Proposed HHSA Payment and Contracting Guidelines 

Occasionally, the Napa County Health and Human Services Agency needs to provide client services within a very short time frame. These situations may arise when:

· Clients need to be placed in mental health facilities or foster care to avoid risk to the client or loss of the placement.
· Napa County clients are admitted to out-of-county hospitals with which HHSA does not have a contract.

· Mandated counseling services need to begin rapidly for the safety of the client.
· Ancillary, supportive services are required to enable clients to attend required counseling appointments or to preserve the client’s civil rights.
· Allocation augmentations or grants arrive after the date on which they take effect but contain requirements that HHSA accomplish specific goals by the end of the funding period.
To handle these situations, HHSA proposes the following payment and contracting guidelines:

1. Expedited contract process (applies to Mental Health and Social Services programs only): 

The “expedited” contract process is a means to obtain rapid approval of certain types of non Medi-Cal billable contracts so that services that are considered to be “urgent” can begin quickly. The expedited contract process consists of a professional services agreement and exhibits that have been pre-approved by County Counsel and, for counseling services provided by contract providers, an expedited credentialing/screening process. 
The expedited contract process may be used only for the following “urgent” situations and only in cases in which Medi-Cal is not being billed (since for contracts that are Medi-Cal billable, providers must attend compliance training before services can begin): 

· Placements of adults and children in mental health facilities.
· Contracts for non-Medi-Cal billable counseling services in the Mental Health division. For clients who are children, these contracts may include services to both the child and his/her family members. 

· Court-ordered counseling services for a child or a child and family. 
Procedure:

· The prospective contract provider faxes his/her license and insurance information to HHSA program staff (Mental Health or Child Welfare Services). Program staff forwards the license to HHSA’s Human Resources Division (“HR”) and the insurance information to HHSA’s Fiscal Division (“Fiscal”). 

· Fiscal confirms that HHSA’s insurance standards have been met before completing a contract with the provider. 
· After receiving the provider’s license information, HR conducts a screening of the provider before the contract is completed to ensure that the provider is an “eligible” provider for purposes of federally funded health care programs.
· Since the expedited contract process includes a professional services agreement and exhibits that have been pre-approved by County Counsel, no additional review of the contract by County Counsel is required.
· The contract and HIPAA agreement are prepared and signed either by the HHSA director (for contracts up to $10,000) or the CEO (for contracts that are $10,001-$50,000). [Contracts exceeding $50,000 (cumulative lifetime contract amount) must be approved by the Board of Supervisors (BOS) and are thus not eligible for the expedited contracts policy.] For contracts signed by the HHSA director, HHSA will notify the CEO’s office that a contract has been signed.
· The provider submits a completed application (which includes additional information about the provider’s education and areas of specialty) to the program within five working days of the effective date of the contract. 

2. Approval of other expedited contracts early in the funding cycle (potentially applicable to all HHSA programs):

Occasionally, state or federal allocations, allocation augmentations or grants arrive after the date on which they take effect but contain requirements that HHSA accomplish specific goals by the end of the funding period. If HHSA has received unqualified written confirmation from the state or federal government that Napa County will receive an allocation, allocation augmentation or grant, and the confirmation includes a specific dollar amount that Napa County will receive, a joint determination may be made on a case-by-case basis by the HHSA director and HHSA’s CEO analyst as to whether HHSA may establish an initial contract in an amount not to exceed $50,000 so that the HHSA director or CEO may sign the contract and services can begin quickly. (This assumes that the cumulative lifetime amount of the contract does not already exceed $50,000. In such cases, the Board of Supervisors must approve the agreement.) Depending on the circumstances, the Auditor-Controller may also be consulted. If such an initial contract is established, HHSA may amend the contract later to increase the maximum amount, if necessary. 
Factors to be considered in determining whether HHSA may establish an initial contract not to exceed $50,000 include: (a) the importance and necessity of the services to be provided within a very short time frame and (b) the availability of alternative funding sources. 
If a budget transfer to increase HHSA’s budget authority and to increase offsetting revenue is deemed necessary, a joint determination may be made on a case-by-case basis by the HHSA director and the CEO analyst as to whether HHSA may submit the budget transfer for Board approval as soon as the funding is received but after the initial contract is established. In this context, “receipt of funding” may mean either: (a) authority from the state or federal government to claim for the revenue or (b) actual receipt of the funding. Implicit in this process is that the contracts line item in HHSA’s budget has sufficient budget authority to support the new contract and that, should the budget transfer not be approved, HHSA would either: (1) under spend other contracts so that the net amount spent on contracts does not change or (2) move funds from another line item to the contracts line item so that sufficient budget authority exists to pay all contracts.
3. Commencement of services in anticipation of a future contract (potentially applicable to all HHSA programs): 
The situations described below occur infrequently. If any of these situations should arise, the HHSA director will notify the CEO analyst of the specific situation, and a joint determination will be made as to whether the balancing of client needs and potential liability warrants the commencement of services before a contract is approved. 
In any case in which services begin before a contract is approved, a contract for those services will be approved as soon as practicable after services begin. The expectation is that the contract will be approved within two weeks after services begin for contracts that do not require BOS approval and within four weeks after services begin for contracts that require BOS approval.
Services that may be considered on a case-by-case basis include but are not limited to: 
· Services that need to be provided because the health or safety of a client is judged to be at stake or the placement is at risk. These situations may include but are not limited to placement in a mental health facility for the client’s safety or payment of a “patch” (an additional charge for services) for mental health services for a child in a group home.
· Court-ordered counseling in which a court order specifies a particular counselor. 

· Ancillary, supportive services that are required specifically to enable parents to attend required counseling appointments, in the context of the possible removal of a child from the home (e.g., a parent requires babysitting services in order to attend required counseling appointments, and HHSA needs to quickly engage a child care provider).

· MOUs in which no money is changing hands and services need to begin very quickly to accomplish agreed upon goals.  
· Cases in which HHSA is receiving revenue from another entity and services need to begin very quickly to accomplish agreed upon goals.
· Translator services, if failure to use the services involves a potential violation of a client’s civil rights, or if a client’s safety is judged to be at stake (e.g., the client is suicidal and requires counseling and accompanying translation services because s/he is a monolingual non-English speaker). In these cases, there must be a determination that no translator with whom HHSA has a contract is available and therefore HHSA must seek out an alternate service provider. (HHSA currently has contracts with one Spanish translator and three sign language translators, and HHSA has the ability to reimburse several therapists when they use Spanish or sign language interpreting skills in the course of treatment.) 

· Conservatorship assessments (when a Napa resident is in an out-of-county facility and the facility requests a mental health assessment of the client). 

· Emergency declared by CEO (situations in which public health or safety is at risk, e.g., a TB outbreak)

4. Payments to hospitals and physicians with which HHSA does not have a contract (applies to Mental Health program only):
HHSA’s priority is to place a client in a licensed facility with which HHSA has a contract. However, occasionally a Napa County client may be admitted to a licensed out-of-county hospital with which HHSA does not have a contract. This situation may occur if: (1) a client is traveling and goes to an emergency room, and the emergency room admits the client into the hospital; (2) the client is traveling and checks herself/himself into a hospital; or (3) there are no beds available in a contract hospital and HHSA has to place the client in a hospital in a nearby county. In each case, the hospital determines whether the client should be admitted.

If a Napa County non-Medi-Cal client (i.e., an “indigent” client) is hospitalized in another county, the hospital and physician charges are the responsibility of the host county. Napa County does not receive any claims for payment.

If the client is a Medi-Cal client:

Hospital (bed) costs: The hospital receives reimbursement for 50 percent of the hospital bed costs in the form of Federal Financial Participation or FFP (the federal payment for Medi-Cal costs). The remaining 50 percent is Napa County’s responsibility. The County pays for its share of hospital costs through an offset (reduction) in its state Realignment funding. Therefore, no claim is presented to Napa County for hospital charges for Medi-Cal clients. 
However, Napa County will enter into a contract for services with a hospital if: (1) the same hospital provides services to a Napa County client for a second episode within 12 months (whether for the same or different clients), or (2) the cumulative dollar value of services provided by a hospital reaches five percent or $20,000, whichever is more, of the total Fee-For-Service /Medi-Cal psychiatric inpatient hospital payments for Napa County Medi-Cal beneficiaries (per California Department of Mental Health requirements). 
If the HHSA director and CEO analyst jointly determine that a client needs to be admitted to the hospital because the health or safety of a client is judged to be at stake or the placement is at risk, HHSA may immediately admit the client to the hospital. 
If a client needs to be admitted to the hospital and the HHSA director and/or CEO analyst are unavailable, the HHSA evaluating clinician may recommend the hospital admission and the clinician’s supervisor may authorize the admission. In these cases, the supervisor will notify the HHSA director and the CEO analyst of the admission as soon as possible. 
Occasionally, a Napa County client is placed in a hospital and HHSA is not notified by the admitting hospital until several weeks after the admission. In these cases, the HHSA supervisor will notify the HHSA director and the CEO analyst of the admission as soon as the supervisor receives notification. 

Physician charges: Napa County may receive a physician’s claim for mental health services provided by a physician to a Medi-Cal client while the client is in the hospital. HHSA may pay the physician on a claim (i.e., no contract is required) for the first client treatment by a new physician. 

If the same physician bills Napa County for a second episode within 12 months (whether for the same or different clients), Napa County will enter into a contract with that physician. HHSA may pay the second claim while the contract is being prepared, but in no case should there be a third claim from the same physician.

In submitting any claim to the Napa County Auditor-Controller’s office for payment pursuant to this policy, HHSA staff will include the following statement on the invoice itself:

“Paid pursuant to BOS policy adopted April 17, 2007 governing out-of-county services.”
5. Foster care placements and payments (applies to Social Services and Probation only):
Placements:

The State developed a standard foster care placement agreement that HHSA eligibility staff complete in order to place children into any foster care setting. HHSA is requesting that the Board of Supervisors ratify existing procedures by authorizing “child placement workers” from HHSA (Mental Health Counselors, Child Protective Service Workers, and Social Workers, or their supervisors) or from Juvenile Probation (Probation Officers or their supervisors) to place foster care clients into placements using the required State foster care placement agreements. Form SOC 156 is used when placing children with foster parents whom HHSA licenses. Form SOC 154 is used when placing children in group homes or when placing children through foster family agencies (intermediaries that license, train and pay foster parents and place children in foster parents’ homes). No additional contract with a foster care placement is required. 

Payments:

Payments for foster care placements occur as follows:

· With one exception (see below), payments for foster care placements are made through the Statewide Automated Welfare System (SAWS), and Napa County does not receive an invoice for services.

· Concurrent foster care/SB 163 placements: SB 163 placements are supportive services, funded by HHSA and provided by HHSA and Probation staff, designed to maintain children in the community. “Concurrent foster care/SB 163 placements” are placements for a small number of SB 163 clients who are in out-of-home placements. In these cases:

· HHSA may pay claims up to $3,000 (per existing County accounting procedures). Therefore, no claim is submitted to the Auditor’s office.

· If the claim exceeds $3,000, HHSA must submit the claim to the Auditor’s office for payment. 
· In either case, HHSA will include the following statement on the invoice itself: “Paid pursuant to foster care placement agreement on file in HHSA Eligibility and BOS policy adopted April 17, 2007.”
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