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Coding and Billing

Are You Ready for ICD-10-CM?
Use this article and the additional resources
we identify to help you prepare.

G

et ready to say farewell to the ICD-9-CM diagnostic
classification system. As of October 1, 2015,
psychologists and other health care professionals
are required to use the ICD-10-CM for diagnostic coding and
billing purposes.
This article and accompanying checklist — along with our
list of additional resources — can help you prepare for the
transition.

Some ICD basics
The International Classification of Diseases (ICD) diagnostic
classification system is developed by the World Health
Organization (WHO) and used globally. ICD-10-CM is the
“Clinical Modification” of the WHO’s ICD-10 as adapted by
the Centers for Disease Control and Prevention’s National
Center for Health Statistics for use in the United States.
ICD-10-CM is the code set that complies with the Health
Insurance Portability and Accountability Act (HIPAA)
effective October 1, 2015 — the date it replaces the ICD9-CM code set. All entities covered under HIPAA — not just
those who submit Medicare and Medicaid claims — are
affected by the switch to ICD-10-CM. Psychologists are
covered by HIPAA if they electronically transmit protected
health information (as defined by HIPAA) in connection with
insurance claims or other third-party reimbursement.
Health care professionals are required to assign a diagnostic
code (or codes) to health insurance claims. ICD-10-CM codes
must be used in diagnostic coding on electronic and paper
claims for services provided on or after October 1, 2015.
The Centers for Medicare and Medicaid Services (CMS) has
indicated that claims for services provided on or after October
1 that contain ICD-9-CM codes will be returned as “unprocessable.” Conversely, claims for services provided through
September 30, 2015 are required to contain ICD-9-CM codes.
The change to ICD-10-CM does not affect procedure coding
(Current Procedural Terminology, or CPT®) for outpatient
and office services.

ICD-9-CM versus ICD-10-CM
Compared to ICD-9-CM with its approximately 14,000 codes,
ICD-10-CM contains nearly five times as many diagnostic

codes — more than 68,000. Yet psychologists generally will
use a relatively small number of codes.
Unlike the Diagnostic and Statistical Manual of Mental
Disorders (DSM), ICD-10-CM does not provide diagnostic
criteria or descriptions. WHO published a “Clinical
Descriptions and Diagnostic Guidelines” companion to
ICD-10, but it has not been updated since publication in
1992. The next version of the parent classification system
— ICD-11 — from the World Health Organization expected
for publication in 2017 will have a similar, and up-to-date,
companion publication of clinical criteria and descriptions.
ICD-9-CM codes range from three to five digits, while ICD10-CM codes contain up to seven digits. The ICD-10-CM
codes are alphanumeric, and each code begins with a letter
— for example, F10.2. The letter corresponds to the relevant
chapter where the code is found.
Clinical psychologists are most likely to use Chapter 5 —
Mental, Behavioral and Neurodevelopmental Disorders —
where codes begin with the letter F. Health psychologists,
neuropsychologists and others might find additional chapters
important, such as Chapter 6 — Diseases of the Nervous
System (codes G00-G99). All psychologists will want to be
familiar with Chapter 18 — Symptoms, signs and abnormal
clinical and laboratory findings, not elsewhere classified
(codes R00-R99). Within each chapter, disorders are clustered
together so that similar disorders have similar codes.
Given its vastly expanded code list compared to ICD-9-CM,
the ICD-10-CM system allows for greater specificity in
coding compared with its predecessor. In particular, the
substance use disorder codes listed in Chapter 5 are more
extensive than in ICD-9-CM. For example, F10.2 is Alcohol
dependence, F10.23 is Alcohol dependence with withdrawal
and F10.231 is Alcohol dependence with withdrawal
delirium.
The checklist on the following page summarizes some
helpful steps in preparing for the transition to ICD-10-CM
coding. Psychologists can further educate themselves by
checking out the resources listed on page 4.
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ICD-10-CM Preparation Checklist
action step
 Download the ICD-10-CM codes free of charge
from the Centers for Disease Control and Prevention
(CDC) website.

related details
See the Additional Resources list on page 4 for details.

Identify the ICD-9-CM codes you most commonly use
in your practice and explore corresponding
ICD-10-CM codes.

 eep in mind that the appropriate choice of ICD-10-CM
K
code ultimately needs to be considered for each patient
encounter. See page 4 for information about online
tools that can assist with comparing ICD-9-CM to ICD10-CM codes. The Diagnostic and Statistical Manual of
Mental Disorders (DSM) contains both the ICD-9-CM
and ICD-10-CM codes corresponding to individual DSM
diagnoses.

P
 romptly submit all claims for services provided on or
shortly before Sept. 30, 2015 using ICD-9-CM codes.

Avoid any backlog in claims filing as the October 1
transition date approaches in order to help safeguard
your practice finances.

M
 ake sure that all paper and electronic forms you
use in filing claims for outpatient services on or after
October 1, 2015 contain the ICD-10-CM codes.

 edicare and other payers will reject claims with dates
M
of service on or after October 1 that contain ICD-9-CM
codes.

Check with any billing service, clearinghouse or
electronic health record (EHR)/practice management
system vendor you use to ensure their readiness for
ICD-10-CM.

The “Road to 10” online resource from the Centers
for Medicare and Medicaid Services, noted on page 4,
contains a “Template Library” with lists of questions
to ask.

Take advantage of training and system testing offered
by any of the vendors and third-party payers with
which you are affiliated.

Check vendor and payer websites for relevant
information.

Ensure that any staff who handle billing and claims
processing receive adequate training.

Available sources include online courses, webinars
and even onsite training. Take advantage of training
and educational resources offered by Medicare
Administrative Contractors (MACs) and other applicable
payers. For example, some MACs are offering webinars
to interested Medicare Part B providers. Check their
websites for details.

H
 ave extra cash reserves on hand as October 1
approaches — or make other suitable financial
accommodation — in case you experience short-term
disruption in cash flow during the transition to
ICD-10-CM.

Taking this step is especially important if you rely heavily
on third-party reimbursement.
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Additional Resources

APA Practice Organization
Members of the American Psychological Association
Practice Organization (APAPO) have access to a
web-based application free of charge that provides
information about the ICD-10-CM, featuring diagnostic
codes for Chapter 5. Users are able to navigate content
by searching for key words, browsing a list of featured
ICD-10-CM diagnoses or exploring several graphical
interfaces. Members can use the application by logging
in at my.apa.org and going to “Practice Tools.”
More information about the transition to ICD-10-CM is
available in the Billing and Coding section of the APA
Practice Organization’s Practice Central website at
apapracticecentral.org/reimbursement/billing/index.aspx.
American Psychological Association and state
psychological associations
“A Primer for ICD-10-CM Users”
This spiral-bound resource from APA Books® provides
a helpful overview of ICD-10-CM and contains all of
Chapter 5 (the F codes related to mental, behavioral
and neurodevelopmental disorders) as an appendix.
In addition, the APA Office of Continuing Education
in Psychology offers online programs on ICD-10-CM.
Visit www.apa.org/education/ce/index.aspx and find
available content at the link to “Professional Resources
for Practice.” Meanwhile, various state psychological
associations have produced webinars, articles and
other sources of information for practitioners.
Centers for Disease Control and Prevention – free
tabular list of ICD-10-CM codes available for
download
The ICD-10-CM Tabular List of Diseases and Injuries
available free of charge from the federal government
is useful to download for handy regular reference. It
opens with a table of contents that lists the chapters in
ICD-10-CM and includes links to each. To download
this list, visit the Centers for Disease Control and
Prevention web page at www.cdc.gov/nchs/icd/
icd10cm.htm, scroll down to the section labeled “FY
2015 release of ICD-10-CM” and select “ICD-10-CM

List of codes and Descriptions.” This will open an
FTP directory. Select “ICD10CM_FY2015_Full_PDF.
zip” to access a PDF version of the document. Open or
save the file to your computer, and then open the PDF
labeled FY15_Tabular.
Centers for Medicare and Medicaid Services
www.cms.gov/ICD10
The ICD-10 landing page on the Centers for Medicare
and Medicaid Services (CMS) site features fact sheets,
FAQs, checklists and other helpful resources. You can
use the link on this page to sign up for e-mail updates
from CMS. Among the many resources available is
“Road to 10: The Small Physician Practice’s Route
to ICD-10” available online at www.roadto10.org.
While tailored to “small physician practices,” this
CMS resource has helpful information and guidance
for other health and mental health professionals,
including practicing psychologists. It includes
FAQs and videos, as well as templates to use when
reviewing ICD-10 readiness with your billing service,
clearinghouses and other outside vendors. “Road to
10” also contains questions to ask payers with which
you work.
Mobile apps and web-based code conversion tools
Numerous online tools are available to assist health
and mental health professionals — for example,
www.icd10data.com/Convert. If interested, go to the
app store for your platform (Apple, Android, etc.) and
search for ICD-10-CM products. Check out the price
and customer reviews for various options. Some of
these apps and other web-based tools are free, and
many more are available for a nominal price.
Keep in mind that, while the tools may be helpful,
there are limitations to their use. An overreliance on
code conversion, or “crosswalk,” tools may result in
choosing incorrect codes, given the far more numerous
ICD-10-CM codes available compared to ICD-9-CM.
Users should get in the habit of checking the results
of conversion tools against the complete list of ICD10-CM codes to ensure an appropriate degree of
specificity in their choice of code.

Current Procedural Terminology (CPT®) copyright 2015 American Medical Association. All rights reserved.

When big decisions
are being made that
affect practitioners, the

APA Practice Organization
is at the table.
Find out how we are
advocating on your behalf.

You’ll also find
information on:

Visit apapracticecentral.org to
learn more about our advocacy efforts.
Practitioner Helpline: 800-374-2723

You help others. We help you.

u Billing and coding
u HIPAA compliance
u PQRS
u And much more
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Public Education

Telling Psychology’s Story
Self-described “narrative fundamentalist” Andy Goodman
offers tips for public outreach.

I

’m often accused of
being a narrative
fundamentalist,”
admits Andy Goodman,
author of Storytelling as Best
Practice and director of the
Goodman Center in Los
Angeles. “What that means
is I have a really strict
definition for what makes a
good story.”
Drawing on his past as
Andy Goodman
a writer for television,
Goodman shared that
definition plus tips for using storytelling for advocacy at the
March 2015 State Leadership Conference sponsored by the
APA Practice Organization and APA (see sidebar on page 7).
Following the conference, Good Practice talked to Goodman
about how psychologists can use narrative in a different way:
educating the public about psychology’s value.

Q: How did you get interested in storytelling?
A: When I started my firm in 1998 to help nonprofits
communicate better, I’d often ask people to tell me a story
about their work, so I’d have a feeling for what they did. They
wouldn’t have a story. They’d say, “Oh, you need to talk to
communications, they’ve got the stories.” I realized there was
this incredible communications tool everyone uses every day,
but nonprofit leaders weren’t using it. Instead, they’d respond
with mission statements, bullet points or factoids. They were
able to quantify the impact they were having, but human
beings don’t relate to numbers. If you tell the story of one
person who’s suffering, then tell me there are 17,000 people
like that in our community, then that number has meaning.

Q: Do psychologists make the same mistake?
A: You would assume that because so much of what
psychologists do is listen to people tell stories, they would
have a basic understanding and respect for the power of
narrative and would therefore use it in their work. I think
something happens where people think, “Oh, now it’s time to

talk about my work. I need to put on a professional attitude
and start speaking in bullet points, facts and numbers
because that’s the language of business.”
People say, “We are good at what we do, not good about talking about it. We work with at-risk youth from underserved
communities, blah, blah, blah.” Intellectually, I understand
what you just said, but I’m not getting a picture. I can’t say I
feel it. Just tell me a story about one person you helped, one
family, one community where you made a difference.
Psychologists are in the business of changing the stories in
people’s heads about the way the world works and about
the way their lives are. That’s why it’s so important that you
focus on how to tell the kind of story that gets inside people’s
heads and stays there — that they remember, retell and
constantly refer to.

Q: How could a reliance on numbers hinder
psychologists’ ability to get their message out?
A: People feel that if they tell a story, it will be just a story. It’s
anecdotal, by definition. They think people will discount it
until they can present numbers. What I like to remind people
is that until you tell a story, people may not be interested in
your numbers. It’s the story that gets them to stop, look, listen
and possibly even reframe how they see an issue. Stories
are the software that programs our brain to accept or reject
data. If people already have a story in their brains that says
your information is unimportant or unbelievable, all the data
in the world isn’t going to change their minds. And people
remember stories. There’s a saying: In a two-hour speech,
people will remember the two-minute story.

Q: What kinds of stories should psychologists tell?
A: If a psychologist talks about different problems in the
community they were able to address successfully, that
makes the case for psychologists — whether at the Rotary
Club or wherever the audience is. A simple story with
a beginning, middle and end would have much greater
resonance than saying, “We have an issue, it affects this
percentage of people and psychologists can help.” No one
feels anything when you take such a broad perspective.
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Think about the points you want to make with the group
you’re speaking to. For every major point, it’s great to have a
story to illustrate it. If you say that psychology helps children
in your community, that’s a lovely point. If you say, “In
fact, we have served more than 625 children,” that’s a nice
number, but I can’t tell you that my pulse just started racing.
But if you say, “Let me tell you the story of a little boy who
came to my office with his mother,” then you’re illustrating
how you help children — or veterans, or whoever else.
Whatever points you make will remain abstract until you tell
a story that brings them to life.
When someone expresses emotion to you, you can’t help
but reflect it. Stories bring out emotions and allow others to
feel them and connect with us. Ira Glass, the host of “This
American Life,” says, “Stories are engines of empathy.”

“If you tell the story of one person who’s suffering,
then tell me there are 17,000 people like that in
our community, then that number has meaning.”

Q: What are the elements of an effective story?
A: Every single person knows how to tell a story. It’s in your
DNA. You’re a storyteller by nature.
Let’s look at the architecture of stories. All good stories
introduce us to a protagonist, the person you’re going to
follow through the story. We find out something about that
person — when and where they are, their world in balance.

Storytelling for Psychology Advocacy
Shortly after Dr. Vanessa Jensen’s family member moved
into a nursing home in rural Ohio, the relative began
experiencing verbal outbursts and crying episodes that did
not make sense. The facility assumed she was in pain and
wanted to increase pain medication. Dr. Jensen, a licensed
psychologist and the federal advocacy coordinator for
the American Psychological Association’s Division 54
(Society of Pediatric Psychology), wanted a psychologist
to consult. However, as she told staff for Sen. Ron Portman
(R-OH), unnecessary physician oversight requirements
in Medicare meant the nursing home could not obtain
a psychologist — because there was not a physician
available to provide supervision. The relative’s distress
went untreated.
This is just one of the stories about barriers to patient
care that psychology leaders from around the United
States took to their members of Congress in March 2015
as part of the 32nd annual State Leadership Conference
(SLC) sponsored by the APA Practice Organization
(APAPO) and APA.
The 2015 SLC included a focus on storytelling as a
powerful advocacy tool. Along with a plenary session on
the power of storytelling, the Congressional Management
Foundation (CMF) provided a workshop for the APA
Practice Organization’s federal advocacy coordinators on

crafting personal stories that demonstrate the impact of
public policy on people’s lives while capturing the hearts
and minds of lawmakers.
During visits with members of Congress and their
staff, SLC participants like Dr. Jensen wove APAPO’s
legislative advocacy messages into their own stories of
how these issues affect patient access to care and the
practice of psychology. Obstacles are critical to good
stories, and our legislative advocacy “asks” represent
the obstacles facing professional psychology today:
• Halt plummeting Medicare payment levels for
psychologists
• Improve access to care by adding psychologists to
the Medicare “physician” definition
• Make psychologists eligible for federal incentive
payments for implementing electronic health record
keeping systems
Practitioners’ stories give meaning to our advocacy
messages and can help build connections with members
of Congress and their staff. If you have a story that
relates to one of our legislative advocacy priorities
listed above, please share it with APAPO by emailing
pracgovt@apa.org.
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mind. First, people can only track so many details. Keep your
story as lean as possible without losing color. Second, make it
visual. The more visual you make it, the more people can see
it in their mind’s eye. If you describe a woman with red hair
wearing a pink dress and driving a yellow car, right away we
see that image.
If you’re telling a story on the web, remember that people
don’t do a lot of reading off screens these days. Video or audio
is a better way to tell a story. People will watch a two- to
three-minute video more often than they’ll read 800 to 1,000
words. There’s a book I recommend: How to Shoot Video
That Doesn’t Suck: Advice to Make Any Amateur Look Like
a Pro by Steve Stockman, a director in Hollywood. Aware of
this incredible explosion of video on the Internet, so much
of it bad, he has come up with simple guidelines about
composition, pacing, editing and lighting that will make your
video more watchable.

But then something happens — the inciting incident —
that out of the blue throws the world out of balance. Now
the protagonist has a goal, one that’s not easily attainable.
What happens next is critical: On the way to the goal, the
protagonist has to run into some kind of barrier. If there’s no
barrier, there’s no tension and no story. Until “I want” runs
into “You can’t,” you don’t have a story.
With every new barrier, there’s more drama, more tension,
more interest. When we get past the last barrier, we get to the
goal or resolution: how the story ends and what it means. It
may or may not be the attainment of the goal, but something
that changed them or the world around them.
What you’re looking at here is a three-act structure. Act One
is who it’s about and what they want. Act Two is the pursuit
of the thing and solving problems. Act Three is what happens
and what it means. This is not my construct. It’s the human
experience of storytelling for thousands of years.
If a story has all these elements, then you have a story people
relate to, that can change the way they think, feel or behave.
That goes for policymakers on Capitol Hill or businesspeople
at a Rotary Club.

Q: How does storytelling differ depending on the
medium, whether someone is giving a speech or
creating a practice website?
A: If you’re going to tell a story to a group, where all they
have is you in the front of the room and the words that come
out of your mouth, there are a couple of things to keep in

On a website, you can tell the story differently because you
have visual aids. If you have a picture of a person you’ve
helped, that saves you hundreds of words of description.
The text itself doesn’t have to carry all the burden.

Q: How can psychologists tell stories about the
people they’ve helped without breaching
confidentiality?
A: There are a couple of avenues. The first is simply to
change the names and a few facts, after getting the person’s
permission to tell his or her story. In larger communities,
that can work fine. If you’re going to tell someone’s story
with actual details, you’ll need to have written permission
from the person, whether you’re going to use their name
or a pseudonym. You never want to put yourself in the
position of telling their story without permission. There are
legal liability and ethical issues.
Now some people say, “Our community is so small and we all
know each other so well that even if I change names and facts,
everybody would know who I’m talking about.” In that case,
you can create composite characters. You’d say, “This is the
story of Rebecca. Everything that happens to Rebecca in this
story happens to real women I deal with, but Rebecca is not
one woman — she represents many women.” There’s nothing
fabricated. The threads are drawn from different stories to
protect privacy, but still convey the intimacy and details of
a real person.
For more information, visit thegoodmancenter.com.

LIVE WEB CONFERENCE

from world-renowned psychiatrist

DR. ANTHONY BATEMAN
Day 1 • Thursday October 8th, 2015 (6 hours)

Mentalization-Based Treatment: Theory and Applications
Day 2 • Friday October 9th, 2015 (6 hours)

Applications of Mentalization-Based Treatment
to Special Populations: Antisocial Personality Disorders,

PAID ADVERTISEMENT

Avoidant Personality Disorders, Adolescents and Families

REGISTRATION AND INFORMATION

www.porte-voix.qc.ca

porte-voix@videotron.ca • 418 658-5396
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EVOLVING ROLES FOR PSYCHOLOGISTS

Innovator and Advocate for Behavioral Health
Practitioner Profile: Traci L. Bolander, PsyD

W

hen Traci
Bolander, PsyD,
launched her
private practice in 2006,
it was just her and a small
office.
Almost a decade later,
Bolander directs a Newark,
Delaware-based practice
with more than 30
psychologists, psychiatrists
and therapists, more
Traci L. Bolander, PsyD
than 20 support staff,
two clinical sites and an
administrative office. Meanwhile, she’s helping to shape
the future of health care in Delaware. And she has even
bigger dreams for Mid-Atlantic Behavioral Health, LLC.
“Our goal is to be viewed as an innovator and advocate in
the area of behavioral health,” says Bolander.

Rapid growth
Bolander didn’t start out as a psychologist. Although an
abnormal psychology class her last year of college tempted
her to change her major, her advisor wouldn’t allow it and
she stuck with education. After 13 years as an elementary
school teacher and guidance counselor, she earned a
doctorate in clinical psychology at Immaculata University
in 2004.
A postdoc piqued Bolander’s interest in forensics, so she
spent the next few years working as a prison psychologist
and then directing mental health services for Delaware’s
corrections system. But she soon longed for direct clinical
work and launched a part-time private practice specializing
in assessment.
“It quickly got to the point where I had more business than
I could handle,” remembers Bolander. “I decided I wanted
to build a practice where I could have lots of different
kinds of people so everyone didn’t have to be a specialist
in everything: We could pool all our resources to provide
what patients really needed.”

“We’ve done a great job integrating mental
health. Now we have to think about the
whole body.”
The services that Mid-Atlantic Behavioral Health now
offers go far beyond the traditional individual, family,
couples and group outpatient therapy. There’s also a
suboxone program for those with opiate addiction. There’s
an assessment center staffed by psychologists and a
neuropsychologist. The practice has even built special
parent-child interactive therapy rooms as part of its
specialty children’s services.
“We’ve done a great job integrating mental health,” says
Bolander, describing Mid-Atlantic as one-stop shopping for
behavioral health needs. “Now we have to think about the
whole body.”
That means working with medical professionals focused
on patients’ physical problems. The practice already
collaborates with physicians, thanks in part to its electronic
medical record system. “As soon as patients start with us,
we communicate with their physicians,” says Bolander,
adding that the practice has developed relationships with
primary care practices and specialty practices in cardiology
and neurology.
The integration goes deeper in Mid-Atlantic’s soon-toexpand work with a medical clinic at the University of
Delaware. Mid-Atlantic staff provide mental health services
to Parkinson’s patients as part of a research team at the
clinic, for example. The practice has also worked with a
large hospital to create a streamlined process that allows
the therapists embedded in its primary care and specialty
offices to refer patients to Mid-Atlantic for additional care.
“Our goal is to be as integrated into primary care as we
can,” says Bolander. That approach could broaden mental
health services beyond weekly psychotherapy visits, she
says, explaining that psychologists and other mental health
practitioners embedded in primary care offices could meet
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many patients’ needs. “It no longer has to be one-size-fitsall,” she says.
The practice’s approach has proven successful. “We’ve had
20 to 30 percent growth every year we’ve been in business,”
says Bolander, adding that the practice sees up to 4,000
patients a month.
But growth for its own sake doesn’t work, warns Bolander.
Last year, the practice opened a new site, renovated and
expanded its main facility, switched electronic medical
record systems, hired a consultant to help with rebranding
and transitioned practitioners from being independent
contractors to employees. While patient care didn’t suffer,
says Bolander, it was too much change too fast.
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health representatives on the center’s board of directors, she
was nominated by other stakeholders to fill that void. Her
appointment to the board was helped by the fact that by
then, she already knew all the key players. “I’m not shy,”
she says. With a $35 million grant from the US Centers for
Medicare and Medicaid Services, she and her fellow board
members are now figuring out how to shift Delaware’s health
care system toward integrated service delivery and its fee-forservice system toward pay-for-performance.

“It has to be strategic growth. You have to
figure out where health care is going and build
accordingly.”

Emerging opportunities
While it’s tempting to grow ever bigger, says Bolander, she
now knows it’s more important to focus on what the practice
does best — enhancing mental health on an outpatient basis
— and partner with professionals who have other expertise.
“It has to be strategic growth,” she says. “You have to figure
out where health care is going and build accordingly.”
That’s exactly what Bolander is doing. While she still sees
a few clients and handles the occasional forensics case,
she spends most of her time building relationships with
primary care practices, hospitals and insurance companies;
monitoring national trends; and finding ways to take
advantage of opportunities. She has even undertaken the
University of Massachusetts Medical School’s certificate
program in primary care behavioral health to help her stay on
top of health care trends.
Bolander is also helping to shape those trends through
the Delaware Center for Health Innovation, a nonprofit
organization charged with implementing health care reform
in the state.
Noting that it’s easy to get involved in a small state like
Delaware, Bolander first became active in health care reform
by attending the state’s stakeholder meetings. “I got involved
as a matter of survival,” says Bolander, immediate past
president of the Delaware Psychological Association. While
attending such meetings can be challenging for psychologists
who depend on billable hours, she says, “Our take was we
can’t afford not to go.”
When Bolander pointed out that there were no behavioral

One recent success of Bolander’s was ensuring that the
physicians on the board didn’t scrap the depression
screening measure on the common “scorecard” that Medicaid
and private insurers in the state will use to determine pay-forperformance amounts. Although depression screening is the
only behavioral health item on the scorecard, says Bolander,
the physicians argued that they wouldn’t know what to do if
patients screened positive. Teaching other professionals how
to address behavioral health concerns is a huge opportunity
for psychologists, says Bolander.
Mid-Atlantic is already developing a free education series
to keep local behavioral health practitioners up-to-date. The
practice is also training the next generation of practitioners
to work in this new health care environment. The University
of Delaware is just down the street, so the practice offers
internships to undergraduates. This first exposure to the
mental health world has convinced many of these interns
to go on to doctoral programs. The practice is also part of
Immaculata’s internship consortium and trains one or two
predoctoral interns a year. In addition, the practice offers
practicum placements in clinical work and assessment. There
are also one to three postdoctoral residents a year.
One of Mid-Atlantic’s current priorities is to bring local
behavioral health practices together to develop a stronger,
unified voice through such activities as a breakfast group, an
initiative managed by Bolander’s husband Curtis, who serves
as the practice’s director of practice development.
“I’m always up for new challenges,” says Bolander. “I tend to
be a person who always says, ‘What’s next?’”

12

APA PRACTICE ORGANIZATION

HEALTH CARE REFORM

The Medicare Access and CHIP
Reauthorization Act of 2015:
Learn about the new law that
changes future Medicare payment.

B

ased in part on the APA Practice Organization’s
advocacy efforts over the last decade, Congress has
repealed the Medicare Sustainable Growth Rate
(SGR) formula once and for all.
In March 2015, the House of Representatives passed by an
overwhelming margin a new Medicare payment law known
as the Medicare Access and CHIP Reauthorization Act of
2015 (MACRA). The Senate followed suit in mid-April, and
President Obama signed the bill into law on April 16.
Under the new law, psychologists and other Medicare
providers are permanently spared a 21.2 percent across-theboard Medicare payment cut.
In repealing the flawed SGR formula — enacted in 1997 to
control Medicare spending — MACRA replaces it with a
series of fixed percentage increases in reimbursement rates.
The law establishes an incentive payment program called
the Merit-Based Incentive Payment System (MIPS), which
combines several current incentive programs into one
consolidated program. Further, health care providers who
participate in alternative payment models (APMs) receive
bonus payments. The new law also extends funding for
the Children’s Health Insurance Program (CHIP) through
September 30, 2017.
The following questions and answers provide additional
information about MACRA.

Q
A

 hat effect does MACRA have on my Medicare
W
payments?

MACRA will have a significant impact on how all
health care providers, including psychologists, are
paid by Medicare. One of the most important changes
under MACRA is the repeal of the SGR, an element in the
Medicare payment formula that for many years would have
lowered payments considerably had it not been repeatedly
blocked by Congress. In its place, MACRA gives providers
neutral or modestly positive annual adjustments as follows:

QA
&

for Psychologists

•
•
•
•

January 2015 – June 2015
July 2015 – December 2015
2016 – 2019
2020 – 2025

0%
0.5%
0.5%
0%

Yet, Medicare payments in future years ultimately will be
governed by a combination of factors. See the sidebar on
the next page for details.

APA Practice Organization
advocacy to repeal the SGR
For many years, Congress was entrenched in a pattern
of avoiding Sustainable Growth Rate (SGR) payment
cuts by passing legislative “patches” to postpone
the scheduled cuts. The APA Practice Organization
(APAPO), along with other health care organizations,
has advocated on the SGR issue for more than 10 years.
During the last two years alone, APAPO formally
commented on proposed SGR legislation on six
different occasions, focusing primarily on repealing
the SGR and ensuring that psychologists would be
treated equitably with other providers in any post-SGR
Medicare payment system.
In October 2013, for example, the House and Senate
committees having jurisdiction over the issue released
a draft of proposed SGR repeal legislation. APAPO
submitted a five-page comment letter pointing out,
among other things, that the draft appeared to make
psychologists ineligible for key aspects of the proposed
incentive payment system. Following our APAPO
comment letter, the next draft of the legislation shared
with the health care community clarified that providers
would be scored only on those categories for which
they are eligible to participate.
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#
Q
A

What happens after 2025?

Beginning in 2026, the annual update will differ
depending on whether or not the provider is
participating in an alternative payment model (APM). For
2026 and subsequent years, the update for providers in APMs
will be 0.75% while the update for those providers not in
APMs will be 0.25%.

Q
A

What is considered an alternative payment
model (APM)? Do I have to be involved in one?

APMs are health care delivery and service models that
differ from traditional fee-for-service in that the APM
assumes a risk of financial loss and incorporates quality
measures. There are a variety of different APMs, including
accountable care organizations, patient-centered medical
homes and bundled payment arrangements.
Although MACRA offers an incentive to participate in APMs
through the higher annual update starting in 2026, providers
are not required to be in APMs. MIPS applies to providers
who are not furnishing services through APMs.

Q
A

What is the Merit-Based Incentive Payment
System (MIPS) and how does it affect
psychologists?

MIPS will replace three current Medicare programs:
the Physician Quality Reporting System (PQRS), the
Value-Based Payment Modifier (VM) and the Meaningful Use
incentives for electronic health records (EHRs).
MIPS will be implemented in phases. The first phase, staring
in 2019, will only include physicians, nurse practitioners,
physician assistants, clinical nurse specialists and certified
registered nurse anesthetists. Psychologists can expect to be
added two years later when the U.S. Department of Health
and Human Services (HHS) will make additional providers
eligible for MIPS.
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Additional factors govern future
Medicare payment levels
The Medicare Access and CHIP Reauthorization Act
of 2015 (MACRA) affects Medicare payment levels for
many years to come. But other important factors will
also substantially influence future payment amounts.
In essence, MACRA affects one component of the
Medicare payment formula — the SGR. The new law
does nothing to change the core payment formula with
its focus on “relative value units” (RVUs) developed
annually by the Centers for Medicare and Medicaid
Services (CMS) and the American Medical Association.
In November of each year, CMS releases a final
Medicare fee schedule for the following calendar year
with national payment levels reflecting updated RVUs.
The payment formula — and the “practice expense”
RVU in particular — has unfairly penalized
psychologists and been the main culprit behind
declining payment rates for psychological services in
recent years. The APA Practice Organization continues
to engage in both legislative and regulatory advocacy to
find a solution for fixing the flawed Medicare payment
formula.
Meanwhile, the Budget Control Act of 2011, known
as sequestration, included an annual two-percent
reduction across the board for all Medicare provider
payments through 2024. The Bipartisan Budget Act
of 2014 extended that reduction for an additional two
years.
So going forward, Medicare payment levels will reflect
several factors: annual payment updates (increases or
decreases) from CMS; sequestration; and the payment
provisions in MACRA.

14

APA PRACTICE ORGANIZATION

MIPS will use a new set of measures and activities under
four performance categories to create a composite score for
each MIPS-eligible professional. The composite score will be
used to determine individualized incentive payments. Unlike
the current PQRS program, MIPS provides credit to eligible
professionals for partially meeting the performance criteria.
The four performance categories and their weightings are:
• Quality (30 percent)
• Resource use (30 percent)
• Clinical practice improvement activities (15 percent)
• Meaningful use of certified EHR technology (25 percent)
The measures for quality, resource use and meaningful use
will initially come from the existing programs (PQRS, VM
and EHR technology). The measures for clinical practice
improvement activities will be determined by HHS but must
include expanded practice access, population management,
care coordination, beneficiary engagement, patient safety and
patient assessment and participation in an APM.

Q
A

I don’t use EHRs in my practice. Will my
payments be cut because I can’t meet the
“meaningful use of certified EHR technology”
criteria noted in the preceding answer?

No. Psychologists and other behavioral health providers will not be penalized for failing to use EHRs since
they are not classified as “meaningful users” under current
law. HHS will assign different scoring weights to each performance category based on the extent to which the category
applies to the type of MIPS-eligible professional in question.

Q
A

I only see a few Medicare patients. Is there a
way out of MIPS besides being in an APM?

Possibly. MACRA allows providers to be exempt
from MIPS if they meet an undefined low-volume
threshold. It will be up to HHS to determine what qualifies
as a low-volume threshold.

Q
A

Do I still have the ability to opt out of
Medicare and privately contract with
patients?

Yes, and MACRA makes the opting out process
easier. Once you submit your initial affidavit
indicating you are opting out, each two-year renewal of the
opt-out will now occur automatically. You no longer need
to furnish your Medicare Administrative Contractor (MAC)
with a new affidavit every two years. If you decide not to
continue to opt out, then you must notify your MAC at least
30 days before the end of the current opt-out period.

Q
A

How will Medicare implement the provisions
in MACRA?

Many of the steps that must be taken to put
MACRA’s changes into place are still unknown. The
new law will be implemented by HHS, which will draft
federal regulations for putting MACRA requirements into
practice. The rulemaking process allows for notice and
comment, so stakeholders like the APA Practice
Organization can review proposed rules and recommend
changes before the rules are finalized.

Help consumers find you.
The Psychologist Locator
A benefit of your Practice Assessment

Create or update your listing at

psychologistlocator.org
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Marketplace Trends

Going Big with Alternative Practice Models
Entrepreneurial psychologists find
opportunities in health care reform.

F

or some practicing
psychologists, the nation’s
evolving health care system isn’t
cause for concern. Instead, they
believe the changes are opening
up new opportunities for
psychologists to thrive while
simultaneously improving
patient care.
Faced with the changes the
Affordable Care Act is ushering in, these
practitioners have developed alternative practice models
that are much more expansive than traditional models, says
Shirley Ann Higuchi, JD, associate executive director for
legal and regulatory affairs in the American Psychological
Association’s (APA) Practice Organization.
In one case, going big has given practitioners the power to
negotiate a new relationship with a major payer. In another,
a growing, multidisciplinary practice has created “one-stop
shopping” that both patients and health care providers
appreciate. In still another example, psychologists are
creating a network that will negotiate contracts for mental
health professionals and get patients the care they need
faster than ever before. Says Higuchi, “These are cuttingedge entrepreneurs.”

Building power with payers
One of these entrepreneurs is Vincent J. Bellwoar, PhD, chief
executive officer of Associates of Springfield Psychological in
Springfield, Havertown and West Chester, Pennsylvania.
For the last 25 years, the practice has been slowly growing.
These days the multidisciplinary practice includes 85
psychologists, psychiatrists, social workers and other
clinicians. But that’s not big enough to handle where

“Size does matter. The larger you are, the
more you get payers’ attention.”
health care is going, Bellwoar and his staff believe. That’s
why he and two other large practices are exploring coming
together in a new configuration, integrating clinically while
remaining fiscally separate.
Together the three practices approached Aetna Behavioral
Health about how a planned group collaboration model
could offer better patient care than each could offer
separately. Aetna was impressed, says Bellwoar. “Size
does matter,” he says. “The larger you are, the more you
get payers’ attention.” Other attention-getters included
the planned collaboration’s inclusion of psychiatrists
and medication management services, co-location and
integration with primary care practices and the ability to
mine data.
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Aetna had suggestions of its own. During a four-hour
meeting to flesh out how the collaboration could improve
patient care, Aetna explained its desire to shift from a feefor-service system to a “value-based” system. Over the next
few years, Bellwoar explains, the company plans to shift
the majority of its mental health contracts to value-based
contracting. Bellwoar’s group is now one of four group
practices around the country that will be participating
in a pilot program with Aetna to develop value-based
contracting; the larger collaboration Bellwoar put together
will be included in this pilot program.
The value-based contract would provide financial
incentives for achieving several benchmarks. These
include timely access to providers including having a
sufficient amount of timely psychiatry coverage; the use
of evidence-based assessment and treatment progress
tools; collaboration with medical providers; and follow-up
with members who leave treatment prematurely. Another
criterion is the use of electronic health records, which
not only helps the collaboration mine data for proving
its value, but also makes it easy for them achieve another
benchmark requiring patient satisfaction surveys.

“Psychologists need to make that jump to
thinking about insurers in a much less
adversarial way and more in a partnering way.”
The beauty of our relationship with Aetna, says Bellwoar,
is that the collaborating practices will be able to sit at
the table and help the company decide the details of
these criteria. For example, Bellwoar and his colleagues
persuaded Aetna to redefine timely access, collaboration
with medical providers and “follow-up” with patients
leaving treatment early. This relationship, cultivated over
the last few years, represents a “culture change” in the way
psychologists interact with payers, says Bellwoar.
“Psychologists need to make that jump to thinking about
insurers in a much less adversarial way and more in a
partnering way,” he says.

Creating a multidisciplinary corporation
Geoffrey D.P. Kanter, PhD, president of Comprehensive
Med-Psych Systems Inc., in Sarasota, Florida, is another
psychologist for whom going big is the answer to the new
health care system’s challenges.
The corporation already has 18 locations in Florida,
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plus new practices in Indiana and Alabama. In addition
to growth from referrals, says Kanter, “We’re looking at
acquisitions, which includes buying practices and merging
with other practices, taking on their pieces and adding to
ours, using our infrastructure to make them grow.”
The corporation is highly multidisciplinary. The 90
clinicians include psychologists, health psychologists,
neuropsychologists, postdoctoral fellows, social workers,
licensed counselors and specialists in transcranial magnetic
stimulation, biofeedback, neurofeedback and cognitive
rehabilitation.
“Having multiple different specialties within one practice
gives you ‘one-stop shopping,’” says Kanter, adding that
turf battles evaporate when practitioners are all working
together to improve treatment. “A comprehensive menu
of services drives credibility and external referrals, and
the size and multidisciplinary nature of the group drive
influence with insurance companies and payers.”
A sophisticated electronic health record system helps this
large group work together efficiently. The all-in-one system
includes an online calendar, billing and credit card system,
online prescribing, encrypted email and a phone and
instant messaging system in addition to standard electronic
health records. “You can’t do this by paper and pencil,”
says Kanter.
Kanter is also intent on putting its clinicians in all kinds of
settings, not just regular outpatient offices. It currently has
practitioners in schools, hospitals, primary care practices,
pain clinics and even a sports training facility.
One key venue in the evolving health care system is the
patient-centered medical home, which integrates mental
and behavioral health services with medical services.
The numbers alone show how promising this development
is for psychologists, says Kanter. While the typical
psychotherapist has a case-load of just 30 or 40 patients per
week, he says, primary care practices often have a case-load
of 1,000 patients. This means that psychologists will be
able to offer their crucial services to a much larger pool of
patients. The development will also improve care, he says.
“Currently, primary care providers are the nation’s de facto
mental health system” says Kanter. “And pharmacotherapy
is the most widely recommended treatment.” Dr. Kanter
believes that expanded, multi-disciplinary practices like
his will be one of the solutions — providing improved
outcomes and cost savings which will ultimately prove the
value of psychology within the larger health care industry.

continued on page 18
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Taking Steps Toward Integrated Care
Think what happens when an overweight patient
sees his primary care physician, says Douglas Tynan,
PhD, APA’s director of integrated health care. In the
12-minute visit, the physician is likely to tell the patient
to start exercising, stop drinking soda and change
other habits. When the patient returns a year later, he’s
four pounds heavier, his blood pressure is up, and the
physician sighs, “Gee, they just don’t listen.”
A psychologist, on the other hand, might help the
patient think about the consequences of inaction, set
goals and decide what to tackle first. That approach,
says Tynan, explains why psychologists bring such
value to the health care system.
“The on-ramp to integrated care starts with a new way
of thinking about health — understanding that your
interventions have a direct impact on health,” says
Tynan. “You have a lot to offer the new health care
system.”
As the system continues to evolve, three trends provide
additional incentives for psychologists and primary care
providers to integrate their work. First, the Affordable
Care Act emphasizes patient-centered medical homes
where all care is coordinated. New payment models
shift the focus from quantity to quality of services, as the
fee-for-service model gives way to models that reward
improved outcomes. “If you help patients get healthier,”
says Tynan, “you should be part of reimbursement.”
Plus, primary care is booming.
There’s no “one-size-fits-all” when it comes to integrated
care, says Tynan. And integration doesn’t have to mean
anything radical, he emphasizes. Solo practitioners and
small practices can start small.
One first step might be to start using and advocating for
the health and behavior codes, which give psychologists
a way to bill for behavioral services provided to patients
with physical problems, such as helping a child with
diabetes overcome fears about injections. Using the
codes helps legitimize the idea that psychologists’ work

is directly related to health during the transition from a
fee-for-service system to one that reimburses providers
based on quality and outcomes, says Tynan.
Solo practitioners can also approach physician groups
and offer to help them. Tynan provides several tips:
• Offer to help with screening. The Affordable Care
Act mandates that physicians offer patients screening
and counseling for conditions such as obesity,
depression, tobacco use and intimate partner violence.
Psychologists have the expertise to help with these
time- and labor-intensive tasks, says Tynan. Once
problems are identified, psychologists can offer to treat
them. “This is old-fashioned practice building,” says
Tynan.
• Assess a medical practice’s needs. Begin by
researching your area’s demographics, Tynan suggests.
In one community, a primary care practice’s patients
might consist mostly of young families; in another,
they might be retirees. Then meet with the practice and
ask what brings patients in — wellness visits, acute
illness or chronic conditions, for example — and what
problems the practice finds most difficult to manage.
• Help manage a practice’s most difficult clients. Design
treatment for a practice’s most hard-to-manage and
high-cost patients, typically those with both chronic
physical problems and mental health diagnoses. It’s
also important to track outcomes and costs, so that
psychologists can demonstrate why they deserve a
share of reimbursement.

Of course, says Tynan, specialty mental health care isn’t
going to go away. But with the growing emphasis on
patient-centered medical homes, practices will be less
likely to refer patients out unless they have very serious
problems.
Psychologists can choose to participate or not in the
changing health care system, says Tynan. “But,” he says,
“if you make the choice not to participate, you want to
make sure it’s an informed choice and not because you
got left out.”
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Psychologists can also help drive down medical costs,
Kanter emphasizes. Having a psychiatric diagnosis on top
of a heart attack, diabetes or other serious medical problem
drives medical costs much higher, he points out, while
treating those psychiatric conditions reduces medical costs
substantially. “That changes the demand for psychologists,”
says Kanter.

Creating a “plug and play” model
Behavioral Care Management LLC, of northern Illinois, is
another innovative practice model designed in response to
the changing health care system.
Recognizing that many solo practitioners are worried
about the changes that health care reform is bringing,
Keith A. Baird, PhD, and colleagues are creating a system
that will allow mental health professionals to maintain
their independence while allowing a new consortium to
negotiate contracts on their behalf. Co-founder and chief
executive officer Baird describes it as a “plug and play
model” that allows health care professionals simply to
join a model that handles complicated matters including
clinical integration on their behalf.
While it was psychologists who created Behavioral
Care Management and currently dominate its emerging
network, says Baird, the consortium is open to all kinds
of mental health providers. The network already includes
psychiatrists, master’s level therapists, licensed clinical
professional counselors, certified addictions counselors and
others in addition to psychologists. “We’re a management
services organization,” says Baird, explaining that the
organization will organize providers and negotiate with
payers rather than directly delivering services itself.
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continued from page 16

“They’re going to be different from what we do
now, but if we play our cards right, the need
for behavioral health care is positively going
to explode when we offer our services and
demonstrate what we can do in traditional
medicine.”

them without a follow-up appointment. “They make 20
calls to find a provider, only to find a provider who can
only see that person in six weeks,” says Baird. “They’ve got
someone who has to get out of the hospital today.”
That won’t happen with the new network, says Baird.
Specific providers will be responsible for emergency
coverage, and others can note cancellations or other
unexpected openings in the network’s integrated, cloudbased calendar. That means the “gatekeeper” can find care
for patients in crisis with one glance at the calendar rather
than multiple phone calls.
The organization is currently building its provider panel, a
first step for attracting an accountable care organization to
contract with. It has hired a director of operations to expand
the network and market its services. And it’s running “proof
of concept” experiments, working with one hospital to
“test-drive” its provider network’s ease of accessibility. The
organization hopes to open for business next year, says Baird.

This network model won’t just help psychologists, says
Baird. It will also help patients, especially those in crisis.

“I’m extraordinarily excited about the opportunities for
behavioral care in the future,” he says. “They’re going to
be different from what we do now, but if we play our cards
right, the need for behavioral health care is positively going
to explode when we offer our services and demonstrate
what we can do in traditional medicine.”

For example, one of the biggest frustrations accountable care
organizations face is an inability to find providers to see
patients being discharged from inpatient units, says Baird.
When they have patients who aren’t distressed enough to stay
in the hospital but still need help, they can’t discharge

For more information about alternative practice models,
including information about related antitrust considerations,
see the April 2015 PracticeUpdate article FAQs on antitrust
issues for alternative practice models at apapracticecentral.
org/update/2015/04-30/antitrust-issues.aspx.
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Get the Facts
on APA Public
Education
Resources
The American Psychological Association (APA)
Practice Directorate offers fact sheets on a
variety of topics that members can download
for distribution to clients and for public
education purposes. These fact sheets are
intended to be helpful for your practice, as
well as for community and public education
activities in which you are involved.
Select fact sheets are available in packets
of 50 for free to APA members. To order
packets, visit the Psychology Help Center
at on.apa.org/pec-brochures.
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Getting Your
Weight under Control

Taking Control of
Your Diabetes

All fact sheets may be reproduced in their
entirety without modification.

HOW PSYCHOLOGISTS CAN HELP
FACT SHEET SERIES
The public often does not often realize the
breadth of mental and behavioral health
issues psychologists are trained to treat. The
APA fact sheet series, How Psychologists Can
Help, informs the public about how
psychologists can help patients manage a
range of chronic health conditions.

Managing
Chronic Pain

Getting a Good Night’s Sleep

Visit www.apa.org/helpcenter to download these resources and more
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Additional Fact Sheets Available For Download
APA’s Public Education Campaign includes a Mind/Body
Health campaign and the Psychotherapy Awareness
Initiative.
The Mind/Body Health Campaign (available online at
www.apa.org/practice/programs/campaign/mind-body.aspx)
emphasizes the central role psychologists play at the
intersection of psychological and physical health.

For a Healthy Mind
and Body... Talk to
a Psychologist

Understanding Depression
and Effective Treatment

Parity Consumer
Guide

The psychotherapy awareness initiative (available
online at www.apa.org/psychotherapy) educates
consumers about the effectiveness of psychotherapy
in treating depression, anxiety and other psychological
concerns.
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Your Health

Harnessing Willpower to
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Understanding Anxiety
Disorders and Effective
Treatment
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