
CCJBH Full Council Meeting 
Friday, October 29, 2021 

2:00-4:30 PM  
Zoom Meetings 

I.Welcome & Introductions, Roll Call:   
Councilmembers Present: Secretary Kathleen Allison, Stephanie Clendenin, 
Danitza Pantoja, Anita Fisher, Tony Hobson, Mack Jenkins, Jim Kooler (on 
behalf of Michelle Baass), Stephen Manley 
Councilmembers Absent: Tracey Whitney 
Staff Members Present: Brenda Grealish, Executive Officer, Council on Criminal Justice 
and Behavioral Health (CCJBH), Elizabeth Vice, Emily Grichuhin, Jessica Camacho 
Duran, Paige Hoffman, Daria Quintero 

Secretary Kathleen Allison acknowledged the work CCJBH has done and thanked the 
team for their collaborative efforts. Brenda Grealish reviewed the agenda.   

II. Council Vote to Adopt the July Full Council Meeting Minutes  
Vote: Motion to adopt July Full Council Meeting minutes. 
Motion to approve the vote: Judge Stephen Manley 
Second: Jim Kooler 
*No public comment on vote* 
Ayes: 7 
Nays: 0 
Abstains: 1 
The July Full Council Meeting minutes were approved. 

III. Council Vote to Adopt the SB 369 Special Council Meeting Minutes 
Vote: Motion to adopt July Special Council Meeting minutes. 
Motion to approve the vote: Judge Manley 
Second: Anita Fisher 
*No public comment on vote* 
Ayes: 5 
Nays: 0 
Abstains: 3 
The July special council meeting minutes were approved.   

IV.California Department of Health Care Services (DHCS) Presentation: 
Jacey Cooper, Chief Deputy Director, Health Care Programs, DHCS  
Susan Philip, Deputy Director, Health Care Delivery Systems, DHCS  
Rene Mollow, Deputy Director, Health Care Benefits and Eligibility, DHCS  



Tyler Sadwith, Assistant Deputy Director, Mental Health and Substance Use Disorder 
Services, DHCS 

Jacey Cooper stated that the intersection between Medi-Cal and justice involved 
individuals is a critical component of DHCS’ proposal to the federal government. All the 
components of the proposal presented are for statewide initiatives. Individuals who 
have spent time in jail or have been incarcerated have high levels of physical and 
behavioral health diagnoses, therefore, reentry is one of the core cornerstones of 
DCHS’ proposal. It is important to note that there is a disproportionally higher number of 
people of color who are incarcerated, so it is important to ensure DHCS is closing 
equity gaps with the proposal. DHCS is proposing to mandate statewide that any 
individual being released from county jail or a juvenile facility is screened and enrolled 
into Medi-Cal. The next piece includes engaging with individuals that meet certain 
clinical criteria, such as pregnancy, diagnosed diseases or clear behavioral health 
diagnoses, to provide additional in-reach services 90 days prior to reentry to stabilize 
and make connections with individuals. DHCS is also focused on identifying individuals 
with higher complex cases and connecting them to enhanced care management (ECM) 
services. DHCS is offering a robust set of housing transition services in order to reduce 
the number of people being released from incarceration into homelessness. Lastly, data 
sharing infrastructure is a critical part of this proposal. With linkages between 
incarceration and the community, a significant ability to decrease overall costs and 
improve health outcomes is possible. It is critical to have appropriate services in the 
community to make sure an individual is receiving the necessary care. DHCS 
highlighted the funding in the budget. There was $2.2 billion of infrastructure to build out 
the full continuum of behavioral health services in California, which includes competitive 
grants to qualifying entities to acquire real estate or to rehabilitate existing properties.  
Tyler Sadwith presented the core components of the CalAIM justice involved initiative 
for individuals who are preparing to be released into the community. Correctional 
partners deliver services inside a CDCR correctional facility, but challenges lie at 
reentry because once an individual leaves a facility, it is difficult to deliver services. 
Upon jail intake, individuals should be screened for potential Medi-Cal eligibility. 
Correctional institutions should work with the county to complete, submit, and process 
the application for Medi-Cal enrollment. Once enrollment has been facilitated, the 
correctional institution can screen enrolled individuals for the 90-day pre-release to 
connect them to community-based care management providers for access to in-reach 
services. A key component of in-reach services includes behavioral health handoffs and 
linkages so individuals are able to continue treatment with community-based Medi-Cal 
Managed Care Plan behavioral health providers and county behavioral health plans.  
Rene Mollow stated in regard to the Medi-Cal application process, Assembly Bill 133 
(AB 133) mandates county jails and youth correctional facilities to administer a pre-
release Medi-Cal application. Having Medi-Cal eligibility established prior to release is 
critical to facilitate access to services upon release from a correctional institution.  
Mr. Sadwith stated that there is a federal prohibition on using Medi-Cal funding to 
deliver care to inmates in a public institution (the Institutions for Mental Diseases 
exclusion rule). In the section 1115 waiver CalAIM application, DHCS has requested 



authority to cover Medi-Cal services to the eligible justice involved population during the 
90-day period prior to release. DHCS has negotiated with the federal government to 
authorize this initiative. The Centers for Medicare and Medicaid Services (CMS) would 
require DHCS to develop a research and evaluation methodology to assess the 
outcomes of the goals in the demonstration project. DHCS identified key objectives of 
the initiative: improving physical and behavioral health outcomes, reducing emergency 
department visits and inpatient hospitalizations, promoting continuity of medication 
treatment, lowering healthcare costs, and establishing relationships with in-reach case 
managers and care coordinators. By identifying and stabilizing chronic health 
conditions, individuals will experience increased continuity, retention, and service 
utilization, and improvements in managing chronic conditions. Social determinants of 
health, such as homelessness, would be addressed for individuals in need through the 
Community Supports component of CalAIM (previously called In Lieu of Services). 
Populations targeted for the 90-day in-reach services include those with developmental 
conditions, chronic conditions, behavioral health conditions, and those in an 
incarcerated setting, but the full eligibility criteria have not yet been finalized. Services 
proposed to CMS to be included in the pre-release and benefits package include in-
reach intensive care management or care coordination, physical and behavioral health 
clinical consultation, labs and x-rays, medication for addiction treatment, services to 
support the release of individuals from a correctional facility, medical equipment, and 
medications prescribed for any diagnosis. The collaboration of correctional facilities to 
participate in this initiative is critical to improve health outcomes. Furthermore, DHCS is 
seeking Projects for Assistance in Transition from Homelessness (PATH) funding from 
the Substance Abuse and Mental Health Services Authority to support CalAIM 
implementation, including the transition of the Whole Person Care pilot programs into 
ECM and Community Supports. 
Susan Philip stated that ECM is a comprehensive case management benefit that 
addresses clinical and non-clinical needs. It is intended to be interdisciplinary, high-
touch, and patient centered through in-person interactions with Medi-Cal members. 
ECM includes dedicated case managers to help coordinate care. ECM is a new benefit 
that will be available to Medi-Cal members who meet specified criteria, including those 
who are transitioning from incarceration. DHCS requires that Managed Care Plans 
provide ECM through community-based ECM providers that have experience working 
with the justice-involved population. The benefit will go live January 1, 2022, for Whole 
Person Care counties. By January 2023, ECM will be available for adults, children, and 
youth who are transitioning from incarceration or have been incarcerated in the last  
12 months. Community Supports is a set of 14 pre-approved services that are optional 
for Managed Care Plans to offer. They are medically appropriate and cost-effective 
alternatives to Medi-Cal services that decrease the use of health care services, such as 
hospital care or emergency department use. Additionally, Community Supports help 
with housing transition navigation services. DHCS strongly encourages Managed Care 
Plans to offer Community Support services. Currently, DHCS has 24 Model of Care 
Plans and 47 out of the 58 counties are offering Community Supports. Each plan has 
been elected to offer different Community Support services that support justice involved 
populations that may be in need of housing support to prevent homelessness or 
incarceration.  



Mr. Sadwith stated the DHCS has organized their policy planning efforts for the 
comprehensive initiative with key components that include three domains. The first 
domain is centered on the pre-release Medi-Cal application and the Medi-Cal 
enrollment process. This domain is the targeted area of focus for workgroups that 
support the Justice-Involved Advisory Workgroup. The second domain includes in-
reach services. Some of those services include screening and enrolling individuals 
eligible for pre-release services into the initiative, facilitating provider networks to 
ensure continuity with managed care providers so individuals are able to establish and 
maintain therapeutic relationships and medication coverage for 30-days post-release. 
The third domain focuses on governance oversight through data analytics and 
monitoring research and evaluation for demonstration objectives. This is the initial 
approach to how DHCS is developing planning efforts. DHCS convened a Justice-
Involved Advisory Workgroup comprised of key stakeholders who are strongly 
positioned to provide meaningful input into CalAIM and the comprehensive initiative 
given their respective roles and responsibilities and the services they provide. The 
purpose for the workgroup is to solicit stakeholder input on the policy and operational 
features of the CalAIM Justice-Involved Initiative. The workgroup is not a decision-
making body, but rather a forum for providing expert input to support DHCS’s decision 
process. The workgroup will hold meetings over the next year-and-a-half to enhance 
and support the Advisory Workgroup. Furthermore, DHCS is forming two sub-
workgroups: one focused on the pre-release application and enrollment period and the 
other focused on pre-release service delivery and re-entry. 

Q&A with Councilmember Advisors 

Q:  Chief Mack Jenkins asked if the mandate for the initiative was AB 133. 
A:  Ms. Cooper stated that is correct. 
Q: Chief Jenkins asked how the efforts of this initiative impact jails that already have 

existing protocols or efforts to do what this initiative calls for. 
A: Ms. Cooper stated that AB 133 would change the voluntary aspect, where a county 

can choose to screen for eligibility in jail and enroll individuals prior to release, to a 
mandate across all jails and juvenile facilities in California by January 2023. As of 
now, not all counties have voluntarily chosen to enroll individuals into programs prior 
to release, so it will equal the mandate across prisons and jails in California.   

Q: Chief Jenkins stated that some counties, such as San Diego County, are already in 
compliance with the mandate, so those counties will not necessarily change what 
they are already doing. 

A: Ms. Mollow stated that part of DHCS’ efforts in their workgroup on the eligibility and 
enrollment topic is to look at the best practices in prisons and jails that counties are 
doing voluntarily and extend them to counties that have not yet implemented the 
process. The counties that are already practicing this implementation can facilitate 
discussions and help people understand what works and what does not. It will 
solidify the importance of strong collaboration with the county welfare offices that 
have the responsibility of the final determination for Medi-Cal eligibility.  



Q: Chief Jenkins asked what the level of engagement has been with the Sheriff’s 
Association as a necessary stakeholder to implement this initiative. 

A: Ms. Mollow stated that there has been extensive engagement. DHCS has started 
efforts toward CalAIM in terms of engaging with sheriff offices, probation offices, and 
youth correctional settings, and convening the eligibility workgroup for the pre-
release efforts.   

Q: Chief Jenkins asked if that includes the Chief Probation Officers of California 
(CPOC). 

A: Ms. Mollow stated it does include CPOC. 
A: Ms. Cooper stated that DHCS has extensive representatives from jail, probation, and 

other entities on the Advisory Committee. 
Q: Chief Jenkins asked if another domain can be added to the planning domains that 

talk about sustained delivery of services and the retention of services for the 
population under correctional supervision. He suggested it be an area for discussion 
or further exploration.  

A: Mr. Sadwith stated that when folks are released in the community, the medical, 
behavioral, and social services they are receiving require the engagement of parole 
and probation officers to sustain engagement in services.  

Q: Chief Jenkins stated there is research that shows that a therapeutic or balanced 
approach philosophy of supervision plays a role in keeping individuals engaged in 
services. He suggested efforts be focused on this because the longer they remain 
engaged, the more effective treatment will be.  

A: Mr. Sadwith stated he agreed with Chief Jenkins. Supervision will be embedded with 
the behavioral health linkages at the referral process. County Behavioral Health 
partners will inform the design of the handoffs, retention, and engagement. 

Q: Secretary Allison thanked everyone for their hard work. There will be support for our 
returning citizens that will make a difference in their lives and lower recidivism rates. 
The mental health treatment and substance abuse treatments are critical 
components of this initiative.  

Q: Judge Manley stated that the Supreme Court has issued a decision related to bail 
that has moved us in the direction of pre-trial releases in many jails. Release dates 
are unknown and unpredictable. Homeless individuals are also a group for concern 
because they are in and out of the correctional system. Judge Manley asked if pre-
release planning should begin on the day of booking. 

A: Ms. Cooper stated that the 90-day time period is in regard to jails. The sub-
workgroup DHCS has identified will be doing workflows to map out the 
inconsistencies of each individual case. Some Whole Person Care pilots did do it 
upon booking. There is still learning needed in regards to mapping it out and making 
decisions, and much to figure out about how this initiative will look. DHCS has not 
mapped out what they think best practices will be. They will be doing a learning 
collaborative on this to best serve our population.  



A: Ms. Mollow added that eligibility has been under discussion at the Pre-Release 
Workgroup and DHCS knows some counties have implemented policies and 
processes to start the booking stage and have identified issues. DHCS is working 
through those issues and developing process flows. It will be critical to bring key 
stakeholders to the table to learn from those who have been doing this work and can 
provide insight on navigating frequent flyers and how to gain predictability. DHCS is 
working to finalize the process with the suggested improvements.  

Q: Judge Manley suggested involving the courts because judges ultimately make the 
determination, and the more information they have on what is available and how the 
system works, the better the whole system will work. In regards to the 1115 Waiver, 
when will it be determined if they’ve been approved? 

A: Ms. Cooper stated DHCS is actively working with CMS on the 1115 Waiver Proposal 
and should have approval before January 2022, but some details may not be 
finalized by that date. There are critical items it the 1115 Waiver going live  
January 1, 2022.  

Q: Judge Manley asked if the initiatives will go through Managed Care Plans or the 
Behavioral Health Department of each county.  

A: Ms. Cooper stated the services provided in the jail will be between DHCS and the 
county jail providers, prisons, and juvenile facilities. When someone is released, 
ECM and Community Supports will be provided through Managed Care Plans. There 
will be tight coordination upon reentry with Managed Care Plans to make sure the 
necessary services are being tracked for an individual. Intensive behavioral health 
services, such as mental health and substance use disorder (SUD) services, being 
received while incarcerated will be transferred to the county behavioral health 
partners upon release, with the exception of mild mental health needs, which are 
addressed by Managed Care Plans. There will be linkage between DHCS and the 
county upon release to make sure an individual continues with services upon 
reentry. Full data sharing between the prison, jail, juvenile facilities, and county 
behavioral health partners will be critical since there are multiple partners involved.  

Q: Dr. Hobson stated as a County Behavioral Health Director he is wondering how 
CalAIM will be operationalized. He is in a small county that doesn’t contract out with 
a private for-profit health care provider and his county provides the services in jail. Is 
DHCS suggesting when they do in-reach they can start drawing down Medi-Cal 
dollars at the 90-day mark, and will jail medical be able to do the same? If they are 
dealing with someone who has health conditions, but not necessarily a severe 
mental illness or substance use, will those jail medical services be Medi-Cal 
reimbursable?  

A: Ms. Cooper stated DHCS will be identifying a subset of services that would be 
billable to Medi-Cal and federally reimbursed, which is not the case today. There will 
be a sub-workgroup that will help to identify and finalize the list of services and how 
that will mechanically work. If approved, federal funds will be able to be drawn down 
for in-reach services.  



Q: Dr. Hobson stated large organizations, such as Wellpath, that operate in the jail and 
do medial and behavioral health services are not accustomed to Medi-Cal 
documentation and billing. How will that be simplified? Is it part of the revamp of how 
services will be documented? It seems like it’s going to be a big lift for private 
providers.  

A: Ms. Cooper stated that documentation reform will be rolling out before this initiative 
goes live. DHCS will have to think broadly about the complexities for county 
behavioral health and streamline with broad-based healthcare for documentation. It 
is intended that the services provided prior to release will be continued in the 
community. Starting services while incarcerated helps to create a relationship and 
build trust for a warm handoff. It also helps to complete the assessment so the 
individual understands the treatment plan and the warm handoff can be coordinated. 
Some counties do in-reach services themselves, which is ideal because then the 
county is there and the handoff to the community is smoother. But there are a 
number of jails where that isn’t the case, so DHCS will need to have different 
workflows for different pieces and make sure the data sharing and coordination of 
services provided in-house while incarcerated can be connected to the community. 
How this should be done may vary across the State. DHCS is aiming to create a 
model that is flexible enough to ensure jails and juvenile facilities have the ability to 
modify based on the provider type and the way they coordinate services.  

A: Mr. Sadwith stated this information is pursuant to the federal government approving 
the request, but if CMS does approve, then the target set of services would be 
billable to Medi-Cal by providers that are enrolled in Medi-Cal. Wellpath, or other 
service providers, would have to enroll into Medi-Cal as a provider. The 
documentation requirements and other administrative requirements that go along 
with participating in any Medicaid program would apply to the documentation reform. 
Behavioral health services reform, including specialty mental health services and 
SUD services, are aimed to be implemented in July 2022, so those would be 
established well in advance of the go-live date for this initiative and hopefully ease 
any trepidation with documentation challenges.  

Q: Dr. Hobson asked hypothetically, if a sheriff is paying a large Wellpath contract and 
Wellpath is now getting revenue for the sheriff’s department and drawing down 
Medi-Cal, will there be considerations for this type of situation. The sheriff could 
save money and leverage those dollars elsewhere.  

A: Ms. Cooper stated that is something DHCS will look into when they start thinking 
about billing and reimbursement of services. It will need to be determined whether 
billing will be done between the county and DHCS, with the provider directly, or a 
hybrid. DHCS will need to determine provider identification that those services were 
provided while an individual is incarcerated. This is likely something that would be 
worked through with the support of the sub-workgroup to inform operational 
implementation pieces. 

Q: Chief Jenkins shared his experience creating a one-stop-shop in San Diego that 
focused on collaboration with the community and stakeholders outside the justice 
continuum. People were picked up after being released to the community from any 



prison in California, with recognition of the risks and dangers that occur within the 
first 48 hours of leaving incarceration. Temporary housing was built into the one-
stop-shop, as well as a process to engage with the individuals to help them 
understand their service needs. The goal was to facilitate the process of reentry so 
the individual would leave with a case plan. He stated he understands the comment 
about how case managing is not sensitive to language, but the plan is designed to 
help individuals be engaged in services designed to address their needs. Case 
planning is done with an individual, not to an individual, and they have a say in what 
their care will be, how it will be delivered, and what issues will be addressed. The 
one-stop-shop is still working today and has seen a reduction in people absconding 
from supervision and a reduction in warrants being issued. The one-stop-shop was 
collaboratively conceived and designed to better serve the population reentering into 
the community, which has been successful so far. 

Q: Ms. Fisher stated that she represents the family member perspective on the Council 
with a son who lives with serious mental illness and has been in CDCR. She has 
facilitated support groups for family members who have loved ones with mental 
illness in prison/jail for over 10 years. She asked if there is infrastructure to receive 
the individuals who will be flooding the system. A system that couldn’t serve these 
individuals is what got many of them in jail/prison in the first place. The warm 
handoff sounds wonderful, but will there be a warm handoff with the provider system 
on the outside? Many more provider systems, such as the one mentioned by Chief 
Jenkins, are needed to receive the increase in individuals seeking service.  

A: Ms. Cooper acknowledge the need for an investment in infrastructure. She stated 
there is money from PATH that will be given to sheriff departments and probation, as 
well as community-based organizations who focus on warm handoffs, to build up the 
community capacity for reentry services. County behavioral health partners will also 
be able to use PATH dollars to increase capacity. The Behavioral Health Continuum 
Infrastructure Program (BHCIP) invests $2.2 billion to California behavioral health 
facilities and services for both specialty mental health and SUD. DHCS is aware of 
the gaps in crisis care, various high acuity services, and community-based services, 
and plans to use the BHCIP funding to invest in those types of facilities. A stronger 
behavioral health footprint is needed in California, specifically providers at the 
intersection of behavioral health and justice, because it is a unique type of service. 
Peers should be used to inform the work in those services. 

A: Mr. Sadwith stated a CalAIM initiative around documentation reform aims to 
streamline the requirements for clinicians in terms of what they have to document, in 
conjunction with a similar initiative for behavioral health payment reform. The goal is 
that clinicians will have time freed up since it has been heard that some clinicians 
spend 30 percent of their time treating the chart and not the patient. By streamlining 
these behavioral health Medi-Cal policies with the funding through PATH and 
BHCIP, hopefully clinicians and provider organizations will be able to increase 
productivity and open up their caseloads. 

Q: Secretary Allison stated Returning Home Well was very educational. Individuals 
were picked up at the institution and driven to the location of their temporary housing 
provided by CDCR’s Specialized Treatment for Optimized Programing contractors. A 



successful aspect of the program was that if an individual had a plan for housing that 
did not work out, they could still participate in the program. Returning Home Well will 
be used as a model going forward because it has been so impactful. 

***Public Comment*** 
Q: A participant from the Mental Health Services Oversight and Accountability 

Commission asked if DHCS is planning on building linked data between Medi-Cal 
physical health, Specialty Mental Health Services, managed care mental health, 
community mental health, and criminal justice data systems to help track and reduce 
recidivism related to unmet mental health/SUD needs.  

A: Ms. Cooper stated the Population Health Management project within CalAIM will 
compile all administrative and clinical data from DHCS for broad data analytics that 
will allow the program-specific services an individual is engaging in to be examined. 
The program will improve data analytics in regards to the impact of DHCS services 
on outcomes, such as emergency room utilization, inpatient utilization, etc. It is 
estimated Population Health Management will be live in January 2023 in a phased 
implementation, and DHCS is hopeful that it will help guide future delivery 
transformation to analyze the whole person and how services are improving their 
health.  

Q: A participant asked who is on the Advisory Committee and workgroup and if the 
meetings are open to the public. 

A: Ms. Mollow stated DHCS can provide a list of the members for the Advisory 
Committee. They are currently determining next steps for the workgroup meeting 
and will be putting up a DHCS webpage to provide more information about the 
justice-involved initiatives under CalAIM.  

Q: A participant from the County Behavioral Health Directors Association stated the 
transition post-incarceration is a particularly vulnerable time for individuals with 
substance use related disorders, and overdoses post-incarceration often lead to 
death. The seriously mentally ill and SUD populations are targeted, but DHCS isn’t 
looking at the overdose statistics as a potential metric, which is something that 
should be considered. The description of how 90-day in-reach services are going to 
be done isn’t clear. It seems like the fee-for-service through a community-based 
organization will be billed directly to DHCS and then a virtual assessment will be 
done. Will clinicians be doing behavioral health assessments to link folks to county 
behavioral health? It might be too late to get behavioral health linkage with ECM. 
There are several counties where County Behavioral Health is already operating 
within the jail and providing services inside and a lot could be learned from those 
counties.  

A: Mr. Sadwith stated individuals at risk of overdosing from a drug related overdose and 
dying within two weeks following release from prison is 129 times more likely than 
the general population. Medicated Assisted Treatment was identified as one of the 
services that will be provided by the behavioral health care providers, as well as  
30-day post release medication. Ensuring successful reentry is critical, and DHCS is 
not conceptualizing that as post-release or post-ECM, it should begin before release. 



DHCS is interested in learning the best practices from counties that are currently 
delivering behavioral health care services in correctional facilities. It will also be 
helpful to learn about the assessments being provide inside. The operational details 
(e.g., when assessments are done, who performs assessments, how assessments 
trigger referrals to Managed Care Plans for non-specialty mental health services or 
counties for specialty mental health and SUD services) are still being worked out, 
and DHCS hopes the Advisory Group will be able to piece things together and 
determine how to bring the providers and counties into the fold during the in-reach 
pre-release period to effectuate referrals. The goal is for relationships to begin 
before release. 

Q: A participant stated he has a son with a serious mental illness and has lived through 
the journey. He stated his journey isn’t siloed and the work done throughout these 
systems shouldn’t be siloed either. The system user and the family don’t seem to be 
included, and they don’t have the correct expectations of what the system can and 
cannot do because the systems don’t communicate well. He stated he is concerned 
with how the California Mental Health Services Association will handle peer 
certification. System partners need to figure out how to spend the $100 million 
funding properly for research on capacity, handoffs, “mystery shops,” and navigation 
maps for system of care networks so the money is not wasted.  Professional 
facilitators should be used so the personalities in the rooms don’t control the 
principles. The participants showed appreciation for being able to speak openly and 
honestly. 

Q: Chief Jenkins stated the Managed Care Plan will have to be well coordinated with 
any case plan created by supervision officers to avoid duplication of services and 
confusion for the individual. Effective collaborative case management will be critical.  

A: Ms. Grealish stated that was included in our Legislative Report last year and is 
repeated in this year’s report because Collaborative Comprehensive Case Planning 
is critical. There is a tool to do that and it will be critical to help support multi-system 
collaboration.  

Q: A participant asked if the workgroup or committees will be on Zoom and if they are 
open to the public.  

A: Ms. Mollow stated they will be on WebEx.  
Q: A participant from Cal Voices stated they have been closely following CalAIM, but it 

is still not clear. It is incredibly complex and Cal Voices is trying to find a way to 
ensure that they are informing stakeholders to help drive these changes and new 
programs. Cal Voices has done many focus groups with leaders and stakeholders at 
the county and State level for several years and have found a reoccurring theme that 
individuals who were formerly incarcerated wish they had a one-stop-shop as soon 
as they were released. It could be located within the prison or jail, across the street, 
or next door. It is a critical missing link and necessary service to assist individuals 
that need to be recognized. It would cut back on recidivism and ensure that 
individuals get the appropriate natural supports they need to help reenter.  



A: Ms. Philip stated one of the goals of ECM is to have one Care Manager who is the 
point of contact for the member and can help that individual navigate the systems in 
terms of physical and behavioral health and wraparound social services. DHCS is 
formulating a process of how the warm handoff will be done.  

Q: A returning community member stated nobody getting out of jail wants to go across 
the street for a one-stop-shop. A one-stop-shop is great, but it needs to be 
community-based and ran by individuals in that community. The resources should 
be used to address the problems in the community, not across the street from jail. 
In-reach is a service that works, but a process should be developed to allow 
individuals with lived experience to come inside and start conversations around 
health care because many men and women in jail/prison are not talking about health 
care. Continue to think about bridges, not barriers or separation from community. A 
one-stop-shop should be a community development.  

Q: A participant from Cal Voices stated the one-stop-shop would be fully integrated into 
the community and ran by peers. Across the street is not the ideal location, similar to 
how people wouldn’t want to go across the street from the hospital for a Wellness 
Center. One-stop-shops would decrease recidivism and increase the continuity of 
care and cross agency collaboration, which Cal Voices has consistently heard 
counties are having challenges with doing, especially during COVID. Prior to COVID 
entities could walk into another organization’s office to connect an individual with 
services, but now communication relies on phone calls or emails, which makes it 
more challenging to collaborate with other organizations. A one-stop-shop with 
increased communication, creating a fluid flow of information, advertising 
stakeholder engagement, and many other things that are currently lacking. The 
participant stated it has been wonderful to be on the inside in understanding the 
mechanisms being put in place to better support individuals in the criminal justice 
system with behavioral health needs. CalAIM is very complex and the participant 
stated that even as a professional she has difficulty fully understanding some of the 
legislation that has been put in place and the programs and services that will be 
happening. If herself and her organization, and other professionals who have been 
in the field for a long time, struggle with it, then she empathizes with individuals who 
are not in the field because the language being spoken in these meetings is not 
typical language for most people. Many people reentering back into the community 
don’t have a case manager because that title has a negative association. No one 
wants to be a case that someone is managing or a number in a database, they want 
unique care for their unique circumstances. It is important to think about the 
language that is being used, how the mechanisms are explained to stakeholders, 
and ensuring that the information is palatable for people.  

Ms. Grealish thanked the DHCS team for their comprehensive presentation on the 
justice involved package for CalAIM. There is a broad community of stakeholders that 
want to participate and CCJBH will provide links to the DHCS website, as well as share 
an overview of the justice-involved CalAIM proposals that CCJBH developed with 
DHCS’s review and feedback. 
  

https://www.dhcs.ca.gov/provgovpart/Pages/CalAIM.aspx
https://www.cdcr.ca.gov/ccjbh/wp-content/uploads/sites/172/2021/09/CalAIM-Proposals-Relevant-to-Justice-System-Partners_September-2021.ADA_.pdf


 

V. CCJBH Business Meeting 
a.  2021 Annual Legislative Report  
CCJBH began developing recommendations for the 2021 Annual Legislative Report 
over the summer, which were then informed by discussion at the Diversion/Reentry and 
Juvenile Justice Workgroup Meetings held in September. The draft 2021 Annual 
Legislative Report was completed in early October and circulated for feedback from 
Councilmembers and CDCR/CCHCS executives. The 2021 Annual Legislative Report is 
similar to last year’s report and contains background Council’s work in the 
Diversion/Reentry and Juvenile Justice Workgroups; project updates; reflection on 
recommendations from past years; and Medi-Cal Utilization Project data from the data 
share between DHCS and CDCR, which examines Medi-Cal utilization of individuals 
releasing from CDCR and transitioning back to their communities as returning citizens.  
Ms. Grealish asked if Councilmembers wanted to vote on the report today with the 
caveat that any feedback that has not been received will be incorporated, or plan a 
Special Council Meeting to vote on the report in November.  
Chief Jenkins stated he prefers to hold off on the vote today and vote in November at a 
Special Council Meeting.  
Secretary Allison supported the idea of postponing the vote.  
Ms. Grealish stated that once the Councilmembers vote on the 2021 Annual Legislative 
Report, it will be routed for approval and then submitted to the Legislature no later than 
December 31, 2021. 
b. CCJBH Project Updates 

1) Assembly Bill 361 (AB 361): Open meetings: state and local agencies: 
teleconferences 
AB 361 authorizes an exemption under the Public Health Emergency to allow 
virtual meetings instead of the in-person meetings as required by the Bagley 
Keene Act.  
AB 361 extends the virtual meeting exemption until January 31, 2022. 

2) Juvenile Justice Workgroup  
The March workgroup focused on SB 823 Juvenile Justice Realignment and 
efforts of key State agencies such as the Office of Youth and Community 
Restoration, Board of State and Community Corrections and Chief Probation 
Officers of California. In June, CCJBH hosted a panel discussing the impact of 
the COVID-19 Public Health Emergency on the behavioral health of 
children/youth involved in the juvenile justice system. In September, CCJBH 
staff provided an update on the Juvenile Justice Compendium and Toolkit 
Request for Proposal (RFP) and shared draft legislative report 
recommendations. The RFP was posted on October 22, 2021, and will be 
available to prospective bidders through November 18, 2021.  



3) Diversion/Reentry Workgroup  
The March workgroup focused on a presentation from the California Health 
Facilities Financing Authority that provided updates on the Community Services 
Infrastructure Grant Program, and CCJBH and CDCR/CCHCS presented the 
initial barriers compiled for the SB 369 Veto Message Report, which was later 
finalized and posted in September. The June workgroup featured a presentation 
from the Department of State Hospitals (DSH) on the DSH Diversion Program. 
In September, CCJBH staff provided an update on the CSG Justice Center’s 
Diversion Training and Technical Assistance (TTA) Contract and shared draft 
legislative report recommendations.  

4) Housing & Homelessness 
CCJBH continues to collaborate with key partners to further the efforts to study 
strategies to improve housing outcomes for individuals in the intersection of 
criminal justice and behavioral health. CCJBH is working with the CSG Justice 
Center to implement the policy recommendations established in CSG’s report, 
Reducing Homelessness for People with Behavioral Health Needs Leaving 
Prisons and Jails. CCJBH, in partnerships with the CSG Justice Center, hosted 
a Housing Report Launch event on August 18, 2021, and is now working to 
develop a webinar series, with support from the California Health Care 
Foundation, to do a deep-dive on the report recommendations, educating 
individuals on what is involved, particularly with regard to cross sector/agency 
collaboration. The CSG report recommendations are included in the Homeless 
Coordinating and Financing Council’s (soon to be California Interagency Council 
on Homelessness) Action Plan. CCJBH facilitated collaborative partnerships 
with the department of Housing and Community Development on Housing is 
Key, linking CDCR Department of Adult Parole Operations, Probation, and 
Medi-Cal partners in Managed Care and County Behavioral Health to 
information and resources related to the rental assistance application process.  

5) Mental Health Diversion 
The Diversion TTA contract was awarded to CSG Justice Center on  
June 21, 2021, and will run through June 30, 2022. CSG will provide subject 
matter expert specialty consultation services and technical assistance to a 
minimum of 20 counties to enhance, sustain, and/or expand local capacity to 
successfully implemental mental health diversion. CSG will participate and 
facilitate a portion of 12 collaboration meetings to assess what is working (or 
not) within local diversion systems and examine impacts of COVID-19 on 
diversion efforts. Finally, CSG will prepare a report reflecting a proposed set of 
policy recommendations that identify next steps to support and expand diversion 
statewide.  

6) Medi-Cal Utilization Project 
The DHCS-CDCR data sharing agreement was re-initiated this year after a 
change in policy, and multiple agencies signing a multi-agency data sharing 

https://csgjusticecenter.org/wp-content/uploads/2021/02/Reducing-Homelessness-CA_Final.pdf
https://csgjusticecenter.org/wp-content/uploads/2021/02/Reducing-Homelessness-CA_Final.pdf
https://www.bcsh.ca.gov/hcfc/meetings/materials/20210323_draftactionplan.pdf
https://housing.ca.gov/
https://housing.ca.gov/


agreement. The new data sharing agreement was executed in March 2021, at 
which point CCJBH began analyzing the data for individuals being released from 
CDCR and their Medi-Cal utilization trends. The data analyzed is from  
FY 2017-18 because that is the most recent year of complete Medi-Cal claims 
data, so the effects of some of the newer initiatives such as the Integrated 
Substance Use Disorder Treatment Program and the Drug Medi-Cal Organized 
Delivery System are not yet evident in these data. The current analyses show 
findings similar to the report CCJBH published in December 2018, which 
reported that 80% of individuals releasing from prison are getting enrolled into 
Medi-Cal, but it does take about three to six months for individuals to enroll into 
Managed Care Plans. Individuals with behavioral health needs are not getting 
connected to the necessary behavioral health services. It will be interesting to 
see how CalAIM ECM will impact the trend. Usually, the data are not impacted 
unless a massive policy change occurs, which is anticipated with CalAIM.  

7) Public Health Meets Public Safety 
CCJBH staff continue to meet with CSG on a bi-monthly basis and quarterly with 
the Lived Experience Projects (LEP) Advisory Team to provide project updates. 
A focus group comprised of individuals with lived experience was hosted on 
November 19, 2021. The feedback from the focus group will assist in developing 
the framework that will be used to develop a data dashboard. In conjunction with 
the dashboard, CSG plans to develop policy briefs to give a narrative to those 
data. Finally, future strategies will be developed on how to continue gathering 
data for the dashboard so people can use it on a continual basis.  

8) Lived Experience Projects (LEP) 
Year one of the project ended on June 30, 2021, and the LEP contractors are 
now transitioning into their second year of the contract. The LEP contractors will 
be presenting at the Full Council Meeting on December 10, 2021, to share their 
successes thus far, as well as upcoming activities they are planning. 

9) Forensic Peer Support (FPS) Specialty 
CCJBH staff have participated in listening sessions hosted by the California 
Mental Health Services Authority, as well as the Client and Family Leadership 
Subcommittee convened by the Mental Health Services Oversight and 
Accountability Commission. CCJBH continues to work on the FPS Specialty 
White Paper and is planning to host a focus group in early 2022 to gather 
information from stakeholders and gain input to make any necessary 
improvements to the recommendations.  

10) Announcements 
Retired Field Training Officer, Matthew Garcia, resigned from the Council in July 
2021 and CCJBH has gifted him with a plaque to thank him for his dedicated 
work from 2016-2021. 



CCJBH staff member, Angela Kranz, who held the position of Research 
Scientist III is moving on to Covered California. Ms. Grealish showed 
appreciation for the work she has done to stand up the Medi-Cal Utilization 
Project and the work on the SB 369 Veto Message Report. Ms. Grealish stated 
she will miss how well she can articulate complex thoughts into simple ideas 
and help engage folks in discussion. CCJBH staff is actively recruiting the fill her 
position.  

Q&A with Councilmembers: 

No questions were provided from Councilmembers.  

*** PUBLIC COMMENT *** 

No public comment was provided.  

VI. Announcements 
CCJBH will be hosting a listening session on November 3, 2021, to share the feedback 
response developed for the U.S. Interagency Council on Homelessness’s new Federal 
Strategic Plan to Prevent and End Homelessness and get stakeholder input. The 
Juvenile Justice Workgroup will not convene in November. CCJBH will announce  
2022 meeting dates at the December 10th Council Meeting. The Diversion/Reentry 
Workgroup will take place Friday, November 19, 2021, from 1:00–3:00 PM and will 
feature a presentation on deflection by Chief Jenkins. The CCJBH Full Council Meeting 
will take place Friday, December 10, 2021, from 2:00-4:30PM and will feature 
presentations from CCJBH’s Lived Experience Project contractors. A meeting notice will 
be put on calendar. 

VII. Adjourn  
 




