


Tough Topics in FQHC 10: 
Behavioral Health Overview



OBJECTIVES Psychiatric Diagnostic Evaluations
• Purpose
• Documentation Requirements

Treatment Plans

Psychotherapy
• Individual
• Interactive Complexity
• Psychotherapy for Crisis

Health and Behavior Assessments and Interventions



BCA Behavioral Health Non-Prescriber Recipe Card



BCA Behavioral Health Non-Prescriber 
Recipe Card (Back)



Psychiatric Diagnostic Evaluation (PDE)

•One-visit service code
State when incomplete and more 
time needed...
•No coding time guidelines
•Culminates in Treatment 
Plan & Recommendations 

Comprehensive history 

.Past psychiatric history 
includes meds and treatments
.Medical history 
.Family history 
.Personal history (traumas, 
developmental issues, etc.)

Components, CPT Documentation, See also CPT and Payer Policy



Mental status examination 
(and observations)

Data PHQ, GAD, etc. – with 
your interpretation 

Disposition

Special record reviews 
(as needed)

Assessment  - Diagnoses

Ordering/interpretation of 
Dx/other lab studies

Collaboration with others 

Treatment Plan, 
Recommendations and Goals

Psychiatric Diagnostic Evaluation (PDE)
CPT Documentation, See also CPT and Payer Policy Continued



Common Audit Findings

PDE reported when diagnoses 
are well-established

Simply refers to next encounter plans

No plan for care documented

• Ran out of time
• Multiple informants
• Treatment plan development

• Psychoeducation? 
• Teaching coping skills?

PDE takes more than one visit – why?



Many Payers Allow PDE’s Annually

Purpose is to assess whether additional 
factors influence current diagnostic picture

• New trauma?
• New life circumstances?
• New medical concerns influencing 

behavioral health?
• Assessing need for ongoing 

care/care types?



The Treatment Plan

Based on assessment [e.g. Psychiatric 
Diagnostic Evaluation, PDE] goals, 
treatment priorities & milestones

Includes long-term goals

Signed consent that patient/guardian 
agrees to Treatment Plan Includes 
estimated time frames and treatment 
frequency

Geared toward the individual’s needs

Includes measurable goals

Includes identification of collaborative 
care team

Minimal Fundamental Elements: Employ Internal Policy and Procedure 

Is reviewed and updated on a 
regular basis 



Sample Requirements from Payers

04

03

02

There must be documentation that the 
member or legal guardian has agreed 
to the treatment plan. Member and, 
when applicable, family involvement in 
treatment must be documented.

Treatment plan updates 
occur when goals are 
achieved, or new 
problems are identified.

01
The treatment plan must be 
geared towards the individual 
member’s needs and include 
treatment goals in the member’s 
own words. 

The treatment plan must be consistent with the 
diagnosis, member strengths and functional needs, as 
well as include objective and measurable short and 
long-term goals with time frames for goal attainment. 
The plan must also include an initial discharge plan.



Psychotherapy, CPT Definition

“Psychotherapy is the 
treatment for mental illness 
and behavioral disturbances in 
which the physician or other 
qualified health care 
professional, through definitive 
therapeutic communication, 
attempts to alleviate the 
emotional disturbances, 
reverse or change maladaptive 
patterns of behavior, and 
encourage personality growth 
and development.”  (CPT 2022)

1. Specify therapy time 
2. Identify therapy modality 
3. Illustrate therapy modality
4. Note expected outcome, 

homework, reinforce FU, work 
with other team members 



10

BCA Psychotherapy 12-Step Documentation Program

01

02

03

Clearly label notes “Psychotherapy”

Chief Complaint/Reason for visit, initial or 
follow-up (If new, who referred and why)

Your observations and/or exam (MSE)

04 Major themes of therapy today [modalities 
such as CBT]

05 Skills used to produce therapeutic change

06 Patient’s interpersonal/intraverbal changes

07

08

09

Functional status (Impairment, 
severity/complexity of illness)

Assessment w/Dx treated today [improved, 
worsening?] Include also diagnoses that affect 
your care today

Progress toward goals

Homework and other expected self-care

11 Compliance with treatment plan

12 Actual time face-to-face (length of session) 
–Some payers want start/stop time



Therapy Today: Pt brought a notebook filled 
with information she wanted the BHC to read 
about trauma. She kept referring to pages 
during our time. Psychoeducation and CBT 
during session. She talked about her stressors 
and frustrations. She does not think she is 
understood by her husband. She talked about 
her feelings that her family does not fully 
believe her story. BHC read one page of 
notebook and patient felt good about that.
Start time: 10:52am  End time: 11:35am

Psychotherapy Service
Where is the ”therapy” proven in the note below?



Psychotherapy Service

Therapy Today: Pt brought a notebook filled 
with information she wanted the BHC to read 
about recent trauma. BHC  provided 
psychoeducation related to re-traumatization 
and trauma treatment course. Using CBT, 
facilitated processing of psychosocial 
stressors. We discussed her frustration at not 
feeling understood or that she can talk about 
recent assault. BHC encouraged her to discuss 
trauma when she is in WOT [window of 
tolerance] and she can process.                                  
We discussed and processed feelings and 
thoughts related to above. BHC read one 
page of notebook and discussed her 
thoughts/feelings about sharing experience.
Start time: 10:52am  End time: 11:35am

Identify the documented FTF time and evidence of therapy



Common Audit Findings

Diagnosis(es) being treated 
today is unclear

Time isn’t clearly captured Modality is suggested, but 
not named

Application of modality 
isn’t clear

Plan for follow-up 
isn’t identified

Treatment plan hasn’t been 
referenced in several months

Treatment plan cannot be 
found in EMR



General Behavioral Health Medical Record Documentation Requirements

Meet that State’s Medicaid 
program rules;

To the extent required under State 
law, reflect medical necessity and 
justify the treatment and clinical 
rationale (remember, each State 
adopts its own medical necessity 
definition);

To the extent required under State law, reflect active treatment;

Be complete, concise, and 
accurate, including the face-to-
face time spent with the patient 
(for example, the time spent to 
complete a psychosocial 
assessment, a treatment plan, or a 
discharge plan);

Be legible, signed, and dated; Be maintained and available 
for review; 

Be coded correctly for billing 
purposes.

Behavioral Health services must meet specific requirements for reimbursement. 
Documented services must:



Interactive Complexity +90785
Add-on code, do not report this code alone. Reimbursement problems exist

• Use of play equipment, other physical devices, 
therapeutic or diagnostic interaction between the 
clinician and a patient who: Has not developed, or 
has lost, either the expressive language 
communication skills to explain his/her symptoms 
and response to treatment, or the receptive 
communication skills to understand typical language 
for communication…        

Report with other psychiatric codes when one of the following exist:



Interactive Complexity +90785
…continued

The need to manage maladaptive communication
(related to, e.g. high anxiety, high reactivity, repeated
questions or disagreement) among participants that
complicate delivery of care.

Caregiver emotions or behavior interfering with
caregiver’s understanding/ability to assist in
implementation of treatment plan.

Evidence or disclosure of sentinel event and mandated
report to third party (e.g. abuse/neglect with report to state
agency) with initiation of discussion of the sentinel event
and/or report with patient and other visit participants.



Psychiatric diagnostic evaluation
90791, 90792

Psychotherapy
90832, 90834, 90837

Psychotherapy add-on codes when reported with E/M
90833, 90836, 90838

Group psychotherapy
90853

Interactive Complexity is Used in Conjunction With 
The following psychiatric “primary procedures”:

When performed with psychotherapy, the 
interactive complexity component (90785) 
relates only to the increased work intensity of 
the psychotherapy service and does not change 
the time for the psychotherapy service.



Psychotherapy for 
Crisis 90839  

Patient is in high distress

Minimum of 30 minutes

Problem is typically life-
threatening or complex

Clinician provides psychotherapy, 
mobilizes resources to defuse 
crisis and restore safety

If more than 74 minutes add 
+90840

Requires immediate attention



Family Psychotherapy

Focus on Family Dynamics

Same documentation requirements 
as individual psychotherapy

Must meet at least 26 minutes of 
psychotherapy



Health and Behavioral Assessment/Interventions 
CPT HBAI Codes 96156-96171



HBAI Coding Tips

Time-based codes 96158 – 96171 = 
Intervention

If physician performs this 
same work, it is coded to 
E/M visit codes. 

96156 = 
Assessment/Reassessment

Non-physicians use 
these codes

TIP:  Do not assign same date 
as Psychiatry services. 
Code the predominate service.

1

2

3

4

5

6



HBAI Must-Haves

01

04

03

02
Evidence Of Assessment 
Or Intervention, As 
Appropriate

Time Statement– May 
Use More Than One Unit 
Per Date Of Service… 
Watch Payer Policy!

Medical Diagnosis – “As 
Diagnosed By….”

Short Term Treatment, 
Include Your Plan!



HBAI Example Note
27 minutes documented

Patient will benefit from a couple more visits eval/intervention 
re: acceptance and self-care. He will see me on 14th after PCP 
visit. He and Mom have outline for discussions, she will help 
him journal these and bring to next session.

Assessment: Type 1 DM as diagnosed by Dr. Smith. FU planned.

PCP requested visit with 9 yo with new Dx of Type 1 
diabetes. Allowed child to share his fear of shots, blood 
sugar testing & “disease”. He doesn’t want his peers to know 
“something is wrong”. Validated feelings for this significant 
change, reinforced facts, dismissed fiction & educated with 
options for discreet testing/injections at school. Gave mom 
titles of excellent books for children with diabetes to help him 
process and normalize responses.



Tell Your Story

The beginning of the story...
• CC (Chief Complaint) & HPI

(Hx of present illness)
• Status of patient since you

last saw them?

What did you see?
• Exam/Observation

Every visit record/note tells a story



Tell Your Story

• Today’s therapeutic intervention?  Plans for follow-up?

What did you do about what you heard and what 
you saw? 

• The Assessment (diagnoses) with your comments
• The status of treated problems, next steps with other 

clinicians(s) e.g., MDD, moderate, “stable & 
improving” 

• Collaboration

How do you define what you saw?  

• Your Plan and goals, always with the patient’s 
goal and view of progress 

When will you get them back for the next chapter?

Every visit record/note tells a story



Questions?
29

We offer on demand training, come and see us at:
www.bcarev.com

T: 208.736.3755 www.codinghelp.com
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• “CPT” is a registered trademark of the American 
Medical Association. Their codes, descriptions and 
manual content are copyright by the AMA.  All 
rights are reserved by the AMA.

• The content of this presentation has been 
abbreviated for a focused presentation for a 
specific audience. Verify all codes and information 
in a current CPT book.

• This information is considered valid at the time of 
presentation, but changes may occur through the 
year.

• Information presented is not to be considered legal 
or medical advice.

• Third-party payment guidelines vary. Confirm 
payment guidelines with your payers of interest.

General Training 
Disclaimer
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