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Chronic care management pays for care 
between visits for chronic conditions

$42.60 Medicare Payment

20+ Minutes per month 

Patients with 2 or more Chronic Conditions

Aimed at PCPs, open to any specialty

Presenter
Presentation Notes
CCM is care between visits for patients with chronic conditions. It’s all about developing a patient’s care plan.  The CCM CPT code can be billed once per calendar month if the requirements are met. Patients eligible must have 2 or more chronic conditions expected to last at least 12 months. While there is no requirement that CCM services be billed by a patient’s PCP, CMS does expect that the chronic care management code will be billed most frequently by primary care physicians. The Medicare payment for these services each calendar month is around $40.
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• Alzheimer’s disease and related dementia 
• Arthritis (osteoarthritis and rheumatoid)
• Asthma
• Atrial fibrillation
• Autism spectrum disorders
• Cancer
• Chronic Obstructive Pulmonary Disease
• Depression
• Diabetes
• Heart failure
• Hypertension
• Ischemic heart disease
• Osteoporosis

Examples of eligible Chronic Conditions

Presenter
Presentation Notes
These are just a few examples of eligible chronic conditions. 
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Presenter
Presentation Notes
Why is this program relevant? 2/3 of Medicare beneficiaries have 2 or more chronic conditions, and about 1/3 have 4 our more chronic conditions.



37

5 MDs
Group Family Practice

4,078
Patients 
per year 

$3,299,569  
Annual
revenue

13%
OF TOTAL 2016

ANNUAL REVENUE

$426,542 AT STAKE

3M 3.2M 3.4M 3.6M 3.8M 4M

$102,766 CCM (1 month)**

$123,033 TCM (avg. complexity)1

$129,903 VM & HCC*

$355,702 REWARD

MU $35,420 
PQRS & VM $35,420

PENALTY $70,840



A partner for VBR:
athenahealth’s
Full Value Program

Presenter
Presentation Notes
So, why should you partner with athena to meet the requirements of value based reimbursement? 
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Presenter
Presentation Notes
We have 3 teams across our organization who track over 100 different programs. 



Presenter
Presentation Notes
We have a quality management engine that sorts through more than 1,700 clinical rules to pinpoint the most relevant measures for your specialty type, region, and patient demographics. 



Presenter
Presentation Notes
These clinical rules, or guidelines, are triggered specific to each patient. Providers are then notified in the moment of care. Not after the fact- in that moment. 



Presenter
Presentation Notes
We provide you with real time performance visibility to allow both you, and athena, to track your progress. Where might you be falling behind?



Presenter
Presentation Notes
We then leverage the power of our 70,000 provider network to guide providers to success by identifying performance gaps, surfacing the requirements within your workflow, and then driving improvement across the network through our knowledge and coaching. 



Presenter
Presentation Notes
We work to engage and activate patients. 200 million automated messages were delivered in 2014, and 33% of population health campaigns messages resulted in appointments. 



Presenter
Presentation Notes
We take on the busy work! We’ve saved our practices almost 170,000 hours of work. We’ve completed over 20,000 attestations. We’ve supported over 500 audits. 



Presenter
Presentation Notes
And we have proven success. (Read stats) 
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Our clients are already performing better…

Meaningful Use 
Stage 2 attestation

% of HCPs avoiding
PQRS penalties in 2015

NATIONAL 
AVERAGE

60%
ATHENAHEALTH

CLIENTS

93.6%
NATIONAL 
AVERAGE

33%
ATHENAHEALTH

CLIENTS

98.2%



Presenter
Presentation Notes
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