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Ag nda 
2 

10:00 – 10:10 

10:10 – 10:50 

10:50 – 11:20 

11:20 – 12:20 

12:20 – 12:40 

12:40 – 1:40 

1:40 – 2:40 

2:40 – 2:55 

2:55 – 3:20 

3:20 – 3:45 

3:45 – 3:50 

3:50 – 4:00 

• Welcome and Meeting Objectives 

• Montana Health Care Needs Assessment 

• Governor’s Council Approach and Common Agenda 

• Montana Case Studies on Physical and Behavioral Health Integration 

• Lunch  reak 

• Montana Case Studies (continued) 

• Discussion of Potential Physical and Behavioral Health Integration Reforms 

in Montana 

• Afternoon  reak 

• Proposed HIE Planning Approach 

• Updates on Related Initiatives 

• Next Steps 

• Public Comment 
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M  ting Obj ctiv s 



4 
M  ting Obj ctiv s 

Discuss Potential Models 
Agree to Common 

for Behavioral/Physical 
Agenda 

Health Integration 

Review and Discuss HIE Confirm 2016 Council 
Planning Approach Calendar and Objectives 

Confid ntial Working Draft – Not for Distribution 
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Montana H alth Car  N  ds Ass ssm nt 
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M dicar Car  Manag m nt Cod s 

Presented by Patty Kosednar, PMP, CPEHR 

Health Technology Services/ 

Mountain-Pacific Quality Health 
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M dicar : Car  Manag m nt Cod s 
  

• Two main categories for care management codes 

– Transitional Care Management (TCM) 

• Effective since January 2013 

• Used for care transition activities 

– Chronic Care Management (CCM) 

• Effective since January 2015 

• Used for managing patients with two or more chronic 

conditions 
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Transitional Car  Manag m nt – TCM 
8 

• Used to manage the activities and follow up visits 
for patients after discharge from: 
– Acute care hospitals, rehabilitation hospitals, long-term 

acute care hospitalization programs, skilled nursing 
facilities and community mental health partial 
hospitalization programs 

• Two available codes 
– 99495 (moderate complexity – patient seen within 14 days 

of discharge) 

– 99496 (high complexity – patient seen within 7 days of 
discharge) 
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Transitional Car  Manag m nt – TCM 
9 

• Previously established relationship with provider 

is not required 

• Required elements of service 

– Non-face-to-face encounter, contact patient within two 

days of discharge 

– Face-to-face visit within 7 or 14 days (based on complexity) 

– Medication reconciliation 
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Transitional Car  Manag m nt – TCM 
10 

• A provider may bill for one unit of 99495 or 

99496 services per patient – period = 30 days 

from discharge 

• Claims billing no sooner than 30 days after 

discharge 

– Claim not paid if there is a readmission within 30 days 

• No formal “patient agreement” requirements 
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TCM D tails 
11 

• Non-face-to-face must address patient status and needs beyond 
scheduling follow-up care 

• Face-to-face can happen on same day as discharge, but cannot 
be performed by same professional who bills a discharge day 
management code 

• Face-to-face can be telemedicine (based on CMS telemedicine 
rules) 

• Documentation requirements 

– Timing of initial post-discharge communication 

– Date of face-to-face encounter 

– Complexity of medical decision making 

• Face-to-face encountered bundled into TCM payment, 
subsequent E&M services separately payable 
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Chronic Car  Manag m nt – CCM 
12 

• Used to manage the non-face-to-face care 

coordination activities for patients with: 

– Two or more chronic conditions that are expected to last at 

least 12 months 

• Only one code – 99490 

• Covers 20 minutes of non-face-to-face activities per 

month 

• Only one practitioner can be paid for each patient’s 

99490 per month 
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Chronic Car  Manag m nt – CCM 
13 

Examples of chronic conditions include (but 

are not limited to): 

– Alzheimer’s disease and 

related dementia 

– Arthritis (osteoarthritis 

and rheumatoid) 

– Asthma 

– Autism spectrum 

disorders 

– Cancer 

– Chronic obstructive 

pulmonary disease 

– Depression 

– Diabetes 

– Heart failure 

– Hypertension 

– Ischemic heart disease 

– Osteoporosis 
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CCM D tails 
14 

• Must have current certified EHR 

• Must record structured data in EHR 

• Must create patient-centered comprehensive care plan 
with electronic access (24/7) to plan for patients and 
other providers 

• Must ensure 24/7 access to care 

• Must provide managed care services, manage care 
transitions and coordinate care with home and 
community based service providers 

• Cannot bill both CCM and TCM codes in the same time 
period 
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Clinic F  dback Summary 
15 

• Transition Care Management – TCM 

– Easy/requires less admin to implement 

– Good revenue source for clinics (both with increased volume and TCM code 

billing) 

– Good outcome improvement opportunities for both clinics and hospitals 

– Can improve patient engagement 

– No formal “patient consent” requirements 

• Chronic Care Management – CCM 

– More difficult/requires more admin to implement 

– Good outcome improvement opportunities for clinic 

– Can improve patient engagement 

– Biggest barrier is patient recruitment 

– Sufficient ROI only with high patient recruitment 
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R sourc s 
16

• CMS – Chronic Care Management Fact Sheet:

– https://www.cms.gov/Outreach-and-Education/Medicare-Learning-

Network-

MLN/MLNProducts/Downloads/ChronicCareManagement.pdf

• CMS – Chronic Care Management FAQS:

– https://www.cms.gov/Medicare/Medicare-Fee-for-Service-

Payment/PhysicianFeeSched/Downloads/Payment_for_CCM_Services

_FAQ.pdf

• Pershing Yoakey & Associates (PYA) TCM white paper:

– http://www.pyapc.com/resources/collateral/white-papers/TCM-whitepaper-

PYA.pdf

• CMS – Transitional Care Management FAQs:

– https://www.cms.gov/medicare/medicare-fee-for-service-

payment/physicianfeesched/downloads/faq-tcms.pdf

https://www.cms.gov/medicare/medicare-fee-for-service-payment/physicianfeesched/downloads/faq-tcms.pdf
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/Downloads/Payment_for_CCM_Services_FAQ.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/ChronicCareManagement.pdf
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Q&A 
1  

• Contact Information 

– Patty Kosednar 

Health Technology Services/Mountain-Pacific Quality Health 

406-461-4410 

pkosednar@mpqhf.org 

• Thank You 

mailto:pkosednar@mpqhf.org
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Gov rnor’s Council Approach and Common Ag nda 
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For Re erence – Gov rnor’s Council Th m s 

Takeaway: Stakeholders want to be part o  the change and need a common agenda 

K y Issu s to b  Addr ss d 

1. Physical & behavioral health integration; including substance use, chemical 

dependency and mental health integration 

2. Disparities and social determinants of health 

3. Health information exchange (HIE) and telehealth 

Chall ng s Opportuniti s & Solutions 

• Workforce • PCMH expansion 

• Rural nature of the state • access to • Medicaid Health Homes 
care • Community health teams 

• Lack of comprehensive patient data • Telehealth 
• Funding & financing for new • Health information exchange 

initiatives • Coordination and alignment between 
public and private sectors 

Confid ntial Working Draft – Not for Distribution 



     

 
 

–Confid ntial Working Draft Not for Distribution

20 

For  Re ere  nce – 

Hypoth s  s: Common  Ag  nda  & Approach 

Engag   Gov rnor's Council 

Buil  d trust  and  
foste  r consensu  s on  
a  “common  
agenda”  

Utiliz  e member  s’ 
experti  se t  o guid  e 
planning  around  
need  identification  
an  d deliver  y syste  m 
an  d payment  
reform 

Establish  SIM 
timelin  e an  d th  e 
continue  d rol  e of  
Gov.  Council 

N  ds Ass ssm nt 

Revie  w Stat  e 
Health  
Improvement  
Plan 

Identif  y target  
populations  

Conside  r 
population  
health  
components 
t  o infor  m value-
based  reforms 

Focus D liv ry Syst  m R for  m Efforts 

Issu   s wit  h stron  g support: 

• Focus:  Behavioral  health  
(including  mental  healt  h an
substanc  e abuse  ) and  
physical  healt  h integration 

• Target:  Disparities  •
identified  i  n needs  
assessment 

• Program  s an  d Enablers:    
Fo  r example:  communit  y 
healt  h team  s, workforc  e 
development  , HI  E, 
telehealth  , Healt  h Home  s, 
PCMH  s, an  d othe  r models 

d 

Addr ss Paym nt 
R form  

Discu  ss payment  
refor  m i  n th  e context
of  narrowed  deliver  y 
syste  m focus  

Revie  w Medicar  e 
transitio  n t  o value-
based  payment  a  s a  
guidepost  

Identif  y area  s of  
common  interest  
among  stakeholders 
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Propos d Ag ndas for 2016 Gov. Council M  tings – 

For Discussion 21 

M  ti  ng 1: 

Common Ag  nda 

and  N x  t St ps 

January,  2016 

• Revie  w need  s 

assessment 

• Develop  

consensu  s on  

Gov  . Council  

common  agenda  

and  approach 

• Discus  s potential  

model  s for  

physical  , 

behavioral  health  

integration 

• HIT/HIE approach 

M  ti  ng 2: 

D liv r  y Syst m  

Transformation 

March,  2016 

• Continue  

discussion  and  

obtain  consensu  s 

on  delivery  

syste  m 

transformation  

approach 

• Discus  s 

measuremen  t 

• HIT/HIE update 

M  ti  ng 3: 

Transformation 

Plan 

May,  2016 

• Obtain  

consensu  s on  

key  element  s  of 

transformation  

plan  

• Financin  g and  

paymen  t 

mechanism  s t  o 

suppor  t 

reforms 

• HIT/HIE update 

M  ti  ng 4: 

Launch  Planni  ng &  

Impl m ntation 

T am  s 

July,  2016 

• Launch  plannin  g &  

implementation  

team  s on  : HIE  , 

deliver  y system  , 

an  d paymen  t 

refor  m 

• Team  s t  o develop  

implementation  

recommendation  s 

on  specific  reforms 

M  ting 5: 

Pr s ntatio  ns o  n 

R comm nd  d 

R forms 

Octob r  , 2016 
Devel

 Plannin  g and  vet
implementati Lon  e
tea  m repor  t out  s Co
t  o full  Gov  . 

stake
Council 

web
 Exper  t panels/ Go  ver
speaker  s on  

recommended  

reforms 

M  ti  ng 6: 

D v lo  p 

 comm ndatio  ns 

t  o Gov rnor 

D c mb r,  2016 
 plan and 
 itAhg rtehe e on  

errecshiomp mended  

refor  m proposal  s ittee, 
for  Montana  

lders (via 
 arB)e, gia  n ndde velopin  g 

r’rse pCoro  t utn o cil 
Governor 

R

Spring W binar: 

Medicare Value-Based Payment 

Approach 

Fall Planning & Impl m ntation 

T am M  tings 

•

•

•

•
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Montana Cas  Studi s: 

Physical and B havioral H alth Int gration 
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Discussion: Pot ntial Physical and B havioral H alth 

Int gration R forms in Montana 
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Discussion Fram work: D liv ry R form in Montana 
24 

Common  Ag nda 

Behavioral  and  
physical  health  

integration 

Social  determinants  
of  health 

HI  E an  d telehealth 

Montana H alth  
Car   N  ds 

Disparitie  s and  
target  populations 

Workforce 

Behavioral  health 

Existing Capaci  ty 
and R for  m Efforts 

Montana  ca  se studies 

PCMHs &  Health  
Homes 

Privat  e paye  r models 

F asibility and  
Exp ct d Impact 

Multi -payer 

Scalability 

Financing 

Timing 

Can  w  d v lop d liv ry mod ls that align with  and  addr ss th s    ar as? 
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Collaborativ  Car  Mod l 
25 

Collaborativ   
Psychiatrist 

Pati nt 

PCP 

Car   
Manag r 

Oth r BH  
Clinicians 

Car  e manager  an  d 

patien  t ma  y also  lin  k 

to  substanc  e abus  e 

treatment  , vocational  

rehab  , an  d other  

community  resources 

Car   T am Rol s 

• Primary car  physician is  directl  y involve  d i  n 

developin  g an  d implementing  a treatmen  t plan 

• Car  manag r educates  th  e patient  , provides  self-

managemen  t suppor  t an  d i  n som  e case  s 

counselin  g services  , an  d conducts  clos  e follow-u  p 

to  ensur  e patients  remai  n engage  d i  n thei  r care 

• Psychiatrist serves   as  a consultan  t t  o provid  e 

diagnosti  c consultatio  n o  n difficul  t cases  an  d i  s 

accessibl  e to  car  e manage  r an  d PCP 

Intak /Ass ssm nt 

• Te  am uses  validate  d clinic  al too  l - PHQ  2 an  d PHQ  9 - to  

identify  an  d monitor  at-ris  k patients. 

St pp d Car   Approach 

• Symptoms  ar  e measure  d a  t th  e star  t of  treatmen  t an  d 

regularl  y thereafter.  Treatmen  t is  adjuste  d base  d o  n 

clinical  outcomes  an  d  an evidence-base  d algorithm  , an  d 

th  e pl  an is  change  d if  this  reductio  n is  no  t observed. 



26
Exampl : T l h alth Enabl d Collaborativ Car  

Proj ct ECHO t chnology and softwar could h lp addr ss workforc chall ng s and 

 xpand scop of d liv ry r form  fforts und r SIM 

Int rdisciplinary T am at ECHO Hub(s) 

• Psychiatrist could be connected to and would consult with 

many care managers via the ECHO technology 

• Other specialists (e.g. pharmacist or addictions counselor) 

could also be added at the ECHO hub(s) 

Car T amWorks with 

Pati nts in Community 

• Care manager, PCP, and other care team 

members would be embedded in community 

primary care practices 

• Teams would each work with patients, using 

the Collaborative Care Model stepped 

treatment approach, and consulting via ECHO 

with a psychiatrist 

CCoonnffiidd  nnttiiaall WWoorrkikinngg DDrraafftt –– NNoott ffoorr DDiissttrriibbuuttiioonn 
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V rmont Community H alth T ams 
2  

Community  h alth t ams   xpan  d th   capacity  of  primary  car    practic s  by  providing  

pati nts  with dir ct  acc ss  to a  n  nhanc   d rang   o  f s rvic s  and  individualiz d follow up  

 

V rmont CHT D sign 

• Multidisciplinary  teams  are  designed  and  hired  at

the  community  (health  service  area  [HSA  ]) leve  l 

• Loca  l leadershi  p convenes   a planning  group  t  o 

determine  the  mos  t appropriate  communit  y 

health  team  design 

• Communit  y health  team  design  varies  based  on  : 

• Demographics  of  the  community 

• Identified  gaps  in  services 

• Strengths  of  loca  l partners  

• Services  are  available  t  o al  l patients  with  n  o 

eligibilit  y requirements  , prio  r authorizations  , 

referrals  o  r copays  

V rmont CHT Rol s  

T am  s link   d to  primary  car   

sit   s ma  y includ : 

• Car  e Coordinator 

• Ca  se Manager 

• Certifie  d Diabeti  c Educator 

• Communit  y Healt  h Worker 

• Healt  h Educator 

• Mental  Health  Clinician 

• Substanc  e Abu  se Treatment  

Clinician 

• Nutritio  n Specialist 

• Social  Worker 

• CHT Manager 

• CHT Administrator 
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Community H alth T ams Discussion, Cont. 
28 

Ho  w ca  n w  e structur  e a  nd compos  e Community  Healt  h Team  s t  o bes  t addres  s 

Monta  na healt  h car  e needs  ? 

Targ t 
Populatio  n 

? 
G ography 

Urban  , Rural  , India  n 

Targ t  Populations  

Community R sourc s and  
N  ds  

Oth r Factors 

Local primary car  provid rs or pati nt -c nt r d m dical  
rriibbuuhttiiooonnm s (PCMHs) could b  link d to and h lp l ad CHTs 
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Propos d HIE Planning Approach 



30 
Two K y Driv rs for SIM HIT Plan 

Valu -bas d r forms will furth r incr as  th  n  d to shar  information, analyz  

and r port outcom  data, and improv  car  coordination and int gration 

Cr at  or  nhanc  data 

sharing and communication 

capabiliti s 

• All-payer claims database 

• Expanded telehealth 

• Statewide health information 

exchange 

• Strengthening and expanding 

community data-sharing 

arrangements 

Improv  adoption and us  

of h alth IT and information 

 xchang  

• Stakeholder collaboration 

• Technical assistance 

• Focus on supporting PCMHs, 

other VB models 

• Funding and  financing 

• Data analytics 

Confid ntial Working Draft – Not for Distribution 
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Pot ntial for HIE in Montana – Stak hold r F  dback 
31 

F  dback fro  m Gov. Council 

• Gov. Council members have expressed support for exploring options to advance HIE and 

HIT, including telehealth, in Montana to support delivery system reform 

• The State will be a key participant in HIE planning, but will not lead the effort 

A  t th   Montana  M dical  Association (MMA  ) m  tin  g in S pt mb r  , stak hold rs  discuss   d an  d 

prioritiz   d chall ng s  that  may  b   addr ss   d throug  h acc ss  to  an  d  xchang   of  h alth information.  

Top Chall ng s 

• Interoperability: 

• Bidirectional, timely exchange of structured data 

• Access to and exchange of summary care records 

• Workflow • getting data into health information systems 

• Population health data & management 

• Measuring and reporting value and quality 

• Patient engagement & access to information 

• Referrals 
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Propos d SIM HIE Work Plan 
32 

Document  current  
health  IT  landscap  e 

(i  n progress) 

Conven  e Steering  
Committe  e to  

advises  on  plan  
development 

Retai  n Dr.  Kendric  k 
t  o support  10  0 Da  y 

Planning  Process 

Develop  plan  and  
vet  wit  h the  
Leadership  
Committee,  

stakeholder  s, and  
Governor’s  Council  

HI  E planning  wil  l require  collaboration  among  key  stakeholders 



   100 Day Planning Proc ss – Propos d Structur 
33 

Project Support 

and Facilitators 

Stakeholder Workgroups 

Dr. David 

 K ndrick 

Gov rnanc   

Stakeholder Workgroups will include government, payers, 

providers, patients and advocates, tribes and other experts 

HIE Planning 

St  ring Committ    

Clinical Quality 

Financ   T chnology 
Privacy and 

S curity 

Manatt 
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100 Day Planning Proc ss – Propos d Workgroups 
34 

Workgroup K y Issu s 

Gov rnanc  

• 
• 
• 
• 
• 

Vision and mission • Forming a legal entity (if appropriate) 

Organizational principles • Participant representation 

Governance models • Decision-making processes 

Leadership/Board of Directors • Participation agreements 

Bylaws 

Clinical driv rs of 

HIE/us cas s 

• 
• 

Need identification 

Use case definition (inpatient, outpatient, emergency settings, care 

management, institutional settings, etc.) 

Quality 

• 

• 

Quality use cases and measurement priorities 

• Support for value-based payment models 

• Public health reporting 

Data standards and collection 

Privacy and s curity 

• 
• 
• 
• 
• 
• 
• 

Privacy and security requirements 

HIPAA privacy, security, and breach notification rules 

Uses of patient health information (PHI) 

Consent model 

Data sharing agreements 

Patient and provider education and engagement 

Participation agreement, especially Business Associate Agreement (BAA) 

framework 

Financ /Busin ss mod l 
• 
• 

Revenue models and sustainability 

Funding 

T chnology 
• 
• 

HIE services and capabilities • Technical platform 
Service model • Vendor selection process 
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Updat s on R lat d Initiativ s 



 

  

    

 

Innovation Examples: 

Advanced Reporting and 

Predictive Analytics in the 

Fee-for-Service Context 



 
 

  

    

              

            

Pati nt 

  All ICD-9 

diagnos  s  in 

EHR 

HCC-r l  vant 

diagnos s 

 HCCs  from 

 diagnosis 

cod s 

 HCCs  from  2013 

  EHR data  not 

includ   d in  2013 

 claims data 

  P rsisting HCCs 

 from  from  EHR 

 data  prior  to  2013 

 not includ   d in 

 2013  claims data 

1 14 4 2 0 0 

2 81 11 6 1 1 

3 69 7 5 0 2 

4 130 14 7 0 6 

5 100 23 10 1 4 

6 151 14 10 1 3 

7 23 7 5 0 2 

8 89 19 13 2 4 

9 73 9 7 0 2 

10 70 0 0 0 0 

Total 800 108 65 5 24 

Increased Reimbursement 
from 

Enhanced HCC Reporting 

NW EHR D monstration Proj ct - 2014 

Combin d analysis of clinical & claims data from a Medicare Advantage payor and a Community Hospital 

For 10 randomly selected patients, identified Hierarchical Condition Categories (HCC) increased by 44.6% 



       
      

          

Uncompensated Care: Cost Bands & Patient Cohort Identification 
(from a Mid-Size Community Hospital, 2014 data) 

Predictive Analytics to Target Efficient Intervention in the High-Cost Cohort 
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N xt St ps 



     

   
   

 
 

  
  

  

 

  

  

   

 

  

 

 

 

 

 

     

 

  

  

   

 

 

 

  

    

 

 

  

 

  

 

   

 

   

  

  

 

   

 

 

  

  

 

   

   

  

  

 

 

 

  

  

  

  

 

  

 

   

 

 

       

 

–

Develop plan and
vet with the
Leadership
Committee,

stakeholders (via
webinar), and

Governor’s Council

Confid ntial Working Draft Not for Distribution

Propos d Ag ndas for 2016 Gov. Council M  tings – 

For Discussion 40 

M  ting 2: 

D liv ry Syst m 

Transformation 

M  ting 3: 

Transformation 

Plan 

M  ting 4: 

Launch Planning & 

Impl m ntation 

T ams 

M  ting 5: 

Pr s ntations on 

R comm nd d 

R forms 

M  ting 6: 

D v lop 

R comm ndations 

to Gov rnor 

March, 2016 May, 2016 July, 2016 Octob r, 2016 D c mb r, 2016 

• Continue 

discussion and 

obtain consensus 

on delivery system 

transformation 

approach 

• Discuss 

measurement 

• HIT/HIE update 

• Obtain consensus 

on key elements of 

transformation 

plan 

• Financing and 

payment 

mechanisms to 

support reforms 

• HIT/HIE update 

Spring W binar: 

Medicare Value-Based 

Payment Approach 

• Launch planning & 

implementation 

teams on: HIE, 

delivery system, 

and payment 

reform 

• Teams to develop 

implementation 

recommendations 

on specific reforms 

• Planning and 

implementation 

team report outs 

to full Gov. Council 

• Expert panels/ 

speakers on 

recommended 

reforms 

Fall Planning & 

Impl m ntation 

T am M  tings 

• Agree on 

recommended 

reform proposals 

for Montana 

• Begin developing 

report to Governor 
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App ndix 
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V rmont Blu print for H alth 

S lf-Insur d 
Comm rcial Employ rs V rmont M dicaid M dicar  
Insur rs State o  Vermont,                      

Hospitals 

All Pay r Claims Databas  

Enhanced PMPM payments vary by NCQA recognition year and score 

All  payers fund CHTs at a cumulative annual cost of $350,000 

Community H alth Community H alth 
PCMH Practic s 

T ams (5 FTEs) T ams (5 FTEs) 

Stat  &  
M dicar  Comm rcial 

M dicaid M mb rs Oth r 
M mb rs M mb rs 

Employ  s 

Confid ntial Working Draft – Not for Distribution 
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V rmont Community H alth T ams 
43 

Funding to support local CHTs is  proportional to th  population s rv d  b  y th  PCMH 

in th  h alth s rvic    ar   a (HSA) 

• Set  at  $350,000  per  year  

for  20,000  individuals  : 

($17,500  per  year  for  

ever  y 1,000  patients) 

• CHT costs  were  divide  d 

evenl  y among  five  major  

insurers  , with  some  

adjustment  for  market  

share 

• The  Blueprint  recentl  y 

propose  d aligning  each  

insurer’s  share  o  f CHT 

costs  t  o their  share  o  f the  

attribute  d populatio  n 
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