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Abstract

Background: Digital mental health services areincreasingly being provided by employers as health benefit programs that can
improve access to and remove barriers to mental health care. Stratified care models, in particular, offer personalized care
recommendations that can offer clinically effective interventions while conserving resources. Nonetheless, clinical evaluationis
needed to understand their benefits for mental health and their usein areal-world setting.

Objective: This study aimed to examine the changesin clinical outcomes (ie, depressive and anxiety symptoms and well-being)
and to evaluate the use of stratified blended care anong members of an employer-sponsored digital mental health benefit.

Methods: In alarge prospective observational study, we examined the changes in depressive symptoms (9-item Patient Health
Questionnaire), anxiety symptoms (7-item Generalized Anxiety Disorder scal€), and well-being (5-item World Health Organization
WEell-Being Index) for 3 monthsin 509 participants (mean age 33.9, SD 8.7 years; women: n=312, 61.3%; men: n=175, 34.4%;
nonbinary: n=22, 4.3%) who were newly enrolled and engaged in care with an employer-sponsored digital mental health platform
(Modern Health Inc). We also investigated the extent to which participants followed the recommendations provided to them
through a stratified blended care model.

Results: Participants with elevated baseline symptoms of depression and anxiety exhibited significant symptom improvements,
with a37% scoreimprovement in depression and a 29% scoreimprovement in anxiety (P values<.001). Participantswith baseline
scores indicative of poorer well-being also improved over the study period (90% score improvement; P=.002). Furthermore, over
half exhibited clinical improvement or recovery for depressive symptoms (n=122, 65.2%), anxiety symptoms (n=127, 59.1%),
and low well-being (n=82, 64.6%). Among participants with mild or no baseline symptoms, we found high rates of maintenance
for low depressive (n=297, 92.2%) and anxiety (n=255, 86.7%) symptoms and high well-being (n=344, 90.1%). Intotal, two-thirds
of the participants (n=343, 67.4%) used their recommended care, 16.9% (n=86) intensified their care beyond their initial
recommendation, and 15.7% (n=80) of participants underused care by not engaging with the highest level of care recommended
to them.

Conclusions; Participants with elevated baseline depressive or anxiety symptoms improved their mental health significantly
from baseline to follow-up, and most participants without symptoms or with mild symptoms at baseline maintained their mental
health over time. In addition, engagement patterns indicate that the stratified blended care model was efficient in matching
individual swith the most effective and least costly care while &l so allowing them to self-determinetheir care and use combinations
of servicesthat best fit their needs. Overall, theresults of this study support theclinical effectivenessof the platform for improving
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and preserving mental health and support the utility and effectiveness of stratified blended care models to improve accessto and

use of digitaly delivered mental health services.

(JMIR Mhealth Uhealth 2024;12:e48298) doi: 10.2196/48298
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Introduction

Background

The prevalence of mental health needs in the United States has
been on an upward trend in recent years, with 21% of adults
meeting criteriafor amental, behavioral, or emotional disorder
in 2020, up from 18% in 2010 [1]. National data indicate that
<50% of people with mental health concerns are able to access
mental health services[1]. Traditional models of mental health
care areinadequate, asthey rely heavily on high-cost providers
delivering scheduled, time-limited encounters, and training
programs are decades away from adequately closing the provider
shortage gaps[2,3]. In addition to apervasive shortage of mental
health professionals to provide needed care [4], issues related
to cost, accessihility, and stigma also prevent individuals from
accessing evidence-based care to address menta health concerns
[1]. Thus, innovative models for mental health care that are
scalable, resource sensitive, and acceptable to individuals are
needed to sufficiently improve the provision of robust mental
health care in the United States.

Innovative and flexible models of mental health care leverage
technology and telecommunications to provide more rapid and
scalable access to a myriad of mental health services, from
self-guided “self-help” techniques to access to providers who
deliver secure, remote care [5]. An advantageous feature of
digital mental health platforms is their flexibility in offering a
variety of care modalities, enabling users to exercise their
preferencesin accessing care in away that best fits their needs
and comfort level. Stepped care delivery models further
accelerate improvements in mental health care access and
affordability. There are currently 2 models: progressive and
stratified. A progressive model recommendsthelowest-intensity
intervention first to al individuals and intensifies care if or
when symptoms do not improve [6]. This is the prevailing
system used by the United Kingdom National Health Service's
Talking Therapies program (formerly called Improving Access
to Psychological Therapies) [7]. The evidence supporting this
model suggests that patients' baseline symptomatology does
not impact the efficacy of low-intensity or high-intensity
treatments[8,9].

However, recent research suggests the Improving Access to
Psychological Therapies program may not adequately support
or match the complexity of patients’ presenting mental health
issues[10]. There are severd criticisms[11] of the progressive
approach, including (1) low-intensity interventions may not be
suitable or acceptable for everyone; (2) patients who do not
respond to low-intensity treatment may develop negative
attitudes toward treatment or be deterred from undergoing
further treatment; (3) engaging in high-intensity treatment after
aminimal intervention may be unnecessarily burdensome; and
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(4) those with greater clinical needs may have to wait longer to
receive a more effective level of care and, in the interim,
experience an exacerbation of symptoms and additional
impairment.

As an dternative, a dtratified model considers patient
characteristics, preferences, and baseline mental health
symptoms to identify and deliver the most clinically effective
yet least burdensome and least costly initial intervention from
arange of caremodalitiesof different intensities[12]. Stratifying
care with personalized recommendations is thought to be more
patient-centered and is responsive to key drawbacks of the
progressive stepped care approach [11]. In some stratified
systems, more specifically blended care models, patients can
access multiple modalities simultaneoudly; that is, they can use
their recommended treatment modality as well as additional
modalities of lower intensity than their recommended starting
point (eg, digital tools plus provider sessions, as opposed to
digital-only or provider-only session). While advantageousfrom
a delivery perspective and found to be effective [13,14],
stratified, blended models can be more difficult to evaluate
because of the complexity and variety of care pathways offered
to patients and the variability of “blends” that patients may use
at different pointsin time.

Research Questions

Prior findings regarding the clinical superiority of progressive
models over stratified models are mixed [15,16]. These mixed
results and the criticisms of progressive stepped care suggest
that by incorporating patient-level factors to match individuals
with the most effective yet least costly mental health services,
stratified, blended models can offer more personalized careand
increase access while optimizing resources. In this study, we
examined the effectiveness of and engagement in a digital
mental health platform that uses a dtratified blended care
approach to deliver therapy, coaching, and self-guided digital
services. Specifically, we tested two research questions: (1)
Was this approach clinically effective, that is, did participants
with elevated baseline mental health symptoms significantly
improve their mental health as defined by depression, anxiety,
and well-being scores, and did participants without elevated
baseline symptoms maintain good mental health from baseline
to 3-month follow-up? (2) Was this approach effective in
stratifying resources, that is, did people follow, underuse, or
overuse mental hedth services at the levels they were
recommended?

Methods

Design and Participants

Thisinvestigation was conducted as part of alarger prospective,
observationa study of individual swho received servicesthrough
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an employer-sponsored digital mental health benefits platform
(Modern Health Inc). The study time frame was September 20,
2021, through May 31, 2022. Participants were eligible if they
were aged =18 years; were based in the United States; were
onboarded with the empl oyer-sponsored mental health benefit;
had access to a smartphone, a tablet, or a computer; and had
engaged with at least 1 piece of digital content or matched with
a coach or therapist (see the Intervention section for more
detailed descriptions of the services).

Ethical Consider ations

This study protocol was reviewed and approved by the Western
Clinical Group Institutional Review Board (protocol no
1316167). Participants provided informed consent to participate
in this investigation. The Western Clinical Group Institutional
Review Board authorized awaiver of documentation of consent
for the team to collect consent through secure electronic
methods.

All data were deidentified for the purpose of analyses.
Participants were compensated with a US $25 digital gift card
upon completion of each of the 3 surveysin thisinvestigation.

Roos et al

Procedures

Participants registered for an account through a mobile app or
a website and completed onboarding assessments, including
guestions designed to assess participants’ areas of focus and
care modality preferences, as well as validated measures to
assess depressive and anxiety symptoms and well-being
(described in the Study Measures section). A proprietary
algorithm factored in acombination of the participant’sclinical
acuity, their modality preference, and their topic of focus to
recommend an initia care pathway (eg, digital programs,
coaching, and therapy). Participants were not required to follow
the recommendation; instead, it was offered as an appropriate
suggested starting point. Participants who were recommended
therapy also had access to coaching and digital content, and
those who were recommended coaching also had access to
digital content as part of their recommendations (Figure 1).
Participants could also self-refer or bereferred by a provider to
a different combination of care from their recommended
combinations.

Figure 1. Stratified blended care model incorporating care preferences and clinical assessments into personalized care recommendations. GAD-7:
7-item Generalized Anxiety Disorder scale; PHQ-9: 9-item Patient Health Questionnaire; WHO-5: 5-item World Health Organization Well-Being I ndex.

Inclusive preferences

Recommended care

Preferred areas of support pathways
Coverage across emotional, social,
physical, professional, and financial f \
health
ea Therapy+
Clinical Coaching+
Care type preferences + assessments
1:1 care, group, self-guided, or unsure gig? Self-guided
WHO-5 digital
content

Provider demographics, language,
location, time of day

Eligible members were invited to complete a screener for the
study viaemail, which collected their demographic information
(age, gender identity, race, and ethnicity). All screeners were
sent within 2 weeks of onboarding, with most members
receiving the screener approximately 1 week after onboarding.
During this time, the members were able to engage with the
digital mental health services outlined in the Intervention
section. A total of 2 factors determined the length of time it
took to send the screener: research staff availability and
demographic balancing. Limitswere set such that enrolled study
participants reflected the current distribution of age, gender,
ethnic/racial identity, and mental health symptom acuity
observed in the platform’s commercial population. Out of the
8786 individuals who were €ligible and invited to participate,
950 (10.81%) enrolled, provided informed consent, and
completed the baseline survey, hosted by Qualtrics
(Qualtrics International Inc). They were then emailed alink to
complete afollow-up survey 12 weeks after the baseline survey.

https://mhealth.jmir.org/2024/1/e48298
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The baseline and foll ow-up surveys each took 30 to 45 minutes
to complete.

Intervention

Digital Health Services

Participants could engage in al the following digital mental
health services. All services were paid for by the participant’s
employer, at no cost to the individual .

Telecoaching and Teletherapy

Coaches certified by the International Coaching Federation
accredited program provided telecoaching services, and
therapists who were licensed and had an advanced degree in
clinical psychology or arelated field (eg, PhD, PsyD, licensed
clinical socia worker, licensed marriage and family therapist,
or licensed professional counselor) provided tel etherapy services
to participants. All visits were conducted via a secured
videoconferencing  platform.  Participants could also
communicate with their therapist or coach through in-app
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messaging. All coaches had at least 150 hours of coaching
experience, were vetted by a provider management team to
ensure their work aligned with evidence-based practices, and
completed an additional 6 hours of training from the company
clinical strategy team in evidence-based techniques (eg,
cognitive behavioral approaches) and culturally centered care.
Coaches were also vetted and trained on how to assess for
high-risk situations that may require a participant’s referral to
atherapist or crisis resource.

Therapists were selected for their use of evidence-based
practices, such as cognitive behavioral therapy and acceptance
and commitment therapy. All coaches and therapists were
trained on the company’s proprietary model of care. The number
of therapy and coaching sessions attended by participants
depended on the number of sessions covered by their employer,
aswell as on personal preferences and their level of need.

Self-Guided Digital Content

All participants had unlimited access to a digita library of
mental health programs and resources that they could access at
any time. Theseincluded short (2 minutes each) daily exercises,
interactive programs and podcasts (2 to 15 minutes each);
mindfulness exercises such as meditations and breathing
exercises (2 to 15 minutes each); and self-paced structured
educational lessons (several chaptersof content, akin to self-help
workbooks, that are paced to be completed over several weeks).
Digital programs were devel oped and designed by an in-house
team of clinical psychologists and covered topics such as
emotions, relationships, professiondl life, healthy lifestyles, and
finances. Engagement acrossall digital resourceswas combined
in analyses to represent total digital program engagement.

Study Measures

Demographic I nformation

Participants self-reported demographic characteristics such as
age; gender identity (to select al that applied from a list:
agender, genderqueer or genderfluid, Maha [third gender], man,
muxe, nonbinary, questioning or unsure, 2-spirit, woman, prefer
to self-describe, and prefer not to say); and race and ethnicity
(toselect all that applied from alist: American Indian or Alaska
Native; Asian; Black or African American; Hawaiian or Pacific
Islander; Hispanic, Latinx, or Spanish; White [not Hispanic or
Latinx]; multiracial) during the screener. On the basis of
participants’ demographics, 3 categorieswere used in analyses:
men, women, and nonbinary (all other categories except “prefer
to self-describe” or “prefer not to say” collapsed).

Depressive Symptoms

The 9-item Patient Health Questionnaire (PHQ-9) [ 17] wasused
to assess the presence of depression symptoms over the past 2
weeks at baseline and follow-up. Participants responded on a
4-point scale (0="not at all” to 3="nearly every day”). Possible
ranges for scores include 0-27, with higher scoresindicating a
higher severity of depression symptomatology. The clinically
validated cutoff for probable depression (“high risk”) is =10
[17], and clinical improvement wasindicated when participants
scores decreased by >6 points [18].
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Anxiety Symptoms

The 7-item Generalized Anxiety Disorder Questionnaire
(GAD-7) [19] was used to assess the presence of anxiety
symptoms over the past 2 weeks at basdline and follow-up.
Participants responded on a 4-point scale (0="not at al” to
3="nearly every day”). The possiblerangewas 0-21, with higher
scores indicating a higher severity of anxiety symptomatol ogy.
The clinical cutoff score for probable anxiety disorder (“high
risk”) is 28 [20], and improvement was indicated when
participants’ scores decreased by >4 points[21].

Well-Being

The 5-item World Health Organization Well-Being Index
(WHO-5) [22] was used to assess well-being over the past 2
weeks at baseline and follow-up. Participants responded on a
6-point scale (0="at notime” to 5="all of thetime”). Scoresare
summed and multiplied by 4, giving atotal range of 0-100, with
higher scores indicating greater subjective well-being. The
clinical cutoff indicating low well-being (“high risk”) is <28;
recovery was indicated when the baseline score was <28 and
the 3-month score was >28. Prior research has defined clinical
improvement in well-being as an increase of at least 10 points
[22,23].

Platform Engagement

To operationalize care engagement, we categorized participants
based on whether they (1) engaged in care at the level
recommended, (2) underused care, or (3) overused care. We
defined engaging or following the care recommendation as a
participant using their level of recommended care (with the
ability to use anything below that level of care). Overusing care
occurred when participants used ahigher level of care than what
they were initially recommended (intensified their care above
what was originally recommended, regardless of whether that
use step-up was sdlf-referred or referred by aprovider). Because
participantswho were originally recommended therapy astheir
care modality could not step up their care any higher, only
parti cipantswho were recommended coaching or digital content
or coaching could overuse care. Finally, we defined the underuse
of care as participants using a lower level of care than their
recommendation and not using any higher care modality.
Because participants who were recommended digital content
could not use alower level of care, only participants who were
recommended therapy or coaching could underuse it.

Statistical Analysis

Analysis of participant demographicsand preliminary analyses
were conducted using descriptive statistics and frequencies. We
used McNemar X tests and paired sample 2-tailed t tests to
examinetheclinical effectiveness of the platform, that is, mental
health improvement, recovery, or maintenance. Specifically,

we used McNemar x? tests to assess whether the percentage of
participants categorized as high risk in each mental health
outcome significantly decreased from baseline to follow-up.
We used paired samplet teststo assess whether changesin each
outcome (measured continuously) were significantly improved
from baseline to follow-up.
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We also reported the percentage of participants who reliably
improved, recovered, and maintained their mental health. For
participants who met the clinical cutoff for outcomes at baseline
(“high risk”), we examined improvement or recovery in
symptomsfrom baselineto the 3-month follow-up. Improvement
in each measure was indicated when participants scores
changed by established clinical thresholds (see the Study
M easures section), and recovery in each measure wasindicated
when participants met or exceeded the clinical cutoff at baseline
(ie, were categorized as“ high risk™) but did not meet the clinical
cutoff at follow-up (ie, were categorized as “low risk”).
Maintenance was indicated when participants remained below
the clinical cutoff from baseline (“low risk”) to follow-up.
Continuousvariables (ie, depressive and anxiety symptomsand
well-being at baseline and follow-up) were examined for
kurtosisand skewness; all valueswere between -1 and 1. Thus,
original values were used in analyses.

We assessed our research question regarding use-care
recommendations using frequencies and descriptive statistics.
We report the percentage of participants who engaged in their
recommended services, the percentage who overused services,
and the percentage who underused services.

Results

Study Participants and Preliminary Analyses

A total of 950 members completed the baseline survey, of which
696 (73.2%) completed the follow-up survey. Of the 696 with
full data, 528 (75.9%) members engaged with the platform (eg,
used digital content, had tel etherapy, or had atelecoaching visit)
at least once between baseline and follow-up. There were 10
(n=528, 1.9%) participants who were not included in data
analyses because they were recommended a care modality for
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which we did not have engagement data (ie, group
psychoeducation sessions), and 9 (n=528, 1.7%) participants
were not provided with a recommended care plan for reasons
unknown. There were no significant baseline clinical differences
between people who did not engage with anything on the
Modern Health app after baseline (n=168) and those who did
engage. As engagement with the app at least once during the
analytic time frame was necessary for inclusion in the study,
the remaining analyses included the final 509 (53.6% of
enrolled) participants for every outcome except for anxiety, for
which there were missing data, that yielded atotal of 506 (53.2%
of enrolled) for anxiety analyses.

The t test and X? analyses comparing baseline data from
individuals who met final eligibility criteria (509/950, 53.6%)
versus those who did not meet eligibility criteria (441/950,
46.4%) revealed no significant differences in age, gender
identity, or race and ethnicity at baseline, and the groups were
not significantly different on depression, anxiety, or well-being
scores when assessed continuously (P values >.10). The
participants who met the final dligibility criteria were
significantly lesslikely to meet the clinical cutoffsfor depressive
and anxiety symptoms and low well-being (P values <.001).

The descriptive statistics of the sample are provided in Table
1.

Of the 509 participants, 342 (67.2%) engaged with digital
content on the app at least once. A total of 159 (31.2%)
participants attended at least 1 therapy visit, and 296 (58.2%)
participants attended at least 1 coaching visit. The participants
that attended therapy or coaching visitstypically saw 1 provider
over the course of the study (149/159, 93.7% and 283/296,
95.6%, respectively). The maximum number of therapists and
coaches seen by any 1 participant were 3 and 2, respectively.
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Table 1. Descriptive statistics of sample® (n=509).

Roos et al

Values Participants at baseline, n (%) Participants at 3-month follow-up, n (%)

Age (years), mean (SD) 33.9(8.7) _b —
Race/ethnicity, n (%)

Asian 91 (17.9) — —

American Indian or Alaska Native 1(0.2) — —

Black 33(6.5) — —

Hispanic, Latinx, or Spanish origin 44 (8.6) — —

White (non-Hispanic or Latinx) 305 (59.9) — —

Multiracial 33(6.5) — —
Gender identity, n (%)

Women 312 (61.3) — —

Men 175 (34.4) — —

Nonbinary 22 (4.3) — —
Scores®

Depressive symptomsabove clinical cutoff
Anxiety symptoms above clinical cutoff
Well-being below clinical cutoff

187 (36.7) 106 (20.8)
215 (42.2) 156 (30.8)
127 (25) 94 (18.5)

=509 for depressive symptoms and well-being and n=506 for anxiety symptoms.

b_.

not available.

CPossible ranges for scoresinclude 0 to 27 for depressive symptoms, 0-21 for anxiety symptoms, and 0-100 for well-being. Clinical cutoffs at baseline

were 210 for depressive symptoms, =8 for anxiety symptoms, and <28 for

Improvement and Recovery in Mental Health
Symptoms Among Participants at Higher Risk at
Baseline

All improvement, recovery, and changein mental health results
among participantswho met the clinical cutoff on each measure
at baseline are presented in Tables 2 and 3.

Participants at ahigher risk for depressive symptoms at baseline
reported a statistically significant 37% improvement in PHQ-9
scores at follow-up, on average, with 65.2% (122/187)
experiencing clinically meaningful improvement or recovery
(P<.001). Participants at a higher risk for anxiety symptoms at

well-being.

baseline reported a statistically significant 29% improvement
in GAD-7 scoresat follow-up, on average, with 59.1% (127/215)
experiencing clinically meaningful improvement or recovery
(P<.001). Participants at a higher risk for lower well-being at
baseline reported a statistically significant 90% improvement
in WHO-5 scores at follow-up, on average, with 65.6% (82/127)
experiencing clinically meaningful improvement or recovery
(P=.002). Post hoc sensitivity analyses revea ed that our models
among higher-risk participants were sensitive to detect small
effect sizes (Cohen d,=0.20 for depressive symptoms, 0.19 for
anxiety symptoms, and 0.25 for well-being), with 80% power
and a=.05.

Table2. Clinical improvement, recovery, and change in mental health from baseline to foll ow-up among participants at higher risk at baseline (n=509).

Improvement, n (%)  Recovery, n (%)

Baseline symptoms?®

Improvement and recovery, n (%) I mprovement or recovery, n (%)

Depressive symptoms (n=187) 83 (44.4) 106 (56.7)
Anxiety symptoms (n=215) 107 (49.8) 98 (45.6)
Well-being (n=127) 76 (59.8) 71 (55.9)

67 (35.8) 122 (65.2)
78 (36.3) 127 (59.1)
65 (51.2) 82 (64.6)

3possible ranges for scoresinclude 0-27 for depressive symptoms, 0-21 for anxiety symptoms, and 0-100 for well-being.
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Table 3. Changein mental health from baseline to follow-up among participants at higher risk at baseline (n=509).
Baseline symptoms?® Baseline, mean (SD)° Follow-up, mean (SD)¢ ~ Cohend t test (df) Pvalue
Depressive symptoms (n=187) 14.13 (3.43) 8.91 (4.25) 1.16 15.81 (186) <.001
Anxiety symptoms (n=215) 12.68 (3.69) 8.99 (4.76) 0.75 11.02 (214) <.001
Well-being (n=127) 20.44 (6.80) 38.80 (19.75) -0.93 -10.50 (126) <.001

3possible ranges for scoresinclude 0-27 for depressive symptoms, 0-21 for anxiety symptoms, and 0-100 for well-being.
by mprovement was indicated when depressive and anxiety symptom scores decreased by =6 points, and >4 points, respectively, and when well-being

scores increased by =10 points.

“Recovery was indicated when participants met or exceeded the clinical cutoff at baseline, but not at follow-up.

M aintenance of Mental Health Symptoms Among
Participantsat L ower Risk at Baseline

All maintenance and change in mental health results among
participants who had mild or no symptoms on each measure at
baseline are presented in Table 4.

Participants at alower risk for depressive symptoms at baseline
reported a small, significant improvement in PHQ-9 scores at
follow-up, on average, with 92.2% (297/322) maintaining their
low symptom status. Participants at lower risk for anxiety

symptoms at baseline reported no significant change (and no
escalation) in the GAD-7 scores at follow-up, on average, with
86.7% (255/291) maintaining their low symptom status.
Participants at a lower risk for poorer well-being at baseline
reported asmall, significant improvement in the WHO-5 scores
at follow-up, on average, with 90.1% (344/382) maintaining
their low symptom status. Post hoc sensitivity analysesreveaed
that our models among lower-risk participants were sensitive
to detect very small effect sizes (Cohen d,=0.16 for depressive
symptoms, 0.16 for anxiety symptoms, and 0.14 for well-being),
with 80% power and a=.05.

Table 4. Maintenance and change in mental health from baseline to follow-up among participants at lower risk at baseline (n=509).

Baseline symptoms? Maintenance®, n (%) Baseline, mean (SD)  Follow-up, mean (SD)  Cohend ttest (df) P value

Depressive symptoms 297 (92.2) 4.82(2.88) 4.39 (342 0.13 2.26(321) .02

(n=322)

Anxiety symptoms (n=291) 255 (86.7) 3.79 (2.24) 4.00 (3.57) -0.06 -101 31
(290)

Well-being (n=382) 344 (90.1) 51.84 (14.07) 58.55 (18.83) -0.40 -7.90 <.001
(381)

8Possible ranges for scores include 0-27 for depressive symptoms, 0-21 for anxiety symptoms, and 0-100 for well-being.
BMaintenance was indicated when participants did not meet or exceed the clinical cutoff at baseline or follow-up.

Engagement in Recommended Care Plan

Of the 509 participants, 99 (19.4%) were recommended therapy
and all lower-level services, 362 (71.1%) were recommended
coaching and lower-level services, and 48 (9.4%) were
recommended digital content only. Most participants (343/5009,
67.4%) engaged with the level of care recommended to them;
that is, they engaged at |east once with their recommended care
modality and did not step up above their recommended care.
Specifically, of the 99 participants who were recommended
therapy, 84 (85%) met with atherapist at |east once; of the 362
participants who were recommended coaching, 224 (61.9%)
met at least once with a coach; and of the 48 participants who
were recommended digital content, 35 (73%) engaged with at
least 1 piece of digital content.

A total of 16.9% (86/509) of the participants overused care
beyond their original recommendation; that is, they used acare
modality of higher intensity than they were recommended. Of
the 362 participants who were recommended coaching, 73
(20.2%) intensified their care to meet with a therapist. Of the
48 participants who were recommended digital content, 13
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(27%) intensified their care to access coaching and 2 (4%)
participants intensified their care to access atherapist.

Intotal, 15.7% (80/509) of the participants underused care; that
is, they did not engage with the care they were recommended
or with ahigher-intensity care. Specifically, 15 (15%) of the 99
participants who were recommended therapy declined the
invitation to connect with atherapist, and 65 (10.8%) of the 362
participants who were recommended coaching declined the
invitation to connect with a coach. A post hoc chi-square
analysis comparing the likelihood of clinical improvement or
recovery among groups of underusers, overusers, and those who
engaged with their recommended level of care found no
significant differences in outcomes between groups.

Discussion

Principal Findings

We examined the clinical effectiveness of and engagement in
a digital mental health platform that uses a stratified blended
care model to deliver mental health services. We found
significant improvementsin depressive, anxiety, and well-being
symptoms among participants with el evated baseline symptoms
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and high rates of maintaining low symptoms and well-being
among participantswith lower clinical risk at baseline. Between
60% and 66% of the participants experienced clinically
meaningful improvement or recovery in depressive, anxiety, or
well-being symptoms over 3 months. We observed the greatest
improvementsin well-being (90% score increase), followed by
depressive (37% score reduction) and anxiety symptoms (29%
score reduction). These results are similar to the published rates
of recovery in stepped care systems, which range from 40% to
60% [24].

Among participantswith alower baselinerisk (defined ashaving
scores that did not meet the clinical cutoff for that measure),
mental health symptoms did not escalate above the clinical
threshold or significantly worsen overall; anxiety symptoms
remained stable, and depressive symptoms and well-being
dlightly improved on average. Between 87% and 92% of the
participants experienced maintenance of good mental health at
follow-up. Given that prevention and well-being promotion are
cost-effective for mental health care and provide a positive
return on investment for payers [25], our results lend further
support to digital mental health services as being helpful for
maintaining good mental health. Examining both symptom
improvement and prevention of escalating symptomsis crucial
to evaluating whether amodel of mental health careisimproving
population health.

Most participants engaged with their personalized care
recommendation, with only around one-third overusing or
underusing services. Two-thirds (343/509, 67.4%) of the
participants used the recommended level of services; that is,
they engaged with their recommended care services but did not
step up to use higher-intensity care. Rates of meeting the care
recommendation were the highest for therapy, with 85% (84/99)
of people who were recommended therapy having at least 1
visit with atherapist.

We also found that less than one-fifth (86/509, 16.9%) of the
participants overused care; that is, they engaged with a care
modality of a higher intensity than the one they were initially
recommended. Although we did not have data available on
referral pathways, participants could use a higher intensity of
care through 2 channels: self-referral by contacting member
services through the platform with their request and provider
referral where a coach could refer a participant to atherapist if
they had a demonstrated clinical need. Interestingly, patterns
of overuse matched the intensity hierarchy of services: 20%
(73/362) of the people who were recommended coaching moved
up 1 level of intensity to therapy, 27% (13/48) of the people
who were recommended digital content moved up 1 level to
coaching, and only 4.2% (2/48) of the people who were
recommended digital content moved up 2 levelsto therapy. This
further supportsthe accuracy of theinitial care recommendations
of this model. In addition, the fairly low rates of overuse are
encouraging, considering long-held beliefs about psychotherapy
asthe gold standard for mental health treatment at all levels of
care[26].

Finally, less than one-fifth (80/509, 15.7%) of the participants
underused care; that is, they only engaged with lower-intensity
care modalitiesthan their recommendation. Theratewasdightly
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higher for those who were recommended therapy (of the 99
participants, 15 (15%) did not have a visit with a therapist),
while among those who were recommended coaching, 10.8%
(65/362) did not have a visit with a coach or therapist. These
rates of trestment nonadherence are consistent with those
observed in psychotherapy research [27] and are better than
those observed in previous research on digital interventions
[28]. A post hoc analysis did not find statistically significant
differences in improvement or recovery between people who
followed their recommended care and those who overused or
underused care. However, the lack of significance could be an
artifact of low statistical power, given the skewed proportion
of participants in the underuse and overuse categories. Future
research that examinesreasonsfor underusing or overusing care
qualitatively would provide further insight into why this occurs
for some people and may allow programsto stratify individuals
into levels of care more appropriately.

It is difficult to compare the effectiveness of stratified blended
care approachesin real -world contextswith that of other studies
in the literature because most research has been conducted
within highly controlled clinical trials, which lack ecological
validity (eg, see Andrewset al [13] and Ho et a [29]). However,
in one trial comparing stratified and progressive stepped care
models, 76% of eligible screened patients engaged in treatment
(high intensity or low intensity depending on personalized
treatment recommendations) [16]. Thus, the engagement rate
observed here is similar to that in research settings with high
internal validity, suggesting that this platform is relatively
accurate in recommending effective care. Our observational
results of stratified blended care engagement patterns indicate
that this model was efficient in matching individuals with the
most effective and least costly care while aso allowing them
to self-determine their care and use combinations of services
that best fit their needs.

Limitations

Although this investigation demonstrated improvements in
depression, anxiety, and well-being over time in a sample of
digital mental health platform users, the observationa nature
of thisstudy presentsalimitation. Theinclusion of acomparison
or control group in an experimental design would confirm the
causality of the observed changes. The 3-month time frame of
thisinvestigation also limits our conclusionsto short-term gains;
a longer-term follow-up period is needed to determine the
persistence of improvements.

Only 9.25% (950/10,270) of the individuals who were eligible
and invited to participate enrolled in this study. The reasonsfor
this are not known but may be due to a combination of factors,
such as the time commitment needed, as each survey took
between 30 and 45 minutes to complete. In addition, although
study materials highlighted the separation between the study
and their employer, most invitations to participate were
distributed to workplace email addresses, which may have given
the impression to participants that their employers would be
involved or aware of their participation in this investigation.
Although the retention rate of this investigation was 73.26%
(696/950) overall, the sample was limited to those who used at
least 1 piece of content or sought a provider. More individuals
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were registered for the platform but did not use any care. This
is common in real-world settings, as individuals may register
for services without the intention of using them immediately.
There were no significant differences on key demographic
characteristics and baseline symptoms between the sample who
met eligibility criteria and those who did not, which helps to
bolster the generalizability of our findings.

In addition, we were unable to discern between self-referrals
and provider referrals for the 16.9% (86/509) of the members
who sought more intensive services beyond their initial care
recommendation. It is possible that the 17% include some
individualswho were appropriately identified for intensification
of services (ie, a coach detected additional symptoms, or a
member disclosed additional pertinent information that was not
detected in the assessment algorithm that determines care
recommendations).

Finally, most of the sample (312/509, 61.3%) identified as
women, and only 34.4% (175/509) identified as men.
Furthermore, the percentage of nonbinary peoplein thissample
was higher than the overall US population [30] at 4.3%. There
are several possihilities for the disproportionate numbers of
women and nonbinary people enrolling in this study. First, the
disproportionate number of nonbinary peoplein the sample may
reflect ayounger population, who are more likely to identify as
transgender or nonbinary than older populations (5% vs 1.6%
overal) [30]. In addition, we provided multiple nonbinary
optionsfor participants as opposed to asingle all-encompassing
option (eg, “nonbinary”), which may have encouraged
identification. Finally, women and people who arelesbian, gay,
bisexual, transgender, or questioning, including people who
identify as nonbinary, are more likely to experience mental
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illness [31,32]. Women are more likely to seek help than men
(duein part to societal expectations of stoicism and self-reliance
for men, as well as mental health stigma), which might have
affected their likelihood of signing up for the Modern Health
app and participating in research [33]. Regardless of the reason
for the lack of men in this sample, it is possible that the results
here may be different among other populations, and we
encourage future research to examine these potential differences.

Conclusions

Overall, the results of this study lend support to the utility and
effectiveness of the stratified blended care model used in this
study to improve access to and use of mental health services.
In aresource-constrained ecosystem, using a stratified blended
model, such as the one evaluated, can make efficient use of
limited and costly services while centering the individual’s
needs, preferences, and receptivity to mental health care. The
deliberate allocation of resources preserved the more intensive
and costly resources for those who are most likely to benefit
from them while providing beneficia care at al levels. As our
resultsindicate, meaningful clinica improvements can be gained
through stratified blended care while honoring the individua’s
personal preference for how they want to engagein care.

Research continues throughout the field of mental health to
determine the therapeutic approaches, techniques, and tool sthat
can be adapted and disseminated for digital delivery while
preserving safety, quality, validity, and efficacy [34]. As
progress continues, the constraints of the traditional tertiary
care model of mental health will eventually give way to amore
comprehensive approach that can serve the full spectrum of
mental health from primary prevention to treatment.
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