
APPENDIX E
Coding Clinical Case Management Services


[bookmark: _GoBack]Background:
As a result of congressional interest, OASD (HA) requires visibility of clinical case management services in our central DoD systems. Clinical case managers are mandated to document and code their services in CHCS (ADM) and/or AHLTA. Capturing and reporting these services is administrative in nature. These encounter records will not be subject to the coding audit process.

Specific assignment of Provider Specialty codes, HIPAA Taxonomy codes, MEPRS codes, procedure, and diagnosis codes are used to meet OASD (HA) mandated reporting requirements. 

The TRICARE Management Activity (TMA) utilizes the definition employed by the Case Management Society of America (CMSA):  “A collaborative process of assessment, planning, facilitation, and advocacy for options and services to meet an individual's health needs through communication and available resources to promote quality cost-effective outcomes." Military case managers have adopted CMSA’s definition of case management but broadened its application by placing case management under the Population Health continuum.  The case management process includes six basic steps: assessment, planning, implementation, coordination, monitoring and evaluation. 

Through the MMIG, OASD (HA) has directed that the MEPRS codes in the following table be used to identify clinical case manager FTEs and expenses:

	Service
	OCO / Warrior in Transition
	All Other  Beneficiaries

	Army MTF
	FAZ2
	ELAN

	Navy MTF
	ELA2
	ELAN

	Air Force MTF
	ELAN
	ELAN



MEPRS information contained in this document is for informational purposes only.  Please contact your service MEPRS (MMIG) representative for further clarification on MHS and Service specific policies on MEPRS usage for clinical case management.

Provider Specialty and HIPAA Taxonomy Codes:

Provider Specialty Codes and their mapping to default HIPAA taxonomy codes are utilized to separately identify social worker clinical case managers and nurse clinical case managers. The following table shows these codes:

	HIPAA Taxonomy
	Description
	CHCS Provider Specialty Code

	163WC0400X

	Registered Nurse Case Manager
	613

	1041C0700X
	Social Worker Case Manager
	714



Specific instructions for documentation, CHCS file and table builds, appointment template builds, AHLTA templates, and other setup steps necessary to support clinical case management data collection will be provided separately by appropriate service representatives and by appropriate support pathways to each MTF.

The following business rule framework is used for data collection for clinical case management services:

A non-count administrative encounter record (SADR) is generated with each encounter with an appropriate G-code for each unique patient and unique clinical case manager. Further details on this can be obtained from the appropriate service representatives.  

1. Code Assignments: The following codes are utilized for clinical case management services.  

1.1. ICD-9-CM Diagnosis Codes: 

1.1.1. Primary diagnosis: The following diagnosis and extender codes shall be assigned for clinical case management services as appropriate:

· V49.89_2 Case Management Start
· V49.89_3 Case Management Continue
· V49.89_4 Case Management End: Note – If the patient returns after services are ended, simply begin the reporting process again by use of the start V-code.
· V49.89_9 Case Management, Other and Unspecified (used for episodic care coordination for patients who are not open/eligible to clinical case management services to include case management coverage by a case manager not assigned to a patient).

1.1.2. Secondary diagnosis:  If the patient is a wounded warrior or in clinical case management due to a deployment related problem, assign V70.5_G as the secondary diagnosis.

1.2. E/M Codes: Clinical case management services are non-count and are assigned 99499 as the E/M code for all encounters. (NOTE: if the appointment was correctly set to a non-count visit, CHCS and AHLTA should only allow for a 99499 visit.)

1.3. CPT/HCPCS Codes:

1.3.1. Acuity Notes: The clinical case manager assigns one G-code per patient per encounter from the following table. Documentation must support the G-code/acuity level selected.  “Approximate Coordination Time” is the total amount of time in a month spent on a patient’s case--including activities performed under the six steps in the case management process: assessing, planning, implementing, coordinating, monitoring, and evaluating.  This includes case management time and services that might not actually be face-to-face or direct interaction with the patient.  Since the G-codes reflect a total acuity/intensity/time, any G-code will always be reported with a quantity of one (1).    



	HCPCS Code
	Acuity Level
	Intensity of Service
	Approximate Coordination Time*
	Examples

	G9002
	1
	
Low
	1-150 minutes per month
(0-2.5 hrs per month)

	Routine discharge planning, minimal intervention(s).  

	G9005
	2
	
Low to moderate
	151-360 minutes per month
(2.75-6.00 hrs per month)

	Stable with ongoing needs
Chronic care intervention
Infrequent ER/Inpatient utilization 


	G9009
	3
	
Moderate
	361-555 minutes per month
(6.25-9.25 hrs per month)


	Stable with more complicated ongoing needs
Frequent ER/Inpatient utilization 


	G9010
	4
	
Moderate to Intense
	556-750 minutes per month
(9.5-12.5 hrs per month)

	Multiple acute needs 
.

	G9011
	5
	
Intense
	751 minutes and above per month
(> 12.75 hrs per month) 

	Intensive assessment and/or monitoring required
.




* This “Approximate Coordination Time” is for use by Case Managers in determining monthly patient acuity level.

		1.4 Procedure codes

1.4.1 T1016 Procedure Code combined with units of service are used by all clinical case managers (Nurses and Social Workers) to document the total amount of time spent on clinical case management activities performed under the six steps in the case management process: assessing, planning, implementing, coordinating, monitoring, and evaluating for the reported encounter.  Such activities include face-to-face time or direct real-time (e.g. telephone or videoconferencing) interaction with the patient or other members involved in the patient’s care but may also involve other activities such as reviewing patient information or writing a plan of  care.  This procedure code is used to report the total amount time spent performing case management activities for the patient during the recorded encounter, and is reported using the appropriate Units of Service to properly describe the number of fifteen (15) minute increments spent in these activities. 

1.4.2 Use the following table to calculate the units of service for T-Codes:







	

Unit of Service
	

Greater than or equal to 
	

Equal to or fewer than

	1 
	08 minutes 
	22 minutes 

	2 
	23 minutes 
	37 minutes  

	3 
	38 minutes 
	52 minutes  

	4 
	53 minutes 
	67 minutes  

	5 
	68 minutes 
	82 minutes 

	6 
	83 minutes 
	97 minutes  

	7 
	98 minutes 
	112 minutes 

	8 
	113 minutes 
	127 minutes 

	…
	up to …
	

	99
	1478 minutes
	1492 minutes






