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Integrating behavioral health care with primary 
care is now widely considered an effective strategy 
for improving outcomes for the many millions of 

Americans with mental or behavioral health condi-

tions. Uptake of behavioral health 
integration (BHI) has remained 
limited, however, largely because 
BHI has not been paid for sepa-
rately, which has left primary care 
clinicians without a clear business 
model for incorporating these ser-
vices into their practice.1 But on 
January 1, 2017, the Centers for 
Medicare and Medicaid Services 
(CMS) will begin paying clinicians 
separately for the BHI services 
they provide to Medicare benefi-
ciaries.

Four new codes were created 
for the 2017 Medicare Physician 
Fee Schedule to allow payment to 
health care providers for furnish-
ing BHI services.2 Three of these 
codes describe services furnished 
using the Psychiatric Collaborative 
Care Model (CoCM), an approach 

to BHI that has been shown to be 
effective in several dozen ran-
domized, controlled trials. CoCM 
enhances “usual” primary care 
by adding two key services: care 
management support for patients 
receiving behavioral health treat-
ment, and regular psychiatric 
 interspecialty consultation for the 
primary care team, particularly re-
garding patients whose conditions 
are not improving.

For example, under CoCM, if a 
72-year-old man with hypertension 
and diabetes presents to his pri-
mary care clinician feeling sad and 
anxious, the primary care team 
(primary care clinician and behav-
ioral health care manager) would 
conduct an initial clinical assess-
ment using validated rating scales. 
If the patient has a behavioral 

health condition (e.g., depression) 
and is amenable to treatment, the 
primary care team and the patient 
would jointly develop an initial 
care plan, which might include 
pharmacotherapy, psychotherapy, 
or other indicated treatments. The 
care manager would follow up 
with the patient proactively and 
systematically (using a registry) to 
assess treatment adherence, toler-
ability, and clinical response (again 
using validated rating scales) and 
might provide brief evidence-
based psychosocial interventions 
such as behavioral activation 
(which focuses on helping people 
with mood disorders to engage in 
beneficial activities and behaviors) 
or motivational interviewing. In 
addition, the primary care team 
would regularly review the pa-
tient’s care plan and status with 
the psychiatric consultant and 
would maintain or adjust treat-
ment, including referral to be-
havioral health specialty care as 
needed.
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Using these three new codes, 
the primary care clinician can 
bill Medicare for each month in 
which a threshold amount of time 
is spent delivering CoCM services 
(for the first month, approximate-
ly $140 for 70 minutes per bene-
ficiary; for subsequent months, 
approximately $125 for 60 min-
utes per beneficiary; and for all 
months, approximately $65 for 
each additional 30 minutes per 
beneficiary). The behavioral health 
care manager must have formal 
education or specialized training 
in behavioral health (which could 
include a range of disciplines — 
e.g., social work, nursing, or psy-
chology), a continuous relation-
ship with the beneficiary, and a 
collaborative, integrated relation-
ship with the care team (but need 
not be a member of the primary 
care clinician’s clinical staff ). Care 
management services can be pro-
vided face to face or remotely — 
including outside usual clinic 
hours, as needed — but the care 
manager must be available to meet 
with the beneficiary face to face.

The psychiatric consultant must 
be a medical professional with 
psychiatric training and — given 
the prevalence and potential com-
plexity of pharmacotherapy — be 
qualified to prescribe the full 
range of medications, and so 
might be a psychiatrist or a psy-
chiatric nurse practitioner or a 
physician assistant. This consul-
tant must have a continuous rela-
tionship with the primary care 
practice (although he or she will 
typically be located elsewhere) 
and be able to help facilitate be-
havioral health specialty referral 
when indicated.

Since CoCM is not the only 
approach to BHI in use today, 
Medicare will also begin making 
separate payments using a fourth 

new code for services furnished 
according to other BHI models 
(approximately $48 for at least 20 
minutes of services per benefi-
ciary per month). This code can 
be used to report services provid-
ed under other BHI care models 
that include systematic assessment 
and monitoring using validated 
clinical rating scales (where ap-
plicable), behavioral health care 
planning (with care plan revision 
for patients whose condition is 
not improving), facilitation and 
coordination of behavioral health 
treatment, and a continuous rela-
tionship with a designated mem-
ber of the care team. Services 
billed under this code may be 
provided directly by the primary 
care clinician and do not neces-
sarily have to be furnished by a 
designated behavioral health care 
manager or involve a psychiatric 
consultant (although they may). 
CMS will be looking to the field 
in the coming years to further 
define the services furnished and 
billed using this code and to 
identify the resources involved in 
order to appropriately value the 
service.

Medicare’s new payments for 
BHI will have their most imme-
diate impact on clinicians already 
furnishing these services, who 
will now be paid more appropri-
ately and accurately. But the big-
gest potential effect will be in-
creasing the number of Medicare 
beneficiaries with access to ef-
fective BHI services. By one esti-
mate, only about 10% of patients 
with depression (and less than 1% 
in some minority populations) 
receive guideline-concordant treat-
ment under the status quo.3 
Through systematic care manage-
ment and more efficient use of 
behavioral health specialty pro-
viders, effective BHI produces 

more person-centered, coordinat-
ed, evidence-based care. It also 
helps build behavioral health com-
petency in the primary care work-
force.

Studies have shown that CoCM 
improves the quality of care and 
patients’ satisfaction with it, men-
tal and physical health outcomes, 
and functioning in people with 
common behavioral health con-
ditions, particularly — but not 
only — mood or anxiety disor-
ders.4 Evidence also indicates that 
it can reduce total health care 
expenditures over time and can 
reduce racial and ethnic dispari-
ties in quality of care and clinical 
outcomes. Therefore, widespread 
implementation of CoCM and 
other effective BHI services could 
substantially improve outcomes 
for millions of Medicare benefi-
ciaries, as well as produce savings 
for the Medicare program.

In addition, these payments 
may lead other payers to add or 
expand their BHI payments. Even 
in the era of alternative payment 
models that reward value — 
rather than volume — of ser-
vices, greater access to and vol-
ume of effective behavioral health 
services would actually be a posi-
tive outcome, with net benefits 
for patients, health care provid-
ers, and payers. Plus, since most 
alternative payment models are 
built on a fee-for-service founda-
tion, BHI payments may help pay-
ers more accurately value these 
services within alternative pay-
ment models.

Although we see Medicare’s 
new payments for BHI as a major 
step forward, additional issues 
must be addressed in order to 
further improve the care of peo-
ple with behavioral health condi-
tions. For instance, though CoCM 
indirectly increases access to psy-
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chiatrists and psychiatric nurse 
practitioners and physician assis-
tants (through consultation by the 
primary care team), it does not 
address other barriers to access 
for patients who need (or prefer) 
direct care from behavioral health 
specialty providers — such as low 
rates of psychiatrist participation 
in insurance.5 Also, the primary 
care and behavioral health work-
forces must be equipped with the 
skills and tools needed to fur-
nish BHI services. Although im-
plementation resources are pub-
licly available, some clinicians 
may benefit from technical assis-
tance or additional training.

Medicare’s new policy of pay-
ing separately for BHI builds on 
recent efforts by CMS to improve 
payment accuracy for primary 
care, care management, and per-
son-centered services. These ef-
forts include the addition of sep-
arate payment for transitional care 

management and chronic care 
management in past years and, 
in 2017, for complex chronic care 
management as well as assess-
ment and care planning for ben-
eficiaries with cognitive impair-
ment. CMS looks forward to 
continued input and feedback 
from clinicians, beneficiaries, and 
other stakeholders as we work 
together to achieve better care, 
smarter spending, and healthier 
people.

The views expressed in this article are 
those of the authors and do not necessarily 
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From the Centers for Medicare and Medic-
aid Services, Baltimore (M.J.P., R.H., S.C., 
A.M., L.B., P.H.C.), and the National Insti-
tute for Mental Health, Bethesda (M.S.) — 
both in Maryland. 

This article was published on December 14, 
2016, at NEJM.org.

1. Schwenk TL. Integrated behavioral and 
primary care: what is the real cost? JAMA 
2016; 316: 822-3.
2. Medicare program;  revisions to payment 
policies under the Physician Fee Schedule 
and other revisions to Part B for CY 2017;  
Medicare Advantage bid pricing data release;  
Medicare Advantage and Part D medical loss 
ratio data release;  Medicare Advantage pro-
vider network requirements;  expansion of 
Medicare Diabetes Prevention Program model;  
Medicare Shared Savings Program require-
ments:  final rule. Fed Regist 2016; 81(220): 
80170-562 (https:/ / www .federalregister .gov/ 
documents/ 2016/ 11/ 15/ 2016-26668/ medicare 
-program-revisions-to-payment-policies 
-under-the-physician-fee-schedule-and 
-other-revisions). 
3. Mechanic D. More people than ever be-
fore are receiving behavioral health care in 
the United States, but gaps and challenges 
remain. Health Aff (Millwood) 2014; 33: 
1416-24.
4. Archer J, Bower P, Gilbody S, et al. Col-
laborative care for depression and anxiety 
problems. Cochrane Database Syst Rev 2012; 
10: CD006525.
5. Bishop TF, Press MJ, Keyhani S, Pincus 
HA. Acceptance of insurance by psychia-
trists and the implications for access to 
mental health care. JAMA Psychiatry 2014; 
71: 176-81.

DOI: 10.1056/NEJMp1614134
Copyright © 2016 Massachusetts Medical Society.Medicare Payment for Behavioral Health Integration

The New England Journal of Medicine 
Downloaded from nejm.org on December 16, 2016. For personal use only. No other uses without permission. 

 Copyright © 2016 Massachusetts Medical Society. All rights reserved. 


