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During the past decade, treat-
ment for most major mental dis-

orders in the United States has been
increasingly characterized by psy-
chopharmacologic treatment (1,2).
For example, Olfson and colleagues
(2) studied national trends in the
number of outpatients’ being treated
for depression between 1987 and
1997 and found a substantial increase
in the proportion of individuals re-
ceiving antidepressant treatment
(from 37.3 to 74.5 percent), whereas
the use of psychotherapy declined
(from 71.1 to 60.2 percent). 

Psychosocial treatments, especially
psychotherapy, are evidence-based
treatments for most major mental dis-
orders, including major depression
(3), bipolar disorder (4), and schizo-
phrenia (5,6). However, recent find-
ings from a large national sample of
psychiatrists participating in the
American Psychiatric Institute for
Research and Education’s (APIRE’s)
Practice Research Network (PRN)
have shown that a significant propor-
tion of psychiatrists’ patients do not
receive psychotherapy (7).

A number of supply and demand
factors have been cited as reasons for
the dramatic increase in the use of
psychopharmaceuticals to treat most

major medical disorders, including an
increase of the pharmacologic options
available (2), greater public accept-
ance of pharmacologic treatments
(8), and a shift in the treatment for
depression and anxiety disorders
from the specialty mental health sec-
tor to the primary care sector, making
pharmacologic treatment more likely
(2). Also, financing can be a major
barrier to psychotherapy. Current re-
imbursement rates have been report-
ed to make the provision of psy-
chotherapy not economically viable
for many psychiatrists, who are the
only specialty mental health providers
licensed to prescribe pharmacologic
treatments in most states. 

The aim of this study was to assess
the extent of current financial disin-
centives in the United States for the
provision of psychotherapy by psy-
chiatrists by comparing the fees that
psychiatrists receive for providing
psychotherapy with the fees that they
receive for providing medication
management. 

Methods
We analyzed data on psychiatrists’
mean discounted and undiscounted
fees from a large, national random
sample of 2,323 psychiatrists from the
American Medical Association Physi-
cian Masterfile (N=49,000) who were
surveyed through the 2002 APIRE
PRN National Survey of Psychiatric
Practice (NSPP). The 2002 NSPP
collected data on the practice and pa-
tient caseload characteristics of a rep-
resentative sample of psychiatrists in
routine practice in the United States
between February and September

2002, with a 52 percent response rate
(N=1,203). Data were collected by
using paper-based and Web-based
surveys, with a total of four survey
waves that were used to achieve the
final response rate. The SUDAAN
statistical package was used to analyze
the data and generate nationally rep-
resentative estimates (9). 

Our study compared the means of
undiscounted and discounted fees for
CPT codes 90807 (a 45- to 50- minute
outpatient individual psychotherapy
session with medical evaluation and
management) and 90862 (medication
management session only). Fees for
one psychotherapy session with med-
ical evaluation and management were
compared with fees for three medica-
tion management sessions, because
most medication management visits
last 15 minutes (unpublished data,
American Psychiatric Institute for
Research and Education, 1999). 

Results
As indicated in Table 1, findings from
the 2002 NSPP indicated that in terms
of discounted fees, psychiatrists who
provide one 45- to 50- minute outpa-
tient psychotherapy session with med-
ical evaluation and management (CPT
code 90807) earn $74.52 less per hour,
or 40.9 percent less, than do psychia-
trists who provide three 15-minute
medication management sessions
(CPT code 90862 for each visit). This
financial disincentive for psychothera-
py was also seen when psychiatrists’
undiscounted fees were examined;
psychiatrists who provide one 45- to
50- minute psychotherapy session with
medical evaluation and management
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earn $107.60 dollars less per hour, or
40.9 percent less, than do psychiatrists
who provide three 15-minute medica-
tion management visits.

Discussion
These findings raise two key ques-
tions. First, why are psychiatrists’ fees
structured in this manner? Second,
what effect do financial disincentives
for the provision of psychotherapy
have on access to, quality of, and out-
comes of treatment for mental disor-
ders? Although empirical data about
the factors driving the fee differen-
tials and the financial disincentives
for psychiatrists to provide psy-
chotherapy are limited, there is spec-
ulation that the fees are structured in
this manner to limit the supply and
the overall use of psychotherapeutic
treatments (10). Others have specu-
lated that fees may be structured in
this way so lower-cost, nonphysician
mental health specialty professionals
will provide psychotherapy, whereas
higher-cost physicians will provide
medication management (11). In ad-
dition, third-party payers may per-
ceive psychopharmacologic treat-
ments to be more effective and there-
fore may value them more highly than
psychosocial treatments in terms of
physicians’ monetary fees. Conse-
quently, third-party payers may struc-
ture the fees to encourage psychia-
trists to provide psychopharmacologic
treatment instead of psychotherapy.
The fee structures may also reflect a
greater emphasis on or confidence
about a medical model in which men-
tal disorders are managed with bio-
medical treatments and other somatic

treatments considered more legiti-
mate than psychotherapy (10). The
emphasis on psychopharmacologic
treatment is consistent with the strong
bias that has been reported among
third-party payers toward medical
technologies and against cognitive
tasks in medicine (12).

With respect to the effect of finan-
cial disincentives on access to, quality
of, and outcomes of treatment, the
data showed that psychiatrists’ pa-
tients have more limited access to ev-
idence-based psychotherapeutic
treatments than to psychopharmaco-
logic treatments (7). This finding pro-
vides evidence of a poorer quality
care, because psychotherapy, like psy-
chopharmacologic treatment, is con-
sidered to be an evidence-based
treatment for most major mental dis-
orders. In fact, evidence-based prac-
tice guidelines, which are considered
a gold standard for assessing quality
(13), recommend psychotherapy for
patients with bipolar disorder or
schizophrenia and for indicated pa-
tients with major depression (3–5). In
addition, because patients who re-
ceive both psychopharmacologic treat-
ment and psychotherapy have better
outcomes of treatment than do pa-
tients’ receiving only psychopharma-
cologic treatment among patients
with major depression (14), schizo-
phrenia (6), anxiety (15,16), bipolar
disorder (17), nicotine dependence
(18), and personality disorders (19),
the financial disincentives inherent in
psychiatrists’ fee structures may have
serious, unintended consequences. 

Our findings suggest that current
health care financing policies that

create financial disincentives for the
provision of psychotherapy should be
reconsidered, particularly in light of
data that show inappropriately low
levels of psychosocial treatment
among most psychiatric patients.
Substantial research shows that pa-
tients who receive adequate psy-
chosocial treatment have better out-
comes of care. Therefore, the finan-
cial disincentives for psychotherapy
could ultimately result in significantly
higher health care costs associated
with longer-term treatment of pa-
tients with poorer outcomes, as well
as immense societal and personal
costs associated with mental illness
that is not fully treated. ♦
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Fees charged for psychiatric services (data obtained from the 2002 National Sur-
vey of Psychiatric Practice)

Undiscounted fee Discounted fee

CPT code Mean SE Mean SE

90807a $155.59 $2.09 $107.64 $2.30
90862b $87.73 $2.28 $60.72 $2.41
Three 90862 visits $263.19 $6.85 $182.16 $7.24
Difference between one 90807 

visit and three 90862 visits -$107.60 $6.27 -$74.52 $5.89

a A 45- to 50-minute outpatient individual psychotherapy session with medical evaluation and man-
agement

b Medication management only
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