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} Potential for an additional 5% PDCM-PCP BCBSM Value Based 
Reimbursement (VBR) onto your Patient Centered Medical 
Home designation VBR (estimated average of $4,000 per 
physician, varies with BCBSM attributed membership).

} Creates an additional resource within your practice care team. 
} Care manager can bill for services which provides additional 

revenue to the practice (varies with patient volume and 
insurance plan).

} Provides revenue for many of the activities that a practice is 
already doing but is not receiving reimbursement.

} Reduces workload of physicians (frees up time spent with 
complex patients/family, coordination of care activities, 
manages ADT information, etc.).
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} Improves consistent medication reconciliation 
processes.

} Transitions of care are promptly coordinated (i.e. 
from acute care to ambulatory care). 

} Improves overall care coordination.
} Reduces readmissions.
} Reduces cost (right care at right level of care).
} Improves patient/family/caregiver satisfaction.
} Provides for proactive patient outreach.
} Improves quality scores and maximizes pay for 

performance dollars.
} Prepares your practice to manage risk.
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} Care manager works at the practice and may interact 
with patients/families/caregivers by telephone, e-mail, 
in the patient’s home, or in other providers’ offices.

} Assesses the patient’s care needs.
} Develops, reinforces and monitors focused and 

comprehensive individualized care plans.
} Provides patient education and training in self-

management skills.
} Coordinates patient’s care with other providers and 

settings and communicates needed information.
} Connects patient to community resources and social 

support.
} Participates in practice quality improvement activities
} Manages high risk patients.
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} Three or more chronic conditions
} Poorly controlled chronic conditions (i.e. HgbA1c > 9, B/P 

>130/80, etc.)
} Three or more hospitalizations or ER visits in the last year
} Transitioning to or from hospital, ER, subacute care 

center, etc.
} Taking high alert medications (Coumadin, digoxin, 

others)
} Diagnosis with high risk of readmission (COPD, CHF, 

CAD, etc.)
} Primary care identification of top patients of concern
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} Blue Cross Blue Shield of Michigan (BCBSM) program.
} Builds on the Patient Centered Medical Home 

capabilities by having care managers in the practices as 
part of the care team.

} PDCM program is an opportunity for all Patient 
Centered Medical Home (PCMH) designated and CPC+ 
practices.

} Blue Cross Blue Shield of Michigan supports care 
management in the CMS Comprehensive Primary Care 
Plus (CPC+) and Michigan State Innovation Model 
(MiSIM) programs through the PDCM payment 
methodology.
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} BCBSM is expanding the number of members
eligible for PDCM, adding benefit to more contracts.
} BCBSM has stated that 90% of all contracts starting in 

2018  will include care management benefits.
} The Physician Alliance (TPA will send monthly 

attribution lists to designated staff in the practices.
} TPA will promote and support PDCM activity in 

practices. 
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The Physician Alliance must attest to BCBSM annually (November-
December) for the practice to eligible for the associated 5% Value 
Based Reimbursement 
} Attestation includes:
} Practice has at least one physician champion that supports 

care management and understands the PDCM program 
(physician name must be provided).

} Practice has a panel manager that will actively work to close 
gaps in care across the practice’s population (panel manager’s 
name must be provided).

} Practice has the ability to provide sample care plans upon 
request. Each PDCM patient must have a care plan- either 
focused or comprehensive.

} Practice must have appropriately trained care manager.
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} Attestation includes:
◦ Practice has access to either:
� A trained lead care manger, either employed or contracted by the PO 

or practice that has successfully completed the BCBSM approved care 
manager training. 

OR
� A trained qualified healthcare professional (QHP) employed by the 

practice that must be either a clinical pharmacist, LPN, certified 
diabetes educator, registered dietician, masters of science-trained 
nutritionist, respiratory therapist, certified asthma educator, certified 
health educator specialist (bachelor’s degree or higher in health 
education, licensed professional counselor or licensed mental health 
counselor. QHP may not bill for code G9001.
� The QHP does NOT need to be supervised by an on-site by a lead care 

manager to bill care management codes however they must have access 
to a lead care manager.
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Care plan requirement: A care plan should be created 
for every patient. The care plan can be: 

◦ A focused care plan (e.g., asthma action plan, notes in 
medical record about care transitions management), if 
clinically appropriate. 

OR  
◦ A comprehensive care plan developed as part of the 

comprehensive assessment (G9001). Can only be billed by 
the lead care manager. 

Please note that most complex patients are also most likely to benefit 
from a comprehensive assessment 
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} Lead Care managers must be either a registered 
nurse, licensed masters social worker, physician 
assistant and/or a nurse practitioner.

} Lead Care manager must have successfully 
completed the BCBSM approved care management 
training within 6 months of beginning to bill PDCM 
codes that include:
◦ Complex care management training (less than four 

days of training)
◦ Self-management training
◦ Mandatory Billing webinar
◦ Plus an additional 12 training hours annually
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} Currently occurs monthly and is FREE to practices.
} Registration on line at: 

http://micmrc.org/training/micmrc-complex-care-
management-course

} Completion of the MiCMRC/Complex Care Manager course 
occurs over a 4-day period. The course consists of:
◦ DAY 1: Introduction, Live one-hour logistics webinar
◦ Day 2: Self-study, recorded webinars, post-tests, 

(approximately 6 hours of self-study)
◦ Day 3 & 4: In-person training, 8 hours each day (2 day in-

person training at BCBSM, 232 S. Capitol Ave., Lansing, 
Michigan, Lower Level Auditorium)
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There are multiple approved courses to choose from:
} Approved courses can be found on online at 

http://micmrc.org/system/files/Copy%20of%20micmrc-
approved-self-management-support-mcm-program-
summary-v16a.pdf

} Courses vary in time commitment and cost.
} You may attend the training of your choice.

◦ MICCSI is recommended as they periodically provide 
training on-site at Ascension locations, and offer self-
management training free to MISIM participants and at 
reduced rates to other Ascension care managers. Contact 
Fran Burley for dates and locations at 
Francine.burley@thephysicianalliance.org

13



Each lead care manager must complete a total of 
twelve (12) hours of care manager education per 
year. This requirement can be satisfied by either: 
Ø Twelve hours of MiCMRC (Michigan Care Management 

Resource Center)-led care manager webinars/sessions 
or Six hours of MiCMRC-led care manager 
webinars/sessions PLUS six hours training through 
another training source.

Note: The 12 hours of care manager education is in addition to the 
requirement of completion of the Self-Management Support training 
course, MiCMRC Complex Care Management training course and 
mandatory BCBSM billing webinar within 6 months of beginning to bill 
PDCM codes.
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} QHP must be either a clinical pharmacist, LPN, certified 
diabetes educator, registered dietician, masters of 
science-trained nutritionist, respiratory therapist, 
certified asthma educator, certified health educator 
specialist (bachelor’s degree or higher in health 
education, licensed professional counselor or licensed 
mental health counselor.

} QHP does NOT need to be supervised by an on-site  
lead care manager to bill care management codes 
however they must have access to a lead care manager.

} QHP may not bill for code G9001.
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} QHP must have successfully completed the BCBSM 
PDCM online training within 6 months of beginning 
to bill PDCM Codes.
◦ Go to: http://micmrc.org/training/pdcm-online-course

Eight hours of additional clinical educational 
webinars per year. 

◦ Clinical webinars may either be MiCMRC led for all 
eight hours or a combination of four hours of 
MiCMRC-led and four hours from another training 
source.
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} Routinely runs gaps in care reports in EMR/registry to 
identify patients needing preventative care or chronic 
condition management.

} Pre-appointment review of patient record and uses 
standing orders/protocols to order necessary testing 
or schedule appointments to close gaps in care.

} Engages and advises patients on needed preventative 
services or chronic condition management services.

} Reaches out to patients with multiple gaps in 
preventative services and schedules patients for 
yearly wellness visits.

} A medical assistant can be trained for the above 
activities.
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} To maintain the 5% PDCM-PCP Value Based 
Reimbursement (VBR) with PDCM attestation an 
annual assessment analyzing care management 
“touch rate”* will be conducted based on claims:
◦ In 2019, it is at least two paid claims for 3% of their BCBSM 

commercial and Medicare Advantage PDCM-eligible patients 
during the timeframe Jan. 1-Dec. 31, 2018 (won’t include 
hosted members).

◦ In 2020, same as 2019.
◦ “Touch rate” includes telephonic claims and practices should 

strive to engage a certain percentage of high complexity 
patients. The PDCM services must be provided on separate 
dates to count as separate “touches”.
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} CPC+ is a regional, multi-payer, five-year CMS 
supported initiative that started on Jan. 1 2017. 

} BCBSM supports the care management aspects of the 
initiative through its PDCM program.

} An additional 5% Blue Cross VBR opportunity is 
available to all PCMH designated PGIP practices 
through a new “advanced practice” recognition. 
◦ To be eligible for the advanced practice recognition, practices 

must be PCMH designated, reach a 4% touch rate of PDCM 
eligible beneficiaries, maintain a care manager to patient ratio 
of 1:2500 and deliver and bill for telehealth services.
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} Effective July 1, 2015 all PCMH-designated practices are eligible 
to bill the 12 PDCM codes
◦ In January 2018 an additional code of 99495 (14-day transition of 

care) was added for a total of 12 PDCM and 3 PDCM-related codes.
} The majority of the PDCM codes can be billed by the care 

managers without physician oversight.
} Practices are strongly encouraged to start billing PDCM codes 

even before training occurs.
} Practices are strongly encouraged to participate in any offered 

BCBSM billing webinars.
} Practices must review the “Provider Delivered Care Management 

Payment Policy and Billing Guidelines for BCBSM Commercial” 
reference document for documentation and billing 
requirements.
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} First check to see if the member is on the monthly 
BCBSM PDCM eligible list that will be provided to 
you by your PO.

} Then to confirm eligibility, providers should check 
normal eligibility channels (e.g., WebDENIS, PARS 
IVR) to confirm contract and benefit eligibility.

} A list of non-participating PDCM groups has been 
provided in 2018.

} Use The Physician Alliance WebDENIS Power Point 
presentation to walk through steps of verification. 
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G9001* - Initiation of Care Management (Comprehensive Assessment)                                   
G9002* - Individual Face-to-Face Visit
98961* - Education and training for patient self-management for 2–4 patients; 30 minutes
98962* - Education and training for patient self-management for 5–8 patients; 30 minutes
98966* - Telephone assessment 5-10 minutes of medical discussion
98967* - Telephone assessment 11-20 minutes of medical discussion
98968* - Telephone assessment 21-30 minutes of medical discussion
99487* - First hour of clinical staff time directed by a physician or other qualified health 

care professional with no face-to-face visit, per calendar month
99489* - Each additional 30 minutes of clinical staff time directed by a physician or other 

qualified health care professional, per calendar month. (An add-on code that 
should be reported in conjunction with 99487)

G9007* - Coordinated care fee, scheduled team conference
G9008* - Physician Coordinated Care Oversight Services (Enrollment Fee)
S0257* - Counseling and discussion regarding advance directives or end of life care 

planning and decisions
PDCM-Related codes (counted only if other PDCM codes are billed)
99496*- Transition of Care; OV within 7 days of discharge
99495*- Transition of Care; OV within 14 days of discharge
1111F*- Medication Reconciliation

*HCPCS Level II and CPT codes, descriptions and two-digit numeric modifiers only copyright 2015 American Medical Association. All rights reserved
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} SJP supported Athena and Cerner EMRs support  
documentation and billing for care management 
services.

} Contact your EMR vendor to explore care management 
documentation options (eCW, Athena and WellCentive 
have care manager modules).

} Contact your billing company to make sure that they are 
prepared to process care management billing codes on 
your behalf.

} For those billing codes that are time sensitive, make 
sure you have a process to document time spent with 
the patient to support the correct level of billing (this 
can be as simple as documenting in a written note or 
excel spreadsheet).
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24

Learn 12 PDCM billing codes and 3 
PDCM-related codes, care manager 

eligibility requirements and 
documentation requirements 

Contact EMR vendor to explore care 
management documentation options

Contact your billing company to ensure 
care management billing preparedness

Submit required attestation information to 
francine.burley@thephysicianalliance.org

Start providing care management services 
and bill for PDCM CM codes

Determine which 
type of qualified 
personnel best 

meets your 
population needs 

and hire 
Tip: A part-time RN 
could fit this need

Develop workflow to identify patients for 
care management including verifying 

PDCM benefits in WebDenis

Monitor volume of billing 
and reimbursement to 

determine ROI and attest for 
required “touch rate”

No

Yes

Practice 
has the 

qualified 
personnel 
for Care 

Manager?

No

Send qualified personnel 
for required training

Use BCBSM Eligible List 
provided by PO to identify 

high risk patients

Hired 
qualified 
personnel 
for Care 

Manager?

Yes

Submit interest in participation to 
francine.burley@thephysicianalliance.org



} Involves changing roles so that everyone is working to the top 
of their professional capacity. 

} Requires regular and ongoing communication, both real time 
and electronically.

} Care team must develop protocols/standing orders so that 
care managers can expand their roles to include traditional 
physician activities (i.e. screenings, adjustments in 
prescribing, referrals to community resources, coordination 
with other providers, home health, etc.).

} Care team should develop processes to identify patients who 
are high risk for outreach and monitoring – (i.e. review the 
attribution list for risk scores sent monthly by the PO, use 
risk stratification tools in practices’ EMR).
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ØAssists with patient counseling on basic self-management 
(checking glucose/monitoring, home blood pressure, etc.).
ØAssists in managing high risk patients (schedules 

ophthalmology or podiatry appointments for diabetic 
patients).
ØContacts patients between office visits to check on overall 

health status.
ØEncourages patients to complete needed disease specific 

services between appointments (spirometry/vaccines for 
patients with COPD, etc).
ØChecks status of advised individual care plan.
ØActs as liaison between patient and community services.
ØFunctions as a patient advocate/navigator.
Ø Improves patient engagement and satisfaction.
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Visit The Physician Alliance Website at: 
www.thephysicianalliance.org
Select “Incentive Programs”, 

then go to the Care Management link
or 

Call The Physician Alliance at 586-498-3588
or 

Go to the BCBSM Value Partnership Website at
https://pgip-

prod.bcbsm.com/init/PDCM/default.aspx
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