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Abstract

The COVID-19 pandemic presents a crisis of mental health in the United States (U.S.) alongside
a crisis of infectious disease. Racial inequities in COVID-19 morbidity and mortality have brought
health equity to the forefront of public health policy, exacerbating prior inequities in mental health
care access and outcomes. This Commentary asserts that policymakers and advocates must
prioritize mental health when responding to the pandemic. While the pandemic is an emergency of
unprecedented scale, the authors argue that it also is an opportunity to implement broad-based
mental health policy reforms in the U.S. that build on the successes of the Affordable Care Act and
the Mental Health Parity and Addiction Equity Act. Guided by innovative state and local policies
to promote population-level mental health, we outline a series of empirically grounded strategies
for federal and state policymakers to promote mental health equity in the wake of COVID-19.

Introduction

The novel coronavirus SARS-CoV-2 (COVID-19) has changed the world in a matter of months. No
community in the United States (U.S.) remains untouched by the pandemic. The cause of more than 205,000
deaths and 7.16 million confirmed cases across the nation,1 COVID-19 is a public health crisis on a scale that
has not been seen in the last 100 years.

More than any calamity, the pandemic and the U.S. response have brought health inequities to the
forefront of our national health policy conversation. Black, Indigenous, and other People of Color (BIPOC)
have experienced disproportionate rates of COVID-19 mortality and hospitalizations.2 Racial inequities in
environmental and social factors like air pollution, household overcrowding, and limited access to effective
health care are associated with elevated rates of COVID-19 among BIPOC individuals.3 Likewise, the
BIPOC communities most affected by COVID-19 are among the nation’s poorest.2
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In addition to the physical health harms posed by COVID-19, the social distancing that is our
best defense against community spread increases the potential for population and individual mental
health distress. Isolation is associated with a host of physical and mental health conditions and may
be compounded by the economic strain the shutdowns precipitated and the collective and
individual grief that come with such a profound loss of life.4 For individuals living with mental
illness, these harms may be more acute.5 Taken together, the pandemic and its ripple effects affect
the safety of our communities; when one person suffers, we all suffer.

To alleviate and prevent this suffering, our nation has a responsibility to treat the pandemic as a
crisis of mental health alongside a crisis of infectious disease and use our current moment as an
opportunity to rethink mental health policy at all levels of government. The scope of the pandemic
demands that our responses achieve three priority goals. First, we must ensure that effective mental
health care is accessible for all, regardless of ability to pay, area of residence, or citizenship status.
Second, we must support the mental health of young people as an upstream investment in long-
term prevention, since children and youth will experience the residual mental health effects of the
pandemic across their lifetimes. And third, we must eliminate inequities in mental health care
access and outcomes, and use public policy as a vehicle for equity and racial justice.

In this paper, the authors identify the systemic crisis that the COVID-19 pandemic poses and
offer policy strategies to create a more equitable path forward. The authors briefly review the
existing mental health inequities the pandemic has exacerbated and describe several evidence-
based policies for local-level, population mental health promotion as templates for a national
response. Finally, we offer a series of concrete strategies, organized by the three priority goals
detailed above, for policymakers across levels of government to structurally reform U.S. mental
health care in the wake of COVID-19.

Mental health inequities and the collective trauma of COVID-19

The effects of COVID-19 on population-level mental health are not yet fully understood, but
early reports suggest that the collective shock and social isolation used to protect against the virus
are detrimental to mental health.6 The racial and economic inequities in COVID-19 morbidity and
mortality were exacerbated by underlying health and social inequities, and the inequities in mental
health access and outcomes that predate the pandemic are certain to influence the distribution of
mental health harm in communities across the U.S.7

Stark racial inequities in access to mental health care exist in the U.S. Despite reporting higher
rates of psychological distress, Black and Latinx individuals receive care and diagnoses at lower
rates than white individuals.8 When care is available, Black and Latinx individuals are at greater
likelihood of hospitalization and institutionalization compared to white individuals, who more
frequently receive community-based treatment.9

With regard to pediatric mental health, Black children and youth are less likely than white
children to receive quality care in a range of settings. Black justice-involved youth are less likely
than their white peers to receive access to mental health care.10 Among families engaged with the
child welfare system, Black children are less likely than white children to receive mental health
treatment.11 These inequities in access to care are far reaching to include suicide rates among Black
teens and young adults which have increased over the last several decades.12

Researchers only have begun to quantify the mental health inequities associated with COVID-
19. Holding these past inequities in mind, however, we can reassess the disproportionate burden of
COVID-19 mortality on BIPOC communities as a collective trauma for which treatment is less
available when compared to white communities. When treating this trauma as policymakers, it is
imperative that mental health services are delivered in ways that work to undo underlying
inequities and do not cause additional harm. As policymakers develop a COVID-19 recovery, they
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must look forward at how the pandemic will reshape mental health care and backward at the
historical legacy of injustice in mental health.

Public policy to promote population mental health

The confluence of structural racism and preexisting health inequities with COVID-19 has
disproportionately affected marginalized populations. As the nation reckons with the toll of the
pandemic (trauma, loss, anxiety, and depression), policymakers have an opportunity to address
longstanding racial inequities. Similar to the transformative policies to reduce inequity made
possible by the Great Depression, the COVID-19 pandemic presents an opportunity for federal and
state policymakers to reimagine mental health care and build on the successes of the Affordable
Care Act and the Mental Health Parity and Addiction Equity Act.

In recent years, local governments have actively and innovatively modeled the use of public
policy for population mental health promotion. In 2015, New York City (NYC) launched
ThriveNYC, a mental health policy platform that positioned mental health equity at the center of
urban governance and established a portfolio of initiatives to expand access to preventive and
direct mental health care. In parallel to ThriveNYC, a consortium of over 200 municipal and county
governments have formed the Cities Thrive Coalition and pledged to elevate mental health as a
central policy issue in their jurisdictions. Through the Coalition, cities worldwide have built out
municipal mental health policy in the model of ThriveNYC, notably ThriveLDN in London and
Mind Shift in Stockholm.13 The goals and programs that guide and comprise ThriveNYC and the
Cities Thrive Coalition are described in detail elsewhere.14, 15 We briefly present three examples
from NYC to illustrate how public policy can attend to population mental health in ways that are
scalable and meet the demands of the pandemic.

To ensure that mental health care is accessible for all, New York City implemented NYC Care in
2019, a no- or low-cost health care program for undocumented, low-income, and uninsured
individuals.16 Lack of coverage and high costs are established barriers to accessing mental health
care and are associated with poor mental health outcomes, particularly among undocumented
individuals;17 NYC Care eliminates those barriers. Although federal insurance coverage expansion
models remain debated,18 several states—including Washington and New Mexico—have begun to
expand coverage at the state level, a promising model to address challenges posed by COVID-19.19

To promote lifelong mental health for young people, early intervention is crucial.20 Guided by
this principle, NYC introduced a Social-Emotional Learning (SEL) curriculum into all public
schools for students from pre-kindergarten through 12th grade.16 The curriculum includes didactic
and experiential components to develop social, emotional, and behavioral regulation skills.
Supports for parents and caregivers are emphasized to break cycles of intergenerational mental
health stigma and trauma. The use of SEL curricula in other jurisdictions is associated with
improved mental health outcomes, academic performance, and school attendance, as well as
reduced disciplinary incidents.21 In the context of COVID-19, from which children and youth are
under acute emotional duress,22 building mental health promotion into education can equip young
people to cope with distress caused by the pandemic.

Finally, to reduce mental health inequities, NYC established the Sisters Thrive, Brothers Thrive,
and Latinx Thrive initiatives in 2017 and 2018.16 These initiatives bring together historically
Black- and Latinx-led community, educational, professional, and advocacy organizations to train
Black and Latinx individuals in Mental Health First Aid (MHFA), a curriculum for laypersons to
identify and respond to mental health crises in their communities. MHFA training is associated
with increased bystander intervention and reduce stigma toward mental health care.23 By focusing
MHFA expansion to Black and Latinx communities, NYC aims to promote supportive community-
based care for historically underserved populations.24
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Local governments across the U.S. have followed NYC’s lead and centered mental health in
local governance. King County, Washington, for which Seattle is the county seat, announced a
sweeping mental health crisis care plan in 2016 that enhanced the county’s services for acute
mental illness.25 King County expanded this work in response to COVID-19 to integrate mental
health with primary care. Likewise, Boston, MA, has incorporated universal mental health
screening and SEL curricula into public schools through its Comprehensive Behavioral Health
Model (CBHM).26 The CBHM positions Boston to support youth and families through and beyond
the pandemic. Collectively, the local initiatives we have highlighted demonstrate how federal and
state policymakers could respond to COVID-19 in ways that promote access to care, prioritize
long-term outcomes, and build mental health equity.

Strategies to build mental health equity in the wake of COVID-19

The COVID-19 pandemic has placed public health at the forefront of federal, state, and local
policy. We suggest that it remains crucial to prioritize mental health to mitigate negative outcomes
stemming from the crisis. Public policy is a key tool to improve population mental health and
wellness. As such, we present a range of strategies for mental health recovery after COVID-19
(Table 1).

Priority goal 1: Ensure access to mental health care for all. Policymakers have a responsibility
to guarantee mental health coverage for all as they develop and implement a long-term COVID-19
recovery. The Families First Coronavirus Response Act and the Coronavirus Aid, Relief, and
Economic Security Act include provisions to extend universal testing and services for COVID-19
without cost-sharing.27 It is imperative that future enhancements in coverage extend to mental
health, as the mental health effects of the pandemic are likely to be long-term and may not yet be
realized.

In the absence of additional federal recovery packages, state and local governments are
positioned to expand mental health coverage through ballot initiatives or by funding direct
service.28 Denver, CO, passed the Caring for Denver ballot initiative in 2018 to levy a $0.25 sales
tax to generate revenue dedicated toward mental health care. CA increased funding for mental
health care through the Mental Health Services Act, which levies a 1% income tax on income in
excess of $1 million. In addition to increasing revenue to fund coverage expansion, all levels of
government can utilize regulatory authorities to increase access to existing services and function as
coordinating bodies to streamline care.

At the federal level, policymakers have several tools readily available. The Centers for Medicare
and Medicaid Services (CMMS) could use regulatory authority to eliminate cost-sharing
requirements for furnished mental health and substance use disorder services and increase
Medicaid reimbursement rates for mental health care. While parity remains essential, increased
cost-sharing can make care unaffordable for individuals with co-occurring disorders.29

Likewise, low Medicaid reimbursement rates place strain on mental health providers.30 Eliminating
cost-sharing requirements while increasing reimbursement rates could expand access among low-
income and underinsured populations and increase provider ability to deliver quality care.

Furthermore, the U.S. Department of Labor (DOL) could leverage its enforcement authority to
sanction states and payors that do not adhere to federal parity requirements. Parity requirements are
not universally honored, which limits the necessary care that consumers can access.31 At the
federal level, DOL retains the authority to levy financial sanctions as an incentive to increase parity
and could use this authority to guarantee access in line with the law. In the context of the
pandemic, policymakers must ensure that insurance costs and regulatory barriers do not hamper
access to care.
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Table 1
Strategies to Build Mental Health Equity After COVID-19

Proposal Administration

Priority goal 1: ensure access to mental health care for all
Nationwide expansion of Certified Community Behavioral
Health Clinics

Federal government

Enhanced enforcement authority to financially sanction
payers and providers not adhering to federal parity
requirements

Federal and state governments

Increased Medicaid reimbursement rates for mental health
care, with designated allocations for mental health resources
in Medicaid enhancements

Federal and state governments

Integrate mental health services across settings: primary
care, schools, correctional facilities, and workplaces

State and local governments

Eliminate cost-sharing requirements for mental health and
substance use disorder services

Federal government

Priority goal 2: support the mental health of young people
Universal mental health school screening from kindergarten
through 12th grade

State governments

Mental health counseling available in every school State and local governments
Social-emotional learning curriculum in every school
implemented to SAMHSA standards

State and local governments

Healing-informed trauma training for teachers State and local governments;
professional organizations

Expansion of Youth and Teen Mental Health First Aid Federal and state governments
Improve school climate and culture through additional
financing for equity-building strategies

Federal and state governments

Change regulations to authorize use of and reimbursement
for mobile apps and other tech tools to engage youth and
caregivers in therapy (e.g., text therapy)

State governments

Priority goal 3: eliminate inequities in mental health care access and outcomes
Support SAMHSA, HRSA, and DOL grants to build out the
mental health workforce in underserved and understaffed
settings

Federal government

Establish a Communities of Color Peer Workforce Initiative
to develop a community-based mental health workforce in
high-need areas

Federal government

Establish a HRSA funding program for fast-tracked cultural
competency training for mental health providers as an
immediate response to COVID-19

Federal government

Support tuition remission to incentivize young people of
color to enter the mental health professions

Federal government

Institute a scoring system for SAMHSA and HRSA grants
that prioritizes community-based programs in communities
of color

Federal government

Require federal SAMHSA and HRSA grantees to engage
task-sharing as part of program development

Federal government

Incentivize the philanthropic sector to partner with Federal, state, and local
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Federal and state authorities could work together to expand the reach of Certified Community
Behavioral Health Clinics (CCBHCs) which consolidate mental health and substance use disorder
services for people with serious mental illness and addictive disorders while adhering to stringent
federal reporting requirements.32 Federal criteria for CCBHCs were established as part of the 2014
Excellence in Mental Health Act. While the use of these facilities has expanded in many states,
most communities are left without access to CCBHCs, despite evidence indicating that CCBHCs
are associated with increased service utilization and preventive screening, as well as reduced
costs.33 Congress could increase funding and priority for CCBHCs, with appropriations
administered by the Department of Health and Human Services (HHS) to incentivize states to
adopt CCBHCs as a core component of Medicaid expansion. As a response to COVID-19,
CCBHCs are useful for rural or low-resourced jurisdictions that require additional support to scale
mental health services.

Lastly, state and local governments can partner to increase collaborative mental health treatment
and access to screening in primary care. In 2016, CMMS approved reimbursement for
collaborative mental health services delivered in primary care, expanding reimbursement criteria
for rural settings and Federally Qualified Health Centers (FQHCs). However, provider uptake has
been slow.34 An expanded mental health workforce, as described below, can facilitate the
integration of onsite case managers to support primary care providers (PCPs). The use of telehealth
can expand access to psychiatric consultation in primary care. Notably, primary care integration is
an effective means to reach older adults, who otherwise may not access mental health care.35

Priority goal 2: Support the mental health of young people. Children’s collective and individual
trauma from COVID-19, including witnessing mass death and engaging in long-term social
isolation, present an urgent need for mental health care as the current generation grows up under
and after the pandemic. As the primary touchpoint between government and youth, education must
adapt to meet this need. Although state and local governments control the operations of U.S. public
education, the U.S. Department of Education (DOE) has considerable influence as a funding and
standard-setting body to promote and support the integration of mental health care into education
nationwide.

One strategy is education-based universal mental health screening and access to mental health
services from kindergarten to 12th grade. Social and emotional development is as important as
physical development; screening for mental health must be routinized as part of human
development. By identifying childhood mental health issues early and referring children to
necessary support, the education system can prevent future mental health challenges.

A screening program, without the school’s ability to provide access to mental health services,
will not improve children’s mental health outcomes. Thus, successful screening requires in tandem
funding for sufficient access to mental health care, such as counselors in schools, telemental health,

Table 1
(continued)

Proposal Administration

government to fund mental health interventions with high
upstart costs

governments

Prioritize funding mental health crisis response systems that
do not rely on justice system actors

Federal government

Source: authors’ analysis
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or other digital mental health care, such as text-based counseling. In particular, building a mental
health safety net into education creates a lifeline for young people who lack support in the home or
are housing unstable. Prioritizing funding for screening and concomitant services is an opportunity
for DOE to model best practices for states and build out private sector partnerships to integrate
digital tools into schools.

School curricula and in-school training can promote pediatric mental health. Social-emotional
learning and Youth and Teen Mental Health First Aid are associated with improved mental health
awareness and reduced stigma among youth.22, 36 The Substance Abuse and Mental Health
Services Administration (SAMHSA) has released standards for the use of SEL in schools, but this
guidance remains voluntary.37 DOE could require that implementation of SEL in schools meets
SAMHSA standards. While several localities have integrated SEL and MHFA into schools system-
wide, scaling these interventions nationally would require federal incentives and partnerships with
organized labor groups like the American Federation of Teachers and National Education
Association, as well as non-governmental bodies like the Common Core State Standards Initiative,
National Governors Association, and the National Council for Behavioral Health.

The primary link between schools and children and families, teachers have a key role in
improving student mental health. An investment in the nation’s teachers is an investment in the
nation’s children. When children return to school after COVID-19 closures are lifted, teachers must
be equipped to identify and address the signs and symptoms of poor mental health and trauma
among students. Healing-informed training can equip teachers to address the residual trauma of
COVID-19 in the classroom in a therapeutic and non-judgmental manner. SAMHSA has issued
guidance for trauma-informed practices in the workplace, which have been adapted successfully to
educational settings.38 To expand the reach of these programs, DOE could support states to fund
healing-informed training in school districts. Partnerships with professional organizations and state
certification bodies could be used to increase the reach of healing-informed training for educa tors.

Priority goal 3: Eliminate inequities in mental health care access and outcomes. COVID-19 has
exacerbated the racial and economic inequities endemic to U.S. health care systems.8 Undoing
these inequities can be accomplished through a combination of robust federal regulatory and
legislative action. While led by the federal government, many of these strategies would engage
state and local governments as part of implementation and services delivery. Intergovernmental
collaboration has been instrumental in our nation’s health and social policy successes, such as
reducing veteran homelessness,39 and collaboration is critical as we move to eliminate inequities in
mental health.

As part of maintaining a federal focus on mental health equity, SAMHSA, the Health Resources
and Services Administration (HRSA), and DOL could establish grant funding mechanisms for
rapid and widespread cultural and clinical competency training for health care professionals as a
short-term response to COVID-19. Such training, which teach providers to recognize the social
determinants of health as an aspect of care and engage patients from cultural backgrounds that are
not their own, are effective in improving patient satisfaction and provider engagement.40 The
delivery of the training could be accomplished in partnership with professional medical, nursing,
psychological, and social work bodies.

However, competency training alone is not enough to reduce inequities.41 Estimates suggest that
only 5% of physicians are Black, a gross underrepresentation in the health care workforce.42 While
a range of pipeline programs for Black, Indigenous, and other People of Color exist to support
health care workforce development, the federal government has not invested in BIPOC mental
health workforce development at the scale necessary to respond to COVID-19. Training BIPOC
individuals as mental health professionals is essential to eliminate inequities in care.41 Through
tuition remission and educational incentive programs that have been implemented successfully in

A Path Forward: Mental Health and the U.S. Pandemic Response MCCRAY & ROSENBERG 167



other fields (e.g., public service, law, and the military), the federal government could incentivize
BIPOC young people to enter the mental health workforce. A time-limited service component (e.g.,
three or five years) with structured career pathways to nursing schools or four-year colleges would
promote advancement within the field. Such a program could build collaborative care staffing in
low-resource, high-need settings (e.g., FQHCs or rural health systems) to help alleviate the burden
faced by PCPs to deliver mental health care.

In parallel to training BIPOC mental health professionals, the federal government could establish a
Communities of Color Peer Workforce to leverage the ability of peers to deliver community-based care.
Peer mental health models, which integrate people with lived experience into professionalized treatment
teams and leverage the trust between peers and patients to deliver care, are associated with improved
mental health and social outcomes and are an effective means to engage individuals who have faced
discrimination within or exclusion from health care systems.43 Investing in the widespread use of mental
health peers would fill gaps in care and establish an employment pathway for individuals with histories of
mental illness. This workforce could be deployed to the communities with the least provider coverage and
the greatest inequities in access and outcomes.

To ensure the fidelity of investments in BIPOC mental health promotion through SAMHSA and
HRSA, the federal government could revise agency grant systems to prioritize BIPOC
communities. Additionally, federal grants could stipulate the incorporation of evidence-based,
community-oriented strategies to reduce inequities in mental health, such as task-sharing, a strategy
to engage laypersons and non-professional care workers in community-based mental health care
and is associated with improved access to care and reduced costs.44 In addition to federal grants,
the philanthropic sector could be engaged to target donations toward mental health, a historically
underfunded area.45 Philanthropy is well positioned to supplement funding toward technology-
based care or other services with high upstart costs, with operations costs later shared with the
government through innovative mental health partnerships.

Finally, it is important that new strategies build a network of support outside of the justice system,
which remains the largest provider of mental health services in the U.S.46 While public safety remains
an important component of promoting population mental health, new investments in crisis response
must be made to engage community-based support without increasing individual justice involvement.
Alternatives to policing through the use of trained mental health professionals for de-escalation and
connection to care are important to promote BIPOC health and safety. Several successful models exist
and could be brought to scale nationally through adequate federal investments.47

Implications for Behavioral Health

As the epidemiologic and clinical scope of the COVID-19 pandemic evolves, policymakers and
advocates must formulate an unwavering response grounded in health equity and racial justice to
mitigate associated mental health harms. We must make sure all individuals are safe from harm,
never forgetting that BIPOC communities are on the front lines of the pandemic. The scale of the
crisis demands that we take action toward national mental health recovery now.

We have offered a series of empirically grounded strategies for federal, state, and local
policymakers to work toward such a recovery. These strategies build on best practices across the
nation and are organized across three priority goals. First, guaranteeing access to mental health care
for all. Second, supporting the mental health of young people as a preventive investment in our
future. Third, eliminating the inequities that leave the hardest hit communities to bear the majority
of harm. The necessary pieces to implement this agenda are available, only requiring the will and
political leadership.

Fundamentally, we believe mental health care is a human right. With this axiom as our starting
and ending points, we call on policymakers and advocates to come together to deliver the care we
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need and deserve. There is no time to waste, but if we act now and we act boldly, mental health
equity in the U.S. is within reach.
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