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BEGIN TRANSCRIPT:
(Slide)
LAURA GALBREATH: Supporting Bi-Directional Integration Through Potential Billing Opportunities: State-Based Interim Billing Worksheets. My name is Laura Galbreath. I am the acting director for the SAMHSA-HRSA Center for Integrated Health Solutions here at the National Council for Community Behavioral Health Care, and will serve as your moderator for today’s webinar. 
As you know, CIHS promotes the development of integrated primary and behavioral health care services to better address the needs of individuals with mental health and substance abuse conditions, whether they’re seen in specialty behavioral health or primary care provider setting. 
Today’s presenter for our webinar is Kathy Reynolds. Many of you know Kathy Reynolds; she’s a leading consultant for the Center for Integrated Health Solutions and former director for the Technical Assistance Center and served as the executive director for Washtenaw Community Services, where they successfully integrated primary and behavioral health care services. And author of several articles and books around integrating primary behavioral health care. [0:01:00]
Before I turn things over to Kathy to get us started, I want to share with you some housekeeping. First of all, today’s webinar is being recorded, and all participants are in a listen-only mode. You can find the call-in information, if you need to use your phones, on the right hand side of your screen. But please note that questions must be submitted online by typing your questions into the dialog box, again, at the right of your screen, and sending it to the organizers, and well pose those questions to our presenter, Kathy Reynolds, when we have time for Q&A. At any point during the webinar, if you experience technical difficulties, we encourage you to please call Citrix Tech Support at 888-259-8414. 
I also want to note that the slides for today’s webinar are currently, right now, being posted to the CIHS website, which you can see on your screen at integration.samhsa.gov. So you should be able to pull those down, if you’d like to print and write on them as our webinar continues. And also note that the billing worksheets are available online at integration.samhsa.gov under financing, and we will pull those up later in today’s webinar. With that, I’d like to turn it over to Kathy Reynolds. [0:02:19]
KATHY REYNOLDS: Thank you very much, Laura. It’s good to be on a webinar with everybody here today and talk about a subject that is near and dear to my heart, which is the financing of integrated behavioral health care.
(Slide)
The overview; I want to make sure that folks understand that today’s webinar is a very basic billing and reimbursement webinar. The content is going to be very basic, and we are formally introducing our interim billing worksheets that are done state by state, moving forward. So I want to make - again, this was an introductory webinar to the billing worksheets and to billing and reimbursement itself. And so if you’re looking for a more advanced presentation, that will be coming later as we move down the role of supporting folks in billing and financing for integrated health services. [0:03:09]
Our topics today are going to be to talk about the essential nature of billing and reimbursement, why are we [going down] (ph) the staff of helping folks be successful in billing and reimbursement whenever we can; the infrastructure you need to be successful with billing and coding; opportunities for partners in public sector work. Again, the focus on the Center for Integrated Health Solutions is on community mental health centers, substance abuse-providing organizations in the public sector and from the qualified health centers, so we’ll be focusing on those partnerships.
We will walk through the state-based interim billing worksheets, which are complete for 49 of the 50 states and posted. But you may want to think about, while we’re talking here, going to our website and pulling down your state worksheet so you have that; that we’ll get to that here in about 15 or 20 minutes. [0:04:01]
And then as Laura mentioned, because of the number of folks that are on the webinar here today, we’re not going to be able to have you raise your hand. So if you have any questions as we go forward, please write into the chat box and we will - Laura will be monitoring that and she will be asking questions and then we’ll be stopping throughout the broadcast to take your questions and make sure we address the needs that you had in coming to the webinar.
(Slide)
So again, as I mentioned, this is going to be a basic billing and reimbursement webinar related to billing for integrated mental health and substance abuse services and primary care and primary care services and mental health and substance abuse sites. We’re going to be identifying key issues for all providers, and then reviewing one tool that you can use to facilitate discussion in your local work, maybe to talk with your state Medicaid office about it if you have interest in that, or help you get started in exploring billing for integrated care, or actually get started in billing if the codes are turned on in your state. [0:05:05]
(Slide)
So the next slide...
LAURA GALBREATH: Hey, Kathy, if you wouldn’t mind  - 

KATHY REYNOLDS: The essential nature of effective billing and reimbursement; we see this as critical. We also want to say though that billing isn’t the only sustainability piece for integration. It’s really important to think about your administrative sustainability and your clinical sustainability, and one of the ways that we see effective billing and reimbursement is if you have an effective clinical process. 

Having done consulting in this area for quite a while, one of the things that we find is that when partnerships or organizations start doing integration by looking at billing and reimbursement and how you pay for, sometimes, years later, they’re still stuck in the billing and reimbursement issue. We actually recommend that you start your integration efforts with the clinical work processes, and then add your billing and reimbursement to that. And we have done a webinar on how to match your clinical process to your billing and reimbursement that is available on the website. But this is so important, because if health care reform goes forward, we’re going to be having insurance exchanges. [0:06:15]
One of the things that the insurance exchanges will do is that they will provide consumers and family members and community members with insurance cards that they will be able to pay to clinics, community clinics anywhere, and will also need to provide them services.
So it’s going to be important, as insurance exchanges expand their roles in our state, that every behavioral health pro - partner (ph), whether they’re mental health or substance abuse or primary care, every entity is going to need to be able to bill third-party payers, so it’s critical that we do this. The time of block grants and the time of receiving large sums of money that we report back on and provide units of service after the fact, they’re going away. But we need to be able to do third party billings for your Medicaid agencies, to managed care companies that may take on our contracts for the state, the manager of an accountable care organization or a managed care entity, and so it’s critical that everybody have in place a third party payment system. [0:07:20] 

Secondly, health homes of state Medicaid agencies are developing state health plans. We have five states that have created the health homes that have been approved by the Centers for Medicare and Medicaid Services, and billing is an important aspect of the health homes. It’s often how folks will receive their reimbursement and being able to bill the state or the company that’s partnering with the state for the services. 

So it’s critical as a system of revenue for your organization, and being able to know and predict what your revenue will be based on your consumer population and the financial resources. But we’re also finding that a lot of the states that are putting in to health homes applications are using the data from their claims and services to put together their health home project to determine rates for payment of services within health homes, to set monitoring mechanisms for individuals who will be participating in the health homes. So the data is not only important for revenue, but claims data and service utilization data, can be gone from the billings that we’re able to do. [0:08:30]
So we think it’s just critical for everybody to have as effective (ph) billing and reimbursement assessment up in their system. 

(Slide)
And our next slide is going to talk about the type of folks that you need to have in your organization to be successful.
So again, staffing; now, the time has come, I just mentioned (ph), that some of (ph) - very basic webinar, and almost everyone does have a chief financial officer now. But it is a critical person that we need to have in our organization to help us create our budget that we had into this path, if you’re not already there. [0:09:06]
You may also then want to have payables and receivables staff. Payable staff are the folks who pay the bills that come into our organization that we have to get out, whether they’re providers on the electricity… Any kinds of bills that you need to get paid tend to come out of the payers’ department.
And then the receivables department; these are the folks who process the claims, and you may in your organization have some claims processor. But so cool now is that claims processing is becoming a computerized process. With the use of the standardized forms and codes from the federal government and HIPAA, we’re able to create billing systems that link to our clinical records, so that when we complete a progress note we can also just drop down, click, and put the bill through to your claims processor. And then again, with electronic processing, we’re able to send those claims out in the same day and get much quicker turnaround. [0:10:04] 
We’re going to talk about how to ensure that your claims don’t get kicked back to you. There are key things that you have to have in order to ensure that that doesn’t happen, and so we’ll be talking about those in a little bit of time; that you need people in your organization who understand receivables, understand contractual allowances, and understand how to figure out how many of your receivables are going to be good and are actually going to be paid as you’re going forward. 

So this is a list and a sample of the expertise that you need if you don’t have a billing department, or if you already have one, how you may want to expand it to be effective as you move forward with financing integrated health care.
Another critical aspect that we’re finding providers need is the knowledge of the payers’ requirements. When working with and talking with a managed care company in a state here, we were saying that one of the big challenges that they find is that as they take over Medicaid programs and assist states that often behavioral health care providers, even FQHCs, don’t know how to bill private providers and how to get a claim and a bill out of the office to them. And so they’re making due and sending out money so that people can remain solvent, and then having to do cost reimbursement kinds of things after the fact and services that were provided. [0:11:24]
But payers aren’t going to keep doing that for long. It’s going to be an expectation that you can generate a bill for every service that you provide, and that bill will be what we call a clean claim that people can process and get their money out to you. So we’re going to have to ramp up, and that’s why the Center for Integrated Health Solutions is [attending in here] (ph) with our grantees supporting them, but we’ll also make available materials on our website to non-grantees as well. 
Medicaid is critical. And Medicaid, as you remember, is the program that is reimbursed with partial state funds and partial federal funds, but they’re the biggest payer often for us in the semi-qualified health center systems or in the community mental health system. [0:12:09]
And I want to be very specific here as I talk about how payments for FQHCs are done, because there’s a misconception that they are nationwide. Now, the process, the prospective payment process, PPS, or so (ph) prospective payment system as it’s called, is nationwide, but the states implement it at the state level. And it’s based on the average, right now, of each federally qualified health centers FY ‘99 and 2000 reasonable costs per visit rates, okay?
So the Medicaid payment is unique. The payment rate is unique for each FQHC, for each FQHC that you may be partnering with. For existing FQHCs, a baseline per visit rate was established for services provided between January 2001 and September 30th, 2001, and then adjusted to take into account any change in the social (ph) services that had been provided during that year. For years 2002 and thereafter, the per visit rate equaled the previous year’s per visit rate adjusted by the Medicare Economic Index. [0:13:21] 
So I know this is really getting down into the weeds, but it’s important to understand that each FQHC receives a unique payment that is calculated by the state. And so while the PPS or the prospective payment system, establishes a Medicaid per visit payment rate for, it did not require states to reimburse FQHCs using that methodology. So states can choose to implement an alternative payment methodology. So while there is a national process for Medicaid, it actually is up to each state, and each state can make decisions around its prospective payment system or its alternative in payment methodology that it can use for the FQHC. So don’t want to get into too much more detail other than to say just how important it is to understand who you’re working with, what their payment structures are, and how you can move forward. [0:14:19]
Medicaid is also unique to each state as it relates to behavioral health in terms of having rehab options, clinic services, so that’s why each of the interim billing worksheets that you’re going to see here are state-by-state; that Medicaid is a state-by-state program. 

Medicare has more federalization of it, but there are regional entities that process your claims there. So I can’t speak enough about the need for the staff that are needed (ph) - show up above; your payable, your receivable, your chief financial officer - really become experts in this knowledge of care requirement. Or that you consider hiring a third party payment company, a TPC, third party collector, to do this work for you, because it requires a level of expertise that often isn’t found in our system. 

So either do it yourself, but if you’re going to do it yourself, create the knowledge that you need to be successful, or hire a third party administrator to be able to manage these services for you, and some folks have found that to be much easier as we go forward. [0:15:22] 

Make sure that your technology supports your billing and coding. You’ve heard me reference before, there are systems out there that when someone completes a progress note, the last thing they do is do a drop-down with the new, and kick their CPT code and diagnosis and their credential and they can create the bill right then and there. This can be an electronic process, so when you’re looking at systems, make sure you talk with folks about their capacity to do electronic billing for you and to both send and receive remittances from the primary payers. 
And then finally we couldn’t talk about billing and coding if we didn’t talk about the need to have accurate and good documentation. You have to have progress notes often for Medicaid that specify amount, scope, and duration. And again, these are unique to the state and so you have to pull down your Medicaid rules and regulations to know that every progress note, every treatment plan, every service that you bill, has to have an accurate and good piece of documentation to support it. [0:16:27] 

(Slide)
So on our next slide  - 

LAURA GALBREATH: As we transition to the next slide, if you wouldn’t mind, just if you’re able to increase your audio or speak a little bit more forcefully on the phone, that would be very helpful. We have quite a full webinar today, and I think for some, audio is a little low. That would be great, thank you. 
KATHY REYNOLDS: Okay. I’ll be happy to try to speak more loudly into the webinar so that folks can hear us. And Laura, do we have any questions at this point before we go on to potential billing opportunities around core billing infrastructure, Medicaid, and Medicare that people would like to ask? [0:17:03]
LAURA GALBREATH: Yes, we do. One of the questions that we have was about actually seeking a recommendation for a billing system. But I think, are there any key features that you would recommend for a billing system if they don’t already have one in place, or if they need to upgrade? Something for them to consider when they look at systems?
KATHY REYNOLDS: So I would actually - and we don’t have him on the line today - the National Council has hired Mike Lardiere to do specific work around acknowledging (ph) needs assessments. And some of the work that Mike and Colleen have done as part of that project is put together tools that will help you assess the capacity of systems that you may be looking at to purchase for the use in billing and your electronic medical records. 

So that would be a question that, Laura, I’d like us to park, and we can post some information from Mike and Colleen around those sorts of tools for folks at the end of the webinar. So yes, those tools do exist. I am not an expert on the technology piece. We keep that question and have Mike either call or respond to that first one, but we’ll also make some of Mike and Colleen’s tools for assessing vendors and assessing what you need to be successful available to folks after the webinar. But that’s a great question, those tools exist, and we’ll make those available to you after the webinar. [0:18:34] 
LAURA GALBREATH: One clarifying point and one question. Someone did ask regarding FQHC, maybe not familiar with that term, and that is a federally qualified health center. And Kathy, I don’t know if you want to say a little bit more about that.
KATHY REYNOLDS: Sure. Federally qualified health centers are a part of what’s called HRSA, H-R-S-A, the Health Services Resource Administration, which is part of the Bureau of Primary Health Care at the federal health level, so a lot of alphabet soup here. [0:19:06]
But those are organizations in our community who are in place to help serve public safety net, as well as the larger community. They accept any kind of insurance. They accept individuals who may be uninsured. They do have sliding pay scales, so it’s not free care, but they have access to the special PPS rate that I was talking about, and I was actually reading that information to make sure that we get it right for folks.
But on the health care side, they’re equivalent public sector partners, if you will, for the community mental health centers, and they’re who (ph) a lot of public entities partner with in terms of getting health care for the folks that they need.
I want to also be clear though that FQHCs do accept third party payments and other resources, so they’re not simply public safety net, but it is one of their functions that they do provide for us.
LAURA GALBREATH: Great. And the last question before we continue is, is this information, the coding and the billing information that you’re providing, relevant to private in mental health, or primary care providers who want to integrate their services? [0:20:15]
KATHY REYNOLDS: Yes. Some of what we’ll talk about here in a little bit will be relevant to private entities in terms of Medicare, if you accept Medicaid as the private entity and you provide services, so it will have applicability to the private sector. What we weren’t able to do in our work is, in states where there are managed care companies who may have unique and different kinds of payment mechanisms, we weren’t able to identify each and every one of those.
So if private entities are working with Medicaid and Medicare, the coding billing sheets will work for them as well, but we didn’t go to the managed care entities and get their information.
LAURA GALBREATH: Thank you.
(Slide)
KATHY REYNOLDS: So what we’re going to first talk about: Potential billing opportunities when you’re partnering between a federally qualified health center, community center, another public sector entity, and a public behavioral health opportunity. [0:21:16]
And we need to be careful here, because as I mentioned, there are unique billing requirements for a federally qualified health center. But we’re going to talk about three things that it’s important for people to know in terms of billing for services. One is billing two services in one day. That’s really a lot of those urban and rural myths about whether or not you can bill two services in one day if you’re one provider, so then talk about that. We’re going to talk about a set of health and behavioral health assessment codes that are being used to support integration across the country. And we’re going to talk about how to maximize who you can bill, for what, when, and by whom. That’s the interim worksheet that we’ll get to here shortly. [0:22:00]
(Slide)
So we’ll move forward with talking about billing two services in one day. Now, one of the things that we hear related to this is that the federal government, that Medicare, will not allow the billing of two services in one day. Now, that may be true in some places, which federally qualified health centers are known. But as a rule, Medicare will cover a physical health and a mental health visit on the same day using the same provider code, okay? And if you’re looking for the reference for that, it’s CFR Title 42, Volume 2, and then the section number. So if you have been told that you can’t bill a physical health and a mental health visit on the same day and then told that it’s a Medicare rule and requirement, you’ll want to check this section out, because this is not true from the Medicaid rules and regs. 

And our colleague, Mike Lardiere, who I mentioned before, with technology, is also working on a project with Medicare to double-check that in fact the regional entities are able to pay two services in one day under Medicare. And so we’ll be doing an additional webinar when Mike’s finished with his own work on this coding project and where we’re looking specifically at that. [0:23:19]
And so the rule and reg indicates that it’s possible, but we all know how sometimes locally things can happen that just know they will kick out the bills. And we have to pursue making sure that people are interpreting rules and regulations correctly and have very nice conversations with them about how to make it possible if we can. 

So for Medicaid, Medicaid is currently paying for two services in one day, but escalates (ph) fees in actually 30 states.
(Slide)
And we’re going to show you our map here; it’s going to show you the 30 states. And when FQHCs bill, they can bill a primary care service, and then usually a behavioral health service provided by a psychologist or a social worker. Again, it depends on the rules and regulations in that state. [0:24:08]
Generally, even in states where you can bill two services in one day in one federally qualified health center, you can’t bill a physician and a psychiatrist. You have to split it up, and they would see the primary care technician, and then they would see what would be a mid-level, if you will, behavioral health professional in terms of a psychologist or a social worker or whatever is billable in your state. Though generally, two providers, like a psychiatrist and a doctor, cannot bill in the same day in an FQHC.
Now, FQHCs also provide dental and you need to take that into consideration. But in a place right now, if you’re partnering in your work, you’re going to see in a minute that 30 states allow the billing of two services in one day in a federally qualified health center. [0:25:03]
In states, the other 20 or so states that aren’t allowing this, you can have a partnership where two providers usually can bill for services they provide on the same day. An example of this might be that someone goes to their federally qualified health center and sees their doctor in the morning, and the federally qualified health center will bill there internally for that. The person then might see the behavioral health person from a mental health center, and the mental health center would use their Medicaid number and bill for that. But these are really complex contractual relationships and we’d recommend that you work with your corporation counsel and then your regional staffs from HRSA and other places to make sure that the business model you put together works in your state. 

So we’re talking generally here in this webinar that, in the next slide, when you see the 30 states, those states you can bill two services in one day as a federally qualified health center. And then states who are not going to be blue, they are going to have to use a contractual business model. [0:26:06]
But one thing I do need to say is an FQHC cannot allow another entity to bill in its name. So if you set up a contractual business model, you need to make sure that the health center is billing its services and the FQHC is billing for its services, but you can’t have an FQHC status granted to somebody who isn’t.
A second key point here is for an FQHC to bill for a medical service and possibly a social worker in the same day. The consumer generally has to be a member of a federally qualified health center, but that’s what I was talking about before. If they can’t construe their billing status on somebody, the consumer needs to be members of the federally qualified health center, and there needs to be a contractual relationship between the mental health center and the FQHC to provide these services.
It’s important also to know that an FQHC can do its behavioral health services by a referral only, in which case they would not bill at all. It would be up to the entity they refer the consumer to, to bill. So we’d like this webinar to stay as a high level if we can, but sometimes they have to get down into some of this detail to make sure that folks understand how to do this. [0:27:24]
So what we want you to do now is to talk with your local partners and see what review (ph). And we can go to the next slide, which will be the state slide, and we borrow this from our friends at the National Association of Community Health Center. And you can see now that 30 states pay for these same day services; those are the states that are in blue. Fourteen states absolutely do not; those are the states that are in gray. We have a few states that were undetermined what’s going on, and we continue to work with them. And then we have three states that will pay for these services, and these would be in private entities or other entities, but not in FQHCs on the same day. [0:28:04]
So we continue to work with our friends at NACHC to update this and make it available. But again, I’m going to stay this in theory, based on the work that the National Association of Community Health Centers has done and that we have done at the National Council, in these blue states, we should be able to have a person who is a member of a federally qualified health center, also be able to get a behavioral health service on the same day that they receive a physical health service (ph). So again, we’ll talk about how we know that and the references that are on the interim billing worksheets, but again, this is our best knowledge as of today in terms of rolling out these worksheets.
(Slide)
Our next slide is going to talk about the Health and Behavior Assessment/Intervention codes, which are the CPT codes 96150 and 96154. And we’ll take a break right after this slide, so if you have questions, please type them in and we’ll go to Laura for questions right after this slide. [0:29:08]
These set of codes are CPT codes that can be used for Medicare recipient right now. Some states are using them for Medicaid recipients, and we’ll show you the map that shows you what we were able to find out about where they’re billable in (ph) that.
But these are codes where you can provide behavioral health services ancillary to a physical health diagnosis. So say, for example, somebody has diabetes and they’re not able to get their blood sugar levels under control. Their hemoglobin A1Cs are high, their daily blood sugars are high, they’re not doing the diet and exercise that they need. And they need the support of someone in addition to their doctor or nurse practitioner or the physician’s assistant who has diagnosed and treating them for their diabetes. 
They can be referred to a behavioral health specialist, and that behavioral health specialist can then bill (ph) for behavioral health work ancillary to the physical health diagnosis. Well, that means that they would use this CPT code, 96150 to 96154, but the diagnostic code that they would use would be the diagnostic codes for diabetes, chronic obstructive pulmonary disease, chronic pain, or heart disease. [0:30:22]
So their behavioral health services that they’re billed under meet physical health care code, and these are codes that may be able to be billed under private insurance companies and under HMOs. In one state where I worked, these codes weren’t available from their managed care organization and they shut down and had a discussion with the managed care organization, talked about how helpful these services can be that help folks with their diabetes or heart disease under control, and the managed care companies agreed to approve enough and allow folks to bill for the 9600 series. So it can be something, but these are ancillary to a physical health diagnosis. [0:31:01] 
We’re also going to talk about codes (ph). Sometimes when the primary care physician refers someone to behavioral health, it’s for depression or bipolar illness or schizophrenia, and then we use the 9080 codes for those types of (inaudible at 0:31:13). But these are codes that can be used to provide a behavioral health intervention using a physical health diagnosis versus providing a behavioral health intervention using a behavioral health diagnosis. So I hope that that is clear, but if it is not, please let me know and we can come back and do this some more. 
(Slide)
The next slide will show you the map, the Health and Behavior Assessment/Intervention codes. And here you see the dark green states are states where the HBAI series is turned on. You have to be a little careful, you know, for example, I know that in some states it’s turned on, but only for children.
We have to update our map on our website, because our policy students who did this for us at the National Council, you could click on your state and it would take you to the rules and regulations in your state. And we may need to update that worksheet on our website, because the one there isn’t interactive, but we do have an interactive one. [0:32:15] 
But you can see where we were able to get information on what’s called the HBAI or the 9600 series code of states where these are billable for primary care. And that’s the other piece that’s critical about this series is that generally the 96150 through 96155 code has to be billed by a behavioral health - or I’m sorry, I popped up with the wrong thing - it has to be billed by the primary care entity.
So these 9600 series codes are codes that a primary care entity can bill, but they can also be used as revenue to offset having behavioral health staff onsite to help there, as well as, you know, if they’re providing primary care in a mental health site, then the primary care site can bill for these services ancillary to a physical health diagnosis. And again, that’s not just the three physical health diagnoses I had up there, those are samples only, so you need to check with your state to - where the billing is at. And if you saw here, they’re not turned on some places and they are for folks to do that. [0:33:24] 

So let’s stop here and see if we have any questions about the same day billing situation, or the Health and Behavior Assessment codes.
LAURA GALBREATH: Yes, we have quite a few questions. I think the first one that we’d like to address is around the same day billing. There were some questions about when you say two services in one day by one provider. Can you clarify? Are you talking about a provider as in a nurse or a physician, or are you talking about an agency? So individual or agency when you talk about two services by one provider? [0:34:02]
KATHY REYNOLDS: I’m talking about one. And I probably should have been more specific (ph) about one provider or Medicaid billing code. Each organization tends to have a code that it uses to bill for Medicaid. 

So generally, it’s two services provided in an organization using that organization’s Medicaid code. So it would be a service by a physician who might see someone and find that their diabetes is out of control and they’re not exercising and dieting. And the physician might say, you know, “I’m going to send you over to my colleague, Laura, and I’d like to have her talk with you about helping you with your diet and exercise.” And then the physician would bill for his or her time, or the nurse practitioner. So you have the medical practitioners, and then you have your nonmedical practitioners who bill the second service (ph). 
So my understanding - and again, this is why you need to have conversations in your states and in your local regions with your FQHCs and folks - is that it’s using a single organization’s Medicaid number and having two providers with that organization provide a service on the same day. If one provider does (ph) it, I believe it would be part of that single encounter. So if the doctor also talked with them about their diabetes, that would be a medical visit, and it would need to be, you know, another health professional, ancillary health professional, who would do the work for the second billing that day. [0:35:32] 
LAURA GALBREATH: Great. Our next question  - 

KATHY REYNOLDS: And also if we have - go ahead, Laura, sorry.
LAURA GALBREATH: No, go ahead. 
KATHY REYNOLDS: No, I was going to say if we had representatives from, first of all, on the phone, and that (ph) and if I’m (ph) incorrect, will you please feel free to raise your hand and we will open your lines to talk. But that is my understanding is that two providers within an organization, billing the same overall organizational Medicaid number, can bill those two services in one day, but one provider can only bill one service every day. [0:36:05] 

LAURA GALBREATH: Great, thanks. We have one question from an FQHC that is doing a change of scope to open up health services onsite at a community mental health center. Can they bill for those services that are happening at the CMHC, the community mental health center?
KATHY REYNOLDS: Again, my understanding is that if the site is under-scoped, that the FQHC can bill for any of the services that it provides under scope at that address. So yes, they would be able to bill for those medical services that they might provide onsite at a community mental health center as long as they, you know, draw (ph) that address under-scoped and it’s been approved by, personally (ph) and health resources services administration. [0:37:03]
LAURA GALBREATH: Great. I know you referenced SBIRT. Could you just say a little bit about what SBIRT is?
KATHY REYNOLDS: Okay. On our same day billing slide you see little yellow boxes there that say SBIRT. That’s Screening Brief Intervention and Referral to Treatment. That’s a special program that SAMHSA funded that pays for screening for individuals for substance abuse disorders. So it’s Screening Brief Intervention and Referral to Treatment. And those yellow boxes are states that have SBIRT grants, and there may be specific codes that you can bill for those services in those states. Sometimes the grants are statewide and those codes are available to everyone to bill, and sometimes they are limited to certain clinics. So again, that would be something you’d need to check out locally to see if you can bill for Screening Brief Intervention and Referral to Treat those. [0:38:03] 

LAURA GALBREATH: And Kathy, this is  - 

KATHY REYNOLDS: But those are (crosstalk) and they’re often available again to be billed in primary care sites. Generally, they tend to have the first session be screening and primary care, and sometimes the additional sessions can be out in the public safety net services in a substance abuse or mental provider. But again, those are state specific rules and regulations for SBIRT. 
LAURA GALBREATH: Thank you. One of the states that actually is on this map as allowing for same day billing is running into some issues with claims being denied for primary care visit and behavioralist visit billed under primary care on the same day, and wanted to know if there’s been any discussion nationally to allow these codes to be reimbursed preferably? Behavioralist codes are billed under the physical health diagnosis. [0:39:00]
KATHY REYNOLDS: So again, the national Medicaid - or Medicare program would be a place where there may be discussions nationally around that, and then I mentioned the correct coding initiative that’s going on currently. If it’s Medicaid, that is a state issue, and that would be a conversation. And I’m hoping that everybody who does billing has somebody at the state level that you can call and talk with about challenges that you may be having in terms of using these codes. 
So if it’s Medicaid, that discussion has to occur between the state Medicaid office. If it’s Medicare, it tends to occur with your regional entity that oversees Medicare for your state. And what you need to do and what we recommend is that if you’re having claims denied, we’re going to talk in just a minute about some of the reasons claims can be denied. And if it’s not that, but if it’s just, you know, that the system isn’t set up to accept two claims, those are conversations that need to happen locally. And it would be nice if we could provide you with contact numbers for each state, but we just don’t have that kind of capacity. But we’re hoping that your billing people - your chief financial officer, your director or someone - will have a relationship with someone that you can talk with in the state about challenges that you’re having. [0:40:23]
Another place, as you know, is every state has a primary care association; that’s where FQHCs often go to talk about billing challenges that they may have. And then your state could also have a behavioral health association. And so you could then take any challenges you’re experiencing there to your association to have conversations as a group around this specific stuff, and if there are problems in terms of the codes that we’re talking about.
LAURA GALBREATH: Great. And we do have a lot of people that have typed in very state-specific questions, and those are some great recommendations about who they can talk to in their state to talk through some of those challenges they may be facing or questions to make sure that their billing coding correctly. We do have a question I think you’re going to be getting to about some of the disciplines that can bill for the health and behavior assessment codes. [0:41:19] 
KATHY REYNOLDS: Yes. That comes up here very shortly. We’ll talk about that, and again, that varies by state. But that’s a piece that is on each of the state-based interim billing worksheets that we’ll share with folks. 

LAURA GALBREATH: One more question.
KATHY REYNOLDS: I think we can go - one more question? Okay.
LAURA GALBREATH: Just since we’re still on this topic, what is the relationship, you would say, between the health and behavior assessment codes and this issue of same day billing?
KATHY REYNOLDS: That’s very good  - 

LAURA GALBREATH: Are they directly - yeah.
KATHY REYNOLDS: Again, let me pick that one up when we get to the billing worksheets. Because as I mentioned and I read to you earlier, FQHCs tend to bill a special Medicaid code that’s an all-inclusive visit, so again, it’s going to depend what type of physical health organization you’re in. The HBAI codes may be encompassed within the encounter rate of the FQHC. That’s why your local state-based primary care association is a great place to go with these kinds of questions, because they often have someone who may specialize in billing and they’ll (ph) follow this on behalf of all the local RQHCs (ph). [0:42:34]
So we’re going to recommend that you have really detailed questions like that that you literally can - whatever search engines you use. In primary care associations, some folks have regional coalitions of (inaudible at 0:42:50) the council, the community clinics. If you send us a question and we can’t answer it, we will answer those and send you to your local council or PCA (ph) or state association who may be able to help you get the answer. [0:43:05]
(Slide)
So before we actually get to the worksheet, to have a bill be reimbursable by just about anybody, you have to have the correct CPT code, the correct diagnostic code, and then that service has to be provided by the appropriately credentialed staff person, and we’re finding that these are critical. If one of these three things is incorrect, you’ll probably get it - it’s what we call the dirty claim, and it will come back to you and the entity will say “We can’t pay because you’ve used the wrong diagnostic code or the wrong credentialed staff.”

So the first thing you have to do when a claim comes back to you is make sure that you have, from your state, the correct CPT code, the correct diagnostic code, and the correct credentialed staff. If that is correct and it’s still getting bounced back to you as not being payable, that’s when you may want to have a discussion with folks around are other people getting it paid and how are they getting it paid, or you may have someone contact the primary care association or someone in your state to have a conversation, and that’s what we did with the billing worksheets. [0:44:16] 
And I think Laura is going to take us now live to the Center for Integrated Health Solutions sites where we’re going to show you one of the - no, I have one more slide before that.
(Slide)
And this is my disclaimer slide. And then we’ll go to the website.
(Slide)
Well, then to know (ph), we actually work - and I need to give credit to the Health Management Associates, which is a national company that does billing work. We contracted with them to do a point in time review of each state’s Medicaid program and whether or not a specific set of CPT codes were billable in each state. So this is a point in time review of every state’s Medicaid manual that, at the end of your state worksheet, you’ll find references about where they came up with this information within your state Medicaid code. [0:45:04] 

We also, the year before, had them do this for Medicare. So the spreadsheets that we’re going to show you are a point in time review of Medicare and Medicaid, and I can’t stress that enough with all the health home applications and state plan amendments that occur. These were billable codes that the point in time are sometimes after health management associates were working on this. If you see errors, and we’d love to hear about them. Please, e-mail us. E-mail me in particular if you see any error on the billing sheet and I’ll get with our staff and we’ll check it out and see if it’s done. 
But we do link common CPT codes that are used for billing integrated care with the diagnostic codes that that state says must be used with that CPT code, and then the credential of the person who must provide that service.
We do not guarantee that if you do what’s on this spreadsheet that you will be paid. We just can’t. That’s a local decision, but we’ve tried to collect as much information as we can to give you a starting point for billing your integration services. [0:46:09]
So this is a starting point of tool that you can use for conversations locally. You might use it between your primary care and your particular health association to see if it’s accurate. You might use it with someone else. But again, this is a point in time, what was billable. And every time I’m out working with folks, we update the worksheets every year and opt (ph) out something that’s not correct. 

(Slide)
So I think Laura is now going to click us (ph) and it takes us to a worksheet. And you can go to the integration.samhsa.gov and pull down the worksheet for your state. See, this is our website, and under financing you can go down. Forty-nine of the 50 state worksheets are done. We’re still having discussions regarding posting the state of Tennessee. The way Tennessee had worked its Medicaid program, we can’t post as one worksheet for the state because of the way the Medicaid program works there. So everybody but Tennessee has a worksheet for your state, but we’re going to use Colorado’s. Laura picked Colorado for us here today to just talk through what the worksheet looks like. [0:47:25] 
As you can see there, it should say your state at the top, and the date that we completed your state. If we got any updates, we’ll update that, but this is what was true in Colorado as of February. And then you see there, CPT code, and we’ve broken them down into a series of codes, and then the diagnostic code and what diagnostic code that we can use. So with what are called the evaluation of management codes, they do that. And then usually a space for Medicare and Medicaid, because the credentials vary by that kind of issue, and so you see the credential that can bill that code. And then right above this, you see that we did this for federally qualified health centers. You see it says federally qualified health centers, FQHCs. And then on down, we also did it for community mental health centers. [0:48:21] 
We have had someone suggest that it would be really great if we could add substance abuse agencies on to this; we agree with that. We don’t know if we’re going to be able to make that happen, that’s in discussions right now, but we did do it for federally qualified health centers and for community mental health centers. So it’s the CPT code, the diagnostic code that must be used with that CPT code, and then whether or not you can do this. 

So, though, you can see here, for our health and behavior assessment codes in Colorado, they have to be provided by a non-physician mental health practitioner and by a - limited to a psychologist only at this time in Colorado that can bill the 9600 series in an FQHC for Medicare. And they cannot be billed by an FQHC for Medicaid in Colorado at this time. [0:49:17] 

So again, point in time information: Someone from Colorado has had a different experience, we’d love to hear about it, so we would update this when doing it. Then as we go on down the worksheet, it’s the same format. It’s a CPT code, so we’re very interested in telemedicine. Can you use telemedicine in your state? So you see the CPT code for telemedicine, cannot be billed under Medicare, and that’s yes, and then who can provide it. And then if there’s any caveat, you’ll see a star that, on psychotherapy, not billable. And then in Colorado, telemedicine, and he’s (ph) available - able to be done using the CPT code, cost, what’s called our (ph) GT modifier, and then who can do it. [0:50:03] 
You go on down a little more and you’ll see that we’ve done this for some common substance abuse codes, what codes can be used in the FQHC to do that. And you’ll see that there are some Medicaid codes that the FQHC can use to bill for substance abuse screening for the SBIRT program; someone asked a question about that. 
And then we go on down to mental health code and it may be billable in an FQHC setting. Again, the same format, a CPT code using a behavioral health diagnosis, and then this. Then you see our references, what’s happening to do that. And then what comes up next is the two services in one day. Can you bill for two services in one day, and can you bill for case management? [0:51:00]
But that’s for FQHCs. And then as Laura scrolls down, you have the exact same template for community mental health services, starting with the codes, community mental health services in Colorado cannot bill the 9900 series, which are physical health codes, so those are all blank. You can see that the 9600 series are the most billable in Colorado, and all even under community mental health. That makes sense though, because remember we said that physical health has to bill the health and behavior assessment codes. So that makes sense that those are all those (ph) for behavioral health. And then you see the code and that your community mental health center can bill as of this point of time for services.
But sheets are exactly alike for each state, so you can see what different states are doing. And as I mentioned again, they’re a point in time. We did not go out and test each of these things for billing. We’re hoping that we can engage those of you on the webinar and our grantees in testing these things and seeing if the information is correct, and that’s why we hope you’ll get back with us if you see something that you think is wrong. They’ll (ph) also see here on the sheet that’s up here right now that the billing substance abuse codes, the AOB assessment, you have to use a Medicaid code and H001. So sometimes Medicaid programs will require a CPT code. Sometimes they’ll require their own unique Medicaid code rather than the CPT code. [0:52:37] 
But what we’ve tried to do over the course of the last really 18 months, and we’re so pleased that SAMHSA and HRSA have allowed us to do this, is at least get something down in writing for you that people can begin trying, to begin having conversations about, and see if this is your experience in your state. And if it’s not, we’d love to hear from you through an e-mail that, you know, this isn’t true, it isn’t right. We’ve tried to reference everything with the Medicaid manual and those - like (ph) those resources that we used. [0:53:10] 
It’s like I just had someone talking with me who said, you know, something was wrong in their state, and they went back and checked and they said, “Well, nope, it was an urban myth. Your sheet is correct; we can bill for that.”

So sometimes, even when we’ve done these sheets, people (ph) will say, “Well, that isn’t - you just can’t do that.” And then it goes back and we have to break some of the urban and rural myths out there about what is and what isn’t billable, and sometimes we’re wrong, to be honest. And that’s why we say we don’t guarantee that you can just start using this worksheet and bill, but we want folks to try. We want to test it and we want to, as best we can - and the Center for Integrated Health Solutions will be making the decision how much time it can allocate to updating the worksheets. But we want to try to keep them as updated as we can and as we get feedback. [0:54:00] 

So I know this is a lot. And if you’re not a biller, your head may be swimming now, and all these boxes, and how do you read them. But that’s why we need to have our receivable staffs and our chief financial officers be able to do this. So there’s a worksheet for community mental health centers and what CMHCs can do, and there’s a worksheet for FQHCs and what we knew to be true as of the date here in 2012. Some of them go back to 2011 and this is how you get to your state’s worksheet. 
But also want to just send a shout-out to the folks in Maine. The folks up there in Maine were some of the first that I saw do something like this, so they triggered us with the idea that we could do this. They were able to get everything on one page; we haven’t been able to do that. As you can see, it’s gotten to be multiple pages. On one page, you can’t read it because it’s just so unique and so…
We also have Post-its here, other kinds of tips and tools. We have information posted here from the National Association of Community Health Centers on prospective payment systems, a document that talks about that, because I know I went over that and I read to you what it says, but you may be thinking I was reading in another language, and sometimes it feels like that. [0:55:18]
But I’m open to any question that you might have. It looks like we have a few minutes left here for questions. And if we don’t get to your question, we will, offline, get an answer to you. 

So here’s where the worksheets are available. As Laura mentioned, I now have stepped down and work for Laura at the Center for Innovative Health Solutions. And part of that was so that I could continue working on something that’s a love of mine, which is this financing piece. So if you’re a grantee and on the call, let us know how we can help you with this. And if you’re not a grantee, we’ll do our very best to respond and get information out to you around how to do this. [0:56:06] 
LAURA GALBREATH: Great. Thanks, Kathy. We definitely  - 

KATHY REYNOLDS: Have any questions here, Laura?
LAURA GALBREATH: We do have questions, yes; a lot of people, again, with state-specific questions. And we encourage you to follow the guidance that Kathy gave you earlier about working with those folks. There was a question about community mental health centers, CMHCs.
KATHY REYNOLDS: Um-hmm.
LAURA GALBREATH: Are they available to - are these codes, or available to all CMHCs, and how are you defining a community mental health service? Is that a national definition, or state specific? 
KATHY REYNOLDS: That’s a huge question. We really don’t have a solid definition at the federal level. There is a definition within Medicare of community health center, which isn’t really the definition that we like to use because it’s very specific sometimes, the partial hospitalization services. That’s why you see the work of the National Council right now on federally qualified community behavioral health centers to try to get that standard definition. [0:57:13]
CMHCs kind of tend to be defined at the state level by the state Medicaid program. They also tend to have what are called rehab services that only they can bill. So that, again, is one of the limits of these tools is that you don’t have to go back to your local state Medicaid rules and regulations and pull the definition of a community mental health center. They also define federally qualified health centers or community health centers in the state Medicaid rules and regs, so that’s really something that I have to come back to each local state to look up. Because at the moment, we don’t have the same kind of standardization around that definition that other entities do, but we’re hoping to get that kind of definition. So who can bill community mental health codes is determined at the state level, again, for Medicaid. [0:58:08] 
LAURA GALBREATH: And I think that question also applies to - we got a couple of questions about specific states about who could bill for those codes and whether or not it was a licensed professional counselor, a clinical social worker. Again, that’s very state specific.
KATHY REYNOLDS: And again, as I mentioned in one of the first slides, you need to become knowledgeable about your state Medicaid program, which requires you to go online and pull the information down. And, you know, that’s how Health Management Associates put these worksheets together, and then we did some double-checking, sent them back to state Medicaid offices for review and conversation. And again, we see state Medicaid officers as part officers and partners in that program. We’re not trying to create work for anybody. We’re just trying to get services out to folks. [0:59:00]
So the state Medicaid offices have been very helpful with us, and I think are often resources in terms of having conversations and moving forward, as well as your primary care associations in the state and your associations for mental health and substance abuse organizations, and the states also have information on them.
So when you log out of the webinar, you will get an evaluation. Please take time to do that evaluation; it will determine what our next topics are that we’ll do related to billing and financing, so please take time to complete that webinar. I know we’re at one o’clock Eastern and folks will begin dropping off. But please, when you get that notice, respond to the webinar, talk about how we can be helpful in billing for integrated health services.
LAURA GALBREATH: Thank you.
KATHY REYNOLDS: Laura, any last questions, comments? 
LAURA GALBREATH: We have quite a few questions that we were unable to get to, but we will try to do some follow-up. Again, as Kathy mentioned, you can contact the center and give us your feedback about additional topics regarding billing and financing that we can address in future webinars or additional resources we can post on the website. [1:00:18] 

With that, we’d like to thank you. The slides are currently available on the website right now at integration.samhsa.gov. A transcript and a recording of the webinar will be posted within the next week so that you can have access to that recording, and obviously you can get the billing worksheets right now.
Kathy, thank you so much for your time and all your effort on the billing worksheets and helping providers to figure out the best ways to support their primary and behavioral health integration programs and initiatives. And with that, thank you, everyone, and have a good afternoon. 
END TRANSCRIPT
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