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Overview

Medicare Transitional Care Management (TCM) supports the transition and coordination of services from an
inpatient/acute care setting to a community care setting by establishing a coordinated plan with the patient’s

Primary Care Provider.

Patients eligible for TCM services are Medicare Part B patients at a moderate or high medical decision making
(MDM) level who, within the past two business days, have been discharged from an inpatient/acute care setting

and transitioned to a community care setting.
Care Management Services must include these three components in 30 days:

« Initial Interactive Contact can be done via phone within 24-48 hours
o Face-to-Face Visit
» Non-Face-to-Face Services

Resources:
o NACHC Elevate Transitional Care Microlearning

o NACHC Reimbursement-Tips TCM
o eClinicalWorks Transition Care Management User Guide

eClinicalWorks Care Team Roles

eClinicalWorks Role

Provider

Care Manager

(Staff with Resource and
Care Manager checked
or Providers with Care
Manager checked)

Care Coordinator

(Staff who are not a
resource and have Care

Coordinator checked)

Care Giver
(Must be in Patient
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Contacts in Demographics)

Who they Are

* Physicians (MD, DO)

« Nurse Practitioner (NP)

« Physician Assistant (PA)

e Certified Nurse Midwife
(CNM)

* Licensed healthcare
professional

* Nurses (nurse care manager,
clinical nurse specialists
(CNS), RN, LPN)

« Social Worker

Non-licensed or credentialed
staff

Family members, friends,
nurses, or other individuals
involved in the patient's care.

eClinicalWorks Functionality

Provide face-to-face TCM
visit within 7-14 days and
general supervision of care
management activity.

Manage all clinical aspects
of a patient’s care plan under
the general supervision of an
authorized billing provider.
Updates care plan.

Responsible for updating
demographics, scheduling
appointments, following up by
phone, and basic care planning.
Cannot update the care plan.

CMS Service
Provider Role

Authorized
Billing
Providers

Auxiliary
Personnel

Community Health Centersg
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https://nachc.docebosaas.com/learn/courses/416/transitional-care-management-tcm/lessons/5500:110/transitional-care-management-tcm
https://www.nachc.org/wp-content/uploads/2023/07/Reimbursement-Tips_TCM.pdf
https://hcnny-my.sharepoint.com/personal/rbenatar_healthefficient_org/Documents/Rachel's Documents/TCM/79071124-V11_TCM_User Guide_-_Browser_-_June_2022.pdf
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High-Level TCM eClinicalWorks Workflow Options

« Identify and enroll eligible patients for the TCM program in the eClinicalWorks PHM TCM Module or
manually track identified patients.

Document discharge in the TCM module TCM Note or document a Telephone encounter virtual visit using
a TCM Progress Note Template.

Document and track initial interactive contact, face to face visit and non-face to face visit using the TCM
module or manually using the Registry, Telephone encounters and progress note visit.

Address the TCM event in the TCM module to generate the claim or generate visit claims using the
standard process.

Monitor and report on TCM activity and revenue.

Best Practice Documentation Guidelines
All documentation should support medical necessity for services reported by a CPT, HCPCS, or Diagnosis code.

Document:

o Patient’s verbal or written informed consent for the TCM program
o Patient’s discharge date

o Date of interactive contact with patient/caregiver and the mode of communication
» Unsuccessful attempts to contact the patient/caregiver

 Date and details of medication reconciliation

« Date of face-to-face-visit and mode

» Moderate or high MDM

« Services performed during the face-to-face visit

 Date and who provided the non-face-to-face services

o Relevant Social Drivers of Health (SDOH) and activities of daily living (ADLs)
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TCM Module eCW System Configuration

Assign Visit Types to access TCM

« Navigate to Admin > Admin > User Admin > Visit Type Codes
o Select an "established visit type or create a new visit type”
o Check the box “TCM Visit”

User Admin * Visit Type Codes ' Edit
Certain fields cannot be modified because ar

Description TCM
Chart Title

Color >< v

Visit Type Physical Visit v Customize...

Insurance Plan Type

[JosGyYN History ] PhysicalTherapy
Requires Claim Requires Copay
[ pregnancy visit U vision Visit

[ patient Esing

(O care Plan visit

() Referral Required O Dermatology Visit
[J worksheet Visit L) cCMR visit
D pental visit J Healow TeleVisit

v TCM Visit

Setup Hospital Facilities or Agencies
Admin Menu > PHM/CCMR Setup > Agencies/Facilities

Add an "agency” for each facility the patients are transitioning care from.

Hospital Facilities

Add new agency
Address

Agency Name Agency Type Line1 Address Line2 City State Zip Tel Email Website

‘"f‘ NATIONAL ASSOCIATION OF
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TCM General Settings

Admin Menu > PHM/CCMR Setup > Programs > TCM > General Settings

« Set “practice normal business days”

o Set the "CMS TCM Guidelines” (recommended) or customize “Practice Defined guidelines” for the program

» Add "type of contacts”
« Add “patient declined reasons”
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User Defined Structured Data
Admin Menu > PHM/CCMR Setup > Programs > TCM > General Settings

Create custom structured data to document the transition of care management notes. Create categories
and structured text.

I
B3

Update Security Settings

Main Menu > File > Security Settings

Review and update TCM Security attributes to ensure staff have the right permissions.
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TCM Module Dashboard

Navigate to the T Jellybean > Transition Care Management or PHM/CCMR Menu

Management

Telephone Encounter

|
-
=
A
T eEHX Clinical Notification
0
A

;:: healow Insights Worklists . }

1 New Telephone Encounter

New Action

P2P Patient Record
Qo rd o
Q o)
Q

Population Health

Care Plan Review -

Web Encounter . y
Accounts | N
Reg Rules Dashboard o |
Claims .
Action .

Transition Care Management

TCM Dashboard Overview

TCM tab

« Enroll a patient

Reassign a patient

Filter Options

Import File tab

Option to manually import file
with a list of discharged patients

Y
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Referrals

ﬁ1 3
-

8 Care Management Dashboard
& M

& PHM Billing

Access to healow Messenger

Transtion Care Nanagemerr

Yt e 9 Bad i wa

Show/Hide columns

List of patients with events/enrollments

|
i
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> Transition Care
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TCM Workflow

Identify Patients for Transitional Care Management

Who?

» Care Coordinators/Care Ma
* Providers
« Clinical Staff

How Often?

nagers « Daily

H
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Identify patients discharged from an inpatient/acute care setting and transitioned to a community care setting
within the past 2 business days. The discharge notification may be provided through an Admit, Discharge,

Transfer (ADT) interface, discharge summary from a Health Information Exchange (HIE)/Qualified Entity,

discharge summary through P2P/Direct Messaging, fax, phone calls, or other means.

Use the TCM Module to track patients that discharged or create a Telephone encounter to manually track the

post-discharge documentation.

Enroll Patient to TCM

T Jellybean > Transition Care Management or PHM/CCMR Menu > Transition Care Management

Patients are automatically enrolled in the TCM program if the discharge notification is sent through an ADT

interface or P2P/Direct Message. Patients can be enrolled manually when the discharge notification is received
from an HIE, fax, phone calls, or other means.

Manual Enrollment to TCM Program

o Select the icon
 Lookup and select the "Patient”, the

patient’s PCP wi

Il automatically display

o Select the "Hospital/Discharge Facility

Name”

« Select the “Discharge Event Type”

« Select the “Discharge Disposition”
o Enter the "Admit and Discharge Date”

« Select the “Primary Dx Code and any
other important information”

o Assign it to the “Staff that is tracking
and managing the transitional care”

i
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TCM Enroliment »*

& Patient Inf it
Baker, Rache x Namee * PCP Name
& Hospital Facilit
* Facillity Name Test { Hospital ) X| - Attending Provider
* Event Type Discharg v *Admit Date
Discharge| 1iome s

Summary From

browse Reason for

* Primary Dx Code s Hospitakzation

Secondary Dx Codes

Assigned to

Disposition
Attach Discharge atient Fold

@ ®

View

Action Taken

OK

Cancel
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Updating TCM Enrollment Information
« Check the box on the row next to the patient listed on the event list in the TCM Dashboard

Qays Since Dvscharge

Patiert Narrme & Ovscharge Date $

/ o - + 0192004

o Select the icon
» Update any patient information on the enrollment

Manually Tracking TCM (without using the TCM Module)

« Navigate to the Patient HUB
o Create a Telephone Encounter
= Enter Reason “Transition Care Management”

= Enter "Action Taken” notes
= Select the “Virtual Visit” tab
= Select the "Progress Note" button

Telephone Encounter BAKER Rachel “Holly" & Sep 10, 1985 (M yo F) &8 Acc No. 254087

Baker, Rachel s v rewact #09101985 [Slves RuEhg Acce: 258387 (5183800555
Anmasd By OmeTrre®  oe202024 2SPM 9 Fachey® . Do
BAKER Rached “Holly" & Sep 50, 1965 (38 yo F) @ Acc No. 254387
Tor
Cater Aasigred To' . B ™y cspemegr - B | prssenissoun
I Redsch  Transtion Care Managemen v Prover® = Sms g Oper A crsed | S0t Paret duts last modited on 64T 12 PM |
e Addressed ard Docs Revewed |+ Global Alerts
Perterm Expbany Creck
» COM s
LoDty Doses » Advance Directive | |
= » Probleen List A = ™
- ® c
BAXIR, Rachel dh Sep 10, 1985 (38 yo F) @8 Acc. No. 25887 HOC AR Sy
» HCC Gap Recommendatices
» Allergles | ]
Answered by Date: 06/20/2024
Time: 11:26 PM » Medication Summary nES
*» immunizations .
Reason Transition Care Management » Therapeutic injections ]
» Circle Of Care |
_m . TOM a
03:4529 PM > Hospital Discharge Tramitional care managessst 1
Primary D Event Type
Admix Dane : Discharge Dane - ¢
Discharge Facibty Hospital Facilty
Discharge Disposison : |
Subjective:
Chief Complaint(s):
Trarsition Care Managerment
HPI:
B Current Medication:
Medical History:

preascrpt | | SendRe | Print Repent Sove a8 Temglace | Apgly Termplate « W | G

» Merge custom TCM Template in the Progress Note to document appropriately with structured data

‘il.ro\ NATIONAL ASSOCIATION OF
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ROS Examination Procedures Preventive Medicine

ED Discharge ED-IP Discharges v

Date of Contact -
(MM/DD/YYYY) v
Date of ED Visit:
(MM/DD/YYYY) v
ED Discharge Date .
(MM/DD/YYYY) v
Name of ED: .
ED Discharge Diagnosis .
How are you feeling after discharge? .
!

Were you given any prescriptions?

O Yes

( :‘No

Any Pending diagnostic test or lab work?

O Yes

One

Do You Have Any Questions or Concerns?

([ ves

( :‘No

Needs Follow-up Appointment

O within 7 days (extensive diagnoses, extensive complexity, high morbidity/mortality risk)
Appointment Scheduled

(MM/DD/YYYY) v

Additional information needed and requested:
O ves

[-‘No

o Optional: In the Chief Complaint(s) section, select “Transition of Care” button to attach the Summary of

Care Record

Chief Complaint(s) BAKIR Zachel Molly™ d Sep 10,1085 38 yo ) @ Accho 2507 (EEIED) © Appt: (0602004 125 pm, m.
PLinfo  Encounter  Physical  Hub

Oy * ER SRS R EARAKO 4 EH BHE%R

Orvef Complainus)

Complainms

1 Trarution €

H
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Incoming Referrals/Patient Records BAKER, Rachel . Sep 10, 1985 (38 yo F) m Acc No, 258387 °

Patient: Baker, Rachel
of Care - y of Care Recard 4
of Care - Bl R y of Care Rocord reque Bt Net
Dace Reason Referral From Referral To AssgredTo  Specalcy Start Date End Date -
M/VW024 Dncharge MOSSTTAL MOLY NANKE Nirse Sractmorne: 19024 0IRN02E A

Date Reason frem To Asvgredlo —

 Use the Registry or a custom report to track TCM services with the structured data documentation

Healthefficient

Greater insight. Better care.

Tl N OMIL0E -

I -

Widke Tt Ragreiy wil Grdy 1oas 8 Hendy Sor fuatard s wid eciasders O

« bun 90 Vo hernptat AND S we Lots Save Quaren [uw..ems-n o b -I

Avwey = 00458 24 BAD 004 0m 0

P ) | 3 CZTET | -1

P st Nan ce e e ol e s w
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Document the Initial Interactive Contact Post-Discharge

Who? How Often?
 Care Coordinators/Care Managers -=7] « Daily
* Providers

 Clinical Staff

TCM Module

Healthefficient

H

Greater insight. Better care.

Update the TCM note to document attempts made to reach the patient, interactive contact within two business
days after discharge, necessary assessments, and other non face-to-face services.

Patient Name ¢ Déscharge Date Days Since Discharge Contacted Afer Discharge

TCM neces

+ "I04 4 TCM notes

B

—[5]

Agpantmere

« The TCM notes provide access to document the patient information related to the transition of care.

o Document the Interactive/Initial Contact, Type of Contact, Date of Contact, and any action taken/

notes as needed (the system will calculate the number of attempts)

o Select "values and answer questions to document custom structured data” in the User Defined Data

section

o Utilize the Action icons in the Patient Information section

TCM DOCUMENtAtion BAKER. Rachel ‘Holly" s Sep 10, 1945 (38 yo F) o Acx N, 258387

'R
o o e O 0O« Taken ~
e

L ADM ~
* o Glor -~ - L AL
e —rp—— v ®©
Sencror, Aochel 06/ XV204 2213 Senccor, Rochel 067202004 233 >
S SR
£ Patier

N Questons Values Notes Ve

st Paturt Clave Necls

Telephone Encounter (without using the TCM Module)

Update the Telephone encounter using the Virtual Visit Progress Note template.

‘"f‘ NATIONAL ASSOCIATION OF
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Schedule the Patient for a Face-to-Face TCM
Appointment with Provider

Who? How Often?
‘;I} « Care Coordinators/Care Managers ===]") . Once within 7 or 14 days of discharge
+ Scheduling Staff

Schedule an appointment for the patient with the primary care provider based on MDM complexity:
« High complexity within 7 days of discharge

« Moderate complexity within 14 days of discharge
Select "TCM" Visit Type when scheduling the appointment.

Appointment on Thursday, June 20, 2024 BAKER, Rachel "Holly" & Sep 10 1yoF) o Acc No. 258387

Patient* Baker, Rachel x Namev &« Info m () NewPT.

© 911 CENTRAL AVE, , ALBANY, NY, Albany County, 122061350 / | © 518-380-0555 /| @) 1 MEDICARE SNP

& Appointment

Facility* )« [POS* (44 Provider* r Nam -

Date*  oc 2072024 : Resource* » e o -
Time*  start Time ¥ End Time 3 Emall  ponatar@healthefficont.

Vit

Iviu't Type* 7 TCM I X| - Reason ..

Visit Status Diagnosis

Q Pager Status

Transition Of Care

Note: The TCM program will automatically calculate when the patient needs to be seen based on the entered

discharge date and level of MDM complexity in the TCM Note. The TCM Note provides easy access to schedule
Face-to-Face appointment and link the upcoming TCM Appt.

TOM DOCUMENLATION SAKER Rachl “Holly™ & Sep 10 1985 (58 yo i) o Acc Mo 253340

2 Baker Rachel Frve s B4 & & s © a0 v §
B cannanses 5153300555 InGurande NEDICARE SNP S - PE-N
Appont=wnt Ao nfo
T Pam ere sthoud be ween face to face by O 20/2024
0) A AV
v TON docurwresson dete b wil 2o added 12 selected
ok Tent

Y
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Face-to-Face Visit

Who? How Often?
« Clinical Staff/Care Team ===y« Once within 7 or 14 days of discharge
« Providers

Patient Intake

o Clinical staff completing intake for TCM appointments should complete the following:

o Review the patient’s Medications, Allergies, Social History, and any Documents that have not been
discussed with the patient previously.

o Verify the patient’'s Care Team is accurate and up-to-date

o If a Telephone Encounter was used for the initial contact, merge the template notes to the face-to-face
encounter.

o When using the TCM module the TCM event, information displays in the TCM visit

o Select the "Transition Care Management” section to update the TCM Note as needed

Plan:
Treatment: =3
Recommended Wellness and Prevention Guidelines:
Procedures: @
Immunizations:
Therapeutic Injections:
Diagnostic Imaging:
Lab Reports:
Procedure Orders:
Preventive Medicine: @
Health Risk Assessment:
Care Plan:
Transition Care Management:

Hospitalization Info

Event Type Discharge
Admit Date 06/17/2024
Primary Dx 110
Secondary Dx
Discharge Date 06/19/2024
Hospital Facility Test
Discharge Disposition Home
Reason

Practice follow up
Initial Contact Yes 06/19/2024
No of Attempts 2
Medical Decision Making High Complex
Medication Reconciliation Reconciled

Practice defined data

Manual Enroliment
Patient Education
Patient Care
Completed Patient Care Needs Yes
Stepdown
Next Appointment: o 3

‘"f‘ NATIONAL ASSOCIATION OF
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Provider Workflow
Providers will document the encounter like a standard office visit.
Review the information documented during intake and enter the following information recommended to meet
CMS Guidelines:
» Medication — be sure to mark these as reviewed to document medication reconciliation performed
o Allergies — mark these as verified
o Social History — mark these as verified
o Document Review
o Care Team
o Assessment and Problem List
o Add appropriate TCM CPT code 99495 or 99496

In addition to minimum documentation requirements, the Clinical Notes may include:
o Community resources available to the patient
« Any contacts made with other providers to coordinate care
« Continuing care instructions for family members present during the visit
o Labs and/or diagnostic tests performed
« DME ordered or discontinued

Note: It is recommended to create a TCM Face-to-Face visit Template to guide the provider and clinical
team with documentation and coding.

‘"f‘ NATIONAL ASSOCIATION OF
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Non-Face-to-Face Visit

Who?
Q » Care Coordinators/Care Managers
* Providers

Document TCM non-face-to-face services provided after the face-to-face visit during the 30 days following the
patient’s discharge by amending the TCM note or Telephone encounter.

Provider

How Often?
+ As needed in 30 days post discharge

 Obtains and reviews discharge information.

Reviews the need for or follow-up on pending diagnostic tests and treatments.

Interacts with other healthcare professionals who will assume or resume care of the beneficiary’s system-
specific problems.

Provides education to the beneficiary/family/guardian/caregiver.

Establishes or reestablishes referrals for needed community resources.

Care Manager/ Care Team

« Identifies and facilitates access to, and communication with, community and health resources, including
home health agencies, available to support the patient and/or family service needs.

o Provides assessment to support adherence and management of medication treatment regimen.
 Educates the patient and/or family/caretaker to support self-management, independent living, and ADLs
« Communicates aspects of care with the patient and any individuals involved in the care or decision- making

process.

TCM Module - ' =l R B
BAKIR, Rachel “Wolly™ & Sep 10, 1985 38 yo 1) @ Acc No. 255087

Update the TCM Note as needed. The TCM program event B —

information is displayed in the Right Chart Panel. Click on the cncerlinas

“TCM Note icon” to update documentation. o 5
» Problem List A -]

Telephone Encounter e ux8

(without using the TCM Module) -

Create a Telephone Encounter to document the post face-to- -

face visit follow-up. Assess if the patient should be transitioned bl

. . . . - e
to Chronic Care Management or Remote Patient Monitoring Primary On 1 Svent Type  Cicharge
Admit Date : 172004 Discharge Date : 051902004
programs' Discharge Facility Heoapital Facility - Test

Discharge Disposition - o

‘"ro\ NATIONAL ASSOCIATION OF
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¢ Click on the “Lock icon”

Who?
» Providers

Close/Address the Transition of Care

How Often?
* Once, at the end of 30 days post discharge

Navigate to the TCM Dashboard to lock and address the Transition of care event.

« Review the information and verify all elements are addressed; an x displays next to an item that was not
addressed

o Click "Yes" to change the status to "Addressed”

o[a]+

Patient Name 2

Contacted After Discharge

Change status to Addressed before cla

Address the status BAKER, Rachel "Holly" s Sep 10, 1985 (38 yo F) ¥ Acc No.

m can be created

NATIONAL ASSOCIATION OF
Community Health Centersg

Interactive Contact: Yes

Medical Decision Making: High Complex

Medication Recondiliation: Reconcilled

Face to Face Appt 06/21/2024 07:30 AM

Progress Notes status: Not Locked

ICD Codes: * 110

CPT Codes Fee Schedule

99496 $

Do you really want to change the status to addressed ? Yes No
[ ] (]
Billing Workflow

Who? How Often?
* Billers » As needed

Create TCM claims following the same process as other claims. Verify the documentation meets the
Medicare guidelines.

NextGen TCM Workflow | 2025
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