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Challenges in Chronic Care Management 
 
Approximately one half of all adults in the US have one or more chronic health conditions. Twenty Five 

percent of all US adults have two or more chronic health conditions.1 Sixty-five million elderly people 

with multiple chronic conditions are trying to get health care from a system that is designed to treat 

acute illnesses and injuries.2 Two of these chronic diseases—heart disease and cancer—together 

accounted for nearly 48% of all deaths.    

Patients with Chronic Conditions drive the vast majority of healthcare spending - patients having four or 

more chronic conditions (about 25% of the senior population) account for 80% of all Medicare 

spending.2  

As the population ages, as does the demands for managing patients with chronic conditions. The cost of 

providing current and future care for these individuals is driving the need to improve the way in which 

patients with chronic conditions are engaged by the health system. This has been supported by a large 

number of studies. 

Recognizing the need to focus on prevention, CMS began introducing “bundled payments” for certain 

disease states, and as of 2015, a new code for payment to organizations managing patients with two or 

more chronic conditions was introduced.  

 

Figure 1 – At least 50% of the US population have at least one chronic illness. Patients 

having four or more chronic conditions (25% of seniors) drives 80% of Medicare spending 

in the US 
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Changes in reimbursement for managing patients with Chronic 

Conditions. 
 

The Center for Medicare and Medicaid services (CMS) introduced new billing (CPT) codes that allow for 

the remote management of patients with chronic conditions.4 CPT 99490 allows non face-to-face care 

coordination for Medicare beneficiaries.4 About two thirds of Medicare beneficiaries have two or more 

chronic conditions.2 There are a specific requirements for an organization to bill Medicare for CPT 

99490.  

The table below lists the technology and organizational requirements that must be in place before billing 

with CPT 99490 can be initiated3. 

Organizational Requirements 
 

Technology Requirements 
 

Identify patients that qualify for the program:   
 

• The patient must have two or more chronic conditions 
• The chronic conditions must be expected to last 12 or more 

months, or until death of the patient. 
• Patient must be a Medicare beneficiary 

The technology employed for the enablement of the CCM 
programs must:          
•  
• Have the ability to collect the following patient data: 

demographics, problems, medications, and 
medication allergies  
• Allow for the creation of a structured clinical 
summary record  
• Provider must be able to transmit the summary 
record to other care team members 
• Contain the beneficiary consent of CCM services 
• Document communication to and from home and 
community-based providers  
• Allow provider to create an electronic care plan of 
the beneficiary 
• Ability to update and share care plan with other 
practitioners and care members on a 24/7 basis. 

Provider must:   
• Notify and receive consent of the patient to participate on the 

program by providing the patient information regarding: 
• A description of the CCM program 
• How the CCM services will be provided 
• Notification of the right of the patient to cease 

participation in the CCM program 
• Notification that the patient will be responsible for 

any co-payments 
• Notification that health information may be shared 

with other healthcare providers. 
• Perform services for at least 20 minutes per month for each 

patient 
• Provide 24/7 patient access to care management services 
• Monitor the patients’ condition 
• Ensure the patient is the recipient of preventative care services 
• Provide for Medication Reconciliation 
• Assist with the coordination of  transition of care 
• Provide continuity of care with a care team or care team member 

 

Table 1. Requirements for billing CPT 99490  
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Qualify and Capture CMS reimbursement 
 

The national average billable amount for CPT 99490 is approximately $45 per patient per month. The 

following table illustrates the potential revenue generated from a typical practice4: 

Description Average Amount 
Number of unique patients 5,000 

Average percentage of Medicare Patients 22% 

Average number of Medicare Patients 1,100 

Medicare Patients with two or more chronic conditions 69% 

Number of CCM qualified patients 759 

Potential additional monthly revenue $34,155 

Potential additional annual revenue $409,860 

Table 2 – Average estimate of qualified annual revenue enhancement. 
The overall estimated additional revenue is approximately $5,000,000 for a 20 provider group. 

The Personalized Patient Experience Platform in Chronic Care 

Management 
 

The Personalized Patient Experience Platform enables dramatically enhanced involvement and 

engagement of patients that are candidates for CCM programs. Not only does the platform facilitate 

programs to guide patients through the management of their Chronic Condition, but it also facilitates 

direct capture of any type of electronic Patient Reported Outcomes, Electronic Data Capture, 

personalized educational content delivery on mobile devices to patients, and even engagement of the 

patients’ friends and family in a support network. 

 

 

 

Figure 2 – Comprehensive CCM is more than simply CCM Care Coordination
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The Personalized Patient Experience Platform consists of three components: 

 Personalized Patient Experience PlatformTM 

 Health OrchestratorTM 

 Personal Health NavigatorTM 

Each of these components work in harmony to enable the core activities described above of ePRO, EDC, 

Patient Engagement and Care Coordination. 

 

 

 

Figure 3 – Overview of the Personalized Patient Experience Platform 

Health Orchestrator 
 

Health OrchestratorTM is used by the healthcare team to interact with and coordinate care for the 

selected population of patients. Multiple Conditions can be managed on the same Health OrchestratorTM 

platform simultaneously.    

With Health OrchestratorTM, data captured by patients directly in their Navigation app or via in home 

medical devices (steps per day, heart rate, blood pressure or whatever is required to be monitored for 

the patient) is available to be viewed and analyzed.  

Health OrchestratorTM also allows for ePRO (Patient Reported Outcomes) monitoring and analysis so 

that case managers have a better understanding of the actual outcomes that are being achieved (or not) 

by each patient in the population they are managing. Of course, there are a variety of alerting 

mechanisms that allows the Case Managers to better understand patient self-reported outcomes.  
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High Level Overview of Health Orchestrator Functionality 

• Patient list management, patient/care team member assignment, creation of care teams  
• Analysis and review of patient electronically captured data 
• Engage other care team members in care provision for a specific patient situation or circumstance 
• Document care activities, and track time spend on each care activity and patient 
• System automatically calculates calendar month time spent on each patient, alerting coordinator should the time spent 

on the patient is less than required for the specific program or service 

• Analysis and review of Patient Reported Outcomes for action and improvement in patient protocols 
Benefits Include 

• Ability to communicate more efficiently to multiple outlets through one platform: 
• (Social Worker, Clinician, Physical Therapists and more) 

• CMS Reimbursement Opportunities 
• Accessibility to large population management under one platform: Health OrchestratorTM 
• Data review and analysis drives improved patient outcomes 
• Time efficient for both the clinician and patient 

Table 3 – High level overview of Health Orchestrator 

Personalized Health Navigator TM 

 

Personal Health NavigatorTM is used by patients to interact, communicate, and engage with the health 

system that is using the platform to manage a given population of patients.  

The Personalized Health NavigatorTM provides tailored content specific to the patients’ requirements – 

on a mobile device, including educational content, communication, and clinical content. The 

Personalized Health NavigatorTM not only facilitates data capture through wearable and other in home 

devices, but also provides a social platform to facilitate communication with invited supporter friends 

and family – allowing the patient to interact with individuals supporting the patient in achieving their 

chronic condition improvement goals. 

High Level Overview of Personalized Navigator Functionality 

• HIPAA compliant secure cloud platform with data encrypted in flight and at rest 
• Cloud hosted by Microsoft in a HIPAA compliant environment 
• Duel authentication user accounts using PINs 
• Orchestration Engine that facilitates communication, collaboration, automated alerts, and automated inference on 

a large variety of patient and care team inputs 
• CMS housing client specific, as well as general patient educational content 
• Machine Learning components for real time alerts, data analysis and outcomes prediction (future) 
• Provides a platform for both the patient and the healthcare team to engage, communicate and collaborate 

Benefits Include 

• Improved communication with care givers, friends and family  
• Addresses each patients’ specific social, emotional or clinical issues and concerns 
• Allows documentation and review of medication 
• Alerts and reminders specific to the patients’ condition and situation 
• Patients can record medical data and information directly into the mobile app 
• Data collection from remote monitoring devices/wearables provides time efficiency for both the patient and 

clinician 
• Accessible information on progress to the patient and the clinician for monitoring the patient’s diagnosis 
• Data entered by the patient, or via remote devices can be reviewed, analyzed and acted on by care team members 

in Health OrchestratorTM 
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Table – 4 – High level overview of Personalized Health Navigator 
 

The Personalized Patient Experience Platform 
 

This platform is the “engine” that facilitates the interactions, alerts and communication between 

patients using the Health NavigatorTM and healthcare professionals using the Health OrchestratorTM. 

High Level Overview of the Personalized Patient Experience PlatformTM 

• Available on a Mobile Platform 
• Assists patients, friends and family to learn and understand the clinical, social, and emotional situation and status. 
• Connects patients to supporters over a private secure network  
• Connects patients to the care team over a private secure network 
• Educational documents and video content tailored specifically to the specific patient situation 
• Data collection from remote monitoring devices/wearables 

• Example: Blood pressure cuff or weight loss/gain data collection 
• Assessments, surveys, and other data collecting agents can be incorporated for patient and clinician use (can be 

defined for virtually any diagnosis or use case 
• Medication Documentation 
• Alerts provided for appointments and specific patient care conditions 
• Educational content sharing with supporters 

Benefits Include 

• High speed to value for implementation 
• Secure with data encryption in flight and at rest 
• Provides social, emotional, and clinical components of care coordination 
• In home data collection relieves and reduces patient's time spent in clinician's office 
• Collaboration of both the patient and clinician to improve communications during non-face-to-face care 

coordination 
• Surveys, tests, and other data collecting agents incorporated for patient and clinician use to orchestrate patient 

care using subjective, objective and numeric patient inputs. 

Table 5 – High level overview of the Personalized Patient Experience Platform 
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Summary 
 

Chronic Conditions are a large and growing proportion of healthcare spend in the US. As the population 

ages, this problem will become even more significant. The Center for Medicare and Medicaid services 

(CMS) has recognized that this problem will continue to grow unless there is a focus on preventative 

care and monitoring of patients with Chronic Conditions, and as a result has created a mechanism for 

the health system to be reimbursed for remote Chronic Condition Management. 

 

Meeting the need to providers wishing to support patients with Chronic Conditions, the Personalized 

Patient Experience PlatformTM from Willowglade Technologies is going beyond patient engagement, and 

beyond care coordination. Through leveraging this platform, healthcare providers can manage, optimize, 

track and engage with patients on CCM programs, creating an opportunity to capture CMS 

reimbursement. 
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