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Bill Summary:  Senate Bill 1338 would establish the Community Assistance, Recovery, 
and Empowerment (CARE) Court Program, which would authorize specified persons to 
petition a civil court to create a CARE plan and implement services for individuals 
suffering from specified mental health disorders. If the court determines the individual is 
eligible for the CARE Court Program, the court would order the implementation of a 
CARE plan, as devised by the relevant county behavioral services agency, and would 
oversee the individual’s participation in the plan. 

Fiscal Impact:   
 

 Judicial Branch.  According to the Judicial Council of California, $40 million to $50 
million related to conducting additional hearings, expanding self-help centers, and 
updating court case management systems. The Judicial Council further states that if 
funding is not provided for new workload and associated costs created by this bill, it 
would likely result in delays and prioritization of court cases and would impact 
access to justice.* (General Fund) 
 

 Department of Health Care Services (DHCS). According to DHCS, $15.2 million 
(General Fund) in 2022-23, of which $14.1 million (General Fund) would be for 
multiyear authority for contracts available for five years. Anticipated workload needs 
would include: designing technical assistance for counties on the CARE Court 
model; overseeing contractors to implement the technical assistance; overseeing 
stakeholder engagement on the CARE Court model; developing guidance for 
counties on CARE Court responsibilities; implementing processes to support 
ongoing data collection and reporting; analyzing data and developing an annual 
legislative report; and, publishing an independent evaluation. 

 
Staff notes unknown costs due to increased Medi-Cal utilization rates by individuals 
referred to the CARE court program, who otherwise may not have been an existing 
beneficiary. In addition, staff notes unknown, significant ongoing costs for specified 
supportive services, which could range in the tens of millions. In addition, unknown 
but potentially significant cost-avoidance and long-term savings to state public health 
systems and public health to the extent that peer support services provide support 
and assistance to Medi-Cal beneficiaries with mental illness and reduce the need for 
more expensive downstream services, such as inpatient hospitalizations or 
incarceration.  
 

 Department of Aging (CDA).  According to the CDA, $1.155 million for 10.0 positions 
and $8.845 million for CARE supporters in Fiscal Year 2022-23 and ongoing 
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(General Fund). CDA reports that it will utilize these requested resources to 
establish the Community Awareness, Recovery, and Empowerment Supporter 
program including targeted recruitment, outreach, training, and oversight.* 

 Department of Managed Health Care (DMHC). According to DMHC, minor and 
absorbable costs.   
 

 California Health and Human Services Agency (CHHSA).  According to CHHSA, no 
fiscal impact.  
 

 Housing. Staff notes unknown, significant ongoing cost pressures to the General 
Fund to develop affordable housing or treatment beds for individuals served under 
the CARE Court program.  Specifically, the bill requires a CARE plan to include a 
plan for housing that provides diverse housing options and consideration of 
resources to support an appropriate housing placement for a respondent.  

 
*See Staff Comments for additional detail 

Background:  California’s existing mechanisms to treat persons with mental illness 
include treatment for persons who are a danger to themselves or others, or “gravely 
disabled” under the Lanterman-Petris-Short (LPS) Act; assisted outpatient treatment 
(AOT) under Laura’s Law; and a housing conservatorship being implemented in San 
Francisco on a pilot basis.  The LPS Act allows qualified treatment facility staff, or other 
county-designated professionals, to provide involuntary mental health treatment to 
people who, because of a mental illness, are a danger to themselves or others, or 
cannot provide for their basic personal needs of food, clothing, or shelter.  The AOT 
Demonstration Project Act of 2002, known as “Laura’s Law”, is a court-ordered program 
aimed at individuals with mental illness who do not qualify for involuntary commitment to 
an inpatient facility.  

Behavioral health and supportive services are provided to individuals in a variety of 
ways. Certain mental health services and funding were realigned as part of 1991 
Realignment, such as community-based mental health services, state hospital services 
for certain civil commitments, and institutions for mental diseases. The 1991 
realignment provided counties with dedicated tax revenues to fund the realignment of 
various mental health, social services, and health programs, including altering cost–
sharing ratios. Similarly, the 2011 Realignment shifted responsibility and funding for a 
series of major programs from the state to local level, specifically: $6.3 billion in 2011–
12 for court security, adult offenders and parolees, public safety grants, mental health 
services, substance abuse treatment, child welfare programs, adult protective services, 
and California Work Opportunity and Responsibility to Kids (CalWORKs). 
 
Counties receive billions of dollars annually from state and federal revenue sources to 
fund mental health systems. The primary sources of these funds are Medi-Cal, 1991 
Realignment, 2011 Realignment, and the Mental Health Services Act (MHSA). In 
November 2004, California voters passed Proposition 63, known as the MHSA, which 
established a one percent income tax on personal income over $1 million to fund mental 
health systems and services in California. In an effort to effectively support the mental 
health system, the Act creates a broad continuum of prevention, early intervention, 
innovative programs, services, and infrastructure, technology and training elements. In 
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the fiscal year 2018-19, approximately $7.7 billion dollars were allocated to counties to 
fund their mental health programs. Medi-Cal is the largest single provider of funds and 
covers a range of mental health services that includes some crisis stabilization services, 
inpatient care, and residential treatment. Under CalAIM, DHCS seeks to improve care 
coordination, and reforms how the Medi-Cal behavioral health system is delivered. 
Counties, often across different departments or agencies, administered substance use 
services and specialty mental health services, and Medi-Cal managed care plans 
provided non-specialty mental health services for people with mild to moderate illness, 
as defined.  
 
Under the MHSA, the DHCS allocates Proposition 63 funds to mental health programs 
and services through contracts with individual counties. The Mental Health Services 
Oversight and Accountability Commission (MHSOAC) reviews county plans and 
approves various programs and expenditures. MHSA programs have three key 
components: community services and support (CSS); prevention and early intervention 
(PEI); and innovation. CSS programs, which account for about 80% of allocated funds, 
provide direct services to individuals with severe mental illness, and PEI programs, 
which may account for up to 20 percent of a county’s funding, seek to identify early 
mental illness (especially in children and young adults) before it becomes severe and 
disabling.  
 
California is experiencing a shortage of supportive housing availability. State law 
provides that local governments, typically city councils and county board of supervisors, 
are responsible for nearly all aspects of local planning, zoning, development permitting. 
The Governor’s January Budget includes $2 billion in one-time funding to increase 
treatment bed capacity. The state is experiencing a shortage of treatment beds.  At the 
Department of State Hospitals, there is a backlog of hundreds of individuals needing 
bed space in competency restoration in order to stand trial, in addition to limited space 
for LPS Act patients placed on involuntary detention or conservatorships. In the past 
five years, the number of California inmates deemed incompetent to stand trial and 
ordered sent to state hospitals increased 60 percent. 
 
The Budget Act of 2021 enacted the Behavioral Health Continuum Infrastructure 
Program (AB 133, Chapter 143, Statutes of 2021) included expenditure authority of 
$755.7 million ($445.7 million General Fund and $310 million Coronavirus Fiscal 
Recovery Fund or CFRF) in 2021-22, $1.4 billion ($1.2 billion General Fund and $220 
million CFRF) in 2022-23 and $2.1 billion General Fund in 2023-24 for competitive 
grants to qualified entities to construct, acquire, and rehabilitate real estate assets to 
expand the community continuum of behavioral health treatment resources. Of this 
amount, $150 million is available to support mobile crisis infrastructure.  

On March 3, 2022, the Governor released the CARE Court proposal, and as part of his 
May Revision included several significant investments to administer the proposal, 
including:  

 $39.2 million (General Fund) in  in 2022-23 and $33.7 million, ongoing, for the 
Judicial Branch to conduct hearings and resources to self-help centers; 

 $15.2 million (General Fund) in 2022-23, $1.1 million (General Fund), annually 
between 2023-24 through 2026-27, and $1.3 million (General Fund) annually 
ongoing for the DHCS to provide training and technical assistance to counties, 
data collection, and evaluation; and,  
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 $10 million (General Fund) for the CDA to administer the CARE Court Supporter 
Program. 

Proposed Law:   SB 1338 would establish the Community Assistance, Recovery, and 
Empowerment (CARE) Court Program.   

CARE Court Criteria. The bill would provide that a court may order a person to 
participate in CARE court proceedings if the court finds, by clear and convincing 
evidence, the facts stated in the petition are true and establish that the requisite CARE 
court criteria are met, including all of the following: 

o The person is 18 years of age or older; 
o The person has a diagnosis of schizophrenia spectrum or other psychotic 

disorder, as defined in the most current version of the Diagnostic and 
Statistical Manual of Mental Disorders; 

o The person is not clinically stabilized in ongoing treatment with the county 
behavioral health agency; and, 

o The person currently lacks medical decisionmaking capacity. 
 
The bill would authorize CARE proceedings to be commenced in the county in which 
the respondent resides, where they are found, or where they are facing criminal or civil 
proceedings. 
 
Referral to CARE Court. The bill would authorize a court to refer an individual from AOT 
and conservatorship proceedings to CARE proceedings, and authorize a court to refer 
an individual from misdemeanor proceedings when the individual is incompetent to 
stand trial.  In addition, the bill would authorize the following persons to file a petition to 
initiate CARE court proceedings: 

o A person 18 years of age or older with whom the respondent resides; 
o A spouse, parent, sibling, or adult child of the respondent; 
o The director of a hospital, or their designee, in which the respondent is 

hospitalized, including hospitalization under a 5150 hold or a 14-day hold 
under the LPS Act; 

o The director of a public or charitable organization, agency, or home, or their 
designee, currently or previously providing behavioral health services to the 
respondent or in whose institution the respondent resides; 

o A qualified behavioral health professional, or their designee, who is or has 
been either supervising the treatment of, or treating the respondent for, a 
mental illness; 

o A first responder, including a peace officer, firefighter, paramedic, emergency 
medical technician, mobile crisis response worker, or homeless outreach 
worker; 

o The public guardian or public conservator, or their designee, of the county in 
which the respondent is present or reasonably believed to be present; and, 

o The director of a county behavioral health agency, or their designee, of the 
county in which the respondent is present or reasonably believed to be 
present. 
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Contents of Petition. SB 1338 would require a CARE court petition to be signed under 
penalty of perjury and contain specified information, and would provide the respondent 
has all of the following rights: 

o To receive notice of the hearings and a copy of the court-ordered evaluation; 
o To be represented by counsel at all stages of a CARE court proceeding and 

to have a supporter;  
o To be present at the hearing, unless the respondent waives appearance or 

appears remotely, or the court makes specified findings; 
o To present evidence, to call witnesses, and to cross-examine witnesses; and, 
o To appeal decisions and to be informed of the right to appeal. 

CARE Court Hearings. The bill would require the court to set an initial hearing no later 
than 14 days from the date a CARE petition is filed. In addition, the bill would: 

 Require a court to appoint counsel and a supporter for the respondent within five 
days of the filing of the petition; 

 Require the petitioner to provide notice of the hearing to the respondent, 
respondent’s counsel and supporter, and the county behavioral health agency; 

 Require the court to determine at the initial hearing whether the respondent meets 
the CARE criteria; 

 Provides that, if the court finds that the petitioner has submitted prima facie evidence 
that the respondent meets the CARE criteria at the initial hearing, the court must 
order the county behavioral agency to work with the respondent, respondent’s 
counsel, and respondent’s supporter to determine if the respondent must engage in 
a treatment plan. A case management conference must be set no later than 14 days 
after the court makes its finding at the initial hearing.  If the court finds that the 
petitioner has not presented sufficient prima facie evidence that the respondent 
meets the CARE criteria at the initial hearing, the court must dismiss the case. 

 Provides that, at the case management conference, the court must determine if a 
settlement agreement may be entered into by the parties.  Provides that if, at the 
case management conference, the court finds that the parties are not likely to reach 
a settlement agreement, the court shall order a clinical evaluation of the respondent 
unless the parties stipulate otherwise. 

 Provides that, at the evaluation review hearing, the court must review the evaluation 
and any other evidence from all interested individuals, including, but not limited to, 
evidence from the petitioner, the county behavioral health agency, the respondent, 
and the supporter. Provides that, if the court finds that the evaluation and other 
evidence demonstrate by clear and convincing evidence that the respondent meets 
the CARE criteria, the court shall order the county behavioral agency, the 
respondent, and the respondent’s counsel and supporter to jointly develop a CARE 
plan.  Provides that, if the court finds that the evidence does not, by clear and 
convincing evidence, support that the respondent meets the CARE criteria, the court 
must dismiss the petition without prejudice. 
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 Provides that, at the hearing to approve the CARE plan, the plan may be presented 
by both or either of the parties. After the presentation, the court may do any of the 
following: 

o Approve the plan as presented and make any orders necessary for the 
implementation of the plan. 

o Order the plan modified to better meet the needs of the parties, approve the 
plan as modified, within the scope of the county behavioral agency’s services, 
and make any orders necessary for the implementation of the plan. 

o Reject the plan and order the parties to continue to work on the plan. The 
court shall set a subsequent hearing for no more than 14 days after rejecting 
the proposed plan. 

o If there is no plan because the parties have not had sufficient time to 
complete it, grant a continuance for no more than 14 days. 

 
Program duration. The bill would require that court approval of the CARE plan begins 
the one-year CARE program timeline, and would require the court to schedule a status 
conference for 60 days after the approval of the CARE plan to review the progress of its 
implementation, and regular status conferences thereafter, at intervals of at least every 
180 days. In addition, SB 1338 would: 
 

 Require the court in the 11th month of the program timeline to hold a one-year status 
hearing. At that hearing, the court must determine whether to graduate the 
respondent from the program with a graduation plan or to reappoint the respondent 
for another term, not to exceed one year. 
 

 Require the Judicial Council to adopt rules to implement the policies and provisions 
in this section to promote statewide consistency, including, but not limited to, what is 
included in the petition form packet, the clerk’s review of the petition, and the 
process by which counsel and the supporter will be appointed. 
 

 Provide that if, at any time during the proceedings, the court determines by a 
preponderance of the evidence that the respondent is not participating in CARE 
proceedings after the respondent received notice, or that the respondent is failing to 
comply with their CARE plan, the court may terminate the respondent’s participation 
in the CARE program.  The court may utilize existing authority under the LPS Act to 
ensure the respondent’s safety.  Subsequent proceedings under the LPS Act may 
use the CARE proceedings as a factual presumption that no suitable community 
alternatives are available to treat the individual. 
 

 Provide that, if at any time during the proceedings, the court finds that the county is 
not complying with court orders, the court may fine the county up to $1,000 per day 
for noncompliance. If a county is found to be persistently noncompliant, the court 
may appoint a receiver to secure court-ordered care for the respondent at the 
county’s cost. 

 

CARE Supporter. The bill would require, subject to appropriation, the California 
Department of Aging (CDA) to administer the CARE Supporter program, which must 
make available a trained supporter to a respondent. The CDA must train supporters as 
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specified. The bill would: 
 

 Authorize the CDA to enter into a technical assistance and training agreement to 
provide trainings either directly to supporters or to the contracted entities who will be 
responsible for hiring and matching supporters to respondents. Require the CARE 
Supporter program contracts to include labor standards.  Provide specific duties and 
prohibitions for CARE Supporters. 
 

 Provide that the CARE plan shall be created by the respondent, their supporter and 
counsel, and the county behavioral health agency, as specified. 

 
CARE Plan.  The bill requires that a CARE plan shall be created by the respondent, 
their supporter and counsel, and the county behavioral health agency. The plan shall 
include all of the following components: 
 

 Behavioral health treatment, which includes medically necessary mental health or 
substance use disorder treatment, or both; if the respondent is enrolled in the Medi-
Cal program, the county shall provide all medically necessary specialty mental 
health and substance use disorder treatment services, as specified; 
 

 A housing plan that describes the housing needs of the respondent and the housing 
resources that will be considered in support of an appropriate housing placement. 
The respondent shall have diverse housing options, including, but not limited to, 
housing in clinically enhanced interim or bridge housing, licensed adult and senior 
care settings, and supportive housing. 

 
Insurance provisions. The bill, subject to appropriation, would require the Department of 
Health Care Services (DHCS) to provide technical assistance to county behavioral 
health agencies to support the implementation of the CARE program, as specified. 
Under the bill, a health plan must provide for reimbursement of services provided to an 
enrollee under the CARE Act at the greater of either the health plan’s contracted rate 
with the provider, or the fee-for-service or case reimbursement rate paid in the Medi-Cal 
program for the same or other similar services, including prescription drugs, as 
identified by DHCS. 
 
The bill would require that services provided to an enrollee pursuant to a CARE plan 
must not be subject to copayment, coinsurance, deductible, or any other form of cost 
sharing. An individual or entity shall not bill the enrollee or subscriber or seek 
reimbursement from the enrollee or subscriber for services provided pursuant to a 
CARE plan. 
 
The bill would authorize the Department of Managed Health Care (DHMC) to issue 
guidance to health care service plans regarding compliance no later than July 1, 2023, 
as specified. 

Related Legislation:   

 AB 2830 (Bloom, 2022) was identical to this bill.  AB 2830 was not heard in the 
Assembly Judiciary Committee. 
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 SB 1416 (Eggman, 2022) would expand the definition of “gravely disabled” to 
include the inability of an individual to provide for their basic personal needs for 
medical care for the purpose of involuntarily detaining the individual for evaluation 
and treatment of a mental health condition, as specified. SB 1416 is pending in this 
committee. 

 SB 1227 (Eggman, 2022) would modify the LPS Act to allow a second 30-day 
intensive treatment hold for a person who has been certified as “gravely disabled,” in 
addition to the existing 3-day, 14-day, and 30-day treatment holds, without needing 
to file a conservatorship petition or seek judicial review.  SB 1227 is pending in this 
committee. 

 SB 1154 (Eggman, 2022) would require the California Department of Public Health, 
by January 1, 2024, to develop a real-time, Internet-based database to collect, 
aggregate, and display information about available beds to treat those in BH crisis, 
as specified. SB 1154 is pending in this committee. 

 Senate Bill 1298 (Ochoa Bogh, 2022) would continuously appropriate $1 billion, 
without regard to fiscal year, for the Department of Health Care Services for 
purposes to implement the existing Behavioral Health Continuum Infrastructure 
Program. SB 1298 is pending in this committee. 

 SB 1337 (McGuire, 2022) would require health plans and insurers to provide 
coverage of coordinated specialty care for the treatment of first-episode psychosis 
according to detailed specifications and billing requirements. Requires the DHMC, 
Department of Insurance, and DHCS to create a working group that meets once per 
month for one year to establish guidelines, and 60 days after the guidelines are 
established, regulations to be adopted. SB 1337 is pending in this Committee. 

Staff Comments:   
 

 State Auditor Report: On July 28, 2020, the State Auditor (CSA) released its audit, 
LPS Act: California Has Not Ensured That Individuals With Serious Mental Illnesses 
Receive Adequate Ongoing Care (2019-119).  In a review of three counties (Los 
Angeles, San Francisco, and Shasta) the State Auditor found that the LPS Act’s 
criteria for involuntary mental health treatment allows counties sufficient authority to 
provide short-term involuntary treatment to people who needed it, and no evidence 
to justify any changes to the criteria.  
 

o Less than one-third of the State’s counties—only 19—have adopted assisted 
outpatient treatment, even though it is an effective community-based 
approach to mental health treatment to help prevent future involuntary holds 
and conservatorships.  

 
o Individuals on conservatorships have limited treatment options—many could 

not receive specialized care in state hospital facilities for an average of one 
year because of a shortage of available treatment beds. 

 
o Current Mental Health Services Act reporting requirements make it difficult to 

assess the balance of counties’ unspent funds. 
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 Proposition 30: Approved by the voters in 2012, Proposition 30 requires that 
legislation enacted after September 30, 2012, which has an overall effect of 
increasing the costs already sustained by a local agency for programs or levels of 
service mandated by 2011 Realignment must apply to the extent the state provides 
annual funding for the cost increase. This bill does not contemplate specified funding 
for counties at this time.  
 

 CHBRP Analysis:  AB 1996 (Thomson, Chapter 795, Statutes of 2002) requested 
the University of California prepare written analyses to consider the impact proposed 
health plan and health insurance benefit mandate legislation. The CHBRP analysis 
included key findings, as follows:  

 
o SB 1338 would apply to the health insurance of approximately 14,081,000 

enrollees (36% of all Californians). This represents 62% of the 22,810,000 
million Californians who will have health insurance regulated by the state that 
may be subject to any state health benefit mandate law, which includes health 
insurance regulated by DMHC or CDI. CHBRP estimates the number of 
enrollees utilizing care for schizophrenic spectrum and other psychotic 
disorders to be 5,657 in the state-regulated health insurance markets subject 
to SB 1338, over the age of 18. 
 

o Of the 5,657 enrollees with state-regulated insurance diagnosed with 
schizophrenia or other psychotic disorders, CHBRP projects 113 would 
receive court-ordered psychiatric evaluations in year 1, and 57 enrollees 
would enter the CARE Court 12-24 month program. This would yield an 
increase of 2 emergency department visits, 55 outpatient psychiatric visits, 61 
office visits, and 20 new anti-psychotic medication prescriptions. Utilization of 
services associated with treatment of schizophrenia spectrum and psychotic 
disorders among persons already engaging in services through their 
insurance are assumed to increase for CARE program participants post-
mandate, as the proposed legislation prohibits cost-sharing requirements for 
these enrollees.  
 

o SB 1338 would increase total net annual expenditures by $138,000 for 
enrollees with health insurance subject to state-level benefit mandates. This 
is due to a $213,000 increase in total health insurance premiums and a 
$75,000 reduction in enrollee cost sharing. 

 
o There is a preponderance of evidence that multiple psychosocial interventions 

used to treat schizophrenia improve functional outcomes, quality of life, and 
core illness symptoms relative to usual care. 

 
o There is inconclusive evidence that receipt of mental health outpatient follow-

up services after discharge from an inpatient psychiatric hospitalization 
reduced hospital readmission. 
 

 Judicial Branch:  Although the superior courts are not funded on a workload basis, 
an increase in workload could result in delayed court services and would put 
pressure on the General Fund to increase the amount appropriated to backfill for trial 
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court operations.  For illustrative purposes, the Governor’s January Budget includes 
a backfill of $117.8 million (General Fund) to compensate for insufficient revenue for 
trial court operations. 

 CDA:  CDA specified needing following positions:  

o 1.0 Health Program Manager II to serve as the department’s Homelessness 
Liaison, which would coordinate with local homeless agencies, counties, and 
the courts to help determine program needs and the needs of older adults 
who are unhoused or at risk of homelessness, elevate these needs and 
issues at the state level to be addressed in program design and ensure the 
needs of all homeless individuals into the planning and implementation of the 
Master Plan for Aging.   

o 1.0 Staff Services Manager II to serve as the Program Manager 
o 1.0 Health Program Specialist II to provide subject matter expertise to the 

program 
o 1.0 Staff Services Manager I (Specialist) to provide financial oversight and 

administration; 
o 5.0 Associate Governmental Program Analysts to provide contracting, 

training, technical assistance, policy, procedure, oversight, and programmatic 
support; and,  

o 1.0 Office Technician to deliver clerical support. 

-- END -- 


