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An overview of the fiscal shifts from MHSA to BHSA 
can be found in the infographic Behavioral Health 
Funding in Transition: MHSA to BHSA.

Background on key policy shifts can be found in the 
fact sheet From MHSA to BHSA: How California’s 
Behavioral Health Policy Priorities Are Changing.

Overview: MHSA to BHSA
California voters approved the Behavioral Health 
Services Act (BHSA) in 2024, replacing the Mental 
Health Services Act (MHSA) that had funded commu-
nity-based mental health services for 20 years. The 
funding source stays the same — a 1% tax on incomes 
over $1 million — but the rules for how counties 
can use the money have changed, and the state now 
plays a larger role in directing funds and in overseeing 
implementation.

As with MHSA, counties create plans in three-year 
cycles under BHSA. The first BHSA Integrated Plan 
(IP) covers fiscal years 2026–27 through 2028–29 and 
explains how counties plan to spend their BHSA funds. 
Counties submit draft IPs to the California Department 
of Health Care Services (DHCS) by March 31, submit a 
final IP to DHCS by June 30, and begin using their BHSA 
funds based on approved plans starting on July 1. This 
means that for the first BHSA IP, counties will begin 
spending their BHSA funds on July 1, 2026.

This brief explores the implications of the transition 
from MHSA to BHSA for the state, counties, and provid-
ers; identifies opportunities; and flags risks to monitor 
as counties implement their first BHSA IP.

infrastructure, increased staff capacity, and greater 
interagency coordination.

	➤ BHSA increases transparency and accountability 
across county behavioral health systems. New 
planning, budgeting, and performance-monitoring 
requirements provide a more complete and stan-
dardized view of county behavioral health service 
delivery and spending, bringing greater visibility — 
and greater scrutiny — to how counties prioritize and 
use behavioral health funds across funding sources.

	➤ Changes in funding priorities directly affect access 
to care and service delivery. Shifts in eligible pop-
ulations, allowable services, prevention and early 
intervention strategies, and Full Service Partnership 
(FSP) requirements require counties to reassess 
existing programs; make trade-offs; and strengthen 
coordination across county behavioral health, public 
health, housing, and Medi-Cal managed care systems. 

Impacts on State Roles and 
Responsibilities
In the transition from MHSA to BHSA, the amount of 
funding for state-directed activities increases from 
5% to 10% of overall BHSA funding. The increase in 
state-directed funding supports the oversight of BHSA 
programs as well as new statewide initiatives that 
focus on behavioral health prevention and workforce 
development. State entities will need to build internal 
staff capacity, establish new policies and processes, 
and develop the infrastructure required to oversee and 
implement new statewide BHSA programs.

Key Insights
	➤ BHSA expands the state’s administrative and 

oversight role. Compared with MHSA, the state 
now plays a more active role in directing funds, 
setting standards, overseeing performance, and 
administering statewide initiatives — requiring new 
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Figure 1. Overview of BHSA State-Directed Funding

 
Note: BHSA is Behavioral Health Services Act.

Source: Behavioral Health Services Act (BHSA) County Policy Manual, Chapter 6, Section B.2: State Directed Funding California Department of Health Care Services,  
April 2026.

As Figure 1 shows, the 10% state allocation of BHSA 
funding includes the following:

	➤ Statewide oversight and monitoring. Three percent 
of total BHSA funding supports state administration, 
development of statewide goals, oversight of county 
outcomes, and technical assistance activities. 
These state-directed funds primarily support DHCS 
and the Behavioral Health Services Oversight and 
Accountability Commission, also called the Commis-
sion for Behavioral Health (CBH).

	➤ Workforce development. Three percent of total 
BHSA funding supports the Department of Health 
Care Access and Information in designing and 
administering new behavioral health workforce ini-
tiatives. These initiatives focus on building a diverse, 
qualified behavioral health workforce and improving 
access to care in underserved areas.

	➤ Prevention. Four percent of total BHSA funding 
supports CDPH in designing and administering 
population-based mental health and substance use 
disorder (SUD) programs. A portion of funding sup-
ports statewide programs, and the remainder will 
be distributed to community organizations, tribes, 
and local health jurisdictions through grants.

How Has the Role of the Oversight and 
Accountability Commission Changed?
Formerly, the Mental Health Services Oversight and 
Accountability Commission was responsible for over-
seeing aspects of the Mental Health Services Act 
implementation, including approving county Prevention 
and Early Intervention plans and Innovation projects. 
Under the Behavioral Health Services Act (BHSA), the 
commission was renamed as the Behavioral Health 
Services Oversight and Accountability Commission, also 
called the Commission for Behavioral Health (CBH), and 
the commission expanded from 16 to 27 members. 

CBH no longer approves county Prevention and Early 
Intervention plans or Innovation projects. Now, CBH 
advises on behavioral health prevention policies and 
oversees the newly created BHSA Innovation Partner-
ship Fund. Through 2031, the Innovation Partnership 
Fund will award up to $20 million annually in a compet-
itive grant process to projects that support innovative 
behavioral health services and programs. CBH will also 
continue to oversee grants from the Mental Health Well-
ness Act fund.

http://Behavioral Health Services Act (BHSA) County Policy Manual
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Impacts on Accountability  
and Transparency
A Broader View of County Behavioral 
Health Funding
Counties develop a three-year plan, called an Inte-
grated Plan (IP), which describes how they will spend 
their BHSA dollars. Each county’s plan is developed in 
partnership with local stakeholders and is approved by 
the county board of supervisors. The IP and its asso-
ciated budget include a comprehensive accounting of 
all the behavioral health services and programs that 
are delivered by the county behavioral health agency, 
not only those funded by BHSA. The IP budget reflects 
estimated annual behavioral health spending across all 
funding sources, including BHSA, Medi-Cal, Medicare, 
federal grants, local funds, and commercial insurance.

Reinforcing BHSA’s Role as a Payer  
of Last Resort
BHSA funds must be prioritized for people who have 
the greatest needs and for whom no other funding 
sources are available. As a result, counties are required 
to make a “good-faith effort” to bill Medi-Cal and other 
payers, such as commercial insurance and Medicare, 
before using BHSA dollars.1 Some programs that were 
previously funded under MHSA may no longer be 
funded under BHSA. Since MHSA was first implemented 
in 2004, Medi-Cal has expanded covered services and 
provider types, and the expectation is that counties use 
Medi-Cal, not BHSA, to pay for those services.

What is in the BHSA IP?
The Behavioral Health Services Act (BHSA) Integrated 
Plan (IP) includes the following:

	➤ An overview of all county behavioral health funding 
sources and services provided in the county

	➤ County demographics and local behavioral health 
needs

	➤ County behavioral health goals and measures

	➤ Programs and services that counties will fund under 
the BHSA and the county’s BHSA budget

	➤ Information about the community planning process 
for the IP, including who was involved and the feed-
back received from the community

Source: Behavioral Health Services Act County Policy Manual, Chapter 3: 
“County Integrated Plan,” California Department of Health Care Services, 
April 2026.

Fact Check: DHCS sets the rules for how BHSA funds 
may be used, but counties can request some flexibility 
to better meet local needs. 

Counties may ask to shift a portion of funding between 
BHSA funding categories, as long as the request is 
included in the Integrated Plan and is reviewed through 
the local community planning process.

In practice, leveraging Medi-Cal before BHSA can 
be complex. Counties are required under BHSA to 
demonstrate meaningful efforts to support provider 
enrollment in Medi-Cal to ensure that BHSA providers 
can bill Medi-Cal first whenever possible. Enrolling new 
Medi-Cal providers can be challenging for counties for 
many reasons, including provider concerns about low 
Medi-Cal rates, the technical and operational capabili-
ties necessary to meet coding and billing requirements 
under the CalAIM (California Advancing and Innovating 
Medi-Cal) Behavioral Health Payment Reform initiative, 
and other administrative burdens associated with con-
tract compliance. These administrative and compliance 
challenges disproportionately affect smaller communi-
ty-based providers, including many of those delivering 
culturally responsive early intervention services, who 
often face bigger hurdles to Medi-Cal participation.

BHSA reinforces this “funding of last resort” framework 
by requiring counties to ensure that providers verify 
beneficiaries’ Medi-Cal eligibility before using BHSA 
funds. Limiting when counties can use BHSA funding to 
services not covered by Medi-Cal leaves county budgets 
especially exposed to shifts in Medi-Cal eligibility policy. 
When people lose Medi-Cal coverage, as is expected to 

https://www.dhcs.ca.gov/BHT/Pages/Policy-Manual.aspx
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happen in the near future based on federal actions in H.R. 
1, county BHSA programs will likely experience additional 
strain on their already limited resources.

Stronger Focus on Working Toward 
Statewide Behavioral Health Goals
BHSA introduces new performance-monitoring require-
ments that did not exist under MHSA. Counties must 
now report on progress toward statewide behavioral 
health goals (see Figure 2) using standardized metrics. 
In June 2025, DHCS released an initial set of popula-
tion-level indicators, referred to as Phase 1 measures, 
which provide context on how counties are perform-
ing relative to statewide benchmarks. Counties are 
required to explain in their IPs how they will address 
six priority goals and at least one additional goal where 
local data differ from the statewide average. A full 
list of Phase 1 measures can be found on the DHCS 
Behavioral Health Services Act County Policy Manual 
resources page.2

Figure 2. Statewide Population Behavioral Health Goals

Phase 1 measures are intended to help counties and 
stakeholders understand local behavioral health needs 
as the counties develop their first BHSA IPs. However, 
these indicators are largely population-level measures 
that county behavioral health systems cannot influence 
on their own. For example, the primary measure related 
to reducing the removal of children from their homes is 
the rate of children in foster care, while a supplemental 
measure tracks specialty mental health services pene-
tration among open child welfare cases.

Beginning in 2026, DHCS will introduce Phase 2 
measures, which will focus more directly on the per-
formance of county behavioral health systems and 
Medi-Cal managed care plans (MCPs). These measures 
are expected to be incorporated into DHCS oversight 
activities beginning in the second IP cycle (FY 2029–30 
through FY 2031–32). Over time, the shift toward sys-
tem-level performance measures is intended to support 
more strategic planning and resource prioritization 
across behavioral health delivery systems, although 
many priority outcomes — such as reducing 
homelessness  and preventing child welfare 
involvement — will  require coordination across 
multiple sectors beyond behavioral health.

Impacts on Access to Care
BHSA reshapes county funding priorities and reorga-
nizes how funding is structured (see Figure 3), affecting 
how and whether counties can continue programs that 
were previously supported under MHSA. These shifts 
have direct implications for service delivery. Counties 
will have to balance the pressure to sustain existing 
programs with the need to modify or to redesign ser-
vices to align with new BHSA requirements. 

Source: Behavioral Health Services Act County Policy Manual, Chapter 2,  
Section C.2: “Statewide Population Behavioral Health Goals,” California  
Department of Health Care Services, April 2026.

https://www.dhcs.ca.gov/BHT/Pages/Policy-Manual.aspx
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Figure 3. Funding Shifts from MHSA to BHSA

Notes: MHSA is the Mental Health Services Act, and BHSA is the Behavioral Health Services Act.

*Under MHSA, counties could transfer money from Community Services and Supports to fund Workforce Education and Training (WET) or Capital Facilities and  
Technological Needs (CFTN).

Source: Behavioral Health Services Act County Policy Manual, Chapter 6, Section B: “Behavioral Health Services Act Fiscal Policies,” California Department of Health 
Care Services, April 2026.

Redefining the Priority Populations
Under MHSA, the priority population was broadly 
defined to include people eligible for Medi-Cal as well 
as those eligible for county health and mental health 
services. Compared with MHSA, BHSA both narrows 
and expands the priority population (see Figure 4). 
BHSA tightens who the funding is intended to serve by 
focusing on people who have the greatest needs and 
have no other options for care. BHSA also expands the 
scope of the population eligible for services to explicitly 
include people with an SUD in addition to those with 
significant mental health needs. BHSA is not an enti-
tlement program like Medi-Cal, under which members 
have rights to medically necessary services. By contrast, 
BHSA services are available for people who are eligible 
and to the extent that counties have services and fund-
ing available.

Figure 4. Priority Populations for BHSA

Source: Behavioral Health Services Act County Policy Manual, Chapter 2,  
Section B.3: “Eligible Populations,” California Department of Health Care  
Services, April 2026. 

https://www.dhcs.ca.gov/BHT/Pages/Policy-Manual.aspx
https://www.dhcs.ca.gov/BHT/Pages/Policy-Manual.aspx
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Inclusion of SUD Services
Some counties previously used MHSA funds to support 
limited SUD services, but only for people with co-occur-
ring mental illness and SUD. Under BHSA, counties may 
now fund stand-alone SUD services, while continuing 
to support co-occurring treatment that was previously 
funded through MHSA.

BHSA does not require counties to spend a specific dol-
lar amount or percentage on SUD services. However, 
each BHSA component includes requirements that are 
intended to expand access to care for people with an 
SUD. For example:

➤ Housing. Counties must apply Housing First princi-
ples, meaning that housing cannot be denied based
on a person’s SUD.

➤ Full Service Partnerships. FSP programs must
include SUD treatment when appropriate and must
implement assertive, field-based outreach to proac-
tively engage people with an SUD.

➤ Behavioral Health Services and Supports (BHSS).
Counties must integrate SUD services into early
intervention programs and Workforce Education
and Training programs within the BHSS component
of their BHSA plan.

but they may no longer fund population-level preven-
tion activities with BHSA dollars. Population prevention 
is now supported through state-directed funding 
allocated to CDPH. Population prevention includes 
activities that are directed at the general population or 
at-risk groups, such as public awareness campaigns, 
community- or school-wide workshops, universal 
screenings, and support groups (see Figure 5).

Under BHSA, early intervention includes indicated 
prevention and case identification services that target 
people who are showing early signs or symptoms of 
a new or worsening behavioral health condition (see 
Figure 5). Example services include outreach, assess-
ment, education, and referrals to support services. 
The key distinction is that counties may fund these 
types of indicated prevention services at the individual 
member level only within their BHSA programs, not for 
at-risk groups.

Under MHSA, counties were not required to distin-
guish between population prevention and indicated 
prevention. Many Prevention and Early Intervention 
(PEI) programs combined both types of interventions. 
As counties reassess PEI programs under BHSA, some 
services may not exactly align with the new early inter-
vention framework.

To determine whether an early intervention evi-
dence-based practice (EBP) may be funded under 
BHSA, counties can reference the BHSA Early Interven-
tion EBP and Community-Defined Evidence Practice 
(CDEP) list. This list includes early intervention EBPs 
from other DHCS initiatives such as the Children and 
Youth Behavioral Health Initiative (CYBHI) and the 
Behavioral Health Community-Based Organized Net-
works of Equitable Care and Treatment (BH-CONNECT). 
The Early Intervention EBP list serves as a reference 
for program design and will be updated biennially in 
consultation with stakeholders.

Fact Check: BHSA adds requirements for counties to 
fund substance use disorder (SUD) services, but it does 
not add new funding. 

Expanded SUD investments must be absorbed within 
existing BHSA allocations, creating the need for trade-
offs with other behavioral health priorities.

Focusing County Prevention Efforts on 
Early Intervention
BHSA reorients county funding toward services for peo-
ple with the most significant behavioral health needs. 
Consistent with this shift, counties may continue to fund 
early intervention and “indicated prevention” services, 
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Figure 5. Behavioral Health Services Act Population Prevention and Early Intervention Framework

Note: This infographic was adapted from the California Department of Health Care Services (DHCS) Behavioral Health Services Act County Policy Manual and the Institute 
of Medicine’s Continuum of Care model to clarify the services that counties can fund within their BHSS early intervention programs.

Sources: Behavioral Health Services Act County Policy Manual, Chapter 2, Section C.3: “Population Behavioral Health Framework,” DHCS, April 2026; and The Institute of 
Medicine’s Continuum of Care (PDF), Strategic Prevention Technical Assistance Center.

Maintaining Momentum for Housing 
Support
BHSA aligns with and continues the focus of recent 
state initiatives on housing stability for people living 
with a mental illness or an SUD. DHCS estimates that 
counties spent approximately $286 million in MHSA 
funds on housing in FY 2022–23, about 10% of their 
total expenditures that year.3 Under BHSA, counties are 
required to allocate 30% of their funding to housing, 

and DHCS estimates that by FY 2026–27, statewide 
BHSA housing funding will reach approximately 
$950 million.4

It is possible that a sizable portion of county BHSA 
housing funding will be used to sustain existing housing 
programs that were funded by one-time investments, 
as opposed to launching brand-new housing initia-
tives.5 For example, Behavioral Health Bridge Housing 
provides $1.5 billion through 2027 to serve people 
experiencing homelessness who have serious behav-
ioral health conditions. BHSA housing dollars may help 
counties continue this work after the Behavioral Health 
Bridge Housing program sunsets.

Expanding Requirements for Full 
Service Partnerships
FSPs have been a cornerstone of MHSA since its incep-
tion and continue to be prioritized under BHSA, with 

Fact Check: Some prevention services can still be 
funded by counties under BHSA.

Indicated prevention services can still be funded within 
Behavioral Health Services and Supports, as long as the 
services are provided to individuals. Indicated pre-
vention services might include outreach, assessments, 
education, and referrals to services for at-risk individu-
als who are showing early signs of a new or worsening 
behavioral health condition. 

https://www.dhcs.ca.gov/BHT/Pages/Policy-Manual.aspx
https://www.samhsa.gov/sites/default/files/resourcefiles/sptac-continuum-of-care.pdf
https://www.samhsa.gov/sites/default/files/resourcefiles/sptac-continuum-of-care.pdf
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October 2023 
DHCS submits 
demonstration
request to CMS

October 2023
Legistlature passes

SB 326, outlining
MHSA changes and

putting Prop. 1 on
the ballot

December 2024 
CMS approves 
BH-CONNECT

November 2022 
DHCS releases concept 
paper for BH-CONNECT 
demonstration

March 2024
Voters approve

Prop. 1, transforming
MHSA to BHSA

April 2025
DHCS releases

BHSA FSP policy
requirements, which

mirror BH-CONNECT
EPB rules

2023 2024 2025 20262022

BH-CONNECT

BHSA

new requirements aimed at increasing consistency 
across counties and aligning service delivery with EBPs.

FSPs are high-intensity, comprehensive, team-based 
service models that are designed for people with the 
most serious and complex behavioral health needs and 
are delivered using a “whatever it takes” approach. 
Under MHSA, counties had broad discretion in how they 
developed and implemented their FSP programs. Under 
BHSA, counties are required to implement the following 
services as part of their BHSA FSP program, some of 
which are EBPs:6

	➤ Assertive Community Treatment (ACT)

	➤ Forensic ACT (FACT)

	➤ FSP Intensive Case Management (ICM)

	➤ Individual Placement and Support (IPS) model of 
supported employment

	➤ Assertive Field-Based Initiation for SUD services

	➤ High Fidelity Wraparound (HFW)

MHSA did not require specific services or EBPs for FSP. 
Under BHSA, counties must provide specific services 
and EBPs, and must work toward providing ACT, FACT, 
and IPS to fidelity. To meet the fidelity requirement, 
counties must implement these EBPs according to 
fidelity standards that are based on what research has 
shown to be most effective for the people receiving 
these services. Fidelity standards vary by EBP, but they 
often include requirements related to provider quali-
fications, staff-to-client ratios, service availability, and 
24/7 coverage.

Meeting fidelity standards will require modifying staffing 
structures and program design, which may increase 
the cost of delivering FSPs compared with MHSA-era 
models. While counties are not required to meet fidelity 
standards during the first BHSA IP period (FY 2026–27 
through FY 2028–29), they are expected to work toward 
compliance through training and technical assistance 
provided by designated centers of excellence.

Notes: BH-CONNECT is the Behavioral Health Community-Based Organized Networks of Equitable Care and Treatment initiative; DHCS is the California Department  
of Health Care Services; CMS is the Centers for Medicare & Medicaid Services; BHSA is the Behavioral Health Services Act; MHSA is the Mental Health Services Act;  
FSP is Full Service Partnership; and EBP is evidence-based practice. 

Source: Authors’ analysis, 2026.

Figure 6: Timeline of BH-CONNECT and BHSA Development
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Connecting EBPs Across BHSA and 
BH-CONNECT
The BH-CONNECT initiative is designed to increase 
access to and strengthen the continuum of commu-
nity-based behavioral health services for Medi-Cal 
members who are living with significant behavioral 
health needs (see Figure 6 for a timeline of BH-CON-
NECT and BHSA development). Under BH-CONNECT, 

counties have the option to cover certain EBPs under 
Medi-Cal. If a county opts in to provide an EBP under 
Medi-Cal, that county must ensure that the EBP is avail-
able for any Medi-Cal member who needs it.

The BH-CONNECT EBPs overlap with the EBPs that 
are required under BHSA (see Table 1). BH-CONNECT 
establishes fidelity requirements for the EBPs that 

Table 1. Required Behavioral Health Services Act Evidence-Based Practices (EBPs)

NAME OF EBP EBP DESCRIPTION EBP IN BH-CONNECT

Assertive Community 
Treatment (ACT) and 
Forensic ACT (FACT)*†  

ACT consists of multidisciplinary, team-based 
care for adults with the most complex and signif-
icant behavioral health needs. FACT builds upon 
the ACT model to support people who are also 
involved with the criminal justice system.

Counties have the option to receive a bundled rate 
for ACT and FACT within their specialty mental 
health services (SMHS) program. Counties must 
implement ACT and FACT in a way that meets 
the fidelity requirements established under the 
Behavioral Health Community-Based Organized 
Networks of Equitable Care and Treatment 
(BH-CONNECT) initiative.

Intensive Case 
Management (ICM)

ICM includes many of the same service compo-
nents as in ACT. ICM will serve people who may 
not meet ACT eligibility criteria but still have 
significant behavioral health needs and can  
benefit from FSP supports. 

ICM is not an EBP under BH-CONNECT.

Individual Placement and 
Support (IPS) model of 
Supported Employment*†

IPS helps people who have behavioral health 
conditions find and keep employment to  
support their recovery.

Counties have the option to receive a bundled 
rate for IPS in their SMHS, their Drug Medi-Cal 
Organized Delivery System, or their Drug Medi-Cal 
plan. Counties must implement the IPS in a way 
that meets the fidelity requirements established 
under BH-CONNECT.

High Fidelity Wraparound 
(HFW)†

HFW is an FSP level of care for children and  
youth that is team-based and family-centered. 
HFW is also a required Medi-Cal benefit.

HFW is not an EBP under BH-CONNECT. 
However, as part of BH-CONNECT, the California 
Department of Health Care Services (DHCS) is 
updating and clarifying the existing Medi-Cal 
coverage of EBPs focused on children and youth, 
including HFW.

Coordinated Specialty 
Care (CSC) for First 
Episode Psychosis*†

CSC is an early intervention service for people 
experiencing a first psychotic episode.‡ 

Counties have the option to receive a bundled rate 
for CSC in their SMHS. Counties must implement 
CSC in a way that meets the fidelity requirements 
established under BH-CONNECT. 

 
Notes: This table highlights BH-CONNECT EBPs that overlap with the EBPs that counties are required to implement in their Behavioral Health Services Act programs. 
This table does not include all BH-CONNECT EBPs for adults or for children and youth. Other BH-CONNECT EBPs that are not listed include Clubhouse (for adults) and 
Multisystemic Therapy, Functional Family Therapy, and Parent-Child Interaction Therapy (for children and youth). DHCS has clarified that counties are already required  
to cover these EBPs for children and youth under the Medi-Cal Early and Periodic Screening, Diagnosis and Treatment (EPSDT) mandate.

* BH-CONNECT EBP.

† Associated fidelity requirements.

‡ This EBP is required and funded under Behavioral Health Services and Supports, not FSP.

Sources: Behavioral Health Services Act County Policy Manual, Chapter 7, Section A.7.5.1: “Coordinated Specialty Care for First Episode Psychosis,” and Chapter 7, 
Section B.3.3: “Full Service Partnership Continuum,” DHCS, April 2026; and BH-CONNECT Evidence-Based Practice Policy Guide (PDF), DHCS, May 2025.

https://www.dhcs.ca.gov/BHT/Pages/Policy-Manual.aspx
https://www.dhcs.ca.gov/Documents/EBP-Policy-Guide.pdf
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Bringing Local Planning Processes 
Together
BHSA lays the groundwork for counties, public health 
agencies, and MCPs to plan and to work toward goals 
together instead of separately. In the past, each of 
these entities ran their own community planning pro-
cesses on different timelines, often looking at the same 
needs, in the same community, but in different ways.

Under BHSA, counties will now participate in shared 
planning processes with public health agencies and 
MCPs. Beginning in 2028, the BHSA, MCP, and pub-
lic health planning cycles will be more aligned with 
the BHSA IP timeline. These new state expectations 
regarding joint planning are intended to help create 
a clearer, shared understanding of community needs 
and make it easier to coordinate and to amplify strat-
egies across MCP, public health, and behavioral health 
delivery systems.

Looking Ahead: An Evolving 
Behavioral Health Landscape
The transition from MHSA to BHSA marks one of 
the most significant changes to California’s county 
behavioral health system in decades. While this brief 
highlights key fiscal, policy, and operational implica-
tions, the full impact of BHSA will not be known at the 
outset. Implementation will unfold over time, shaped 
by how BHSA interacts with a broader set of reforms 
already underway, including changes to Medi-Cal, 
workforce initiatives, and housing investments, as well 
as the state budget deficit and federal reductions to 
Medi-Cal funding.

Counties are being asked to plan within a system that 
is increasingly interconnected and interdependent. 
As BHSA reinforces its role as a funding source of 
last resort, decisions about service delivery, program 
design, and resource allocation cannot be made in 
isolation. Counties must continuously braid funding; 
navigate shifting eligibility and coverage rules; and 

counties are implementing in both BH-CONNECT and 
BHSA. County BHSA programs are held to the EBP fidel-
ity requirements established under BH-CONNECT even 
if that county does not opt in to BH-CONNECT.

Notably, all the BH-CONNECT EBPs have service com-
ponents that are covered Medi-Cal benefits, such as 
peer support services, medication support services, 
and therapy. So, regardless of whether a county opts 
in to BH-CONNECT, the county is still required to bill 
Medi-Cal for individual service components that are 
covered by Medi-Cal for an EBP before the county uses 
BHSA dollars. This requirement adds to claiming com-
plexities for counties as they work toward ensuring that 
BHSA is used as a funding source of last resort.

Impacts on Cross-System 
Coordination
Working More Closely with Medi-Cal 
Managed Care
BHSA creates new expectations for closer coordination 
between county behavioral health systems and Medi-
Cal MCPs. Counties must work with MCPs to ensure 
that Medi-Cal funding is used first and to transition peo-
ple to BHSA-funded services when Medi-Cal funding 
is no longer available. This coordination is particularly 
complex for housing and housing-related services.

People who are eligible for BHSA housing interventions 
may also receive housing services through their MCPs, 
including Transitional Rent and housing support services 
offered as Medi-Cal Community Supports. As members 
move onto and off of Medi-Cal–funded housing support 
services, counties and MCPs will need strong data-shar-
ing, referral, and care coordination processes to prevent 
gaps in housing and to ensure continuity for people with 
serious behavioral health needs.
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coordinate across behavioral health, public health, 
housing, and Medi-Cal managed care systems. These 
dependencies add complexity to planning and increase 
uncertainty, particularly as external policies and fund-
ing streams evolve.

At the same time, BHSA creates an opportunity to 
build a more integrated, accountable, and strategically 
aligned behavioral health system. The move toward 
standardized planning, clearer performance expecta-
tions, and cross-system coordination has the potential 
to strengthen infrastructure and improve long-term 
outcomes for Californians who have the greatest 
needs. Realizing that potential will require flexibility, 
ongoing course correction, and responsiveness to 
changing conditions.

Ultimately, the story of BHSA is not static. It will be 
written through implementation — how counties adapt 
their plans, how the state refines oversight and support, 
how Medi-Cal is affected by federal cuts, and how mul-
tiple policy reforms converge to shape the next era of 
county behavioral health care delivery.
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Endnotes
1.	 Behavioral Health Services Act County Policy Manual, Chapter 

6, Section C: “Promoting Access to Care Through Efficient Use of 
State and County Resources,” DHCS, April 2026. 

2.	 “Download Resources,” DHCS, accessed May 19, 2026. 

3.	 DHCS published this figure as part of the “Behavioral Health 
Services Act: Housing Supports Primer” in July 2024. The total 
estimated MHSA expenditures in FY 2022–23 were approximately 
$2.8 billion, according to the DHCS Annual Revenue and 
Expenditure Report, which can be found on the “MHSA Fiscal 
Oversight” page of the DHCS website.

4.	 DHCS published this estimate as part of “Proposition 1 Behavioral 
Health Services Act: How to Use Behavioral Health Services Act/
Mental Health Services Act Funds for Housing.” 

5.	 Examples include Homekey, Project Roomkey, the Housing and 
Disability Advocacy Program, No Place Like Home, the Veterans 
Housing and Homelessness Prevention Program, and the Housing 
Navigators Maintenance Program. 

6.	  A description of the EBPs can be found in Table 1.
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