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SUMMARY 

Navigating through the aftermath of the 

COVID-19 pandemic calls for a nimble, crea-

tive and robust redesign of funding mecha-

nisms and associated policies to invest in the 

United States’ behavioral health care system. 

This paper identifies significant and high-

potential opportunities to expand quality inte-

grated health care through community behav-

ioral health organizations. Six strategic areas 

briefly discussed as key opportunities and 

crucial areas needing a revision of funding 

mechanisms and policies are: school based 

behavioral health services, integrated behav-

ioral and physical health care, federal funding 

restrictions and limitations, commercial insur-

ance and parity, telemedicine for addiction 

treatment, and social determinants of health. 

By leveraging the impact and innovation of 

non-profit community-based mental health 

providers, such as OhioGuidestone, federal 

funding can be used more responsibly to cre-

ate opportunities for communities and em-

power providers to serve their clients with 

high-level, integrated care. Amid the turmoil, 

the COVID-19 pandemic has provided an 

opportunity to scrutinize our current systems 

and rebuild them, first and foremost, to meet 

the needs of individuals, families, and whole 

communities.   

 

WHO SHOULD USE THIS PAPER 

• Government officials 

• Health officials and policymakers 

• Managed care organizations  

• Behavioral and Physical health care 

providers 

TAKEAWAYS & ACTION ITEMS 

 The behavioral health care system contin-

ues to be fragile from before, during and 

continuing since the COVID-19 pandemic. 

 Wealth and resources are available to the 

United States, but redesigned funding 

mechanisms are needed to better equip and 

sustain the overall healthcare system, espe-

cially at community-based levels.  

 Policy and practice for population-wide 

health care must reflect public health best 

practices, i.e., the three-tiered approach for 

school-based services and community-based 

integrated care models (CCBHC and 

FQHC). 

 Federal funding opportunities and mecha-

nisms need to be redesigned to respond to 

actual costs of doing business, support com-

munity-based integrated care, and allow for 

robust school-based behavioral health ser-

vices – which in turn will expand access to 

care and improve the health and wellness of 

communities.  

 Federal support and enforcement of mental 

health parity requirements for commercial 

insurance is crucial to grow and sustain the 

behavioral health care workforce as needed 

to meet the continually growing behavioral 

health needs of the nation. 

 Continuing the flexibility for prescribers to 

prescribe buprenorphine without requiring 

a prior in-person examination by the pre-

scriber is critical to ensuring access to care 

for individuals with opioid use disorder.  
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INTRODUCTION 

As the world attempts to recover from the fall-

out of the COVID-19 pandemic, behavioral 

health care delivery continues to face many 

challenges. These systemic issues existed long 

before the pandemic, but — like many social 

problems — they were exposed and often exac-

erbated during the last few years (Leach et al., 

2021). 
 

Across the United States, the pandemic re-

vealed burnout, anxiety, stress, fatigue, and a 

host of other physical and psychological symp-

toms impacting everyone from young children 

to older adults. These symptoms appeared 

everywhere from childcare centers to school 

systems and from a diversity of workplaces to 

retirement communities – having a particularly 

devastating impact on marginalized and minor-

itized U.S. populations.  
 

All of this affects both the U.S. workforce in 

general (Peters et al., 2022) and clinical mental 

health providers in particular (Schwartz et al., 

2020). School children and their families 

(Mitchell, 2021), teachers (Pressley et al., 

2022), and social workers in child services 

(Ferguson et al., 2022) are in need of immedi-

ate and long-term interventions to address and 

prevent a wide range of detrimental factors 

that affect their wellbeing in the aftermath of 

COVID-19. 

On the one hand, many states face severe be-

havioral health workforce shortages, including 

our own Ohio (Hernandez et al., 2021). On 

the other hand, the pandemic has caused pro-

found psychological impacts across popula-

tions, leading to a surge in demand for effec-

tive, high-quality, and innovative interventions, 

especially for children’s mental health (Korte 

et al., 2022) and substance use treatment. 
 

This moment calls for both nimble creativity 

and robust, redirected investment. Currently, 

the United States has abundant funding for 

behavioral healthcare, but that funding is not 

used efficiently or effectively to truly address 

the needs of the communities. Change is 

needed. 
 

In this paper, we discuss the most significant 

behavioral health-related issues facing commu-

nities served by OhioGuidestone, Ohio’s lead-

er in community behavioral health care, with a 

particular focus on community-based behav-

ioral health services. Our purpose is to high-

light these areas of concern as potential ave-

nues of impact for innovation, policymaking, 

funding, and other strategic solutions, both im-

mediate and long-term. 
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SCHOOL-BASED SERVICES 

 Proposed Solutions:  

 Offer combined funding source for the three 

tier school-based model of prevention, con-

sultation and treatment. 

 Require “school” to be an eligible place of 

service for treatment on all insurance plans. 
 

Children and schools remain some of the most 

important areas of potential impact in addressing 

wide-ranging behavioral health issues post-

pandemic. A primary goal of school-level inter-

vention must be prevention of adverse health ef-

fects and promotion of wellbeing. As the largest 

provider of school-based behavioral health ser-

vices in the state, OhioGuidestone has extensive 

experience in school-based services, from direct 

interventions for students and families to profes-

sional development for teachers and staff. We 

assert that we need to start with a responsive 

funding structure that expands and maintains ac-

cess to prevention, consultation, and treatment 

services for school-aged youth if we are serious 

about addressing behavioral health challenges. 
 

For the proven three-tier public health model 

(Bazyk, 2020) to effectively address the behavior-

al health needs of all children, all three tiers must 

be available to every student at every school 

across the country.  We are currently far from 

this model’s reality. Right now, prevention (tier 

1) funding is separate from consultation (tier 2) 

funding, which is separate from treatment fund-

ing, if either are at all available in particular 

schools. The treatment tier (tier 3) is the only tier 

with a dedicated, but limited, funding stream. 

The result is a disjointed system that does not 

meet the needs of children in schools. Although 

community behavioral health providers such as 

OhioGuidestone offer highly effective school-

based services, our impact could be broader and 

even more effective if funding mechanisms were 

dedicated across all three tiers for public health. 

We can address this challenge by developing a 

single source of combined funding for all three 

of these tiers. 

Funding for school-based treatment services is 

generally only available for students with Medi-

caid coverage (Wolk et al., 2022). For students 

on commercial insurance plans, “school” is ordi-

narily an excluded place of service, leaving those 

students without funding to receive treatment in 

the school setting, as well as sustained access to 

prevention and consultation that could lead to 

earlier and more effective intervention. Preven-

tion and consultation services are funded from 

separate sources, if available at all in schools.  
 

Prevention, consultation, and early intervention 

works. When students receive prevention ser-

vices and early intervention from teachers 

through consultation and early referral to behav-

ioral health treatment, the ongoing cost in physi-

cal health care, behavioral health care, and crimi-

nal justice costs go down substantially (Wachino 

et al., 2021). In Ohio, the University of Miami, 

Ohio Department of Education and the Ohio 

Department of Mental Health and Addiction 

Services are working on building this model in 

schools using behavioral health coordinators. 

The challenge continues to be a lack of funding 

for the model (Center for School-Based Mental 

Health Programs).  
 

The current funding 

structure has pro-

duced a disjointed sys-

tem that does not 

meet the behavioral 

health needs of chil-

dren in schools. We 

can address this chal-

lenge by developing a 

single source of com-

bined funding for be-

havioral health pre-

vention, consultation, 

and treatment services available for all youth – 

regardless of payer source – that leverages coor-

dination among stakeholders to improve behav-

ioral and physical healthcare and wellness.  
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INTEGRATED CARE 

Proposed Solutions:  

 Increase grants and funding for Federally 

Qualified Health Centers (FQHCs) and 

Certified Community Behavioral Health 

Centers (CCBHCs).  

 Remove administrative barriers and fund 

care coordination services necessary to 

bring individuals successfully into behav-

ioral health services.  
 

Integrated care is the desegregation and coor-

dination of physical and behavioral health 

care, leading to provision of care that address-

es the needs of the whole person. Historically, 

however, physical health care and behavioral 

health care have been separated and siloed 

(Chung et al., 2021), even though symptoms 

and illness do not segregate in the body and 

there is no physical health without behavioral 

health. We have ever growing knowledge that 

informs of the vast interconnection of body 

systems from head to toe, as well as the multi-

factored connections between physical and 

mental health.  
 

OhioGuidestone’s placement within commu-

nity-based settings uniquely situates us with a 

view of the impact of physical symptoms and 

illness on behavioral health, and vice versa. 

When an individual with severe medical and 

behavioral health needs engages in behavioral 

health services, their medical healthcare com-

pliance increases substantially, which positively 

impacts one’s health while also reducing the 

cost of medical care for chronic illnesses such 

as heart disease and diabetes  (Horstman et 

al., 2022). Despite the clear value of integrated 

care — increased opportunity to improve 

health and trusted connections with clients — 

community behavioral health providers face 

barriers to bringing integrated care to life in 

their community settings. To make behavioral 

health integration with medical care possible, 

ample and uncomplicated funding mecha-

nisms are needed for community behavioral 

health providers to provide necessary services 

and supports. 
 

Additional policy shifts are needed as well 

since community behavioral health organiza-

tions, such as OhioGuidestone, are unable to 

receive payment for physical health services 

delivered by medical providers under current 

state licensing and Centers for Medicare & 

Medicaid Services (CMS) regulations. Com-

munity behavioral health organizations are 

well equipped and experienced with care coor-

dination – a critical component of integrated 

care. The current funding mechanism for be-

havioral health care coordination further stifles 

client access to care.  Aligning a payment pro-

cess that supports the integration of medical 

and behavioral health will lead to significant 

reductions in cost spent on the physical health 

care side of client care (National Council for 

Mental Wellbeing, 2022),  while also expedit-

ing the start of much needed behavioral health 

care services and establishing a sustainable 

path for integrated care approaches. 
 

One solution is to support the integration of 

physical and behavioral health through in-

creased grants and funding for Federally Qua-

lified Health Centers (FQHCs) and Certified 

Community Behavioral Health Centers 

(CCBHCs). Continued and expanded in-

vestment in these areas would increase access 

and opportunities for integrated care — which, 

as noted above, is crucial for the future of be-

havioral health care and preventative public 

health. Further, FQHC’s and CCBHC’s have 

enhanced rate structures, which allow non-

profit community-based behavioral health or-

ganizations to better function and serve under 

resourced and disadvantaged communities.  

 

While FQHC and CCBHC funding and grant 

opportunities are effective and necessary to 

serve these communities, they are not 
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sufficient alone to improve access to integrated 

care.  A second solution to integrate physical 

and behavioral health care is to provide com-

munity behavioral health providers with funding 

to support the care coordination services need-

ed to adequately bridges these two systems of 

care. Typically, community behavioral health 

centers do not receive payment for services un-

til there is a completed assessment and a behav-

ioral health diagnosis, which creates further bar-

riers and prevents the care coordination activi-

ties necessary to bring individuals successfully 

into behavioral health services. Some state 

Medicaid programs are eliminating the require-

ment for a behavioral health diagnosis prior to 

delivering certain behavioral health services, 

which will expand access to behavioral health 

care in those states. Action at the federal level 

through CMS and the Department of Health 

and Human Services to drive this change would 

greatly impact access to behavioral health care 

across the county. A bridge between these two 

worlds is 

critical to 

break 

down the 

silos and 

improve 

health 

care for 

all Ameri-

cans. 

FEDERAL FUNDING: RESTRICTIONS and FMAP 

Proposed Solutions:  

 Provide access to federal dollars with fewer 

restrictions to increase access and support 

better behavioral health outcomes in com-

munities.   

 Permit non-profit federally approved indi-

rect cost rates to be used in federal beha-

vioral health funding opportunities. 

 Maintain increased FMAP when the PHE 

declaration expires on May 11.   
 

There is an incredible amount of federal invest-

ment in various high-need areas such as student 

wellness, opioid use treatment, and more. Be-

cause some federal dollars are rolled out with a 

high degree of restrictions and requirements, 

however, there is a disconnect between where 

the dollars are spent and what various commu-

nities actually need. 
 

Some federal funding opportunities are  

developed with the best intentions, but are in-

advertently adverse to community-based non-

profit behavioral health organizations, such as 

the recent Substance Abuse and Mental 

Health Services Administration (SAMHSA) 

Advancing Wellness and Resiliency in Educa-

tion (AWARE) grant.  The AWARE funding 

appropriately seeks to enhance the school be-

havioral health infrastructure, but requires sev-

eral full-time (FTE) equivalent commitments 

from the state education, mental health and 

local education agencies (SAMHSA, March 

2022). It is incredibly challenging as a commu-

nity behavioral health center to meet these 

grant requirements, which are not necessary 

for a successful implementation of the three-

tier public health model in schools. Communi-

ty partnerships, collaboration between provid-

ers, and letters of commitment are critical to 

the success of these services, but specific re-

quirements for FTE individuals to be identi-

fied in the application process, especially dur-

ing a critical behavioral health and other work-

force shortage, is a barrier that prevents access 

to care.  
 

Similarly, federal State Opioid and Stimulate 

Response (SOR) funding from SAMHSA in-

(INTEGRATED CARE continued) 
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(FEDERAL FUNDING: RESTRICTIONS and FMAP continued) 

cludes a newly added 5% cap on administrative 

costs (SAMHSA, May 2022), rather than accept-

ing a federally approved indirect cost percent-

age. Caps of this nature create a significant finan-

cial loss for behavioral health organizations on 

the front line of the opioid epidemic. Most or-

ganizations receiving these funds are non-profit 

community behavioral health centers that do not 

have available financial margins to recover this 

loss. As a result, the impact of these funds be-

comes significantly limited, while also limiting 

community based organizations who can (and 

should) apply because of their specific expertise 

to deliver quality substance use disorder care in 

community settings. These restrictions limit 

substance use services even though the need is 

tremendous and growing across the country.  
 

Community behavioral health centers are on the 

ground day after day delivering care and are 

poised to address the needs in the communities 

we serve. Access to federal dollars with appro-

priate checks and balances, but fewer re-

strictions, would allow the funding to have the 

greatest impact and 

drive the best out-

comes. A shift to 

outcome-driven 

funding at the feder-

al level would allow 

organizations to bet-

ter meet the needs 

of communities.  

Moreover, a federal 

policy change that 

permits an organiza-

tion’s federally ap-

proved indirect cost 

rate to be used in all 

federal behavioral 

health funding op-

portunities, would 

help ensure that federal funding has the greatest 

impact on the health of affected communities.  
 

Other important areas of federal funding pro-

foundly impact behavioral health care, too. Dur-

ing the pandemic, the Federal Medical Assis-

tance Percentage (FMAP) — the percentage of 

Medicaid paid by the federal government — was 

increased as part of the public health emergency 

declaration. When the declaration expires on 

May 11, this enhanced percentage should re-

main at the higher rate to support greater invest-

ment in behavioral health at the state level. Not 

doing so could also mean loss of coverage for 

millions of people (Williams, 2022). By retain-

ing the higher percentage, vital funds can direct-

ly benefit those in need of Medicaid coverage.  
 

By reducing federal funding barriers and retain-

ing a higher FMAP, significant dollars can be 

wisely spent on upstream solutions that both ad-

dress communities’ greatest needs and prevent 

higher long-term health care costs.  
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COMMERCIAL INSURANCE and PARITY 

Proposed Solutions:  

 Increase federal support and enforce-

ment of parity rules — both rate parity 

and coverage of providers with parity. 

 Require coverage for trained and certi-

fied behavioral health paraprofessionals 

(e.g., peer specialists and qualified be-

havioral health specialists) with urgency.  
 

Commercial insurance is a significant chal-

lenge across the country as it relates to behav-

ioral health care. Behavioral health care pay-

ment rates on the commercial side in many 

states are significantly lower than Medicaid re-

imbursement rates (White, 2019). In addition, 

commercial insurance payers require inde-

pendently licensed clinicians to provide behav-

ioral health services, and do not cover services 

provided by licensed clinicians and certified 

behavioral health paraprofessionals. Mean-

while, the federal government, state Medicaid, 

and non-profit organizations, as sites that train 

and employ trainees and preliminarily licensed 

clinicians, are funding the training of inde-

pendently licensed clinicians to benefit com-

mercial payers. Commercial insurance should 

be required to do their part by fully participat-

ing in the behavioral health clinical model – 

through rates and covered providers – to sup-

port the growth and sustainability of the behav-

ioral health care workforce, and the system as 

a whole. 
 

There is a critical behavioral health workforce 

shortage across the country. Independently 

licensed clinicians are in incredibly short sup-

ply and are critically important to the supervi-

sion of the licensed clinician and paraprofes-

sional workforce across the country (Nenn, 

2022). The exclusion of both licensed provid-

ers (master’s level educated clinicians) and 

trained paraprofessionals (peer specialists and 

qualified behavioral health specialists) from 

coverage by Medicare and commercial health 

plans has a significant impact on access to be-

havioral health services for all Americans. As a 

result of this exclusion, the scarce number of 

independently licensed behavioral health pro-

viders primarily serve commercial insurance 

members and are unavailable to supervise the 

workforce needed to support the behavioral 

health of all Americans.  
 

Independently licensed practitioners must 

have a minimum of two years of supervised 

work in most states. As a result, many licensed 

behavioral health providers begin their careers 

with a community behavioral health organiza-

tion that serves primarily Medicaid clients. 

Some practitioners stay for two to three years 

while gaining experience toward independent 

licensure at the cost of state Medicaid and the 

federal government though the FMAP match. 

After a few years, many licensed clinicians be-

come independently licensed and leave to 

work in a more lucrative (and self-sustaining) 

private practice funded by commercial insur-

ance and self-payment. Non-profit community 

behavioral health providers thus bear the bur-

den of training the commercial insurance be-

havioral health workforce at Medicaid rates 

that are insufficient to cover workforce costs in 

most states. This is a cyclical process that re-

sults in a benefit only to commercial insur-

ance; and a churn of unrealized workforce in-

vestment for non-profit community behavioral 

health centers. 
 

Federal support and enforcement of parity 

rules both in rate parity and a requirement for 

commercial insurance payers and Medicare to 

cover behavioral health providers (both li-

censed and trained paraprofessionals) with 

parity — meaning an inability to arbitrarily limit 

qualified providers from providing services — 

is critically needed. All payers should be re-

quired to cover services provided by behavior-

al health professionals delivered within their 

scope of practice or certification, which in all 
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states would at a minimum include master’s level 

licensed behavioral health providers, such as li-

censed clinical social workers, licensed profes-

sional clinical counselors, licensed marriage and 

family therapists, and licensed chemical depend-

ency counselors.  
 

While Medicare has made a change to cover ad-

ditional licensed clinicians effective January 1, 

2024, a more urgent response, including coverage 

of the trained and certified paraprofessional be-

havioral health workforce (e.g., peer specialists 

and qualified behavioral health specialists), and a 

requirement for commercial insurance to do the 

same would have an overwhelming impact on the 

workforce crisis and access to services. 
 

Moreover, the exclusion of licensed behavioral 

health providers by commercial insurance is in-

credibly taxing on the workforce. Licensed pro-

viders at non-profit community behavioral health 

organizations often see Medicaid clients with 

higher acuity levels and greater challenges relating 

to social determinants of health. These organiza-

tions lose the ability to provide licensed clinicians 

with a more balanced caseload that would make 

space to support their own mental and emotional 

health and resist burnout and subsequent exit 

from the community behavioral health work-

force. Furthermore, clients with high acuity needs 

would have access to a wider diversity of clini-

cians to partner with in caring for a wider range of 

their needs. 
 

If commercial insurance rates were required to 

be in parity with Medicaid rates and physical 

health rates, and services were permitted to be 

delivered by non-independently licensed clini-

cians and trained paraprofessionals, community 

behavioral health 

providers could 

balance the acui-

ty levels of client 

caseloads, stabi-

lize the work-

force, and ex-

pand quality ac-

cess to behavior-

al health care across the country. 

TELEMEDICINE FOR ADDICTION TREATMENT 

(COMMERCIAL INSURANCE AND PARITY continued) 

Proposed Solutions:  

 Transition Ryan Haight Act waiver of the 

in-person requirement to initiate bupren-

orphine from COVID PHE to the Opi-

oid Epidemic PHE, which does not have 

an end date. 

 Allow the in-person evaluation for opioid 

use disorder to be conducted by a nurse 

or medical assistant, and the prescriber 

would visit with the client through tele-

health for buprenorphine treatment.   

The increased access to care for patients with 

substance-use disorders that was made possible 

during the pandemic is in jeopardy with the end 

of the public health emergency. Prior to the 

COVID-19 pandemic, the Ryan Haight Act of 

2008 amended the Controlled Substances Act 

to prohibit prescribing of controlled substances 

via online forms and included requirements for 

in-person evaluations prior to prescribing con-

trolled substances.  
 

The Ryan Haight Act was designed to reduce 

potential harms to patients who are prescribed 

controlled substances. Unfortunately, the law 

was written prior to the advent of contemporary 

telemedicine, and the law’s current limited ex-

ceptions to the in-person visit do not adequately 

contemplate how telemedicine works today. 

The in-person physical exam is especially prob-

lematic for behavioral health providers because 
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SOCIAL DETERMINANTS of HEALTH 

Proposed Solutions:  

 Establish minimum requirements of 

Medicaid and Managed Care that ad-

dress social determinants of health and 

barriers to access to care.  

 Require state Medicaid programs to pro-

vide transportation to behavioral health 

appointments. 

Managed care organizations (MCOs) continu-

ously proclaim that addressing social determi-

nants of health is critical to reduce medical 

spending across the board (McCarthy et al., 

2022). However, there is not direct and ongo-

ing funding available to address social determi-

nants of health.  
 

Several MCOs have programming with limited 

funding available to address critical community

-level issues such as food insecurity, affordable 

mental health and substance use disorder care 

does not typically require a physical exam to the 

same extent as a physical heath service.  
 

Individuals with opioid use disorders are dying at 

unprecedented levels, and those individuals need 

access to life-saving medications such as bupren-

orphine. During the COVID-19 pandemic, the 

DEA loosened remote prescribing restrictions for 

the duration of the public health emergency, in-

cluding waiving the requirement for an in-person 

evaluation prior to prescribing certain controlled 

substances as long as other requirements were 

met. The loosened restrictions improved access 

to care for patients with substance use disorders, 

but that access is now in jeopardy because the in-

person exam requirement is set to snap back into 

place at the end of the public health emergency 

on May 11. 
 

The American Hospital Association recently sub-

mitted a letter to the DEA specifically requesting 

that the DEA transition the waiver of the in-

person requirement to initiate buprenorphine 

prescribing to the Opioid Epidemic PHE, which 

does not have an anticipated end date. (AHA 

Letter, December 1, 2022.)    Transitioning these 

flexibilities would be part of addressing the ongo-

ing opioid epidemic and would allow access to 

potentially life-saving medications for those with 

an opioid use disorder. Ohio law currently per-

mits prescribing buprenorphine without a prior in

-person visit, but without a change, the DEA’s 

more stringent restrictions will limit access to 

care. The DEA had and continues to have the 

legal authority to allow telemedicine prescribing 

of controlled substances, including buprenor-

phine. 
 

Another potential solution would be for the DEA 

to allow the in-person evaluation to be conducted 

by a nurse or medical assistant, and the prescriber 

would visit with the cli-

ent through telehealth. 

This would support cli-

ents having better access 

to life-saving medica-

tions while recognizing 

the shortages in pre-

scribers that existed 

even prior to the pan-

demic.  
 

Breaking down barriers to care for individuals 

with opioid use disorders saves lives. Individuals 

with an opioid use disorder are less likely to seek 

life-saving care if that care is difficult to access. 

The in-person assessment requirement limits ac-

cess, especially for individuals in rural areas or 

who face other barriers to seeking in-person care. 

Allowing continued use of telehealth to prescribe 

buprenorphine will address this critical access to 

care issue. 

(TELEMEDICINE FOR ADDICTION TREATMENT continued) 
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CONCLUSION 
Streamlining, integrating, and increasing coor-

dination and access to care in these areas 

would not only save time and money, but it 

would reduce auxiliary stress and address root 

problems more quickly, which in turn would 

lead to better physical and behavioral health 

outcomes. The labyrinthine process of navi-

gating care systems and complicated payment 

structures causes poor health outcomes among 

populations that, at a minimum, should have 

access to adequate physical and behavioral 

health care. 
 

The United States is the richest country in the 

world. Yet the future of behavioral health care 

in the country is in jeopardy. This is true both 

in the short term — due to issues such as the 

current workforce crisis and disparities be-

tween commercial insurance, Medicare, and 

Medicaid — and in the long term —due to sys-

temic problems such as gaps in funding for 

coordinated school services, access to integrat-

ed care and medications for opioid use disor-

der, and the response to social determinants 

of health. 

 

The issue is not a lack of funding. However, 

the current funding mechanisms and struc-

tures hamper best practices and inhibit innova-

tion, which negatively affects public health on 

all three levels of the prevention model: up-

stream primary prevention that address social 

determinants of health, secondary prevention 

that reduces the impact of risk factors, and 

downstream treatment of illness. 
 

By leveraging the impact and innovation of 

non-profit community-based behavioral health 

providers, such as OhioGuidestone, federal 

funding can be used more responsibly to cre-

ate opportunities for communities and em-

power providers to serve their clients with high

-level, person-centered, integrated care. Amid 

the turmoil, the COVID-19 pandemic has 

provided us an opportunity to scrutinize the 

current U.S. behavioral health care delivery 

systems and rebuild them, first and foremost, 

to meet the needs of individuals, families, and 

whole communities. 

housing, and transportation. Yet, no federal 

minimum requirement exits for state Medicaid 

programs to address social determinants of 

health. This is a missed opportunity.  
 

The failure to address social determinants of 

health is leading to the spending of millions and 

millions of dollars in medical expenses and 

causing preventable, long-term adverse health 

outcomes (D’Agostino & Pope, 2020). Estab-

lishing minimum expectations and minimum 

requirements for Medicaid and Medicare pro-

grams through CMS to address social determi-

nants of health would allow the government to 

have some oversight into how we are addressing 

these very important issues and not merely re-

stating their importance without funded oppor-

tunities to change this narrative.  
 

 

The federal government must take the lead in 

driving improved outcomes for social determi-

nants of health. Hospitals and health care pro-

viders, in general, do not have an incentive to 

address social determinants of health because 

current value-based risk models do not typically 

incorporate these components. This can be 

remedied via minimal federal policy changes. 

There is an opportunity to establish minimum 

requirements of Medicaid and MCOs that ad-

dress issues such as food insecurity, workforce 

development, housing, and transportation- typi-

cal barriers to access to care. Minimal actions, 

such as requiring state Medicaid/MCOs to pay 

for the transportation of Medicaid and Medi-

care patients to physical and behavioral health 

appointments, would have a significant impact 

on compliance with medical and behavioral 

health treatment and increase access to care for 

millions of Americans.  

(SOCIAL DETERMINANTS OF HEALTH continued) 
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