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Abstract
Background

Mental health (MH) conditions impose a growing burden on US employers through lost productivity,
absenteeism, and downstream medical use. Timely access to MH care remains an unmet need, particularly
in underserved and rural communities. Employer-sponsored models that integrate behavioral health with
primary care may improve access and outcomes, but evidence is limited.

Objective

The primary objective was to describe access to care and engagement among members who completed at
least one visit with the virtual MH program at First Stop Health, an integrated employer-sponsored health
platform, during 2025. The secondary objective was to describe change in depression and anxiety symptoms
among members with clinically elevated baseline symptoms and follow-up assessments.

Methods

This retrospective cohort study included 1,480 members who completed at least one MH visit between
January 1 and December 31, 2025 (study cohort), used for all access and engagement analyses. Symptom
outcomes were analyzed in a nested outcome cohort (N = 298) with a baseline Patient Health Questionnaire-
9 (PHQ-9) or Generalized Anxiety Disorder-7 (GAD-7) score > 10 and at least two assessments on each
instrument. Outcomes included time to first visit, visit completion, remission (any post-baseline score < 5),
response (> 50% decrease and score < 10, or remission), and clinical improvement (> five-point decrease, or
response or remission).

Results

The median time from scheduling to first visit was seven days; 54.5% (N = 807) of members were seen within
seven days and 82.8% (N = 1,226) within 14 days. Access was similar for the 27.3% (N = 404) of members
living in mental health professional shortage areas. Two-thirds (66.0%, N = 977) completed two or more
visits. Members using two or more service types had lower dropout after the first visit than those using one
(25.7% vs. 39.5%; p < 0.001).

In the outcome cohort, remission was achieved by 53.7% (N = 160) on the PHQ-9, 44.0% (N = 131) on the
GAD-7, and 60.1% (N = 179) on either instrument, and clinical improvement by 62.1% (N = 185) and 59.1%
(N = 176), respectively. Members seen within seven days had numerically higher remission (61.9% vs. 57.4%;
p = 0.47) and clinical improvement (76.7% vs. 67.2%; p = 0.09). At the latest assessment, 28.9% (N = 86) were
in remission on both instruments.

Conclusions

A virtual, integrated employer-sponsored MH program delivered timely access across diverse geographies,
including shortage areas, and most members with elevated symptoms improved. Earlier access to care was
associated with better outcomes, and use of multiple service types was associated with greater engagement.
These findings support embedding virtual behavioral health within integrated employer-sponsored health
platforms.

Categories: Psychiatry, Psychology, Healthcare Technology
Keywords: anxiety, behavioral health, depression, employer-sponsored health care, gad-7, integrated care, mental
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Introduction

Mental health (MH) conditions impose a significant burden on the United States workforce. Anxiety
disorders and major depressive disorder account for an estimated $210.5 billion in annual expenditure, of
which approximately half is attributable to lost workplace productivity, including absenteeism and
presenteeism [1]. Behavioral health complaints were the fifth largest driver of short-term disability claims,
and the fourth largest driver of long-term disability claims in the United States as recently as 2017 [2].
Depression alone is estimated to account for 200 million lost workdays annually, costing employers between
$17 and $44 billion per year [3]. Access to timely behavioral healthcare remains an issue. An estimated 48%
of adults with a behavioral health condition in the United States are not receiving treatment, with stigma,
cost, and limited provider availability cited as the primary barriers [4]; more recent national estimates
indicate that approximately half of US adults with any mental illness received no MH treatment in 2022 [5].
Even among commercially insured populations, roughly 41% of persons who screened as depressed did not
have a diagnosis, and nearly half did not seek out MH services [6]. Of those who do pursue treatment, a
substantial share must wait longer than one week to receive care, and many wait a month or more to initiate
treatment [7]. Research has demonstrated that for each additional day of wait time, a greater number of
patients disengage from care before receiving treatment [8].

Geographic barriers compound the access challenge. Approximately 137 million Americans live in federally
designated mental health professional shortage areas (MHPSAs) [9]. Rural and non-metropolitan
communities are disproportionately affected, facing both higher rates of untreated mental illness and lower
density of behavioral health specialists. Virtual care models have demonstrated potential to narrow this gap,
but evidence for employer-sponsored health benefits programs remains limited. Employers are increasingly
sponsoring health services, such as primary care and MH, as a strategy to improve workforce health and
reduce total cost of care. Approximately 33% of employers with 5,000 or more employees sponsor primary
care services. However, fewer than 30% of these also provide behavioral health services [10]. Integration of
behavioral health within primary care settings has been shown to improve care coordination, reduce stigma,
increase access, and improve clinical outcomes [11].

Evidence supports both integrated and virtual behavioral healthcare. In a Cochrane review of 79 randomized
trials, collaborative care improved depression outcomes relative to usual care over zero to six months
(standardized mean difference = -0.34) and also improved anxiety outcomes [11]. Delivered remotely,
telemedicine-based collaborative care for patients in rural primary care settings produced higher response
(odds ratio = 7.74) and remission (odds ratio = 12.69) than practice-based collaborative care in a randomized
trial [12]. Psychotherapy delivered by telehealth produces large pre-post improvements (Hedges' g = 0.99;
0.54) with negligible differences from in-person treatment [13]. Among employer-sponsored programs,
integrated behavioral health at employer-sponsored health clinics was associated with mean reductions of
24% in Patient Health Questionnaire-9 (PHQ-9) and 31% in Generalized Anxiety Disorder-7 (GAD-7) scores
[14]. In a multi-employer workplace MH program, 69.3% and 68.7% of participants showed reliable
improvement in depression and anxiety, with large pre-post effect sizes (Cohen'sd = 1.11 and 1.21) [15].
Additionally, a video-based blended care cognitive behavioral therapy program offered as an employer
benefit reported large pre-post effect sizes (Cohen's d = 1.08 for depression and 1.33 for anxiety) [16].
However, these employer programs delivered behavioral health either in person at worksite clinics [14] or as
standalone services separate from primary care [15,16] and did not report access or outcomes by MH
professional shortage area or rurality status. Fully virtual platforms that embed behavioral health alongside
primary care, health coaching, and urgent care within a single shared record are not as explored in the
academic literature. This study addresses these gaps by describing time to a completed first visit,
engagement, and symptom change in a fully virtual, integrated employer-sponsored model, stratified by
shortage area and rurality status.

First Stop Health operates an integrated, virtual employer-sponsored health platform that includes an MH
program offering therapy, psychiatric medication management, and behavioral health coaching. The First
Stop Health MH program is designed to provide timely access to evidence-based care, support care
coordination with primary care and health coaching services, and support diverse employer populations
across geographies, industries, and demographic groups. This study had two objectives among members
newly engaged with the First Stop Health MH program during the 2025 calendar year. The primary objective
was to describe, among all members who completed at least one visit (the study cohort), (1) access to care
(time from scheduling to a completed first visit), overall and by shortage area and rurality status, and (2)
engagement (visit completion, dropout after the first visit, and episodes of care), including by care team
composition. The secondary objective was to describe change in depression and anxiety symptoms (PHQ-9
and GAD-7 [17-20]) among the subset of the study cohort with clinically elevated baseline symptoms and
follow-up assessments (the outcome cohort).

Materials And Methods

First Stop Health's MH program is an integrated, virtual model designed to connect members with the
appropriate level of behavioral healthcare. At intake, members are screened for depression with the PHQ-9
and for anxiety with the GAD-7 [17-20] and can self-elect or be directed to individual therapy, psychiatric
medication management, or behavioral health coaching, with coordination across primary care and other
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First Stop Health services. This integrated design is intended to widen access to appropriate care and support
timely engagement across diverse employer populations.

Study design and data source

The behavioral healthcare model provided by First Stop Health includes four key dimensions: provider mix,
technology, integrated processes, and the specific behavioral health interventions provided. These
dimensions are designed to remove barriers to timely access to behavioral health services and improve
communication and coordination among all providers.

Provider Mix

Behavioral health staff includes psychologists, master's-level licensed MH clinicians (i.e., licensed clinical
social workers, licensed marriage and family therapists, and licensed professional clinical counselors), and
national board-certified health and wellness coaches. Primary care staff that are available to support
behavioral health prescribing include physicians and nurse practitioners with specialization in internal
medicine, family medicine, and emergency medicine. Additional clinical staff may include registered
dietitians, certified diabetes care and education specialists, board-certified health coaches, and registered
nurses.

Technology

All MH providers utilize a proprietary electronic health record that’s enabled with tools to facilitate delivery
and coordination of care. All providers working with a patient have access to notes from the rest of the care
team. Patients receive telehealth care using a combination of phone, video conferencing, and a patient
portal that contains the record of their care. Patients use the portal to self-refer to the provider of their
choice, communicate with providers, and schedule appointments.

Integrated Processes and Care Teams

At First Stop Health, MH is embedded alongside other healthcare services, specifically primary care,
coaching, nutrition support, diabetes education, and urgent care services. The multidisciplinary care team
shares a single record and can collaborate via care coordination notes on the platform. With multiple
services under one umbrella, First Stop Health providers educate patients about the variety of services that
are available.

The provider mix at First Stop Health also enables internal and external referrals. For example, patients can
be internally referred by a behavioral health provider to another First Stop Health service, such as diabetes
education or nutrition support, and primary care providers can refer to a wide assortment of clinical
specialists, including psychiatrists, via external referrals.

Patients can directly schedule an appointment with any clinician that is licensed to practice in the patient’s
state of residence. Patients’ preferences for a specific type of behavioral health practitioner and their clinical
needs determine with whom they initiate treatment. If a patient initiates treatment with a health coach but
is assessed as meeting medical necessity for MH treatment, they are triaged to therapy under the care of a
licensed MH clinician. The MH providers have direct support from a small team of clinical leaders who
provide direct consultation and support during patient crises and discuss strategies for complex patients.

Behavioral Health Interventions

All patients opting into MH services can self-elect the type of care with which they choose to initiate
services. All patients are screened prior to their first appointment via standardized screening tools (PHQ-9
and GAD-7 [17-20]). In the first few visits, patients are comprehensively assessed, and expectations are set
for the care plan via shared decision-making. The types of care available are discussed below.

Individual therapy: Psychotherapy delivered virtually as a 40-minute telehealth appointment. The specific
treatment delivered may vary slightly because of the individual provider’s specialty and training; however,
the employer-sponsored clinic leadership and quality assurance stress the importance of facilitating
evidence-based care. The most common treatment approaches are cognitive-behavioral therapy (CBT),
acceptance and commitment therapy (ACT), dialectical behavior therapy (DBT), or mindfulness-based
interventions.

Mental health coaching: A 30-minute telehealth session that is goal-driven with a scope focused on
behavioral change.

Medication appointment: A telehealth appointment with a primary care doctor to review current
medications, discuss and get prescriptions for possible new medications, and/or get a referral to a specialist.
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There are no predetermined limits on the number of visits a patient could receive.

Study population and analysis samples

The eligible population consisted of all members (employees and dependents >18 years old) across the
United States and territories who had access to the MH program in 2025 through an employer-paid benefit
and had claimed their First Stop Health account. Members who had completed an MH visit prior to January
1, 2025, were excluded to ensure the analysis reflected new program engagement only. All members were
screened for symptoms of depression with the PHQ-9, a nine-item self-report measure of depressive
symptom severity, and for anxiety with the GAD-7, a seven-item self-report measure of anxiety symptom
severity [17-20]. The PHQ-2 and GAD-2, consisting of the first two items of the PHQ-9 and GAD-7, were
used as brief initial screens. Members who screened negative on the PHQ-2 or GAD-2 were not administered
the remaining items of that instrument. Negative screens were treated as scores below the clinical threshold.
Only PHQ-9 and GAD-7 scores are reported. Member demographics and geographics are collected from
employer eligibility file data and member-reported data.

All analyses were conducted within a single study cohort, from which one outcome cohort was nested. The
study cohort comprised all members who completed at least one MH visit between January 1, 2025, and
December 31, 2025 (N = 1,480) and was used for all access and engagement analyses. The outcome cohort
comprised study cohort members with a baseline PHQ-9 > 10 and/or GAD-7 > 10 and at least two PHQ-9 and
two GAD-7 assessments on file (N = 298) and was used for all symptom outcome analyses. Three groups of
study cohort members were not eligible for the outcome cohort. First, members with both baseline scores
below 10 (N = 751) did not have clinically elevated symptoms. Because the response threshold (score below
10) was already met at baseline, change in this group could not be assessed against the outcome definitions.
Second, change could not be measured without a follow-up assessment, so clinically elevated members with
fewer than two assessments on either instrument (N = 359) were excluded. Their baseline characteristics are
compared with those of the outcome cohort. Third, members without a baseline score on file for one or both
instruments (N = 72) could not be classified by baseline severity. All three groups were retained in the access
and engagement analyses.

Care team composition (one versus two or more distinct service types) was analyzed as a member
characteristic rather than as a separate cohort: within the study cohort for engagement and within the
outcome cohort for symptom outcomes. Service types were psychotherapy, MH coaching, psychiatric
medication management, primary care, health coaching, and urgent care.

Data extraction and derivation

The eligible population was identified from members with access to First Stop Health services during the
study period who had claimed their account. Members with a completed MH visit before January 1, 2025,
with First Stop Health or an external partner were excluded. From the remaining members, we identified
those who started an MH intake session (including abandoned intake sessions), then those who scheduled an
MH visit (including visits later cancelled or missed), and finally those with one or more completed MH visits,
who formed the study cohort. Visits delivered through external partners, which lack scheduling timestamps,
were removed upstream, so days to first visit was calculated only from First Stop Health visits with a
recorded scheduling date. The outcome cohort was then derived using the criteria described above. Data
were drawn from curated analytic data tables, and a unique hashed member identifier was used for all joins
so that clinical data remained linked to the correct member throughout the analysis.

Care team composition was defined by the distinct service types each member used, classified by line of
business and service type: MH medication appointments, primary care visits, internal therapy, MH coaching,
health coaching, and urgent care visits. MH medication appointments and primary care visits were both
delivered by primary care providers. MHPSA designation and rural-urban continuum code (RUCC) were
assigned using the ZIP code of the address in each member's profile (RUCC 2023 data). MHPSA designations
reflect Health Resources and Services Administration (HRSA) designation data as of May 12, 2026, the date
the study data snapshot was captured.

Variables

Access variables included the date of visit scheduling (defined as the earliest recorded scheduling
timestamp) and the date of the first completed MH visit. Appointment times were selected based on member
preference. Days to first visit were calculated as the interval between these two dates. Members without a
valid scheduling timestamp were excluded from access metric calculations.

Clinical variables included PHQ-9 and GAD-7 scores collected routinely at MH visits. Baseline scores were
defined as the first recorded score of each instrument on file. Follow-up scores were all subsequent
assessments recorded during the study period. Medication initiation, number of visits, episode of care status
(open or closed), and service type utilization were also captured.

Demographic and geographic variables included age at the time of initial appointment, sex assigned at birth,
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gender identity, geographic region (US Census divisions: South, Midwest, West, Northeast), rurality (rural-
urban continuum codes (RUCC)) [21], MHPSA designation status [9], member type (employee or dependent),
and industry (North American Industry Classification System (NAICS) category) [22].

Outcome definitions

Access outcomes included median and mean days to first visit, and the proportion of members seen within
three, seven, and 14 days of scheduling, overall and stratified by demographic and clinical subgroups. The
three-, seven-, and 14-day thresholds correspond to conventional benchmarks for timely access to
behavioral healthcare. An episode of care began with the first completed MH visit in the study period and
continued while completed visits occurred no more than 60 days apart (no-show and cancelled visits were
not counted); it ended at the last completed visit once 60 days passed without another completed visit.

Engagement outcomes included the proportion of members who discontinued MH care after the first visit
(dropout, defined as completing only one MH visit), and episode of care characteristics (average and median
visits per episode, episode duration).

Clinical outcomes for the outcome cohort were defined using all available post-baseline assessments (best
observed score). The PHQ-9 [18] and GAD-7 [20] are validated measures of depression and anxiety symptom
severity. Remission was defined as any post-baseline PHQ-9 or GAD-7 score below five (indicating minimal
or no symptoms). Response was defined as any post-baseline score reflecting both a 50% or greater decrease
from baseline and a score below 10, or meeting the remission criterion. Clinical improvement was
considered any post-baseline score at least five points lower than baseline or meeting the response or
remission criteria. These outcomes are nested. Members meeting remission also meet response, and
members meeting response also meet clinical improvement. Outcomes were assessed separately for each
instrument and composite rates credit members who met the threshold on either instrument. Instrument-
specific outcomes were calculated for all outcome cohort members, including those whose baseline score on
that instrument was below the clinical threshold. Analyses used available data, and missing assessments
were not imputed.

The remission threshold (score < five) is consistent with clinical guidance from the instrument developers
[18,20]. Because remission, response, and clinical improvement were credited at any post-baseline
assessment rather than requiring sustained or end-of-treatment status, these definitions yield higher rates
than endpoint-based definitions (see Limitations).

Statistical analysis

Access and clinical outcome metrics were stratified by pre-specified subgroups, including geographic region,
baseline symptom severity, MHPSA status, rurality, sex, member type, and wait time band (zero-seven days
versus eight or more days). Outcome rates for the outcome cohort are reported cumulatively (ever achieving
threshold across all follow-up assessments), which reflects a best-observed (cumulative) framing
appropriate for this descriptive analysis. Data were extracted and analyzed in Snowflake using Snowflake
SQL (2026 releases). Python 3.12 (Python Software Foundation, Wilmington, DE) (snowflake.snowpark,
pandas, seaborn, and matplotlib) was used to create the joint score distribution heat maps, and Microsoft
Excel (Microsoft 365, version 2609, Microsoft Corporation, Redmond, WA) was used to create the remaining
figures from exported data. As this was a descriptive evaluation, p-values for selected subgroup comparisons
were calculated in Microsoft Excel using two-sided Fisher’s exact tests on 2 x 2 tables and are reported
without adjustment for multiple comparisons. Tested comparisons were the proportion seen within three
and seven days for severe versus minimal baseline PHQ-9, the proportion seen within seven days for MHPSA
versus non-MHPSA and metro versus non-metro members, remission and clinical improvement by wait-
time band, and dropout after the first visit, remission, and clinical improvement by number of service types.
Differences across subgroups should be interpreted as descriptive findings and not as inferential claims. To
assess potential selection bias, baseline characteristics of the outcome cohort were compared with those of
clinically elevated members excluded for insufficient follow-up.

Ethics approval

This study was reviewed by the WCG IRB and determined to be exempt human subjects research under 45
CFR 46.104(d)(4)(iii) (WCG protocol: 20263158, 08/19/2026). All analyzed data were collected during the
routine provision of care; members consented to treatment at the time of enrollment, and the analytic
dataset was de-identified prior to analysis.

Results
Study population and cohort flow

We examined 1,976 patients who scheduled at least one visit, and 1,480 (74.9%) patients completed at least
one MH visit in 2025, constituting the study cohort.

Among the 1,480 members of the study cohort, 657 (44.4%) had a baseline PHQ-9 > 10 and/or GAD-7 > 10. Of
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these, 298 had at least two assessments on each instrument and formed the outcome cohort (20.1% of the
study cohort; 45.4% of clinically elevated members). The remaining 359 (54.6%) clinically elevated members
were excluded from the outcome cohort for insufficient follow-up data. A further 751 (50.7%) members had
both baseline scores below 10, and 72 (4.9%) lacked a baseline score on one or both instruments; neither
group was eligible for the outcome cohort, and both remained in the access and engagement analyses. Figure
1 shows the participant flow, and Table ! describes the study cohort.

Members who scheduled
a mental health visit

N=1,976
Excluded: did not complete a
> mental health visit
n =496 (25.1%)
v
Study cohort

Completed > 1 mental health visit in 2025
N = 1,480 (74.9%)
Access and engagement analyses

Not eligible for outcome cohort*
Both baseline scores < 10: n = 751 (50.7%)
Baseline score missing on one or
both instruments: n = 72 (4.9%)

Clinically elevated baseline
PHQ-9 score > 10 and/or GAD-7 score > 10
N = 657 (44.4%)

Excluded: insufficient follow-up
<2 PHQ-9 or < 2 GAD-7 assessments
n =359 (54.6%)

Outcome cohort
>2 PHQ-9 and > 2 GAD-7 assessments
N = 298 (45.4%)
Symptom outcome analyses

FIGURE 1: Participant flow to the study cohort and nested outcome
cohort.

Percentages are of the box immediately above. * Retained in all access and engagement analyses.
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Characteristic Measure N or Mean (%) SD/Range
Age (years) Mean 36.7 SD 10.9; Range 18-72

Sex assigned at birth

Female N (%) 1,060 (71.6%) —
Male N (%) 412 (27.8%) —
Unknown/not reported N (%) 8 (0.5%) —

Screening tools

Baseline GAD-7 Mean 7.5 SD 6.7; Range 0-21
Baseline PHQ-9 Mean 6.1 SD 7.2; Range 0-27
Baseline GAD-7 2 10 & Baseline PHQ-9 > 10 N (%) 329 (22.2%)

Geographic region

South N (%) 732 (49.5%) —
Midwest N (%) 466 (31.5%) —
West N (%) 190 (12.8%) —
Northeast N (%) 91 (6.1%) —
Other N (%) 1(0.1%) —
MHPSA status

Outside MHPSA N (%) 1,076 (72.7%) —
Inside MHPSA N (%) 404 (27.3%) —

Rurality (RUCC)

Metro N (%) 1,258 (85.0%) —
Non-metro N (%) 217 (14.7%) —
Unknown N (%) 5(0.3%)

Member type

Employee (primary) N (%) 1,224 (82.7%) —
Dependent N (%) 256 (17.3%) —

TABLE 1: Baseline demographic and clinical characteristics of the study cohort.

GAD-7 = Generalized Anxiety Disorder-7; PHQ-9 = Patient Health Questionnaire-9; RUCC = rural-urban continuum code; MHPSA = mental health
professional shortage area.

Access to care

Among the 1,480 members in the study cohort, the median time from scheduling to first completed MH visit
was seven days (mean = 8.7 days, SD = 7.0). Overall, 24.5% (N = 363) of members were seen within three days,
54.5% (N = 807) within seven days, and 82.8% (N = 1,226) within 14 days of scheduling. Figure 2 shows the
proportion of members seen within seven days of scheduling and the median days to first visit, by subgroup.
Members in an "Other" region category, without a baseline assessment on file, or without a rurality code are
not shown.
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% Median days
Overall (n=1,480) — 54.5% 7

Geographic region

South (n=732) — 57.8% 6
Midwest (n=466) —t 50.9% 7
Northeast (n=91) —_— 63.7% 7

West (n=190) —_—— 46.8% 8

Baseline PHQ-9

Minimal (0-4) (n=895) —— 50.2% 7

Mild (5-9) (n=91) —_— 49.5% 8

Moderate (10-14) (n=169) —_— 60.9% 6
Moderately Severe (15-19) (n=157) —_— 59.2% 7
Severe (20-27) (n=97) —_— 66.0% 5

Baseline GAD-7

Minimal (0-4) (n=700) — 49.3% 8

Mild (5-9) (n=163) —_——— 56.4% 7

Moderate (10-14) (n=272) —— 58.1% 6

Severe (15-21) (n=301) —— 59.5% 6
MHPSA status

Outside MHPSA (n=1,076) —_—— 54.4% 7

Inside MHPSA (n=404) —_—— 55.0% 7
Rurality

Metro (n=1,258) — 53.7% 7

Non-metro (n=217) —_—— 58.5% 7

30 40 50 60 70 80 90 100

% seen within 7 days of scheduling (95% CI)

FIGURE 2: Proportion seen within seven days of scheduling by
subgroup in the study cohort.

Points show the percentage of members seen within seven days of scheduling; error bars show 95% Wilson
confidence intervals. The dashed line marks the overall rate (54.5%). Median days from scheduling to first
completed visit are shown on the right.

GAD-7 = Generalized Anxiety Disorder-7; PHQ-9 = Patient Health Questionnaire-9; MHPSA = mental health
professional shortage area.

Members with higher baseline symptom severity accessed care in a timelier manner. Among members with a
severe baseline GAD-7 score (15-21), the median time to first visit was six days, compared to eight days for
those with minimal GAD-7 scores (0-4). A similar pattern was observed for PHQ-9. Members with severe
baseline PHQ-9 scores (20-27) had a median wait time of five days, with 39.2% (N = 38) seen within three
days and 66.0% (N = 64) within seven days. The difference between severe and minimal baseline depression
was statistically significant at both the three-day (39.2% (N = 38) vs. 21.5% (N = 192), p < 0.001) and seven-
day (66.0% (N = 64) vs. 50.2% (N = 449), p = 0.004) thresholds.

Access to care was similar across all geographic regions. Members in the South had the shortest median wait
(six days), while those in the West had the longest (eight days). Members residing in designated MHPSAs
demonstrated comparable access to those living outside MHPSAs, with a median of seven days in both
groups and 55.0% (N = 222) of MHPSA members seen within seven days compared to 54.4% (N = 585) of non-
MHPSA members (p = 0.86). Rural (non-metro) members demonstrated access comparable to metro
members (median of seven days in both groups; 58.5% (N = 127) vs. 53.7% (N = 676) seen within seven days,
a difference that was not statistically significant, p = 0.21). Dependents, individuals who are not the primary
beneficiary, accessed care slightly faster than employees (median = six vs. seven days).

Engagement

Visit Completion

Among the study cohort (N = 1,480), 66.0% (N = 977) of members completed two or more MH visits in 2025
and 27.6% (N = 409) completed five or more visits. Conversely, 34.0% (N = 503) of members completed only a
single MH visit, defined as the dropout rate. Engagement varied somewhat by baseline symptom severity.
Members with a moderately severe PHQ-9 baseline (15-19) had the lowest dropout rate after the first visit
(27.4%, N = 43), while members with severe PHQ-9 scores (20-27) had a higher dropout rate (42.3%, N = 41).
Among GAD-7 severity groups, dropout rates were relatively consistent: 33.0% (N = 231 of 700) for minimal,
37.4% (N = 61 of 163) for mild, 32.4% (N = 88 of 272) for moderate, and 32.9% (N = 99 of 301) for severe
baseline anxiety.

Episode of Care
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A total of 1,808 episodes of care were identified among 1,480 members, reflecting an average of 1.22
episodes per member over the study period. An episode of care is defined as a contiguous run of completed
MH visits where no two consecutive visits are more than 60 days apart. The average episode length was 32.1
days (median = 14 days; range = 0-335 days). The average number of visits per episode was 6.0 (median = 3;
range = 1-79). Among all episodes, 1,264 (69.9%) were closed by March 2026, with 544 (30.1%) remaining
open, consistent with ongoing care for a subset of members.

Integrated Care Teams

Among the 1,480 members in the study cohort, 888 (60.0%) received services from a single MH service type,
while 592 (40.0%) utilized two or more service types, constituting the integrated care population. Members
utilizing two or more service types demonstrated higher total visit volume (average of 7.8 total visits vs. 3.7
for single-provider members) and higher MH-specific visit volume (5.3 vs. 3.7 MH visits per member), as well
as substantially lower MH dropout rates after the first visit (25.7% (N = 152) vs. 39.5% (N = 351); p < 0.001).
Baseline clinical severity was not directly compared between service-count groups, so this association
should not be interpreted causally. In addition, therapy, MH coaching, and medication management are all
MH visit types, so members whose care team included two of these necessarily completed at least two MH
visits and could not meet the dropout definition; this contributes mechanically to the lower dropout rate in
the multi-provider group.

Among the most common two-provider care teams, therapy combined with MH coaching (N = 89) had a 0%
dropout rate after the first MH visit, as did therapy combined with medication management (N = 18). Health
coaching combined with therapy (N = 26) demonstrated the highest average total visit volume among two-
provider care teams (10.7 visits per member). Average total visit volume rose with the number of service
types used, reaching 35.7 visits per member among members using five service types. Care team makeup and
visit distribution are described in Figure 3.

Avg total
visits
MH services only (1 service type) (n=888) 39.5% 3.7
2+ service types (any combination) (n=592) 25.7% 7.8
Selected multi-type care teams
Therapy + MH coaching (n=89)| 0.0%t 6.1
Therapy + medication appointment (n=18)| 0.0%t 10.0
Therapy + primary care (n=35) 28.6% 6.2
Therapy + urgent care (n=150) 33.3% 7.1
Therapy + health coaching (n=26) 19.2% 10.7

4 10 20 30 40 50
% dropout after first MH visit

FIGURE 3: Dropout after the first mental health visit by care team type
in the study cohort.

Dropout reflects members who completed only one MH visit. T Both service types in this pairing are MH visit
types, so members necessarily completed at least two MH visits and could not meet the dropout definition.

MH = mental health (includes therapy, mental health coaching, and medication management visits).

Table 2 presents visit engagement stratified by baseline symptom severity, complementing the access
gradient shown in Figure 2.
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Baseline severity N 2 2 visits, N (%) 2 5 visits, N (%) Dropout after 1st visit, N (%)

By baseline PHQ-9 severity

Minimal (0-4) 895 613 (68.50%) 244 (27.30%) 282 (31.50%)
Mild (5-9) 91 60 (65.90%) 30 (33.00%) 31(34.10%)
Moderate (10-14) 169 111 (65.70%) 57 (33.70%) 58 (34.30%)
Moderately severe (15-19) 157 114 (72.60%) 39 (24.80%) 43 (27.40%)
Severe (20-27) 97 56 (57.70%) 32 (33.00%) 41 (42.30%)
No baseline assessment 71 — = =

By baseline GAD-7 severity

Minimal (0-4) 700 469 (67.00%) 184 (26.30%) 231 (33.00%)
Mild (5-9) 163 102 (62.60%) 46 (28.20%) 61 (37.40%)
Moderate (10-14) 272 184 (67.60%) 77 (28.30%) 88 (32.40%)
Severe (15-21) 301 202 (67.10%) 95 (31.60%) 99 (32.90%)
No baseline assessment 44 — — —

TABLE 2: Engagement by baseline symptom severity in the study cohort.

GAD-7 = Generalized Anxiety Disorder-7; PHQ-9 = Patient Health Questionnaire-9.

Unlike the access gradient, visit engagement did not increase with baseline symptom severity; members
with severe baseline depression (PHQ-9 = 20-27) showed the highest post-intake dropout (42.3%, N = 41).
More symptomatic members thus reached care faster but did not accrue more visits, motivating the outcome
analysis presented in the next section.

Clinical outcomes

Clinical outcomes were assessed for members with clinically elevated baseline PHQ-9 > 10 and/or GAD-7 >
10 who had at least two assessments on file for each instrument (outcome cohort, N = 298). Because the
outcome cohort required an elevated baseline score on either instrument rather than both, instrument-
specific outcomes include members who were not elevated on that instrument at baseline: 89 members
(29.9%) had a baseline PHQ-9 < 5 and 33 (11.1%) had a baseline GAD-7 < 5. These members could meet
remission on that instrument without a change in symptoms.

Table 3 presents baseline characteristics of the outcome cohort (N = 298) alongside those of the 359
clinically elevated members excluded for insufficient follow-up. The characteristics of the group with
insufficient follow-up did not vary much from the outcome cohort. The majority of outcome cohort members
had at least moderate baseline depression or anxiety. A total of 54% (N = 162) of members had exactly two
GAD-7 assessments on file, and 58.1% (N = 173) had exactly two PHQ-9 assessments on file. The remainder
had three or more assessments (GAD-7: 136 (45.6%); PHQ-9: 125 (41.9%)).
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Characteristic Outcome cohort (N = 298) Excluded, insufficient follow-up (N = 359)
Age (years), mean (SD) 35.3 (10.4) 35.7 (11.4)

Sex assigned at birth — Female, N (%) 225 (75.5%) 253 (70.5%)

Baseline PHQ-9, mean 1.1 1.4

Baseline PHQ-9 2 10, N (%) 194 (65.1%) 229 (63.8%)

Baseline GAD-7, mean 13.0 13.6

Baseline GAD-7 2 10, N (%) 251 (84.2%) 312 (86.9%)

Both PHQ-9 2 10 and GAD-7 2 10, N (%) 147 (49.3%) 182 (50.7%)

Median days to first visit 7 days 7 days

Median completed visits 3 (range 1-66) 2 (range 1-51)

TABLE 3: Baseline characteristics of the outcome cohort and of clinically elevated members
excluded for insufficient follow-up.

Note: PHQ-9 and GAD-7 severity categories are not mutually exclusive; individual members may have both a PHQ-9 = 10 and a GAD-7 = 10.

GAD-7 = Generalized Anxiety Disorder-7; PHQ-9 = Patient Health Questionnaire-9.

Clinical Improvement

Clinical improvement, defined as any post-baseline score at least five points lower than baseline, or meeting
response or remission criteria, was the most inclusive outcome category. At the end of the study period,
clinical improvement was observed in 185 of 298 members on the PHQ-9 (62.1%) and 176 of 298 members
on the GAD-7 (59.1%). As shown in Figures 4, 5, clinical improvement accrual was steeper in the early weeks.
By week 10, 45.3% (N = 135) of members had met clinical improvement criteria on the PHQ-9 and 42.6% (N =
127) on the GAD-7.

100

45.3% (135)

- 60.7% (181)
£ 57.7% (172)
2 50.0% (149) l
$ s 35.6%(106) | | \
3 61.1% (182)
€ 54.4% (162) 60.1% (179)
o
@
Q.

N
w

. \-8.4% (25)

0 5 10 15 20 25 30 35 40 45 50
Week Number

FIGURE 4: Depression clinical improvement in the outcome cohort.

Clinical improvement: Baseline to latest score has 2 5 points of improvement OR meets remission or response
criteria.
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100
8 75 9
£ 52.7%(157)  57-0% (170)
= 48.3% (144)
[ ‘ l
S 30 33.9%(101) 57.7% (172)
£ . 55.0% (164)
8 51.3% (153)
& 55 42.6% (127)

\-8.7% (26)

0 5 10 15 20 25 30 35 40 45 50
Week Number

FIGURE 5: Anxiety clinical improvement in the outcome cohort.

Clinical improvement: Any post-baseline score = 5 points lower than baseline, or meeting response or remission
criteria. Values are the cumulative percentage (N) of outcome cohort members (N = 298) meeting the criterion by
each week.

Response

Response, defined as a > 50% decrease from baseline and a post-baseline score below 10, or meeting
remission criteria, was achieved by 174 of 298 members on the PHQ-9 (58.4%) and 150 of 298 members on
the GAD-7 (50.3%) over the study period. As shown in Figures 6, 7, response accumulation followed a
trajectory broadly similar to remission, with 33.6% (N = 100) of outcome cohort members meeting PHQ-9
response and 29.2% (N = 87) meeting GAD-7 response by week five.

100

~
ui

53.7% (160)  °7-0% (170)

56.0% (167)  57-4%(171)
l 50.3% (150)

46.0% (137)

33.6% (100)

Percent of Patients
wv
o

41.3% (123)

N
v

. N-8.1% (24)

0 5 10 15 20 25 30 35 40 45 50
Week Number

FIGURE 6: Depression response in the outcome cohort.

Response: Any post-baseline score reflecting a 2 50% decrease from baseline and a score < 10, or meeting
remission criteria. Values are the cumulative percentage (N) of outcome cohort members (N = 298) meeting the
criterion by each week.
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FIGURE 7: Anxiety response in the outcome cohort.

Response: Any post-baseline score reflecting a = 50% decrease from baseline and a score < 10, or meeting
remission criteria. Values are the cumulative percentage (N) of outcome cohort members (N = 298) meeting the

criterion by each week.

Remission

Using a remission threshold of PHQ-9 or GAD-7 score below five at any follow-up assessment, remission was
achieved by 160 of 298 members on the PHQ-9 (53.7%) and by 131 of 298 members on the GAD-7 (44.0%)

over the course of the study period. As shown in Figures 8, 9,

remission accumulation was rapid in the early

weeks of treatment. At week five, 32.2% (N = 96) of outcome cohort members had achieved PHQ-9 remission
and 28.2% (N = 84) had achieved GAD-7 remission. By week 20, PHQ-9 remission prevalence had reached
47.3% (N = 141), and GAD-7 remission had reached 38.6% (N = 115), with continued gradual improvement.
Combined, 179 members (60.1%) met remission on at least one instrument at any follow-up assessment,
counted once if they met it on both. Because this count is not restricted to the latest score, it exceeds the

dual-remission count at latest assessment.

100

~N
(6]

53.0% (158
50.3% (150) (158)

42.6% (127) |
32.2% (96) [

|

53.4% (159)

52.3% (156)

47.3% (141)

Percent of Patients
U
o

N
(6]

38.9% (116)

g 1o
o C81%(24)

0 5 10 15 20 25 30 35 40 45 50
Week Number

FIGURE 8: Depression remission in the outcome cohort.

Remission: Any post-baseline score < 5. Values are the cumulative percentage (N) of outcome cohort members
(N = 298) meeting the criterion by each week.
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FIGURE 9: Anxiety remission in the outcome cohort.

Remission: Any post-baseline score < 5. Values are the cumulative percentage (N) of outcome cohort members
(N = 298) meeting the criterion by each week.

Outcomes by Subgroup

Table 4 presents remission, response, and clinical improvement rates stratified by key subgroups. Members
who accessed care within seven days of scheduling demonstrated numerically higher rates across all three
outcome categories than those with wait times of eight or more days, although none of the differences was
statistically significant (remission: 61.9% (N = 109) vs. 57.4% (N = 70), p = 0.47; response: 69.3% (N = 122) vs.
59.8% (N = 73), p = 0.11; clinical improvement: 76.7% (N = 135) vs. 67.2% (N = 82), p = 0.09). This pattern is
consistent with prior evidence that earlier initiation of behavioral health treatment is associated with more
durable improvement [14,23].
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Subgroup N Remission, N (%) Response, N (%) Clinical improvement, N (%)
Overall 298 179 (60.10%) 195 (65.40%) 217 (72.80%)

By sex assigned at birth

Female 225 133 (59.10%) 147 (65.30%) 161 (71.60%)
Male 73 46 (63.00%) 48 (65.80%) 56 (76.70%)
By geographic region

South 164 89 (54.30%) 99 (60.40%) 114 (69.50%)
Midwest 88 58 (65.90%) 62 (70.50%) 67 (76.10%)
Northeast 20 16 (80.00%) 16 (80.00%) 17 (85.00%)
West 26 16 (61.50%) 18 (69.20%) 19 (73.10%)
Rurality

Metro 249 152 (61.00%) 165 (66.30%) 186 (74.70%)
Non-metro 47 27 (57.40%) 30 (63.80%) 31 (66.00%)

By wait time band

0-7 days 176 109 (61.90%) 122 (69.30%) 135 (76.70%)
8+ days 122 70 (57.40%) 73 (59.80%) 82 (67.20%)
By care team type

1 service type only 247 151 (61.10%) 162 (65.60%) 178 (72.10%)
2+ service types 51 28 (54.90%) 33 (64.70%) 39 (76.50%)
By MHPSA status

Inside MHPSA 87 54 (62.10%) 59 (67.80%) 64 (73.60%)

Outside MHPSA 211 125 (59.20%) 136 (64.50%) 153 (72.50%)

TABLE 4: Clinical outcomes by subgroup in the outcome cohort.

Outcomes are cumulative (best observed score across all follow-up assessments). Remission: Any post-baseline PHQ-9 or GAD-7 score < five.
Response: 2 50% decrease from baseline and post-baseline score < 10, or meeting remission criteria. Clinical improvement: Any post-baseline score =
five points lower than baseline, or meeting response or remission criteria. Overall outcome rates reported at the final observed time point for the cohort
(Week 40+).

GAD-7 = Generalized Anxiety Disorder-7; PHQ-9 = Patient Health Questionnaire-9; MHPSA = mental health professional shortage area.

Members in MHPSAs demonstrated remission rates comparable to those residing outside MHPSAs (62.1% (N
=54)vs. 59.2% (N = 125)), consistent with the virtual delivery model serving members in areas of traditional
provider shortage. Non-metro members had slightly lower remission rates (57.4%, N = 27) compared to
metro members (61.0%, N = 152), though small sample sizes in rural subgroups limit interpretability.
Members in the Midwest and Northeast demonstrated numerically higher remission rates (65.9% (N = 58)
and 80.0% (N = 16), respectively) compared to those in the South and West, though the Northeast subgroup
was small (N = 20).

This comparison is limited to the outcome cohort and is separate from the engagement comparison across
the full study cohort (N = 592 with two or more service types; Figure 3). Members utilizing two or more
service types (N = 51 in the outcome cohort) demonstrated slightly lower remission rates (54.9%) but higher
clinical improvement rates (76.5%) compared to single-provider members (N = 247; remission = 61.1%,
clinical improvement = 72.1%); however, none of these differences reached statistical significance given the
small integrated-care subgroup (remission, p = 0.44; clinical improvement, p = 0.61), and they may in part
reflect higher baseline severity among those routed to integrated care teams.

Joint PHQ-9 and GAD-7 Score Distribution: Baseline vs. Latest Assessment
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Figures 10, 11 show the joint distribution of PHQ-9 and GAD-7 severity at baseline and latest available
assessment for the outcome cohort. This framing shows the full distribution shift discussed in the clinical
outcomes sections across both dimensions.

Severe 31 9 22 36 29
(15-21) 10.4% 3.0% 7.4% 12.1% 9.7%
R Moderate 6 24 27 9
9! (10-14) 2.0% 8.1% 9.1% 3.0%
(L)
Q
£
o
o Mild 0 0 10 4 0
m (-9 0.0% 0.0% 3.4% 1.3% 0.0%
Minimal 0 0 21 11 1
(0—4) 0.0% 0.0% 7.0% 3.7% 0.3%
Minimal Mild Moderate Moderately Severe Severe
(0—4) (5—9) (10—14) (15—19) (20—27)

Baseline PHQ-9

FIGURE 10: Baseline PHQ-9 and GAD-7 scores in the outcome cohort.

Each cell shows the number and percentage of outcome cohort members (N = 298) by baseline PHQ-9 and GAD-
7 severity.

GAD-7 = Generalized Anxiety Disorder-7; PHQ-9 = Patient Health Questionnaire-9.

Severe 11 7 18 23 14
(15—-21) 3.7% 2.3% 6.0% 7.7% 4.7%
~ Moderate 12 14 19 20 4
a (10—14) 4.0% 4.7% 6.4% 6.7% 1.3%
g
(U)
-
I
()]
" Mid 20 21 10 3 0
= 5-9 6.7% 7.0% 3.4% 1.0% 0.0%

Minimal 86 8 3 5 0
(0—4) 28.9% 2.7% 1.0% 1.7% 0.0%

Minimal Mild Moderate Moderately Severe Severe
(0—4) (5—9) (10—14) (15—19) (20—27)

Latest PHQ-9

FIGURE 11: Joint latest assessment PHQ-9 and GAD-7 severity
distribution in the outcome cohort.

Each cell shows the number and percentage of outcome cohort members (N = 298) by PHQ-9 and GAD-7
severity at the latest available assessment.

GAD-7 = Generalized Anxiety Disorder-7; PHQ-9 = Patient Health Questionnaire-9.
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At baseline, symptom burden was concentrated in the moderate to severe range on both axes. The largest
single cell was GAD-7 moderate/PHQ-9 minimal (N = 58, 19.5%). This reflects a subgroup whose primary
burden was anxiety. A total of 147 members (49.3%) presented with both GAD-7 > 10 and PHQ-9 > 10,
indicating substantial comorbidity. GAD-7 baseline severity alone accounts for 104 members (34.9%) at
baseline.

At the latest assessment, the distribution shifted substantially toward lower severity. Nearly half of the
clinically significant members (N = 135, 45.3%) have now shifted into the four bottom-left cells, which
display members whose latest scores on both instruments were <10. The most notable change was the lower-
left cell (PHQ-9 minimal and GAD-7 minimal), which was empty at baseline. This cell contained 86 members
(28.9%) at follow-up, representing dual remission on both instruments.

Discussion

This analysis describes the access, engagement, and clinical outcomes of a virtual, employer-sponsored MH
program across a large, geographically diverse employer population during 2025. Four primary findings
emerge from this work.

First, the First Stop Health MH program achieved rapid access to behavioral healthcare. The median time
from scheduling to first visit was seven days, with more than half of members seen within one week and
more than four-fifths seen within two weeks. This compares favorably to community settings where average
wait times for an initial behavioral health appointment routinely exceed 30 days [7] and is consistent with
findings from prior employer-sponsored integrated care studies [14]. Access was also comparable across
geographies. Members in designated MHPSAs demonstrated virtually identical wait times to those outside
shortage areas, and non-metro members accessed care at least as quickly as metro members. This pattern
suggests that the virtual delivery model may be an effective mechanism for extending behavioral health
reach to populations that are traditionally underserved by brick-and-mortar MH systems.

Comparisons across programs should be made cautiously, as access is often measured differently across
studies. Although Bondar et al. studied a multi-employer workplace MH program, they reported median
times to first available appointment of 1.2 days for psychotherapy and 1.0 day for medication management
[15]. However, this access metric reflected appointment availability. Wright et al. used an interval closer to
ours, from first visiting the scheduling portal to the first psychotherapy visit, and reported a median of 10
days in employer-sponsored onsite clinics [14]. As defined in this paper, access represents the interval from
scheduling to a completed first visit, including member choice of appointment time. Additionally, the
finding of equivalent access and outcomes observed between MHPSA and non-MHPSA members is
consistent with evidence that virtual psychotherapy is comparable in efficacy to in-person psychotherapy
for depressive symptoms [24], supporting the use of virtual delivery to extend MH services into shortage
areas without sacrificing effectiveness.

Second, engagement in the program was substantial and improved in integrated care teams. Two-thirds of
members who initiated care completed at least two visits, and more than a quarter completed five or more.
These engagement levels are consistent with those reported in comparable employer-sponsored behavioral
health programs [14]. This return rate after the first visit aligns with community practice. For example, in a
large health plan, approximately one-third of adults attending an initial therapy session did not return for a
second visit, with evidence suggesting that single-visit episodes may reflect satisfactory treatment rather
than disengagement [25]. Dropout estimates from psychotherapy research are lower compared to the
findings in this population, averaging 19.7% in a meta-analysis of adult studies [26]. However, these studies
utilize different definitions and more selected samples. Visit intensity also aligned with other employer-
sponsored programs. Members in this cohort averaged 6.0 visits per episode (median = 3.0), compared with a
mean of 5.3 behavioral health visits in the first three months at employer-sponsored clinics [14] and a mean
of 5.6 psychotherapy sessions in a multi-employer program [15]. Prior employer-sponsored evaluation has
linked greater psychotherapy dose to greater improvement, with diminishing returns beyond a certain level
[27], supporting the need for early identification of members at risk of disengagement.

Additionally, across the study cohort, members receiving services from two or more service types had an MH
dropout rate of 25.7%, 14 percentage points lower than members with a single service type (39.5%) and
accumulated substantially more total and MH-specific visits. The care teams with the lowest dropout rates
(0%) included therapy combined with MH coaching and therapy combined with medication management;
however, because both pairings consist of two MH visit types, these 0% rates follow from the dropout
definition and should not be read as evidence of a protective effect. This pattern is consistent with the
collaborative care literature, in which coordinated, team-based models improve depression and anxiety
outcomes relative to usual care [11]. In the IMPACT trial, 45% of patients receiving collaborative care
achieved a 50% or greater reduction in depressive symptoms at 12 months, compared with 19% in usual care
[28].

Third, clinically meaningful symptom improvement was achieved by a majority of members with elevated
baseline symptoms. Among the outcome cohort (N = 298), clinical improvement on the PHQ-9 was observed
in 62.1% of members and remission (PHQ-9 < 5) in 53.7%. Corresponding rates on the GAD-7 were 59.1%
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and 44.0%. These outcomes are broadly comparable to those reported by other employer-sponsored
behavioral health programs [14,15]. The most directly comparable study is Bondar et al., which applied nearly
identical inclusion criteria (baseline PHQ-9 or GAD-7 > 10, at least one therapy appointment, and at least
two assessments) to 1,132 employees across 66 employers and found that 58.0% achieved reliable
improvement with a final PHQ-9 score below 10, and 60.5% achieved the equivalent on the GAD-7 [15].
These comparisons should be interpreted with caution: our instrument-specific rates include all outcome
cohort members, including 89 (29.9%) with a baseline PHQ-9 < 5 and 33 (11.1%) with a baseline GAD-7 < 5,
who could meet remission on that instrument without symptom change. Our PHQ-9 and GAD-7 rates are
therefore likely higher than rates restricted to members elevated on each instrument. Bondar et al. reported
depression and anxiety outcomes for subsets of 903 and 837 of their 1,132 participants, respectively,
whereas Wright et al., like this study, used their full outcome sample (N = 601) as the denominator for both
instruments [14,15]. Wright et al. reported mean reductions of 24% in PHQ-9 and 31% in GAD-7 scores
among patients treated in employer-sponsored clinics [14]. Rates in this cohort fall within the range
reported by these programs and above pooled estimates from psychotherapy trials for major depression, in
which fewer than half of patients met response or remission criteria [29]. At a population level, the
Improving Access to Psychological Therapies program reports recovery, defined as moving below clinical
thresholds on both depression and anxiety measures, in roughly half of treated patients [30].

The observed association between faster access and better outcomes was reflected in higher remission
(61.9%) and clinical improvement (76.7%) rates among members seen within seven days than among those
seen after seven days. This is consistent with prior evidence that early initiation of behavioral health
treatment is associated with more durable remission [23].

Fourth, members with clinically elevated baseline symptoms demonstrated improvement across both
depression and anxiety dimensions simultaneously. Nearly one-third (28.9%) achieved remission on both
PHQ-9 and GAD-7 at their latest assessment. This shift, shown in the joint score distribution heat maps,
suggests that treatment effects in this population were not confined to a single symptom domain. This
finding may be uniquely relevant to employers given that comorbid depression and anxiety carry a
disproportionate share of workplace productivity loss and disability burden [31].

Limitations

This analysis has several limitations. First, it was a retrospective, descriptive, single-organization study
without a control or comparison group. Causal inference from observational data requires an explicit
comparison strategy, such as emulation of a target trial, which this design does not provide [32]. As a result,
the associations reported between earlier access and better outcomes, and between integrated care teams
and engagement are not causal and may be confounded by unmeasured factors, including baseline severity
differences among members routed to multi-provider care teams. In addition, because therapy, MH
coaching, and medication management are all MH visit types, members whose care team combined two of
these could not meet the dropout definition, which mechanically lowers dropout in the multi-provider
group. Second, most outcome cohort members had only two assessments on file, so reported outcomes
reflect a cumulative best-observed score across follow-up rather than a sustained trajectory, and remission
defined as any post-baseline score below five is a permissive threshold that yields higher rates than
definitions requiring sustained or endpoint remission. Clinical outcomes were limited to members with
sufficient baseline and follow-up assessments. A total of 359 clinically elevated members were excluded for
insufficient follow-up and 72 for a missing baseline score. Table 3 compares the outcome cohort with
excluded clinically elevated members. Estimates are subject to selection bias if members who disengaged or
were not reassessed differed systematically from those analyzed [33]. Missing follow-up assessments were
not imputed, and complete-case estimates can be biased when data are not missing completely at random
[34]. Because assessments were administered at visits rather than on a fixed schedule, more engaged
members were measured more often, a source of outcome ascertainment bias that session-by-session
outcome monitoring is designed to reduce [35]. Regression to the mean may also contribute to improvement
from elevated baseline scores [36]. In addition, instrument-specific outcomes include outcome cohort
members who were not elevated on that instrument at baseline, which likely raises instrument-specific
remission rates. Finally, several subgroups were small (e.g., the Northeast region, N = 20), limiting the
interpretability of subgroup comparisons, and the analysis did not include satisfaction, productivity, or cost-
of-care outcomes. In addition, all authors are employees of or paid consultants to First Stop Health (see
Disclosures) and analyzed the program's own records; although subgroups were pre-specified and the
analysis was descriptive, this affiliation is a potential source of bias. Prospective, controlled studies with
standardized repeat assessment and longer follow-up are needed to confirm these findings.

Implications for employers

For employers, these findings suggest that a virtual, integrated behavioral health benefit can address two
persistent barriers to workforce MH care: delayed access and geographic shortage. Members reached care in
a median of seven days, faster than the multi-week waits typical of community settings, and did so at
comparable rates inside and outside provider shortage areas and across metro and non-metro geographies.
This indicates that the model can extend consistent access to dispersed and rural employee populations that
traditional networks underserve. The majority of members with clinically elevated symptoms achieved
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meaningful improvement in both depression and anxiety, and members who engaged across multiple service
types showed higher retention, consistent with coordinated, multi-modal care supporting engagement,
although part of this difference reflects how dropout was defined. Because earlier access was associated with
better outcomes at a descriptive level, investments that shorten time to first visit may be particularly
worthwhile. While causal and financial conclusions await controlled study, the access, equity, and
symptom-improvement patterns observed here are directly relevant to the productivity loss and disability
burden that depression and anxiety impose on employers.

Conclusions

This descriptive analysis of the First Stop Health MH program suggests that a virtual, integrated employer-
sponsored behavioral health model can provide timely access to care for a diverse employer population,
sustain meaningful treatment engagement, particularly among members receiving care across integrated
provider teams, and achieve clinically significant symptom improvement in the majority of members with
elevated baseline depression and anxiety.

Access was comparable across geographic and rurality subgroups, including those in MH provider shortage
areas, suggesting that virtual MH may effectively address traditional geographic barriers to behavioral health
care. Earlier access to care was associated with better clinical outcomes at a descriptive level, supporting
ongoing program investment in reducing time to first visit. Note that prospective studies with control arms
and extended follow-up periods are needed to establish causal estimates of program effects and to identify
the mechanisms by which integrated care teams drive engagement and outcomes.
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