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Effective October 2018, North Carolina Medicaid approved
reimbursement for collaborative care model (CoCM) billing
codes. From October 2018 through December 2019, only
915 of the estimated two million eligible Medicaid benefi-
ciaries had at least one CoCM claim, and themedian number
of claims per patient was two. Availability of reimbursement
for CoCM Medicaid billing codes in North Carolina did not

immediately result in robust utilization of CoCM. Further-
more, the lowmedian number of claims per patient suggests
lack of fidelity to CoCM. A better understanding of barriers to
CoCM implementation is necessary to expand utilization of
this evidence-based model.
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Access to behavioral health services remains limited and
unevenly distributed in many parts of the United States (1).
Furthermore, the COVID-19 pandemic has highlighted the
need to improve access to effective behavioral health treat-
ment across all age groups (2). Broad adoption of the col-
laborative caremodel (CoCM) has been proposed as oneway
to improve access to and quality of behavioral health care,
promote physical health, and reduce overall health care
costs (3, 4).

CoCM is an evidence-based paradigm that integrates
behavioral health care with primary care and that is predi-
cated on the following elements: patient-centered team
care, population health (using a patient registry to ensure
patient engagement and to track symptom improvement),
measurement-based treatment to target behavioral health
outcomes, evidence-based care, and accountability to the
health system (quality assurance and documentation of pa-
tient improvement) (5).

To incentivize the utilization of CoCM in primary care
settings, in January 2017 the Centers for Medicare and
Medicaid Services approved reimbursement for Medicare
CoCM billing codes (6). Soon after this decision, individual
states began approving Medicaid CoCM billing codes, and
North Carolina began reimbursing CoCM Medicaid billing
codes in October 2018 (7).

This column examines the use of CoCMMedicaid billing
codes in North Carolina in the 15 months after the codes
were approved for reimbursement. The primary objective

was to understand whether approval for reimbursement of
these codes resulted in widespread use of CoCM.

The analytic data set was derived from North Carolina
Medicaid 2018–2019 enrollment, institutional, and profes-
sional claims data obtained through the North Carolina
Department of Health and Human Services (DHHS). The
study cohort included all North Carolina Medicaid benefi-
ciaries with at least one CoCM claim (Current Procedural
Terminology [CPT] codes 99492, 99493, and 99494) for any
behavioral health condition between October 1, 2018, and
December 31, 2019. All analyses were performed with SAS,
version 9.4. This study was approved by the Duke University

HIGHLIGHTS

• In the first 15 months that collaborative care model
(CoCM) billing codes were available for reimbursement
through North Carolina Medicaid, only 915 of the esti-
mated two million eligible Medicaid beneficiaries had at
least one CoCM claim.

• Of CoCM codes that were billed, the median number of
claims per patient was two, suggesting possible mis-
coding or that fidelity to CoCM was limited.

• A better understanding of the barriers to implementing
and adhering to CoCM is necessary to inform best-
practice deployment of this evidence-based intervention.
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Health System Institutional Review Board and by North
Carolina DHHS.

From October 2018 through December 2019, a total of
915 patients among the approximately two million eligible
beneficiaries of North Carolina Medicaid had at least one
CoCM claim. Of the patients with CoCM claims, a majority
were adult (73%), female (63%), and non-Hispanic White
(53%) and lived in an urban county (76%). Pediatric patients
were less likely to be non-Hispanic White (32%) and female
(45%) compared with adult patients (61% and 70%, respec-
tively). Among patients with a CoCM claim, the mean age of
adult patients was 57.4 years and of pediatric patients was
11.0 years (Table 1).

The median number of CoCM claims for adult patients
was two (first quartile [Q1]51, third quartile [Q3]55) and for
pediatric patients was one (Q151, Q352). Across the
15 months of the study period, the median number of pa-
tients with at least one CoCM claim in a given month was
137 for adults and 26 for children. Overall, 90% of pediatric
patients and 59% of adult patients had at least one initial-
month claim (CPT code 99492), compared with 35% and

74%, respectively, who had at least one subsequent-month
claim (CPT code 99493) (Table 1).

During October 2018, there were 112 total CoCM claims,
all of which were for adult patients. In December 2019, there
were 298 total CoCM claims, mostly for adult patients (see
the online supplement to this column).

Claims data indicate that adoption of North Carolina
Medicaid CoCM billing codes did not lead to high levels of
utilization of these services in the first 15 months. Although
it is possible that some North Carolina health systems pro-
vided CoCM to patients without billing for care, it is also
possible that simply making CoCM billing codes eligible for
reimbursement did not lead to early adoption of CoCM.
Consequently, at least in North Carolina, approval of Med-
icaid CoCM billing codes alone may not lead to widespread
adoption of CoCM.

Furthermore, among patients with CoCM claims, the
median number of claims received for adult patients was two
and for pediatric patients was one. In the Improving
Mood–Promoting Access to Collaborative Treatment study,
the largest CoCM randomized controlled trial to date,

TABLE 1. Characteristics of North Carolina Medicaid patients who received any collaborative care model (CoCM) services during
October 2018–December 2019

Overall (N5915) Pediatric (N5244)a Adult (N5671)a

Characteristic N % N % N %

Age (M6SD years) 45.0626.2 11.064.6 57.4618.8
Gender
Female 577 63 109 45 468 70
Male 338 37 135 55 203 30

Race and ethnicity
Non-Hispanic White 487 53 77 32 410 61
Non-Hispanic Black 303 33 104 43 199 30
Hispanic 61 7 50 21 11 2
Other or unknown race or

ethnicity
64 7 13 5 51 8

Jointly enrolled in Medicare 397 43 —b —b .380 .55
Urban county of residence 694 76 189 78 505 75

CoCM claims per patient Median Q1, Q3c Median Q1, Q3c Median Q1, Q3c

N of claims 2 1, 4 1 1, 2 2 1, 5
Total N of minutes billed 120 70, 240 70 70, 130 130 70, 300

CoCM claims per month Median Q1, Q3c Median Q1, Q3c Median Q1, Q3c

Total patients 159 126, 198 26 —b, 44 137 117, 172
Total claims 180 127, 217 32 —b, 46 148 125, 185

CoCM claims by code N % N % N %

Patients with initial-month claimd 613 67 219 90 394 59
Patients with subsequent-month

claime
580 63 86 35 494 74

Patients with additional-time
claimf

105 12 33 14 72 11

a Pediatric was defined as ,21 years of age and adult as $21 years of age.
b Cell values were suppressed because of Medicaid minimum cell-size requirements (N$11). The “.” symbol was used in some cells in the same row to prevent
back-calculation.

c Q1, first quartile; Q3, third quartile.
d Current Procedural Terminology code 99492.
e Current Procedural Terminology code 99493.
f Current Procedural Terminology code 99494.
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participants had access to CoCM for up to 12months and had
a mean of 9.2 in-person visits and 6.1 telephone contacts (8).
If CoCMwas being implementedwith highfidelity among those
with North Carolina Medicaid CoCM claims, then we would
expect that many patients would have more than one or two
patient visits. Although it is possible that these patients received
integrated care services that involved a primary care provider,
care manager, and psychiatric consultant, the level of fidelity to
CoCM is unclear given the limited number of sessions.

This North Carolina case study on the approval of reim-
bursement for CoCM Medicaid billing codes has implica-
tions locally and for other states looking to increase uptake of
CoCM. As such, understanding the barriers to adoption of
and fidelity to CoCM is critical to mitigate access challenges.

Many barriers to widespread implementation of CoCM
have been identified, such as discrepancies between Med-
icaid and Medicare requirements, a limited number of pri-
vate insurers that reimburse for CoCM services, variability
in reimbursement rates for CoCM, logistical challenges with
implementing CoCM, and developing a workforce that can
implement this evidence-based model (9). During the study
period, North Carolina faced many of these obstacles.

Although many professionals have demonstrated efficacy
as care managers (e.g., licensed clinical social workers, reg-
istered nurses, and licensed professional counselors) (10),
during the study period North Carolina Medicaid required
that behavioral health care managers who billed for CoCM
be trained at the master’s or doctoral level. Consequently,
programs in North Carolina that may have preferred to use
other professionals as care managers to deliver CoCM, or
that were unable to recruit master’s- or doctoral-level can-
didates into the caremanager role, were not able to launch or
bill for CoCM programs.

Also, even for systems in North Carolina that have ap-
propriate staffing to launch CoCM programs, uptake and
sustainability may be difficult when all private payers do not
support CoCM (9). For example, Blue Cross–Blue Shield of
North Carolina, the largest private insurer in the state, did not
reimburse for CoCM billing codes during the study period.

In addition, the start-up and maintenance costs of CoCM
can be substantial, making development of a CoCM program
seem impractical for many practices and health systems (11).
At the beginning of the study period, North Carolina Med-
icaid nonfacility reimbursement rates for CoCM billing
codes 99492, 99493, and 99494 were $130.64, $104.54, and
$54.08, respectively (7). During the study period, Medicare
nonfacility rates for the same codes were $162.18, $129.38,
and $67.03, respectively (12). It has been proposed that the
adoption and sustainability of CoCM will likely only be
achieved when all payers reimburse for CoCM at or above
Medicare rates (9, 13).

Finally, ensuring fidelity to CoCM will be critical to
achieve positive health outcomes and cost-effectiveness.
During the study period, North Carolina did not have a
statewide mechanism to promote CoCM and ensure
evidence-based training and fidelity to its principles. The

New York State Collaborative Care Initiative has attempted
to address challenges related to CoCM implementation,
utilization, and fidelity by partnering with the University of
Washington Advancing Integrated Mental Health Solutions
Center and assembling a technical assistance team that
provides guidance across sites and program attestations,
thereby ensuring fidelity (9, 14). As such, national and re-
gional technical assistance programs that can train and
support clinicians to deliver evidence-based CoCM while
demonstrating fidelity may be important to ensure effective
care delivery. This need has recently been acknowledged by
Congress in the proposed Collaborate in an Orderly and
Cohesive Manner Act (H.R. 5218), which would provide
start-up costs for practices to adopt CoCM and develop
technical assistance centers (15).

CoCM has the potential to generate robust access to be-
havioral health services in primary and specialty care
practices. However, this case study from North Carolina
demonstrates that simply reimbursing for Medicaid billing
codes is not enough to ensure the ready adoption of this
evidence-based model. Future translational work to ensure
that CoCM is adopted and maintained should ensure that
billing requirements for CoCM are consistent with evidence-
based standards, metrics for billing are consistent across all
payers, reimbursement is provided by all payers and is at least
consistent with Medicare rates, and providers have access to
CoCM expertise and oversight to ensure workforce devel-
opment and high fidelity to the CoCM model.
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