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Disclaimer: These materials are being provided on an accelerated basis in response to the COVID-19 crisis.
These materials reflect general insight based on currently available information, which has not been inde-
pendently verified and is inherently uncertain. Future results may differ materially from any statements of
expectation, forecasts or projections. These materials are not a guarantee of results and cannot be relied
upon. These materials do not constitute legal, medical, policy, or other regulated advice and do not contain
all the information needed to determine a future course of action. Given the uncertainty surrounding
COVID-19, these materials are provided "as is” solely for information purposes without any representation or
warranty, and all liability is expressly disclaimed. References to specific products or organizations are solely
for illustration and do not constitute any endorsement or recommendation. The recipient remains solely
responsible for all decisions, use of these materials, and compliance with applicable laws, rules, regulations,
and standards. Consider seeking advice of legal and other relevant certified/licensed experts prior to taking
any specific steps.

The COVID-19 outbreak is a human tragedy
that affects not only the global economy but
also the global psyche. In arecent publication,
“Returning to resilience: The impact of COVID-
19 on mental health and substance use,” we
highlighted the potential behavioral health
impact of the economic and emotional distress
caused by the COVID-19 pandemic. Now, we
offer a deeper dive into four actions healthcare
leaders can take to address behavioral health
surrounding the COVID-19 pandemic:

— Strengthen community prevention
— Leverage data, analytics, and technology

— Integrate behavioral and physical health
services

— Partner to address unmet health-related
basic needs'

Behavioral health conditions, consisting of
mental and substance use disorders, have
societal, economic, and healthcare system
implications, all of which are amplified by the
COVID-19 pandemic. Before the outbreak,

one intwo Americans faced a mental or
substance use disorder at some pointin their
lives,2 with depression as the leading cause
of disability worldwide.3 Surveys show that
23 percent of people in the workplace have
depression; these workers miss twice as
much work, and have five times as much “lost
productive time.” In the healthcare system,
individuals with behavioral health conditions
have a medical spend that is two to four times
higher than the rest of the population.® This
disproportionate spend is driven largely by
increased medical costs for comorbid chronic
physical conditions.

Furthermore, a gap in treatment capacity to
meet these needs exists: b6 percent of coun-
ties in the United States are without a psychia-
trist,® 64 percent of counties have a shortage
of mental health providers,” and 70 percent of
counties lack a child psychiatrist.8 COVID-19
and the ensuing economic crisis may drive an
increase in mental and substance use disor-
ders, as stress contributes to higher rates of
post-traumatic stress disorder, depression,

Also referred to as social determinants of health or social needs, including income, employment, education, food, housing, transportation,
social support, and safety. These basic needs, if unmet, can negatively impact health. In addition, factors such as race, ethnicity, gender
and sexual orientation, disability, and age can influence health status.

CDC, “Learn About Mental Health,” Centers for Disease Control and Prevention, last reviewed January 26, 2018, cdc.gov; Kessler RC et
al., “Lifetime prevalence and age-of-onset distributions of DSM-IV disorders in the National Comorbidity Survey Replication,” Arch Gen
Psychiatry, 2005 Volume 62, Number 6, pp. 593-602.

WHO, “Depression,” World Health Organization, January 30,2020, who.int.

Leonard B, “Survey: 23 percent of workers diagnosed with depression,” SHRM, November 24, 2014, shrm.org; Stewart WF et al, “Cost of
lost productive work time among US workers with depression,” JAMA, 2003, Volume 289, Number 23, pp. 3135—44.

Analysis of Commercial and Medicaid claims data set.

Beck Ad et al., “Estimating the distribution of the U.S. psychiatric subspecialist workforce,” University of Michigan Behavioral Health
Workforce Research Center, December 2018, behavioralhealthworkforce.org.

Health Resources and Services Administration (HRSA) Shortage Designation Scoring Criteria by geographic area.

McBain RK et al., “Growth and distribution of child psychiatrists in the United States: 2007-2016,” Pediatrics, 2019, Volume 144, Number 6,
201915769, pediatrics.aappublications.org.
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Exhibit 1

Individuals with behavioral health conditions have two to six times higher
frequency of co-occurring chronic physical conditions than individuals
without behavioral health conditions.
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Source: lllustrative Medicaid claims data set from one state and Truven Health Analytics, Inc. MarketScan Commercial database; behavioral health
conditions identified by presence of at least one behavioral health diagnosis

anxiety, and alcohol or drug use,® along with substance use disorders. In addition, inequities
further shortages in services available as continue, with racial and ethnic minorities having
practitioners face economic challenges.”© less access to behavioral health services and be-

; ; ; iah-auali 12
Healthcare leaders already face the challenge ing less likely to receive needed high-quality care.

of meaningfully improving behavioral health, Individuals with behavioral health conditions have
which may be exacerbated by COVID-19. two to six times higher frequency of co-occurring
chronic physical conditions than individuals
Behavioral health context without behavioral health conditions (Exhibit 1).
and national momentum While people with behavioral health conditions

comprise 23 percent of the insured population,
they drive 60 percent of the total cost of care.’
Moreover, in the post-COVID-19 period, traum-
atic stress, unemployment, and social isolation
will lead to exacerbation of existing behavioral
health conditions and onset of new conditions
that could drive $100 billion to $140 billion of
additional spending on behavioral and physical
health services in 2020 and 2021.1

Relevance

Providing prevention, treatment, and recovery
support services in behavioral health are critical
to improving patient outcomes, reducing costs for
providers, preventing criminal justice involvement,
promoting school achievement, supporting employ-
ment, and enhancing social connectedness.!!
However, the healthcare system struggles to en-
sure adequate care for people with mental and

9 Wang C et al., “Alongitudinal study on the mental health of general population during the COVID-19 epidemic in China,” Brain Behav Immun,
July 2020, Volume 87, pp. 40-8.
Panchal N et al., “The implications of COVID-19 for mental health and substance use,” Kaiser Family Foundation, April 21,2020, kff.org.
SAMHSA, “Substance abuse and mental health block grants,” Substance Abuse and Mental Health Services Administration, updated April
22,2019, samhsa.gov.
Office of the Surgeon General, Center for Mental Health Services, and National Institute of Mental Health, Mental Health: Culture, Race, and
Ethnicity: A Supplement to Mental Health: A Report of the Surgeon General, Substance Abuse and Mental Health Services Administration,
August 2001, ncbi.nIm.nih.gov.
Coe E and Enomoto K, “Returning to resilience: The impact of COVID-19 on mental health and substance use,” April 2020, McKinsey.com.
National Center for Health Statistics, “Mental health: Household pulse survey,” Centers for Disease Control and Prevention, last reviewed July
15,2020, cdc.gov.
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Policy shifts

The COVID-19 pandemic may add impetus to
an already growing trend around behavioral
health as a policy priority. The Coronavirus Aid,
Relief, and Economic Security Act (CARES Act)
provides $425 million for additional community-
based behavioral healthcare and suicide
prevention, with most funding going to states
and community providers.'® However, a recent
survey of behavioral health providers serving
high-needs or high-risk COVID-19 populations
revealed inadequate resources to serve their
populations.'®

Behavioral health has been a top bipartisan
policy issue for more than a decade, starting
with the Mental Health Parity and Addiction
Equity Act of 2008 (MHPAEA), which re-
quires behavioral health and medical/surgical
benefits to be treated equitably by a payer
with respect to annual and lifetime dollar
limits, financial requirements, and treatment
limitations.” Other examples include the
Affordable Care Act of 2010 (ACA), which
established behavioral health services as
essential benefits, and the SUPPORT Act
(2018), which significantly expanded funding
to combat the opioid epidemic.'81®

While the passage of these laws is evidence
of progress, their full potential is yet to be
fully realized. For example, while MHPAEA
endeavors to bring patient financial require-
ments (for example, co-pays and deductibles)
for behavioral healthcare to parity with physi-
cal health services, behavioral health provid-
ers are often reimbursed at lower rates than

non-behavioral health providers, thereby
decreasing participation in insurance networks
and increasing members’ out-of-pocket
costs.2021|n ACA marketplaces, 11 percent
of all mental health providers participated in
plan networks compared with 24 percent of
primary care providers.22 Furthermore, in-
dividuals with commercial insurance are five
times more likely to use out-of-network
providers for behavioral healthcare than for
physical healthcare.23 With cost cited as a
major reason people do not access behavio-
ral healthcare, this shift to out-of-network
care poses a financial risk to individuals with
behavioral health conditions.?*

Due to COVID-19, several emergency waivers
and authorities were granted to facilitate
access to behavioral health services, including
increasing reimbursement rates and the number
of eligible providers for telehealth services,
relaxing Health Insurance Portability and
Accountability Act (HIPAA) technology require-
ments, increasing Federal Medical Assistance
Percentage rates, and allowing remote treatment
initiation for medication-assisted treatment.25
Permanent changes in data privacy were insti-
tuted to promote harmonization across sub-
stance use disorder treatment and other parts
of healthcare.26 These flexibilities have support-
ed a significant shift in volume of behavioral
health services to telehealth and virtual prac-
tice. It remains to be seen, however, which
flexibilities will endure past the emergency
declaration and how, as a whole, these chang-
es will affect the behavioral health landscape.

15 Senate and House of Representatives of the United States of America, “H.R. 748—116th Congress: Coronavirus Aid, Relief, and Economic

Security Act,” January 2020, congress.gov.

COVID-19 economic impact on behavioral health organizations, a joint report from ndp analytics and National Council for Behavioral Health,

April 15,2020, thenationalcouncil.org.

Center for Consumer Information & Insurance Oversight, “The Mental Health Parity and Addiction Equity Act (MHPAEA),” CCIIO, cms.gov.

8 Patient Protection and Affordable Care Act of 2010, Pub. L. No. 111—148, 124 Stat. 119 (2010), Codified as Amended 42 U.S.C. § 18001,

congress.gov.

116th Congress, “H.R.6 SUPPORT for Patients and Communities Act,” Section 3202, 2018, congress.gov.

Pelech D and Hayford T, “Medicare Advantage and commercial prices for mental health services,” Health Affairs, 2019, Volume 38, Number 2,

pp. 262-7, healthaffairs.org.

1 Melek SP et al., “Addiction and mental health vs. physical health: Analyzing disparities in network use and provider reimbursement rates,”

Milliman, November 21, 2017, milliman.com.

Zhu JM et al., “Networks in ACA marketplaces are narrower for mental health care than for primary care,” Health Affairs, 2017, Volume 36,

pp. 1624—31, healthaffairs.org.

Melek et al., “Addiction and mental health vs. physical health,” milliman.com.
24SAM HSA, “Key substance use and mental health indicators in the United States: Results from the 2018 National Survey on Drug Use and
Health,” Substance Abuse and Mental Health Services Administration, August 2019, samhsa.gov.

25 “COVID-19 emergency declaration blanket waivers for health care providers,” Centers for Medicare and Medicaid Services, June 25,2020, cms.gov.
National Council for Behavioral Health, “Resources and tools for addressing Coronavirus (COVID-19),” National Council, updated May 26,

2020, thenationalcouncil.org.
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Prevention is critical to mitigate a significant
rise in behavioral health needs as a result
of the stress, anxiety, and social isolation....

Actions to improve
behavioral healthcare

Building on the current momentum for change,
the healthcare system has opportunities to trans-
form behavioral health through four key actions:

Strengthen community prevention

Payers and providers have historically supported
physical disease prevention programs, but be-
havioral health has not had the same support.
However, many prevention and early intervention
programs for mental and substance use disor-
ders have demonstrated cost effectiveness, with
returns on investment as high as $65 per $1in-
vested. These programs focus on areas such as
maternal and infant mental health, school-based
mental well-being and substance use education,
first-episode psychosis, workplace screening,
social isolation prevention, mental health crisis
management, and disaster management.2”
Workplace programs have shown the highest re-
turns on investment when they focus on improv-
ing knowledge of mental health risks and provid-
ing personalized programs for employees.?8 A
suicide and self-harm prevention strategy for
construction workers has demonstrated a b:1re-
turn on investment.29

The successes of these programs suggest that
payers, providers, employers, and governmental
entities can all positively and cost-effectively in-
fluence behavioral health outcomes by engaging
individuals and communities, reducing societal

stigma, and intervening early to prevent behavio-
ral health conditions.

Prevention is critical to mitigate a significant rise
in behavioral health needs as a result of the stress,
anxiety, and social isolation triggered by the COVID-
19 pandemic and the associated economic decline.
Previous natural disasters and economic crises
have been followed by documented upticks in
rates of post-traumatic stress disorder, depres-
sion, anxiety, and substance use disorders.30
For example, after the tragic events following the
tsunamiin Japan in 2011, 10 percent of the popu-
lation reported initiating alcohol use.3! A study of
residents in Mexico two months after the 2017
earthquake revealed that 36 percent of individuals
had symptoms of post-traumatic stress disorder.32

Prevention programs in a physically distanced
environment may continue to be a challenge. For
example, K-12 systems play an important role in
fostering the behavioral health of students, often
through informal channels such as lunchtime
check-ins with students or phone calls home from
teachers and staff. As schools continue physically
distancing, institutions will need to ensure these
measures continue, albeit in a different form.

As communities move past the peak of the
pandemic and toward recovery, healthcare and
business leaders can work together to provide
crisis counseling, behavioral health screening,
and early intervention services. At-risk groups
may include frontline healthcare and essential

27 McDaid D, Park A, and Wahlbeck K, “The economic case for the prevention of mentaliliness,” Annual Review of Public Health, 2019, Volume
40, Number 1, pp. 373—-89, annualreviews.org.

Matrix Insight, “Economic analysis of workplace mental health promotion and mental disorder prevention programmes and of their potential
contribution to EU health, social and economic policy objectives,” Health Programme of the European Union, May 2013, ec.europa.eu.
Doran Cand Ling R, “The economic cost of suicide and suicide behaviour in the NSW construction industry and the impact of MATES in
Construction suicide prevention strategy in reducing this cost,” Mates in Construction, Australia, 2014, trove.nla.gov.au.

Morganstein JC and Ursano RJ, “Ecological disasters and mental health: Causes, consequences, and interventions,” Front. Psychiatry,
February 11,2020, frontiersin.org.

31 OruiM etal., “The relationship between starting to drink and psychological distress, sleep disturbance after the Great East Japan Earthquake
and nuclear disaster: the Fukushima Health Management Survey,” Int J Environ Res Public Health, 2017, Volume 14, Number 10, p. 1281, mdpi.com.
Zuiiga RAA et al., “Posttraumatic stress symptoms in people exposed to the 2017 earthquakes in Mexico,” Psychiatry Res, 2019, Volume 275,
pp. 326-31, sciencedirect.com.
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workers, long-term care residents, individuals who
were ill or lost a loved one to COVID-19, individuals
in extended quarantine, and individuals who lost
their jobs. Ongoing vigilance for new symptoms,
the development of post-traumatic stress disor-
der, and an increase in service demands may help
focus early intervention resources.

Leverage data, analytics, and technology
Advanced analytics has made it possible to tailor
programs to more precise subsets of individuals
(Exhibit 2) so that clinical resources can be
directed to those most at risk for mental or sub-
stance use conditions and unmet basic needs
(for example, housing, food). Using dynamic data
sets, such as the Vulnerable Populations Dash-
board,33 healthcare leaders have tools to identify
populations who would benefit from targeted
prevention and treatment efforts.

Predictive modeling also can be done at the
individual patient level to identify those who
would benefit from specific interventions, such

as collaborative care or intensive case manage-
ment (Exhibit 3). Moreover, payers and providers
can project demand more effectively by leverag-
ing and improving available data sources and
artificial intelligence.

Innovation can enhance care delivery by inte-
grating evidence-based and measurement-
based behavioral healthcare within patient
self-management applications, digital thera-
peutics, analytic tools, and electronic health
records. As pandemic-related restrictions to
in-person care delivery ease, providers will need
appropriate referral management resources and
protocols to continue meeting acute care needs
at adistance. Additionally, privacy concerns have
to remain appropriately addressed.

The current context builds upon an existing wave
of innovation in behavioral health, with private
equity and venture capital companies having
invested more than $4.3 billion in behavioral
health through June 2020 (Exhibit 4).

33 McKinsey’s Center for Societal Benefit through Healthcare, “Where are vulnerable populations who may be impacted by COVID-19 across

the United States?” 2020, csbh-dashboard.mckinsey.com.

Exhibit 2

Advanced analytics has made it possible to tailor programs to more precise

subsets of individuals.

Heat map of individuals with behavioral health utilization based on their care costs

Color gradation reflects the approximate size of the population
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Top 10%
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E High BH utilization,

high medical utilization

BH spend rank

Bottom 10%

Bottom 10%

BH, behavioral health.

Medical/surgical spend rank

High BH utilization,

low medical utilization

Top 10%

high medical utilization

Source: Blended claims data analysis from one state; McKinsey Healthcare Analytics proprietary Behavioral Health Diagnostic tool
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Exhibit 3

Predictive modeling can be done at the individual patient level to identify
those who would benefit from specific interventions.

Q Will have high needs Will not have high needs O Correctly identified as high-needs O Incorrectly identified
~—"

Using a multivariate predictive model
is more effective and precise

Using SPMI" over-identifies many
individuals who would not benefit
from care management

L0 2088 9OY
QUL QUL LLO
L0099 2009 9Q0Y
LY 990 @Y

Using last year’s high spend does
not identify enough members who
need care management

<~40%
correctly identified
as high-needs

1

~60% ~80+%
correctly identified
as high-needs as high-needs

correctly identified

SMPI refers to standard definition of “Severe and Persistent Mental lliness.”

Source: lllustrative claims data set from a single commercial payer in one state

Integrate behavioral and

physical health services

The clinical community has made major
strides in developing evidence-based
treatments for behavioral health conditions,
but opportunity for improvement remains.
These improvements may include at-scale
adoption of these practices and improved
collaboration with physical health services.
Integrating universal screening for behav-
ioral health conditions into primary and
specialty healthcare services (including
COVID-19 care) can support the shift to
whole person care.

In addition to screening, other evidence-
based prevention and treatment strategies
can supportintegrated approaches. For
example, medication-assisted treatment
for opioid use disorder delivers a three-fold

reduction in adverse health outcomes, in-
cluding overdoses and emergency depart-
ment visits for other complications related
to opioid use. However, the National Survey
on Drug Use and Health reports that only 25
percent of those with opioid use disorders
receive specialty treatment, far lower than
for proven treatments for non-behavioral
health conditions.3* From a prevention and
early intervention perspective, investing in
screening, brief intervention, and referral to
treatment (SBIRT) can generate healthcare
cost savings that range from $3.81to0 $5.60
for each $1spent.35 To support better inte-
gration of care, strategies include increas-
ing the behavioral health competency of
primary care providers, expanding the use
of peer counselors to promote engagement
in care, and strengthening the behavioral
health workforce.

34SAM HSA, “2018 NSDUH detailed tables,” Substance Abuse and Mental Health Services Administration, 2018, samhsa.gov.
SAMHSA, “Screening, brief intervention, and referral to treatment (SBIRT),” Substance Abuse and Mental Health Services Administration,

updated September 15, 2017, samhsa.gov.
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Partner to address unmet health-

related basic needs

Healthcare leaders can partner to integrate
behavioral health and human services for
greater impact. In arecent nationwide survey,
people with poor mental health were two times
as likely to report an unmet basic need as
those with good mental health, and four times
as likely to have three or more unmet basic
needs (Exhibit b). Behavioral health conditions
can interfere with work, family, and navigation
of daily life. Whole person care approaches
can improve outcomes across both healthcare
and broader functioning in society.36 For ex-
ample, data sharing and increased connectivi-
ty between providers and community-based

organizations have led to improved outcomes
for patients with unmet basic needs.3”

Several partnership models already exist to
integrate delivering direct healthcare and
addressing unmet basic needs. Further expan-
sion can enhance their impact. For example,
healthcare organizations could consider hiring
peer supporters to improve the effectiveness
of clinical services,38 extend behavioral health
networks to include community-based social
service providers,39 integrate behavioral
health and basic needs in care management
models and offer supported employment and
improved return-to-work policies aligned with
the Americans with Disabilities Act.#0

36Chuang E etal., “Whole person care improves care coordination for many Californians,” UCLA Center for Health Policy Research, October 7,

2019, healthpolicy.ucla.edu.

ASTHO, “Collaborations between health systems and community-based organizations to address behavioral health,” Association of State

and Territorial Health Officials, 2019, astho.org.

3 SAMHSA, “Value of peers, 2017,” Substance Abuse and Mental Health Services Administration, 2017, samhsa.gov.
NAMI, “Mental health in schools,” National Alliance on Mental lliness, nami.org.
CMS, “Accountable health communities model,” Centers for Medicare & Medicaid Services, updated November 13, 2019, innovation.cms.gov.

Exhibit 4

Start-up innovation has rapidly grown to over $4.3 billion in behavioral health

from 2015 through June 2020.

Type of innovation

Digital platforms
to provide care

Digital therapeutics

Patient self-help/
management

Data and analytics

Innovations in
care delivery

Electronic health
record/workflow
tools

1

Description

Platforms that connect patients
with behavioral health providers

Clinically validated digitalized therapy
options that can be prescribed to treat
behavioral health conditions

Support tools that enable people to manage
their behavioral health conditions (eg, guided/
recorded exercises, suggested activities,
daily reminders)

Solutions that generate and deliver analytic
insights, such as personalized behavioral
health treatment plans or predictive analytics
to inform early interventions

Care delivery models that offer wraparound
supportive services or integrated primary
and behavioral health care

Platforms that enable comprehensive patient
management (eg, case documentation,
clinical information system, behavioral health
electronic health records)

Source: Crunchbase; company websites
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Number of
companies

Private equity/venture capital
funding through June 2020,' $M

1,362

924

846

620

441

[ R

Private placement by private equity and venture capital firms, excluding debt financing and initial public offerings (IPOs); funding as of June 2020.



Exhibit b
Behavioral health and health-related basic needs are interlinked, however
partnerships to integrate care are underutilized.

Unmet basic needs’ by self-reported mental health
% of individuals

Partnership models to integrate social and behavioral health
examples
o O

Hiring peer supporters to improve effectiveness
of behavioral health treatment

0 unmet basic needs a
*W Treating local community-based social services

e providers as an extension of the clinical network

Integrating behavioral and social needs in care manage-

1unmet basic need 22 ment models to improve whole person health

2 unmet basic needs

3+ unmet basic needs -

Good mental health

Offering supported employment and improved return-to-
work policies aligned with Americans with Disabilities Act
Poor mental health

T Also referred to as social determinants of health or social needs, including income, employment, education, food, housing, transportation,

social support, and safety. These basic needs, if unmet, can negatively impact health. In addition, factors such as race, ethnicity, gender
and sexual orientation, disability, and age can influence health status.

Source: Press search; 2019 McKinsey Social Determinants of Health Survey, n = 2,010, respondents included those with Medicare or Medicaid
coverage, individuals with coverage through the individual market who had household incomes below 250% of the federal poverty level, and
individuals who were uninsured who had household incomes below 250% of the federal poverty level

substance use disorders with the same urgency
as other health conditions. Lastly, they can ensure
equitable access to evidence-based behavioral
healthcare across populations and geographies,
including racial and ethnic minorities.

How to work toward solutions

Healthcare stakeholders can commit to elevating
the focus on behavioral health and scaling solu-
tions within their organizations with these tactical
solutions. Organizationally, stakeholders can

establish behavioral health-specific key perfor-
mance indicators (KPIs) beyond the behavioral
health silo and use these KPls to evaluate exe-
cutive performance. For their employees, mem-
bers, and/or patients, stakeholders can adjust
organizational language and policies to combat
the pervasive stigma toward those with behavio-
ral health needs, remove barriers to prevention
and treatment services, and address mental and

The behavioral health crisis in the United States
has taken a toll on life expectancy, with poten-
tially increased magnitude due to the COVID-19
pandemic.*'*2 Healthcare leaders have the
power and responsibility to adopt or scale
existing, science-based solutions. Their actions
can create meaningful change to benefit their
organizations, improve the healthcare system,
and save lives.

41 XuJ etal., “Mortality in the United States, 2018,” NCHS Data Brief No. 355, January 2020, cdc.gov.

42 The covID pandemic could lead to 75,000 additional deaths from alcohol and drug misuse and suicide, a joint report from Well Being Trust
and Robert Graham Center for Policy Studies in Family Medicine and Primary Care, April 2020, wellbeingtrust.org.
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