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Learning Objectives

1. Describe how preventive care options for 
seniors have evolved under the ACA

2. Describe how depression and dementia 
evaluations are changing

3. Define TCM and CCM as they relate to 
the care of older adults

4.  Describe the provisions for advanced care 
planning (ACP) for older adults
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ACA and the Relevance of 
Preventive Care

#1 Mrs. GE is an 86 yo woman with treated HTN, OA 
and stress incontinence. She comes in for her q 6 
month visits and wants everything updated. Her 
BMI is 28, labs and exam are unremarkable. 

What preventive care should she receive?

#2 Mrs EG is an 85 yo woman with poorly controlled 
HTN, CKD4 (GFR<30, Cr 2.6), HLD, CAD, PVD. Exam 
BMI is 19, otherwise unremarkable x stigmata of 
PVD, Labs notable for anemia, CKD

What preventive care should she receive?

The ACA and Medicare Coverage for 
Wellness

In effect since January 2011

"Welcome to Medicare" preventive visit:

A one‐time free and easy benefit during the first 12 
months you have Medicare. 

There’s no copayment or deductible for the visit.

If you have Medicare for >12mo, you can get a yearly 
“Annual Wellness” visit (AWV) for free.

The provisions highlight the complexity of designing 

patient‐specific preventive care in older patients.
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G0438 – first annual wellness visit, within 12mo of Part B
– Comparable to a level 4 new patient visit
– Est. face‐to‐face time is 45 minutes
– $172 (before geographic adjustment)

Review of medical and social history 

Review of potential (risk factors) for depression 

Review of functional ability and level of safety 

Measurement of height, weight, body mass index, blood 
pressure, visual acuity screen, and other factors 
deemed appropriate 

Discussion of end‐of‐life planning, upon agreement of the 
individual 

Welcome to Medicare Visit

The Yearly Wellness Visit (AWV)

G0439 – subsequent annual wellness visit for those on 
Medicare > 12 months
– Comparable to a level 4 established patient visit
– Emphasis on team approach under provider 
supervision 

– Est. face‐to‐face time is 25 minutes (provider)
– $111 (before of geographic adjustment)

Health risk assessment 

Medical/family history 

List of current providers/suppliers 

Blood pressure, height, weight, and other routine 
measurements 
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The Typical AWV 

Check‐in via Medical Assistant, ideally with the 
assistance of an already completed  
questionnaire

A “progress note” from the Providers

Focus is on education, counseling and referrals 
based on results of review and evaluation 
during the visit, including a brief written plan 
such as a checklist, and if appropriate, 
education, counseling and referral for 
obtaining additional tests, such as an 
electrocardiogram or DEXA

Now an easy navigation tab in most 
EMRs
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It is important to set patient expectations on 
what this visit entails

Use Modifier 25 for E/M service necessitated 
by things found in the Wellness Visit that 
will be dealt with on that visit (if there is 
time…)

Alternative is to create a second encounter

Note additional services are subject to co‐pay 
and deductibles

The AWV‐Patient Expectations

Setting expectations
Dear Patient,
• We want you to receive wellness care – health care that may lower your 

risk of illness or injury. Medicare pays for some wellness care, but it does 
not pay for all the wellness care you might need. We want you to know 
about your Medicare benefits and how we can help you get the most from 
them.

• The term “physical” is often used to describe wellness care. But Medicare 
does not pay for a traditional, head‐to‐toe physical. Medicare does pay for 
a wellness visit once a year to identify health risks and help you to reduce 
them. At your wellness visit, our health care team will take a complete 
health history and provide several other services:

• Screenings to detect depression, risk for falling and other problems,

• A limited physical exam to check your blood pressure, weight, vision and 
other things depending on your age, gender and level of activity,

• Recommendations for other wellness services
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• Before your appointment, our staff will ask you some 
questions and may ask you to fill out a form.

• A wellness visit does not deal with new or existing health 
problems. That would be a separate service and requires a 
longer appointment. Please let our scheduling staff know if 
you need the doctor's help with a health problem, a med refill 
or something else. We may need to schedule a separate 
appointment. A separate charge applies to these services, 
whether provided on the same date or a different date than 
the wellness visit.

• We hope to help you get the most from your Medicare 
wellness benefits. Please contact us with any questions.

Setting expectations

Physiology, not Chronology
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The AWV: Key Features for Geriatrics

Detection of any cognitive impairment 

Review potential (risk factors) for depression, functional 
ability, and level of safety 

Establishment of: 

• Written screening schedule (such as a checklist) for the 
next 5‐10 years 

• List of risk factors and conditions where interventions 
recommended 

• Personalized health advice and referrals for health 
education and preventive counseling 

The Initial (MA portion)
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The Initial (MA portion)

The Initial (Provider Summary)
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The AWV (Provider Portion)

Medicare Provisions & Promises (Reed), NW GWEC Winter 2017 9



AWV: Practical Considerations

• When implementing the workflow, need to ensure 
correct scheduling

• Ensure comfort of Medical Assistants with 
EpicCare/EMR Medicare documentation requirements

• Allow adequate time for MA & provider to complete 
Medicare required documentation

• Correct billing or we have to pay; patients know the 
visit is supposed to be completely free

• Only return patients should be scheduled into AWV 
appointments…if you don’t know the patient how can 
you do an AWV?

AWV: Practical Considerations

• Managed Medicare Plans are marketing this directly
– Patients receive a letter advising them to schedule an annual 

wellness visit.

• 30 minutes for MA portion of visit, and 45‐60 minutes 
for provider portion is realistic.

• Synonyms for AWV make scheduling challenging:
“physical”, “annual”

• Analysis of a large system in Detroit indicates 
approaching 20% utilization in more affluent white 
population. About ½ that in black beneficiaries, but 
latter had more chronic conditions thereby making 
the AWV potentially less of a priority in appts.

Hu et al., Letters Annals of Internal Medicine, 6 Oct 2015.
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http://www.eprognosis.org/…. Sei Lee, MD (sei.lee@ucsf.edu), Alex Smith, MD 
(aksmith@ucsf.edu), Eric Widera, MD (eric.widera@ucsf.edu)
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Life Expectancy Calculators

Date of download:  8/25/2014

From: Personalized Estimates of Benefit From Preventive Care Guidelines: A Proof of Concept
Ann Intern Med. 2013;159(3):161‐168. doi:10.7326/0003‐4819‐159‐3‐201308060‐00005

Copyright © American College of Physicians.  All rights reserved.

Summary of USPSTF guidelines
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Meaningful Use

Meaningful use is using certified EHR 
technology to:
•Improve quality, safety, efficiency, and 
reduce health disparities
•Engage patients and families in their health 
care
•Improve care coordination
•Improve population and public health
•All the while maintaining privacy and 
security
Will be replaced when MACRA rolls in

Meaningful Use

•MU is mandated by law for providers 
to receive incentives from CMS for 
EHR use
•MU documentation for preventive 
health care is sometimes at odds with:
-what is appropriate for the patient 
-the EHR documentation for AWV 
-documentation in patients already on 
treatment for a specific condition!
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Physiology, not Chronology

The Annual Wellness Visit 
(ACA): 

-yearly with PHQ-2> if either 
answer positive>go to PHQ-9

Personalized Screening:
-low threshhold if any 

symptoms or change in 
functional status 

individual patient=C

USPSTF:
-Screening for depression when 
staff-assisted depression care 
supports are in place to assure 
accurate diagnosis, effective 
treatment, and followup =B
-Recommends against routinely 
screening when depression care 
supports are not in place. There 
may be considerations that support 
screening for depression in an 
individual patient=C

Meaningful Use
(Medicare EHR rules)

requires a screen

DEPRESSION
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Depression: after the screening

20% of the Medicare‐approved amount for visits to a
health care provider to diagnose your condition or to
monitor or change your prescriptions. The Part B
deductible applies.

New since ACA: 20% of Medicare‐approved amount for
outpatient treatment of your condition (like individual or
group psychotherapy or counseling) in a health
provider's office or hospital outpt department. Broader
coverage of providers and conditions including alcohol
and drug use. Note: If you get services in a hospital
outpt clinic or hospital outpt department, you may have
to pay an additional copayment or coinsurance amount
(facility fee). This amount will vary, but will be between
20‐40% of the Medicare‐approved amount.

One large study reports no increase in screening for 
depression since the AWV. Psychiatr Serv. 2015 Jul 
15:appips201400524. 

Impact of Medicare Annual Wellness Visits on 
Uptake of Depression Screening. Pfoh E1, Mojtabai 
R1, Bailey J1, Weiner JP1, Dy SM1.

This might reflect other drivers of depression 
screening such as MU and USPSTF/Society 
guidelines

Depression screening since the ACA
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Cognitive Impairment Screening (ACA)

• Screen via AWV
• Any concern (by any observer) allows for  

initiation of evaluation (separate E&M or 
modifier 25)

• Usual cognitive impairment evaluation 
with history, physical, labs.

• No specific testing is mandated
• Neuropsych testing is covered with 

reimbursement differing little whether 
PhD or a technician administers the test

Cognitive Assessment: Imaging

• CT or MRI is covered. However, some 
carriers are noting that providers order 
MRIs when CTs are negative, so are 
requesting MRI. 

• FDG‐PET scans are approved by Medicare 
for atypical presentation or course of 
dementia in which frontotemporal 
dementia diagnosis is suspected, or to 
evaluate the cause of memory disorders 
that cannot be determined from any 
other diagnostic test. ***
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Cognitive Assessment: Imaging

***PET SCANS: Positron emission tomography (PET) is a 
noninvasive diagnostic imaging procedure that 
assesses the level of metabolic activity and perfusion 
in various organ systems of the [human] body. A 
positron camera (tomograph) is used to produce 
cross‐sectional tomographic images, which are 
obtained from positron emitting radioactive tracer 
substances (radiopharmaceuticals) such as 2‐[F‐18] 
Fluoro‐D‐Glucose (FDG), that are administered 
intravenously to the patient.

Covered also under CED: Coverage with Evidence 
Development

https://www.cms.gov/medicare‐coverage‐database/details/nca‐
decision‐memo.aspx?NCAId=263

Amyloid Scans

• The use of PET with imaging agents, such as  
florbetapir F 18 injection (Amyvid) or Flutemetamol 
(renamed Vizamyl), to exclude a diagnosis of 
Alzheimer’s disease also requires coverage with 
evidence development (CED). 

• This is a second layer of $$ due to the cost of the 
tracer. CMS will cover one PET scan to exclude 
Alzheimer's disease, but only for patients 
participating in specific clinical studies under a CED, 
which grants conditional reimbursement upon 
collection of specific data 
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Cognitive Impairment: Amyloid PET

Clinical trials that meet the requirements for coverage under 
CED:

•Cognitive Training and Practice Effects in MCI
Sponsor:  University of Utah

•Molecular Cerebral Imaging in Incipient Dementia 
Sponsor:  University of California, Los Angeles

•Imaging Dementia—Evidence for Amyloid Scanning (IDEAS) 
Study
Sponsor: American College of Radiology Imaging Network

•Effect of Aerobic Exercise on Pathophysiology in Preclinical 
Alzheimer’s Disease 

https://www.cms.gov/Medicare/Coverage/Coverage‐with‐Evidence‐Development/Amyloid‐PET.html

Dementia: What the patient pays
20% of the Medicare‐approved amount for visits to a doctor

or other provider to diagnose your condition or to monitor
or change your prescriptions. Part B deductible applies.

Since ACA: 20% of Medicare‐approved amount for outpatient
treatment (like individual or group psychotherapy or
counseling) in a doctor or other health provider's office or
hospital outpatient department. Broader coverage of
providers and conditions including alcohol and drug use.

Note: Facility fees: if services are in a hospital outpatient
clinic or hospital outpatient department, you may have to
pay an additional copayment or coinsurance amount to the
hospital. Amount will vary depending on the service
provided, but will be between 20‐40% of the Medicare‐
approved amount.
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Association Recommendations

Alzheimer’s Association: 
‐Full Hx and PE including meds and neuro exam, 
evaluate mood
‐Labs including: CBC, Chem7, UA, drug and 
alcohol tests, CSF analysis, TFTs
‐mini‐cog/MMSE
‐CT or MRI 
‐would like CMS decision to more broadly cover 
Amyloid Scans

NINDS/NIA:
‐clinical criteria for AD
‐no consensus on use of biomarkers or imaging

http://www.alz.org/research/science/earlier_alzheimers_diagnosis.asp#Brain

Case #3
Mr. AA is a marginally housed 75 year old man with 
severe PVD and HF with preserved EF. He uses Etoh 
and crack 3x/wk. He has finally had a left 
transmetatarsal amputation and has been in a SNF 
for 7 weeks. 

He is now d/c to home with “close f/u from the PCP”.

His most recent apt is SHAG housing and the phone is 
in the lobby.

He has no LNOK, Emerg contact is “Jesse the security 
guard at the front desk”.
The front desk says they are not responsible for his 
medical care, but they will let him know about 
upcoming appointments via a “stick em” on his door. 
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TCM

Transitional Care Management Services: since 
January 1, 2013, CPT codes (99495 and 99496 
dep on complexity) used to report provider 
care management services for a patient 
following a discharge from a hospital, SNF, or 
CMHC stay, outpatient observation, or partial 
hospitalization. 

• $170/99; $230/145

(NF/F)

https://www.cms.gov/Outreach‐and‐Education/Medicare‐Learning‐Network‐
MLN/MLNProducts/Downloads/Transitional‐Care‐Management‐Services‐Fact‐
Sheet‐ICN908628.pdf

TCM: the fine print

• Service begins with a qualified D/C from a 
facility (ED visit does not qualify)=Day 1

• The date of service on the claim is the final 
day of the period of TCM services (the 30‐
day period for the TCM service begins on the 
day of qualified Medicare discharge and 
continues for the next 29 calendar days. The 
reported date of service should be the 30th 
day).
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• Must try to contact patient within 2 business days 
(documentation required, success is not)

• Must document: review of information, interaction 
with other providers, interaction with caregivers, 
education, referrals

• Must see patient F2F within 14 calendar days (7 if 
high complexity bill). For eligible telehealth services, 
the use of a telecommunications system qualifies.

• Can be used even if pt is readmitted

• 1 provider, only once per patient every 30 days, but 
can bill for other E/M services during that time

• Can not bill if patient dies during 30 day period

TCM: the fine print

Medicare Provisions & Promises (Reed), NW GWEC Winter 2017 20



Case #4
Mrs. AL is a moderately demented female with HTN, 
severe glaucoma with only large print vision, 
osteoporosis and falls. She comes to SCC every 3 
months for IV bisphosphonate. Mrs. AL calls SCC 
about once a week asking for med refills. Specifically 
she is concerned about vitamin D. Each time she is 
reassured that she has refills (charity care). She is 
reminded that her glaucoma meds are not getting 
refilled per the RAC and this is very important. 

Mrs. AL lives with a nephew who works fulltime and 
goes to school. She comes to clinic alone thanks to 
Hopelink. MMSE is 18/30 with very poor ST memory. 

CCM

Chonic Care Management Services:

• Beginning January 1, 2015, Medicare pays 
separately under the Medicare Physician Fee 
Schedule (PFS) under American Medical 
Association CPT code 99490, for non‐face‐to‐
face care coordination services furnished to 
Medicare beneficiaries with multiple chronic 
conditions (2 or more)

• $42/32 (NF/F) per month per eligible pt
https://www.cms.gov/Outreach‐and‐Education/Medicare‐Learning‐Network‐

MLN/MLNProducts/Downloads/ChronicCareManagement.pdf
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CCM

CPT 99490: Chronic care management services during 
which at least 20 minutes of clinical staff (assumes 15 
min by provider) time is directed by a provider, per 
calendar month, for patients with 2 or more (=2/3 of 
Medicare Beneficiaries) 

• 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

• Expected to last at least 12 months, or until the death 
of the patient

Complex CCM: the next level

CPT 99487 ($93/$53 NF/F): Complex chronic care 
management services, with the following required 
elements:

• As with basic CCM, but Moderate/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
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CCM: the fine print

• The patient is actively engaged in the process        

• Consent process has been loosened, but still 
requires an F2F if pt not seen in 12 mo.

• Consent includes: 
• The availability of CCM 

services and applicable cost‐
sharing

• That only one practitioner can 
furnish and be paid for CCM 
services during a calendar 
month

• The right to stop CCM services 
at any time (effective at the 
end of the calendar month)
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Advanced Care Planning (ACP)

• Effective January 1, 2016, the Centers for 
Medicare & Medicaid Services (CMS) pays for 
voluntary Advance Care Planning (ACP) under 
the Medicare Physician Fee Schedule (MPFS) 
and the Hospital Outpatient Prospective 
Payment System (OPPS)

https://www.cms.gov/Outreach‐and‐
Education/Medicare‐Learning‐Network‐
MLN/MLNProducts/Downloads/AdvanceCarePl
anning.pdf

Advanced Care Planning (ACP)

• CPT Codes 99497: Advance care planning 
including the explanation and discussion of 
advance directives such as standard forms (with 
completion of such forms, when performed), by 
the physician or other qualified health care 
professional; first 30 minutes, face-to-face with 
the patient, family member(s), and/or surrogate

• Code 99498: each additional 30 minutes (list 
separately in addition to code for primary 
procedure)

• Can be billed more than once a year
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Summary Points

The ACA has resulted in many options to improve
the care of seniors.

The value of the AWV remains to be seen, many
older folks do not see the point of reviewing the
check list required to fulfill the rules.

The TCM code is helpful, but burdensome with
respect to the F:F component (which can be
done via a home visit or telehealth).

Summary Points

The CCM code is burdensome in terms
of rollout, but has great potential to
reimburse the care team for work they
are already doing. This is especially
true with new provisions for complex
CCM.

Reimbursement for advanced care
planning is a welcome provision for
providers
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