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B y  M a r k  H a r r i s

C hronic care management is an 
essential aspect of the primary 
care system. This is especially 

true for older individuals who qualify for 
Medicare benefits.

In 2015, the Centers for Medicare & 
Medicaid Services (CMS) began offering 
health care providers separate billing codes 
to improve patient access to and reimburse-
ment for Chronic Care Management (CCM) 
services.1 As such, the Medicare CCM pro-
gram is built on the pivotal need for chronic 
care services for many older Americans.

In fact, an estimated 117 million adults 
in the United States today have one or more 
chronic health conditions, according to the 
CMS.2 Among Medicare-eligible individuals, 
more than half are reported to have three or 
more chronic conditions.3 As the population 
ages, the number of people with multiple 
chronic conditions is also likely to increase 
significantly.3

Parcel out the details
Understandably, many patients with chronic 
medical conditions require access to ongo-
ing care, resources, and services. Medicare’s 
CCM services are designed to enhance pre-
ventive care, encourage the patient-caregiver 
relationship, and promote timely commu-
nication and sharing of health informa-
tion. With this program, the CMS hopes to 
promote a more cost-effective, preventive, 
and community-based approach to health 
care for older adults. The goal is to reduce 
emergency room visits, hospital admissions, 
and other costly acute care needs while 
simultaneously improving patient well-being 
and medical outcomes.4

Early reports from the Medical Group 
Management Association show that patients 
enrolled in the CCM program under 
Medicare Part B had reduced hospital, 
emergency room, and nursing home costs 
and lower admission rates for individuals 

Care  
Package
The Medicare Chronic Care Management  
program offers ongoing support



additional 30 minutes of clinical staff time, 
billing practitioners are asked to use CPT 
code 99489. Both non-complex and complex 
CCM services share many essential elements. 
However, they differ in the amount of clinical 
staff time involved, the degree of work done 
by the billing practitioner, and how much 
care planning is involved.4

To the letter
What is the process to enroll patients in the 
Medicare CCM program? First, a health 
care provider must verify that the patient 
qualifies for the CCM program. This might 
occur during the Medicare Annual Wellness 
Visit, for example. The provider is required 
to have an initial in-person conversation 
with the patient about enrolling for CCM 
services. The patient’s express verbal agree-
ment allows the provider to begin submitting 
billing claims for CCM services.4

Significantly, current enrollment 
requirements have been modified since 
the Medicare program was first launched in 
2015. “Prior to January 1, 2017, a practitioner 
could not bill for Chronic Care Management 
unless and until the beneficiary had signed 
a written consent form,” explains Zetter, 
who is also a past president of the National 
Society of Certified Healthcare Business 
Consultants. “Now, that consent form is no 
longer required.”

Once the patient has agreed to partici-
pate in the program, the physician or other 
qualified health professional creates the 
patient’s comprehensive care plan. The care 
plan addresses the patient’s health problems, 
treatment goals, medications, overall care 
needs, and community services they may 
require and identifies the treating providers. 
The care plan assumes 15 minutes of work by 
the billing practitioner on a monthly basis.4

At the heart of Medicare’s CCM service 
is the monthly 20-minute patient time with 
a designated patient care coordinator. The 
patient care coordinators are clinical staff 
members who have been assigned to stay 
in touch with patients between appoint-
ments, arrange services, answer questions, 

with a wide range of conditions, including 
diabetes, chronic obstructive pulmonary 
disease, congestive heart failure, urinary tract 
infection, pneumonia, and dehydration.3

The CMS provides the following defini-
tion of CCM under Medicare:

Chronic care management is care coordina-
tion services done outside of the regular 
office visit for patients with multiple (two 
or more) chronic conditions expected to 
last at least 12 months or until the death of 
the patient, and that place the patient at sig-
nificant risk of death, acute exacerbation/
decompensation, or functional decline. 
These services are typically non-face-to-
face and [allow] eligible practitioners to 
bill for at least 20 minutes or more of care 
coordination services per month.5

Under the Medicare CCM program, 

physicians, certified nurse midwives, clini-
cal nurse specialists, nurse practitioners, 
and physician assistants may bill for CCM 
services.5 A flat-fee reimbursement for basic 
or non-complex CCM services is offered, 
usually around $42 per billing, depending 
on the locale and specific Current Procedural 
Terminology (CPT) code used.6 The activi-
ties that fall under the purview of the CCM 
program’s definition of non-face-to-face 
services include telephone communica-
tion, reviews of medical records and test 
results, and consultations and exchanges of 
health information with other providers.7 

As a Medicare Part B benefit, patients are 
responsible for a 20% co-pay.7

Notably, Medicare allows only one 
practitioner to bill CCM services in any 
given month.4 “The billing provider should 
be the one who is managing and monitor-
ing the chronic conditions,” says David J. 
Zetter, PHR, SHRM-CP, CHCC, a nationally 
recognized Medicare expert and president 
of Zetter HealthCare in Mechanicsburg, 
Pennsylvania. “Normally, that would be 
someone such as a primary care provider 
or an internal medicine [physician]—or 
maybe a cardiologist or another type of 
specialist such as a nephrologist. … Once 
an initial provider documents and bills for 
those Chronic Care Management services, 
if they’re billing for it first, then no one else 
can bill for those services for the patient 
during that month.”

To bill for Medicare CCM services, 
health care providers are required to use 
CPT code 99490. This covers non-complex 
CCM services and involves the minimum 
20-minute requirement of monthly clinical 
staff time under the direction of a physician 
or other qualified health care professional. 
Additionally, if the service involves at least 30 
minutes provided personally by the physician 
or other qualified health care professional, 
CPT code 99491 should be used.4

For complex CCM services, CPT code 
99487 is applied. Complex care involves 60 
minutes of clinical staff time directed by a 
physician, with moderate- or high-complexity 
medical decision-making involved. For every 
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Medicare’s Chronic 
Care Management 
program
One of the Chronic Care Manage-
ment program’s main goals is to 
provide access to care and continu-
ity, as described by the Centers for 
Medicare & Medicaid Services and 
the Medicare Learning Network:

• Provide … 24/7 access to physicians or 
other qualified health care profession-
als or clinical staff, including providing 
patients (and caregivers as appropri-
ate) with a means to make contact 
with health care professionals in the 
practice to address urgent needs 
regardless of the time of day or day of 
[the] week.

• Ensure continuity of care with a des-
ignated member of the care team with 
whom the patient is able to schedule 
successive routine appointments.

• Provide enhanced opportunities 
for the patient and any caregiver to 
communicate with the practitio-
ner regarding the patient’s care by 
telephone and also through secure 
messaging, secure Internet, or other 
asynchronous non-face-to-face con-
sultation methods (for example, email 
or secure electronic patient portal).4

 Chronic Care Management program



and otherwise coordinate patients’ care on 
behalf of the supervising practitioner. They 
play a key role in Medicare’s CCM program, 
functioning as a kind of liaison to ensure 
regular communication and strong rela-
tionships between patients and providers.4

Under Medicare’s CCM program, direct 
supervision of the clinical staff who help 
provide chronic care services is not required 
of the primary care physician or other super-
vising practitioner. Instead, Medicare allows 
for general supervision of qualified staff who 
are involved in providing CCM.8

Accordingly, the Medicare program 
considers appropriately educated and cre-
dentialed medical assistants to be qualified 
clinical staff.8 As such, they can provide 
certain CCM services under the practitio-
ner’s general supervision. The practitioner 
is expected to provide overall direction 
and control of the clinical staff, but they 
do not have to be physically present when 
the services are performed. Of course, the 
clinical staff time spent on CCM must be 
incident to any applicable Medicare rules, 

state law, licensure, and scope of practice 
requirements.8

Furthermore, Medicare’s CCM services 
are distinct from Medicare’s Transitional 
Care Services (TCM) program. The latter 
covers eligible Medicare recipients who are 
being discharged from an inpatient setting 
and are returning to their homes or assisted 
living settings. Under the Medicare Benefit 
Policy Manual definition of auxiliary person-
nel and the CPT definition of clinical staff, 
appropriately educated and credentialed 
medical assistants can provide both CCM 
and TCM services under the appropriate 
CPT coding requirements.8

Stay in touch
How do patient care coordinators know 
what to discuss with patients during the 
monthly phone call? “First, we’re in the 
patient’s electronic medical record in real 
time,” explains Emily Shoemaker, LPN, a 
patient care coordinator and CCM pro-
gram manager for Chronic Care Staffing, a 
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Medicare service provider in Mt. Pleasant, 
South Carolina. “Before we call, the care 
coordinator always reviews the patient’s 
record to note anything [they] need to ask 
or discuss with the patient. We can see the 
notes for the patient’s most recent [physi-
cian’s] visit, when they got their medications 
last filled, the pharmacy they use, and any 
recommendations or referrals their [physi-
cian] has made.”

As a nurse, Shoemaker also supervises 
a staff of about 10 CCM patient care coor-
dinators, who are mostly licensed practical 
nurses and CMAs (AAMA)®. Together, they 
provide CCM services for two large regional 
health care providers in South Carolina with 
17 small practices. 

Shoemaker describes how a typical 
patient phone call with the patient care coor-
dinators might proceed. “We usually start 
off by asking the patient how they are doing 
[and] if anything’s changed with their health 
since we last spoke,” she reports. “Have 
they seen any other providers or specialists 
recently? We might ask about their blood 

“Typically, our Chronic Care Management patients talk 
to the same patient care coordinator every month. 
In many instances, the care coordinators are able to 
develop ongoing relationships with the patients. In 
my experience, this makes a big difference. Patients 
will open up to us or call us about so many concerns. 
In addition to their personal health issues, they might 
tell us about family problems occurring in the home, 
for example, where they could need a referral. Or we 
have situations where, for various reasons, we have 
to call 911. Even if the care coordinator is working re-
motely, [they] always [have] emergency contact num-
bers in the patient’s city. In some cases, the patient 
care coordinator might even ask the patient whether 
they have air conditioning in their home or heat in the 
winter. We have some patients on Social Security who 
are barely making ends meet. If we learn they can’t 
afford heat or air conditioning, we can provide access 
to community services to assist them.”
—Emily Shoemaker, LPN
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pressure or blood sugar readings. Do they 
have a device to check their blood pressure 
two or three times a week? Do they have 
access to their prescribed medications? Are 
there any barriers to accessing their medi-
cations or getting to their appointments? 
Do they have transportation? We’ll make 
sure they’re set up with their [physician] 
for future appointments, and we help with 
referrals if they need to see a specialist or 
other provider. There are all sorts of practical 
issues we can assist with.”

A call from the patient care coordinator 
can also offer patients an opportunity to 
clarify any concerns or questions they may 
have had since their last in-clinic appoint-
ment, suggests Shoemaker. “You would be 
surprised at the number of patients who go 
home and forget what the [physician] told 
them about how to take their medications, 
how to give their insulin shot, or something 
like that,” she notes. “In my experience, there 
are so many different types of education a 

care coordinator provides that can make a 
person’s day-to-day life better and healthier.”

As Shoemaker observes, CCM patient 
care coordinators work as a kind of com-
munication go-between for patients and 
physicians. “Sometimes people won’t call 
their [physicians] to tell them something 
new is going on with their health,” she says. 
“The Medicare Chronic Care Management 
program gives patients access to someone 
they can reach out to. Some patients don’t 
have anyone they can call. … The access we 
provide can sometimes keep a person out of 
the [emergency room]. In my opinion, this is 
probably the best part of the Medicare pro-
gram, as it gives patients someone to interact 
with whom they can trust. We become a 
resource for them.”

The physician or billing practitioner 
should be informed of what transpires dur-
ing the 20-minute phone visit. “We record 
what’s called a chronic care phone visit in 
the patient’s chart,” explains Shoemaker. 

“Basically, we document everything the 
patient tells us in their chart. If there is an 
issue that needs addressing, we can also send 
messages to their [physician] to update them. 
We are keeping the [physician] up to date 
on everything that concerns the patient.”

Push the envelope
The Medicare CCM program offers both 
enhanced patient care benefits and a poten-
tial new revenue stream for many primary 
care or other qualifying medical practices. 
Yet Medicare’s CCM program remains some-
what underused in today’s health care sys-
tem, suggest experts.

“I don’t think enough providers are tak-
ing advantage of Medicare’s Chronic Care 
Management program,” observes Zetter. 
“It’s a program that’s especially relevant for 
a primary care physician or a specialist that 
deals with patients with multiple chronic 
conditions. It’s no different [from] other 
services such as remote patient monitoring, 
transitional care services, or even preventive 
care services that can be managed and billed 
to Medicare. It makes sense for practices to 
offer these services.”

Notably, a 2018 industry survey found 
that only 51% of primary care physicians 
knew about the Medicare program, and 
only 1 in 4 had taken steps to implement 
the program in their practices.3

“Understandably, most health care pro-
viders already have a lot on their plates, so 
the Medicare program was a slow rollout 
initially,” says Patrick Dowd, a spokesperson 
for Chronic Care Staffing. “Medicare did 
not see the early enrollment among eligible 
providers they had hoped for. For this reason, 
CMS subsequently modified or eased some 
of its patient enrollment requirements for 
the program. They also changed the rules 
to require general supervision of clinical 
staff by the billing practitioner as opposed 
to direct supervision. These changes were 
designed to encourage greater participation 
by both patients and providers.”

Who is eligible for Medicare Chronic Care 
Management services?
To qualify for the Chronic Care Management (CCM) program, patients must meet 
certain conditions:

Patients with multiple (two or more) chronic conditions expected to last at least 12 months 
or until the death of the patient, and that place the patient at significant risk of death, 
acute exacerbation/decompensation, or functional decline, are eligible for CCM services.

…
Examples of chronic conditions include, but are not limited to, the following:

• [Alzheimer] disease and related dementia

• Arthritis (osteoarthritis and rheumatoid)

• Asthma

• Atrial fibrillation

• Autism spectrum disorders

• Cancer

• Cardiovascular disease

• Chronic obstructive pulmonary disease

• Depression

• Diabetes

• Hypertension

• Infectious diseases such as HIV [or] AIDS4

 Chronic Care Management program



Admittedly, staffing, resources, and 
financial issues may pose challenges for 
some medical practices, especially smaller 
practices, interested in introducing the pro-
gram. The formula for Medicare reimburse-
ment can make it hard for some practices 
to balance the added staff workload and 
expenses involved to get CCM services up 
and running, according to a 2019 Medical 
Economics report.6

The program’s emphasis on monthly 
non-face-to-face phone visits with patients 
might also require a shift in thinking on 
the part of physicians. To some degree, the 
monthly phone call from a patient care coor-
dinator may be reminiscent of the house calls 
that some generations of physicians might 
have practiced but which are not neces-
sarily a familiar part of the contemporary 
primary care landscape.3 At the same time, 
the advent of telemedicine in recent years 
may be helping to make the “virtual house 
call” an increasingly familiar concept to both 
patients and practitioners. As time goes on, 
Medicare’s CCM program with its routine 
monthly patient check-ins is likely to be 
perceived as just a normal part of modern 
primary care.

Medical practices that successfully 
implement the Medicare program strive 
to proactively engage and educate patients 
about the benefits of its services.6 Some 
participating providers may also rely on 
assistance from membership in accountable 
care organizations, which can provide access 
to CCM service hubs and other resources 
that assist multiple practices. The latter can 
provide access to patient care coordinators 
(or health coaches) who work through cen-
tralized teams of care managers under the 
supervision of billing practitioners. Like 
Shoemaker, managers and coordinators in 
such service hubs also have direct access to 
the patient’s electronic health record.6

This is a similar model to the many 
third-party service providers or vendors 
that provide contracted CCM services. To 
note, general supervision and incident-to 
billing rules allow providers to contract 
with third-party CCM service providers. 

For this reason, clinical staff who work as 
patient care coordinators do not have to be 
directly employed by the participating pro-
vider. At the same time, physician practices 
that contract CCM services should ensure 
quality patient care is consistently enforced 
and maintained.

“In my opinion, Chronic Care 
Management services should be fully inte-
grated into the clinical practice,” says Dowd. 
“This should make it possible to [remotely 
access] the practice’s [electronic medical 
records] in real time, just like the practice 
staff would. This is important. The providers 
can then see the CCM calls and messaging in 
real time. Those [providing CCM services] 
are actually taking on the practice’s identity. 
On our phone calls, for example, from caller 
ID to voice mail greeting, we are identified 
as the patient’s practice. I think this really 
helps from a quality perspective.”

To promote continuity of care, Dowd 
also believes CCM programs, whether they 
are run internally by the medical practice or 
a contracted service provider, should make 
every effort to link patients with the same 
patient care coordinator on an ongoing basis. 
“In our experience, we find patients start to 
open up to the care coordinators more when 
they’re talking to the same person every 
month,” he says. “For this reason, we try to 
keep the same nurses and medical assistants 
working with the same providers and prac-
tices. This helps establish that continuity of 
care, which leads to better communication 
and better quality care.”

Dowd cites other benefits of the 
enhanced patient-provider communication 
that come with being on familiar terms with 
the patient care coordinator. “In a sense, the 
patient care coordinators are also holding 
patients accountable,” he says. “[Patients] 
know they’re going to get that monthly 
phone call, asking about their blood pres-
sure, glucose levels, or other concerns. We 
have patients who tell their care coordinator, 
‘I knew you were going to call, so I wrote 
down my blood pressure readings for the 
month.’ Or we might have a patient who is 
78 years old and lives independently, but 

her daughter is her caregiver. [The patient] 
might ask the care coordinator if [they] could 
speak with her daughter about her care. If 
the daughter is [authorized by the Health 
Insurance Portability and Accountability Act 
of 1996 (HIPAA)], she can speak directly 
with the care coordinator about her mother’s 
health care. She might ask why the [physi-
cian] switched her mother’s medication, for 
example. We’re able then to read the patient’s 
record and explain it to her.”

First-class care
For practices that prefer to manage their 
own Medicare CCM programs, a few con-
siderations should be examined. First, if a 
practice has not been billing for CCM services 
and wants to start, Zetter suggests a manager 
or qualified staff member be assigned to take 
responsibility for overseeing the program’s 
implementation.

“To implement Chronic Care Management 
successfully, you’ve got to have someone who is 
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The comprehensive 
care plan
Under Medicare’s Chronic Care 
Management program, a comprehen-
sive care plan is required for enrolled 
patients. The care plan for all health 
issues typically includes the follow-
ing elements:

• Problem list

• Expected outcome and prognosis

• Measurable treatment goals

• Symptom management

• Planned interventions and identifi-
cation of the individuals responsible 
for each intervention

• Medication management

• Community/social services ordered

• A description of how services of 
agencies and specialists outside the 
practice are directed/coordinated

• Schedule for periodic review and, 
when applicable, revision of the  
care plan4
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“It can be expensive to get started and some physicians may feel Medicare’s Chronic Care 
Management program is not profitable at this point,” observes Starra Herring, MBA, MHA, 
CMA (AAMA), director of the medical assisting program at Stanly Community College in 
Locust, North Carolina. “But if these types of chronic care services can keep costs down 
and keep patients out of the hospital, the overall costs of Medicare and secondary insur-
ance will be better.

“The Medicare CCM program can strengthen the relationship between the patient, 
the physician, and the care team and provide support for the care people need for chronic 
conditions. … We want to support the care people need in the outpatient and ambulatory 
care settings to help them to be able to live longer and healthier lives. It’s still relatively 
new, but as populations are living longer, I think this is going to be an important program 
going forward.”



Opportunities for  
medical assistants
“The Medicare Chronic Care 
Management program offers new 
professional opportunities for quali-
fied medical assistants. As a medical 
assistant participating in providing 
CCM services, you will need to be 
versed in chronic care [Current Pro-
cedural Terminology] codes and what 
is included in the patient’s compre-
hensive care plan. To help manage 
and coordinate the care plan, medi-
cal assistants need to understand all 
the details and components of the 
plan that have to be completed. As a 
medical assistant, you will also be the 
liaison between the physician and 
the patient, so it’s an important role.

“I believe medical assistants 
with their versatile clinical and ad-
ministrative training can potentially 
play an especially important role 
as the Medicare program grows in 
popularity. There’s going to be more 
need for coordination of care leaders 
[and] for staff with the training to 
better help manage the patient’s 
overall care and services on an 
outpatient basis. … Medicare’s CCM 
program can make [medical assisting] 
more marketable as a profession.”
—Starra Herring, MBA, MHA,  
CMA (AAMA) 

going to be the champion of the new Chronic 
Care Management service line,” says Zetter. 
“For the most part, physicians or the owners 
of the practice don’t have to do a lot of this 
work. It can be done by ancillary staff. But 
someone does have to manage the process, 
set everything up properly, and develop 
processes and systems to ensure everything 
is covered. From reviewing your patient 
base to determine who qualifies to validat-
ing that each patient has been monitored 
and the documentation [has been] done 
properly, someone in the [practice] needs 
to take overall responsibility.”

Toward this end, managers should 
assign staff who are going to be consistently 
working on the CCM program, advises 
Zetter. “Depending upon how many patients 
qualify for the Chronic Care Management 
program, it’s possible one staff person could 
manage all of the practice’s Chronic Care 
Management patients, including the docu-
mentation and managing other providers 
under ancillary staff,” he says. “Chronic 
Care Management should be all this staff 
member is responsible for. That would be 
my first recommendation.”

Of course, the ability of any medical 
practice to take on added Medicare CCM 
staffing and resource responsibilities must 
be assessed individually. “In many primary 
care practices, the number of Medicare 
patients that qualify for CCM services could 
be potentially sizeable,” cautions Zetter. “In 
a typical primary care practice or internal 
medicine practice, many—if not most—
patients have a lot of chronic conditions. 
In fact, it’s likely [that] almost every one of 
their Medicare patients may qualify for the 
CCM program. This could be true even in 
a very busy specialty practice.”

For this reason, practice managers 
should give some thought to their manage-
ment or staffing issues before implementing 
the Medicare program. “You really have to 
carefully assess the practice’s situation and 
the individual staff person’s capabilities,” 
says Zetter. “Is the assigned staff person 
really going to be able to handle 500 CCM 
patients … on a monthly basis, for example? 
Are they fully aware of all of the Medicare 
rules and requirements for Chronic Care 

Management services? Is there a capable 
process and system in place for the required 
documentation that must be done each 
month before submitting the CPT code for 
billing? These are questions the practice will 
have to consider.”

Yours truly
The Medicare CCM program provides many 
advantages to qualified beneficiaries and 
makes enhanced patient care services avail-
able to about 80% of the Medicare members.9

The Medicare program also offers 
expanded opportunities for qualified clinical 
staff such as medical assistants and others, 
working as patient care coordinators or in 
other capacities, to make a genuine differ-
ence in patients’ lives. “As a patient care 
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coordinator, you have to have a good per-
sonality and really care about the patients to 
go the extra mile for somebody,” concludes 
Shoemaker. “In nursing or medical assisting, 
I believe someone with the right skills and 
a lot of compassion for patients and patient 
care is going to be excellent at this job.”

For many patients with multiple chron-
ic health conditions (e.g., diabetes, heart 
disease, arthritis, or high blood pressure), 
CCM is an increasingly essential aspect of 
the advanced primary care services often 
necessary to ensure quality patient care. ✦
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