
 
November 1, 2021 

The Honorable Ron Wyden  
Chairman, Committee on Finance, U.S. Senate  
Washington, DC 20510  
  
The Honorable Mike Crapo  
Ranking Member, Committee on Finance, U.S. Senate   
Washington, DC 20510   
 
RE: Population Health Alliance Response to Senate Finance Committee RFI on Mental Health   
  
Dear Chairman Wyden and Ranking Member Crapo:  
 
The Population Health Alliance (PHA) greatly appreciates the Senate Finance Committee taking the 
initiative on the recent request for information (RFI) on improving mental and behavioral health services 
as we emerge from the COVID-19 Pandemic.  We are pleased to share our thoughts and look forward to 
serving as a resource as you draft legislation to address the mental health crisis later this year. 

PHA is the only multi-stakeholder professional and trade association solely focused on population health 
management, representing stakeholders such as health systems, health plans, employer solutions, 
academia, biopharma and technology companies) from across the health care ecosystem that seek to 
improve health outcomes, optimize the consumer and provider experience and drive affordability. PHA 
was established in 1998 with the goal of focusing best practices in the American healthcare system on 
the goal of ensuring that the entire population has access to the best possible care. 

This includes support for mental and behavioral health equally.  According to the HHS Office of Disease 
Prevention and Health Promotion www.healthypeople.gov “The burden of mental illness in the United 
States is among the highest of all diseases, and mental disorders are among the most common causes of 
disability...”  Mental health disorders are associated with the prevalence, progression, and outcome of 
some of today’s most pressing chronic diseases, including diabetes, heart disease, and cancer. And as 
NIH points out, the COVID-19 pandemic and country-wide lockdown have dramatically increased the new 
onset of Illness Anxiety Disorder and caused the exacerbation of symptoms in diagnosed cases. 

At PHA it is our core belief that we can’t have successful population health management if the entire 
population doesn’t have access to care and preventive services. As you know, social determinants, such 
as housing, nutrition, family status, access to transportation impact health status—particularly mental 
well-being, more than any single health factor.  As such we will start with our thoughts on health equity.  
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Health Equity and Mental Health. The COVID-19 pandemic made it clear that we have a lot of work to 
do on equality in the health system.  The pandemic has exposed serious gaps in the way certain 
populations get care.  If you are a person of color, or you live in poverty, or you suffer from a mental 
health disorder, you were more likely to contract COVID, more likely to be hospitalized and more likely 
to die. We believe a healthcare system that systematically, and through ongoing innovation, applies the 
principles of population health improvement will achieve measurably better health outcomes for all 
individuals and populations. The National Council for Mental Well-being points out that “Everything from 
our social lives to our mental health has been affected in one way or another. Reports of civil unrest have 
also been more prevalent in the media, and these images can be extremely stressful.” According to the 
American Psychiatric Association: Seventeen percent of Black Americans report living with a mental illness, 
compared to 15% of Hispanic Americans, 13% of Asian American/Pacific Islander (AAPI), and 23% of 
Native and Indigenous Americans and 19% of White Americans — vs. roughly 18% of the overall U.S. 
population. Communities of color experience mental illness at similar rates to White Americans, people 
of color often bear a disproportionately higher burden of disability resulting from a mental disorder or 
diagnosis, and among adults with mental illness, 48% of White Americans received mental health services, 
compared to 31% of Black Americans and Latin/Hispanic Americans and 22% of AAPI populations.  Taking 
these statistics into account, it’s clear that disparities exist not only between White Americans and 
communities of color, but also between racially/ethnically diverse populations as well.  

The Finance Committee should ensure that this entire effort is viewed in a lens of equitable care, 
regardless of income, color, race or belief.  The Committee should undertake the legislative drafting 
process with the idea that the policies we underline here are equitably distributed among people with 
varying levels and methods of health coverage.  Indeed, people who live in poor and underserved areas 
are likely to be uninsured, covered by Medicaid, get health services at a free clinic or Federally Qualified 
Health Center (FQHC) and be covered by an employer at different time throughout any single year. 

Integration of Mental Health Care 

PHA believes the following policy initiatives can help expand the availability of better integrated mental 
health care with primary care and other health care providers. 

Expand Use of Patient Facing Apps and other Technology Innovation and technology be great tools 
for helping improve behavioral health and mental well-being. Individuals with access to a smartphone 
and broadband or wireless internet service have access to mental health apps that can offer a wealth of 
resources that make therapeutic techniques more accessible, portable, and cost-effective. Today apps can 
incorporate proven techniques such as Cognitive Behavioral Therapy (CBT) and Acceptance Commitment 
Therapy (ACT), and address everything from depression to eating disorder recovery, anxiety and PTSD, 
just to name a few.  Employers often encourage the use of these technologies and make them available 
to employees for free.  As do most Medicare Advantage plans.  The Committee should ensure that people 
in the Medicaid program and in FFS Medicare have access to these as well.  The American Psychiatric 
Association has developed an app rating system to help psychiatrists, clinical psychologists, 
psychotherapists, and other mental health clinicians assess the efficacy and risks of mobile and online 
apps to assist in determining high-value technology. 
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Employee Assistance and Employee Wellness Programs: An employer-sponsored employee assistance 
plan (EAP) is a work-based intervention program designed to identify and assist employees in resolving 
personal problems that may be adversely affecting their performance at work, such as marital, financial 
or emotional problems; family issues; or substance or alcohol abuse.  EAPs are not mental health 
coverage, but are offered in conjunction with employer provided health coverage.  Employee wellness 
programs were expanded under the Affordable Care Act as another popular benefit designed to help 
employees maintain or improve their health and help them to address behavioral health issues that are 
the underlying cause of chronic illness and depression. They can include access on-site fitness centers, 
smoking cessation programs, or weight loss challenges. Wellness programs are not meant to be health 
insurance, but they can provide health screenings and education. By promoting healthy behavior for their 
employees, employers benefit as well. According to the Buffett National Wellness Survey, companies with 
wellness programs report 11% higher revenue per employee and decreased absenteeism.  According to 
the Health Enhancement Research Organization, more than 90% of business leaders say that promoting 
wellness can have a positive impact on employee productivity and performance. These programs can help 
employees navigate specific challenges they encounter in their life while wellness programs help to 
encourage and support a healthy lifestyle. There is a tangled web of federal regulations that govern both 
of these programs and Congress should act to simplify these and encourage the adoption of similar 
programs in Medicare. 

End the Mental Health Digital Technology Divide: When it comes to the use of technology 
unfortunately, behavioral health providers lag far behind other providers in terms of the adoption of basic 
health IT, such as EHRs and health information exchange (HIE) solutions. The HITCECH Act, passed as a 
part of the American Recovery and Reinvestment Act of 2009, authorized roughly $36 billion worth of 
incentives for doctors, hospitals, and other clinics to adopt and attest to the “Meaningful use of Health 
Information Technology.”  However, mental health clinics, psychiatrists and psychologists were not part 
of the Meaningful Use program and were not able to earn the incentives—ultimately up to $44,000 for 
Medicare-eligible or $63,750 for Medicaid-eligible providers—to adopt qualified HIT systems, defraying 
the startup costs of transitioning to digital records. Congress should develop an incentive program to 
ensure that mental health providers can adopt and use EHRs, Health Information Exchange (HIE) and 
other technology designed to help them share information with other providers to coordinate care. 

Don’t Allow Privacy and Security Issues to Impede Data Sharing Between Providers: Behavioral 
health providers run into additional obstacles to health IT and EHR adoption given the more stringent 
privacy rules that they face. Under 42 CFR Part 2 Regulations on Confidentiality of Substance Use Disorder 
Patient Records, information regarding the potential use of substance use disorder (SUD) is subject to 
laws far more stringent restrictions than HIPAA, so there're a heightened concern about the privacy and 
security of the data that prohibits these providers from sharing information about behavioral conditions 
as a part of a coordinated or integrated care model. The Coronavirus Aid, Relief and Economic Security 
Act (CARES Act), passed in March 2020, made some substantial revisions to 42 CFR part 2 regulation.  On 
July 13, 2020, the Substance Abuse and Mental Health Services Administration (SAMHSA) issued new final 
rules that further harmonize SUD Regulations and HIPAA privacy requirements. In the final rule, SAMHSA 
noted its long effort to align the SUD Regulations with HIPAA and the aligned Congressional intent 
illustrated under CARES Act, passed in March 2020. Until new regulations are promulgated, however, 
mental health providers are still reticent or unable to share much needed information with other providers 
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electronically for fear of running afoul of 42 CFR part 2 regulations because SAMSHA has said the current 
42 CFR part 2 regulations remain in effect.  Congress should undertake an effort to further harmonize 42 
CFR part 2 with HIPAA to the greatest extent possible to clarify that mental health providers can share 
data about their patients’ other providers given proper patient consent.  

Use Advanced Payment Models to Improve Mental Health Integration: The issues listed above, 
including the lack of EHR adoption and the inability to share certain types of data with other providers, is 
a huge roadblock to the expansion of Advanced Payment Models used by CMS and private payers to 
coordinate care. Given the large number of medical conditions that have underlying mental, behavioral, 
or substance abuse origins—conditions like diabetes, heart disease, smoking and obesity-related 
diseases—it is imperative that we find a way to help these providers onboard the use of health IT to 
facilitate integrated care.  Congress should work with stakeholders to design advanced payment models 
that can truly coordinate an integrated approach with primary care providers. All APMs and CMMI 
programs should have the goal of integrating behavioral and mental healthcare as closely as possible 
with primary care.   

 
Telehealth 

One of the silver linings of the pandemic has been a decrease in the regulatory constraints on telehealth 
for mental health providers.  This has led to far better access to behavioral health services for some 
individuals, particularly first responders, like firefighters and police who have a cultural bias against 
seeking treatment and may, in fact, not be able to stay on the job while in treatment.  According to Kaiser 
Health News, “The covid-19 pandemic forced behavioral health providers to stop seeing patients in 
person and instead hold therapy sessions remotely, the switch produced an unintended, positive 
consequence: Fewer patients skipped appointments.”  This has long been a problem in mental health 
care. Some outpatient programs previously had no-show rates as high as 60%, according to several 
studies. Only 9% of psychiatrists reported that all patients kept their appointments before the pandemic, 
according to an American Psychiatric Association report. Once providers switched to telepsychiatry, that 
number increased to 32%.” 

Make COVID-19 Telehealth Exceptions Permanent:  The CARES Act and regulatory flexibility granted 
under the HHS declaration of the COVID Public Health Emergency (PHE) made a number of changes to 
telehealth payment policy and other impediments to using telehealth and digital health platforms to treat 
and communicate with patients.  We believe the Committee should act to make all of these temporary 
measures permanent.  Many of these fall within the Finance Committee’s jurisdiction.  One such exception 
would enable people with high deductible health plans (HDHP) to participate in a telehealth program 
offered by an employer without fear of running afoul of antiquated definitions of health care in the tax 
code. H.R. 5441, the Primary and Virtual Care Affordability Act, a bipartisan bill introduced Rep. Brad 
Schneider (D-IL) Rep. Brad Wenstrup (R-OH) would extend the CARES Act IRS exception to telehealth 
services for a two-year period.  It impacts individuals with HDHPs, often paired with Health Savings 
Accounts (HSAs) and would apply to tele-mental health.  The bill would ensure that employers can pay 
for telehealth arrangements without making an individual ineligible to fund an HSA, and allows these 
services to count toward the deductible in an HDHP.  Unlike the Senate version of the bill, it would also 
ensure that this exception applies to such telehealth agreements if they are serviced by a physician that 
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also sees patients in-person.  We urge you to include this provision and would fully support making the 
exception permanent.  There is no reason to keep people with HDHPs who may be less likely to seek 
primary care for fear of out-of-pocket costs.  Furthermore, they should be able to access that care via 
telehealth—or in person particularly if an employer is willing to pay for it.   

 
Expand Medicare Telehealth Originating Sites for Mental Health: The Proposed FY 2022 Medicare 
Physician Fee Schedule Rule implements provisions of the Consolidated Appropriations Act, 2021 (CAA) 
permitting a patient’s home to be an originating site for telehealth services furnished for the purpose of 
diagnosis, evaluation, or treatment of mental health disorders furnished during or after the end of the 
COVID-19 PHE. The legislation also requires an in-person, non-telehealth service must be provided at 
least every six months thereafter and seeks comment on whether a different time interval should be 
established for mental health services furnished through audio-only technology. While best practices 
indicate the need for some in-person visits along with virtual visits, these should be decisions left up to 
the patient and provider.  They should not be tied to federal payment policy.  Congress should adopt a 
site-neutral approach to payment for telehealth services in Medicare, Medicaid, in the ACA marketplace, 
and with Federal Employees.   
 
End Originating Site and Rural Telehealth Restrictions: Section 1834(m) of the Social Security Act (the 
Act) restricts the delivery of telehealth services to certainrural areas of the country (geographic site 
restrictions) and certain physical locations such as hospitals and physicians’ originating site restrictions 
(OSR). Section 3703 of the CARES Act (H.R. 748) gave the Secretary the authority to waive this and all 
other requirements of Sec. 1834(m) during the PHE. Legislation would be required to permanently remove 
these restrictions from statute.  Congress should move quickly to make this change permanent to allow 
for appropriate care to be delivered via telehealth or in person regardless of whether the care is provided 
for mental or physical health issues. 
 
Allow Audio-Only Telehealth Services: CMS has interpreted the Section 1834(m) descriptionof 
telehealth services as “services that are furnished via a telecommunications system” to indicate that 
Medicare telehealth services must be furnished using video technology. CMS used its authority during 
the COVID-19 pandemic to waive this requirement for a subset of Medicare telehealth services (including 
some of those that were newly added during the pandemic). However, permanently allowing those and 
any other services to be delivered via audio-only connectionwould require legislation, either to codify in 
statute that telecommunications services can, in certain instances, include audio-only communication or 
to give the Secretary authority to allow certain services to be delivered via audio-only connection.  Again, 
the modality of the treatment should be left between the provider and the patient and should not be the 
subject of CMS payment policy.  Our technology allows for communication between to patient and 
provider to occur using the tools that best fit the treatment needs, with a computer, smart phone, or 
voice only phone technology. The Committee should make this waiver permanent. 
 
Allow FQHCs – Rural Health Clinics to Provide Telehealth: During the PHE, Rural Health Clinics (RHCs) 
and Federally Qualified Health Centers (FQHCs) may serve as distant sites for the provision of telehealth 
services. This flexibility was established in Section 3704 ofthe CARES Act (H.R. 748), which added a 
paragraph to Section 1834(m) instructing the Secretary topay for telehealth services that are furnished 
via a telecommunications system by an FQHC or an RHC, subject to certain requirements. The Committee 
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should move legislation to permanently retain the ability of RHCs and FQHCs to serve as distant sites for 
the provision of telehealth services.  
 
State Licensure: According to the Alliance for Connected Care, during the pandemic, most states 
and the Centers for Medicare & Medicaid Services temporarily waived rules requiring licensed clinicians 
to hold a valid license in the state where their patient is located. But according to an article in Kaiser 
Health News, states are rolling back many of those pandemic workarounds. As of August, only 17 states 
still had waivers in effect. Senators Chris Murphy (D-CT) and Roy Blunt (R-MO) introduced the Temporary 
Reciprocity to Ensure Access to Treatment (TREAT) Act (S.168) in February to provide temporary licensing 
authority for health care professionals to practice in-person or via telehealth anywhere in the U.S. with a 
license in good standing in only one jurisdiction in a Public Health Emergency (PHE). When practicing 
telehealth, health care professionals would be required to follow the practice laws and regulations in 
their jurisdiction of licensure, not the jurisdiction where the patient is located.  But the bill is tied to a PHE 
and would only remain in effect for a period of up to 180 days after these emergency periods conclude. 
We believe it is time for Congress to create a federal pre-emption of state licensure rules for telehealth. 
The Senate Finance Committee should work on such legislation that would allow mental health providers 
in good standing licensed in any state who are eligible to participate in Medicare to provide telehealth 
services in any state in the US.  
 
Expand Use of Non-physician Providers: Section 1834(m)(4)(E) limits payment for telehealth services 
to physicians and a limited set of non-physician practitioners under the Medicare physician fee schedule. 
During the PHE, all health care professionals who are eligible to bill Medicare for their professional 
services (including physical therapists, occupational therapists, speech language pathologists, and others) 
may deliver and bill for services provided via telehealth.  We could dramatically expand the number of 
providers available by making it easier to access providers using digital health platforms and telehealth 
and by expanding the types of providers that can be reimbursed under Medicare.   Congress should move 
legislation to permanently allow this expanded list of providers to deliver and bill for telehealth services. 
This would also serve to strengthen the mental health workforce and create well-paid satisfying jobs in 
areas of clinical need.   
 
Strengthening the Workforce  
 
Americans have inadequate access to mental health specialists. The American Psychiatric Association 
(APA) reports fewer than half of U.S. adults with a mental illness receive mental health services, and 
treatment typically consists of a general medical professional prescribing a psychotropic drug—in many 
cases without a psychiatric diagnosis having been established. By 2030, demographic trends will increase 
Medicare’s beneficiary population by roughly one-third, to an estimated 80 million beneficiaries. PHA 
believes the following policies would have an impact on strengthening the mental health workforce. 
 
Medicare Reimbursement Rates for Behavioral Health are too low and must not be cut: The key to 
expanding the mental health workforce clearly lies within proper reimbursement levels.  There has been 
an explosion of higher income individuals seeking behavior health services by cash pay during the 
pandemic.  Individuals with means are willing to pay substantially more for these critically needed services.  
Furthermore, many individuals with means are incentivized to pay for behavioral treatment without 
reimbursement to keep protect their privacy regarding many behavioral health conditions.  Under new 
surprise billing regulations, Medicare rates and private pay rates will be even more closely linked. 
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Reimbursement for mental health services is too low and must be raised across the board. It is 
irresponsible to propose any reimbursement cuts in the middle of a pandemic at a time when patients 
desperately need better access to behavioral healthcare. Payment Rates for all behavioral health providers 
should be increased to ensure proper access to mental health care.  
 
Expand Student Loan Repayment: The Mental Health Professionals Workforce Shortage Loan 
Repayment Act (S. 2500/H.R. 2431) would create a loan repayment program for mental health 
professionals who committo working in designated communitiesthat lack accessible care. This would 
greatly improve efforts to grow the behavioral health workforce.  This legislation would include licensed 
clinical social workers, a key component to appropriate CBT treatment.  It could also be amended to 
reflect provider shortage by including providers to serve in key segments partially outside federal 
programs such as workers’ compensation and Medicaid.  Congress should act immediately to expand 
loan repayment for mental health professionals who committo working in underserved communities.  
 
Invest in Ending the Opioid Pandemic: The National Council for Mental Well Being is advocating for 
Congress to “Build capacity in our delivery system to ensure that everyone who seeks treatment is able 
to receive it. Just as the nation responded to the HIV crisis with the Ryan WhiteProgram, we are advocating 
for a $100 billion investment in federal funds over 10 years to better address the opioid overdose 
epidemic and the unmet need for addiction care across the nation.”  We support that effort and would 
ask that significant funding to be added to improve reimbursement for behavioral therapy, including 
federal programs in mental health parity laws and investing in the mental health workforce. 
 
Ensuring Parity 
 
In 2008, Congress passed the Mental Health Parity and Addiction Equity Act (MHPAEA) requiring 
comprehensive standards for equitable coverage of mental health and substance use disorder treatment 
and coverage of medical/surgical treatment. The 2010 Affordable Care Act (ACA) further expanded the 
reach of the parity laws by requiring most health plans cover mental health and substance use disorder 
care and expanding the scope of MHPAEA to reach most small group and individual markets.  
The Consolidated Appropriations Act, 2021 (CAA) requires group health plans and issuers that cover 
mental health/substance use disorder (MH/SUD) and medical/surgical (M/S) benefits to prepare a 
comparative analysis of any treatment limits (NQTLs) that apply. Plan must now supply this analysis and 
other information if requested by federal regulators (the Department of Labor (DOL) for ERISA plans). The 
new law also requires agencies to prepare an annual report to Congress on these requests and to issue 
compliance program and additional NQTL guidance. These are significant steps forward but they are 
generally only steps required of the private sector. According to the National Alliance on Mental Illness, 
however, significant disparities in mental health coverage remain, particularly in Federal health programs. 
MHPAEA does not apply to Medicare, certain state Medicaid programs, the Veterans Administration or 
the federal workers’ compensation programs governed by the Department of Labor’s Office of Workers’ 
Compensation Programs.  
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Congress should direct all federal health programs to adopt permanent payment codes for behavioral 
health telehealth services and the federal government should be directed to follow mental health parity 
laws required of private and employer-based insurers. Reducing access to behavioral health services will 
harm patients and lead to cost increases in other areas. Inadequate access to psychological services can 
lead to unnecessary utilization of emergency rooms, more frequent hospitalizations, overuse of opioids 
and other psychotropic prescription drugs, and wasteful spending on ineffective care. The federal 
government should be directed by Congress to follow the same mental health parity laws required of 
private and employer-based plans. 

Thank you for the opportunity to comment. We look forward to providing the Committee with any desired 
assistance.  

Sincerely,  

 
Thomas L. Johnson 
Executive Director


