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Facilitating Mental Health Treatment Through Proactive
Screening and Concierge Services in the Workplace
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Objective: The aim of this study is to determine if a proactive employer-sponsored
mental health program closed gaps in detection and treatment of mental health
conditions.Methods: Of n = 56,442 eligible, n = 8170 (14.5%) participated in
the optional screening. Participants with mental health risk were offered care
concierge services including support, care planning, and connection to care.
Difference in behavioral health care utilization, diagnoses, and prescriptions
were evaluated postintervention through claims analysis. Results: Compared
with controls (n = 2433), those receiving concierge services (n = 369) were
more likely to fill mental health prescriptions (adjusted hazards ratio [HR],
1.2; 1.0–1.5; P = 0.042), use professional mental health services (adjusted
HR, 1.4; 1.1–1.8; P = 0.02), and use new mental health services (adjusted
HR, 1.9; 1.2–2.8; P = 0.004) in the following 6months.Conclusions: This pro-
active mental health program with care concierge services identified risk, con-
nected individuals tomental health care, and facilitatedmental health treatment,
among program participants.
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Mental health conditions are prevalent, undetected,1 and undertreated,2

especially after stressful life events.1 The proportion of individ-
uals with mental disorders who go untreated exceeds 50% for many
conditions.2,3 Several barriers to mental health diagnosis and treat-
ment exist.4,5 Underdetection and undertreatment often result from
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barriers in access to and utilization of mental health care.1,4 Almost half
of those with mental health conditions report not obtaining behavioral
health treatment because of access challenges, such as not knowing
where to go for care.4 Access challenges may disproportionately impact
low-income adults, whomaywork hourlywage jobswith inability to get
time off from work for treatment.4 Access to mental health providers is
also impacted by geography,5,6 in that the number of providers per capita
in rural areas is half that in metropolitan areas throughout the United
States.5 Denial of care, when mental health providers refuse new pa-
tients or to fail to accept their insurance, represents an addition barrier.6

Moreover, shortages in practicing psychiatrists in the United States are
expected to reach between 14,280 and 31,091 by 2024, leading to fur-
ther challenges in access.7

Untreated mental health conditions not only present a societal
burden, but also present a major challenge for employers. Depression
alone in employees accounts for up to 37% lost productivity, even
when excluding short- and long-term disability.8,9 Most (81%) lost
productivity is attributed to reduced performance while at work10;
workers with depression report significantly more total health-related
lost productivity time than those without depression (5.6 hours/wk
vs 1.5 hours/wk, respectively).10 Without treatment, depression im-
pedes on-the-job performance (absenteeism, decreased productivity,
interpersonal problems).11

Depression, whether or not diagnosed, is associated with other
physical health conditions4 and substantial health care costs.12 Yet, al-
though individuals with “psychological distress” and those with diag-
nosed depression cost the health care system a similar amount on a
per-capita basis,12 only 4% of the costs incurred by thosewith psycho-
logical distress are associated with mental health-related health ser-
vices, compared with 14% among individuals with diagnosed depres-
sion.12 This suggests that individuals with psychological distress may
not be identified or treated for their mental health conditions.12 In ad-
dition, individuals suffering from psychological distress may seek help
for their unexplained physical symptoms, but their conditions may not
be diagnosed or treated as mental health conditions.12 These findings
support the need to proactively outreach to populations and encourage
preventive mental health screenings that include risk of psychological
distress due to stressful life events.

Workplace mental health has become an increasing priority for
large employers. In 2018, an advisory council on mental health in the
workplace published recommendations and a call to action to improve
health and well-being of workers.13 Since that time, mental health of
workers has escalated to a top priority by employers, especially for
prevention and early intervention.14 Improving mental health care of
workers has benefits for both clinical and workplace outcomes.15 Men-
tal health treatments are effective in improving a person’s work perfor-
mance11,16 and can lessen the burden of anxiety and/or depression in
the workplace.17 For employers, identifying and connecting employees
with mental health conditions to care can improve work performance,16

productivity,15 and retention of employees,15 and reduce duration of
leaves.18 Early mental health treatment has been shown to be clinically
beneficial and cost-effective in a health system setting.19 The costs of
acute care for untreated behavioral health conditions often exceeds the
costs of ongoing treatment.4 Thus, the identification and early treatment
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of mental health risk and conditions remain gaps in health care that also
present a workplace problem.

Little evidence exists on the effectiveness of mental health in-
terventions in the workplace on mental health treatment outcomes.
Evaluation of mental health outcomes is necessary for identifying
evidence-based approaches to mental health care that can be imple-
mented by employers.20 Proactive mental health services that provide
support may manage the negative consequences of the pandemic, with
broader impact on improving mental health service.21

We previously reported22 early findings that implementation of
a proactive, voluntary, population-level mental health screening pro-
gram in an employer-sponsored setting identified individuals at risk
for mental health conditions, including those with no history of treat-
ment, and connected these individuals with care via a mental health care
concierge.22 Whether mental health care concierge services facilitated
the receipt of mental health treatments was unknown at the time. Here,
we extended the analysis to a workforce population of more than 8000
employees and spouses/domestic partners, utilizing health care claims
data to evaluate health care treatment and utilization after the intervention.
METHODS

Study Design
Mental health care utilization was evaluated through retrospec-

tive analysis of anonymized data after program participation in awork-
place setting. This analysis was conducted according to the HIPAA
Privacy Rule (Title 45 Code of Federal Regulations, Section 164.514e),
which governs research conducted by Covered Healthcare Entities
and allows retrospective analysis using a limited data set without re-
quiring approval by an institutional review board.

Study Population
All active employees and spouses/domestic partners of a na-

tional health services company were invited to participate in a mental
health and wellbeing program from September to December 2019.
The program was communicated through employee communications
channels including e-mail, print, word of mouth, and web-based ac-
cess via the benefits portal. No prizes or incentives were used in the
program. The program comprised a risk acuity survey and a follow
up consultation that included a plan connecting the individual to care.
Individuals categorized as having moderate, high, or severe risk were
invited to participate in a follow-up 1:1 care concierge consultation.
Individuals who completed the consultation and received a care plan
(Mental Health Concierge Services Group) were compared with those
who did not accept the invitation to the mental health care concierge
services (Control Group). Administrative claims data, used to measure
health care utilization results for each participant, were evaluated dur-
ing the study period, which included the 12-month period immediately
before the start date and the 2- to 6-month follow-up periods from the
survey date (start date) to February 28, 2020 (end date). The follow-up
period was deliberately set to end before the impact of the COVID-19
pandemic (March of 2020). Individuals with incomplete medical cov-
erage during the study period were excluded from the analysis
(n = 1413). Of those excluded from the analysis (n = 1413) based on
incomplete medical claims, 25% (n = 359) were employees or spouses/
domestic partners not enrolled in the employer-sponsored medical plan,
and 75% had incomplete coverage in the 12 months prior (n = 659), in
the study follow-up period (n = 272), or in both prior and follow-up
periods (n = 123).

Mental Health and Wellbeing Program
The Balance mental health and wellbeing program was created

by Johns Hopkins Medicine with the goal of raising mental health
awareness and lowering the barriers to mental health care for those
© 2022 The Author(s). Published by Wolters Kluwer Health, Inc. on behalf of the A
in need.Mental health screening was donewith the Emvitals screening
tool—a 48-item web-based questionnaire used to evaluate risk or
emerging risk for depression, anxiety, traumatic stress, alcohol or other
illicit substance use, sleep disturbance, financial stress, and low social
support. Questions in the tool were based on validated instruments and
published risk thresholds, including the Patient Health Questionnaire-8
(PHQ-8),23 General Anxiety Disorder-7 (GAD-7),24 abbreviated post-
traumatic stress disorder (PTSD) Checklist–Civilian Version,25 and Al-
cohol Use Disorders Identification Test–Concise.26 Upon completing
the assessment, participants immediately viewed a summary report
of their results. Participant results emphasize an individual’s areas of
most need. The detailed report gives the participant an overview of
each aspect of their emotional health: mental health, well-being, and
health and health behaviors are scored and summarized based on the
participants responses.

Mental health care concierge services, provided by Guide
+Thrive by BHS, were offered to participants with moderate or higher
risk in one or more categories. Individuals who engaged with the care
conciergewere able to discuss areas revealed in the screening tool and/
or priorities identified by the participant as most important. Care con-
cierges (masters-level trained mental health clinicians) reviewed
screening results on mental health risk and symptoms acuity, provided
support, developed individualized mental health care plans, and made
referrals to mental health care programs and services. Referrals were
based on health plan coverage and included mental health care pro-
viders, employee assistance program services, emotional well-being
services, financial support, and other employee health programs.
Health plan benefits included Preferred Provider Organization and Ex-
clusive Provider Organization plans, which had copayments, deduct-
ibles and coinsurance for behavioral services. Employee assistance
program included six sessions per person per issue per year. Con-
cierges remained involved until the participant successfully connected
to needed care and, if applicable, confirmed satisfaction with the iden-
tified provider. Oversight of the Care concierge team was provided by
members of the Johns Hopkins Medicine Department of Psychiatry.
Extended mental health care programs, services, and resources were
provided by the employer-sponsored health benefits.

Study Outcomes
The main outcome of interest was utilization of health care re-

sources during a follow up period of 2 to 6 months after the invitation
to participate in a follow-up 1:1 mental health care concierge consul-
tation. Health care utilization, including pharmacy and professional
services (outpatient and inpatient), was assessed through analysis of
administrative claims classified into Major Practice Categories 04
(psychiatry) and 05 (chemical dependency), a high level categorization
of Symmetry Episode Treatment Groups.27 Professional services repre-
sent the professional component of a given claim, whereas outpatient re-
flect the facility component of the claim. Supplementary Tables 1, http://
links.lww.com/JOM/B203, and 2, http://links.lww.com/JOM/B204,
provide a list of mental health professional services, and mental health
medications, includingMajor Practice Category and Episode Treatment
Group classifications.

The association between mental health risk and incident claims
were evaluated in n = 2783 participants who answered anxiety-related
and depression-related questions in the screening and had complete
medical claims data over the study period. Risk level was calculated
as the sum of scores in the GAD (range, 0–20) and PHQ items (range,
0–24) and analyzed as a continuous variable. Hazard ratios (HRs) were
calculated to show likelihood of incurring a future professional or pre-
scription claim for each one-unit change in score.

Statistical Analysis
Student t tests and chi-squared tests were used to assess differ-

ence in clinical characteristics between the groups. The relationship
merican College of Occupational and Environmental Medicine. 161
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between the effect of intervention and mental health care claim was
assessed using Cox proportional hazards regression. Time to first
mental health care claim was the outcome of interest in these Cox
models. New mental health prescriptions included claims in the
follow-up period but no claims in the 1-year prior. The proportional
hazards assumption was checked by including a time-dependent covar-
iate representing the interaction between intervention and follow-up
time. A nonsignificant P value for this covariate (P > 0.50) was taken
as evidence that the proportional hazards assumption had been satisfied.
To avoid overfitting, only variables significantly associated with mental
health concierge service status in the univariate analysis were included
(P < 0.05) in multivariable models. Follow-up time was entered as a
continuous variable in the Cox models. Other control variables were en-
tered according to the categories noted herein. Cox proportional hazard
models that adjusted for mental health risk (moderate, high, severe),
age, education, smoking, prior mental health claims, and follow-up time
were used to estimate the effect of intervention based on the time to a
first mental health care claim during follow-up.

Kaplan-Meier curve analysis was performed to estimate cumu-
lative incidence of mental health claims during the follow-up. Signif-
icance between groups was evaluated using the log-rank test. Analyses
were performed using SAS version 9.4.
RESULTS
All employees and spouses (n = 56,442) were invited to partic-

ipate in the mental health assessment in 2019 (Fig. 1). Of those
n = 8170 (14.5%) invitees who completed the assessment, n = 4215
(51.6%) scored at moderate, high or severe, risk in the assessment.
Of thosewith risk (n = 4215), 541 completed a mental health care con-
cierge visit in 2019 (representing 12.8% of those who screened with
risk), of whom 369 (68.2%) were enrolled in an employer-sponsored
health plan and had deidentified behavioral health utilization data
FIGURE 1. Participant flowchart.
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available for the study period. Of the 369 whomet with a care concierge
and had claims data available, 94.6% (n = 349/369) were provided with
a recommendation, and 43.6% (n = 152/349) had one or more mental
health claims (outpatient, Rx, professional) during follow-up period.
Of 3674 participants with moderate or higher risk who did not meet with
the care concierge, 2433 had deidentified behavioral health utilization
data available over the study period and were included in the analysis.
Employees represented 95% of individuals in both the mental health
care concierge group and control group (Table 1).

At baseline, participants receiving mental health care services
were less likely to currently use tobacco (13% vs 19%,P = 0.02), more
likely to have had a prior mental health prescription (40% vs 35%,
P = 0.049), more likely to have a college education (94% vs 90%,
P = 0.03), and more likely to have severe mental health risk (20% vs
15%, P < 0.001)(Table 1).

The proportion of participants experiencing at least one stress-
ful life event (eg, loss of a loved one, loss of a job, divorce or separa-
tion, birth of a child) in the past year was similar among care concierge
participants (60.4%) and nonparticipants (57.4%; P = 0.24) (Table 1).
Baseline rates of combined treatments (medication and professional or
outpatient treatment) were similar between the groups (Table 1).

In the 6 months after program initiation (ie, invitation for con-
cierge consultation), the cumulative incidence of mental health pre-
scription medications was higher in participants, most notably in
within the first 100 days of follow-up (P = 0.001) (Fig. 2). In both
the unadjusted model (HR, 1.3; 1.1–1.6; P = 0.003) and models ad-
justed for mental health risk, prior mental health-related prescriptions,
smoking, education, and follow-up days (HR, 1.2; 1.0–1.5;P = 0.042),
individuals who completed a consultation with a care concierge were
more likely to have an incident prescription for a mental health medi-
cation during the follow-up period); for the HR for new mental health
prescriptions did not differ significantly between groups (HR, 1.4;
0.9–2.5; P = 0.17) (Table 2). Among mental health concierge
behalf of the American College of Occupational and Environmental Medicine.



TABLE 1. Baseline Characteristics of Participants

Characteristics

Metal Health
Concierge

Services (n = 369)
Control

(n = 2433) P

Number (SD)
Age 45.5 (12.0) 45.2 (11.0) 0.63
Follow-up days 127 (32) 143 (26) <0.001

Count (%)
Sex
Male 76 (21) 538 (22)
Female 293 (79) 1895 (78) 0.51

Relationship
Spouse 20 (5) 131 (5)
Employee 349 (95) 2302 (95) 0.98

Active Smoker
Yes 47 (13) 427 (19)
No 305 (87) 1874 (81) 0.02

Race Ethnicity
Asian 19 (5) 158 (6)
Black 58 (16) 478 (20)
Other 96 (26) 671 (28)
White 196 (53) 1126 (46) 0.07

Mental health risk
Moderate 164 (44) 1520 (62)
High 133 (36) 561 (23)
Severe 72 (20) 352 (15) <0.001

Prior mental health Rx
Yes 149 (40) 854 (35)
No 220 (60) 1579 (65) 0.049

Education (college)
No 20 (6) 213 (10)
Yes 322 (94) 2016 (90) 0.03

No. life events
0 146 (39.6) 1036 (42.6) 0.24
1 127 (34.4) 833 (34.2)
2 67 (18.2) 394 (16.2)
3 26 (7.0) 140 (5.8)
4+ 3 (0.8) 30 (1.2)

Data presented as mean ± standard deviation for age and follow-up days and as a num-
ber (%) of participants for other variables.
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participants, 36.6% (n = 135/369) had an event (relevant pharmacy
claim) versus 30.5% (n = 742/2433) in the control group.

In both the unadjusted model (HR, 1.4; 1.1–1.8; P = 0.002)
and the adjusted models (HR, 1.4; 1.1–1.8; P = 0.02) (adjusted for
mental health risk, prior mental health-related professional services,
smoking, education, and follow-up days), individuals who competed
a consultation with a care concierge were more likely to use mental
health professional services during the follow-up period) (Fig. 3).
FIGURE 2. Cumulative incidence of mental health prescriptions.

© 2022 The Author(s). Published by Wolters Kluwer Health, Inc. on behalf of the A
Subgroup analysis revealed increased cumulative incidence of men-
tal health professional service use within the follow-up period in the
moderate (HR, 1.6; 1.0–2.4; P = 0.03) and severe risk groups (HR,
1.8; 1.1–3.1; P = 0.02). Among mental health concierge participants,
23.6% (n = 87/369) had an event (relevant professional services
claim) versus 18.2% (n = 442/2433) in the control group. Rates of
combined treatments (medication and professional or medication
and outpatient) were similar between the mental health concierge ser-
vices group and the control group. For medication and professional
services, rates were similar in care concierge participants and non-
participants (45.9% vs 46.5%, P = 0.90) and for medication and out-
patient services (8.9% vs 8.1%, P = 0.75).

The incidence of new professional service visits also increased
in individuals receiving mental health concierge services relative to
controls (Table 2). Among participants who had not used a professional
service in the year preceding intervention, a higher incidence (first visit
per person) of professional service visits was observed in the mental
health concierge services group (HR, 1.9; 1.2–2.9; P = 0.004).

Scores on the GAD and PHQ instruments were associated with
prescription use (as assessed by pharmacy claims) and professional
visits. Higher levels of anxiety (as measured in the GAD instrument)
were associated with a higher incidence of pharmacy claims (HR,
1.1; P < 0.0001). Higher levels of depression (as measured in the
PHQ instrument) were associated with a higher incidence of pharmacy
claims (HR, 1.1; P < 0.0001). Similarly, higher levels of anxiety and
depression were associated with a higher incidence of professional
claims (HR, 1.1; P < 0.0001; HR, 1.1; P < 0.0001, respectively).
DISCUSSION
The workplace mental health program consisting of proactive

screening and care concierge services facilitated mental health treat-
ment in a workforce population comprising employees and spouses/
domestic partners, as evidenced by increased mental health prescrip-
tion and professional health service use. This main finding extends
on our prior work showing that implementation of a proactive and vol-
untary pilot mental health screening program in an employee popula-
tion identified individuals at risk for mental health conditions, includ-
ing those not currently in treatment, and connected those individuals
with care.22 Demonstration of the outcomes of the workplace mental
health intervention, including facilitating mental health treatment
(eg, through professional visits and prescriptions), may help em-
ployers identify and implement interventions that have supporting ev-
idence. Evidence-based interventions may better support employee
mental health and reduce the burdens of underdetection and
undertreatment of mental health conditions in workforce populations.

Proactive screening for mental health risk may contribute to
better mental health care outcomes by identifying unrecognized risks
or early symptoms, reducing underdetection, and reducing or delaying
merican College of Occupational and Environmental Medicine. 163



TABLE 2. Association of Mental Health Concierge Services With
Medication, Professional Services, and Outpatient Services

Model 1

P

Model 2

Endpoint HR (95% CI) HR (95% CI) P

Mental Health Medication 1.3 (1.1–1.6) 0.003 1.2 (1.0–1.5) 0.042
New Mental Health

Medication(s)
1.5 (0.9–2.5) 0.12 1.4 (0.9–2.5) 0.17

Mental Health Professional
Services

1.4 (1.1–1.8) 0.002 1.4 (1.1–1.8) 0.02

New Mental Health Professional
Services

1.9 (1.3–2.9) 0.001 1.9 (1.2–2.9) 0.004

Mental Health Outpatient
Services

1.3 (0.8–2.2) 0.35 1.1 (0.6–2.0) 0.73

New Mental Health Outpatient
Services

1.5 (0.8–3.0) 0.19 1.7 (0.9–3.4) 0.13

Model 1, unadjusted.Model 2, adjusted for, smoking,mental health risk, education, follow
up days and prior mental health medication, or prior professional service claims, or prior
outpatient service claims

CI, confidence interval; HR, hazard ratio.
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the onset of diagnosable disorders that require treatment.28,29 In our
study, participants with moderate risk in screening showed the greatest
increase in likelihood to receive mental health prescriptions and seek
professional services. Thus, this program seems to aid in preventative
mental health care by both identifying individuals who were exposed
to risks or experiencing early symptoms and enabling intervention be-
fore onset of a diagnosable disorder. Early intervention and preventa-
tive programming for mental health care leads to better outcomes, es-
pecially for mood and anxiety disorders.28,30

Individuals who followed up with a care concierge had different
characteristics than those who did not with respect to education, race/
ethnicity (more White), and tobacco use. Because of these and other
factors, participants who did not choose to meet with the care con-
cierge may have had lower perceived need for help, existing mental
health care providers, or the preference to handle problems without
outside help. Low perceived need for mental health care is a common
reason for not seeking mental health care, especially in thosewithmild
to moderate disorders.31 Other barriers to mental health care include
inconvenience and inability to obtain an appointment31 and low perceived
cultural competence by the mental health care provider.32 For those with
more severe conditions, stigma, low perceived efficacy of treatments,
and desire to handle the problem on their own are more common bar-
riers.31 As engagement with a care concierge can facilitate connections
to mental health care, provide support and care management, improve
mental health, and improve job performance,15,22,33 understanding
FIGURE 3. Cumulative incidence of mental health professional serv

164 © 2022 The Author(s). Published by Wolters Kluwer Health, Inc. on
characteristics of those who did and did not engage can inform strate-
gies to engage more individuals in need with mental health services.

Participantswho engagedwith the care conciergewere less likely
to use tobacco (5.4% vs 18.6%) than those who did not meet with the
care concierge. Several studies have reported on the association of
tobacco use and mental health,34–37 where mental illness is 2–5 fold
more common in smokers than nonsmokers.34,35,37 Individuals with
mental illness often smoke to self-medicate.36 However, the relation-
ship between tobacco use and mental illness appears bidirectional,
where smoking has also been shown to cause depression, anxiety dis-
orders, and schizophrenia and is a gateway to problematic substance
use.34 Smoking may also impact the metabolism of some psychiatric
medications, leading to lower therapeutic blood levels and the need
for higher doses of medication to have the desired therapeutic im-
pact.38 However, mental health treatment may also benefit tobacco
cessation efforts, as prior research has shown that individuals with
mental illness who received mental health treatment within the previ-
ous year were more likely to have quit smoking than those not receiv-
ing treatment.39 Thus, in an employee population, mental health inter-
ventions may compliment tobacco cessation programming.

Screening participants were highly educated, with more than
90% having some college education. Surprisingly, those who opted
in to care concierge services had less education than those who did
not. Inequity in mental health services use by education level has been
previously reported, where individuals with higher education levels
weremore likely to receive services than individuals with lower educa-
tion levels.40 For each additional level of education, individuals were
15% more likely to see a psychiatrist, 12% more likely to see a family
doctor, 16% more likely to see a psychologist and 16% more likely to
see a socialworker.40 The lower education in thosewho opted into care
in our report may be due to the previously established care in those
who did not opt in to care concierge services. If so, the intervention
may be facilitating care in those who may otherwise have not con-
nected to care on their own without the intervention.

Participants whomet with the care concierge had greater cumu-
lative incidence of mental health prescriptions during the follow-up
period, indicating the care concierge service may have played a role
in facilitating the receipt of mental health treatment. Before the inter-
vention, those who met with a care concierge had lower prescription
drug use (35% vs 40%), potentially indicating a treatment gap that
was narrowed with the intervention. Mental health prescription medi-
cation usewas higher in participants than in published estimates where
15.8% of US adults had taken prescription medication for their mental
health in 2019.41 Higher use of prescription medications observed in
the present analysis, as compared with national estimates, may indi-
cate that thosewho opted into the programmay bemore inclined to be-
lieve in the benefit of mental health intervention. Higher prior use of
prior mental health prescriptions may also reflect the demographics
ices.
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including older age and majority female of the participating popula-
tion. For example, National estimates have shown that the percentage
of adults who had taken medication for their mental health in the past
12 months was higher among those aged 45 to 64 years (17.6%) and
65 years and over (17.7%), compared with those aged 18–44 (13.6%).41

In addition, women were more likely than men to have taken medica-
tion for their mental health (20.6% and 10.7%, respectively) and to
have received counseling or therapy from a mental health professional
(11.7% and 7.2%) in the past 12 months.41

Completion of a consultation with a care concierge where risks
were discussed, care plans developed, and referrals to mental health
supporting services and care were made was associated with greater
likelihood of using mental health professional services during the
follow-up period, including first time use. Timely access to mental
health care is important to reducing unmet mental health care
needs.42,43 Psychological treatments received during professional
visits are an important component of mental health care because they
yield similar efficacy to pharmacological treatments for depression
and anxiety while reducing the risk of relapse even after its discontin-
uation.44,45 National data show that US adults are more likely to take
prescription medication for their mental health (15.8%) than receive
counseling or therapy from a mental health professional (9.5%).41

Yet, younger adults (aged 18–44 years) are more likely than older
adults (aged 45+ years) to receive counseling or therapy from a mental
health professional.41 Thus, therapy and counseling seems to be a
more common treatment for younger adults. As previous reports have
shown a preference for psychological treatment versus pharmacologi-
cal treatments for mental health conditions45 and similar treatment ef-
ficacy,42,43 facilitating access and use of professional evidence-based
psychological treatment may help to reduce treatment gaps in mental
health care.45

Although the intervention and analysis period preceded the
COVID-19 pandemic, large-scale disasters, such as a pandemic, are
known to substantially impact mental health in ways that are influ-
enced by sociodemographic factors, exposure, social support and per-
sonality factors.46 The societal impact of the COVID-19 pandemic had
adverse mental health effects in both previously healthy people and in
people with preexisting mental health disorders.20,21,47 Many (18.1%)
individuals who experienced a COVID-19 diagnosis also experienced
a psychiatric diagnosis within the following 3 months, including
5.8% with a first diagnosis.47 In addition, the COVID-19 pandemic
disrupted mental health services, especially those related to preven-
tion, psychotherapy, and counseling services.48 In light of the ad-
verse impact on mental health, the COVID-19 pandemic also pro-
vided an opportunity to improvemental health services throughmore
sustainable, efficient, and equitable delivery of mental health care.20

Thus, proactive, population-level mental health interventions as eval-
uated in the current investigation may become increasingly relevant
in the aftermath of the pandemic.

The analysis presented here reflects outcomes of a program in-
tervention intended to promote the uptake of evidence-based strategies
into population health practice and to bridge the gap between the pos-
itive findings of an experimental study and outcomes in practice. Yet,
this study had several potential limitations. Participation bias could
have influenced outcomes. As only, 8170 (14.5%) of 56,442 eligible
participated in screening and only 541 (12.8%) of 4215with identified
mental health risk engaged with a care concierge, thosewho opted into
the screening and services likely had greater motivation to prioritize
their mental health or need. Those with lower perceived need or
greater barriers to engagement may have been underrepresented in this
analysis. Thus, this intervention may have differentially nudged those
with existing intent into treatment. In addition, given the nature of the
available data, additional mental health outcomes could not be examined
in the present study; these include outpatient visits, health care costs,
symptom acuity, and use of mental health resources not reflected in med-
ical claims data. As the study follow-up period was set to end before the
© 2022 The Author(s). Published by Wolters Kluwer Health, Inc. on behalf of the A
impact of the COVID-19 pandemic, individuals who sought care after the
study period were not included in the analysis. In addition, using the sym-
metry episode groupingmethodology to identify individuals receiving be-
havioral health treatment through claims analysismay have overlooked in-
clusion of episodes of care for individuals requiring lower acuity care such
as a single visit or referral to a non–health plan provider. Finally, Adjust-
ment disorder (accompanied with descriptors of depression, anxiety,
mixed affects) may be diagnosed in the medical setting for psychological
care of the medically ill in liaison psychiatry49 when a person does not
reach criteria for a major psychiatric nomenclature (depression and anxi-
ety disorders).49 Adjustment disorder was not included in the present anal-
ysis due to a small sample size. Only 3.7% of participants (15 of 407 with
both professional service andRx across both groups) had a principal diag-
nosis of either adjustment or dysthymic disorder (persistent and chronic
mild depressive disorder).

CONCLUSION
In summary, among program participants, the proactive mental

health screening programwith care concierge service demonstrated an
impact on facilitating mental health treatment, including professional
health services and prescriptions in a workforce population. Proactive
models to screen for risk and emerging risk combined with concierge
services to discuss risk, develop care plans, and make connections to
care can be effective in closing the treatment gaps in mental health
care. The workforce can be an important environment to deliver men-
tal health services to both support the mental health needs of the em-
ployee population and benefit employee work performance. Success-
ful mental health interventions should consider culture, race, and dem-
ographics to make programs accessible and desirable. Physical health
interventions such as tobacco cessation and hypertensionmanagement
should support mental health needs. Finally, considerations to increase
participation in screening and engagement withmental health care ser-
vices, including antistigma campaigns and broad communications,
may further facilitate mental health care in the workplace.
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