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Collaborative Care and Medication-Assisted Treatment to Prevent COVIDRelated Suicide and Overdose Deaths – August 6, 2020
In late April 2020, the Meadows Mental Health Policy Institute (MMHPI) issued the first in a
series of reports analyzing the mental health impacts of the COVID-19 pandemic. Our initial
report projected the impact of a COVID-induced economic recession on increases in rates of
suicide, illicit-drug-related deaths, and substance use disorders (SUD).1 Our second report
updated the original report with state-level projections.2 Other studies have estimated
comparable levels of morbidity and mortality.3
These reports forecasted how COVID-19-driven unemployment could cause potential increases
in mortality from suicide and drug overdose as well as increases in SUD. This modeling assumed
that treatment availability would remain stable at pre-pandemic levels, an assumption that is
now proving to be excessively optimistic.4 Since those reports, the Centers for Disease Control
and Prevention have released updated drug overdose death statistics, including data showing
that drug overdose deaths have been increasing year over year5 and that this trend may be
increasing due to COVID-19.6 Our original projections suggested that for every five-percentagepoint increase in the unemployment rate compared to pre-pandemic levels, an additional 4,000
Americans, including 300 Texans and 375 Californians, could be lost to suicide; our updated
projections add 5,5007 American drug overdose deaths to pre-COVID-19 levels, including 425
Texans and 650 Californians.
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In this report, we model the extent to which universal access to evidence-based integrated
primary care to treat major depression through the collaborative care model (CoCM) and to
medication-assisted treatment (MAT) for persons with opioid use disorders in all healthcare
settings could offset a portion of the predicted increases in suicide and drug overdose deaths
from the COVID-19 pandemic. In developing these estimates, we coordinated with colleagues
at the Steinberg Institute to highlight impacts in both California and Texas.
This model is theoretical in that it assumes universal access to CoCM and MAT, a state that
would be very difficult to attain, even with full implementation of the policy recommendations
offered later in this report. Nevertheless, we believe that this modeling is useful because it is
based on studies of CoCM and MAT in multiple real-world settings, incorporates conservative
assumptions about the effects of these proven treatments, and provides policy-makers with a
clear picture of the potential gains in health and health equity possible through broader
implementation of these proven treatments to reduce mortality from suicide and overdose.
In summary, our modeling suggests the following:
• In Texas, universal access to collaborative care to treat major depression could reduce
the number of suicide deaths8 by between 725 and 1,100 deaths per year. In California,
universal access to collaborative care to treat major depression could reduce the
number of deaths by between 850 and 1,400 deaths per year.
• If all individuals with depression nationwide were treated with collaborative care,
between 9,000 and 14,500 suicide deaths would be prevented each year.
• Expanding MAT access to everyone with an opioid use disorder could prevent 24,000
overdose deaths nationwide over the course of a year, including 1,600 drug overdose
deaths in Texas and 2,500 such deaths in California.
• Expansion of both collaborative care and MAT has the potential to cause a net decline
in suicide and drug overdose deaths greater than the projected increases in suicide
and drug overdose deaths resulting from the COVID-19 pandemic.
While many of these deaths cannot be prevented with existing treatments,9 there is
considerable evidence that increases in the availability and uptake of CoCM and MAT may be
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able to address the historic increases in deaths of despair10 that are being accelerated by
COVID-related increases in depression,11 stress,12 substance use,13 and unemployment.14
Results from our updated models suggest that the number of deaths from suicide and drug
overdose can be reduced to below pre-COVID levels if everyone with depression had access to
CoCM and everyone with an opioid use disorder had access to MAT.
The duration of the COVID-19 pandemic is unpredictable, and our initial projections assumed
that access to treatment for depression and SUD would remain stable despite COVID-19.
However, there is also evidence that behavioral health care capacity has substantially declined
nationwide during the COVID-19 pandemic.15 Several inpatient mental health services have
experienced reduced capacity as psychiatric beds were converted to COVID-19 beds.16
Emergency psychiatric services have also seen a decline in utilization, with early reports
showing psychiatric emergency services volume at 70% of the previous two-year (2018–2019)
average.17
Substantial gaps in the availability of mental health and SUD treatment existed before the
COVID-19 pandemic.18 Some evidence is beginning to suggest that COVID-19 has exacerbated
these gaps in access to care. For example, in April 2020, a national survey highlighted the
impact of COVID-19 and its associated financial impact on the United States’ mental health and
SUD treatment system. Results of the survey suggest that more than 30% of community
behavioral health organizations have turned away patients and nearly half have or plan to lay
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off or furlough employees.19 In the same survey, 62% of behavioral health centers projected
that they would only survive financially for less than three months under the April 2020 COVID19 conditions. Six out of every 10 clinics stated that they had already closed clinics or initiated
mass staff layoffs. A June follow-up survey revealed that nearly three in four (71%) clinics
turned away patients in the previous three months, and nearly half (44%) of the organizations
believed they could survive for six months or less given the June 2020 financial environment.20
For this briefing, MMHPI estimates the number of deaths from suicide and drug overdose that
can be prevented through universal access to CoCM and MAT by applying well-established
estimates derived from the scientific literature. The underlying studies used in these estimates
are specific to the United States and other advanced economies and are recent,21,22,23,24
building on decades of research on CoCM and MAT.25,26,27 There is also evidence that conditions
are right for substantial expansion of both modalities.28,29 The goal of this paper is to inform the
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efforts of policymakers and health systems charged with providing mental health and SUD care
about the potential effectiveness of CoCM and MAT as mitigation efforts to reduce suicide and
drug overdose deaths and diminish COVID-related mortality stemming from these two factors.
I. Access to Collaborative Care for Depression and Suicide Deaths
The collaborative care model (CoCM) uses a team-based approach to care30 that routinely
measures both clinical outcomes and patient goals over time to increase the effectiveness of
mental health and SUD treatment in primary care settings.31,32 CoCM is an established
evidence-based practice that has been shown to reduce depression, bipolar and anxiety
disorders, SUD, suicidal ideation, and suicide completion.33,34 CoCM is also the only evidencebased medical procedure currently reimbursable in primary care — it has been covered by
Medicare since 201735 and by nearly all commercial payers since 201936 — and it is the only
model with strong evidence of cost savings.37,38,39 Despite its effectiveness, implementation has
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been slow.40 Because CoCM can be effectively implemented with telehealth,41,42,43 telehealth
expansion in response to the COVID-19 pandemic44 may allow health systems to accelerate
CoCM implementation.
To assess the potential utility of CoCM to mitigate both rising baseline rates of suicide death
and elevated suicide rates resulting from the COVID-19 recession, MMHPI created projections
using a 2019 Washington State Institute for Public Policy (WSIPP) meta-analysis, which
suggested that patients who received CoCM experienced significantly less depression when
compared to treatment-as-usual, sufficient to reduce overall prevalence of depression by about
one-third.45 Given the number of deaths from suicide that occurred in 2018 and the increase in
such deaths that we project to occur because of the COVID recession,46,47 our models48
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projected that universal access to CoCM among people with depression would result in 7
million fewer Americans with depression, including nearly 500,000 Texans and 800,000
Californians. Informed by the Centers for Disease Control and Prevention, WSIPP researchers
assumed that half of deaths from suicide are caused by depression.49 Under these conditions,
we would expect that 9,000 fewer Americans, including 725 fewer Texans and 850 fewer
Californians, would die from suicide. If we assume that as many as 80% of deaths from suicide
are caused by depression – the upper limit cited in the literature50 – we would project that
14,500 fewer Americans, including 1,100 fewer Texans and 1,400 Californians, would die from
suicide if all people with depression had access to CoCM.
II. Access to Medication-Assisted Treatment (MAT) for SUD and Drug Overdose Deaths
MAT includes the provision of medications such as methadone, naltrexone, and buprenorphine
as well as counseling to reduce the symptoms of withdrawal and to support people in their
recovery from opioid addiction. The scientific literature is clear that use of MAT reduces relapse
and drug overdose death.51 However, many barriers to universal MAT access remain, especially
for rural areas.52 Rural primary care providers are among the least likely to be trained and
authorized to prescribe MAT, leaving 30 million Americans, including millions of Texans and
Californians, living in counties without access to MAT.53,54 In Texas, the under-treatment of
opioid use disorder has been called a public health crisis, as only 10% of Texas counties have a
provider authorized to prescribe MAT.55 Training and authorizing more primary care providers
to prescribe MAT would increase access to this needed treatment.56
Using effect sizes from a 2019 meta-analysis by Ma and colleagues,57 MMHPI estimated how
many drug overdose deaths would be prevented if all people with opioid use disorder had
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access to MAT compared to baseline levels of access to MAT.58 The relative risk of overdose,
which includes adjustments based on age and other factors, is 8.1 times higher for people with
opioid use disorder who did not receive MAT compared to those with access to MAT. When the
overdose mortality rate for untreated individuals is applied to the estimated number of
Americans, Texans and Californians with opioid use disorder,59 MMHPI projects that 24,000 of
the nearly 50,000 annual deaths from overdose across the United States each year could be
prevented, including 1,600 of the more than 3,000 overdose deaths that occur annually in
Texas and 2,500 in California. Because overdose rates increase if MAT is not continued over
time, though not to the rates seen in untreated populations, the mortality rate could be even
lower to the extent that more people remain in treatment over time.
The figures that follow display the projected deaths from suicide and drug overdose that could
be prevented if CoCM and MAT were universally accessible to people with major depression
and opioid use disorder, as compared to the number of additional deaths from each cause likely
to occur due to the effects of COVID-19 on employment.60 In summary, our projections suggest
that expanding access to CoCM and MAT has the potential to prevent more deaths from suicide
and drug overdose deaths than we projected to occur as a result of COVID-related
unemployment. In other words, universal use of CoCM and MAT has the potential to cause a
net reduction in suicide and drug overdose deaths, despite the increases projected because of
COVID-19.61
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III. Recommendations for Policy
Given the projected number of lives that could be saved and depression burden reduced
through universal access to CoCM and MAT among people who need it, policymakers should
prioritize strategies to increase the capacity of primary care practices to provide these services.
Two sets of policy changes in particular could help. First, federal restrictions on the capacity of
primary care practitioners to prescribe MAT medications should be reduced, and the temporary
COVID-19 provisions which allow MAT medications to be prescribed via telehealth should be
made permanent. Shatterproof has been at the forefront of advancing thoughtful policy
solutions addressing MAT62 and treatment of substance use disorders more broadly, including
the role of CoCM.63 Second, federal subsidies and expanded coverage under state Medicaid
plans should be used to accelerate the development of primary care capacity to offer CoCM,
similar to the subsidies used a decade ago to increase electronic health record capacity and use.
The American Psychiatric Association has proposed a plan as part of its COVID-19 response64
62

For additional information on Shatterproof’s policy analysis and goals related to MAT, please see:
https://www.shatterproof.org/treatment/MAT
63
Shatterproof and The Path Forward. (n.d.). Medicaid and collaborative care for substance use disorder and
mental health. https://www.shatterproof.org/sites/default/files/202007/Collaborative%20Care%20Model%20for%20SUD%20White%20Paper.pdf
64
American Psychiatric Association. (2020, April 13). APA urges Congress to include psychiatric priorities in future
COVID-19 supplementals. https://www.psychiatry.org/File Library/Psychiatrists/Advocacy/Federal/APA-LetterCongress-COVID19-Priorities-04132020.pdf. Recommendations related to mental health and substance use care
are listed on pages 5 and 6.
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and this has been endorsed by major employer groups representing many major American
businesses.65 Additionally, expansion of CoCM would be facilitated if the temporary provisions
related to COVID-19 that reduced barriers to telehealth were made permanent.
IV. Additional Considerations
Although not specifically modeled in this analysis, CoCM may have other beneficial effects
beyond reduction in depression and associated reductions in death from suicide. In particular, it
is notable that CoCM also supports expanded access to MAT and other treatments for SUD.66
Therefore, the number of lives saved from CoCM may be underestimated. Better treatment of
depression could also save tens of billions of dollars in annual health costs through reduced
burden of co-morbid health conditions such as diabetes and heart disease,67,68 as well as
increased productivity in the workplace.69 There is also strong evidence that CoCM can improve
health equity, including improved depression outcomes for African American and Latino
communities70 and for older adults in minority communities who are at particular risk of COVID19 and COVID-related social isolation.71,72
Our models assume that all people with depression and opioid use disorder would have access
to CoCM and MAT if they were available. Universal uptake is an idealized goal worth pursuing,
but the substantial decline in outpatient health care utilization during the COVID-19 pandemic
may make universal treatment uptake even more challenging to achieve in practice.73
65
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Therefore, our projections should be considered to represent an ideal scenario in which all
persons in need of CoCM and MAT services are able to access and use them.
Additionally, some researchers, including the economists who coined the term “deaths of
despair,” have questioned whether the association between unemployment and death from
suicide was causal because suicide rates did not come down when unemployment improved.74
We believe that such analysis is flawed because it does not take into account the long-term, life
altering effects of unemployment and its associated stressors on individuals. For example, toxic
stress and trauma have been documented as having long-term, uni-directional effects on the
health of individuals generally75 and suicide specifically.76,77 Therefore, we believe that this
stance is as mistaken as arguing that post-traumatic stress cannot be related to war because
symptoms persist after returning home.78
In summary, our models suggest that universal access to CoCM and MAT has the potential to
reduce deaths from suicide and drug overdose to below pre-pandemic levels. Therefore, we
urge policymakers to remove barriers to accessing CoCM and MAT and proactively work to
increase the capacity of primary care providers to offer these services, including subsidies to
increase availability of CoCM and MAT through future COVID-related legislation given the
potential of these treatments to save lives that would otherwise be lost to suicide and drug
overdose.
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