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Welcome & Opening 

• Almost two years ago, we formed a multi-stakeholder group to come together and do 

some real work around mental health and to change the system as it is today 

• Now we have 15 – 16 organizations involved; it is designed for action and to create 

equity throughout the population (a long-term goal) 

• Model came out of 100 Million Healthier Lives 

• Boeing partners with a nonprofit to bring in therapy dogs to help employees deal 

with anxiety; moves into community health and well-being 

• State of IL is partnering with Magellan Health to pilot the collaborative care model in 

their benefits 

• Walgreens used the model data request form, a standard form that is more expansive 

than what your TPA may be running now; it checks for parity and payment, who is 

being denied access; it’s an in depth way to look at your mental health benefits 

offerings; raised more questions than answers for Walgreens  

• Advocate Aurora is rolling out the collaborative care model (in the process), 

something we really support 

• We partnered with IMOC to write a paper on where the barriers and made 

recommendations for employers; then published a paper for providers (Turning the 

Tide on Mental Health in Chicago Medicine) on how they can help with access  

• Today is a culmination of what we’ve done so far, and MBGH is dedicating today to 

say we need to spend more time in the area of mental health 

 

Lifting the Veil on Mental Health 

Kevin M. Collins, Executive Vice President, Alliant Employee Benefits 

Justin Hornburg, First VP and Actuary, Alliant Insurance Company 

 

• Alliant is the 9th largest insurance benefits broker in the country, 50% employee 

owned (independent, privately held) so we can be entrepreneurial in what we do 

• Have a Specialty Consulting Practice for Large Employers (10,000+) covering 

absence, disability and life insurance; specialization creates the ability to leverage 
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data analysis, integration, compliance and administrative solutions to provide 

insight into the business value of these programs for large employers 

• We’re seeing an alarming trend in the workforce among young people; a disturbing 

increase in suicide, drug-related deaths and preventable deaths amongst both 

unemployed young people and those in the work environment 

 

Inspiration for the published report, Lifting the Veil:  

• One in every five adults has some element of mental health challenges (causes can be 

obesity, corporate burnout, financial pressures, disjointed health system, 

drug/alcohol abuse, etc.) 

• Doesn’t discriminate based on employment status, gender race or age 

• The significant financial burden of epidemic resides with employers 

 

• We observed some of the less obvious evidence in large employer life insurance 

claims data and found a significant increasing influence of death claims due to 

suicide, drug overdose and cirrhosis of the liver  

• This trend suggests that these causes of death are impacting young, employed people 

at an alarming and increasing rate 

• It’s no secret that this has been going on, especially the opioid crisis; we wanted to 

know if it was affecting employed populations, or only unemployed, down-and-out 

• Looked to see if this was affecting group life insurance claims (basic, dependent, 

supplemental) then, if so, it was affecting working people  

• MetLife did a study and were surprised with the results; did not expect to see an 

uptick in these things (suicide, drug overdoses) in the insured population 

• Although these claims represent a small percent of total life insurance claims, they 

are increasing at an exponential rate 

• What came out of the data collected from the top 3 insurance companies including 

MetLife – between 2008 and 2017, frequency of suicide and drug overdose deaths 

has almost doubled for employees under age 35 

• Looked at the raw number of claims from three of the largest top five insurance 

companies; the raw number of deaths went up considerably (57%) 

• Data is telling us that this is truly affecting all of our employed populations – 

including spouses, dependent children 

• Young spouses have experienced the highest compound annual increase in suicide 

and drug-related deaths (almost 10%/year); male spouses are going through most 

challenges 

• This problem doesn’t discriminate – children under age 19 are also at risk 

(compound annual increase of 8.5%) 
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• A recent article in WSJ said that causes of death due to drug overdose, particularly 

driven by opioids, went down in 2018 (good news story); however, they are still at a 

very high level in absolute terms, so there is more we can and need to do 

• As we look at this suicide epidemic, it’s important to look for signs; the CDC 

indicates 54% of people who die of suicide have no mental health diagnoses; they do 

have feelings of hopelessness, feel like a burden, have changes in sleep patterns, 

increase in anger and/or aggression, and increased anxiety and unbearable pain 

• You have the opportunity to know your data – it is all interrelated (medical, 

disability, etc.); share with leadership what epidemics are affecting us today 

• It often takes a tragedy for a movement to take place; this is our opportunity to use it 

as a call to action 

 

Participant question: Since mental health was not talked about freely until recently, 

could there be similar numbers and trends in the older population as well? 

 

Answer: Suspect very much that that is the case; we were focused on the younger cohort, 

but think this effects all age groups (but this group more particularly) 

 

Participant question: During your research did you find that some of these cases were 

due to the work environment?  

 

Answer: As a scientist, I cannot prove this because all we have is a cause of death on a 

death certificate; my suspicion is that work environment probably has something to do 

with it for employees; for a lot of younger people, social media is toxic; society is 

changing fast but humans take years for change to evolve in our brains 

 

Participant comment/observation: When we think of suicide/death rates and then think 

of the years of various costs that led up to that and data points available to unveil 

opportunities to intercede, and the  costs associated with recidivism that goes on with 

drug and alcohol addiction; when I think of costs on that side (not even including 

presentism, absenteeism costs) there is so much opportunity and data available to get 

to these people sooner, before all is lost. 

 

Answer:  

• Great observation; there are so many opportunities for data to help us understand 

what is going on in this environment, and allowing our leaders to have confidence in 

investing in programs to get to a solution 

• There is no single solution because there are so many inflection points (financial, 

health, loneliness) - where do you intersect to try and help an individual?  

• Need a holistic and broad endeavor to continue the work for positive outcomes 
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• A big hurdle is getting data in a consistent format where you can connect everything 

(no one wants to give out an SSN – a common link); it’s a logistical problem that is 

thorny to get through 

• Companies that have a data warehouse may be ahead of the game and have the 

ability to do things like that – conceptually it can be done 

 

Participant question: What types of industries were you looking at? Are there any 

industry specific trends in the data? 

 

Answer:  

• We wanted to do this, but couldn’t get the right code on the data; we gathered data 

from three largest insurance companies making up many different industries – there 

is a wealth of information that went into it 

• We did a quick subset analysis for a symposium we held last year specific to financial 

services industry – much of the data was disability driven, but it was alarming  

 

Participant question: I used to educate employees about various benefits and somehow, 

we talked only briefly about the importance of EAP, encouraging people to use this 

resource – made me wonder how that corelated with EAP utilization much less 

whether it was successful. 

 

Answer:  

• I don’t think anyone in the room believes EAP works as effectively and as broadly as 

we’d like it to – there is still stigma 

• The greater opportunity is within our own workforce, helping managers to be 

equipped and confident to invite a conversation with an employee 

• This is more involved than just handing off to an EAP; the human touch with trusted 

colleagues and friends can have more of an impact to get people to resources they 

need 

 

Participant question: Many diseases we deal with are end-stage/end of employment 

(cardiovascular disease, diabetes). Mental health issues start earlier on and are 

lifelong, throughout employment. Have you looked at differences in costs associated 

with managing that lifelong disease versus coming at the end stage of employment? 

 

Answer:  

• From the time a person first has an episode to when they seek treatment is in excess 

of 30 years; we must look for ways to narrow that time and create pathways to the 

resources needed 
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• The age at which people used to finally seek out care was 40 – 50 range; today it has 

shifted to 20 – 30; it’s a more open demographic for that kind of care and one that 

values it – so I think there is opportunity 

 

Workplace Mental Health: Urgency & Opportunity 

Jeremy Nobel, MD. MPH, Founder, The UnLonley Project, Harvard faculty 

 

• Behavioral health is a public health crisis (mental health qualifies) 

• Global rates of depression and anxiety have increased 15% - 20% in the last decade 

• Depression alone is estimated to cost the American economy $210 billion annually, 

with 50% of this cost shouldered by employers 

• Costs are probably significantly underestimated because roughly four in ten adults 

with mental health disorders don’t seek treatment 

 

• American Heart Association did a research study/overview of the mental health 

crisis in America 

• They did a survey to see what’s really going on with the connection between heart 

and mental health (beyond the big numbers) 

• Much more alarming – one in five adults has a diagnosable mental health condition 

• Three in four employees are struggling with mental health issues like stress, burnout 

anxiety – not necessarily the bipolar or schizophrenia or the more classic health 

diagnoses picked up in claims; missing a lot because a lot of what we think we know 

comes from certain data sources that may not completely reflect the whole situation 

• When the survey asked about diagnosis, two in five employees (about 40%) 

answered yes when asked if they had ever been diagnosed with a mental health 

disorder  

• Almost two-thirds (63%)) of those diagnosed with a disorder say they have not 

disclosed it to their employer – silence around the significance of the problem is a 

major challenge 

• Crisis gets people’s attention – the Alliant data is the tip of the iceberg of the data 

coming out on the burden of these issues 

• Suicide rates are going up – there’s something going on socially 

• For three years in a row, life expectancy decreased and then leveled off; we’re 

rescuing more people at point of death with opioids, but not changing the trajectory 

and quality of their lives 

• We underinvest in opportunities to address social determinants of health, 

particularly in the workplace (e.g. socioeconomic factors, physical environment, built 

environments, health behaviors)  

• If thinking it’s all a medical issue, lose opportunity to address social determinants of 

health  
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• When looking at loneliness, social and family support are the underappreciated 

social determinants of health; of course, housing, food security is important  

• What is underrecognized is that social isolation and loneliness change behaviors in 

many ways – people don’t take good care of themselves, don’t ask for help, don’t 

have people around suggesting they get help when needed 

• Workplace is an incredibly positive zone for promoting positive health behavior; 

employer has a business imperative to do something about it 

• Adults spend most of their waking hours at work, costs are often underestimated and 

include both direct and indirect expenses 

• We all know that stress is not just a mood state – can come with significant 

physiologic negative consequences (cardiovascular disease, digestive disorders, 

metabolic disorder) 

• But let’s not demonize stress itself – a certain amount of stress is not bad – keeps 

you striving; we do need to differentiate stress from burnout 

• Too much stress moves into a condition where we are totally exhausted, lose a sense 

of connection, lose confidence in abilities, start to withdraw from daily interaction 

with others 

• Takes you away from restorative opportunities, daily interaction with people; takes 

away from joyful happy things which increases stress level and decreases resilience 

to stress and burnout 

• This is behind a lot of these grim statistics – this is the bad news but also an 

opportunity because there are very specific ways to break the cycles 

 

Why should we care about workplace loneliness?  

• Impacts quality of life, work/life engagement, self-care for employees 

• Linked to poor health outcomes, drives up costs of care 

• Increasingly viewed as impacting performance, morale, employee retention 

• Works against fostering a culture of inclusion and belonging 

• Unlike other social determinants of health, we can do something about this in 3 – 5 

years with a concerted effort; UK has a national campaign to end loneliness 

 

• Loneliness is very specific – it’s a mood, feeling you can’t measure objectively  

• It’s the gap between the social connection we want to have and reality 

• By definition, it is always a negative feeling (not same as being alone) 

• About 1 in 3 of us is lonely – loneliness and social isolation are the leading 

preventable risk factors for mental health issues including depression, addiction and 

suicide, but it’s hard to measure  

• Impacts physical health as well – loneliness as a brain state, because it’s immune 

suppressive and pro-inflammatory, is associated with significant increases in 

cardiovascular disease, cancer, metabolic deaths 
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• Loneliness is linked to poor outcomes in psychiatric well-being, cognitive health, 

cardiometabolic health, stress physiology, health behaviors 

• It is comparable to the effects of high blood pressure, smoking 15 cigarettes/day, 

obesity or lack of exercise; also, when you get lonely you withdraw from self-care  

• Employees bring their loneliness to work so silo-ization, telecommuting might make 

the problem worse 

• Employee loneliness and isolation is a ‘triple-bottom line’ issue: 

o Physical and mental health impairment adds to benefit costs and reduces 

productivity 

o Reduces ability to collaborate effectively and to engage with customers and 

coworkers 

o Works against creating a diversity friendly environment 

 

• Some workplace populations are particularly at risk – those with major illness or 

disability, those under high stress conditions, minorities (including LGBQ+), 

veterans, caregivers, older workers (pre-retirement especially), millennials  

• The UnLonely Project did a detailed survey of employee populations around levels of 

loneliness; not easy to study 

• Used the UCLA Loneliness Scale (modified for the workplace), which consists of 

three HRA questions:  

o How often do you feel isolated in your life? 

o How often do you feel that you lack companionship in your life? 

o How often do you feel left out in your life? 

 

• The employer had a data warehouse (access to claims data, performance data), which 

allowed us to generate some interesting observations 

• Lonely population had 22% increased claim cost (this was not big catastrophic cases, 

it was a lot of MSK, GI distress; people are just not well) 

• Same number of acute hospital admission, but almost twice the number of avoidable 

admissions and twice the number of readmissions (likely caused by the instability in 

their social infrastructure) 

• Opioid use – both populations had same number of prescriptions, but the lonely 

population had three times the rate of opioid use disorder 

• Productivity – employees who hardly ever feel isolated, left out or lacked 

companionship were far less likely to lose work hours/productivity; people in the 

lonely population had significant productivity issues (three to four times higher) 
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Addressing Loneliness: What next? 

• The problem is tough because it involves a diverse group of individuals and 

circumstances, and a set of complex, overlapping drivers concerns and solutions 

coming together; consequently, there is no silver bullet 

• This is a call to action – three core workplace opportunities: 

o Visibility - talk more about it; design communication campaign so no further 

stigma happens with may already feel most disconnected 

o Activity – use existing programs, add on specific things to build/foster social 

connection, cohesion 

o Measurement – it can be done; commit to an ongoing effort to measure 

loneliness and its consequences 

 

What is the UnLonely Project? 

• A non-profit initiative/project that is part of a larger organization (the Foundation 

for Art & Healing) 

• Goals of the project include to increase awareness of loneliness and reduce stigma; to 

activate and distribute programs that work  

• Powerful underlying principle – creative arts (e.g. music, visual arts) change our 

brains; art activities stimulate our brains, thoughts, moods, feelings 

• If do if in a purposeful way in group activities, encourages people to share difficult 

thoughts and feelings with each other 

 

Quote from Harlan Krumholz, MD, Yale University School of Medicine: 

 

“If we can demonstrate that emotion affects outcomes and art affects emotions, then a 

logical path to better outcomes would involve more attention to engaging people in 

artistic pursuits.” 

 

• Cure for suicide and addiction is connection and community; seeing that awareness, 

but question is not do you build community – we think using the arts works 

• Social prescribing is starting in the UK and Canada – it’s a phenomenon when your 

physician thinks you would benefit from being more socially interactive, they can 

prescribe social activity (have a special prescription pad) 

• Think about advanced primary care (whole person care); we need to be thoughtful of 

health beyond diet and exercise – make it positive and destigmatize it 

• Three neuroactive domains in art-making – first when you make art, you are in the 

moment and other thoughts slip away; second, in sharing of the art with others, your 

thoughts and feelings can be more comfortable to share (art does the work); third, 

active receiving of the art of someone else, people bond around something they share 
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• We have built an online UnLonely Film Festival (we curate the films, all short); we 

have built toolkits where employers can use the films (free streaming now); also 

provides a post-viewing experience, prompts to think about certain things 

• Use the arts in strategic ways; leverage creative arts as a catalyst for connection 

(attract, engage, activate, support, connect) 

• Make a commitment to explore/expand the programs you already have (e.g. stress 

management), work through partnerships to support your efforts 

 

Participant question: We just acquired another company that doubled our size. The 

new company is about 90% remote workforce, a new area for us. This brings up 

loneliness question. What do you do with this kind of workplace which is becoming 

more commonplace? 

 

Answer:  

• The world is going this way; there are very structured things you can do 

• Talk about it – make part of campaign (e.g. Connection is good for your health) 

• Think about support programs even virtual; can run programs on Zoom 

• Own it – the workplace has evolved and continues to; so, stay on top of it and if you 

can measure it, even better 

 

Participant question: With the explosion of social determinants, loneliness is not listed 

as a discreet measure. What are your thoughts about the interrelationship with some 

of the other established social determinants with loneliness? What do we need to do to 

get at the root cause rather than focusing on symptoms? 

 

Answer:  

• Loneliness is not typically included in social determinants of health; social isolation 

is but not top of list and needs to be 

• Because of its stigmatized nature, we underappreciate the prevalence of loneliness 

• Cigna did the first major study on loneliness in US adults (surveyed 20,000) – 

loneliness went up from 35% to 45% over 10 years; it’s a hiding in plain sight 

characteristic 

• Need to add those three survey questions to some of the big survey and surveillance 

tools  
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Participant question: As a father of a 10-year-old daughter, social media can be seen as 

a cure for and a cause of this sense of isolation. Is it making us lonely? 

 

Answer:  

• University of Pennsylvania did a study on college students where they put a cohort of 

them on a social media “diet” for around 60 days; compared them with an active 

social media group, they found that the students off social media were less depressed 

and less anxious 

• Asking if social media makes you lonely is like asking if eating makes you fat – the 

answer is absolutely, but not always, not for everyone and not forever 

• It’s not about the technology (it’s just a tool) – need an awareness campaign on the 

healthy use of social media; have to start young 

 

Participant question: Open space is supposed to be more collaborative. Thoughts? 

 

Answer: The movement was probably started by someone with a very left-brain 

orientation - with how many people can you fit into a certain amount of square feet; 

growing evidence that this changes people’s behaviors in response to a behavioral 

preference; can actually increase isolation  

 

Participant question: As a doctor, how do you address the role of the provider in the 

loneliness area? 

 

Answer:  

• Screen for loneliness in primary care like we screen for depression 

• Make the three survey questions part of patient intake 

• Use social prescribing activities instead of drug prescriptions 

 

Participant question: Do you know how many people follow through on the social 

prescriptions? 

 

Answer:  

• An increasing number follow through and see an improvement 

• It’s not a sprint, it’s a marathon and those who need the support most will be most 

reluctant and resistant 

• Like seat belts and drunk driving… it has to be societal pressure and innovative 

programming delivered at the community and workplace level; just offering these 

programs is a start, but uptake will be varied 
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Participant question: Young people disconnected due to technology (smart phones). 

How do we help them (and us)? 

 

Answer:  

• It’s the challenge of our times (especially challenging for parents) 

• The arts are antidotes for some of this; think about how to engage with those kinds of 

activities 

• Adolescents are on their phones for a reason – it’s meeting some type of need, so 

they need another way to have those needs met; can do that at the workplace too 

 

Participant question: When think about your workplace, can’t always get people into a 

creative session (manufacturing); are there things that already exist, mini steps?  

 

Answer: 

• Have to think about corporate culture and what’s going on and customize 

• At the heart of connecting is feeling comfortable sharing something authentic about 

yourself with someone else; can progressively reveal things 

• Use remote activity to get people activated, then steer them towards face-to-face 

 

 

Do Wages Buy Happiness? The relationship between income and utilization of mental 

health services 

Bruce Sherman, MD, Medical Advisor, National Alliance of Healthcare Purchaser 

Coalitions 

 

• We have to acknowledge that the issues we’re talking about are not consistently 

impacting the broad population in the same way – some are more adversely 

impacted than others 

• Lower income individuals (no matter which side of the political divide you’re on) are 

perhaps suffering the most in the current environment 

• The greatest increase in stress and depression is in the 18 – 25-year-old age group 

• The advent of technology means that people are isolated in the world with electronic 

devices; there is a disconnect between how they are feeling and what they feel 

obliged to present to the world; this may be playing a role  

• Sixty-two percent of youth with major depression did not receive treatment in last 

year; only 57% of employees with moderate depression and 40% with severe 

depression receive treatment 

• The average delay between the onset of symptoms and treatment for mental health 

disorders is 11 years 
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• When we think about mental health in the context of other chronic medical 

conditions, we can appreciate that depression is a substantial contributor to poor 

adherence to treatment and in individuals with chronic conditions it increases 

overall health care expenditure (depression combined with other chronic conditions) 

 

Unanswered questions  

• Does socioeconomic status impact diagnosis of mental health services and employee 

use of treatments? 

• Are our benefits designs meeting the mental health needs of our workforce? 

• How significant is stigma regarding mental health issues in the workplace? 

• What can employers do to understand and address the issue? 

 

Research analysis 

• We did a research analysis trying to understand what is going on in the broader 

market among employees in commercially sponsored health benefits; this is 

preliminary high-level data (the research is not yet published) 

• Looked at over 2.3 million employee medical claims to better understand what is 

happening with respect to behavioral health services use 

• Are there subpopulations (especially at the lower end of the wage spectrum) who are 

using the system differently when it comes to mental health? 

• Individuals with chronic conditions and a comorbid mental health disorder had 

$4000 more in health care costs than those without behavioral health issues  

• Some employers say prevalence rates for behavioral health disorders are in the single 

digits – it’s not a significant issue – therefore they shouldn’t invest in behavioral 

health care 

• When you look at it from a broader medical care standpoint, there is a significant 

impact (and this doesn’t include other measures like absenteeism, presenteeism) 

• If thinking about subpopulations and appreciating the impact of mental health 

disorders on those groups, we are seeing a disproportionate impact on the lower 

wage earners:  

o ER department use was 2.5x higher in the subpopulation of people at the low end 

of the wage spectrum compared to the higher wage earners 

o Double the rates of hospitalization for all behavioral health disorders for 

individuals at the low end of the wage spectrum  

o There is about a 25-30% greater use of ambulatory care services for mental health 

(this number includes just those people seeing a behavioral health specialist, not 

behavioral health services administered through a primary care office) 

• There is a direct correlation between mental health disorders prevalence and 

income; the less you earn, the more likely you are to have a behavioral health 

disorder 
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• Seems intuitive – if you have a disorder that negatively impacts your ability to work, 

you won’t advance in your job and will be relegated to the low end of wage spectrum  

• This doesn’t seem to be the case for anxiety and depression, other than for those at 

the severe end of the wage spectrum 

• In contrast to published data that shows an increase in the prevalence rates of  

behavioral health disorders in association with reductions in income, we saw a peak 

and a drop off, meaning that the people at the  lowest end of the wage spectrum are 

not being diagnosed or do not have a claim  

• Concern is they are not seeking care or accessing the health care system; there is a 

more compelling need for them to connect to services for management of their 

mental health disorders 

• I strongly encourage you, as employers, to separate your data by wage categories 

 

Research implications – high level 

• While mental health parity exists in policy, it doesn’t appear to exist in practice 

• Access and affordability remain an issue for low-wage earners, who are more likely 

to have barriers to receiving care 

• Have we created a two-tier mental health system – out-of-network MDs for higher 

wage earners and EAP for lower wage earners (suspicion is they are not even doing 

this)? 

• What impact is behavioral health integration in primary care having on low-wage 

worker access to behavioral health care?  

• Earlier analysis suggests that low wage workers aren’t even accessing primary care 

 

• From a stakeholder perspective, employers need to look at data by population 

subsets; we’re seeing increased attention to social determinants of health and 

socioeconomic status is a huge contributor to the social determinants  

• Employee wage is a data point that all of you have in the eligibility files – it’s readily 

available to be integrated into data to get a better handle on the broader story 

 

Study implications: Stakeholder level 

 

For Employers 

• Aggregate data results don’t tell the whole story 

• Mental health-associated costs may be substantial and are associated with increased 

costs for concurrent chronic conditions 

• It’s difficult to quantify the broader engagement/productivity/performance costs 

attributable to mental health disorders; consequences can be significant 
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For Employees 

• Perception of significance of mental health disorders likely varies by socioeconomic 

status 

• Treatment priorities may differ between individuals in different wage categories; low 

wage earners have so many other priorities – mental health problems are not high 

on personal priority list 

• Cost is an important consideration that may be driving access to care 

o Increased out-of-pocket costs, wage stagnation – those at the low end of the wage 

spectrum may not be able to afford access to behavioral health care 

o Health economists look at price elasticity (willingness of an individual to pay for 

services) – low wage workers are less likely to spend money on behavioral health 

needs than physical health needs (physical health affects their ability to go to 

work) 

• Cost is the most commonly reported barrier to accessing mental health services 

followed by low perceived need, prejudice and discrimination, structural barriers 

and did not think services would help 

 

There are two types of stigma: 

• Public stigma – creates the need for psychologically safe workplaces; there are many 

mental health de-stigmatization programs available for employers to implement to 

foster greater acceptance of mental health disorders within an employee population 

• Private/personal stigma - what does it mean to me as an individual if I am labeled as 

having a mental health disorder; this is an underappreciated source of stigma that 

impacts how people access care; people on lower end of the wage spectrum have 

greater personal stigma 

 

Potential solutions 
 

Benefit design: 

• Reduce cost barriers to accessing mental health care through non-traditional 

services like tele-behavioral health, next-gen EAP 

• First dollar coverage for behavioral health services (e.g. Oceanspray – eliminating 

copays to access behavioral health services) 

• Address behavioral health concerns among individuals with multiple chronic 

conditions (targeted population) 
 

Communication/engagement considerations:  

• How do we destigmatize use of these services for low wage population? 

• Leverage community social services resources 

• Promote awareness of/referral to EAP services, particularly for low-income earners 

• Consider population level screening to identify and refer at-risk individuals 
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Workplace culture:  

• Address workplace contributors to stress/mental health disorders (workplace as the 

most important social determent of mental health) 

• Create a psychologically safe workplace, making it safe for individuals to 

acknowledge behavioral health conditions and seek help 

 

More unanswered questions 

• How do we engage low wage workers, who have high prevalence but don’t seem to 

seek care, in behavioral health offerings?  

• How can we rethink and repurpose our current use of EAP and become more 

strategic in dealing with population-health issues?  

• What is the role of preventive care for behavioral health disorders?  

• How effective are mobile behavioral health offerings in terms of engagement and 

outcomes? 

• Are there ways we can be more strategic in identifying people at risk, especially 

lower-wage workers? 

 

Summary 

• Disparities in prevalence, diagnosis and treatment of mental health disorders exist 

among individuals in different wage groups  

• Missing those with mental health disorders (not being treated) has significant 

business implications with respect to absence, lost productivity and turnover 

• Employers have an opportunity to enhance benefits to ensure that individuals in all 

wage categories receive appropriate treatment 

• We need to understand the data and figure out what can be done to make sure 

benefits are equitable and everyone has equal access to the services 

 

Participant question: Would higher wages solve the problem? If not, why not? 

 

Answer:  

• Low-wage workers have gotten the lowest wage increases in last 15 – 20 years; there 

are disproportionate increases at top of pay scale 

• There is a huge movement afoot to increase wages – some of the stress and despair 

will go away; there are groups that have made paying people a living wage a priority 

to have a more sustainable business – it’s out there 

• We don’t have the clear business outcomes yet that we need to show the business 

value of doing that, but I would all but guarantee we would find better retention and 

productivity 
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Participant question: Availability of mental health care is sparse in many situations, 

especially for children and teens. What would a destigmatization program look like? 

 

Answer: 

• Access is a challenge, especially for in-network psychiatrists (they are rare) 

• It’s a big issue that prompts the need for virtual mental health solutions to increase 

access; we are recognizing the need and value of bringing those services to bear 

• Seeing lots of focus on diversity and inclusion in workplace culture – the importance 

and significance of mental health should be recognized in these programs 

• Look at the Right Direction Program regarding personal stigma – education 

awareness programs to help people better embrace the fact that there is no negative 

stigma to seeking help and becoming your best self 

• The MBGH workshop on April 17 will provide help with stigma 

 

Participant question: Have you considered any research relative to if the access to and 

cost of care barriers were removed how this would bend the cost curve from the 

employer perspective? 

 

Answer:  

• Many employers, especially the folks managing finances, would look askance at 

reducing patient out-of-pocket cost for access to services fearing there would be an 

explosion of services used 

• Right-sizing the benefit design so people can get affordable care may cause costs to 

go up; consider this high value care if thoughtfully done (look at business 

consequences of making this change) 

• Would see a substantial cost offset (retention, performance) – quantitatively offset 

the cost of increasing access while decreasing cost 

 

 

Resources Employers Use to Address Access & Stigma   

Moderator: Dawn Weddle, Director of Membership Engagement, MBGH  

 

Tracy Clemente, Manager of Benefits & HR Operations, Chegg 

Sherri Samuels-Fuerst, Director – Total Rewards, Sargento Foods, Inc. 

Tara Sherman, Well Being Strategy Leader, The Boeing Company  

 

The purpose of this panel is to share creative ideas and solutions for a comprehensive 

mental health approach that is non-traditional and holistic in nature. 
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Tracy Clemente, Chegg 

• We offer tools and services that support students throughout their educational 

journey through an interconnected learning platform used by millions of students 

• 500+ employees, scattered throughout the US; recent acquisition with 50% of 

employees working remotely 

 

Challenges:  

• We are in the Silicon Valley and have large group of millennial employees 

• Have a relatively young employee population navigating major life events (starting 

first job, becoming a parent) 

• Express difficulty balancing personal and professional priorities, suicidal ideation 

 

• Needed resources to get immediate help, access to complete care, anywhere at any 

time for anyone; measurement-based care to help people get better faster 

• Partnered with Ginger to launch a technology platform integrated into Chegg’s 

benefits design; includes behavioral health counceling, therapy and psychiatry, and 

clinically validated content 

• The launch involved multi-channel engagement to reach all employees; CEO 

announced the new benefit, positioned it referring to himself (everyone is unique); 

we helped people download the app and start right away 

• Did an email campaign, postcard, wellness channels on Slack to access information 

privately, landing page, postcard, in-person presentations, printouts, new hire 

orientation, benefits fair 

 

Results 

• Thirty percent sign up rate; 68% are active members (compared to less than 2% for 

EAP); symptom improvement was 70% 

• The top issues our members are getting help – anxiousness (70%) and stress (67%) 

• People want help even in good times (new job, having babies); important life events 

can take a toll on someone’s mental health even if they are positive 

• Just because someone doesn’t need a therapist doesn’t meant they don’t need help  

• Word of mouth is key – especially when it comes to mental health 

 

 

Sherri Samuels-Fuerst, Sargento Foods, Inc. 

• 2,200 employees, slightly more males than females, average age is 44 

 

• Have been building a culture of compassion and caring for a long time 

• Our mantra is: Hire good people and treat them like family 

• Have a concentrated population within about 40 miles of corporate (rural towns) 
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• Three-quarters are manufacturing and most don’t have a smart phone  

• Growth has brought challenge and opportunity; 50% of employees across the 

company have more than 5 years of service and 50% have less; classes have 

developed – an “us” (long term employee) and “them” (newer employee) mentality 

• In-network psychiatric care is an issue because of rural locations 

• We put the employee in the center of all that we do; all services we offer are wrapped 

around them (employees and families) 

• We make sure all services are working together 

• EAP has a local presence 

 

• We work very collaboratively with vendor partners and the community – United 

Way, Mental Health America, onsite health and wellness center with health 

coaching, work-life mentor (EAP) 

 

• Have a vendor summit every year; we identify our top three concerns and make sure 

we are working collaboratively across all vendors to address these 

• Have used Aurora Advocate as our EAP for a long time – they do lunch and learns to 

get people to start thinking about mental health 

• Telemedicine was put in specifically for mental health (we have psychiatry deserts in 

rural areas); also, for students, sales/marketing employees who are on the road 

• Have been doing wellness (Healthy Living) for a very long time; has six facets of 

wellness – emotional, spiritual, financial, social, intellectual and physical 

• Focus on things like mindfulness/gratitude talks, resiliency training 

 

• Lesson learned: Need to make sure you pay attention to your culture (upstream and 

downstream) and offer different opportunities in a collaborative fashion 

• Next steps include looking at mental health first aid for supervisors, adding 

behavioral health as an element in the Smart Script program (along with MSK and 

asthma); additional supervisor training by EAP, peer support groups, diversity and 

inclusion 

 

Tara Sherman, Boeing Company 

• 14,000 employees; predominantly male, average age 46 

• Geographically dispersed in US, heavy manufacturing population 

 

• Have increased our focus on mental/behavioral health and substance abuse over the 

past few years; have faced major business challenges 

• Emotional well-being and mental health – trying to scale quickly in certain areas 

• Regarding the therapy dog program – sometimes those one-off ideas that are not 

clinical can have a big impact 
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• During the past few years, we have been working on increasing access to resources 

• This year we have a big emphasis on stigma reduction and awareness 

• Working on going broad with panel discussions on mental health (pilot looked at 

how they knew they needed help, what help was received) 

• Educate about the differences in when help is needed, demystify this 

• The pilot got great reviews; working to take this out to more locations 

• We’re feeling the pull for more dialogue about mental health – a shift compared to 

prior years – a global awakening that mental health matters both individually and to 

the workforce; there is a community at Boeing who want to bring it forward and talk 

about it (management and employees alike) 

• Pillars in our behavioral health strategy include emotional well-being and early 

intervention, access, quality, innovation 

• Worked recently with our health plan provider to develop behavioral health 

navigator (we are challenged to add more suppliers right now) 

• Navigator can do research for employees, find providers who are in network, make 

an appointment; we were able to get the program up and running quickly 

• Roughly 100 appointments have been made by the navigator (100 people who might 

not have gotten help) 

• We also partnered with an ACO partner in Washington and created Mental Health 

Care Connect – employees in the state can call an expert at any time with any issue 

(child’s mental health, access a provider, questions about medication) – beneficial 

for people who don’t know who to ask  

• We were looking for a non-traditional coaching program and found Vida; they do 

lifestyle, chronic conditions and mental health coaching – brings so much together  

• Helps reduce stigma and increases accessibility because it’s a virtual option 

• Helps people go through the front door using another topic (e.g. sleep problem could 

be anxiety that needs to be addressed) 

• Brings help to employees who might not otherwise seek it 

• The program allows employees to work on two things at once (e.g. comorbidities 

with mental health challenges) 

• Employees can pick their coach and can change coach in the app if they don’t click 

(real time adjustment helps people stay in the program) 

• Vida brought us a technology-enabled human solution – a nice combination of 

technology and the human touch (digitally enabled, but you can also use video chat 

or telephone)  

• Vida has a very strong referral program with protocol in place for referrals to 

stronger clinical support through our providers where needed 

• Looking forward to focusing on increasing dialogue, awareness, education; 

identifying a senior executive champion to be the face of mental health 
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Participant question: What kind of metrics did you use to determine if you were 

successful in your programs? 

 

Answers:  

• We look at our mental health and EAP utilization 

• Aggregate where we can; we look at trends (our EAP utilization is three times the 

national average; health and wellness center is used by 90% of our individuals)  

• We are below benchmark on mental health inpatient stays 

• We will be looking more at ER visits (may be due to behavioral health deserts) 

• We’re a small company, so we don’t have a data warehouse (Chegg) 

 

• We rely heavily on utilization and program engagement/participation 

• Want to see behavioral health claims increase – we did see an increase in outpatient 

treatment when we carved it back into the health network  

• Seeing a decrease in the more severe inpatient, a positive sign 

• Currently working on creating a meaningful dashboard to connect these  

 

Question for Tara, Boeing: Have new programs been continually layered and, if so, are 

you finding duplicative services? Is it difficult for employees to follow? 

 

Answer: 

• We were early adopters in the digital resilience area – we moved out on these things 

before anyone had one solution (custom EAP, then coaching) 

• They all complement each other, but it can be confusing to employees 

• We believe it’s the right way to go, but this could change in the future with all of the 

M&A activity happening 

• It’s an ongoing battle – constantly evaluating to identify that balance (look for gaps) 

 

 

Employer Mental Health in the Workplace: Employer Initiatives    

Moderator: Denise Giambalvo, Vice President, MBGH  

 

Patricia Aitken, Vice President of Human Resources, Gateway Foundation 

Pam Hannon, Retirement & Healthcare Leader, GE Healthcare 

Suzanne Pasha, Manager, Benefits Total Rewards, AbbVie 

 

Overcoming the stigma that mental health carries is a big undertaking that will not 

happen overnight. We have years of conditioning to overcome. Here is some of the work 

employers are doing in this area: 
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Suzanne Pasha, AbbVie 

• 30,000 employees globally, half in the US (53% female), average age 46 

• Focused on leadership development and performance, and employee well-being part 

of which is mental health 

• Didn’t think anything was ‘broken’ with our program; 13% EAP utilization (above 

benchmark), 80% resolution rate within the EAP before employees transition to 

behavioral health services, high satisfaction 

• We incorporated mental health and resiliency into almost all programming under 

AbbVie Vitality; have worked to expand and enhance this year-over-year 

• A couple of years ago, we identified a disturbing trend with the adolescent market 

• More and more appeals of cases involving young people, families racking up huge 

bills for out-of-network/unapproved services; this was the catalyst that got us 

thinking about how to change things 

• Inventoried existing vendor offerings – core elements were EAP with eight visits 

annually, tele-mental health, onsite counselor and various app-based resources  

• Gaps – financial wellness/well-being was a big stressor within the family structure 

• People were at a loss about what to do and where to go, especially with children, so 

we implemented a navigator 

• Got approval to move forward with an anti-stigma campaign (the video you saw was 

a core piece of that) 

• We also pushed hard on our behavioral health consultant and our vendor to expand 

and enhance their networks; they were able to increase their Chicago provider 

market by 20% last year (it’s possible) 

• Family care navigator is delivered in partnership with Optum; there is an urgency 

when a child is in crisis and no time to research (usually go to the ER) 

• There is still a provider shortage (a national issue) particularly for the adolescent 

market and different state regulations also presented challenges  

• Family care navigator is a very high touch approach; a licensed clinical social worker 

engages with the whole family and the providers involved – triages the situation 

• Can help find providers, make appointments, identify appropriate level of care 

• Familiar with all services and resources; works holistically, includes school 

counselors where appropriate 

• Delivered seamlessly – first step is to call EAP – one number with access to all 

services; advocates who answer the phones have extensive training on what to look 

for and when to transition people over to a navigator 

• Between March and December, we had 37 navigator cases; 84% of these were for 

dependent children, the balance for employees 

• Navigator assisted with directing employees to the full spectrum of care including 

inpatient, outpatient 

• Have success stories and no escalations/appeals since implementing this 



 
 

22 
 

 

Pam Hannon, GE Healthcare 

• 18,000 US employees; maker of medical diagnostic equipment, health technology 

• Have very traditional programs – robust EAP, comprehensive medical plan 

coverage, ongoing support available from our onsite nurse clinics and HR teams 

• Optum is our behavioral health carrier; work with them on a program to stop stigma 

• Our US business CEO sent a letter to all employees during mental health month – 

indicated that recent high-profile suicides caused him to have conversations with his 

family; said the best treatments today for serious mental health are highly effective 

• Wanted to focus on removing the shame and stigma associated with not seeking 

treatment – starting the conversation at work, shining a light on the issue, support 

family, friends and colleagues facing these challenges 

• CEO decided on his own to send this letter out; resulted in a whole tide of activities; 

managers were encouraged to learn about mental health and support (stress, suicide 

identification and prevention, mental health concerns in the workplace) 

• In-person and recorded presentations including Seven Promises Series: Stop the 

Stigma webinar developed with Advocate Aurora (a huge success); employees 

wanted to understand how to manage this for themselves and their families 

• Managers/supervisors need to understand how to decrease stigma in the workplace, 

how help support employees and bring them back to work 

• GE Great Minds Program (for managers), a five session webinar series, provides 

practical advice and toolkits with a 30-minute video, downloadable slides, self-

assessment materials, exercises and tip sheets; a doctor/expert in the field talked 

through key materials/points; concepts are also taught in half-day manager training 

• Sessions included: 

o Stress, Resiliency and Coping 

o Well-being and It’s Improvement 

o Mindfulness (offered apps at 70% discount to employees – e.g. Calm, Headspace) 

o Compassion, Self-Compassion and Compassion at Work 

o Improving Performance in Life 

 

Patricia, Aitken, Gateway Foundation 

• Addiction medicine is our focus; started as a Medicare/Medicaid provider dealing 

with substance abuse; now we understand it’s a dual diagnosis (addiction + some 

type of mental health issue as well) 

• We have 1,400 employees across the US, working with people with addictions in the 

community and with corrections departments daily – this can be stressful 

• EAP resources are available through an external vendor (counseling, videos, 

webinars, articles); use intranet as a point of access, but also use emails to showcase 

what is available through the EAP; we try to capitalize on open enrollment  
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• Have used lunch and learns with subject matter experts providing bites of 

information for awareness of EAP resources, prevention  

• Wellness program includes managing stress and mindfulness 

• Leave of absence for mental health is available 

• Piloting an online app to provide resources around mental well-being that allows 

user to select problem (e.g. addiction, depression, daily stress); offers online 

exercises to work through the problem; difficult to gather information on 

effectiveness due to privacy issues – we are working through this 

• Knowledge that EAP services are available is the most important aspect – we’re 

always looking for creative ways to continue to communicate about it 

• We’re not where we want to be regarding utilization; have to keep putting the 

message out 

 

Participant question: If you’re increasing EAP utilization, do you have concerns about 

access, wait times and being able to get care in a timely manner? 

  

Panel answers:  

• There continues to be access issues, especially within specific geographic areas; we 

continue to push our EAP provider to enhance and expand their network 

 

• Until big health plan carriers start paying psychiatrists like they should, they won’t 

join the network, so you’re forced to go with substandard care, no care or self-care 

• There is a lot of lip service and not a lot of money from the carriers/insurers 

 

• It’s even beyond insurance providers – it’s about how our society looks at mental 

health and the resources available for it 

• Until we as parents, consumers start talking about this as a health need, it will not 

change 

 

Participant question: What keeps you up at night? 

 

Panel answers: 

• Access, the adolescent market – those two things together 

 

• Stigma – even if we give people more access, there is still a lot to do to show that 

people can be treated effectively 

• We can build it, but we need to make sure they can come comfortably 

 

• Education around stigma - we need to tell the story of addiction and treatment and 

what that looks like 
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• For the stigma to go away, we need better information; can be simple like building a 

website that gives parents access to real data with facts behind it for when they are in 

crisis and need it 

 

Participant question: Alcoholism is a topic we shy away from. Within your 

organizations, is there any focus/concerns around this?  

 

Panel answers: 

• Because we are dual diagnosis, we believe that an addiction doesn’t come by itself – 

it’s a pairing in most cases for our clients (e.g. alcoholism with drug use); every day 

we see it and are working with it 

 

• We don’t talk about it as much as we should (comment from the two other panelists) 

 

Participant question: Other parts of HR focus on elements of the problem. Are you 

seeing efforts to go cross-silo within HR to look at risk factor reduction for mental 

health in the workplace by linking these activities which are typically done in 

individual silos? 

 

Panel answers: 

• Our top goal for 2020 is to create a strategy for this 

 

• We have a very focused effort on inclusion, a large focus on volunteering 

opportunities and training programs like compassionate worker 

• We’re implementing an engagement survey trying to bring the issues together – a 

more concerted effort beyond just HR; it’s everyone’s responsibility 

 

• In a smaller organization, integration is required in almost everything you do 

• We’re bringing on an onboarding portal to communicate what is most important for 

new employees to understand about Gateway and what resources are available 

 

Participant question: Regarding the stigma campaign, what worked and what lessons 

were learned? 

 

Answer:  

• The program “Hey, How’s it Going” started the conversation 

• We used a large variety of vehicles (emails, video) to educate employees on six key 

topics that were identified as issues for our employees (anxiety, depression, 

adolescent addiction, resilience, relationships) 

• Provided education specific to managers, which was very important to them 
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• We had pop-up communications around campus, leveraged the intranet (posted a 

story), and did a month-long parenting series to remind people of available mental 

health resources 

 

Highlights: What are you taking back to the office? 

 

• Planning our next mental health campaign; will push harder to get leadership more 

prominent in communications 

• Need to think about the support systems we need to have in place and bringing 

everyone together 

• Stigma campaign, visuals, power in communication  

• Benefit design in terms of making access to health care more affordable; dig deeper 

into what our mental health access looks like and tweak it to make it more affordable 

and accessible 

• Awareness is such an important aspect for stigma reduction; complex to deal with if 

people wait so long to seek treatment (11 years) 

 


