
WWW.CIPHERHEALTH.COM  © 2018 Page 1

NAVIGATING CCM & TCM PROGRAMS
REVENUE OPPORTUNITIES FOR YOUR MEDICAL GROUP OR PRACTICE

Navigating Chronic Care 
Management (CCM) and Transitional 
Care Management (TCM) Programs

Revenue Opportunities for Your 

Medical Group or Practice

WHITEPAPER



WWW.CIPHERHEALTH.COM  © 2018 Page 2

NAVIGATING CCM & TCM PROGRAMS
REVENUE OPPORTUNITIES FOR YOUR MEDICAL GROUP OR PRACTICE

INTRODUCTION

In 2012, the government announced new revenue opportunities geared towards 

primary care and care coordination activities, recognizing them as “critical 

components in achieving better care for individuals, better health for individuals, 

and reduced expenditure growth.” The Transitional Care Management (TCM) 

program and Chronic Care Management (CCM) are two such opportunities, 

designed to reimburse innovative approaches to care.

Many providers are unaware of these revenue opportunities for their Medicare and 

MA patients or do not understand which of these initiatives might be appropriate 

for their practices. TCM and CCM provide either supplementary reimbursement 

for a standard office visit or higher reimbursement in lieu of a standard visit. CMS 

estimated that TCM reimbursements would generate a 4% increase in payments 

to family practice physicians, 3% for internal medicine and pediatrics, and 2% for 

gerontologists, nurse practitioners, and physician assistants2. 

While both programs are compelling, some organizations may choose to pursue one 

or the other, as physicians and nurse practitioners cannot bill TCM concurrently 

with CCM during the same calendar month. That said, across a practice, some 

medical providers may choose to focus on TCM, while others focus on CCM.

CCM and TCM Overview

INCREASE REVENUE 
Physicians participating in CCM 
can gain $90,000- $240,000 in 

additional gross revenue 1. 

DUAL PARTICIPATION
Assuming patient consent is 
obtained, providers can bill for 
TCM for 30-days post discharge 

and CCM in the months thereafter. 

MEDICARE BENEFICIARIES 65+

The CCM & TCM programs are 
meant to help in coordinating the 
care of Medicare beneficiaries aged 
65 and older.

In this whitepaper, we will explore both the TCM and CCM Programs and highlight 

ways to capitalize on the reimbursements offered:

 1.    Background on TCM and CCM

 2.    Challenges Posed by the TCM and CCM Programs

 3.    How Technology can Help Capitalize on Incentives

Whitepaper: CCM and TCM
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Notes on billing for 

TCM and CCM Programs

KEY DISTINCTIONS BETWEEN MEDICARE’S TCM & CCM PROGRAMS 
Transitional Care Management (TCM)

Overview:

CMS introduced CPT codes 99495 and 99496 in 2013 to provide Transitional Care 

Management services for an established patient “whose medical and/or psychosocial 

problems require moderate or high complexity medical decision making during 

transitions in care from an inpatient hospital setting, partial hospital, or nursing facility 

to the patient’s community setting such as their home, domiciliary, rest home, or assisted 

living community.” These TCM services are comprised of one face-to-face visit within a 

specified timeframe and non-face-to-face services provided by clinical staff over the 

course of the 30-day TCM period beginning with discharge. 

Requirements:

TCM requires an interactive contact with the patient or caregiver, which may be telephonic 

or electronic, within two business days of discharge and medication reconciliation and 

management no later than the date of the face-to-face visit. Some examples of non-

face-to-face services to be provided during each TCM episode include reviewing the 

need for diagnostic tests and treatments, providing education on self-management, 

assisting in scheduling required follow-up with community providers and services, and 

communication with home health agencies and other community services utilized by the 

patient.

Qualified Providers:

For the TCM program, qualified professionals include physicians, regardless of specialty, 

physician assistants, nurse practitioners, clinical nurse specialists, and certified nurse- 

midwives. Reimbursement varies depending on whether physicians are based at a 

Medicare Part A facility, such as a hospital, and would be billing based on facility rates. 

Non-facility rates, such as a physician office billing for TCM, average towards the higher 

end of the TCM billing code ranges.

For Federally Qualified Health Center and Regional Health Centers, the face-to-face visit 

component of TCM services could qualify as a billable visit in an FQHC or RHC if it is 

the only service provided on that specific date. Additionally, physicians or other qualified 

providers who have a fee-for-service practice separate from the RHC or FQHC may 

bill the TCM codes, subject to the other requirements for billing under Medicare’s fee 

schedule.

Transitional Care Management

If the patient is readmitted 
within 30 days, the practice 
cannot bill a second time. If  
the  practice has not yet billed, 
they can wait until the patient 
is discharged the second time 
and bill after the second face-
to-face visit.

Chronic Care Management

Beneficiaries must be informed 
of the availability of CCM 
services and of their right to 
stop at any time. Providers are  
then required to document 
that the required information 
was explained and whether 
the beneficiary accepted 
or declined the services. 
Written consent is no longer a 
requirement.
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Chronic Care Management (CCM)

Overview:

To address the needs of patients with chronic conditions needing assistance for a 

longer period of time, CMS established CCM (CPT code 99490). CCM is specifically 

designed to help ensure delivery of Chronic Care Management services to Medicare 

beneficiaries with two or more chronic conditions. 

Requirements:

CCM services entail at least 20 minutes of non-face-to-face time per month per 

beneficiary on clinical staff services for “non-complex” CCM patients. Key provisions 

include 24/7 access for patients, an electronic care plan that is regularly reviewed 

and updated, medication management and reconciliation, and the coordination of 

referrals and post-discharge follow up.  Initiating visits are required for new patients 

or patients not seen within a year prior to the commencement of CCM. Notably, the 

face-to-face visit included in transitional care management (TCM) services (CPT 

99495 and 99496) qualifies as a “comprehensive” visit for CCM initiation.

Qualified Providers:

While CCM is intended for primary care physicians, most professionals are eligible. 

Similar to TCM, eligible providers include physicians, regardless of specialty,  physician 

assistants,  nurse practitioners, clinical nurse specialists, and certified nurse-midwives. 

Also, CCM is a billable FQHC and RHC service under revenue code 052X.  However, 

CMS is not currently allowing FQHCs and RHCs to bill for complex CCM service CPT 

codes or the separately billable CCM assessment and care planning code - G0506.

A Note on Complex CCM:

CMS expanded the CCM program to two additional CPT codes for complex CCM 

patients. Complex CCM entails 60 minutes or more of clinical staff time per CCM 

beneficiary per month compared to the 20 minutes required for non-complex CCM. 

Technology can 
be a great asset in 

driving efficiency and 
maximizing the value 

of TCM and CCM 
programs. Using the 

right technology, medical 
groups and practices can 
easily document, track, 
and analyze the many 

care activities they  
are likely already 

partaking in.

- Barbara Davis

SVP of Quality

CipherHealth

Medicare Reimbursement Opportunities Available

Billing Code	 Estimated Reimbursement 	 Non-Face-to-Face	
Requirement	 Face-to-Face Visit Requirement	

TCM Moderate Complexity	
(CPT 99495)	

$115-167 per discharge; 
readmission limitations	 Yes, but no duration specified	 Yes, within 14 days of discharge	

TCM High Complexity	
(CPT 99496)	

$195-238 per discharge; 
readmission limitations	 Yes, but no duration specified	 Yes, within 7 days of discharge	

Non-Complex CCM	
(CPT 99490)	 $43 PMPM	 20 minutes 	

Initiating visit ($44-209) required for new 
patients or those who have not been seen for a 

year prior to CCM initiation	
Complex CCM	

(CPT 99487)	 $94 PMPM	 60 minutes	 Same as Non-Complex CCM	
Complex CCM Add-On	

(CPT 99489)	 $47 PMPM	 Amount billing per each additional 30 
minutes	 Same as Non-Complex CCM	

“
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Initiative Presenting Problems Diagnostic 
Procedure Ordered

Management Option

TCM Moderate 
Complexity

(Requires any ONE of 
these elements in any 
of the three categories 
at right)

1 or more chronic 
illnesses or injury with 
mild progression

2 or more stable 
chronic illnesses

Undiagnosed new 
problem with uncertain 
prognosis (e.g. lump in 
breast)

Acute illness, with 
systemic symptoms

Acute complicated 
injury (e.g. head injury 
with brief loss of 
consciousness)

Physiological tests 
under stress (e.g. 
cardiac stress test)

Non-cardiovascular 
imaging studies, with 
no identified risk 
factors (e.g. 
arteriogram)

Diagnostic 
endoscopies,
with no identified risk
factors

Deep needle, or 
incisional biopsy

Obtain fluid from body 
cavity (e.g. lumbar 
puncture)

Minor surgery, with 
identified risk factors

Elective major surgery, 
with no identified risk 
factors

Prescription drug 
management

Therapeutic nuclear 
medicine

IV fluids, with additives

Closed treatment of 
fracture or dislocation, 
without manipulation

TCM High Complexity

(Requires any ONE of 
these elements in any 
of the three categories 
at right)

1 or more chronic 
illnesses with severe 
progression

Acute or chronic 
illnesses or injuries that 
may pose a threat to 
life or bodily function 
(e.g., acute MI, severe 
RA, acute renal failure, 
psychiatric illness with 
a potential threat to 
self or others)

An abrupt change in 
neurologic status (e.g., 
seizure, TIA)

Cardiac 
electrophysiological 
tests

Cardiovascular imaging 
studies, with contrast, 
with identified risk 
factors

Diagnostic 
endoscopies with 
identified risk factors

Discography

Elective major surgery, 
with identified risk factors

Emergency major surgery

Parenteral controlled 
substances

Drug therapy requiring 
intensive monitoring for 
toxicity

Decision not to resuscitate 
or to de-escalate care 
because of poor prognosis

CCM Patients with 2 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.

Examples of chronic conditions:
Alzheimer’s disease, Arthritis, Asthma, Atrial fibrillation, Cancer, 
Cardiovascular disease, COPD, Depression, Diabetes, Hypertension, 
Infectious diseases such as HIV/AIDS

A HIGH-COST 

OPPORTUNITY 

With nearly two 
million Medicare 
patient readmissions 
occurring each year, 
the Transitional Care 
Management (TCM) 
program represents 
an opportunity for 
CMS to work with care 
providers to cut down 
on nearly $24 billion in 
costs associated with 
the readmissions of 
Medicare patients3. 
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POTENTIAL CHALLENGES AND CONSIDERATIONS
Both the TCM and CCM programs have specific guidelines for claims submission, 

documentation, and use of technology. To capitalize on the financial benefits of 

both programs, it is essential to plan for effective information sharing between 

collaborators such as other physicians or care facilities. 

Both CCM and TCM require consistent and accurate documentation, including  

patient demographics and/or care information. In the case of Transitional Care 

Managment, practices must establish reliable methods of receiving the information - 

either through the EMR system or other methods such as the fax machine. 

It is also important to note that the initial concerns surrounding patient consent and 

co-pay for CCM services have been alleviated with CMS’ educational efforts. While 

CMS lacks authority to remove the usual Part B cost sharing that applies to CCM 

services, it has informed providers that Medigap plans must provide wraparound 

coverage of cost sharing for CCM and most beneficiaries have Medigap or other 

supplemental insurance. 

 » Home healthcare oversight (G0181)

 » Hospice care plan oversight (G0182)

 » Care plan oversight services (99339, 99340,     

  99374-99380)

 » Prolonged services without direct patient    

  contact (99358, 99359)

 » Anticoagulant management (99363, 99364)

 » Medical team conferences (99366-99368)

 » Education and training (98960-98962, 99071,  

  99078)

A qualified professional who bills for TCM services cannot bill for the following services during the 30-day period:

An eligible professional who bills for TCM services cannot bill for the following services during the 30-day period:

 » Telephone services (98966-98968, 99441-99443)

 » End stage renal disease services (90951 – 90970)

 » Online medical evaluation services (98969, 99444)

 » Preparation of special reports (99080)

 » Analysis of data (99090, 99091)

 » Chronic care management (99490)

 » Complex chronic care coordination services (99487, 99489)

 » Medication therapy management services (99605-99607)

 » Transitional care management services (99495-  

 99496)

 » Analysis of data (99090, 99091)

 » Home healthcare oversight (G0181)

 » Hospice care plan oversight (G0182)

 » End stage renal disease services (90951 – 90970)

Claims Submission Limitations
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THE ROLE OF TECHNOLOGY IN TCM & CCM

In addition to EHR technology, care management and patient outreach technologies 

may be necessary to efficiently manage both TCM and CCM workflows.

While TCM has limited EHR documentation requirements, providers may need 

additional technology to reach out to patients post-discharge, review discharge 

information, support treatment regimen adherence, manage medications, provide 

education to patients and caregivers, review/follow-up on needed tests or treatments, 

coordinate referrals, and follow-up with community providers and resources. 

Patient Outreach Technology

In particular, outreach technology such as automated calls and texts can be used to 

contact patients post-discharge to ask them about scheduling a visit. Care management  

technology may provide ED admission alerts, checklists, and reports on non-face-to-

face services that are provided through TCM.

Electronic Care Planning

Regarding CCM, aside from EHR documentation requirements, electronic care plans 

must be made available and continuity of care document(s) must be transmitted on a 

timely basis. Additionally, the electronic care plan must be established, implemented 

and revised as necessary. 

Care Management Technology

Care management technology can facilitate the process of creating and managing 

care plans, and assigning non-face-to-face tasks, such as medication reconciliation, to 

specific staff members. This technology can also be used to report on the duration of 

Non-face-to-face tasks for auditing purposes.

2/3
According to CMS, more than two-thirds of Medicare beneficiaries 

have two or more chronic conditions, providing immense opportunity 

for providers participating in the Chronic Care Management Program4. 

DOCUMENTATION
 in Patient’s Medical Record 

TCM Requirements:
 
   Date the patient was   
   discharged

   Date of initial post-
   discharge communication  
   with patient &/or caregiver

   Date of face-to-face visit

   Complexity of medical 
   decision-making (moderate 
   or high

CCM Requirements:

   Demographics, problems, 
   medications, & allergies 
   using a certified EHR 
   
   Medicare beneficiary’s 
   consent

   Communication regarding   
   the patient’s psychosocial 
   needs & functional deficits
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CONCLUSION 
The Chronic Care Management and Transitional Care Management programs 

provide substantial reimbursement opportunities for practices, clinics, and house call 

providers. The government’s changes to the CCM program for 2017, in particular, have 

made participation easier than ever for providers. Given that many organizations are 

already preparing for the shift to value-based care, both initiatives offer the prospect 

of bolstering care management capabilities in preparation for MACRA, accountable 

care arrangements,  and greater risk-sharing in the future.

For More Information

    CCM & TCM

    Patient Outreach

    Care Management

For more information on how CipherHealth can help 
your practice implement CCM and TCM services, visit 
www.cipherhealth.com
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ABOUT CIPHERHEALTH
CipherHealth is a New York City-based company founded in 2009 focused on 

creating solutions that help care providers effectively and efficiently to provide 

quality care to their patients. CipherHealth leverages technology to make 

communication between care providers and patients easier, engaging, and more

meaningful.

www.cipherhealth.com

info@cipherhealth.com

888.917.9996

One Penn Plaza, Suite 3101

New York, NY 10119


