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Who is Health Endeavors?

 Health Endeavors is a technology development company based in Scottsdale, 
Arizona since 2008. Our web-based Patient Health Integrated Tools and 
Healthcare Admin Tools software solutions are used on a daily basis by over 
1.5 million users, providing care to over 10 million patients.

 Who are our clients?

 40+ MSSP ACOs

 Early leader of ACO education in partnership with Medicare (2012)

 Self-Insured Employers

 Commercial Payor Programs

 Aetna, BCBS, United, Humana, Cigna, Anthem and Coventry

 State Medicaid Programs

 500+ Hospitals

 Thousands of physician practices

 MSOs (Managed Service Organizations

 Nursing Homes, ASCs, Physician Clinic Systems, Home Health, Hospice



In the Final Rule, CMS has adopted CPT 99490 for

Medicare CCM services, which is defined in the CPT

Professional Codebook as follows:

 Chronic care management services, at least 20 minutes of clinical staff time
directed by a physician or other qualified health care professional, per
calendar month, with the following required elements:

 multiple (two or more) chronic conditions expected to last at least 12 months,
or until the death of the patient;

 chronic conditions place the patient at significant risk of death, acute
exacerbation/decompensation, or functional decline;

 comprehensive care plan established, implemented, revised, or monitored.
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Core Requirements

 1. Secure the eligible beneficiary’s written consent.

 2. Have 5 specified capabilities needed to perform CCM
Use a certified EHR for specified purposes

Maintain an electronic care plan

 Ensure beneficiary access to care

 Facilitate transitions of care

Coordinate care

 3. Provide 20+ minutes of non-face-to-face care management 

services per calendar month.
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What is the reimbursement for CCM?

 The national average reimbursement is $41per 

beneficiary per calendar month. 

 This amount is subject to change thereafter based on 

Congressional action on the Sustainable Growth Rate 

(SGR) formula.
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Which practitioners are eligible to bill 

Medicare for CCM?

 Physicians (regardless of specialty), advanced practice registered

nurses, physician assistants, clinical nurse specialists, and

certified nurse midwives (or the provider to which such

individual has reassigned his/her billing rights) are eligible to bill

Medicare for CCM.

 Other non-physician practitioners and limited-license

practitioners (e.g., clinical psychologists, social workers) are not

eligible.
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Can more than one provider bill for CCM 

for the same beneficiary?

No. 

CMS will pay only one claim for CCM per 

beneficiary per calendar month.
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Who is an eligible beneficiary?

 A beneficiary is eligible to receive CCM if he or she has been
diagnosed with 2 or more chronic conditions expected to persist
at least 12 months (or until death) that place the individual at
significant risk of death, acute exacerbation/ decompensation, or
functional decline.

 CMS has not provided a definition or definitive list of “chronic
conditions” for purposes of CCM. Nor has the agency offered
guidance on how to determine or document the specified acuity
level.
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Is there a list of chronic conditions

on which a provider can rely? 

 CMS maintains a Chronic Condition Warehouse (CCW) to provide

researchers with beneficiary, claims, and assessment data linked by

beneficiary across the continuum of care.

 The CCW includes information on 22 specified chronic conditions.

However, the CCW list is not an exclusive list of chronic conditions;

CMS may recognize other conditions for purposes of providing CCM.

 https://www.ccwdata.org/web/guest/condition-categories
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For what purposes must a provider 

use a certified EHR in furnishing 

CCM (1st capability)?
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A provider is not required to be a meaningful user of a certified EHR technology, but is required

to use “CCM certified technology” (i.e., for 2015, an EHR that satisfies either the 2011 or 2014

edition of the certification criteria for the EHR Incentive Programs) to meet the following core

technology capabilities:

 Structured recording of demographics, problems, medications, and medication allergies, all

consistent with 45 CFR 170.314(a)(3)-(7)

 Creation of summary care record consistent with 45 CFR 170.314(e)(2) The provider must be

able to transmit the summary care record electronically for purposes of care coordination. CMS

does not specify acceptable methods of transmission, but does state that facsimile transmission

is not acceptable.

 Additionally, a provider must use CCM certified technology to fulfill any CCM requirement that

references a health or medical record. Specifically, the following must be documented in the

beneficiary’s record using CCM certified technology:

 Beneficiary consent

 Provision of care plan to beneficiary

 Communication to and from home and community-based providers regarding beneficiary’s

psychosocial needs and functional deficits (care coordination)



What is the requirement for an 

electronic care plan (2nd

capability)?

8/24/2015Copyright Health Endeavors 2014



The provider must develop and regularly update (at least annually) an electronic care plan based

on a physical, mental, cognitive, psychosocial, functional, and environmental (re)assessment of

the beneficiary’s needs.

The plan should include a list of current practitioners and suppliers that are regularly

involved in providing medical care to the beneficiary, the assessment of the beneficiary’s

functional status related to chronic health conditions, the assessment of whether the beneficiary

suffers from any cognitive limitations or mental health conditions that could impair self-

management, and an assessment of the beneficiary’s preventive healthcare needs.

The plan should address all health issues (not just chronic conditions) and be congruent with the

beneficiary’s choices and values.

While required to bill for CCM, the preparation and updating of the care plan is not part of the

reimbursable service. Instead, these activities may be billed separately as an evaluation and

management service (e.g., an annual wellness visit, the initial preventive physical

examination, or regular office visit), provided the applicable requirements are satisfied

What items are typically included in a care plan?
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Does the care plan have to be created,

maintained, and updated using a certified

EHR?

CMS requires a provider to “use some form of electronic technology

tool or services in fulfilling the care plan element,” but acknowledges

that “certified EHR technology is limited in its ability to support

electronic care planning at this time.”

Accordingly, providers “must have flexibility to use a wide range of

tools and services beyond EHR technology now available in the

market to support electronic care planning.
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Who must have access to electronic care plan?

1. The care plan must be electronically accessible on a 24/7 basis to all 

care team members furnishing CCM services billed by the provider.

• e.g., remote access to EHR, web-based access to care 

management application, web-based access to an electronic 

health information exchange (HIE) (facsimile is not sufficient)

2. The provider “must electronically share care plan information as 

appropriate with other providers” caring for the beneficiary.

• e.g., secure messaging, participation in HIE (facsimile not 

sufficient)

3. The provider must make available a paper or electronic copy of the 

care plan to the beneficiary.

• Must be documented in CCM certified technology



What is required with respect to 

beneficiary access to care (3rd

capability)?
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A provider furnishing CCM must:

1. Provide a means for the beneficiary to access a member of the care

team on a 24/7 basis to address acute/urgent needs in a timely

manner (determine who constitutes a member of the care team).

2. Ensure the beneficiary is able to get successive routine

appointments with a designated practitioner or member of care

team.

3. Provide enhanced opportunities for beneficiary-provider (or

caregiver-provider) communication by telephone and asynchronous

consultation methods (e.g., secure messaging, internet), although

the beneficiary is not required to use these methods.



What is required with respect to 

transitions of care (4th capability)?
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A provider must have the capability to do the following:

1. Follow-up with the beneficiary after an ER visit.

2. Provide post-discharge transitional care management

(TCM) services as necessary (although the provider cannot

bill for TCM and CCM during the same month).

3. Coordinate referrals to other clinicians.

4. Share information electronically with other clinicians as

appropriate (see prior discussion of summary care record and

electronic care plan)



What is required with respect to 

coordination of care (5th

capability)?
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 The provider must have the capability to coordinate

with home and community based clinical service

providers to meet beneficiary’s psychosocial needs

and functional deficits (including providers of home

health and hospice, outpatient therapies, durable

medical equipment, transportation services, and

nutrition services).

 The provider’s communication with these service

providers must be documented in CCM certified

technology.



20+ minutes of Non-Face-to-

Face Care Management 

Services
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What types of services constitute non-face-

to-face care management services?

These services may be furnished by licensed

clinical staff subject to proper supervision.

Licensed clinical staff, in this context, includes

APRNs, PAs, RNs, LSCSWs, LPNs, and what

CMS refers to as “medical technical assistants”

(CNAs and certified medical assistants).
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What level of supervision is required for 

clinical staff providing non-face-to-face 

management services?

 Initially, CMS proposed to require direct supervision

of clinical staff (i.e., physician or other practitioner

present in the same suite of offices and immediately

available to provide assistance while non-face-to-face

care management services were being provided), with

a limited exception for services furnished outside

normal business hours.
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What level of supervision is required for clinical staff 

providing non-face-to-face management services?

 However, the Final Rule requires only general supervision

(i.e., physician or other practitioner available by telephone to

provide assistance as required). The physician or other

practitioner does not have to be the same person under whose

name CCM is billed.

 Thus, a provider could contract with a third party to provide

non-face-to-face care management services (including after-

hours availability to address the beneficiary’s urgent care

needs), provided the third party has electronic access to the

beneficiary’s care plan. This “subscription service” approach

would allow a smaller provider that could not otherwise

afford necessary staffing to provide CCM



Can remote monitoring be included in the 

20 minutes?

According to CMS, “practitioners who engage in
remote monitoring of patient physiological data
of eligible beneficiaries may count the time
they spend reviewing the reported data
towards the monthly minimum time for billing
the CCM code, but cannot include the entire
time the beneficiary spends under monitoring or
wearing a monitoring device.”
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What time counts toward the 20 

minute minimum requirement?

 Time spent providing services on different days or by
different clinical staff members in the same month may be
aggregated to total 20 minutes.

 However, if two staff members are furnishing services at
the same time, only the time spent by one individual may
be counted.

 Time of less than 20 minutes during a calendar month
cannot be rounded up to meet this requirement; nor may
time be carried over from a prior month.
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The Health Endeavors CCM Tool
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On the Horizon 
For the CCM tool- Hip and Knee Bundle



How it works:

 Under this proposed model, the hospital in which the hip or knee replacement 
takes place would be accountable for the costs and quality of care from the 
time of the surgery through 90 days after—what’s called an “episode” of care.

 Depending on the hospital’s quality and cost performance during the episode, 
the hospital would either earn a financial reward or be required to repay 
Medicare for a portion of the costs. This payment would give hospitals an 
incentive to work with physicians, home health agencies, and nursing 
facilities to make sure beneficiaries receive the coordinated care they need 
with the goal of reducing avoidable hospitalizations and complications. 
Hospitals would have additional tools – such as spending and utilization data 
and sharing of best practices - to improve the effectiveness of care 
coordination.

 By “bundling” these payments, hospitals and physicians have an incentive to 
work together to deliver more effective and efficient care.

 This model would be in 75 geographic areas throughout the country and most 
hospitals in those regions would be required participate. 



Summary of major provisions

 Episodes would begin with admission to an acute care hospital for an 

LEJR procedure (Hip or knee replacement) that is assigned to MS-DRG 

469 or 470 upon beneficiary discharge and paid under the IPPS and 

would end 90 days after the date of discharge from the acute care 

hospital. 

 The episode would include the LEJR procedure, inpatient stay, and all 

related care covered under Medicare Parts A and B within the 90 days 

after discharge, including hospital care, post-acute care, and 

physician services.

 MS-DRG 469 (Major joint replacement or reattachment of lower 

extremity with Major Complications or Comorbidities (MCC)) or 

MS-DRG 470 (Major joint replacement or reattachment of lower 

extremity without MCC). 



Episode of Care includes:

 Physicians' services.

 Show citation box

 Inpatient hospital services (including readmissions)

 Inpatient psychiatric facility (IPF) services.

 LTCH services.

 IRF services.

 SNF services.

 HHA services.

 Hospital outpatient services.

 Independent outpatient therapy services.

 Clinical laboratory services.

 Durable medical equipment (DME).

 Part B drugs.

 excluded from CCJR drugs that are paid outside of the MS-DRG, specifically hemophilia clotting 
factors 

 Hospice.



Quality Measure and Reporting Requirements

 Quality Measures:

 Complication measure 

 Hospital-level 30-day, all-cause RSRR following elective primary THA 

and/or TKA (NQF #1551).

 Readmission measure

 Hospital-level RSCR following elective primary THA and/or TKA (NQF 

#1550).

 Patient experience survey measure

 HCAHPS survey (NQF #0166).

 CMS intends to publicly report this information on the Hospital Compare Web 

site



The Health Endeavors Approach

 Combine Population analytics data and the CCM 

tool to satisfy the quality outcomes and cost 

efficiencies required by CMS

 Templates for TKR and THR within the HE tool to 

satisfy the Quality Measures component

 Survey Capabilities to satisfy the HCAHPS survey 

(NQF #0166).



Why use the Health Endeavors CCM tool?

• Key benefits:

• One single location where all Care coordinators can provide care 
management to identified members for 20+ minutes a month

• Templates are modifiable to your practice/hospital workflow and 
demands

• Monitor beneficiary’s condition and update chronic care management 
activities as needed within one central location

• Perform ongoing medication adherence and reconciliation

• Ensure beneficiaries schedule preventative services

• Streamline patient care needs in a secure format

• Disease management reporting to reflect gaps in care
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