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Learning Objectives

Create A Sustainable Behavioral Health program
Sustainability tool kit
Validated Screening and Measurement Tools
Optimize coding/billing opportunities
Connect Behavioral Health with Outcomes

Presenter
Presentation Notes
Pam reviewsBehavioral health conditions are extremely common, affecting nearly one of five Americans and leading to health care costs of $57 billion a year, on par with cancer. Conditions such as depression can be very disruptive, occurring among younger as well as older Americans and leading to significant disability and lost income.1  In spite of this, behavioral health care is mostly separated from the primary care system—a practice that the Institute of Medicine concluded nearly 20 years ago was leading to inferior care.2  In the intervening years, evidence has continued to mount that having two, mostly independent systems of care leads to worse health outcomes and higher total spending, particularly for patients with comorbid physical and behavioral health conditions ranging from depression and anxiety, which often accompany physical health conditions, to substance abuse and more serious and persistent mental illnesses.
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Recipe for 
Successful

Implementation

Ingredients TEMP
Team that consists at a minimum of a PCP, BHP 
and psychiatric consultant
Evidence-based behavioral and pharmacologic 
interventions
Measuring care continuously to reach defined 
targets
Population is tracked in registry, reviewed, used 
for quality improvement
Accountability for outcomes on individual and 
population level

Process of Care Tasks
• 2 or more contacts per month by 

BHP
• Track with registry
• Measure response to treatment 

and adjust
• Caseload review with psychiatric 

consultant

Secret Sauce Whitebird Brand
• Strong leadership support
• A strong PCP champion and PCP 

buy-in
• Well-defined and implemented 

BHP/Care manager role
• An engaged psychiatric provider
• Operating costs are not a barrier

Raney, L:  Elements of Effective Design and Implementation in
Integrated Care: A Guide for Effective Implementation, APPI, 2017
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Collaborative Care
Collaborative Care is a specific type of integrated care that operationalizes the 

principles of the chronic care model to improve access to evidence based mental 
health treatments for primary care patients. 

Collaborative Care is: 
Team-based effective collaboration and Patient-centered
Evidence-based and practice-tested care
Measurement-based care, treat to target
Population-based care – registry, systematic screen 

Accountable care
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NARRATIONWhat makes Collaborative Care different from integrated care? One of the most important distinctions is that Collaborative Care is  an evidence-based  approach  that emphasizes accountability for the care that is delivered. It utilizes a team approach to treat a population of patients. Some of the key components of Collaborative Care are the use of shared team workflow to establish a diagnosis and deliver treatment, the use of a registry to track patients in treatment over time, and the ability to be accountable as a team to these principles and population-level goals.For the remainder of this training, we will focus on how to use Collaborative Care to deliver mental health care in primary care settings. 



Collaborative Care

Effective
Collaboration

PCP supported by Behavioral Health 
Care Manager

Informed, 
Activated Patient PRACTICE 

SUPPORT

Measurement-based
Treat to Target

Caseload-focused
Registry review

TrainingPsychiatric
Consultation

Used with permission, AIMS Center



Stepped Care 
Approach

1o Care

Psychiatric consult
(Face-to-face)

Psychiatric
Inpatient tx

Self-
Management

1° Care + BHP

BH specialty
short term tx

BH specialty 
long term tx

Psychiatric
Consultation

• Uses limited resources to 
their greatest effect on a 
population basis

• Different people require 
different levels of care

• Finding the right level of 
care often depends on 
monitoring outcomes

• Increases effectiveness 
and lowers costs overall

Van Korff et al 2000



SCREENING AND MEASUREMENT TOOLS

Validated





Validated Measurement tool
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✚ Bulleted List #1

✚ Bulleted List #2

✚ Bulleted List #3

✚ Bulleted List #4

✚ Bulleted List #5

Score ≥ 10 indicates possible diagnosis
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CONNECT BEHAVIORAL HEALTH WITH OUTCOMES
Measurement-based Care: Tracking  and Adjusting Care
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Caseload Overview

✚ FREE UW AIMS Excel® Registry (https://aims.uw.edu/resource-
library/patient-tracking-spreadsheet-example-data)  
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https://aims.uw.edu/resource-library/patient-tracking-spreadsheet-example-data


Registries to Track Progress,  Change Treatment

AIMS Center:  http://aims.uw.edu

http://aims.uw.edu/




Performance Measures: Accountability
Process Metrics:
Percent of patients screened for depression
Percent with follow-up with care manager within 2 weeks
Percent not improving that received case review and psychiatric 

recommendations
Percent treatment plan changed based on advice
Percent not improving referred to specialty BH
Outcome Metrics
Percent with 50% reduction PHQ-9 – Clinical Response
Percent reaching remission (PHQ-9 < 5 ) NQF 710 and 711
Satisfaction – patient and provider
Functional –work, school, homelessness
Utilization/Cost
ED visits, 30 day readmits, med/surg/ICU, overall cost



Sustainability Checklist 

The Sustainability Checklist provides important elements of your 
practice organization that need to change to support 
integration. 

• Use it to identify the work that must be done to accomplish 
integration

• Identifying up to five items for your team to focus on first 

• Rank your selected items with a score of 1 to 5, for 1 being 
the items you want to focus on first 

Source: 
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OPTIMIZE 
CODING/BILLING 
OPPORTUNITIES

CODING FOR 
INTEGRATED 
BEHAVIORAL 

HEALTH
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G0502 becomes 99492 (Initial month, CoCM) - $161

G0503 becomes 99493 (Subsequent month, CoCM) - $129 Billed once a month by the PCP

G0504 becomes 99494 (Add’l 30 mins, CoCM) - $69

G0507 becomes 99484 – other models of BHI - $48

Codes cover:

✚ Outreach and engagement by BH Provider or Care Manager

✚ Initial assessment of the patient, including administration of validated rating scales

✚ Entering patient data in a registry and tracking patient follow-up and progress 

✚ Participation in weekly caseload review with the psychiatric consultant

✚ Provision of brief interventions using evidence-based techniques such as behavioral 
activation, motivational interviewing, and other focused treatment strategies.

2018 CPT Codes for Collaborative Care:
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BILLING CODES FOR CoCM – 1st MONTH formerly  G0502

HCPCS
Code

Long Descriptor

99492

Initial psychiatric collaborative care management, first 70
minutes in the first calendar month of behavioral health care
manager activities, in consultation with a psychiatric
consultant, and directed by the treating physician or other
qualified health care professional, with the following required
elements:
• outreach to and engagement in treatment of a patient

directed by the treating physician or other qualified health
care professional;

• initial assessment of the patient, including administration of
validated rating scales, with the development of an
individualized treatment plan;

• review by the psychiatric consultant with modifications of
the plan if recommended;

• entering patient in a registry and tracking patient follow-up
and progress using the registry, with appropriate
documentation, and participation in weekly caseload
consultation with the psychiatric consultant; and

• provision of brief interventions using evidence-based
techniques such as behavioral activation, motivational
interviewing, and other focused treatment strategies.
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BILLING CODES FOR CoCM – SUBSEQUENT MONTHS - Formerly G0503 

HCPCS
Code Long Descriptor

99493

Subsequent psychiatric collaborative care management, first 60 minutes
in a subsequent month of behavioral health care manager activities, in
consultation with a psychiatric consultant, and directed by the treating
physician or other qualified health care professional, with the following
required elements:
• tracking patient follow-up and progress using the registry,

with appropriate documentation;
• participation in weekly caseload consultation with the

psychiatric consultant;
• ongoing collaboration with and coordination of the patient's

mental health care with the treating physician or other qualified
health care professional and any other treating mental health
providers;

• additional review of progress and recommendations for changes in
treatment, as indicated, including medications, based on
recommendations provided by the psychiatric consultant;

• provision of brief interventions using evidence-based
techniques such as behavioral activation, motivational
interviewing, and other focused treatment strategies;

• monitoring of patient outcomes using validated rating scales; and
relapse prevention planning with patients as they achieve remission
of symptoms and/or other treatment goals and are prepared for
discharge from active treatment.
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BILLING CODES FOR CoCM – EXTRA TIME Formerly G0504

HCPCS
Code

Long Descriptor

99484

Initial or subsequent psychiatric collaborative care
management, each additional 30 minutes in a calendar
month of behavioral health care manager activities, in
consultation with a psychiatric consultant, and directed by
the treating physician or other qualified health care
professional (List separately in addition to code for
primary procedure). (Use G0504 in conjunction with
G0502, G0503).
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MEDICARE CoCM BILLING MUST HAVES

✚ These codes are billed by the medical provider (primary care provider) 
once a month

✚ Needs an initiating visit – new patients unless seen in the past year

✚ Must have weekly caseload reviews with a psychiatric consultant 

✚ Broad consent obtained 

✚ Co-pays apply

✚ Must be able to show time spent – how to time stamp your work?

✚ MEDICARE ONLY for now

For a helpful reference, see: 
http://aims.uw.edu/sites/default/files/CMS_FinalRule_2017_CheatSheet.pdf
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INITIATING VISIT, CONSENT AND CO-PAYMENTS

✚ CMS expects an Initiating Visit prior to billing for the 99492-99494 codes. 

• This visit is required for:

− New patients, and 

− Those who have not been seen within a year of commencement of integrated 
behavioral health services. 

• This visit will include:

− The treating provider establishing a relationship with the patient, 

− Assessing the patient prior to referral, and 

− Obtaining broad beneficiary consent to consult with specialists that can be 
verbally obtained but must be documented in the medical record. 

• Medicare will require beneficiaries to pay any applicable Part B co-insurance for these 
billing codes. 
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✚ Behavioral health care managers (BHCM) qualified to bill traditional psychiatric evaluation 
and therapy codes for Medicare recipients MAY bill for additional psychiatric services in the 
same month.

✚ However, time spent by the BHCM on activities for services reported separately may NOT be 
included in the services reported using time applied to 99492, 99493, and 99494. 

✚ In other words, the BHCM can furnish psychotherapy services in addition to collaborative 
care activities, but may not bill for the same time using multiple codes. 

✚ The psychiatric consultant may also furnish face-to-face services directly to the patient but, 
like the BHCM, the time may not be billed using multiple codes. 

PROVISION OF ADDITIONAL PSYCHIATRIC SERVICES
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✚ G0507 becomes  99484 – Care management services for behavioral health conditions, at 
least 20 minutes of clinical staff time per calendar month. Must include: 

• Initial assessment or follow-up monitoring, including use of applicable validated rating 
scales; 

• Behavioral health care planning in relation to behavioral/psychiatric health problems, 
including revision for patients who are not progressing or whose status changes; 

• Facilitating and coordinating treatment such as psychotherapy, pharmacotherapy, 
counseling and/or psychiatric consultation; and 

• Continuity of care with a designated member of the care team. 

✚ 99484 can only be reported by a treating provider and cannot be independently billed. For 
99484, a behavioral health care manager with formal or specialized education is not 
required. CMS rules allow “clinical staff” to provide 99484 services using the same definition 
of “clinical staff” as applied under the Chronic Care Management benefit.

MEDICARE PAYMENT FOR OTHER MODELS OF INTEGRATED 
BEHAVIORAL HEALTH SERVICES
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Time Stamping – per Month

Minutes spent talking to patient (in person or phone)
Minutes spent talking to the PCP
Minutes spent talking to the psychiatric consultant
Minutes spent coordinating care
Minutes spent documenting anything or scoring
Minutes spent reviewing charts/documentation
Minutes spent talking to referral source
ETC!  Get it all.
After break of 15 minutes (between 60 and 75 minutes) start the clock for 99484 (30 minutes) 

and again and again if needed
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New FQHC Care Management Services

• Effective January 1, 2018, FQHCs can receive payment for 
psychiatric Collaborative Care Model (CoCM) services when 
70 minutes or more of initial psychiatric CoCM services or 60 
minutes or more of subsequent psychiatric CoCM services 
are furnished and G0512 is billed either alone or with other 
payable services on an FQHC claim.

• Effective January 1, 2018, FQHCs can receive payment for 
Chronic Care Management (CCM) or general Behavioral 
Health Integration (BHI) services when 20 minutes or more 
of CCM or general BHI services are furnished and G0511 is 
billed either alone or with other payable services on an 
FQHC claim.
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New FQHC Care Management Services

• CCM services furnished on or before December 31, 2017 
will continue to be processed and paid when CPT code 
99490 is billed alone or with other payable services on an 
FQHC claim. Service lines reported with CPT code 99490 will 
be denied for dates of service on or after January 1, 2018.

• https://www.cms.gov/Center/Provider-Type/Federally-
Qualified-Health-Centers-FQHC-Center.html
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Widespread implementation of CoCM and other effective BHI services 
could substantially improve outcomes for millions of Medicare 
beneficiaries and produce savings for the Medicare program.  

n engl j med 376;5 nejm.org February 2, 2017



Commercial Payers
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• Know your contracts to see if BH is covered, in what 
manner, which product lines and which codes.

• The codes trigger any insurance company to act. They 
are covered or not covered; the plan dictates the 
coverage.



Documentation

• Structured care plans. Clinicians create and maintain a 
care plan that outlines treatment, describes plans for 
follow-up, and ensures that the patient and all involved 
clinicians are on the same page. 

• The plan provides access to patient information and 
identifies who’s responsible for addressing specific 
healthcare needs and goals. 
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Documentation

Benefits of Using the EHR for Behavioral Health Providers: 
• See what other providers see 

• Participate more closely in care 
• Ability to use note templates 
• Allows use of Consult Tracking 

• Allows for notes to be electronically signed 

38
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Resources

PCPCI Tool Kit For BH Integration 
http://www.pcpci.org/sites/default/files/resources/P
CBH%20Implementation%20Kit_FINAL.pdf

AHRQ Tool Kit
https://integrationacademy.ahrq.gov/research/literat
ure-collection/literature/primary-care-behavioral-
health-toolkit
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Polling Question 

As a result of the session: Counting The Cost Of 
Behavioral health Integration I will :

A. ___Improve the integrated BH services I already have

B. ___Consider implementing integrated BH services

C. ___Discontinue integrated BH services 
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