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Background
Advance care planning (ACP) is a voluntary face-to-face service between a physician
(or other qualified health care professional) and a patient to discuss the patient's health
care wishes if they become unable to make decisions about their care. As part of this
discussion, the practitioner may talk about advance directives (ADs) with or without
completing relevant legal forms (CMS, 2019).1 This process can help health care
practitioners, families, and caregivers meet an individual’s needs and align their care
with their values and goals. Findings from a randomized controlled trial show that endof-life wishes were more likely to be known and respected for people who received ACP
(Detering et al., 2010). Yet many adults in the United States have not participated in
ACP.
In 2015, the American Medical Association (AMA) introduced Current Procedural
Terminology (CPT) codes 99497/99498 to describe ACP services. The Centers for
Medicare & Medicaid Services (CMS) adopted these codes in 2016. The AMA defines
these codes as follows:


Codes 99497/99498 are used to report the face-to-face service between a
physician or other qualified health professional and a patient, family member, or
surrogate in counseling and discussing ADs, with or without completing relevant
legal forms. 99497 is for the first 30 minutes and 99498 is for each additional 30
minutes (AMA, 2018).2

In addition, in 2017, CMS introduced a temporary billing code G0505 to pay
practitioners for providing cognitive assessment and care planning services to
individuals with cognitive impairment. The AMA introduced CPT code 99483 in 2018,
which CMS adopted to replace the temporary code G0505. The AMA defines this code
as follows:


Assessment of and care planning for a patient with cognitive impairment,
requiring an independent historian, in the office or other outpatient, home or
domiciliary or rest home, with one of the required elements being the
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development, updating or revision, or review of an advance care plan (AMA,
2018).2

Study Methods
We used quantitative methods to examine the use of the ACP codes in Medicare feefor-service (FFS) and qualitative methods to supplement the results from this
quantitative data analysis. To conduct our data analysis, we used the 5% sample of
Medicare’s Limited Data Set files. These data include beneficiary enrollment and Part B
service claim data from 2015-2018 Quarter 3 for a random 5% sample of Medicare FFS
beneficiaries. We compared the characteristics of beneficiaries and practitioners with
billed ACP claims to those without.
Our qualitative analysis included a literature review and interviews with subject matter
experts (SMEs). For our literature review, we identified prior studies examining the use
of the ACP codes. We also reviewed studies that identified barriers that may inhibit, and
interventions that may facilitate, the use of the ACP codes and ACP in general. For our
SME interviews, we conducted semi-structured, key informant interviews with CMS and
nine SMEs knowledgeable about ACP and the ACP codes 99497, 99498, and
99483/G0505.

Findings
Use of the billing codes for ACP and for care planning for cognitively impaired
individuals has been low but increasing. However, use varies by state.
Percentage of Medicare FFS Beneficiaries with a Billed ACP Claim in 2017, by State
Highest Percentage States
Percentage of FFS
State
Beneficiaries with
Billed ACP Claim
Hawaii
7.77
Georgia
5.10
Nevada
4.65
New Jersey
4.54
Texas
4.10
Lowest Percentage States
Percentage of FFS
State
Beneficiaries with
Billed ACP Claim
North Dakota
0.22
Wisconsin
0.39
Vermont
0.44
Minnesota
0.47
Wyoming
0.59



Practitioners. Internists and family practice physicians were the two
specialties that billed ACP most often. However, nurse practitioners were
most likely to provide ACP that lasts beyond 30 minutes. Neurologists and
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internists topped the specialties who billed for care planning for cognitively
impaired individuals.


Beneficiaries. Compared with beneficiaries without a billed ACP claim, those
with a billed ACP claim were older (75 on average versus 71), more likely to
die within the year, and more likely to live in a county with higher
socioeconomic status. In 2017, 48% of those with a billed add-on code
(99498), for an additional 30 minutes, died that year. Although beneficiaries with
a billed claim for care planning for individuals with cognitive impairment were
older than those without a billed ACP claim, a similar percentage (4% in 2017)
died within the year.



Claims. In 2017, 63% of billed ACP services were conducted in an office and
13% in an inpatient hospital. In contrast, only 15% of billed ACP services for an
additional 30 minutes were conducted in an office and 48% in an inpatient
hospital. 46% of billed ACP services occurred during an annual wellness visit
(Medicare waives patient cost-sharing in these cases). The vast majority (75%)
of claims for care planning for individuals with cognitive impairment were for
services conducted in an office.

The low use of these ACP codes may be reflective of certain barriers, such as patient
cost-sharing outside the annual wellness visit, practitioners’ lack of awareness of the
codes, patients’ lack of awareness of ACP, and exclusion of certain clinical staff from
billing these ACP codes. Although the literature and SMEs stressed the importance of
paying practitioners for ACP separately as a method to facilitate ACP, barriers to ACP
still exist. These include lack of time for practitioners to provide ACP, practitioner and
patient discomfort with conversations covering end-of-life and other sensitive topics, and
lack of training and education. However, we also identified a variety of interventions
aimed at addressing these barriers. The most common are training and education
programs for patients and practitioners.

Conclusion
We found low but increasing use of the ACP codes, with variation by practitioner type,
beneficiary mortality, and place of service. Although barriers to ACP remain, we
identified a wide variety of other interventions facilitating ACP. For example, more
education and training may help increase use.
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Endnotes
1.

There is no consensus definitions of ACP. Please see our discussion on the differences
in ACP definitions in He et al. (2019).

2.

For the complete definition, please see He et al. (2019).
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