Contra Costa
Del Norte
El Dorado
Fresno
Glenn
Humboldt
Imperial
Inyo
Kern
Kings
Lake
Lassen
Los Angeles
Madera
Marin
Mariposa
Mendocino
Merced
Modoc
Mono
Monterey
Napa
Nevada

Medi-Cal
Enrollees
243,352
212
4,242
52,094
6,574
4,645
137,511
8,333
18,649
307,147
7,211
27,359
56,998
3,383
232,379
35,073
17,506
5,067
2,382,451
43,342
22,210
2,752
22,302
81,619
2,248
1,254
93,797
16,230
11,319

Base Scenario
High Scenario
MH
AOD
FTE
MH
AOD
FTE
Demand Demand Demand Demand Demand Demand
4,809
2,604
122.0
6,475
3,506
164.3
4
3
0.1
6
5
0.2
82
48
2.2
111
64
2.9
1,031
765
31.2
1,388
1,030
42.0
125
75
3.4
169
101
4.5
92
56
2.5
124
76
3.4
2,657
1,593
71.2
3,577
2,144
95.8
154
111
4.6
208
149
6.2
361
235
10.1
487
316
13.6
5,957
3,674
162.1
8,021
4,947
218.3
142
90
3.9
192
122
5.3
518
433
16.9
698
583
22.7
1,091
609
28.1
1,469
820
37.9
66
46
1.9
88
61
2.6
4,600
2,860
125.8
6,193
3,851
169.3
667
424
18.5
898
571
24.9
337
208
9.2
454
280
12.4
98
65
2.8
132
87
3.7
44,957
26,827 1,201.5
60,533
36,124 1,617.9
878
493
22.7
1,183
664
30.6
425
275
11.9
572
371
16.0
53
32
1.4
71
44
1.9
458
294
12.7
616
396
17.2
1,494
976
42.0
2,011
1,315
56.6
48
29
1.3
64
40
1.8
24
18
0.7
33
24
1.0
1,938
1,099
50.4
2,610
1,479
67.8
337
177
8.4
454
238
11.3
218
135
5.9
294
181
8.0
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Attachment A1 Continued:
2019 Analysis of Increase in Mental Health/Substance Use
FTE Demand for Californians Under Age 65, Up to 200% of Federal Poverty
Base Scenario
County
Orange
Placer
Plumas
Riverside
Sacramento
San Benito
San Bernardino
San Diego
San Francisco
San Joaquin
San Luis Obispo
San Mateo
Santa Barbara
Santa Clara
Santa Cruz
Shasta
Sierra
Siskiyou
Solano
Sonoma
Stanislaus
Sutter
Tehama
Trinity
Tulare
Tuolumne
Ventura
Yolo
Yuba
Total

High Scenario

Medi-Cal
MH
AOD
FTE
MH
AOD
FTE
Enrollees Demand Demand Demand Demand Demand Demand
433,922
9,230
4,907
232.0
12,428
6,607
312.3
29,306
602
345
15.7
811
465
21.2
3,007
59
39
1.7
79
52
2.2
383,285
8,499
4,631
216.4
11,443
6,235
291.3
316,277
6,081
3,772
166.0
8,188
5,079
223.6
9,860
198
117
5.3
266
158
7.1
459,307
9,081
5,484
244.3
12,228
7,383
328.9
422,393
8,724
5,033
228.9
11,746
6,776
308.2
130,945
2,680
1,280
63.8
3,608
1,723
85.9
173,098
3,506
1,918
89.4
4,721
2,583
120.4
32,583
675
455
19.3
909
613
26.0
72,632
1,357
769
35.3
1,827
1,036
47.5
78,914
1,535
1,031
43.8
2,066
1,389
59.0
258,598
5,051
2,619
125.3
6,800
3,527
168.7
41,996
789
553
23.1
1,062
744
31.1
40,226
848
522
23.1
1,141
703
31.0
529
11
7
0.3
14
9
0.4
10,604
209
134
5.8
282
181
7.8
67,786
1,337
769
35.0
1,800
1,035
47.1
60,646
1,240
766
33.8
1,669
1,031
45.5
132,589
2,531
1,586
69.5
3,408
2,136
93.6
22,498
433
250
11.4
583
336
15.3
17,831
358
235
10.1
482
316
13.6
3,017
60
41
1.7
80
55
2.3
164,923
3,238
2,038
89.1
4,360
2,744
120.0
8,146
159
94
4.2
214
127
5.7
124,449
2,478
1,487
66.4
3,336
2,003
89.5
30,737
653
417
18.1
879
562
24.4
20,604
422
265
11.6
568
357
15.6
7,397,967 145,665
85,818
3,866 196,129 115,554
5,205
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Attachment B1: 2019 Analysis of Increase in Mental Health Clinician
Demand for Californians Under Age 65, Up to 200% of Federal Poverty
ACA Base
Scenario

ACA High
Scenario

1,070,000
8.30%
88,810

1,490,000
8.30%
123,670

69%
61,279
5.0
306,395
1,144
267.8

69%
85,332
5.0
426,662
1,144
373.0

31%
27,531
33.6
925,045
1,144
808.6

31%
38,338
33.6
1,288,147
1,144
1,126.0

685,000
8.30%
56,855

873,000
8.30%
72,459

69%
39,230
5.0
196,150
1,144
171.5

69%
49,997
5.0
249,984
1,144
218.5

31%
17,625
33.6
592,202
1,144
517.7

31%
22,462
33.6
754,733
1,144
659.7

Medi-Cal/Healthy Families
New Enrollees
Percent of Newly Covered Seeking Care
Additional Treatment Demand
Mild/Moderate Estimates
Estimated % of Total
Estimated Clients
Average Hours per Client
Estimated Client Hours
Average Hours per FTE Clinician
Estimated FTE Demand
Serious/Severe Estimates
Estimated % of Total
Estimated Clients
Average Hours per Client
Estimated Client Hours
Average Hours per FTE Clinician
Estimated FTE Demand

Exchange with Subsidies, up to 200% Poverty
New Enrollees
Percent of Newly Covered Seeking Care
Additional Treatment Demand
Mild/Moderate Estimates
Estimated % of Total
Estimated Clients
Average Hours per Client
Estimated Client Hours
Average Hours per FTE Clinician
Estimated FTE Demand
Serious/Severe Estimates
Estimated % of Total
Estimated Clients
Average Hours per Client
Estimated Client Hours
Average Hours per FTE Clinician
Estimated FTE Demand
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Attachment B2: 2019 Analysis of Increase in Substance Use Clinician
Demand for Californians Under Age 65, Up to 200% of Federal Poverty
ACA Base
Scenario

ACA High
Scenario

Medi-Cal/Healthy Families
New Enrollees
TAC/HSRI Penetration Estimate
Jarvis Estimate Discount Percentage
Percent of Newly Covered Seeking Care
Additional Treatment Demand

1,070,000
9.78%
50%
4.89%
52,323

1,490,000
9.78%
50%
4.89%
72,861

Substance Use Clinician FTE Estimates
Average Hours per Client
Estimated Client Hours
Average Hours per FTE Clinician
Estimated FTE Demand

28.0
1,465,044
1,144
1,280.6

28.0
2,040,108
1,144
1,783.3

Exchange with Subsidies, up to 200% Poverty
New Enrollees
Percent of Newly Covered Seeking Care
Additional Treatment Demand

685,000
4.89%
33,497

873,000
4.89%
42,690

Substance Use Clinician FTE Estimates
Average Hours per Client
Estimated Client Hours
Average Hours per FTE Clinician
Estimated FTE Demand

28.0
937,902
1,144
819.8

28.0
1,195,312
1,144
1,044.9

Note that the TAC/HSRI substance use penetration estimate was 9.78%. Our experience with
other systems suggests that the actual number seeking treatment will be lower because of
historical lack of access. To adjust these numbers we judgmentally selected a 50% discount
rate, halving the estimated demand.
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Attachment C1: Mental Health Professional Shortage Areas
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The County Role in Supporting Coverage Expansion for Behavioral Health Consumers in the
California Health Insurance Exchange

Prepared for the California Institute for
Mental Health
June 2012
By Dale Jarvis and John Freeman
Dale Jarvis and Associates, LLC

Preparing California County Mental Health and Drug and
Alcohol Programs for Coverage Expansion through the
California Health Benefit Exchange
A Series of Five Policy Papers
This policy brief, which examines the County role in supporting coverage expansion
for behavioral health consumers in the California Health Benefits Exchange, is the fifth
in a series of five papers that have been prepared to help the California County mental
health and substance abuse systems obtain an understanding of this important part of
healthcare reform in California.
The five policy papers are:
Briefing Paper 1: Understanding the Health Benefits Exchange
Briefing Paper 2: Implications of Coverage Expansion
Briefing Paper 3: Essential Health Benefits and Why They Matter
Briefing Paper 4: Workforce Issues Today and In the Future
Briefing Paper 5: Outreach and Enrollment Efforts
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About This Brief
California is in the process of implementing a set of major health care reforms
supported by the Patient Protection and Affordable Care Act, the federal healthcare
reform law enacted in 2010.a A major part of the reform effort involves the creation
of the California Health Benefit Exchange, which is scheduled to go live in October
2013. These initiatives, combined with the federal Mental Health Parity and
Addiction Equity Act, will have a profound effect on California Counties as more
people obtain coverage that contains well defined benefits for mental health and
substance use treatment.
This policy brief, which examines the county role in supporting coverage expansion
outreach and enrollment, is the fifth in a series of five papers that have been
prepared to help the California County mental health and substance abuse systems
obtain an understanding of this important part of healthcare reform in California.
The full set of policy briefs can be read in any order. Pick a topic that has the most
interest for you and jump in. Also feel free to read any or all of the papers as you
begin to prepare for the next set of major reforms that begin January 2014.

a

Note that health care reform is very much a work in progress and all information contained here is based
on information available at the time of publication.
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What is an Exchange and How Will it Work?
The opportunity for near universal health insurance coverage is coming to
California. The Patient Protection and Affordable Care Act (ACA) ends the
barrier of preexisting conditions, expands Medi-Cal eligibility to those earning
less than 139% of the Federal Poverty Level (FPL), establishes subsidies for
individuals and small businesses, and requires that most obtain health
insurance. These changes will result in the expansion of health insurance
coverage for 1.9 to 2.7 million Californians, including an increase of 1 to 1.5
million Medi-Cal enrollees.
The center of action for coverage expansion will be the California Health
Benefit Exchange, a centralized site for consumers to compare and purchase
health coverage. Beginning in October 2013, eligible individuals and small
businesses will be able to use the Exchange to sign up for coverage effective
January 1, 2014, including Medi-Cal. Many of the individuals who will be
applying for coverage are currently uninsured, but will become eligible for
Medi-Cal or government subsidies in 2014.

<139%
FPL
139-199%
FPL
Eligibility

County Office
Medi-Cal /
Healthy Families

Basic Health Plan?

200-399%
FPL

Individuals
400+%
FPL

Browse, Compare
and Buy

Non-Exchange Plans
Small
Business
Browse, Compare
and Buy

Small Business

Using a streamlined application, all individuals and families will be able to use
the Exchange to assess their financial eligibility for Medi-Cal, subsidies and
tax credits. Employees of businesses with 50 or fewer workers will be able to
use the Exchange to purchase insurance subsidized by their employers. The
Exchange will then function as something of a sorting hat (or travel agent, if
you prefer). Once the Exchange has processed applicants’ financial
information, it will route them to the appropriate insurance ―house,‖ where
they will be able to browse and compare their coverage options and select a
plan.
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Who and How Many People Will Obtain
Coverage through the Exchange?
Table 1 includes the latest figures from the UC Berkeley Labor Center, the
group that has been crunching numbers for the California Exchange Board.
The table presents two scenarios – ―Base‖ and ―High.‖ The High Scenario
assumes greater enrollment due to more successful simplification of the
eligibility determination process, outreach and education, no wrong door,
cultural sensitivity and language appropriate outreach and education, and
maximum use of pre-enrollment strategies.
Table 1: Health Coverage for Californians Under Age 65 (2019 Analysis)

Without
ACA
Californians with Health Coverage
Employer Sponsored
Individual Market/Exchange without Subsidies
Exchange with Subsidies
Medi-Cal
Healthy Families
Other Public
Total with Health Coverage
Percent Increase

19,780,000
2,290,000
0
5,900,000
800,000
1,260,000
30,030,000

ACA
Change
Base
Scenario

ACA
Change
High
Scenario

-710,000
-190,000
1,750,000
1,260,000
-190,000
0
1,920,000
6%

-710,000
-130,000
2,120,000
1,620,000
-130,000
0
2,770,000
9%

In both scenarios we see significant expansion of those receiving health
coverage (1.9 to 2.7 million) with 45% of the growth coming through MediCal and 55% of the growth coming through health plan policies purchased
through the exchange with accompanying subsidies.

How Will All of these People Get Enrolled?
California is already well underway with establishing a robust outreach and
enrollment program geared to get as many people as possible enrolled in
coverage. A discussion draft of the Marketing, Outreach & Education and
Assisters Program offers a glimpse of the State’s proposed ―Guiding
Principles‖ as articulated by the Exchange, the Department of Health Care
Services (DHCS), and the Managed Risk Medical Insurance Board (MRMIB):
1. Promote maximum enrollment of currently uninsured individuals in
coverage – including subsidized coverage in the Individual
Exchange and Small Business Health Options Program (SHOP),
Medi-Cal and Healthy Families programs, as well as for
individuals who can purchase coverage without subsidies.
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2. Build on and leverage existing resources, networks and channels to
maximize enrollment into health care coverage, including close
collaboration with partners and state agencies with common
missions and visions.
3. Consider where eligible populations live, work and play. Select
tactics and channels that are based on research and evidence of
how different populations can best be reached and encouraged to
enroll and, once enrolled, retain coverage.
4. Marketing and outreach strategies will reflect the mix and diversity
of those eligible for coverage.
5. Establish a trusted statewide Assisters Program that reflects the
cultural and linguistic diversity of the target audiences and results
in successful relationship and partnerships among Assisters serving
state affordable health insurance programs.
6. Ensure Assisters are knowledgeable of both subsidized and nonsubsidized health coverage and qualified health plans and that
Assisters are equipped with the information and expertise needed to
successfully educate and enroll individuals in coverage, regardless
of the type of program for which they are eligible.
7. Promote retention of existing insurance coverage in public
programs and the individual market.
8. Continue to learn and adjust strategies and tactics based on input
from our national partners, California stakeholders, on-going
research, evaluation and measurement of programs’ impact on
awareness and enrollment.1
As these principles make clear, the proposed $359 million Exchange website
will not be stand alone as a panacea. A February 2012 Kaiser Family
Foundation report on ―Key Issues to Consider for Outreach and Enrollment
Efforts under Health Reform put it this way: ―an IT system alone is not the
sum of an eligibility and enrollment system…[E]ven with the new rules-based
electronic enrollment systems, eligibility workers will continue to play a key
role in 2014….[T]here will be a significant change in the function and roles of
eligibility workers that will require major organizational and cultural
changes…[E]ven with new enrollment systems in place under reform, direct
one-on-one assistance will be a key component of enrollment efforts,
particularly for families with complex situations in which members of a family
will be eligible for different types of coverage.‖2
The motto for workers and organizations involved with outreach and
enrollment efforts will need to be ―ALL ABOARD!‖ And the motto will need
to apply to their work with consumers as well as their own individual and
agency approach to the many changes at hand.
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The Exchange will help facilitate enrollment, and a single application, based
largely on financial eligibility data, will ease many traditional challenges.b
These components will offer real benefits for applicants and the system alike
(online availability, reduction in data entry and processing errors). But really
ensuring that Californians experience seamless enrollment, post-enrollment
support for retention and renewal, and straight forward migration to different
coverage will often fall to the hands of on the ground assisters. Recent state
estimates indicate that the need for in-person assistance may extend to 75% of
consumers during the early years of the coverage expansion.3
Just how front line coverage expanders will work their magic has been spelled
out a bit by the ACA and is in the process of being turned into an actual work
plan by California. The ACA stipulates that Navigators may include trade,
industry, and professional associations, community and consumer-focused
nonprofit groups, chambers of commerce, unions, and other similar
organizations, with the following responsibilities:







Conduct public education activities to raise awareness of the
availability of qualified health plans
Distribute fair and impartial information concerning enrollment in
qualified health plans, and the availability of subsidies
Facilitate enrollment in qualified health plans
Provide referrals for any enrollee with a grievance, complaint, or
question regarding their health plan, coverage, or a determination under
such plan or coverage
Provide information in a manner that is culturally and linguistically
appropriate to the needs of the population being served by the
Exchange.

The ACA and associates regulations and guidance leave most of the details of
how these functions are to be carried out to the states, with broad discretion for
the design of outreach and enrollment plans.
California is contemplating a tiered approach for an ―Assisters Program‖
comprising two types – Navigators & Direct Benefit Assisters. All assisters
would need to be trained, certified and registered in order to help enroll people.
The two roles would be as follows:


Navigators perform all Affordable Care Act mandated activities and
are compensated by the Marketplace.

b

It is also important to be aware that ―there will be groups eligible for Medicaid who will
continue to rely on current Medicaid eligibility methodologies—i.e., the elderly, disabled and
families receiving TANF benefits. It will be important to ensure that these eligibility
determinations are also coordinated with the Medi-Cal Expansion process so that individuals
can access appropriate Medicaid coverage and benefits even if they come into coverage
through the Exchange.‖ There will also need to be guidance issued regarding how to establish
low income status for eligibility determinations when an applicant has not filed a tax return.
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Direct Benefit Assisters also complete all Affordable Care Act
mandated activities and are not compensated by the Marketplace.
Direct Benefit Assisters may be compensated by other sources, have a
business interest in enrolling people, or conduct enrollment because it
is part of their community service mission. Potential Direct Benefit
Assisters include health insurance agents, hospitals, providers, and
community clinics.4

The State is evaluating proposed compensation levels for assisters, including
$0, $29, $58, or $87 per enrollee, and $0 or $25 per renewal. Because there
will be significant time required to assist each enrollee, the compensation
decision has broad ramifications for the success of the program.5
As something of a pioneer in healthcare reform, exchanges, and coverage
expansion, Massachusetts offers several potential lessons for California. A
recent toolkit identified three key strategies that have been essential in
Massachusetts:




Build an effective education, outreach, and enrollment infrastructure;
[U]se multiple channels and vehicles to reach the uninsured; and
[P]rovide comprehensive technical assistance to outreach and
enrollment “partners.”6

“There’s a difference between
outreach and advertising.
There’s a place for both, but if
your goal is coverage,
advertising and marketing
alone aren’t going to do it.”
(Meg Kroeplin, former executive Director, Community
Partners, Amherst, MA) a

California appears to be well underway on the first
two strategies, but much of the success of the
coverage expansion will hinge on how effectively
the state is able to foster the work of its assisters.
This is especially important when one considers
that Massachusetts’ experience points to the
likelihood that many individuals requiring
assistance will include those with ―limited English
proficiency, low health literacy, or other
limitations that make it difficult for them to make
informed health plan choices.‖ 7 Many of these
individuals find themselves in the safety net.

The County Role in Supporting Coverage
Expansion for Behavioral Health Consumers
in the California Health Benefits Exchange
Many California Counties have already examined the county role in supporting
coverage expansion for behavioral health consumers through their Low Income
Health Program (LIHP) effort. They have found that strong public policy and
business cases exist for this effort because of the ability to drawn down new
federal dollars and to use these resources to expand care that can reduce
spending in other areas, especially juvenile and adult corrections.
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But remember, the LIHP program is funded 50% Federal and 50% County.
Starting in 2014, Medi-Cal coverage expansion will be funded 100% with
Federal dollars for three years, declining to 90% by 2020. For counties that run
the numbers, the business case for supporting coverage expansions for
behavioral health consumers in the California Health Benefits Exchange will
likely be quite positive.
California Counties and CiMH are already positioned to play a significant role
in coverage expansion due to a state funded pilot that is underway to help
Californians with serious mental illness and co-occurring disorders receive the
public benefits to which they are entitled, including SSI/SSDI, MediCal/Medicare and other types of assistance. Using a modified version of the
evidence-based SSI/SSDI Outreach, Advocacy and Recovery (SOAR)
program, CiMH staff and consultants are helping three counties develop the
necessary skills and targeted strategies to reduce application time, ensure
approval and develop cooperative relationships with relevant agencies.
The SOAR program uses a nine-strategy approach at the county level to
address very complex populations with very complex benefit enrollment
issues. The strategies include:











Establish a Lead to coordinate the local effort.
Complete a Needs Assessment to assess current needs and capacity.
Identify Pilot Sites to test strategies and establish protocols.
Introduce SOAR to prospective participants and supervisors at the
local level.
Identify Staff who can be fully or partially dedicated to supporting
clients including identifying new funds to support the effort.
SOAR Training through a 2-day workshop that contains fifteen
modules developed by the Substance Abuse and Mental Health
Services Administration (SAMHSA).
Identify and Train Trainers to support ongoing training as staff
turnover occurs and new sites are brought online.
Establish Quality Review Procedures to support success of the
project.
Collect and Report Outcomes to support a quality improvement
process.

Unlike many other expansion strategies, the SOAR program targets the most
complex individuals in the community, many of whom are already clients of
the county-supported mental health and substance use treatment systems.
One goal of this project is to adapt the design to align with the Statewide
Benefit Assisters Program being developed for the California Health Benefits
Marketplace and spread the program to support coverage expansion that begins
in October 2013, drawing on new grant dollars to support the effort.
For more information about SOAR, contact Shoshana Zatz at szatz@cimh.org,
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What’s Next?
This paper provides a foundation for understanding the coverage expansion
Outreach and Enrollment process and how counties can participate. As October
2013 approaches, California Counties will be well served to run the numbers
regarding the benefits of helping uninsured obtain insurance and then develop
a local Outreach and Enrollment Plan customized for your community.
In addition, California Counties will need to gain further knowledge about the
Health Benefits Exchange and how it will work (Briefing Papers 1 and 3);
prepare for additional clients (Briefing Paper 2); and develop strategies to
expand the workforce to meet increased demand (Briefing Paper 4).
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