


This Toolkit is intended to be a guide for practitioners to help with Chronic Care Management. 

Highmark Inc. (“Highmark”) does not recommend particular treatments or healthcare services. This toolkit is not intended to be substitute for professional medical 
advice, diagnosis or treatment. This toolkit is not intended to situate Highmark as a provider of medical services. The provider should determine the appropriate 
treatment and follow-up with his or her patient. This toolkit is based upon a search of literature: there may be other recommendations or suggested practices that may 
be suitable in the care of patients. The provider’s medical judgment remains independent and adoption of any of the guidelines in this toolkit is entirely voluntary.
Coverage of services is subject to the terms of each member’s benefit plan. Additionally, state laws and regulations governing health insurance, health plans and 
coverage may apply and will vary from state to state.

The guidance, best practices and guidelines (referred to as “best practices”) provided to you are presented for your consideration and assessment only. They were 
selected from among best practices published by various associations and organizations or discussed in studies and articles on the subject. Please assess whether 
the described best practices are appropriate for you. There are no requirements that you use the best practices, and the best practices are not required for any 
Highmark program or initiative. Please note that the successful implementation of any program or initiative depends upon many factors and variables. Therefore, 
Highmark makes no representation with respect to the described best practices and whether the practices will positively impact your reimbursement, value based 
payment or performance under a Highmark program or initiative. The best practices are not intended to situate Highmark as a provider of medical services or dictate 
the diagnosis, care or treatment of patients. Your medical judgment remains independent with respect to all medically necessary care to your patients. The 
information provided is general information only and not intended to address specific circumstances; and the provision of such information does not constitute 
endorsement of any specific third-party vendor. 

This information is issued on behalf of Highmark Blue Shield and its affiliated Blue companies, which are independent licensees of the Blue Cross Blue Shield 
Association. Highmark Inc. d/b/a Highmark Blue Shield and certain of its affiliated Blue companies serve Blue Shield members in 21 counties in central Pennsylvania 
and 13 counties in northeastern New York. As a partner in joint operating agreements, Highmark Blue Shield also provides services in conjunction with a separate 
health plan in southeastern Pennsylvania. Highmark Inc. or certain of its affiliated Blue companies also serve Blue Cross Blue Shield members in 29 counties in 
western Pennsylvania, 13 counties in northeastern Pennsylvania, the state of West Virginia plus Washington County, Ohio, the state of Delaware and 8 counties in 
western New York. All references to Highmark in this document are references to Highmark Inc. d/b/a Highmark Blue Shield and/or to one or more of its affiliated Blue 
companies. 

This toolkit is the property of Highmark. The information contained in this toolkit may be confidential and/or proprietary and is not to be distributed to any outside 
person(s) or entit(ies) without express written consent of Highmark. Copyright 2021 Highmark Inc. All rights reserved.

CCM Toolkit



Purpose statement 

 This toolkit is intended to be a reference guide to those who are looking to implement 
and/or improve their Chronic Care Management (CCM) program.

 CCM can help in the coordination of care and help to improve outcomes for patients with 
chronic and complex health conditions.

 Implement CCM within a practice following the guidelines and requirements developed by 
CMS. 

 The intent of this guide is to aid in developing CCM processes and improving patient 
health outcomes, improving patient experiences and lowering health care cost.
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What is CCM?



What is CCM? 
 CCM stands  for Chronic Care Management. 
 CCM is the care coordination that is spent on patients who have two or more chronic conditions and require time 

and effort beyond that of a less complicated patient.
 In order to be eligible the chronic conditions must be expected to last 12 or more months or until the death of the 

patient and the conditions must also put the patient at risk for death, acute exacerbation or functional decline. 
 Conditions include, but are not limited to, the following: Alzheimer's disease, HIV/AIDS, chronic obstructive 

pulmonary disease, depression, substance abuse disorders, diabetes, cancer and cardiovascular disease. 

 Source: Center for Medicare and Medicaid Services n.d., Connected Care Toolkit: Chronic Care Management Resources for Health Care Professionals and Communities, accessed 12 November 2020, 
https://www.cms.gov/About-CMS/Agency-Information/OMH/Downloads/connected-hcptoolkit.pdf. 



Benefits of CCM for 
Patient and Practice 



Benefits of CCM 

Source: CDC-National Center for Chronic Disease Prevention and Health Promotion- Chronic Disease Publications. Accessed 12 of November 2020, https://www.cdc.gov/chronicdisease/tools/infographics.htm
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Benefits of CCM: Patient & Practice 

Patients
• Patients will receive a comprehensive care plan
• A team of dedicated health care professionals will help 

patients plan for better health and improve health outcomes
• Encouraging patients to use CCM will give them the support 

they need between visits
• Prevent hospitalization

Practices 
• Support patient compliance and help patients feel more 

connected
• Improve care coordination
• Sustain and grow your practice
• Improve patient satisfaction and patient compliance
• Lower health care costs



CMS Rules and 
Regulations for CCM 



CMS rules for CCM 
Chronic Care Management has been recognized by The Centers for Medicare and Medicaid services (CMS) since 
2015. 

CMS is aware that CCM services take additional time and effort and have established billing codes 
to be reimbursed for the additional time spent.

CCM codes may be billed when at least 20 minutes of non face to face time is spent with one of these 
patients for care coordination.

This time can be under the direction of a physician or other qualified health care professionals
including Physician Assistants, Clinical Nurse Specialists, Nurse Practitioners and

Certified Nurse Midwives.

 Source: Center for Medicare and Medicaid Services n.d., Connected Care Toolkit: Chronic Care Management Resources for Health Care Professionals and Communities, accessed 12 November 2020, 
https://www.cms.gov/About-CMS/Agency-Information/OMH/Downloads/connected-hcptoolkit.pdf. 



Eligible Professional 
Physicians and the following non-physician 
practitioners may bill CCM services: 

Certified Nurse Midwives 
Clinical Nurse Specialists 
Nurse Practitioners 
Physician Assistants

CCM services (99487,99489,99490)that are not provided 
personally by the billing practitioner  but are provided by clinical 
staff under the general supervision of the billing practitioner on 
an “incident to” basis (as an integral part of services provided by 
the billing practitioner) and are  subject to applicable state law, 
licensure, and scope of practice are allowed. The clinical staff are 
either employees or working under contract to the billing 
practitioner whom Highmark directly pays for CCM.

General supervision 
applies to those 
services that are not 
personally performed 
by the billing 
practitioner.  The 
services are 
performed under  the 
billing practitioners 
direction  but they do 
not have to be 
physically present.

 Source: Center for Medicare and Medicaid Services n.d., Connected Care Toolkit: Chronic Care Management Resources for Health Care Professionals and Communities, accessed 12 November 2020, 
https://www.cms.gov/About-CMS/Agency-Information/OMH/Downloads/connected-hcptoolkit.pdf. 



What is required for CCM: Patient, Provider & Practice 

Patients

2 or more chronic conditions 

Serious health risk or at risk of 
death 
Must consent to the CCM Service: 
verbal or written 
May have Co-Pay 

Provider & Practice will 

 Obtain verbal consent from patient to participate and then 
ongoing buy in from patient/family to work towards health 
goals

 Provide 24/7 access to team for care and health information
 Ensure continuity of visits with designated team members for 

ongoing and preventive care
 Provide general supervision by billing practitioner
 Use a certified EHR to record: 

 Conduct comprehensive assessment
 Conduct medication reconciliation
 Provide comprehensive care coordination
 Create and share written care plan 

New patients not seen within 1 year 
require a face to face visit to initiate 
CCM services

Source: Center for Medicare and Medicaid Services n.d., Connected Care Toolkit: Chronic Care Management Resources for Health Care Professionals and Communities, accessed 12 November 2020, 
https://www.cms.gov/About-CMS/Agency-Information/OMH/Downloads/connected-hcptoolkit.pdf.



CCM Billing 



Billing CCM 
CPT 99491

Chronic Care Management services, provided personally by a physician or 
other qualified health care professional, at least 30 minutes of physician or 
other qualified health care professional time, 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

CPT code 99491 includes only time that 
is spent personally by the billing 
practitioner. Clinical staff time is not 
counted towards the required time 
threshold for reporting this code.

Clinical staff cannot 
bill this code 99491 

Source: Center for Medicare and Medicaid Services n.d., Connected Care Toolkit: Chronic Care Management Resources for Health Care Professionals and Communities, accessed 12 November 2020, 
https://www.cms.gov/About-CMS/Agency-Information/OMH/Downloads/connected-hcptoolkit.pdf.



Billing CCM 

CPT 99490
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

New CCM Add-on Code in 2020

Effective 1/01/2021:  CPT 99439 
*(formerly G0258)

• Chronic Care Management Services, each 
additional 20 minutes of clinical staff time 
directed by a physician or other qualified health 
care professional per calendar month
• Billed in conjunction only with CPT 99490
• Maximum of two units per month (1 hour)
• Cannot be reported in conjunction with 
complex CCM (99487, 99498, or 99491)

Source: Center for Medicare and Medicaid Services 2019, Medicare Learning Network Booklet; Chronic Care Management Services, accessed 12 November 2020, https://www.cms.gov/outreach-and-education/medicare-
learning-network-mln/mlnproducts/downloads/chroniccaremanagement.pdf.



Billing CCM 

CPT 99487
Complex Chronic Care Management services, 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
● Establishment or substantial revision of a comprehensive care plan
● Moderate or high complexity medical decision making
● 60 minutes of clinical staff time directed by a physician or other qualified 
health care professional, per calendar month

CPT 99489
Each additional 30 minutes of clinical 
staff time directed by a physician or 
other qualified health care 
professional, per calendar month 
(List separately in addition to code 
for primary procedure). Complex 
CCM services of less than 60 minutes 
in duration, in a calendar month, are 
not reported separately. Report 
99489 in conjunction with 99487. Do 
not report 99489 for care
management services of less than 30 
minutes additional to the first 60 
minutes of complex CCM services 
during a calendar month.

Source: Center for Medicare and Medicaid Services 2019, Medicare Learning Network Booklet; Chronic Care Management Services, accessed 12 November 2020, https://www.cms.gov/outreach-and-education/medicare-
learning-network-mln/mlnproducts/downloads/chroniccaremanagement.pdf.



Workflow



Workflow

Identify patient who 
may qualify/benefit

from CCM.

Explain the CCM 
program & benefit to 

qualified patients. 

Obtain verbal or 
signed consent.

Build and develop a 
Care Plan. 

Provide CCM monthly 
with patients: 

communication must 
equal 20+minutes.

Document & bill 
appropriate CPT 

Code.



Care Plan



Care Plan Requirements
The Care Plan must be a part of the electronic record and it must 
be established, implemented, monitored and revised as needed. 

It should be shared with all health care providers involved in the 
patient’s care, as appropriate,  and  also must be shared with the 
patient. 

The Care Plan is a comprehensive plan that will support the whole 
person including mental,  physical, functional and psychosocial 
goals. In addition it will take into account environmental factors.  
Referrals to community resources may be a part of the plan.  

Care Plan implementation, monitoring and revision that takes up at 
least 20 minutes of clinical staff time can be billed monthly. 

The Care Plan will include: Problem list, expected outcomes, 
treatment goals that are measurable, planned interventions and 
who is responsible for each intervention, symptom and medication 
management, community/social referral details, and a schedule for 
review and revision of the plan.

 Source: Center for Medicare and Medicaid Services n.d., Connected Care Toolkit: Chronic Care Management Resources for Health Care Professionals and Communities, accessed 12 November 2020, 
https://www.cms.gov/About-CMS/Agency-Information/OMH/Downloads/connected-hcptoolkit.pdf. 



CCM Care Plan Sample

Components of Care Plan: 

• Measurable Goals 
(mental, physical, functional and psychosocial)

• Health Concerns
• Interventions and Instructions 

(includes Medication Management, Community
and/social services referrals, Specialist details,
and Advanced Care Planning)

• Evaluation and Outcomes

Source: Chronic Care Management Implementation Guide, https://healthinsight.org/tools-and-resources/send/412-strengthening-primary-care/1576-ccm-
implementation-guide

https://healthinsight.org/tools-and-resources/send/412-strengthening-primary-care/1576-ccm-implementation-guide


Components of Monthly 
Outreach to Patient



Components of Monthly outreach to patient

Self Management support is defined by AHRQ:
“the help given to people with chronic 
conditions that enables them to manage their 
care on a day-to-day basis. Self-Management 
support can help and inspire people to learn 
more about their conditions and to take an 
active role in their health care.” 

Reference: https://www.ahrq.gov/ncepcr/tools/self-mgmt/index.html

Monthly Activities Include, but are not limited to, the 
following: 

Discuss & document current situation

Discuss & document any changes in health status

Review & document recent appointments/health 
interventions

Review medication and provide reconciliation 

Discuss & document progress to goals

Discuss & document any new or continuing coordination with 
Community Resources

Following each outreach revise care 

Key component 
of CCM

Communication w/ patient 
must last at least 20 minutes or 
30 minutes for complex patients

 Source: Center for Medicare and Medicaid Services n.d., Connected Care Toolkit: Chronic Care Management Resources for Health Care Professionals and Communities, accessed 12 November 2020, 
https://www.cms.gov/About-CMS/Agency-Information/OMH/Downloads/connected-hcptoolkit.pdf. 



Appendix



Some links to assist  

https://www.west.com/wp-content/uploads/2016/04/West-
Guide-to-Implementing-CCM-for-99490.pdf

http://adultmeducation.com/AssessmentTools_3.html

Sample letter to patients to participate: 

Readiness to change assessment for patients:

Highmark specific CCM policy and reimbursement information: 
https://content.highmarkprc.com/Files/ClaimsPaymentReimb/ReimbPolicies/rp-043.pdf

https://www.west.com/wp-content/uploads/2016/04/West-Guide-to-Implementing-CCM-for-99490.pdf
http://adultmeducation.com/AssessmentTools_3.html
https://content.highmarkprc.com/Files/ClaimsPaymentReimb/ReimbPolicies/rp-043.pdf


Disclaimer

This information is issued by Highmark Inc. d/b/a Highmark Blue Shield on behalf of itself and/or its affiliated Blue companies, all of 
which are independent licensees of the Blue Cross Blue Shield Association. Highmark Blue Shield and certain of its affiliated Blue 
companies serve Blue Shield members in the 21 counties of central Pennsylvania. As a partner in joint operating agreements, 
Highmark Blue Shield also provides services in conjunction with a separate health plan in southeastern Pennsylvania. Highmark Inc. 
and/or certain of its affiliated Blue companies also serve Blue Cross Blue Shield members in 29 counties of western Pennsylvania, 13 
counties of northeastern Pennsylvania, the state of West Virginia plus Washington County, Ohio, and the state of Delaware. All 
references to Highmark in this document are references to Highmark Inc. d/b/a Highmark Blue Shield and/or one or more of its 
affiliated Blue companies.
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