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Webinar Tips and Notes

Your phone &/or computer microphone has been muted.

If we do not reach your question, please contact your regional TRC.
There may be delays in response time:
https://telehealthresourcecenter.org/contact-us/

Please fill out the post-webinar survey.

Closed Captioning is available.
Please submit your questions using the Q&A function.

The webinar is being recorded.

Recordings will be posted to our YouTube Channel:
https://www.youtube.com/c/nctrc

@ Copyright 2020 © National Consortium of Telehealth Resource Centers 3
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Today’s Objectives

© HTS3 2020 |

Upon completion of the webinar, the participant will understand:
1. The required elements of Chronic Care Management
2. The growing service lines within care coordination
3. How capitalizing on the care coordinator position to further
the use of telehealth services is good for the patient, the
provider, and the practice.
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What Makes us Healthy?

What Makes What We Spend
Us Healihy On Being Healihy
-

ACCESS TO CARE 10%

2 YA

MEDICAL
SERVICES

HEAILTHY BEHAVIORS 4%

— KA < X - —

https://bipartisanpolicy.org/report/what-makes-us-healthy-vs-what-we-spend-on-being-healthy/
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Health Promotion and Health 7

Proactive Care Coordination
Is
Health Promotion

Health is what the individual
believes it is

FEORIIN =S E Gl EA RSO
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Patient Engagement

i
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https://www.flickr.com/photos/jurgenappelo/5201223017
https://creativecommons.org/licenses/by/3.0/

The Registered Nurse Coordinates Care Delivery

Standard 5A. Coordination of Care
Competencies are outlined

Scope and

E dard
N u rS I n = g:‘a;ra:;i_ci

3rd Edition
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The Registered Nurse Coordinates Care Delivery

"The registered nurse:

>
>

>

A\

>
>

© HTS3 2020 |

Organizes the components of the plan

Collaborates with the consumer to help manage health care based on mutually
agreed upon outcomes

Manages a healthcare consumer’s care in order to reach mutually agreed upon
outcomes

Engages healthcare consumers in Sell-care to achieve preferred goals for quality of
life
Assists the healthcare consumer to identify options for care

Communicates with the healthcare consumer, interprofessional team, and
community-based resources to effect safe transition in continuity of care

Advocates for delivery of dignified and holistic care by the interprofessional team
Documents the coordination of care’

American Nurses Association. (2015). Nursing: Scope and Standards of Practice ( 3" ed) page 63
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Care Coordination Trifecta 11
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Care Coordination Growth and Development

© HTS3 2020 |

2019: Team base€
ocumentation,
Chronic Care

Team Based
Care Remote
AWV 2011 ‘2017: Complex E;‘g’:i?é?igri;al
CCM, Behavior (CCRPM)

Health Integration,

‘ Collaborative Care 2020: Additional

2016: Chronic Management Time allowed for
Care 2018: RHC and CCM, Expand to
Management for  FQHC Care allow for billing of

RHCs and FQHCs
and Advance

concurrent
services, Principal

Management and
the Diabetes

‘2013/2015: Care Planning Prevention Program Care Management
TCM / CCM Care (PCM)
Management Added additional

units for CCRPM
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2021: Change the

G-Code to CPT for

additional time for
CCM

Added a G code
for'30 min of
CoCM

Changed CCRPM
to RPM



How Well is Care Coordination Working?

"..CMS estimated that approximately 3 million unique
beneficiaries (9% of the Medicare FFS pop) received
[care coordination] services annually, with a higher
use of CCM, TCM and advance care planning
services’

Noted outcomes:

‘reduced readmission rates, lower mortality, and

decrease health care costs”
© HIS3 2020 Vol. 84, No. 221/Friday, November 15, 2019/Rules and Regulations p.62685
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Practice Eligibility

© HTS3 2020 |

Qualified EMR

Availability of electronic
communication with patient and
care giver

Collaboration and communication
with community resources &
referrals

After hours coverage

Care Plan Access

Primary Care Provider general
supervision of clinical staff

Elements of Chronic Care Man men

4

Patient Eligibility

Medicare Patient (other ins also)

Two or more chronic conditions expected
to last at least 12 months or until the death
of the patient

At significant risk of death, acute
exacerbation, decompensation, or
functional decline without management
Patient Consent

CCM initiated by the primary care provider
Time tracking of at least 20 min per
calendar month
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Purpose s

Care Coordination is more than time tracking
More than just calling your patients
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https://drmaryalm.wordpress.com/2012/03/21/spina-bifida-and-executive-function/
https://creativecommons.org/licenses/by-nc-nd/3.0/

What is Right for the Patient?

The IOM (Institute of Medicine) defines patient-centered

care as:
"Providing care that is respectful of and responsive
ed ca‘e to individual patient preferences, needs, and values,
'y ce“‘.e‘ and ensuring that patient values guide all clinical
Pa\_\e“ decisions."
_ C C
< < 3

© HTS3 2020 |
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Preventing Burnout

From Triple to Quadruple Aim: Care of the Patient
Requires Care of the Provider

m Expanded roles

. Expanding the role of nurses and other clinical staff in the practice to work to the highest level
of licensure

m Approaches to workflow

. Team based documentation

. Pre-visit planning

. Co-locating for communication

https://www.annfammed.org/content/12/6/573
© HTS3 2020 |
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Research

 Whatis the purpose of the visit?
* Review the last note
* Review any labs, reports, etc
* Review the consult request
* What does the patient expect from the
visit?
e (Care Coordination phone calls
* Assessing the patient’s understanding

© HTS3 2020 | This Photo by Unknown Author is licensed under CC BY-
S
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http://www.genomicslawreport.com/index.php/category/industry-news/mobile-health-industry-news/
https://creativecommons.org/licenses/by-sa/3.0/

Right Setting for the Right Follow Up 1

Follow up appointment?
* When does it need to be scheduled for?
* What is the plan?
« Can it be accomplished by Telehealth?

© HTS3 2020 |
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Technology .

e Starts with connection
* Areyou using the patient’s WiFi? Cellular Service? Hotspot?
* Lights, Camera, Action
* Where is the camera? Is it enabled? Is it an add on?
* Sound Check
* How loud are the speakers? Where is the volume?
* |sthere a microphone? Is it clear?
* Privacy issues? Need headset?

© HTS3 2020 |
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Pulling it all Together

Does the patient have everything needed
to be successtul on a telehealth visit?

/' ‘f * Will they be better served with help at
/ ~ \5 home during the visit?

~_ -
7 \ Yes = but who?

FORTY - EIGHT YEARS OF
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Care Coordination Models

Creativity is the ...
r’

Ihis Photo by Unknown Auth or is licensed under CCBY
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http://mytravelsmylife.blogspot.com/2013/06/the-key.html
https://creativecommons.org/licenses/by/3.0/

Care Coordination Models

e (Care Coordinators can make home visits
OR
e (Care Coordination Teams

© HTS3 2020 |
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Tracking Time )

« All time spent with the patient:
- Calling and talking to the patient +/

+ Researching in the chart +/

 Getting clarification from the provider about a note /
« Using the planning tool +/

- Reviewing the labs and reports +

« Assessing and scheduling of appointment v/

»  Driving to the patient’s home or community visit

+ Setting up telehealth

- Talking to community resources

© HTS3 2020 |
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Manage Patient and Family Expectations

Time of arrival
Time to set up
Time of the appointment
Time to discuss follow up

© HTS3 2020 |
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https://commons.wikimedia.org/wiki/File:Out_of_date_clock_icon.svg
https://creativecommons.org/licenses/by-sa/3.0/

Telehealth Visit and In-Person Visit Integration

S9Seall9(

© HTS3 2020 |
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Planning Future Encounters g

The RN Care Coordinator is responsible for growth
and maintenance of the care coordination program
which includes recruitment and maintenance of
patients enrolled in care management services,
assurance of the completion of the annual wellness
visit and follow up on all elements of the preventative
plan of care.

This position will work to improve the quality of life of
patients enrolled through supporting quality outcomes,
smooth care transitions, coordination of care across

the health continuum, encourage healthy lifestyle
choices to reduce long term effects of chronic illness.

FORTY - EIGHT YEARS OF
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https://www.missbsresources.com/teaching-and-learning/planning-ahead
https://creativecommons.org/licenses/by-nc-nd/3.0/

2021 Fee Schedule 2

 Annual Wellness Visit (AWV)
» AWV Billed only once if first wellness is after 12 months of Part B Coverage - Initial wellness visit

. CPT Code G0438 National Average Reimbursement ~$160.75
» Billed one per year — Subsequent wellness visit
. CPT Code G0439 National Average Reimbursement ~$126.39

« Advance Care Planning (ACP)

> Billed per 30 minutes of dedicated time for conversation and completfion of documentation as
appropriate - Initial 30 minutes

. CPT Code 99497 National Average Reimbursement ~$80.70
> Bill in addition to 99497 for each additional 30 minutes
. CPT Code 99498 National Average Reimbursement ~$69.35

© HTS3 2020 |
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2021 Fee Schedule 2

* Chronic Care Management (CCM)

» Billed per calendar month for 20 min of care coordination

. CPT Code 99490 National Average Reimbursement ~$38.89

» Billed with 99490 for each additional 20 min of care coordination — Max of 2

. CPT Code 99439 National Average Reimbursement ~$35.65

» Billed per calendar month for 60 plus minutes of Complex Chronic Care Management

. CPT Code 99487 National Average Reimbursement ~$88.48

> Billed with 99487 for additional 30 min per calendar month for Complex Chronic Care Management
. CPT Code 99489 National Average Reimbursement ~$41.48

© HTS3 2020 |
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2021 Fee Schedule 0

« Behavior Health Integration

» Billed per calendar month for 20 plus minutes of care coordination
. CPT Code 99484 National Average Reimbursement ~$44.40

« Collaborative Care Management
> Billed per calendar month for 15" month of at least 70 plus minutes of Psych collaborative care

. CPT Code 99492 National Average Reimbursement ~$146.16

» Billed per calendar month for subsequent month of at least 60 plus minutes of Psych collaborative
care

. CPT Code 99493 National Average Reimbursement ~$145.84

> Billed with 99492 or 99493 for additional 30 min per calendar month for Psych collaborative care

. CPT Code 99494 National Average Reimbursement ~$56.71

© HTS3 2020 |
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2021 Fee Schedule &

 Remote Physiologic Monitoring

» Billed per calendar month for at least 20 minutes of patient and or care giver
intferaction related 1o remote physiologic monitoring freatment management services

« CPTCode 99457 National Average Reimbursement ~$48.29

> Billed with 99457 for additional 20 min of physiologic monitoring management services
with the patient and or care giver in the month

« CPTCode 99458 National Average Reimbursement ~$38.89
» Billed on initiation for initial set-up and patient education of the monitor and service

« CPTCode 99453 National Average Reimbursement ~$18.80
» Billed each 30 days of supplying the device with daily recording ability

« CPTCode 99454 National Average Reimbursement ~$61.90

© HTS3 2020 |
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2021 Fee Schedule - RHCs/ FQHCs 32

e Chronic Care Management (CCM)

» Billed per calendar month for 20 plus minutes of care coordination

« CPTCode GO0511 National Average Reimbursement ~$61.90
* Behavior Health Integration

» Billed per calendar month for 20 plus minutes of care coordination

« CPTCode GO0511 National Average Reimbursement ~$61.90

« Collaborative Care Management

> Billed per calendar month for 15t month of at least 70 plus minutes of Psych
collaborative care and subsequent month of at least 60 minutes

« CPTCode GO0512 National Average Reimbursement ~$146.16

© HTS3 2020 |
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Care Coordination Model: Potential Annual Revenue /Patient
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Potential Annual Revenue per RN/CHW Care Coordination Team
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CONNECT for Health Act of 2021

CONGRESS,GOV Advanced Searches Browse

Legislation | C

Cosponsors: $.1512 — 117th Congress
Legislation s | s1512
Sponsor: Sen. Schatz_Brian [D-HI] | Cospeonsor statistics: !
Home = Legislation > 117th Congress > S.1512 I Citation
1 OF 3 RESULTS Hide Filters 73
$.1512 - CONNECT for Health Act of 2021
117th Congress (2021-2022) | Cancel Alerts
BILL  Hide Overview X Party E]
Sponsor: Sen. Schatz, Brian [D-HI] (Introduced 04/29/2021) Check all
Committees:  Senate - Finance
Latest Action: Senate - 04/29/2021 Read twice and referred to the Committee on Finance. (All Actions) |:| Republican
B Tracker: |:| Democratic
(] Independent

Summary (0) ‘ Text (1) [ Actions (1) Titles (3) Amendments (0) Cosponsors (57) Committees (1) Related Bills (0)

https://www.congress.gov/bill/117th-congress/senate-

bill/1512/text?q=%7B%22search%22%3A%5B%2251512%22%5D%7D&r=1&s=1
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Faith Jones began her healthcare career in the US Navy over 35 years ago. She has worked in a
variety of roles in clinical practice, education, management, administration, consulting, and
healthcare compliance.

Her knowledge and experience span various settings from ambulatory to inpatient to post-acute. In
her leadership roles she has been responsible for operational leadership for all clinical functions
including multiple nursing specialties, pharmacy, laboratory, imaging, nutrition, therapies, as well as

administrative functions related to quality management, case management, medical staff

credentialing, staff education, and corporate compliance.
Faith M Jones, MSN, RN, NEA-BC

Director of Care Coordinationand  She currently implements care coordination programs focusing on the Medicare population and
Lean Consulting teaches care coordination concepts nationally. She also holds a Green Belt in Healthcare and is a
Certified Lean Instructor.
Faith.Jones@HealthTechS3.com
307-272-2207
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Our Next Webinar

The NCTRC Webinar Series

Occurs 3 Thursday of every month.

Telehealth Topic: TBD

Hosting TRC: California Telehealth Resource Center (CTRC)
Date: July 15t, 2021

Times: : 11 AM - 12 PM (PT)

*Please check the NCTRC website for more information on the
upcoming topic.

@ Copyright 2020 © National Consortium of Telehealth Resource Centers 37




Please Complete Our Survey

Your opinion of this webinar is valuable to us.

Please participate in this brief perception survey
(will also open after webinar):

https://www.surveymonkey.com/r/XK7R72F

Copyright 2020 © National Consortium of Telehealth Resource Centers
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