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Abstract
Purpose of Review Formalized chronic care management has the potential to improve the quality and cost-effectiveness of
complex diabetes management in adults, but has historically not been sustainably supported by health care systems. This review
discusses the application of the chronic caremodel in the care of complex diabetes and its translation in the current reimbursement
structure designed by Centers for Medicare and Medicaid Services (CMS).
Recent Findings Following the introduction of Wagner’s Chronic Care Model (CCM) in the late 1990s, evidence gathered over
the past 2 decades has supported the shift in focus of health care systems from acute to chronic disease management and proactive
care. Acknowledging evidence and potential for improved cost-effectiveness, in 2015, Medicare began reimbursing for chronic
care management services (CCMS) for patients with multiple chronic conditions. The CCMS billing codes allow a program to be
reimbursed for up to 90 min per month spent by clinical staff performing interim care within a comprehensive care plan. Recent
data from local and global programs support the application of formalized CCM in diabetes management.
Summary Although reimbursement models for CCM have been designed for use in primary care, the challenges of the reim-
bursement model has opened the door for specialty areas focused on multimorbidity care such as diabetes care to explore this
approach. With the broader availability of remote glucose monitoring and telemedicine, a strategy that combines goal-oriented
care and telehealth solutions appears to be most effective in diabetes CCM care. Despite widespread acceptance of the chronic
care model of care, there remain significant barriers to its incorporation into standard practice.
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Virtual care

Introduction

Recent statistics indicate that 14% of adults in the USA have
diabetes, a prevalence that has risen every year since the mid-
1990s. In several sub-cohorts the prevalence is higher, with >
15% of non-Hispanic Black and Hispanic adults and an

estimated 28% of individuals over 65 years of age affected
by diabetes [1]. This has translated to a 26% increase in the
economic costs of the disease since 2012, recently estimated
to be $327 billion, with care for people with diagnosed diabe-
tes accounting for one in four health care dollars in the USA.
Of importance, about 25% of this cost is due to lost produc-
tivity due to complications leading to disability and premature
death [2]. Despite the sobering rise in diabetes-related costs,
disease control has not clearly improved, with only 19–34%
of individuals estimated to be successfully treated based on a
recent analysis of US claims and survey data [3]. Health sys-
tems around the world are recognizing that current models are
inadequate to support the prevention and management of cost-
ly complications. It is clear that new approaches to diabetes
care focused on preventing micro and macrovascular disease
throughout the lifetime of individuals with diabetes are nec-
essary. Moreover, as diabetes advances and therapies become
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more complex, quality care becomes less feasible in usual care
models [4•].

This overview describes the incorporation of established
principles of chronic care delivery into diabetes specialty care
in order to deliver high quality, sustainable, and scalable ser-
vices for individuals with complex diabetes. As discussed
below, the chronic care model (CCM) is a conceptual frame-
work designed to deliver patient-centered chronic disease
management services. [5] In 2015, the Center for Medicaid
and Medicare Services (CMS) began reimbursing programs
that followed a highly defined rubric of services and structure
designed to follow the CCM. [6] For the set of services and
corresponding billing codes, CMS adopted the commonly
used term Chronic Care Management services (CCMS),
which describes care coordination work done outside of the
regular office visit for patients with several documented
chronic illnesses. For this review, the patient group with com-
plex diabetes includes those who require high-touch interdis-
ciplinary care and ongoing support for self-management due
to one or more factors (e.g., sub-optimally controlled and/or
frequent hypoglycemia on multiple daily doses of insulin or
diabetes in the setting of major or multiple comorbid
illnesses).

The main goal of this paper is to address the readiness of
diabetes specialty care programs for CCMS or similar struc-
tures for management of complex diabetes, and to provide
guidance based on the early experience with our program.

The Chronic Care Model and Diabetes

The care model described by Wagner et al., emerged in the
1990s as a way to restructure and organize primary care to
better tend to patients with chronic diseases. It is a care design
focusing on six modifiable components of health care deliv-
ery: organizational/system support, clinical information
systems, delivery system design, decision support, self-man-
agement support, and community resources. While the first
four components in the model address practice strategies, the
final two are specifically patient centered. In recent years, two
other elements have been suggested, namely enhanced health
care professional case management support and facilitated
family support. Importantly, care redesign strategies that im-
plement these components have been found to reduce
healthcare costs [7•]. Moreover, these components fit natural-
ly into the care of patients with complex diabetes (Table 1).

Table 1 Translation of the classical Wagner chronic care model to the care of the patient with complex diabetes in the diabetes specialty care center

Wagner’s chronic care model* Medicare’s CCM program requirements€ Translation to diabetes center

Delivery system redesign • Patients with 2 or more chronic conditions
• Face to face initiating visit is required
• Patient consent required due to potential cost sharing,
limitation to one provider, and right to stop any time.

• Comprehensive care plan (must be shared with the p)
• Continuity of care through a designated team member

• Team-based program design with providers, educators,
patient navigator, and prepared clinic administrative staff

• Goal-oriented to support patients in reaching clinical targets
• Targets determined by patient, primary endocrinologist, and
primary care physician

• Patient navigator to ensure communication between patient
and team, and to assist patient with advised interventions

Decision support • Comprehensive care management: (comprehensive
assessment of needs)

• Transitional care management: (transitions between
providers/specialties)

• Weekly team-based case discussions and feedback to
primary endocrinologist and primary care physician

• Application of evidence-based treatment approaches and
algorithms

• Reassessment of each patient’s clinical status (e.g.,
glucometry) on a weekly basis with feedback to patient on
next steps

Clinical information systems • Structured recording of PHI: documentation in
certified version of EHR

• Secure database or EMR-based patient roster for patient
tracking and reminders to team

• EMR-based patient portal for bidirectional communication
• Remote glucose monitoring and patient-collected data
sharing

Self-management support and
community resources

• Access to care: patient must have 24/7 access to
provider for urgent needs

• Transparent care team with clear patient access
• Individualized Diabetes Self-Management Education
program

• Navigation of patients to programs and services available in
the community (e.g., visiting nurse, gym memberships, etc.)

Medicare’s requirements for CCM programs derive in part from the Wagner model. CCM services are easily translated to the organized care of patients
with complex diabetes

*Adapted from Bodenheimer et al. [5]
€Adapted from The Centers for Medicare & Medicaid Services (CMS) [6]
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In diabetes care, there is a large body of evidence
supporting the use of the interdisciplinary care team for dia-
betes care delivery when applied to self-management educa-
tion, glucose-lowering therapies, and comprehensive lifelong
complication prevention. An analysis from data compiled
from large health surveys performed in the USA suggests that
the increased incorporation of interdisciplinary care has re-
duced complication rates [8]. Team-oriented interventions
have been shown to have the greatest impact on glycemic
control [9]. As a result, international societies and health care
delivery organizations promote team-based interdisciplinary
diabetes care that is tailored to the patient as the best approach
to achieve long-term control of the disease [10–14].

Beyond evidence for the team-based model, there is evi-
dence, however limited, suggesting that the CCMmodel when
applied to diabetes produces cost-effective outcomes. An ear-
ly study illustrated the model across several chronic illnesses,
showing savings from reduced hospital admissions, emergen-
cy room visits, and physician consultations [15]. Subsequent
studies applying CCM showed similar results, and a meta-
analysis published in 2005 indicated that implementing at
least one element of the chronic care model improved clinical
outcomes and processes of care in a host of chronic diseases
including asthma, CHF, depression, and diabetes [16]. In a
more recent systematic review, 77 high-quality studies were
evaluated, which included 24 studies focused on diabetes in-
cluding six randomized trials. The outcomes evaluated includ-
ed improvement in healthcare practices or outcomes. The au-
thors found that all but two of the studies demonstrated im-
proved healthcare practice or outcomes with the most com-
mon CCM elements used being self-management support and
delivery system design [7•]. In another systematic review, 16
studies were included that reported outcomes of CCM for
diabetes in primary care settings. The impact on glycemic
control (HbA1c) was highly variable, ranging from no signif-
icant change to − 1.5% in one study. Of note, the authors
found that overall CCM appeared effective in diabetes care
delivered in primary care and that studies that incorporated
more than one CCM element demonstrated the best outcomes
[17].

Challenges of Current Care Models

Unfortunately, in most health systems, and in particular those
in the USA, the standard health care delivery system does not
provide adequate financial incentives nor infrastructural sup-
port for patient-centered team-based care. Importantly, the
necessary time spent delivering virtual care (e.g., by phone
or electronic communication) between usual visits is not
reimbursed.

Complex diabetes management is similar to other high-
acuity chronic illnesses: it is oriented around achieving

clinical targets; requires interim follow-up for safety and med-
ication titration; and due to common challenges of cost and
access, necessitates substantial administrative support for the
patient. In state-of-the-art clinical diabetes programs, these
domains are tackled 24 h a day, 7 days per week, and in a
patient-tailored manner. Recent publications highlight two
key barriers that limit the ability of providers and health sys-
tems to deliver this level of patient-centered care to patients
with complex diabetes. The first is the lack of recognition,
through reimbursement, of time required to deliver quality
interim care. In a careful analysis of time spent outside of in-
person clinical visits on administrative work required to deliv-
er high-quality care, one center reported 28 h per week spent
by the non-provider care team on non-billable interim care.
The authors estimated this non-billable care by non-providers
would cost nearly $100,000 per year to support the patient
panel of one provider [4•]. This discrepancy between financial
support and actual cost to support patients leads to insufficient
administrative staffing of most diabetes clinical programs,
placing the challenge of maintaining high care standards en-
tirely on clinicians.

The second major barrier is burnout, both for the patient
and the provider. Burnout is a psychological term that refers to
long-term exhaustion and diminished interest in self-care for a
patient, and work, for the provider. Burnout is multifactorial in
etiology and how it manifests. Patients with unaddressed
burnout and dis tress have worse outcomes [18].
Measurement and action upon burnout in the clinical setting
is required to deliver comprehensive care. Provider burnout
follows from these barriers due to the increase in administra-
tive burden felt at the same time as more patients experience
distress and poor outcomes; as a result, caring for diabetes
feels like a Sisyphean fate, leaving many clinicians and pa-
tients unsatisfied. Importantly, physician burnout leads to poor
clinical outcomes, placing additional weight on the interdisci-
plinary care team [19].

Is Care Redesign in Diabetes Cost Effective?

Redesigning health systems on both large and small scales is
difficult and often takes years to realize outcomes (ref: care
redesign challenge), during which time other factors can derail
efforts. As a result, it is often unclear if taking the risk of
change is likely to yield significant benefit. Recent literature
sheds some light on this question in diabetes. For example,
risk stratification in order to allocate services appears to be
effective in diabetes care on a large scale [20]. In a recent
report, the RAMP-DM program in China was demonstrated
to improve outcomes in a group of 26,718 enrollees over
5 years. The RAMP-DM program functioned essentially as a
CCM for diabetes, existing in addition to usual primary care,
whereby individuals with diabetes were enrolled after an
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initial intake assessment and then directed toward specific
interventions that were assigned based on both cardiovascular
risk and HbA1c. The participants were then assigned a case
manager to connect them to appropriate interventions and ed-
ucation provided by a team of multidisciplinary health care
professionals, including nurses and allied health professionals.
Depending on risk level, some RAMP-DM participants would
have an annual full-risk factor screening and intake assess-
ment, and others would have the full assessment every 2–
3 years with an annual blood test and follow-up by their pri-
mary care doctors. Remarkably, there were significantly lower
cumulative incidences of individuals with any complications
(15.34 vs. 28.65%, P < 0.001) and all-cause mortality (7.96
vs. 21.35%, P < 0.001) in the RAMP-DM group compared
with the usual-care group. Investigators also found that
RAMP-DM was cost-effective when added to usual primary
care [21]. Despite a mean program cost of just 157 US dollars
(range 66–209) per participant over 5 years, the costs of health
service utilization among participants in RAMP-DM group
was 7451 USD less than that of the usual-care group, resulting
in a net savings of 7294 USD per individual.

In general, quality improvement programs in diabetes that
involve restructuring of services, mostly to tailor to patient
needs or to risk stratify, are effective in improving glucose
control. Nuckols et al. performed a systematic review of the
economic impact of quality improvement programs to im-
prove glycemic control in patients with diabetes. Among a
heterogeneous group of 46 studies reviewed, the 19 RCTs
demonstrated an overall mean reduction of glycated hemoglo-
bin (HbA1c) of 0.26% versus the usual care. In the 8 RCTs
lasting ≤ 3 years, cost-effectiveness analyses suggested that
the improved glycemic control came with a relatively small
net incremental cost of $116 (95% CI $612 to $843) per pa-
tient annually [22••]. In the nine studies that used modeling to
simulate the longer term outcomes (≥ 20 years), the median
incremental cost-effectiveness ratios (ICER) were less than
$50,000 per quality-adjusted life year gained. In general, in-
terventions that cost < $50,000 to $100,000 per quality-
adjusted life year gained are considered to represent a good
value [23]. In summary, these results indicate that quality im-
provement interventions in diabetes that employ patient track-
ing, treatment team redesign, individualized management risk
stratification, and education are likely to be cost-effective over
time.

Translation of CCMS to Diabetes Specialty
Care: Our Experience

To establish CCMS and meet billing requirements, programs
must be able to demonstrate the elements required under CMS
rules for CCMS (Table 1). Like all clinical programs billing
CMS, CCMS programs are subject to audits and will be

potentially fined for not meeting pre-specified criteria that
allow the use of specialized billing codes (Table 2). For this
reason, hospital systems are careful to allow the establishment
of CCMS programs. In our experience, this required several
meetings with hospital financial leadership to prove our pro-
gram’s alignment with the requirements. It also required con-
versations with primary care leadership as the CCMS reim-
bursement model was designed for use in these settings and
monthly billing codes can be used only once per patient by the
same institution. Due to the many challenges of not onlymeet-
ing the CMS requirements but also the unclear feasibility of
scaling CCMS programs to large populations, primary care
sites within our system have not successfully implemented
their use. This allowed the diabetes program to explore
CCMS for complex diabetes.

In 2015, we began designing and pilot-testing a diabetes
management program called the Setting Targets Achieving
Results in Diabetes (STAR-DM) program with the goal of
creating a CCMS program. As previously described [24], the
STAR-DM program is offered to patients who have been re-
ferred to the diabetes program within the last year and have
failed to meet clinical targets despite standard specialty care.
Patients are identified in two ways: (1) automatically through
an internal quality metric that identifies newly referred pa-
tients with an HbA1c > 8% who do not achieve an HbA1c
lowering of at least 0.5% within 1 year and (2) by individual
provider referral. The program provides intensive manage-
ment in collaboration with the primary diabetologist and care
team for 6 months after which time they are transitioned back
to the care team. An interdisciplinary assessment and manage-
ment plan is designed with the patient to achieve

Table 2 CCM Billing Codes from CMS

CPT 99490: Chronic care management services, at least 20 min of
clinical staff time directed by a physician or other qualified health care
professional, per calendar month, with the required elements (Table 1)

CPT 99487: Complex chronic care management services (higher
reimbursement than 99490)
To use this code CCM requirements must be met plus added elements:
• Moderate or high-complexity medical decision-making
• 60 min of clinical staff time directed by a physician or other
qualified health care professional, per calendar month.

CPT 99489: Each additional 30 min of clinical staff time directed by a
physician or other qualified health care professional, per calendar
month

G0506: Initiating visit add-on code billed by the practitioner who initiates
CCM during a face-to-face visit and personally performs extensive
assessment and CCM care planning outside of the usual effort
described by the initiating visit code. This code is reportable once per
billing practitioner, in conjunction with CCM initiation.

These codes can be billed by one provider per patient per month in
addition to the usual codes used for face-to-face visits

(Adapted from The Centers for Medicare & Medicaid Services (CMS)
[6])
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individualized primary and secondary goals. The primary goal
is most often (95% of patients) achieving an individualized
HbA1c target, but patients with their providers may also
choose clearance for elective surgery or reducing hypoglyce-
mia. Following an initial intake visit, interim contact incudes
weekly/bi-weekly contact via telephone, secure messaging
system through the electronic health record, or videoconfer-
ence. While data from the pilot is still under analysis, recent
data show that 73% of patients (N = 104) enrolled in the pro-
gram achieved their primary goal and of these the mean
HbA1c reduction is 1.8%; nearly all achieve some improve-
ment in patient reported outcomes (e.g., diabetes distress).

It is too early to assess cost-effectiveness of our CCMS
program, although initial estimates and given the clinical im-
pact thus far suggest it will be. Based on a 60-patient pilot,
considering all incremental costs incurred and revenue gener-
ated by the program’s clinical staff (including professional
continuous glucose monitoring (CGM) and usual face-to-
face visits), and modeling a generous 80% reimbursement,
we calculated that the program had the potential to yield a
surplus by the end of 2 years that would allow for expansion.
The “real world” cost assessment, however, considered other
factors, including that reimbursement outside of Medicare is
still low and the population included just 43% Medicare ben-
eficiaries. At this time, our CCMS reimbursement is being

applied mainly to the administrative support of the program
and patient care coordination rather than the clinical effort of
other staff (Fig. 1). When CCMS reimbursement extends be-
yond Medicare in the future, we would be able to fund part of
the provider staff effort. After hospital approval, we launched
the program and began using CCMS billing codes in April
2018.

CCM Requirements

CMS imposes various stipulations on CCMS. Among the
more burdensome are the requirement for patient consent (in
the event insurance coverage lapses), specific documentation
(Table 2), and the limitation of only one provider using the
code per patient per month. These requirements can be chal-
lenging in overburdened clinical practices and must be ad-
dressed using documentation templates and the clinic admin-
istrative support team. Requiring patient consent demands that
a sufficient form or electronic avenue be created that is then
subject to internal processes of approval. This type of consent
(e.g., HIPAA consent, agreement to pay charges that are not
reimbursed) is typical in most clinical areas but CCMS re-
quires its own form. The limitation of one provider per month
per patient has led hospital systems to create methods to

Primary Care 
Physician

Certified 
Diabetes 
Educator

Other Specialists:
Nutrition, Psych,  SW, 

Podiatry, Ophtho, VNA, 
etc.

Primary
Endocrinologist

Diabetes Nurse 
Practitioner 

Patient 
Navigator

Medical Director 
(Endocrinologist) Case 

Discussions/ Team Meetings

Fig. 1 The diabetes CCM structure. Key members of the chronic care
model function to support the patient with diabetes to achieve self-
identified clinical goals. Communication is multidirectional (arrows) but
tailored to patients’ individual needs. Models can be designed to deliver
high-intensity management over short periods (e.g., 6 months), or can be
designed to be part of the longitudinal comprehensive care plan. In this
model, the patient is supported by an interdisciplinary team that maintains
communication through a diabetes nurse practitioner. The NP directs the
day-to-day management of the patient as well as consultations and is

overseen by the medical director. The weekly team meetings are run by
the navigator who goes through the patient roster with key members of
the team and tracks interventions. The purpose of the team meeting is to
establish the care plan for the following week after receiving input from
all disciplines. The navigator also enrolls patients and assists patients with
administrative or scheduling challenges. Psych psychiatry/other
behavioral health, SW social work, Ophthal ophthalmology, VNA
visiting nurse association
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clearly identify patients who are enrolled in CCMS programs
so that other co-existing programs (e.g., in primary care) will
identify a potential billing conflict in patients enrolled in mul-
tiple programs. Unfortunately, this limitation, if not changed
in future iterations, will likely inhibit the development of
CCMS programs. Indeed, without interdisciplinary coopera-
tion, CCMS billing could easily become a high-burden low-
yield investment. Finally, little is known about coverage out-
side of Medicare for these services which may likely cause
providers to shy away.

Implementation of CCMS in diabetes also requires coordi-
nation not only with respect to clinical management of pa-
tients but also on the part of the diabetes care team. The
STAR-DM program has been restructured to meet CCMS
requirements and now includes several key players including
a medical director, nurse practitioner team manager, nurse
educator, patient navigator, and practice assistant (Fig. 1).
There is collaboration with other hospital-level chronic care
programs which ultimately assist in management. Weekly
team meetings and case discussions occur in addition to man-
agement of a data set which is used in decision-making around
care design and forward movement of our program.

Biometric Data Capture for CCM

Recording glucose data is the cornerstone for diabetes man-
agement and is the most important way to optimize interim
care to meet clinical targets. With evolving technologies, there
are multiple options in capturing this data which come with
both advantages and pitfalls. From the latest CGM device to
the newest integrated insulin pump, diabetes programs and
patients alike are faced with the ongoing challenge of main-
taining expertise in new technologies and determining how
best to integrate them into the workflow of the busy clinic
environment.

Capturing quality glucose data using remote monitoring
takes time and effort on the part of patients and for some
patients this might require technical support; this can add to
treatment burden. Glucose data sharing solutions, for exam-
ple, often depend on the patient's ability to maneuver a
smartphone and conduct basic troubleshooting.

With traditional glucose meters the challenge continues to
be accessing the patients’ data in the clinic. Web-based
downloading software is constantly changing and it takes time
for clinic staff to maintain knowledge of the platforms and
integrate new ones into clinic workflow.

CGM has changed diabetes practice and is becoming the
standard of care for patients who require insulin therapy.
Detailed education is required for both patients and providers
to see the full benefits of this technology and to avoid the
many pitfalls. Even outside of routine office visits, most plat-
forms require patients to create an online account to initiate

data sharing. Calibration, whether in the form of finger sticks
or a “sensor warm-up” period has been an ongoing barrier in
CGM technology and in some cases can influence accuracy.
Very recent developments have begun to address this, such as
with the Dexcom G6® and the Abbott Freestyle Libre®. The
ability to seamlessly integrate these technologies into clinic
work flows and interim diabetes care is an essential compo-
nent for the success of CCM in complex diabetes.

Challenges to Be Addressed for Diabetes CCM
to Become Standard Practice

There remain several barriers to the widespread incorporation
of CCM and CCMS into diabetes specialty care. Necessary
changes are within reach and can be addressed by the follow-
ing additions:

1) Expanded coverage beyond Medicare. While some com-
mercial insurers are reimbursing for CCMS billing codes,
Medicare is the only payer that acknowledges coverage as
part of their services at this time. It is unclear to what
extent this will continue or expand. Given the impact of
both type 1 and type 2 diabetes across the lifespan includ-
ing youth, CCMS must be covered by Medicaid and pri-
vate payers in order to have a population level impact on
diabetes outcomes.

2) Refined criteria for patients who are likely to benefit from
CCM. We have learned in our practice that intensive ser-
vices such as those delivered through CCMS do not have
equal effectiveness among individuals. While one pa-
tient’s failure to succeed within the CCM is often due in
large part to specific details of program design (e.g.,
schedule flexibility, cultural and language concordance,
availability of behavioral health services), in our experi-
ence it is equally as likely for unmeasured patient factors
to create barriers. Such factors include personal priorities
[25], personality [26], and psychosocial factors such as
diabetes distress [27]. As we take on the challenge of
addressing global metabolic disease by designing new
methods to improve diabetes outcomes, understanding
the relative impact of such factors is an important area
of research.

3) Expanded coverage, and reduced cost, of glucose moni-
toring devices and systems. This area also includes
streamlining the technology to allow clinics to more eas-
ily incorporate new devices into their workflow for pa-
tient education and device downloading.

4) Increased training of diabetes-focused clinicians in gener-
al medicine and across the spectrum of disciplines [28].
Expansion of the workforce around general diabetes to
provide lower cost, earlier interventions to uncomplicated
diabetes is likely required to allow institutions to refine
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their programs to address complicated diabetes through
CCM or similar methodologies.

5) Engage the community in uncomplicated diabetes and
diabetes prevention. The scalability of advanced diabetes
care remains an unmet need in most countries. Most
forms of diabetes become more complicated over time,
exhausting available resources in local communities,
states, countries, and beyond. Bold methodologies are
required to shift disease complexity across populations
away from advanced end-organ disease and toward pre-
vention and control. In one telling example from San
Diego, California, the rate of acute MI was reduced by
22% in following a population-level multi-tiered cam-
paign for lifestyle modification [29]. An enhanced role
of community and government in disease and complica-
tion prevention is likely required so that CCM can be
applied to more patients who are likely to benefit.

Conclusion

There is an urgent need to shift the care paradigm in complex
diabetes away from quantity of in-person care toward quality
of patient-tailored care. The CCMS model designed by CMS
takes a positive, though small, step toward addressing the
issues of unrecognized time spent on interim care and the
resulting clinician burnout. New diabetes-tailored CCM ap-
proaches would also increase focus on addressing diabetes
distress and reducing patient burden [30]. While we are still
learning about reimbursement for CCMS, this is the first
mechanism care teams can adopt to produce revenue from
the hours spent managing chronic diseases in between office
visits. High-value comprehensive care planning to vulnerable
patient populations represents the direction of future
healthcare.

As accountable care organizations and risk-based models
become a major part of the reimbursement landscape, integrat-
ed models such as CCM that provide high value, efficient, and
comprehensive care to a patient population with multiple
needs represent the future direction of healthcare. Although
CCM was designed for use in primary care, it has a role in
comprehensive care of the patient with complex diabetes.
Moreover, an integrated care model is cost-efficient because
it reduces costly provider visits by tailoring care to objectively
measured care needs and maximizing use of telemedicine and
telehealth.

Despite the clear need, quality-based reimbursement is in
early stages for diabetes management. It is important to eval-
uate sustainability and scalability over time. The future of
diabetes care would be well served by an investment in
CCM from organized healthcare payers and delivery systems
for select diabetes populations.
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