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Addressing systemic  
challenges through  
whole person care
Individuals with behavioral health con
ditions often face difficulty accessing 
treatment,3,4 high outofpocket costs,5 
nonguidelinebased care,6 and multiple 
forms of discrimination,7,8 leading to mean
ingful disparities in healthcare outcomes 
and affordability. In addition, in both 
 government and commercially insured 
populations, around 60 percent of health
care spend is attributable to the roughly 
23 percent of the population diagnosed 
with behavioral health conditions.9 

All stakeholders—including public, pri
vate, and social sectors—can play a role 
in addressing these disparities. Estab
lishing the groundwork for whole person 
care will require addressing  supply 
 demand inequities in behavioral health 
services, expanding equitable  access 
to evidencebased models of care, and 
investing in behavioral health at parity 
with other health conditions. 

The growing burden from behavioral 
health conditions is causing significant 
strain on American lives and livelihoods. 
Before COVID-19, approximately one in 
four Americans had a mental illness or 
substance use disorder.1 Taking into 
 consideration the traumatic nature of 
COVID- 19, the related economic con
striction, and prolonged social isolation 
experienced by many Americans, the 
pandemic’s impact could—without in
tervention—increase the prevalence of 
behavioral health conditions by as much 
as 50 percent.2 

In our publication, “A holistic approach 
for the US behavioral health crisis during 
the COVID-19 pandemic,” we highlight
ed four potential actions healthcare 
leaders can consider to address related 
behavioral health challenges. Now, we 
examine how those actions could be 
coupled with efforts to promote access 
to care, improve patient outcomes and 
experience, increase affordability, and 
drive net savings in healthcare costs 
through whole person care.

Investing in prevention and early intervention 
programs is key to mitigating the movement 
from lower needs to high needs. Changes 
such as: including behavioral health screen
ings in preventative physical health appoint
ments, providing schoolbased mental 
wellbeing and substance use education, 
and preventing social isolation though peer 
support can help create an environment that 
provides benefits to both behavioral and 
physical health.

Visit our Center for Societal Benefit through 
Healthcare website to watch “The Future  
of Behavioral Health” video. This video con

tains three vignettes which illustrate how 
 behavioral healthcare is experienced today, 
and what it may look like in the future when 
evidencebased prevention, treatment, and 
recovery supports are used to address whole 
person care.

Sidebar 1

Future vision for behavioral health

1Unlocking whole person care through behavioral health

https://www.mckinsey.com/industries/healthcare-systems-and-services/our-insights/a-holistic-approach-to-addressing-the-us-behavioral-health-crisis-in-the-face-of-the-global-covid-19-pandemic
https://www.mckinsey.com/industries/healthcare-systems-and-services/our-insights/a-holistic-approach-to-addressing-the-us-behavioral-health-crisis-in-the-face-of-the-global-covid-19-pandemic
https://www.mckinsey.com/industries/healthcare-systems-and-services/our-insights/a-holistic-approach-to-addressing-the-us-behavioral-health-crisis-in-the-face-of-the-global-covid-19-pandemic
https://www.dropbox.com/s/b3jq65qgjgsoofb/BH_Video_of_the_Future_V34.mp4?dl=0


 — The expansion of communitybased 
crisis services can offer services that 
may currently be available only in emer
gency departments and correctional 
facilities and potentially deliver better 
outcomes. Deploying mental health 
coresponder models instead of, or 
in partnership with, law enforcement 
can help route patients to community 
based services and reduce overreli
ance on emergency sites of care.18 

 — Increased access to evidencebased 
treatments, such as the use of cogni
tive behavioral therapy, could reduce 
healthcare spend while providing 
higher quality of care and a better 
 experience for individuals with de
pression.

2.  Invest in behavioral health at parity 
with other health conditions

To adequately support behavioral health 
consumers, a major element is addressing 
the longterm supplydemand imbalance— 
where the demand for behavioral health 
services far outstrips the availability of 
timely, affordable, and highquality care. 
Strategies to help achieve this balance by 
expanding the supply of behavioral health 
services may include reexamination of 
 reimbursement rates, investing in work
force development initiatives, supporting 
new care delivery models, and strength
ening provider networks.

The United States is facing a significant 
behavioral health workforce shortage. 
For example, as of 2018, 192 million 
Americans lived in counties with an 
 insufficient19 supply of psychiatrists.20 
Data also suggest that nationwide, 
 approximately half of all psychiatrists 
do not accept any insurance, including 
Commercial, Medicare, and Medicaid.21 

1.  Expand equitable access to evidence-  
based behavioral health services 

More than 60 percent of the US popula
tion lives in counties with an insufficient 
supply of psychiatrists, with only 40 
percent of all psychiatrists accepting 
any form of insurance10 and 20 percent 
not accepting new patients,11 according 
to our Vulnerable Populations Data Hub. 
As such, commercially insured consum
ers are between five times and six times 
more likely to use outofnetwork pro
viders for their behavioral health needs 
than for physical healthcare.12 This 
 disparity leads to higher outofpocket 
costs and significant barriers to care 
for patients with mental health and 
 substance use disorders. This is com
pounded by the fact that payers are 
struggling to expand their networks 
of behavioral health professionals.13

Potential strategies to address the over
all lack of access to behavioral health 
 services include the following: 

 — In rural areas, where the shortage is 
starkest, telehealth services could 
provide behavioral health access to 
the underserved. Between January 
and October 2020, there was an 
 increase of 59 percentage points 
 nationally in the proportion of psy
chotherapy services delivered via 
telehealth.14,15 

 — Expanding the capabilities of 
nonspecialists to practice at the top 
of their license16 and deliver care to 
patients with more complex needs 
(for example, models such as Project 
ECHO)17 may decrease wait times for 
specialty behavioral healthcare and 
increase innetwork accessibility.

Scaling evidence-based, accessible, affordable, 
equitable behavioral healthcare could reduce  
US healthcare spending annually by $185 billion
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whole person care, in addition to the two 
foundational actions described above: 

3.  Strengthen community prevention: 
Focusing on prevention, early inter
vention, and reducing stigma across 
communities could help alleviate the 
steady growth of preventable events, 
such as suicides. Workplace programs 
such as wellness seminars and 
person alized feedback could help edu
cate employees on the signs of psy
chological distress and available treat
ment options. In schools, a holistic 
mental wellbeing and substance use 
education could offer children a frame
work to understand their behavioral 
health, and could help with early iden
tification while reducing stigma asso
ciated with mental illnesses and sub
stance use disorders.

4.  Integrate behavioral and physical 
health: Low integration of physical and 
behavioral healthcare may lead to de
layed diagnosis of behavioral health 
conditions and prevent the  delivery of 
whole person care.25 Embedding men
tal healthcare managers into primary 
care clinics could help support a pa
tient’s regular primary care clinician 
while improving behavioral health 
screening and treatment in conjunc
tion with the management of their 
physical health conditions.

5.  Leverage data and analytics: Devel
oping proper data and analytics infra
structures to deploy valuebased con
tracting could help reduce overall 
healthcare spend and provide a better 
behavioral healthcare experience, in
cluding for those already in treatment. 
Additionally, predictive analytics could 
help identify individuals who might 
benefit the most from the use of evi
dence based treatment like cognitive 
behavioral therapy.

6.  Address unmet health-related basic 
needs26: Individuals with poor mental 
health are 1.9 times as likely to report 

Although behavioral health has been a 
top bipartisan policy issue for more than 
a decade, behavioral health providers 
are often reimbursed at lower rates than 
nonbehavioral health providers: com
pared with Medicareallowed amounts, 
average 2017 innetwork physician re
imbursement rates for behavioral health 
 office visits were lower than for primary 
care office visits and medical/surgical 
specialist office visits.22 These dispari
ties in reimbursement rate between 
behav ioral health and primary care grew 
from 20.8 percent in 2015 to 23.8 per
cent in 2017. 

At the same time, the rate of outof 
network care utilization increased from 
15 percent to 17 percent of adult behav
ioral health office visits (versus roughly 
3 percent of primary care visits). For 
children, the rate of outofnetwork utili
zation is 10 times higher for behavioral 
health than for primary care. Addressing 
reimbursement disparities could help 
expand networks in the short term and 
attract more professionals to the behav
ioral healthcare field in the long term, 
thereby supporting overall access to 
 behavioral health services. 

In addition to reimbursement at parity, 
further investments in treatment, pre
vention, and early intervention services, 
such as the Collaborative Care Model 
(CoCM) or Screening, Brief Intervention, 
and Referral to Treatment (SBIRT),23,24 
could help mitigate exacerbations of 
 latent mental health conditions and 
 substance use disorders. These and 
other investments in behavioral health
care could support an acceleration of 
advancement, quality, and access to 
 improved whole person care. 

Additional actions to build a 
holistic approach to healthcare
As highlighted in “A holistic approach for 
the US behavioral health crisis during the 
COVID-19 pandemic,” the following four 
actions may be integral to implementing 
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increase is far outweighed by the poten
tial for spend reduction of $35 billion in 
behavioral sites of care and $210 billion 
in physical sites of care, leading to $185 
billion in net savings opportunity. Cap
turing this opportunity may require an 
additional $65 billion in incremental 
 operating expenses, but could possibly 
lead to an estimated return of $3 for 
every $1 invested. 

The savings impact of these interven
tions varies across the behavioral and 
physical health needs spectrum. For 
 example, when considering the impact 
of integrating physical and behavioral 
healthcare, we see a difference in sav
ings across different member cohorts. 
For those with high behavioral health 
needs,28 savings due to this intervention 
are estimated to be 12 percent of base
line spend, while members with mild or 
moderate needs might only see estimat
ed savings of 8 percent. These dispari
ties result from differences in spend 
among behavioral and physical sites of 
care for each cohort, as well as different 
estimates for savings rates across sites 
of care for each cohort (Exhibit 2). 

not receiving the healthcare they 
need, and 2.5 times as likely to report 
having multiple unmet social needs.27 
By activating home and community 
based services, wraparound ap
proaches can help address the 
 various needs faced by children  
with  behavioral health conditions. 

Potential impact of 
whole person care
If taken together, these six actions could 
improve the quality of care and experi
ence for the millions of individuals with 
behavioral health conditions. As illus
trated in Exhibit 1, these actions could 
also reduce total US healthcare spend
ing annually by $185 billion. This figure 
 represents around 6 percent of total 
healthcare spend in the United States. 

As part of this overall savings, an esti
mated increase of $60 billion in behav
ioral health outpatient spend (for exam
ple, through increased reimbursement 
rates, additional visits) is necessary to 
effectively implement the various inter
ventions. However, we found that this 

Exhibit 1

Implementing six key actions could lead to savings of $185 billion 
through whole person care.
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¹ BH, behavioral health.

Category Impact Examples

Behavioral
health

outpatient
investment

To realize
these savings,
an additional 
investment of 

$65B 
in incremental 
operating 
expenses 
is required 
resulting in a 

3x ROI

• Increased reimbursement rates for 
 BH¹ services and broader availability
  of evidence-based practices
• Additional primary care visits for 
 timely intervention

$60B

Behavioral
health

savings

• Reduced preventable BH inpatient, 
 emergency, and residential care 
 through integration of behavioral 
 and physical health, improved 
 crisis response, etc.

$35B

Physical
health

savings

• Reduced ine�cient physical health-
 care and preventable complications 
 through early intervention, care 
 navigation, wraparound services, etc.

$210B

$185B
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salience of these challenges. We now 
have the chance to reexamine whole 
 person care by addressing social deter
minants of health, integrating physical 
and behavioral healthcare, and meeting 
people where they are. Efforts to boost 
this concept could send farreaching 
 ripple effects into society. These effects 
could include improved quality of life and 
reduce premature mortality due to chron
ic disease, suicide, and overdose for in
dividuals. Additionally, employers could 
see benefits in the form of improved 
 employee engagement and reduced 
 absenteeism, workplace injury, and dis
ability. Finally, society as a whole stands 
to benefit the most through improved life 
expectancy, educational achievement, 
workforce participation, and community 
engagement, along with reduced criminal 
justice involvement and homelessness. 

Healthcare leaders have a chance to 
help scale evidencebased solutions, 
advancing innovation and investing 
in whole person care. Taking these 
actions can create meaningful change 
to save lives, advance economic pros
perity, and prioritize health for future 
generations.

While it may seem intuitive to focus on 
the cohorts with the highest potential for 
 savings (for example, individuals with high 
behavioral health needs and complex 
physical health conditions), year  toyear 
movement of individuals between cohorts 
means that enhancements should likely 
occur across all segments. In a claims 
analysis of employersponsored members,29 
we found that 50 percent of  behavioral 
health highneeds members were in a lower 
behavioral healthneeds cohort, with 25 
percent having no previous behavioral 
health diagnosis the pre vious year. Instead 
of waiting until people reach the point of 
crisis, we can take a  holistic approach 
across all populations from screening 
and preventative care to more intensive 
 services for patients with serious mental 
illnesses and substance use disorders.

The need for action
COVID-19 has exacerbated the behav ioral 
health crisis facing people across the 
world, as stressors such as high rates of 
infection, grief and loss, social isolation, 
and unemployment have grown. Stresses 
experienced by frontline healthcare 
workers have further brought to light the 

Exhibit 2

A holistic approach to health is key to realize full savings. 
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Behavioral health need

Physical health need

Healthy Primary care treatable Specialty chronic Complex

High

Mild/moderate

Diagnosed but not treated

Not diagnosed

To unlock whole person care and realize and sustain savings, it is critical to invest across the spectrum 
of behavioral and physical health needs

Savings as % of baseline healthcare spend

<0% >20%
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The $185 billion savings estimate provided in this 
paper derives from academic litera ture of behav
ioral health interventions and our analysis of their 
impact on member  cohorts across the behavioral 
and physical health needs spectrums. 

Member cohorts considered in the model. Patient 
populations across Commercially insured, Medi
care, and Medicaid lines of business were divided 
into 14 member cohorts based on their behavioral 
healthcare needs (for example, high needs, mild/
moderate needs, diagnosed but not treated, treat
ed but not diagnosed, healthy) and physical health
care needs (for example, complex needs, specialty 
chronic needs, primary care treatable needs, 
healthy). These classifications were largely based 
on behavioral and physical health diagnoses and 
utilization from healthcare claims data. 

Research literature. To determine how  various 
 behavioral health interventions could impact health
care spend for the above cohorts, we reviewed the 
relevant  academic literature concerning these 
 in terventions. Based on the studies cited through
out this paper and others, we  estimated the savings 
impact across sites of care for each member cohort. 
Examples include:

 — Integration of physical and behavioral 
healthcare: Through a stepped collaborative 
care program, care managers were embedded 
in the patient’s primary care clinic. These care 
managers would support the primary care 
 physician by conducting mental health and 
 substance use screenings, monitoring patient 
progress, and adjusting treatment plans tai
lored by a steppedcare treatment algorithm. 

For individuals with mild/moderate behavioral 
health needs and those who are diagnosed but 
not treated, these measures led to an increase 
of approximately 41 percent in behavioral out
patient spend (due to  additional care received 
by patients), but also to a decrease in behavioral 
inpatient spend by 64 percent, physical inpa
tient spend by 26 percent, and behavioral and 
physical health prescription spend by 9 percent.1

 — Expanded care navigation: In this intervention, 
care managers combined patient education 
with logistical support to coach patients on 
 interacting effectively with their providers and 
helped them overcome barriers to attending 
medical appointments. This intervention result
ed in decreased spend across several sites of 
care, including a 13 percent decrease in physi
cal emergency care spend and 17 percent de
crease in behavioral health outpatient spend.2

Medical and pharmacy claims data. We used 
medical claims data from a range of sources to 
 estimate the impact of the measures above on 
member spend across lines of business.3  Members 
for each line of  business were segmented based 
on the member cohorts described previously, and 
spend data was apportioned appropriately. Claims 
sources were adjusted to be repre sentative of the 
national 2020 population using membership 
weighting (Definitive Healthcare), membership 
 updates ( McKinsey Enrollment Projection Tool), 
rate updates (Substance Abuse and Mental Health 
Services Administration—for example SAMHSA), 
pharmacy estimates (SAMHSA), and insurance 
 administration estimates (SAMHSA).

Sidebar 2

Methodology for estimating savings impact of behavioral healthcare 
 interventions on US healthcare spend

 1  Jürgen Unützer et al., “Longterm cost effects of collaborative care for latelife depression,” American Journal of Managed Care, February 
2008, Volume 14, Number 2, pp. 95–100, ajmc.com.

 2  Benjamin Druss et al., “Budget impact and sustainability of medical care management for persons with serious mental illnesses,” American 
Journal of Psychiatry, November 2011, Volume 168, Number 11, pp. 1171–8, ajp.psychiatryonline.org.

 3  The specific claims data sources we used include: 2018 data from complete anonymized Managed Medicaid claims data from one state 
(Medicaid), CMS Limited Data Set (LDS) claims (Medicare), and International Business Machines Corporation’s Truven MarketScan 
Commercial Database (Commercial).
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