
>>	Kelly English:	Good morning, everyone. Thank you for joining us today for the Webinar on Coordinating Care for MassHealth Enrolled Youth and Outpatient Therapy. My name is Kelly English, director of the Behavioral Health Knowledge Center here at DMH. 
Just a few notes before we get started today and to call your attention to. There are several handouts you can upload, so if you want to take a moment to upload those while you are here waiting.  There are also several links to helpful information from the different managed care companies and also the Knowledge Center's Web site, where we will be posting today's slides and recording of the Webinar. 
Just a note on that. We are recording today's Webinar, and we will make it available to those of you who have colleagues who were not able to join us.  So we will be sending that link out by e‑mail for those of you who were registered and those who weren't able to join us today.  And we will also be posting it on the Knowledge Center's Web site.
Okay.
So, just a quick note on today's presenters. So joining me here today is Jack Simons, who is the director of the Children's Behavioral Health Initiative at MassHealth; Laura Conrad‑Laberinto, who is the program manager at Children's Behavioral Health at the Office of Behavioral Health at MassHealth; Nanette Campo, who is the Director of Clinical Management at the Massachusetts Behavioral Health Partnership; and Alyssa LeBlanc, who is the Clinical Lead for Behavioral Health at Tufts Health Public Plan. 
One other note before I turn it over to Jack is if there are questions that occur to you throughout today's Webinar, please feel free to type them up here in the presenters' pod up here and we will see them as we go through the Webinar today. 
All right. So I will turn it over to Jack. 
>>	Jack Simons:  Thank you, Kelly. 
Thank you, everyone, for being here today. This is a very important topic, and we are very happy to come to talk to you about changes in care coordination and outpatient, especially the ability to bill more effectively for care coordination activity.
So our goal today is to, first of all, review the key concepts of care coordination in outpatient therapy; and that will really not be new, but it's important to go over.  
Then we will talk about new operational information. We will review parameter and billing changes for several codes ‑‑ case consultation, family consultation, and collateral contacts.
And finally, this Webinar is going to be evolving into a Web‑based training for outpatient clinicians.  So, we would like to solicit your input for what would be in that training.
So I assume that most of you or many of you are involved in outpatient therapy and understand how important it is to kids and families. When we say it is the service most embedded in our community, what we are really talking about is it is very widespread geographically.  For most families there's a site they can drive to without difficulty. And it's also the place that most people would go the first time they need help.  So it will be the entry point into the system to many children and families.  
Similarly, as families are stepping down from higher levels of care, they will often end up having after‑care in the outpatient therapy system. So even kids receiving high levels of care like ICC or IHT, outpatient therapy at some point will be a very important service.
And for children for whom outpatient is the hub, outpatient is integral to care coordination, which is very important to the quality of care received.
So this is going to be a review for most people. As you know, there are three levels of care coordination for members under 21. We call them clinical hubs.  A child has only one hub at any given time.  It can be any of these three.  For the most complex care, it will be intensive care coordination in most cases. For children who have the need for in‑home therapy and do not need ICC, the hub will be in‑home therapy.  And for children without the other two hubs, outpatient therapy will be the hub and will provide care coordination.
>>	Kelly English:  Okay. So we are going to do just a quick little check‑in and poll to make sure everybody is still with us today and they are clear about the hub‑dependent services. So just take a couple of quick seconds, a quick knowledge check here about what are ‑‑ within that list you see up there on your screen, what are the three top hub‑dependent services?  
(Pause) 
All right. So we're seeing kind of the results starting to come in here. So if you haven't made your selections, go ahead and do that now.

All right. So for those of you who answered that therapeutic mentoring, family partner, and in‑home behavioral services are hub‑dependent services, you would be correct. There are a few services talking about psychopharmacology or psychiatry being hub‑dependent, but here we are talking about the TM, family partner or in‑home behavioral being hub‑dependent services.
So I will turn it over now to Laura Conrad.  
>>	Laura Conrad-Laberinto:  For the next slide we are really going to kind of dive in a little bit to kind of hear about what outpatient as a hub, what does that look like for outpatients, and what does it look like for outpatients when IHT and ICC is the hub. 
So let's start with kind of outpatient, when you are the hub for IHCS and/or family partner, what does that mean?  So it means you are conducting a comprehensive assessment that's inclusive of the CANS, and you are using that information from the CANS in that, using that information 
You are also doing that new form which started last January, I believe, and assessing people's ‑‑ a member's need for a higher level of coordination than can be provided in outpatient such as IHT or ICC. 
In addition, you are looking at whether there's other supports and services that this youth or family could need. Do they need after‑school programs?  Do they need supports from their church or someone else?  It's not just clinical services, but it also could be other community‑based services.
And also, as an outpatient hub, you are then developing a treatment plan with goals and also identifying goals on that treatment plan that the hub‑dependent services would use to guide them in their services. You know, for instance, TM; developing a goal that therapeutic mentoring would use.
And then once you have decided that there is a need for services, another service, you are making referrals for those services and following up on those referrals.  It also means, as an outpatient, what it also means is that, again, you have the ability and we would think that you are talking to the youth's school and to maybe psychopharmacology, to the psychiatrist, to the pediatrician, that you are communicating with other collaterals, and having discussions with them about what is on the treatment plan. 
And finally, as the outpatient as the hub, you are anticipating kind of transition and planning for these youth.  And this could mean transition not just discharge from outpatient, but it could also mean that the child maybe was hospitalized or is moving schools, that you are anticipating that and planning around those transitions.
So I know there is a lot on this slide for people to digest, but at least we did want to differentiate between when outpatient is a hub and when IHT or ICC is a hub and outpatients are involved.  
So I want to talk a little about IHT and when IHT coordination is the hub and what is the role of the outpatient therapist.
So when IHT is the hub and the outpatient therapist is still conducting the assessment with the hub and sharing that assessment with the CANS and also maintaining contact with IHT and ICC and collaborating with them about what's on each other's treatment plans and what are the treatment needs around this youth. Additionally, communicating with IHT and ICC again around transitions, particularly if a child is discharging from ICC and IHT, and what does that mean for that youth and that family.  And again, then, preparing if needed to be the hub when IHT or ICC would close.
>>	SLIDE:  
So next I am going to turn it over to Alyssa. 
>>	Alyssa LeBlanc:  Good morning, everyone. This is Alyssa LeBlanc from Tufts Health Public Plans. We will talk a little bit about now when outpatient is acting as the hub, sort of what activities, and what that sort of means for you guys. 
So one of the activities is obviously that you are required to conduct a comprehensive assessment that is inclusive of the CANS. And that means that you are using that tool at intake and completing it every 90 days after that, and also making sure that that information is getting entered into the Virtual Gateway. 
And if the family does not consent to having information entered on the Virtual Gateway, also making sure that you are completing the Serious and Emotional Disturbance, SED, criteria, that you are getting a credit that's been completed.
There is also the ICC Evaluation of Need Form that was developed by MassHealth, so sort of to evaluate whether the family or youth may need a higher level of care coordination.  So this is a form that you need to be filling out with clients at intake and every six months thereafter, and that would be for the Intensive Care Coordination service.  But also for IHT, if they don't ‑‑ if the family doesn't want IHT services or perhaps they don't meet the criteria for that, you might want to discuss with families around IHT whether this hub might be a better fit for them, whether a need of more intensive interventions that could be offered in outpatient therapy.
Another activity includes evaluating the need for other services and supports.  So perhaps based on assessment, you might consider whether the youth or family could benefit from other services.  You know, there's the formal supports, obviously; the hub‑dependent services including family partners, in‑home behavioral services, and therapeutic mentoring; also perhaps non‑hub‑dependent, being psychiatry, making referrals to that, if that is appropriate.  And also considering informal supports, there may be after‑school programs, fee‑based activities, recreation, possibly summer camps, health clubs, any sort of faith or spirituality; and any supports in the community that you may identify or maybe the family identifies and just needs help sort of getting connected with.
And, then, families may have a greater need and be involved with multiple systems or state agencies, which may make some of the coordination more intensive for certain families.  So you at that point would maybe discuss with them if there is a need for higher level of care coordination such as IHT or ICC.
And then, another activity would be identifying the treatment goals for hub‑dependent services on the outpatient treatment plan. So if you refer a family to a hub‑dependent service and they agree and the case is open, you would then need to be required to put goals on your treatment plan for the hub‑dependent service to work on, and so you would discuss with the client or the family on how they could benefit from these services and then developing a goal in accordance with that.
Next slide?  
So some of the other services, you know, you may be making referrals to other services and supports, doing, you know, some warm hand‑offs, and then following up with those providers that you refer to, to make sure that they were able to get in touch with the family and actually start services.
And then you would also need to maintain communication with the other service providers and collaterals.  So you would be consulting with the family's school, doctor, or other important individuals as appropriate through both in‑person meetings and phone calls. 
And then there is also facilitating the discussions with providers and other collaterals about the treatment‑planning process as well as progress that the youth may be making on the goals.
So you would be as a hub wanting to make sure that there is some level of care coordination going on, that the goals for all the providers involved actually, you know, align and all tie in together for the youth.  
And then you may even convene some sort of care coordination meetings, if necessary.
And then another activity would be anticipating and planning for transitions, for care transitions as well as life transitions, sort of meaning that you are helping the client and the family envision themselves in the future, identifying steps to reach that future, assisting them in describing the success, so what is it going to look like for them at that point in time.  Reviewing the progress that they've made towards the goals throughout the course of treatment, and making linkages and referrals to services and supports prior to discharge so that when you do ‑‑ when services do close, they do have those supports already in place.  
And also lining up any necessary services that they may see down the road.
So at this point I'm going to be turning it over to Nanette Campo and MBHP. 
>>	Nanette Campo:  Good morning. This is Nanette from MBHP. I'm going to be talking about the changes to some of the billing and the parameters. So as of October 1st, all these services are billable in 15‑minute units, which is how they previously were, but we did change some of the coding. 
So for all case consultation, the code will be 90882, family consultation is 90887, and collateral contact is H0046.
Now, as we move forward in discussing these, you will see that there is an overlap in how you can utilize and what code you may choose to use for your contact with other providers or other resources in the member's treatment, or, you know, family.
So documentation is key to support how you are coding and billing.  So we will go over ‑‑ and you can go over with your billing offices, too, and internally; that's up to the providers ‑‑ on determining how and when to bill for these services.
We can move to the next slide. 
>>	SLIDE:  So what do these changes mean?  It means that MassHealth and all the MCEs recognize that coordination and consultation are as important as any therapeutic intervention in helping the child and the youth. I think as we all know, with youth there is always multiple layers of people involved, as they are involved in different community activities, schools.  So, you know, coordination and making sure everyone is sort of working towards the same goal has always been an important part of the therapeutic relationship and the therapy service delivery.
One of the key factors is we are now paying for consultation and coordination activities at the same rate as an outpatient face‑to‑face visit. So again, previous billing was at a lower rate.  A lot of outpatient providers were concerned it wasn't beneficial or feasible for the time and the amount of work that people had to do. So that is why MassHealth and the MCEs did collaborate together in coming up with a more reasonable rate for outpatient providers to utilize the service.
Documentation is part of the rate.  So it is not something that you can then separately bill for documentation. 
Next slide?  
>>	SLIDE:  As you see, all three could overlap to some degree, based on what the conversation entailed and how deep the conversation was embedded in the development of the treatment plan or developing next steps. All consultation and collaterals have the shared goals of clinical aid to the client by coordinating, assessing, planning, doing after‑care discussions, terminating from maybe one level of care to another, and implementing a comprehensive treatment plan that all service providers are in line with and complement each other.
Documented meetings. There is the requirement that everything is documented so that in a member's records it is noted, and if there are to be any type of chart audits or anything, you have it right in the member's record as to who was ‑‑ participated in the consultation, and the outcomes.
One unit equals 15 minutes. A major question we've gotten for years is what constitutes a 15‑minute unit. You know, I think that this has gone back and forth a number of times in many different settings as to how do we know if the work I did was billable, because I only spent ten minutes on the phone.
So technically, a 15‑minute unit is ‑‑ you know, anything that you would really look at as being fruitful conversation usually lasts about eight, nine minutes. You bill us for a unit.
There is ‑‑ 
>>	Laura Conrad:  Sorry for the interruption. This is Laura from MassHealth. I want to be very clear. We have been very prescriptive around this. To bill a 15‑minute unit, you need to have at least eight minutes of activity. 
>>	Nanette Campo:  Correct. So the number of units need to match the medical necessity. There are no preauthorization requirements.  You do not need to preregister for an authorization. And there are no maximum number of units. If by chance you are in a case consultation and it takes two hours, you bill for the two hours. There is not a max number of units per day that could be billed. That is open‑ended.
Providers do need to be contracted with what the MCE that they are auditing in order to be reimbursed.
Next slide?  
>>	SLIDE:  So case consultation, 90882. That's generally when you are doing consultation with other behavioral health clinicians, consultation with medical providers that may be treating the member, having ‑‑ being part of systemic meetings with different state agencies or other CBHI services are getting together, you're part of the planning team meeting ‑‑ that is generally what case consultation is identified as, that treatment coordination, treatment planning.
Family consults. Very similar. They involve the family and member, identifying some supports, having sort of ‑‑ it's not a therapy session, but really consulting about what the needs of the family are. This could be in an outpatient session as you are trying to coordinate with the family, too, about services that they may want, may not want, making sure family members are being heard. 
Now, the only thing on those two codes, you cannot bill for voicemail and e‑mail. These are used for members under the age of 21 and over. So basically, you can use these for your youth population and your adult population over 21, and that is also dependent on the commercial member's and the plan benefits. 
Collateral contact. This is only for youth under 21. Collateral contact is more some of those outside people that may not be the behavioral health providers or clinicians providing treatment, but they are equally involved in the child's life, such as school, the teacher. You may want to check in:  How is Johnny responding to the behavioral plan that the team put together?  You know, have you seen ‑‑ maybe even calls to people that may be involved in someone's treatment but not going to be attending a care plan team meeting where you have gathered some information in preparation for a meeting coming up with the care team. So you can talk about results from school or results from the local community Y that the member may be in. So collateral contacts, the other part of this is that does include voicemails and e‑mails as modes of contact.
Next slide?  
>>	SLIDE:  
>>	Jack Simons:  Oh, that's to me?  To recap, two important ideas here. One is, this is good practice when you are a child clinician, getting everybody on the same page. And that's what care coordination is about. It's about good clinical practice when you are working with kids. 
And the second key concept here is, you can now be paid at a rate commensurate with what you would be paid for basically services, for face‑to‑face services. We think that will be really helpful for providers.
We will illustrate this with a couple of stories. I won't read them. We will give you a few minutes to read about Tim, and then we will talk about coordination and billing for him.
(Pause) 
>>	Jack Simons:  Okay. So we have a 14‑year‑old boy with ADHD and some complexity.
It's important for the clinician to be in touch with the school.  I think you are drawing your own conclusions about who you should be talking to. Nanette is going to talk to you about how it is to be billed. 
>>	Nanette Campo: So at this time, is this for voting?  You all see that on your screen? 
>>	Jack Simons: Sorry, we need to explain this, Nanette. 
>>	Nanette Campo: Go ahead. 
>>	Jack Simons: We wanted everybody to think about and take a stab at how they would code the various activities for Tim.  You see various options for what you would bill, and then we will look at and see what the consensus is. 
>>	Nanette Campo:  Oh, it looks like people are finishing up the fifth question. I will give it another two seconds. 
Okay. So first scenario question asked is, the phone call with Tim ‑‑ what's happening to my screen?  
I believe case consultation ‑‑ my screen seems to be moving ‑‑ 83.5% of people would bill that as a consultation and another 16% thought collateral contact. This, again, is how you're thinking about it, how are you looking it, as a consultation or collateral, is how you would document it and code it in your records.
Phone call with therapist.  91% view this as a case consultation, and 8% as collateral contact.  Same as the first, depending on what the nature of the conversation is, it could be either one.
E‑mail and phone call with the adjustment counselor.  97% view this as a collateral contact. I think a key piece in that was the e‑mail, as that is the only code that you can actually bill for e‑mail correspondence between yourself and anyone in the member's treatment.  
Phone call with Tim's mother. I think this is the clearest code. This is anyone identified as the member's family system. Generally, you are billing that more as a family consultation, of gathering information and relaying information and education to family members around member's mental illnesses or needs.
School meeting with the school personnel. Tim's family and the TM. 33% saw this as a case consultation. 60% saw this as a collateral contact. Because it is a meeting and it may be time‑consuming, and even if it is with the school system but it's about developing his treatment needs into the school system, you may see it more as a consultation because it is more around treatment development. 
Either code would be appropriate because you would then document in your records the outcome of the event. Was it just sort of information‑giving?  Was it more collaboration around integrating some of the treatment needs, integrating the TM into the school system ‑‑ that you may see as a consultation.  
Okay, we can pass it back to Jack. 
Next slide. 
>>	Jack Simons: So that was a kind of typical outpatient case, with a need to coordinate with the school and be the hub for a therapeutic mentor. 
The next one, I will give you a brief preview. The child has been an outpatient. She's in more severe distress. They've determined that she needs ICC.  She has IHT.  Later she has an inpatient stay. You're getting a sense for the amount of coordination here involved.  
It's also a different kind of case, because although outpatient was the hub, ICC will become hub.  However, outpatient will continue to participate in that process and will bill for the care coordination activities that they use and bill as collaborator with the hub.  So I'd like you to read it and we will vote on how to code the activities. 
(Pause) 
>>	Kelly English: ‑‑ okay. So if folks want to go ahead and start filling in your answers for the vignettes, and Nanette is going to talk through the various answers.
(Pause) 
>>	Nanette Campo:  Okay.  I think activity has stopped. 
So in all three questions ‑‑ the phone call with the ICC, the attending the discharge planning meeting, and attending the planning team meeting ‑‑ over 93% have coded all three of those as case consultation.
As Jack indicated in in the scenario, there may be a switching of hub providers, so the phone conversation with the ICC may be around all that treatment ‑‑ what has been going on in outpatient, what the outpatient therapist feels the ICC could further explore with the family. So even though it's just a phone call, it could be just as fruitful as any kind of face‑to‑face meeting in developing the treatment goals, helping the transition, and making sure that everyone is in collaboration together in servicing this family.
Equally so in the discharge planning meeting, the expectation would be that things are spelled out for anyone that is the hub provider or hub‑dependent services, what other things are going to be integrated into the child's daily activities, their school system.  
So again, when we're talking discharge planning meeting, we're talking discharge from any type of service, or if someone had an acute stay. 
During the care‑planning team meetings, the outpatient is very important, very much a part of it.  So again, your treatment plan, if you are the hub, is the sort of main treatment plan that people are working from.  You are incorporating all other service providers into your treatment plan.  So that, again, is considered case consultation.
Next?  
>>	SLIDE: (Pause) 
>>	Kelly English:  This is Kelly English from the Knowledge Center. Okay. So the next piece is, as we said at the beginning of today's Webinar, doing the Webinar was an interim step, giving folks information quickly as soon as things have happened.  But we are working at the Knowledge Center closely with MassHealth and the folks in the Donahue Institute to create a longer‑term resource for folks.  So we are using this to gather your information and gather from you what would be helpful in creating an online resource or online trainings for people that you could take at any time, so as new clinicians are joining your clinic, or if you just want to do a refresher for yourself.
So we'd like to hear from you.  And I'll have Kathryn put up some questions here that we are interested in learning from you about what additional information would be helpful for you, to include in online training or online training for you as an outpatient therapist. 
So if you have suggestions, if you can type them in there. And we will look at this information to help us develop this online resource. Also what you learned today, will it change your care coordination activities?  If you can type that in there. Also, whether what you learned today will change your billing practices. 
>>	Jack Simons:  We got a lot of questions.  They are still coming in.  And that will be helpful to us. Any comments you have about what was clear or what needs to be clarified further, that will be helpful to us.
>>	Kelly English  I think we will try to answer some questions in the next ten, fifteen minutes, but they are going to be questions that we won't get to, there are questions we won't get to.  So we will be developing an FAQ that we will put out that will answer questions for outpatient providers and this group that participated, and include that information in that FAQ.
>>	Jack Simons:  The comments we are getting are kind of mixed in with questions about the content. That's fine.
>>	Kelly English: Okay. So it doesn't look like in terms of ‑‑ 78% think what was into day's webinar would think about care coordination activities aznd also change thedir billing practices which was hopefully our goal. So what was in today's Webinar might help the coordination with the outpatient care and hopefully clarify billing practices, which was our goal.
I think we will move back now to our question and answer, so we will bring back up the questions that people are asking throughout the Webinar.  So we will attempt to answer those questions.
When we started, we mentioned the CANS. There were several questions that came up about this.  And the CANS wasn't really the focus of today's Webinar, but I do want to offer from Jack Simons' presentation a little bit about CANS and we will move along from there.
>>	Jack Simons:  Yes. Of course, there were some comments that people would like to be paid to do follow‑up CANS, and this mechanism does not allow any new billing to do CANS activity. If you want to talk with someone about the CANS, if it's part of your collateral consultation, or for other discussion, then that, of course, is fine.
And, of course, you are paid an additional amount to do psychodiagnostic assessment, including the CANS, in the first two sessions. You can bill two of those 90791's.  So there is some payment for doing the comprehensive assessment, including the CANS, but not the follow‑up CANS, just as in the past. 
Okay. Sarah says: If outpatient is working with the IHT and IHT is the hub, does outpatient still need to complete a CANS?  Or could they use the IHT CANS?  
So you can still do the CANS, but you would start with the IHT CANS.  You would edit it to reflect any difference of opinion you might have from the IHT therapist or any additional information you have.  But use the CANS as a starting point and then edit it.
I wonder if we should move on to other issues?
>>	Kelly English: One question about case management. MassHealth wants us to be really clear that our expectation that the outpatient therapist leading with the youth is actually doing care coordination activity. We do not see this as a role of someone outside of the clinician that is doing the face‑to‑face with that youth.
Okay. So another question was, can these services be billed as MassHealth as the secondary insurance?  
Yes. So if a member has, you know, Blue Cross/Blue Shield as their commercial and MassHealth is secondary, yes, you would bill that secondary insurance, which was most likely MBHP, for the case consult collateral.
We have another question, and I will throw this out to the managed care reps that are on the phone. If an outpatient clinician is trying to coordinate and struggling with trying to get responsiveness from, in this case the questioner was asked, saying they were struggling to get a response from the BPHI provider, what should they do or what is the level of the accountability for the outpatient provider?  Do you want to answer that question?
>>	Laura?: Sure, no problem.  The requirement, you need to be in weekly contact with providers. However, we understand that there's sometimes a lack of responsiveness on either end, but the expectation is that your attempts to communicate with the CBHI provider or the outpatient provider, the weekly attempts are documented in the chart, so a note saying attempted to reach therapeutic mentor, left a voicemail. But the expectation is there is weekly contact between any outpatient and hub‑dependent services.  But again, if you are not able to get in touch, there would be the expectation that it is documented.
If you have continued issues trying to reach providers, we would ask that then you speak with your supervisor about it, and there would be a supervisor‑to‑supervisor conversation.  And then if you are still struggling, we would ask that you contact the MCE that you have to discuss the issues.
>>	Kelly English: Okay. So I will have Kathryn bring up some of the handouts that we had listed at the beginning of today's Webinar so you can download those.  Many of the questions that came up today are actually passed down in some of these handouts and these links.  So there are some links to the different managed care companies there, and she will also bring up the handouts where there is an FAQ and some network alerts that went out to the managed care companies, an Outpatient Tip Sheet, as well as today's slides.  So some of your answers may be contained in some of those documents, so feel free to download those.
All right. One other question that came in is, can these services be billed if MassHealth is the secondary insurance?  We did that. Okay. 
So there's a question about if a member is MassHealth only and does not have managed care, so that is correct. An answerer kind of responded:  Some of these codes may not be available for MassHealth, only those codes for members. That is correct. 
For the 90th percentile of kids, members under 21, are enrolled in a managed care entity, that includes BPHP.  Usually they would enrolled within two weeks in that managed care company. Again, these codes do not exist in a fee‑for‑service world.
Another question was about rate sheets, if people are interested in receiving updated fee schedules or getting new rate sheets.  Does any one of the MCEs want to take this one?  
>>	Nanette Campo:  This is Nanette. I would suggest you call your MCE or, for us, it is the provider network department, because there are different rates and contracts.  So I do suggest that they go through the contracting units in each MCE or the contacts that you have had regarding your in‑network status. 
As far as benefit grids, we have benefit grids on web sites, but they don't get involved in rates. 
>>	Laura Conrad: There is a question down here about billing two separate consultations on the same page.  So say you consult with a pediatrician at 9:30 in the morning and you consult later with an ICC.  So you would want to lump that time together and bill however many units you spent on case consultation for that day.
If there's questions about can I bill another clinician within our organization.  So it is not within your organization.  You need to think about within your clinic. Say in your clinic you have an outpatient clinician consult with another outpatient clinician within your clinic, that is not billable. But if I, Laura Conrad, from Clinic A talk to the CSA, who is also part of my organization but not in my clinic, I can bill for that time.  Whether it's CSA and/or behavioral team, as long as it is outside of my ‑‑ if it is in my service area, you can bill for that case consult, collateral contact.
>>	Kelly English: There are a few questions about, can you bill for time spent on e‑mail.
So for collateral contact, yes. And when you think about how much time does that take, you just really need to think about how much time it takes to compose that e‑mail, whether in reading, responding to, composing that e‑mail. If it took you ten minutes to compose that e‑mail, then yes, you can bill for that time. If it took you two minutes to compose that e‑mail, then no. But I will say let's say for collateral contact that you did multiple activities on that one day.  So I called the school today but I also sent an e‑mail today. And I called the school.  So I can log all those activities for a total amount of minutes.  So say all three of those activities took twelve minutes; then I can bill for one unit.
>>	There's a question about billing for two separate consultations on the same day, and then in the past this individual had been told she could only bill for one consult per day.  So can you bill for two separate consultations on the same day?
>>	Yes. There is no limit for these codes. Again, in your documentation, you need to be writing your documentation about what the consult was, who you talked to, what the consultation was.
So I think that there is another question about two therapists, within the same agency, in the same family, may they each bill for a live case consult?  So I think this is really dependent on both clinicians within the outpatient service, are they both seeing ‑‑ they wouldn't see the same kid, but maybe they are seeing siblings.  So yes, you would be able to bill. 
But if it is two different services, again, an ICC and IHT, if outpatients are both going to the same family meeting, then yes, both of them can bill.
Okay. So there's a question from somebody who is asking about can these consults be used for private hospitalization of an outpatient client?  So if there are, you know ‑‑ if the outpatient clinic needs to make a call to the police or crisis team or hospital emergency department or other family members, can you bill for those types of activities?  
>>	Yes. There was that hope that you would be making the phone calls and having the conversations with the hospital IDs, the MCE team, the police, and family members.  And yes, you would definitely bill for all of those activities.
>>	Okay. So there are a few questions about how would an outpatient provider bill when they are consulting with a child psychiatrist or other psychiatric prescriber?  Again, let's say the psychiatrist is within their organization. If the psychiatrist is a prescriber outside of their organization, yes, you could bill a case consult or collateral contact, depending on the context of what you are talking about. Yes, you could bill that. 
And I would look to the managed care companies, I think, to answer the other question. If a psychiatrist is within their own outpatient clinic ‑‑ Alyssa or Adrienne, for this question I will look to you ‑‑ could they bill for that case consult if the psychiatrist is within their own outpatient clinic?  
>>	Nanette Campo:  This is Nanette. I know from MBHP we would not see that as billable. It would be considered supervisory or team‑plan meeting within the clinic.
>>	Okay. So a follow‑up question to the one that was asked earlier about if a child that is getting outpatient services ends up being hospitalized, can those consultation codes and case consult codes get billed once the child is in the hospital, by the outpatient clinician?  
>>	So I think that a managed care company could answer this.  
>>	This is Alyssa at Tufts. Yes, we would hope that there would be some communication between the inpatient and the outpatient, and yes, those would be billable.
(Cross‑talk.)
>>	Could people answer from Beacon and MBHP?  Was that a yes, Adrienne? I'm sorry.  Nanette?  
>>	Nanette Campo:  Yes.  Any work they are doing in the inpatient setting with regard to collaborating or discharge planning, they could bill for.
>>	Adrienne Mullen:  Agreed. This is Adrienne from Beacon. I also want to remind folks that there are other codes. I saw folks writing about a different CP code. We have 90839 and 90840, so that would be kind of triaging the crisis.  And if you read through the descriptions of these case consultation codes, it is more case‑coordination planning.  So you would need to use your judgment as to what would be appropriate in these situations. 
>>	Kelly: Great. So there's a question about can we bill using these codes if the outpatient provider is not the hub?
>>	Laura: So yes, definitely. Anybody can bill these codes ‑‑ if you are an outpatient clinic and you are contracted with the BMHP for these codes, remember, whether CBHI or not, you can bill these codes. You may have a 14‑year‑old that may be struggling in school but there is no CBHI service involved; you can bill these codes ‑‑ for any member under 21.
>>	So just to follow along again, because it could be an inpatient hospital or on a feedback unit, about being able to bill if they are inpatient, we want to make sure everybody is really clear that we are giving the right answer here and that the managed care companies agree. 
So someone is asking, is it new to be able to bill while this kid is inpatient?  Because before, they were only allowed to bill for a bridge session. So for kids under 21, maybe the MCE's ‑‑ I just want to make sure we are all clear about this, because it is an important activity.
>>	Laura:  So do we want to go plan by plan?  Maybe start by that.
So Adrienne, for Beacon, can you speak to this?  
>>	Adrienne Mullen:  Yes.  I think part of what we are asking is you can't really receive treatment for the members who are inpatient; they are already receiving treatment.  But we would hope you would be connecting with the providers and do consultations.  So it wouldn't be treatment with the member. You wouldn't use these codes to meet with the member. We have had that question before; I know our agency has.  But it would be to consult with the providers. 
>>	Jack Simons:  Yes. 
>>	Alyssa with Tufts?
>>	Alyssa: Yes. So it would be the same. It wouldn't be a bridge session. You would consult with them about how the treatment is going and what they're seeing, but it wouldn't be to do any treatment while they are inpatient.
>>	Then Nanette at MBHP?  
>>	Nanette Campo:  Yes.  We are in line with respect to the other MCEs. I agree, some of the confusion may have been you cannot see a member for an individual therapy session while they are in an acute setting.  But consultations have always been payable while they are in an acute setting, for you to collaborate and work on the treatment plan with the providers.
>>	Kelly: Okay. So we are almost about out of time here. I just want to call your attention to a couple of things. We will be sending out the recording from this today. We will be posting from the Knowledge Center's Web site, which is www.CBH.knowledgecenter. 
I know there were a number of questions that came up today.  We will do our best to take some of these questions, and we will send out a follow‑up FAQ to get some of the most commonly asked questions and get clear about those for everybody.  
And we will ‑‑ let's see ‑‑ oh. And we will also ‑‑ you can see here from some of these handouts that are also up on the Knowledge Center's Web site, so if you are interested in looking at the alert where many of these questions that were asked today, many of those can be found in the network alert, as well as the outpatient CBHI Tip Sheet.  So those should be helpful resources to you.
So just thanks to everyone who took part in today's Webinar, and thank you for doing this. The Knowledge Center's next Webinar is on December 21st, where we are going to be presenting information on effective collaboration practices with psychiatric prescribers. The registration for that is live now, and it's up on our Web site. 
So thanks, everybody, for joining us today. And have a great afternoon.
>>	Thank you. 
(End)
