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LINK-ME EVALUATION AT A GLANCE

This is the problem

e Australia has made large investments in primary mental health care reform, but is the investment
reaching the right people, improving health outcomes and optimising patient experience?

e Stepped care approaches aim to deliver the least intensive intervention effective for an individual’s
level of need. The evidence is promising but it can be difficult to implement - How are people
allocated to steps? How can it be done without causing burden for individuals or the GP?

o Digitally supported models of care offer potential to organise mental health care at ‘scale’ and
better tailor treatment across the symptom severity spectrum.

This is what we did
o We developed the Link-me model, a digitally supported, systematic, holistic, person-centred
approach to triaging mental health problems in general practice. Patients completed a non-
intrusive Decision Support Tool (DST) on an iPad. Information about their biopsychosocial needs

was used to triage them to low intensity (i.e., digital and self-help) or high intensity care (including
‘care navigation’, a form of care coordination). &

e The Link-me model provided access to mental, physical and s Qggt)e to improve mental health.

e We evaluated Link-me using a gold-standard randomised t ned trial conducted in 23 general
practices across three states and three Primary Health&t%@ks @tween 2017 and 20109.

What did we achieve? %Q}/ % \/

e Reach: 15,474 GP patients completed Link-m R\an iPad, and 2,098 went on to complete
the Link-me DST (40% allocated to low mte@(&ﬁ/@ 40% to high intensity care).

e (linical benefits: As a population-level s@tg@q 1%' Link-me was superior to usual care. In the
group allocated to high intensity car gement with care navigation resulted in

additional clinical benefits. %
e Experiences of care: The Lin ﬁéﬁaroved GP assessment and referral processes. Patients
said it increased their seIf-QQ; capacity to take ownership of their care.

e Fconomic evaluat/on \@ e q\ that more than 10 million Australians could be screened in GP
practices and the odel offered at a cost of $414 million per year.

What should happen next?

e We propose six actions to develop and optimise Link-me and demonstrate its generalisability to
different populations and contexts, supported by an iterative evaluation and learning cycle.

Develop digital Adapt for telehealth | Optimise Ensure general Resources to Special populations

platform dellverv intervention practice support care and contexts

components engagement navigation ® Adapt Link-me for
= i

Encourage uptake of ® 1T compatibility with ® Define scope of care
low i sity options Link-me digital platform

3 - Optimise participation > d support for Stre Inlt':grall_f.:n into ather
= Viﬁ}ﬂ'ﬁ:{:ﬂ‘;ﬁ‘-’- in care coordination aff e a service contexts

— Develop national care
navigation waorkforce

Seamless pathways to Australian health and social care services

Available and accessible mﬁ mental health care - Roadmi for Imiemenuﬁm of Link-me

+ |terative evaluation and learning cycles
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“LAURA” 22 years old

Laura was living at home with her parents, was employed full-time and had a good support network. Her

job required her to work shifts across a 7-day roster which was difficult as it impacted her sleep pattern.

This persistent tiredness resulted in her attention waning throughout the day, she lacked energy and her
mood fluctuated. This was stressful and it affected her relationships.

Laura experienced moderate depression, had been diagnosed with bipolar disorder and was regularly
seeing a psychologist. She rated her overall health as fair. Improving sleep and her ability to complete
daily activities were two areas of focus for Laura.

The care navigator met with Laura’s GP to discuss her goals and to set up a plan of action. Over several
months, Laura met with both her GP and the care navigator to review her progress and refine her plan
where needed. With encouragement, she was able to implement self-help strategies including use of the
Headspace app for mindfulness and meditation, drew up daily task lists, set regular wake-up times, and
started taking yoga classes that greatly improved her mood. Her GP suggested some medication for a
period to help her feel less anxious. She had regular appointments with a psychiatrist, and also saw a
psychologist when needed. The GP’s referral to a dietitian helped put i ce strategies to improve her
eating — like keeping a food diary, decreased portion sizes, limited in |§B f fast food and soft drinks and

more vegetables to her dlet\)

During her sixth and final appointment with the care na ?é;%r@% reported she had learned to
recognise signs of stress and was coping a lot better at wo({y contlnue to see a psychologist as
she needed and a psychiatrist every 3 months. The Qiﬁilc ®n also helped reduce her feelings of
anxiety. Small things such as cooking and being m é%\home had helped her mood as did her
improved sleep (despite the continued shift wor@, @e plans to travel overseas later in the year,
and over the next 5 years planned to save up %yéégﬁgs home and maybe look towards other training

opportl{?&'e ce her career.
w\@ @

O ((Qg/ ,{Q&EX" 49 years old

% =
Alex had been experien @ ere%ental disorder including anxiety which limited his ability to carry out

his usual daily act|V|t|es Despite this he worked full-time. Alex lived alone and coping on his available
income was difficult all the time. This caused him immense stress. He felt that if he could improve his
finances, his mood would also improve greatly.

Alex and the care navigator agreed on some achievable goals and a plan forward. He was already seeing a
psychologist as part of a Mental Health Treatment Plan initiated by his GP. Sessions with the psychologist
were extremely helpful in providing coping strategies for him. The Link-me care packages were able to
fund the gap fee for additional psychology sessions for Alex which was something he said he could not
afford. His appointments were roughly every fortnight. “I would be in a very bad place if I couldn't see my
psychologist”, he said.

As well as health care support, Alex thought he could benefit by joining an online forum or downloading a
mental health app to help him stay in a positive frame of mind. A Men’s Shed was also something he was
open to joining as this would provide him with a social outlet, improved confidence, and a broader support
network.

Over time, the care navigator reported that Alex felt he was in a better financial position than he had been
previously. As well as adjusting his daily spending, a charity-based financial counsellor was arranged to
advocate for Alex and speak to his bank about consolidating debts and managing repayments. He was

committed to getting his finances in order and generally hopeful about the future.
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Executive summary

Introduction to Link-me

In Australia, most mental health problems are managed by general practitioners (GPs). Individuals
present with heterogeneous problems and iliness trajectories, and between one-quarter and one-
half report clinically significant symptoms. Managing the volume and heterogeneity of mental health
problems in general practice is challenging, with both under- and over-treatment common. Recent
mental health reforms have promoted stepped care as a way of improving the efficiency and quality
of mental health care. In a stepped care model, there is a hierarchy of potentially effective
treatments available (graded from least to most intensive). The initial aim is to match the least
intensive intervention to the individual’s level of need; later, the intensity of treatment can be
stepped up or down according to changes in need. There is debate about the most efficient way to
implement stepped care approaches in general practice. In particular, roaches that do not
impose the burden of assessment on the GP, that match the Ievel.@aﬁf/to the level of need, and
that are affordable, feasible and acceptable to service users, a@ e\ﬂh .

Link-me is a digitally supported, prognostic approach to st Eg ral practice attenders with

eels. It begins with a Decision
th‘s&*m&ﬁre mental health and social

@Xp@%ive and anxiety symptoms in three

is no change in their current management

mental health problems to treatment that is matched
Support Tool (DST) that draws on 23 self-report it
factors) to predict the likely severity of an indivi
months’ time (minimal/mild, moderate, or Fer

plan. General practice attendees compl e@k@{é’DST on a tablet device in their GP’s waiting
room and receive feedback on their résponses, pportunity to identify mental health treatment
priorities (including anxiety, moo h, finances and thoughts of self-harm or death) and

to reflect on their motivation @)\;ddz&s Rese. The process takes approximately five minutes. Using
this information, a treatm@:} r)(&?dation matched to the individual’s predicted symptom

severity is generated a@\&e\%@re@&ia the tablet device:!
AR

e Minimal/mild prognostic group: low intensity service options matched to treatment
priorities; or

e Severe prognostic group: care navigation, a model of care coordination that offers up to
eight structured contacts with a trained health professional (care navigator) to develop and
implement a structured care plan that meets the participants’ self-reported needs. Care
navigators receive brief training in motivational interviewing techniques and are supported
to put these techniques into practice by a structured care planning tool embedded in a
digital platform. They work as a clinical companion to the GP and have access to care
package funding to enable access to a range of health and social care services if cost is a
barrier to care.

! Treatment recommendations for the moderate prognostic group are not covered here, as this group was out
of scope for the evaluation.
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Evaluation approach

The evaluation of Link-me is one of two components making up the Evaluation of the Primary Health
Network Mental Health Reform Lead Site Project which was funded by the Australian Government
Department of Health. The overall evaluation was guided by a Lead Site Project Evaluation
Framework. For the Link-me component, the Framework specified six evaluation questions:

1. How was the clinical care coordination model for people with severe and complex mental
illness implemented and what were the barriers and enablers?

2. Does clinical care coordination produce improved outcomes and experiences of care for
people with severe and complex mental illness who are being managed by GPs in primary
care?

3. What are the costs of delivering clinical care coordination for people with severe and
complex mental illness who are being managed by GPs compared with usual care?

4. What are the costs, patient experiences and outcomes of streaning people with lower levels
of clinical need who present to GPs for mental health assist@%é into low intensity services

within a stepped care model? \)%qcbq’
5. To what extent is it feasible to implement nationall Q&c@%n support tool that guides GPs
in identifying high and low need patients presen iwgé‘?o?g{e)a\t%} health assistance?

6. What are the financial implications of the triakif.a %ﬁzy\p@roach was implemented

nationally? <& ’\\
SV &

The evaluation of Link-me involved a stratifie@%{ \4] L@V randomised controlled trial (the Link-me

trial), which afforded the opportunity to\ég%tgéi aneous outcome, economic, and process

evaluations: A O<< Q§

SN oF

e The Link-me trial was dgﬁm&)é@uate the outcomes of the Link-me intervention. The
objective was to exa@g'fe tiér Link-me resulted in improvements in psychological
distress (the prir@g Gt om’é) and quality of life, days out of role, depressive symptoms,
and anxiety \@é/(tl%secondary outcomes), when compared to usual care, at 6- and
12-month follow-up.

e A parallel process evaluation gathered information from trial participants as well as GPs,
care navigators and others involved in the delivery of Link-me services during the trial to
gain insights about the implementation, participants’ experiences of care, barriers and
enablers of implementation of Link-me and to consider factors that could impact on a wider
roll-out of Link-me.

e Alongside the trial, an economic evaluation sought to estimate the costs of Link-me based on
the services used by participants in the trial and then to use the trial results coupled with
other published information to estimate the population-level costs and effects of

implementing Link-me in all GP practices across Australia.

The Link-me evaluation gathered information from multiple sources. Table i lists the data sources
and shows their contributions to answering the six evaluation questions. By using more than one
data source to answer each question we could complement the findings from one perspective or
approach with another. Where findings coalesced, this increased our confidence in those findings.
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Table i. Contribution of the five data sources to answering the evaluation questions.

Evaluation
questions
Data source addressed
Link-me portal: including self-report surveys (about demographics and clinical outcomes 1,2,3,4,5
completed by all participants at trial enrolment and at six and 12 months later), and care
navigator notes
Interviews and site visits: interviews with regional trial coordinators, care navigators, 1,2,4,5
GPs, and participants about the Link-me experience, plus site visits to participating
general practices
GP and practices: surveys and written feedback providing contextual information about 1,5
the trial setting and reflections on the Link-me approach
Meetings and workshops: conducted regularly with trial coordinators and care 1,5
navigators to support the implementation of Link-me and address issues as they arose
PHN and University records: including the costs associated with Link-me in@ementation 3,5,6
0%0%%

Key findings Sx

The Link-me evaluation was conducted over an 18-mont Y??n%gf’roqbuly 2017 through December
2019. We worked with three Primary Health Networkg&and @r’al practices in three states (New
South Wales, Victoria and Queensland) to test Lin rs’béﬁed randomised controlled trial.
Between November 2017 and October 2018, oé?@ géneral practice attendees completed an
eligibility screening survey in their GP waltlug d{@ f;‘t:hese 2,100 went on to complete the Link-
me DST and 1,671 consented to partici . Across the duration of the evaluation, we
also gathered information via mterv@w @@ve@‘v«/orkshops and other records to capture the
perspectives of trial partmpant&( ell@s G{’(&7 care navigators and others involved in the delivery of
Link-me services during the hese data informed answers to the six evaluation

questions, as summarised @

1. How was the dﬁ\'ﬁ\cﬂ\ére coordlnatlon model for people with severe and complex
mental illness implemented and what were the barriers and enablers?

Barriers and enablers were identified in relation to three aspects of the implementation of Link-me,
including uptake (at the practice and patient level), embedding the approach in the general practice
(in particular, embedding care navigators), and engagement (of both patients and GPs with care
navigators).

Overall uptake of the Link-me care navigation model by GPs was promoted by the idea of having a
care navigator as a clinical companion and the patient being able to access tailored care package
funding to meet their needs. Many GPs agreed that care navigation fitted easily into the general
practice setting and that it should be implemented routinely. However, practical implementation
issues were raised by some. One of these was lack of capacity to provide private space for care
navigator appointments. Another was financial implications, namely the potential loss of income
from providing private space to the care navigator rather than renting it out to another provider.
Another was the leap of trust required to bring on a care navigator not previously known to the GP
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to work with a vulnerable, high need group. Equally, care navigators sometimes experienced
difficulty connecting with GPs in a timely manner to discuss risk management issues.

In general, the care navigator role was embedded successfully into general practices. GPs valued the
clinical companion role of the care navigator and appreciated the time they could dedicate to
identifying services for participants and supporting their attendance at various appointments. GPs
also welcomed the addition of care package funding for people who may not otherwise be able to
afford necessary services. It was noted that care navigation may have prompted some participants
who were ‘stuck’ to try a new approach and re-engage in services and may have resulted in progress
not seen previously for some. Despite these identified benefits, there were variations in the extent
to which GPs engaged with the care navigation model. These ranged from developing a truly
collaborative care approach through to not having a solid understanding of the care navigator’s role.
Where engagement was low, care navigators reported some resistance to the DST being completed
in the waiting room and participants’ engagement in Link-me. GPs agreed that working with the care
navigator did not impact significantly on their workload although someQiPs mentioned the
additional workload of approving and writing referrals initiated by t@ are navigator.

Care navigators were able to engage with participants with c @?x&aos% challenging needs in a way
that assisted their engagement with general practice and %id’gr s@wice sector and reported low
levels of dropout once participants were engaged. Ho &er@? k{a%i difficulty engaging a
proportion of participants; possible contributing fac i BQQg\ eing in a regional area, complexity
including drug and alcohol issues, and negative e o&§<of care navigation. They reported that
some participants experienced local-level sterQG @%5 rs (such as a lack of service providers, lack
of public transport, and long waiting lists rr\s\%hc%gpecialists in some regions) or other barriers
(relating to past negative experiences®f ca@?ci@nstance such as transience, or work
commitments and competing pri@ @hgéa?go noted that, for some participants, the task of

setting goals was challenging. &}m@l atip

and care navigators. Care %ané d that GP engagement was essential for participant
engagement and desc:}\k@d\e\r@ %bmples of collaboration to achieve that end.
&

was critical to successful engagement between GPs

2. Does clinical care coordination produce improved outcomes and experiences of care
for people with severe and complex mental illness who are being managed by GPs in
primary care?

In the Link-me trial, 420 participants in the severe prognostic group were allocated to receive care
navigation, of whom 216 (51%) had at least one structured care planning contact with a care
navigator over a median duration of 4 months. Their outcomes were compared to those of 421
people who received usual care. We found that those allocated to care navigation reported greater
reductions in psychological distress (measured using the Kessler Psychological Distress Scale or K10)
at six-month follow-up than those who received usual care, with a standardised mean difference
(also known as an effect size) of -0.26 (95% Cl -0.43 to -0.09). This difference is considered clinically
meaningful and corresponds to the small-to-moderate effects observed in comparable studies.
Among those who received at least one care navigation contact, we found that psychological distress
decreased with each additional intervention element (action plan relevant to needs, referral or
resources recommended by care navigator, approval for care package funding, and care package
funding spent) received. By way of illustration, participants who had an action plan relevant to needs
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had a mean 4-point improvement on the K10, relative to their counterparts who received usual care,
and those who received all four elements of care navigation had a mean 8-point improvement.

At 12-month follow-up, the average psychological distress score for the intervention group was
similar to that at six-month follow-up, however the magnitude of the difference between groups had
attenuated. This indicates that care navigation resulted in more rapid reductions in psychological
distress than usual care, and that the improvement was maintained beyond the duration of the
intervention. The effect of the intervention on depressive and anxiety symptoms, days out of role
and quality of life was less conclusive.

From the participants’ perspectives, several elements of care navigation were identified as essential
to successful implementation:

e Early engagement. The DST was completed by all participants even if they did not take up
care navigation. People in the severe prognostic group said they felt comfortable completing
the tablet-based survey in the waiting room and that it was e o complete. They reported
increased self-awareness from completing the Link-me DS@@ information gathered via
the DST enabled the care navigator to understand par ‘@arp\fg(bprlonnes prior to initial
contact, freeing up time during the initial contact tqé@t@ts é\apport and, in turn, facilitate
ongoing engagement.

e Developing a plan of action. Participants su Qs't @1 (é}é action plan increased their
knowledge of supports and services and \Z\Ioped greater insight and the
opportunity for self-reflection. They Qéﬁf d\ afflrmatlon of their needs through this
process and the efforts the care n%@a@;@ to identify suitable supports relevant to
their goals. In turn, partmpanj:@%\rg(( 92‘ itive effects on their motivation and self-
confidence.

e Referrals and linkages. @wyfé@ported that having access to a wide range of local
health and social se to their own treatment goals was a strength of care
navigation. The &g | g(usqj&hcluded counselling, social support groups and clubs,
complementz&\b@éple&mtluans exercise groups, massage for pain management,
psychological sessions, and financial and housing support. Participants said the financial
support from the care packages facilitated their access, and that they experienced benefits
from accessing these services. Where negative experiences were identified, these often
related to structural issues (e.g., long wait lists, staff turnover at PHNs, and transport
difficulties).

e Taking ownership. Participants said that care navigation supported their self-confidence in a
way that allowed for them to build their goals on their own without the care navigator
present. An indicator of this is that many participants continued with the activities they had
received referrals for, even after care navigation had concluded.

3. What are the costs of delivering clinical care coordination for people with severe and
complex mental iliness who are being managed by GPs compared with usual care?

In the trial, just over one quarter (27%) of participants allocated to care navigation received care
package funding, at an average cost of $669 each (or $178 per person when averaged across the 420
people allocated to care navigation). In all, approximately 30 different types of care package services
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were used. The range encompassed: mental health services (e.g., psychology, psychiatry, and family
therapy/counselling); allied health services (e.g., physiotherapy, nutrition/dietary services, and
occupational therapy); medical specialists (e.g., pain specialists, rheumatology, and neurology);
complementary therapies (e.g., massage, exercise, and yoga); support services; vocational services;
and housing-related services. The most common care package services used were psychology
services, physiotherapy, massage and exercise services. Compared to those allocated to usual care,
participants allocated to care navigation were more likely to visit a GP (83.4% vs 75.8%), mental
health nurse (18.1% vs 9.8%), or psychologist (62% vs 51.2%) in the 12 months since enrolling in the
Link-me trial.

We examined total health sector costs (i.e., the costs of health services, paid by participants or third
parties) and total societal costs (i.e., health sector costs plus the cost of lost productivity). Those
allocated to care navigation had significantly higher mean health sector costs than usual care after
six months, by $340 (95% Cl $126 to $644) per person. The differences had increased by 12-month
follow-up (5645, 95% Cl -151.9 to 1817.8) but were not significantly di@’ent between the groups.
We observed no significant differences in societal costs. %Q

Over 12 months, the health sector cost of delivering care navj |onN% people with severe and

complex mental illness was estimated at $1144 per recipi dfjhe\gqcremental cost per 1-point

decrease in K10 score was $1326 from the health sect rspective and $479 from the societal

perspective. The per person costs are within the ran@e repert trials of comparable collaborative

care programs ($136-$1900 average cost). @?\

4. What are the costs, patient exper %OeQﬁtcomes of streaming people with lower
levels of clinical need who pres\e ?%r mental health assistance into low
intensity services W|th|n a gkmodel?

In the Link-me trial, 414 partép‘awé(m mlnlmal/mlld prognostic group were allocated to receive
a recommended pathwa(yb@m&l i g’(bw intensity services, and 416 were allocated to usual care. In
terms of outcomes, o Significant differences between those allocated to the low intensity
pathway and those allocated to usual care on any of the included measures of outcome at either six-
month or 12-month follow-up. Coupled with the results from the process and economic evaluations,
we found no evidence that providing participants with information about these service options led
to excessive use of services.

The process evaluation found that participants in the minimal/mild prognostic group gave positive
feedback about Link-me, reporting that it raised awareness of their own mental health issues and
gave them a sense that GPs were open to talking about mental health concerns. These participants
found the Link-me DST easy to complete and useful, but there was variability in whether they
recalled receiving information about relevant services. Even those who were aware of the receiving
this information felt they didn’t need to use it but considered it a resource to refer back to if needed.

In the minimal/mild prognostic group, those allocated to the low intensity service pathway had a
significantly higher average mean health sector cost of $59 (95% Cl 6.1 to 133.8) at 12-month (but
not six-month) follow-up. This higher cost corresponded to their greater use of any ‘formal’ health
services (including health professional visits, medications, acute care and residential care) (55%
compared to 45% in the usual care group), and of psychology services in particular (25% compared
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to 19% in the usual care group). The intervention group were no more likely than the usual care
group to use digital help or self-help. It should be noted that, in this pragmatic, real-world trial, we
could not limit access to more intensive forms of care. Therefore, the minimal/mild prognostic group
were not limited to only taking up the offer of low intensity care and they had the same access to
psychological care as they would usually have. It is possible that by completing the DST and
identifying priorities for action, people in this group were prompted to use government-funded
psychological care (where that was available to them) in preference to the low intensity options.

5. To what extent is it feasible to implement nationally a decision support tool that
guides GPs in identifying high and low need patients presenting for mental health
assistance?

The process evaluation indicated that the Link-me DST can be routinely implemented and that care
navigation is an acceptable and feasible model of clinical care coordination. Some impediments to
smooth implementation were identified, but these could be readily addyessed. Using the
normalisation process theory framework, we examined feasibility isggés in terms of four guiding

concepts, summarised below: \)% qu’

e Coherence (how well was the Link-me approach u aII stakeholders involved?):
Overall, there was a good level of agreement aQ/ t{& {Q, f the DST and the role of care
navigator in the Link-me trial, yet this was n@ r)\ ross or within practices. The tool
worked well in identifying high and low @d@@ants and could be successfully
implemented into the work-flow of st(V ractices. Options for the DST to be
completed securely prior to the t t (e.g., via mobile phone app) may be

preferable for some peopl £ @Qec{g’é& demands on practice staff. There is a need to
modify and validate the D § ngopulatlons including culturally and linguistically
diverse people, and A &rres Strait Islander people.

e Cognitive part:c:pa % did people engage with the Link-me approach?): There
were many exa e a ﬂve buy-in to this new way of working and positive feedback
about both the DS{\%\nd the care navigation approach. There were also times when this did
not occur (e.g., in practices with large numbers of part-time staff). Targeted strategies are
needed to generate awareness about the Link-me and clarify the purpose and role and
potential benefits of the DST and care navigation.

e (Collective action (how well did the Link-me approach fit into context, relationships, and
workflows?): The care navigator role was perceived as having a good skill-set fit to the
general practice setting and as addressing a known gap in GPs’ capacity. Some workflow
issues were identified (e.g., the increased workload of GPs in preparing written referrals to
services identified by care navigators, and difficulties in timely sharing of information about
recipients’ progress and risk management issues). Future implementation could include a
pre-implementation assessment of workflow to plan for the necessary communications to
take place.

e Reflexive monitoring (how was the DST and Link-me appraised?): No practices involved in the
Link-me trial reported evaluating the outcomes of the DST or care navigation using formal
assessments or audits of their own records. That may be because they implemented Link-me

9
FOI 2758 23 of 254 Document 6



in the context of an evaluation. In any future roll-out, a formal system to monitor in the
uptake of the DST and progress of participants in care navigation would be useful.

6. What are the financial implications of the trial if a similar approach was implemented
nationally?

To address this question, we started by considering evidence from the Link-me trial overall, as this
represents the outcomes and costs for Link-me as a system of care taking into account each end of
the spectrum of severity of mental health needs and integrates a spectrum of services from low
intensity online services to higher-intensity face-to-face services. Across all participants in the trial,
those allocated to Link-me experienced a more rapid reduction in psychological distress than those
allocated to usual care, with a standardised mean difference (effect size) at six-month follow-up of -
0.09 (95% CI -0.17 to -0.01). At 12-month follow-up the improvements in the Link-me group were
maintained but the difference between groups was no longer statistically significant. Across all
participants, the average cost to the health sector of screening in GP waiting rooms was $7.34 per
person. Health sector costs were $50 per person higher for those allogdted to Link-me than those
allocated to usual care, with a 1-point improvement on the K10 i a cost of $2371 in addition
to costs associated with usual care from a health sector pers@i)@\dnd $1217 from a societal

perspective. That is, the observed improvements in outc&/ o@@n the context of higher costs.
v/ A\
As noted earlier, the likelihood of using formal healk@gév(?@s the average health sector cost at

12 months was higher among those allocated todi @@e minimal/mild prognostic group than
those allocated to usual care, possibly driven ?‘%@ter use of psychology services. Thus, we
did not find that triaging participants in Eg\?%l@ga@I ild prognostic group to low intensity services
led to a cost-saving that could offset the oé oQﬁtervention in the severe prognostic group. In fact,
our findings suggest that exposur %% IQXE DST process did prompt some people in the
minimal/mild group to accessae).xb/ Qé) utdiey often did so through traditional treatment pathways

if these were available to t@&anxﬁé%nce to low intensity services.

We then estimated tl{e?h(/@?gf)st%f scaling up Link-me to be delivered in all general practices across

Australia, based on information from the trial and other published data. Under a base set of
assumptions, we estimated the total annual cost of implementing Link-me nationally to be $414
million. This cost comprised: $10 million for screening, including the purchase of equipment,
receptionist time to introduce the survey, and annual maintenance costs for the DST; $173 million
for care navigator wages (for 1782 care navigators); $114,000 for care navigator training, and care
package costs of $230 million. Providing screening via a mobile phone app (or other options using
the participants’ own device) and providing care navigation via telehealth each resulted in small
reductions in cost. Other scenarios (increasing the engagement with care navigation, number of care
navigation contacts attended, and the number of people meeting criteria for care navigation)
substantially increased costs. The projected cost for the care navigation component was in the range
$622 to $798 per person per year. Notwithstanding likely differences in target populations, this
compares favourably to published estimates of the costs of Australia’s Partners in Recovery program
(513,434 ongoing annual cost per person per year).
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Actions

This Australian-first individually randomised controlled trial, conducted across three states in
Australia, provided gold-standard evidence to support the Link-me approach to system design. We
found that Link-me was well-received by GPs, resulted in positive experiences of care to participants,
and led to improved mental health outcomes at reasonable additional cost, particularly for those
with severe and complex needs. Together, these findings indicate that Link-me can successfully
organise mental health care at scale for the general practice population and tailor treatment to
individual need across the symptom severity spectrum.

We propose six actions to develop and optimise Link-me in readiness for routine implementation,
supported by an iterative evaluation and learning cycle.

SIX ACTIONS TO OPTIMISE LINK-ME FOR ROUTINE IMPLEMENTATION

Action 1: Develop the Link-me digital platform (OQ‘

Q

The Link-me model of care is a digitally supported, systematic,@st&élperson-centred approach
to triaging mental health problems in general practice. Thr h'é%ink-me trial, we found that

((\:?gﬂ %ﬁég&t@senhancements to extend its

functionality. These include: ((/\, Oé{(y\/
N

the digital platform was generally fit-for-purpose but is

e Further refinement of the prognostic a % m,sur{gg\pinning the Link-me DST and
calibration as new data becomes av% eitq%e;

e Enhancing the interoperability of the pfat o@with existing IT infrastructure such as
practice software, the Primaw‘bleon’g:h Hgﬁh Care Minimum Data Set, and other
practice-based screening@ls Q

e Optimising the platfor@%@ng%creased numbers of general practice attendees and
care navigators usi i 0ss more sites, taking into account data storage,
ongoing managg@e&f(a gkécurity of the portal; and

. Developing@@&lﬁbedgﬂg tracking methods and criteria to inform decisions about
‘stepping up’ and ‘stepping down’ treatment intensity in response to changes in an
individual’s need.

Action 2: Adapt Link-me for telehealth delivery

The trial demonstrated that the Link-me model worked well in real-world general practice
settings. It fit well into general practice workflows and participants liked that it placed their needs
at the centre of care. In the trial, care navigation was offered via face-to-face attendance at
general practices and telephone follow-up (as determined by care navigator and participant).

Link-me is well-suited to telehealth delivery. Telehealth delivery would make the model more
flexible for delivery in a wide range of contexts and in response to ‘shocks’ such as natural
disasters and pandemics, and to meet the needs of people in harder-to-reach groups such as
those living in remote and regional areas. Key adaptations for telehealth delivery include:

e Making the Link-me DST available independently of the general practice setting (e.g., via
a mobile phone app); and
e Adapting care navigator sessions for delivery via video-conference.
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Action 3: Optimise intervention components

The Link-me trial findings indicate that prognosis-based triage to appropriate stepped care
offerings results in good outcomes overall and better outcomes when people access the
recommended treatment. However, there is a clear need for further work to address treatment
uptake and engagement in relation to both low and high intensity services:

e Inthe minimal/mild prognostic group, we found that those offered low intensity services
via Link-me were more likely to use formal health services but were no more likely to use
digital help or self-help. Link-me could be further optimised by exploring ways in which
people with minimal/mild symptoms might be encouraged to use low intensity services.

e Inthe severe prognostic group, we found that additional clinical benefits accrued to
participants who received a greater number of care navigation elements, but only half of
those allocated to care navigation participated in any care navigation contacts. Strategies
to optimise uptake of and adherence to care navigation elem 5~nts could be pursued.

Action 4. Ensure general practice engagement %QQ’

We found that ensuring practice engagement in Link-me wag%s@’uccessful when care
navigators developed effective working relationships wit agtj‘ce taff (including GPs, practice
manager, receptionists and others), and felt well sup &t@r Primary Health Network.
Future work with GPs and care navigators could Qe@r ses to improve workflow and

interaction. <</(</ @?‘O((

Further work to develop the Link-me di |€9l§¢ enable seamless inter-operability with
the electronic medical record is also m&‘l J’(ﬁ?would ensure that all the information that
care navigators record would be \é} &GP thereby improving inter-professional

communication and GP mvol@%@ QQ,
Action 5: Resources to sQﬁ?(@gé@%‘dwgatlon

It isimportanttor n@s Qﬁ’thé&) while Link-me starts with a practice willing to be engaged and
use a DST, it does not end there. Individuals must be supported to access appropriate care. For
people in the severe prognostic group, resources to support the delivery of care navigation could
be enhanced as follows:

e Refine the scope of the care packages. This might include providing alternative
suggestions as to how to address the needs to general practice attendees where care
package funds are out of scope;

e Streamline care package service delivery and payment to providers. Consideration should
be given to how care packages and existing payment mechanisms can be integrated, to
address structural barriers to payment, and the establishment of governance and
monitoring frameworks to oversee the implementation and use of Link-me care
packages.

e Develop a national care navigator workforce. This might include the development of an
agreed role description and core skillset, national training and accreditation processes,
arrangements for supervision, and options for sharing educational resources and
facilitating peer support.

12
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Action 6: Special populations and contexts

The Link-me trial findings are generalisable to the Australian general practice population, for
several reasons. The trial was conducted in a large number of real-world, general practice
settings. All adults attending the participating practices for any reason were eligible to be invited
to complete the DST. Further, other than offering a new model of care coordination to people in
the severe prognostic group, the referral pathways offered to participants in the intervention
group were based on existing services in the participants’ community. That said, the Link-me
model was not specifically tailored for special population groups (e.g., people in remote
communities, people with living with particular types of disability, people who speak a language
other than English, people in communities affected by natural disasters, to name a few).

One potential future direction is to adapt or refine the Link-me for use with other population
groups. Implementation in other communities could be evaluated to determine if the costs stay
the same or increase, and whether those who receive Link-me find the model of care acceptable
and adhere to it. Another option may be to explore the value of Li e in other service
contexts, and whether consumers and providers would engage@ 'utl/ReIevant service contexts
may include: public sector mental health services, where Lir%—??e,@ ht be a useful adjunct to
clinical case management, or in Aboriginal controlled mqu@r th.services (noting, however,
that a holistic approach to care is the norm in these s@ )?“ \f

Conclusions NFAA
A

Effective primary mental healthcarg&s&p@@ p?t?eating a system that general practice attendees

can easily navigate and that is f@%l(@t ay that symptoms and needs fluctuate. Effective

referral management, which¢§éu

treatment, will likely be i@al aiﬁeving better system integration and continuity of care. With

echanisms for facilitating access to the most appropriate

support from the thr,e\e?P\-l vélved we successfully conducted a gold-standard randomised
controlled trial testing the effectiveness of the Link-me model of stepped mental health care, which
included the delivery of an innovative model of care navigation with access to additional funding via
‘care packages’ which enabled access to services to addressed their mental, physical and social
needs. The gold-standard evidence generated by the trial provides reassurance that the Link-me
model is effective and acceptable. Importantly, the trial also afforded an opportunity to learn what
worked well and what could be improved to optimise Link-me in readiness for routine
implementation.
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1. Background

1.1. Stepped care — a model for managing mental
health in primary care

The majority of mental health problems are identified and managed in primary care [1] with
between one quarter and one half of primary care attendees reporting clinically significant mental
health symptoms [2]. The nature of these symptoms and illness trajectories varies widely [3].
Managing both the volume and heterogeneity of mental health problems in primary care is a
substantial challenge, and both under- and over-treatment are common [4].

Stepped care approaches aim to address this treatment mismatch by delivering the least intensive
intervention effective for the individual’s level of need. For those with more severe or complex
needs, this may mean high intensity support to promote recovery. F ose with mild problems, low
intensity options may be appropriate. As yet, however, there is n @nsus on the design or
delivery of stepped care for mental health in primary care. V?fl?ti,o&m?‘?the number of steps, content,
care provider, and duration is evident and, more fundame@ %Qp |5anlear how to allocate people
to an initial step. There are two approaches to this. In o\n/(éfe(kr @equiring care is allocated to
the lowest intensity treatment and sequentially ‘st Qhe next level if their symptoms do
not improve. In the other, the initial level of careji m@gﬁ o the individual’s symptom severity.
The latter approach, also referred to as ‘mattﬁgﬂ'og? d’ or ‘stratified’ care, has the potential to
considerably reduce time and distress fclé\ eqé i iduals and to enhance engagement in care
[5, 6]. However, it can also require sigri ic@(w@and specialised training on the part of the GP to
determine the appropriate level (é% (b@e Qn%ng a barrier to implementation [7, 8]. Matched care
is usually based on current syra)}s}b @veﬁg,/however an alternative may be to match care to
predicted future needs (i.e©Q1 Q%OE\@)@'ﬁc basis). A prognostic approach is particularly important
in primary care because.fhe Qlffs%ﬁen the first health professional consulted, and must make
decisions about whetﬁ?tﬁgberson is likely to benefit from minimal intervention, or if more
specialised treatment is needed to change their illness trajectory [9].

Evidence suggests that stepped care is effective for the treatment of diagnosed depressive and
anxiety disorders, usually as evidenced by improvement in symptom severity or reduced disorder
prevalence [6, 10]. However, stepped care has not been found to prevent disorder onset in those
with subclinical symptoms [10-14] and little is known about whether it reduces the severity of
symptoms for people at the lower end of the severity spectrum [15]. Moreover, although the ability
to prognostically match mental health needs to the best available treatment has been identified as
an area requiring development [6, 16] and remains untested across both depressive and anxiety
disorders.

1.2. The primary mental health care reform context in
Australia

In Australia, the implementation of stepped mental health care in primary care has been accelerated
through inter-related sets of policy reforms. A 2014 review of Medicare Locals identified a need for
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fewer such meso-level organisations, improved clarity of vision and purpose, and greater integration
of care with general practice at the centre [17]. As a result, the following year saw the 61 Medicare
Locals dismantled and 31 Primary Health Networks (PHNs) established in their place. The objective
of PHNSs is to ‘increase the efficiency and effectiveness of medical services for patients, particularly
those at risk of poor health outcomes, and to improve coordination of care to ensure patients
receive the right care in the right place at the right time [18].” Their mandate is to achieve this
objective by understanding the needs of their communities, supporting GPs and other primary care
providers in a variety of ways so that they can offer optimal care, and purchasing or commissioning
services [18]. PHNs have an explicit focus on those in their communities who are most in need,
including people with mental illness [18].

Mirroring these broader primary care reforms, a 2014 review of mental health programs and
services identified a need for enhanced integration of mental health care, greater emphasis on the
role of general practice, and a more targeted approach to matching the intensity of service provision
to individual need [19]. The Australian Government’s response to that review [20] led to an
expanded role for PHNs in the planning and commissioning of prim ental health care services,
via what is known as the Primary Mental Health Care Activity (t c Qg?) [21]. The Activity
contributes to the objectives of the larger PHN Grant Progra@«n\easmg the efficiency and

effectiveness of primary mental health and suicide prev Ke%‘for people with or at risk of
mental illness and/or suicide, and improving access t @ @6n of primary mental health care
and suicide prevention services to ensure people r&e % ess receive the right care at the
right time’ [21]. @

Q)
Under the Activity, pooled funding was @ PHNs for service commissioning in six
mental health priority areas — low |nt psychologlcal therapies for underserviced
populations; child and youth serV| %r adults with severe and complex mental illness;

Indigenous mental health serv@e) e prevention [21]. A commitment to two approaches to
)@2@0

service dE|IVEI’y was expec@@t sitive outcomes:

1. Improved ml;&ﬁa@%r&gh the development of evidence-based regional mental health
plans and service mapping to identify needs and gaps, reduce duplication, remove
inefficiencies and encourage integration.

2. The implementation of person-centred stepped mental health care, in which a range of
service types is available such that individuals can be matched to a level of care appropriate
to their needs, making the best use of available workforce and technology within local
regions [21].

1.3. The Primary Health Network Mental Health
Reform Lead Site Project (Lead Site Project)

All PHNs are funded to commission primary mental health services in the above priority areas, but
10 were selected to act as mental health reform leaders in the PHN Mental Health Reform Lead Site
Project (Lead Site Project). These PHNs (Lead Sites) were tasked with providing enhanced services in
nominated key focus areas (e.g., by fast-tracking their activity in these service areas, establishing
different partnerships and funding arrangements, and/or trialling innovative approaches in terms of
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types and modes of commissioned services). The key focus areas are listed below (the first two are
overarching areas, and the next three are service delivery areas):?

Regional planning and service integration;

Stepped care;

Low intensity services;

Services for youth with or at risk of severe mental iliness (youth enhanced services); and

s W N

Clinical care coordination for adults with severe and complex mental illness.

All 10 Lead Sites provided enhanced services in the first three of these areas, while a small number
were selected to also focus on youth enhanced services and clinical care coordination (Table 1).

Table 1. Lead site focus areas

Regional Stepped Low Youth Clinical care
planning / care intensi enhanced coordination
service ser&% services
integration )
O P
Group 1 Q/Q «'\
Central Eastern Sydney 4 \/?9 O \Q\
Eastern Melbourne v \ﬁ(/ %v (}‘
Murrumbidgee v ng\/f\@\zgy v
Perth South v v

Group 2 Q)Q/

Australian Capital Territory ?@ %Q Q/é/ v v
South Eastern Melbourne '\\bo‘Q\Q,}Q v v v
Tasmania Q/% @ \/Qv v v v
Group 3 0@ OO OQ/
Brisbane North OCJ Q/Q/Q\Q/ v v v v
North Coast Q QQ‘ o\ v v v v
v v v v

North Western Me@aez{(/ Q;\
1.4. Evaluation of the Lead Site Project

The evaluation of the Lead Site Project was guided by the Lead Site Project Evaluation Framework
[22], and was conducted to gather information on the approaches taken by Lead Sites to the
planning, integration and delivery of mental health services, and to identify the implications for
future government policy and the activities of PHNs more generally.

The overall evaluation comprised two major parts (Part A and Part B), each with separate reporting
requirements. Part A related to the first four of the five focus areas (regional planning and service
integration, stepped care, low intensity services, and youth enhanced services). Data to inform this

2 Suicide prevention activities sit outside the Lead Site Project but are the focus of a parallel project known as
the National Suicide Prevention Trial. Like the Lead Site Project, the National Suicide Prevention Trial involved
selected PHNs providing enhanced suicide prevention activities. It involves 12 PHNs, four of which were also
Lead Sites (Brisbane North, North Coast, North Western Melbourne, and Perth South).
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part of the evaluation were collected within all 10 Lead Site PHNs between September 2017 and
April 2019, with the final report submitted in July 2019 [23].

Part B related to the fifth focus area (clinical care coordination for adults with severe and complex

mental illness) and is the subject of this report. Only the Group 3 Lead Sites were involved in this

part of the evaluation and worked with the University of Melbourne to deliver and test the efficacy

of a systematic approach to stepped mental health care (known as Link-me) which included a model

of clinical care coordination (known as care navigation) based in general practice.

1.5. Objectives

The Evaluation Framework outlined five objectives for Part B [22]:

Describe the process of implementing a clinical care coordination model for people with

severe and complex mental illness who are managed principally in general practice settings,

delivered within a stepped care approach that matches servi o patient need,;

Evaluate the cost and benefits of implementing this mode@taﬁg\s of:

e The quality and outcomes of care;

e The costs to Government, providers and patlend‘é/df@ﬁv\%g delivery compared with
usual care; Q/?\ ?\

e The patient experience of care, includianm @ Y_:and the patient’s journey
through the care pathways set up b@@?‘ﬁ coordination; and

e Utilisation of mental health relat@{s’ &

Assess the extent to which savm\%\ streaming people presenting to GPs for

mental health assistance wh /ﬁav s for mental health care to less intensive service

options will offset any addj stgkf clinical care coordination and individually tailored

care packages for peoe) ith sevéne’and complex mental illness;

In undertaking the abov %e a national decision support tool that can be used in all

three PHN Lead @es@%ssﬂ@ P practices in the stratification of patients presenting for

mental health; sss\“t%hce %artlcularly targeted at the identification of severe and complex

mental illness; and

Identify the economic and service delivery implications of a national roll-out of the clinical

care coordination model for future national policy directions in primary mental health care

including possible changes to the Medicare Benefits Schedule (MBS) Better Access program.

1.6. Evaluation questions

The Evaluation Framework outlined six evaluation questions that guided the design and reporting of

the Part B evaluation [22], as follows:

1.

FOI 2758

How was the clinical care coordination model for people with severe and complex mental
illness implemented and what were the barriers and enablers?

Does clinical care coordination produce improved outcomes and experiences of care for
people with severe and complex mental illness who are being managed by GPs in primary
care?
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3.  What are the costs of delivering clinical care coordination for people with severe and
complex mental illness who are being managed by GPs compared with usual care?

4. What are the costs, patient experiences and outcomes of streaming people with lower levels
of clinical need who present to GPs for mental health assistance into low intensity services
within a stepped care model?

5. To what extent is it feasible to implement nationally a decision support tool that guides GPs
in identifying high and low need patients presenting for mental health assistance?

6. What are the financial implications of the trial if a similar approach was implemented
nationally?

1.7. Summary

Recent mental health and primary care reforms aim to improve the efficiency and effectiveness of
mental health care through providing an enhanced role for PHNs in this space. A small number of
PHNs have been selected as mental health reform leaders in nominat Q.key focus areas, with three
allocated the focus area of clinical care coordination for adults wi%@ ere and complex mental
iliness. From 2017 to 2019, these three PHNs collaborated with the L@v(krsity of Melbourne to test
the efficacy of clinical care coordination (care navigation) a Q&vé{é\d within a broader systematic
approach to stepped mental health care in general prac% irQs\/ {The Link-me approach is
described in detail in the next chapter. <<>/\O\2\<</?~
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2. What is Link-me?

2.1. Development

The Link-me approach is underpinned by 15 years of research involving GPs, primary care attendees,
and other relevant stakeholders to understand how mental health problems present and are
managed in Australian primary care (for a full list of relevant work, refer to Appendix 1). It aims to
overcome some of the limitations of previously reported stepped care models while retaining
elements that appear promising (e.g., coordination by non-mental health specialists, lower steps
comprising self-help across different modalities, and higher steps comprising integration of multiple
care providers).

Link-me is a digitally supported, prognostic, approach to stratifying people with mental health
problems in primary care to treatment that is matched to their needs. an-me comprises two
interrelated components: (1) a brief Decision Support Tool (DST) c% eted by the general practice
attendee which stratifies them into one of three prognostic groups'( al/mild, moderate,
severe) based on current psychosocial factors and the predié UQj%ctory of their anxiety and
depressive symptoms over the next three months if there % no aug%‘in their current management
plan; and (2) depending on the severity of their symp@ﬂs ommended treatment pathways (low
or high intensity care). In addition, by incorporati@; e@in nsa‘es of motivational interviewing [24]
throughout, it also aims to encourage self-refl ovide hope, and motivate individuals to
engage with their own mental health care. if:b S ents are described in detail below.
\va\ N

. o A Q&

2.2. Decision supp&n;’l:O K

At the core of Link-me is the L@meﬁs @i(g DST is a prognostic triage tool designed to be
completed by adults in the&\ ;qeﬁce setting, using a tablet device. Its presentation was
developed through an i '\’@d@&opment process employing user-centred design principles to
ensure the informati'&q is’ﬁr sented in a way that is meaningful and engaging [25]. Example
screenshots are presented in Appendix 2.

Link-me is based on our previously developed Target-D approach which uses the diamond clinical
prediction tool to match management options to the predicted severity of depressive symptoms at
three months. Following advice from an Expert Advisory Panel, the diamond prognostic algorithm
was adapted to include anxiety symptom severity. By predicting the severity of both anxiety and
depressive symptoms, the Link-me DST addresses the majority of mental health presentations in the
Australian population [26]. We also provided a broader range of treatment options for those
matched to low intensity care, and for high intensity care, we expanded the care navigation
workforce to include other (non-nurse, non-mental health specialist trained) health professionals,
and reduced the financial barriers to care for those triaged to care navigation.
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The DST was informed by a biopsychosocial approach to prognosis and comprises 23 items?
assessing current depressive symptoms, current anxiety symptomes, lifetime history of depression,
gender, living situation, ability to manage on available income, self-rated general health, and
presence of chronic illness that affects the ability to carry out daily activities. Two prognostic
algorithms embedded within the Link-me DST use an individual’s responses to these items to predict
symptom scores for anxiety and depression, respectively, at three months. Based on their predicted
score, individuals are classified into one of three prognostic groups (minimal/mild, moderate, and
severe). Given that an individual may be classified into different severity groups for anxiety and
depression, a hierarchy was developed which favours the more severe of the two, as depicted in
Table 2. Details of the 23 items and an example of the hierarchical classification are provided in
Appendix 3.

Table 2. Hierarchy of Link-me predicted prognostic group classifications

No anxiety Mild anxiety Moderate anxiety Severe anxiety
symptoms symptoms (\ ptoms symptoms
No depressive
P Not eligible Minimal/mild \) Cﬁ?oderate Severe
symptoms
Mild depressive %
P Minimal/mild Minima\@l’d &\q\\lloderate Severe
symptoms <\
Moderate depressive Q- /‘
Moderate @o @e Moderate Severe
symptoms RO
V
Severe depressive &
Severe G-, Q @e Severe Severe
symptoms “
The two algorithms embedded w |n er DST were developed and validated using the data
collected from the Target-D r c@%olled trial [27]. The C-statistic, used to assess whether
the model can dlfferent|at people with different outcomes, was 0.78 (95% CI 0.75 to

0.81) for the combined gQ?/gflcg)(oups and was comfortably within the typical range of 0.60 and
0.85 for prognostic rv@@elx\‘[@

Preliminary modelling using data from our diamond and Target-D studies [27, 28] suggested that
overall, approximately 65 percent of people would be stratified into the minimal/mild prognostic
group, 15 percent into the moderate group, and 20 percent into the severe prognostic group.

Following completion of the 23 Link-me DST assessment items, individuals receive:

e Atwo-part reflection of their responses to these items, with separate summaries provided
under the text “things seem to be OK for you in these areas right now” and on the next
page, “things seem to be difficult for you in these areas right now”. Feedback is provided
across 13 content areas assessed by the Link-me DST and presented using both text and
icons developed to reflect these content areas (see example in Appendix 2).

3 The diamond clinical prediction tool, on which the Link-me DST was based, comprised 17 items and predicted
depressive symptoms only. The additional 6 items relate to current anxiety symptoms and are included in the
prognostic model for anxiety.
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e An opportunity to select mental health treatment priorities (if multiple ‘difficult’ areas are
identified). Instructional text suggests that it can be difficult to work on many issues at once
and that selecting one or two to focus on might be more achievable. To further encourage
treatment engagement, individuals are then asked to reflect on the importance making
changes in these areas, and their confidence in doing so.

e Atreatment recommendation matched to their predicted symptom severity; either care
navigation for those predicted to experience severe symptoms or low intensity services for
those predicted to experience minimal/mild symptoms.*

The DST process takes approximately five minutes per person.

2.3. Symptom severity-matched treatment

2.3.1. Low intensity services

Individuals predicted to have minimal/mild symptoms of depression %/Qﬂnxiety in three months’
time are provided with low intensity service options across four ities, including online,
telephone, mobile app, or in-person services available in the | éi}cq\ﬁr\unity (see example in
Appendix 2). The service options are matched to the areas @G'if@ult identified in the Link-me DST
and/or prioritised by the participant. Initial service optio@kg?‘sgf/&é\ed through consultation with
the relevant PHN (see Appendix 4) and are based o i @e effectiveness of the service
itself (e.g. MindSpot [29]), the principles underp@h@?&e&g\cognitive behavioural therapy-based
app), or the behaviours it facilitates (e.g. a Io@(w@n I’Q,Ip to encourage exercise) [30]. Service
options presented to individuals in this pr&@o@d grd<§;re drawn from an easily updated Excel
spreadsheet that sits behind the Link—;q gga} ypport platform (see section 2.4 below). This
spreadsheet is intended for regula@d@s t sure accuracy and promote new services to

individuals as they are establis I@g@ N commissioning or otherwise).

As well as viewing their tre@m eéq‘%nmendations on the tablet device in their general practice
immediately after co i e@ k-me DST, individuals predicted to have minimal/mild
symptoms are also e%ile’é*a copy of the recommendation with links to the relevant services, to
refer back to as needed.

2.3.2. Care navigation

Individuals predicted to experience severe symptoms of depression or anxiety in three months are
offered a model of clinical care coordination delivered in general practice referred to as care
navigation, in which a trained health professional (care navigator) works collaboratively with the
individual and GPs to develop and implement a structured care plan that meets the individual’s
needs. The care navigator does not need to be a mental health specialist and is embedded in the
general practice to act as a clinical companion to GPs, providing short-term assistance to identify and
link the individual in with appropriate services.

4 Note that the Link-me DST also identifies a third group (those with moderate symptoms whose scores fall
between the cut-offs for the minimal/mild and severe prognostic groups); for the purposes of the current
evaluation, this group are encouraged to discuss any mental health concerns they may have with their GP.
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This intervention is informed by the principles of collaborative care, defined as: a) a multi-
professional approach, b) a structured management plan, c) scheduled follow-ups with recipients to
foster uptake and engagement and provide opportunity for monitoring and review, and d) enhanced
interprofessional communication [31] (Figure 1). Collaborative care is an augmented form of care
first developed by Katon and colleagues in the United States [32] and is a regular feature in stepped
care models [6]. However, while it has demonstrated effectiveness in improving mental health
outcomes in primary care [33], it tends to target medication adherence rather than addressing the
individual’s broader psychosocial needs and to date has not been successfully implemented in
routine care (likely due at least in part to the level of specialist involvement required and associated
costs). Link-me care navigation seeks to overcome these limitations by the addition of a digital
support platform as a fifth key component of collaborative care (Figure 1). This platform supports
both the systematic identification (using the Link-me DST) of people who may be appropriate for this
intervention, and the delivery of the intervention itself (see section 2.4 below for further details).
Link-me care navigation is further informed by recognition that people with severe mental health
symptoms often have multiple interacting physical, mental and socia ds that present significant
challenges to care and often result in poor clinical outcomes [34, intervention has therefore
been designed to improve access to appropriate mental healt ?Qap\ﬁ%nt as well as to lifestyle and
other interventions (e.g., community-based social supports)éﬁe@ﬂg t address other health and
social issues that are affecting the person’s mental heal\tgyvé?“ \’/\
o
Q/% @?‘
NN

.%'\ta\ support piz

Figure 1. Conceptual model of care navigation

Horp,

Callaborative care!

Self-help, lifestyle options,
care package funding

Person-centred, goal focused,
motivational interviewing-informed

Prognosis-
based triage??

Up to 8 structured contacts

Standardised templates,
dedicated care navigator time
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The conceptual model of care navigation outlined above is operationalised as depicted in Figure 2,

with core features including:

FOI 2758

The delivery of up to eight structured contacts to develop and implement a structured care
plan (referred to as an ‘action plan’) to address the priorities the individual identified in the
Link-me DST. These contacts may be in the form of a telephone or face-to-face appointment
(conducted at the practice), depending on the individual’s preference. Reminders of
upcoming contacts are sent via phone, email, or short message services (SMS), and care
navigators follow up with non-attendees to reschedule. As shown in Figure 2, for the
majority of these structured contacts, the focus is generally expected to be on the
implementation of the plan, including reviewing progress and providing support to identify
and access appropriate services;

An explicit person-centred focus, with development and implementation of the action plan
led by the individual’s own priorities and goals. These may be articulated spontaneously or
elicited with assistance from the care navigator, using the prin@les of motivational
interviewing; Q

Close collaboration between the care navigator and GP, wi h@g’care navigator acting as
clinical companion to the GP and the GP retaining f?&eé{gg\nsibility for endorsement of the
action plan. Care navigators also seek advice froQ/E SQS oni\hether and how to engage
particular individuals; ((,V\O Q,V\/

Access to additional funding (if required) x@a ’@/}eda()é%kage' as described below;

Explicit short-term involvement of th e@ge@r, with a clear plan for the GP and
recipient to continue working towa¥ds t @ent’s goals after the end of the care
navigator’s involvement. This eQe}‘aIk( cur after approximately three months, but the
exact duration of care navigg\)n i Q ile and can be adapted to recipient’s need.
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Figure 2. Overview of care navigation
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* F2F = face to face

This model of care navigation has been designed to be delivered by a registered health professional,
such as a registered nurse, and does not require specialist mental health training. To help
individual’s identify what they want to achieve, and develop a plan for how to do so, care navigators
receive training in the principles of motivational interviewing [36], as well as regular refresher
sessions and written resources to refer to (including a manual outlining the approach and activities
to be undertaken within care navigation, and motivational interviewing techniques used to achieve
these). Importantly, the care navigator role is not one that provides mental health treatment (e.g.,
psychological therapy). Rather, the key role of the care navigator is to act as a clinical companion to
the GP and to support the individual to set goals within their Link-me DST-identified priority areas,
identify actions to take to meet these goals, and access services as required. For many, these
services might include those available through existing programs and funding sources (e.g., mental
health professionals, drug and alcohol services, allied health). For others, a care package may be
required to improve access to care. Individuals may shift their goals and identified actions over the
course of care navigation to meet their mental health needs.
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2.3.2.1. Care packages

Link-me care navigators have access to care package funding to assist individuals to access services
that are identified as necessary to improve their mental health outcomes but may not currently be
accessible due to out of pocket costs. In the current model, care package funding is held by PHNs
and care navigators submit requests to access funding for an individual according to a Department of
Health guidance document outlining how and when this funding may be used (Appendix 5). Care
packages are notionally allocated at an amount of AU$2,000 per person, although the total pool of
funding is designed for flexible use across the population of care navigation recipients. The intention
behind care package funding is that purchased services are typically those delivered by a clinical
health professional, but funding may also support access to services delivered by others as ancillary
to formal health care. This may include, for example, additional or alternative psychological services,
other health professionals such as exercise physiologists or dietitians, peer support services,
vocational or educational support services, yoga or mindfulness courses, family support services,
other individual assistance provided through community support agencies and gap payments for
specialist care that cannot be accessed through other channels. Un e Link-me model, services
accessed through care packages should generally be either eviderge- d, or encourage
behaviours or activities which have been shown to be effectiyéin mb%)aging mental health [30].
Goods, inpatient care, and services funded through existir@r Qszare out of scope. As noted
above, GPs retain responsibility for endorsement of a té@r@@n egd therefore use of care package
funding is contingent on GP agreement that the norfign e Qgi(te may improve the person’s

> WK

mental health. (<’ @
L o @@QOQ&O
2.4. Digital support 9\'@‘%’3 e

O
Supporting the Link-me approac{l&re@s aq&?u;e online platform comprising two interfaces. The
d

first enables general practice at plete the Link-me DST using a tablet device. The
second, an administration inté ngpopulates with information completed in the Link-me DST
in real time, providing care v{gatc(/s%nd GPs with immediate access to contact details and Link-me
DST results for those,{ﬁ\oc& to@oth minimal/mild and severe prognostic groups. For those in the
minimal/mild prognostic group, GPs and care navigators can also view information on the low
intensity services recommended. For those in the severe prognostic group, the online portal
supports care navigators to step through the process of developing a structured care plan. It includes
motivational interviewing-inspired prompts to enquire about and record the individual’s current
situation and past history (including medical, social, and psychological factors), consider treatment
preferences, check current symptoms (including suicidality if indicated) and review Link-me DST
responses, set treatment goals and identify actions to take, and review progress. At each contact,
care navigators can add to or change the plan as needed, with each update saving as a separate file
so previous versions can be reviewed at any time. Action plans can be downloaded as a PDF and
printed for the individual to take home and refer back to as needed, and shared with the GP (e.g., via
uploading to the individual’s medical record at the practice) and other health professionals involved
in their care, as necessary. Care navigators can also record details of each contact with or on behalf
of an individual, including duration, modality, and their reflections on what went well and any
challenges they faced.
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2.5. Summary

Link-me is a digitally supported model of stratified care which aims to improve the efficiency and
effectiveness of primary mental health care, by providing a systematic approach to triaging care at
the general practice level. Key components include:

o A person-centred, motivational interviewing-informed approach

J Estimation of future depressive and anxiety symptom severity using purpose-developed
prognostic algorithms (drawing data from the Link-me DST)

. Feedback to individuals on their Link-me DST responses

o An opportunity for individuals to set mental health treatment priorities

o A treatment recommendation matched to prognostic group; either care navigation or

low intensity services.

0 Care navigation for individuals predicted to have severe depressive/anxiety
symptoms in three months: Up to eight structured cor@?;cts with a trained and
registered health professional to develop and impl@%ht a care plan that is tailored
to the individual’s preferences, plus care packages ocggfvide financial support
where needed to access appropriate servicea’</0 A

0 Low intensity services for individuals pre%/@dy?gﬂw&\%‘minimal/mild
depressive/anxiety symptoms in threg&vo : ?\»H'ence-informed interventions

that minimise or eliminate speciali &o ﬁ} tifhe.
RS

The Link-me approach to care as described alé’e @% n developed through extensive

consultation with GPs, practice staff, pri Q% \

health spectrum, and other relevant stak ré(ie &?ts effect on clinical outcomes, costs, and
@6@2&/@%n, the approach to which is detailed in the next

a dees with symptoms across the mental

experiences of care is the subject

chapter. O Q7 Q
i o @Q’Q\Q/
0 &0
&S
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3. Evaluation of Link-me

3.1. Overview of the evaluation design

The evaluation of Link-me had a stratified individually randomised controlled trial design (the Link-
me trial) at its core, which afforded the opportunity to conduct simultaneous outcome, economic,
and process evaluations of Link-me.

First and foremost, the Link-me trial was designed to evaluate the outcomes of the Link-me
intervention. Briefly, general practice attendees were randomly assigned to one of two trial arms,
which received either:

e The Link-me intervention, with participants free to follow their treatment recommendation

Q.

e Usual care, plus some attention control in the form of a pro on the tablet device to

or not (hereafter, the intervention arm); or

speak with their GP regarding any concerns they have al@ﬁ}théll mental health, and an
emailed list of contacts for community-based resour@amﬂ"s%rvices (hereafter, the

) 9
comparison arm). Q/?\ ?\Q\,}‘z‘

For participants in both arms, outcomes were asses @/\V/ &he s’g%pletion of self-report measures of
psychological distress (the primary outcome) an%ﬁa@bf{'{fe, days out of role, depressive
symptoms, and anxiety symptoms (the seconé% g;) at trial enrolment, six-month follow-up
and 12-month follow-up.® In this trial, we @e&$) ary hypothesis that using the DST to stratify
patients into mental health prognosticg ltggtgfa al/mild and severe) and provide matched
treatment recommendations (low o’{/ ighlint y) would result in greater reductions in
psychological distress at six-moqﬁc /relative to usual care. Our secondary hypothesis was
that treatment differences %ﬁ,e,u&Q&'ld within prognostic groups (a subgroup analysis).

Q

In the parallel proces @?éf <<n@Aata collection was nested within various stages of the Link me
trial and gathered informé%on from trial participants as well as GPs, care navigators and others
involved in the implementation and delivery of Link-me. The process evaluation was designed to
provide insights into the ‘how’ and ‘why’ of the results of the outcome evaluation (that is, how the
Link-me intervention was implemented, what worked best in Link-me for whom, in what
circumstances and when, and what were the contextual factors that supported or hindered this).
Further, it aimed to explore any process issues that could potentially impact on a wider rollout and

future implementation and sustainability.

Alongside the outcome and process evaluations, an economic evaluation was also conducted. First,
the costs and outcomes of the Link-me intervention within the randomised trial were used to
estimate the within-trial costs of the Link-me intervention. Second, the within-trial costs were
complemented with other published data and extended to a full estimation of the population-level
costs of implementing Link-me in routine GP care across Australia. A health sector perspective was
adopted as the primary perspective; this includes costs borne by the government as a third-party
payer in addition to out of pocket costs incurred by participants when accessing health care. A

5 We also conducted 18-month follow-up of participants who entered the trial in the early stages.
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partial societal perspective, which includes absenteeism and presenteeism effects on productivity
for study participants, was adopted as a secondary perspective.

3.2. Approvals, registration and protocol

The Link-me trial was approved by the University of Melbourne Human Research Ethics Committee
(ID: 1749832). The trial was prospectively registered on the Australian and New Zealand Clinical
Trials Registry (ACTRN, ID: 12617001333303) in September 2017, with the combined statistical
analysis plan for the outcomes and economic evaluations [37] uploaded to ACTRN in June 2019.
Further details of the design of the Link-me trial can be found in the published protocol [38]. In
conducting the trial, no substantive modifications were made to the published trial protocol [38].

3.3. Trial-specific resources

3.3.1. Link-me portal Q&
For the purposes of this evaluation, additional trial-specific compq@tsl\//vere incorporated into the
online Link-me portal described in Chapter 2, including: Q ,\Q

e Plain language statements and consent procedu aggéutﬁce with the National

Statement on Ethical Conduct in Human Rese@h @}%@fapants consented to the trial by
entering their name, date of birth, and co@%c

e Randomisation function, triggered aut y dfter the participant provided consent and
completed the 23 Link-me DST asse§§ g?ﬁ ensuring allocation concealment and
minimising reporting and select ocatlon sequence was computer-generated
consecutively, using a biase m [40] with allocation stratified by general
practice and by predlcte &nd anxiety symptom severity at three months, as
determined by the Lj s ensured that there were approximately equal numbers

of participants in €ag Q%T &1\2\\Nlthln each prognostic group.
e Follow-up da Ie&&@n@nth links to online surveys sent via automated email to all
participants 2 week’s before their due date for the six-month and 12-month assessments.

3.3.2. Staffing

Key roles in the Link-me trial, and the responsibilities associated with each, are described in Table 3.
Note that the duration of trial involvement reflects the overall period of involvement for the
relevant role and not necessarily the individuals filling it. In total, 37 people were employed to fill the
roles in Table 3 over the course of the trial: two national trial coordinators, four regional trial
coordinators, ten care navigators, sixteen recruitment assistants, and five survey assistants.

Not included in Table 3 but no less crucial to the implementation and evaluation of the Link-me trial
were general practice staff including GPs, reception staff, and practice managers; PHN staff including
managers and primary care liaison teams; and Department of Health staff who supported all aspects
of the trial.
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Table 3. Link-me staff roles and responsibilities

Role Employer Duration of trial Key responsibilities

involvement
National trial University of July 2017 — e Support practice recruitment and training
coordinator Melbourne December 2019 e Monitor and troubleshoot participant

recruitment at all sites

e  Monitor and support follow-up survey
completion and uptake of care navigation

e Respond to care package queries (in vs out
of scope)

e Attend trial meetings and report regularly
to the Department of Health on progress

Regional trial PHNs July 2017 — March e  Recruit general practices and consent and
coordinator 2019 (plus ad hoc train practice staff (including those who
oversight of care join after '@ial training)
package payments e  Provid C.with practice and GP names,
until June 2019) locallow ifitehsity service options
° u{ére navigators and support in

%r@?i@ role and PHN
&?‘

3 n@r participant recruitment at each
N\ mﬁﬁce
Q/é @vzo%nsure trial and practice staff are adhering
OQ‘%’\ to trial protocol

Q/ e Support care navigator in accessing PHN-

commissioned services

Q?‘ e Oversee development and approvals of
O O<</ care packages

Attend trial meetings and report regularly

>
/\<0<Q
%

to NTC on progress

Care navigator P \2\((/ Q)July 2017 — March Champion trial in practice
A 2019 e Assist with recruitment of trial participants
e Support practice staff with queries from
potential participants about the trial
e Support participants allocated to care
navigation, as described in Chapter 2,
including navigating available services and
arranging care package funding
e Attend trial meetings and report regularly
to RTC and NTC on progress

Recruitment PHNs April 2018 - e Offer tablet device to all adults in general
assistant October 2018 practice waiting room

Survey follow-up  University of May 2018 — e Contact Link-me participants via phone,
assistant Melbourne December 2019 text, and email to encourage follow-up

survey completion
Notes: NTC = National trial coordinator; RTC = Regional trial coordinator

As noted in Chapter 2 (section 2.3.2), the care navigator role was designed to be filled by a non-
mental health specialist, and we developed a position description in consultation with the PHNs who
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ultimately recruited five registered nurses, two pharmacists, two psychologists, and one social
worker to the role. All care navigators in the trial received a 1.5-day, face-to-face introductory
training workshop in the Link-me approach to care (half day) and the motivational interviewing
techniques used to support participants to develop action plans (full day). They were also provided
with two face-to-face motivational interviewing refresher training sessions (see section 3.4.4 below)
and a monthly 1-hour teleconference, where they had an opportunity to share experiences and seek
input and advice from the motivational interviewing trainer. Following these meetings, all care
navigators were provided with written motivational interviewing resources relevant to the questions
raised (as required).

3.4. Data sources

Data to inform the evaluation were drawn from five® key sources, as depicted in Figure 3 and
discussed in turn on the pages that follow.

6 A further intended data source, external service utilisation data, is not included here. All Link-me trial
participants were asked to provide consent for the research team to be supplied with routinely collected data
about their use of health services and prescription medicines through the Medicare Benefits Schedule (MBS),
Pharmaceutical Benefits Scheme (PBS), Primary Mental Health Care Minimum Data Set (PMHC MDS), and
headspace. This consent was optional and participants could consent to the supply of data from all, none, or
some of these datasets. The request for MBS and PBS data was approved by the Commonwealth Department
of Human Services (ID: M18420) in April 2020; data supply is pending. PMHC MDS and headspace data have not
been sought based on advice from the Department of Health that these data cannot be linked to individual-
level data captured via the Link-me portal.
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Figure 3. Sources and timeline of data collection
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3.4.1.1. Participant surveyb\B

S
Self-report survey data we@Q l@e@’e{é&)m Link-me trial participants at three timepoints: trial
enrolment, six-month fi p @*12—month follow-up.” Enrolment survey data was collected
between November ﬁ? 77and October 2018. The enrolment survey was completed on the tablet
device in the GP waiting room. It consisted of two parts; the brief eligibility screening survey
completed by all general practice attendees who took up the offer to complete it, and the baseline

survey completed by those who were eligible for the trial and consented to take part.
The brief eligibility screening survey captured information about:

e Demographic characteristics: age, gender, Indigenous status, language spoken at home,
highest level of education completed, labour force participation, health care card status.

e Clinical characteristics: depressive and anxiety symptom severity, use of medication for
mental health.

7 The subset of participants who enrolled in the trial up to and including 30 April 2018 were also invited to
provide survey data at 18-month follow-up.
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The baseline survey captured information about the participants’ reason for GP consultation, items
required for the Link-me DST (including general health, living situation, financial stability, and
depression history), and trial outcome measures.

The primary outcome was the change in scores on the Kessler Psychological Distress Scale [41] (K10)
at six-month follow-up. Total K10 scores range from 10 to 50, with higher scores indicating greater
levels of psychological distress. Secondary outcomes were change in K10 scores at 12-month follow-
up, and the following at both six- and 12-month follow-up: change in depressive symptom severity
(Patient Health Questionnaire or PHQ-9 [42]), anxiety symptom severity (Generalized Anxiety
Disorder scale or GAD-7 [43]) and quality of life and overall health (EuroQol 5-dimension quality of
life questionnaire or EQ-5D-5L [44]). Days out of role due to psychological distress (K10+) [45] at 6
and 12-month follow-up was included as a secondary outcome. All measures are summarised in
Table 4 and described in detail elsewhere [38].

Table 4. Summary of primary and secondary Link-me outcome measures

Outcome measure Construct assessed Number % Higher scores indicate
of |temQ FE
Kessler Psychological Distress Psychological distress él.oé'/ '\ 10 50  Greater psychological
Scale (K10) [41] distress
K10 extension items (K10+) [45] Days out of role du &g/\/ (ﬁ More days out of role
to psychologlcalé ?\ ((
distress Q/Q/ O
Patient Health Questionnaire — Depress“%s? é 0-27 More severe depression
9-item version (PHQ-9) [42] severlQ\ \
Generalized Anxiety Disorder «ty s@m@'r 7 0-21 More severe anxiety

scale (GAD-7) [43]

EuroQol 5-dimension quality o()\\) Q/OQ/

life questionnaire (EQ-5D- 5@ (<Q~ &‘2‘

[44] \»% \2\((/
Utility weights Quallty of life 5 0-1 Better quality of life

Visual analogue scale (VAS)  Overall health 1 0-100 Better health

Notes: The K10+ comprises four extension items but only two relate to days out of role. The first two items of the PHQ-9
and GAD-7 were completed as part of the eligibility screening survey and were not re-administered within the baseline
survey.

Six-month and 12-month follow-up survey data were collected from May 2018 to June 2019 and
November 2018 to December 2019, respectively. The follow-up surveys comprised the measures in
Table 4 plus a Resource Use Questionnaire (RUQ) [27, 46, 47] that assessed the frequency, location
and out of pocket costs for use of relevant health services, and the impact of mental health
problems on productivity. The RUQ data were used to inform the cost effectiveness analysis. Six-
month and 12-month follow-up survey completion was encouraged using a range of strategies
including automated email reminders, phone calls and text messages, the option of completing the
survey over the phone or in hard copy, and finally, the option to complete only the K10 (i.e., the
primary outcome measure).
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3.4.1.2. Care navigator notes

Between November 2017 and March 2019, for participants in the severe prognostic group allocated
to the intervention arm, care navigators recorded data relevant to care navigation through
completion of structured forms in the online Link-me portal. Data were entered into the portal
during participant contacts, or transcribed soon thereafter, and included:

e Participants’ current situation and past history (including medical, social, and
psychological factors);

e Participants’ treatment experiences and preferences;

e Current symptoms (K10);?

e Treatment goals, planned actions, and required resources and referrals;

e Progress reviews; and

e Suicide risk assessments.

After each contact with, or on behalf of, a care navigation participant, €are navigators also recorded
information about the duration and modality of the contact and re ions on what went well and
the challenges they faced in delivering the intervention. Q\) \qcb

In addition, after the commencement of the trial, a gener&% «o was added to allow care
navigators to record information that they did not consi rd%o it for the structured forms above
but felt was relevant to the delivery of care navige@& @\\tj{l@a({d function was also added to allow
care navigators to upload documents reIevantgé(aaai&)a

to a handover summary provided to the tre%c%gé@@é&

A
3.4.2. Interviews and site vi ?QQ Q§®

ongoing care, including but not limited

conducted a series of semi-str{ig one interviews with regional trial coordinators, care
navigators, and GPs who h e(ﬂ'ﬂeﬁ&\of one of their practice attendees in the care navigation
intervention, and com i i@) mation with notes taken during site visits to participating

?\
In order to inform the process e§®<<§§i®®o@%k-me, between December 2018 and June 2019 we

practices. Data colleé%d tﬁough interviews and site visits included the experience of those involved
in Link-me, as well as challenges and enablers to the implementation of the model.

In addition, we conducted telephone interviews with two groups of participants from across the
three PHNSs.: (1) a subset of the intervention group triaged to care navigation and; a (2) subset of the
intervention group triaged to low intensity services, after they had completed their six-month
survey. Further details of the process for inviting and conducting interviews are available in
Appendix 6.

8 As part of the structured approach to care planning described in Chapter 2 (section 2.3.2, see especially
Figure 2), care navigators were encouraged to engage participants in regular symptom monitoring through re-
administration of the K10 at each contact. These assessments were designed to support care navigators and
participants reflect on whether the action plan was appropriate (i.e., whether further supports were needed in
the case of non-improvement over time) and were in addition to the administration of the K10 within the
participant surveys completed at trial enrolment and 6-month follow-up.
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We also selected a small number of participants who were in the 18-month follow-up group to
examine in depth their referral pathways and experience of care navigation.

3.4.3. GP and practices
3.4.3.1. GP and practice surveys

At the time of general practice recruitment (which occurred over 12 months from August 2017), a
representative from each practice was asked to complete a brief survey to allow a description of the
trial sites. A separate survey was provided to individual GPs in order to collect data on characteristics
such as their age, gender, country of graduation, years in general practice, proportion of
consultations conducted in English or other languages, and their usual approach to mental health
care.

3.4.3.2. Written feedback from GPs

Participating GPs were offered the opportunity to participate in a GP Research Activity conducted in
accordance with the Royal Australian College of General Practitioneé(%ACGP) Quality Improvement
and Continuing Professional Development (QI&CPD) Program fo@nﬁ 7-2019 triennium

(accredited activity no. 165618). The four learning objectives@h&%g%ivity were for GPs to:
9’ O \?
1. demonstrate an understanding of the trial ig(&]@%d@t e study protocol;

demonstrate an understanding of the LWO\?@%f care navigation by describing
ractic

how it may benefit one patient in th@)@ g<
3. reflect on the barriers and enablqgg(ocg)‘rlgiﬁg with a ‘clinical companion’ (care

navigator) in the managemen?& r@t alth problems for some patients; and
4. compare and contrast the,QH%\r erjstics of their own practice patient population

compared with all pa&@O&@@é@n the trial.
3.4.4. Meetings and E@Y\I@% Q

This data source include%)QQj(Q‘A&
QSR |

e Regular meet%s with regional trial coordinators and care navigators. These were held
from August 2017 (for regional trial coordinators) and November (for care navigators) to
February 2019. These meetings, conducted via teleconference, were initially held weekly
before moving to a fortnightly schedule in June 2018 to allow longer meetings and more
in-depth discussion of the issues at hand. Additional meetings were scheduled as
required to discuss particular issues as they arose.

e Joint regional trial coordinator and care navigator workshops. These face-to-face
workshops held quarterly and varied in both location and topic as shown in Table 5. Data
collected at these workshops included observations and notes, photographs, documents
drafted within workshops, and feedback forms.

e  Whole of practice meetings with GPs and/or staff in one PHN region. We conducted
visits to practices and gathered information through discussions with staff (GPs,
registrars, practice nurses, managers and sometimes receptionists) as an
‘implementation case study’.
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Table 5. Link-me face-to-face workshops with regional trial coordinators and care navigators

Date Topic Location

14 November 2017 Motivational interviewing skills refresher, risk assessment, University of
working in general practice Melbourne

20 February 2018 Motivational interviewing skills refresher, participant and North Coast PHN
practice recruitment troubleshooting

8 June 2018 Enhancing GP and participant engagement in care North Western
navigation Melbourne PHN

21 September 2018 Modelling and mapping the process of care navigation Department of

Health

3.4.5. PHN and University records

Data collected by PHNs throughout the trial included information on: Q-

e Care navigator employment, including salary, durati@é?%bployment and time
fraction; ((/Q ,\Q
e Care packages, including the process of obtai@jg fL@ﬁ’lr{%and making payments, and
details of the care packages paid; and \i(/ ev Y
AR > oA
e General practice recruitment, includin r to recruitment, number of
practices visited, reasons for non- i o®<<
- P OJEN |
We maintained records of costs assouate%@ht@he e’gﬁbllshment of Link-me (e.g., DST
development, staff training, and purcb@%\%g{a ng%evices provided to general practices).

S Qo%
3.4.6. Relationship bet@g/%ﬂ%gources and evaluation questions

Table 6 on the following pa@@yr e overview of the relationship between the data sources
presented above and th@i @f&luaj&ion guestions, and where to find the corresponding findings
within this report. &‘2\ /\~2‘
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Table 6. Evaluation questions, the data sources used to address them, and the relevant chapter of this report

Evaluation question

1. How was the clinical care coordination model
for people with severe and complex mental
illness implemented and what were the
barriers and enablers?

2. Doesclinical care coordination produce
improved outcomes and experience of care for
people with severe and complex mental illness
who are being managed by GPs in primary
care?

3. What are the costs of delivering clinical care
coordination for people with severe and
complex mental illness who are being managed
by GPs compared with usual care?

4. What are the costs, patient experiences and
outcomes of streaming people with lower
levels of clinical need who present to GPs for
mental health assistance into low intensity
services within a stepped care model?

5. To what extent is it feasible to implement
nationally a decision support tool that guides
GPs in identifying high and low need patients
presenting for mental health assistance?

6. What are the financial implications of the trial
if a similar approach was implemented
nationally?
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3.5. Link-me trial design and procedures
3.5.1. Setting

The Link-me trial was a pragmatic stratified two-arm randomised controlled trial undertaken in three
Australian states (New South Wales, Victoria, Queensland). It was conducted in collaboration with
three PHNs. These are Australia’s meso-level organisations responsible for the planning and
commissioning of primary mental health services.

Regional trial coordinators in each PHN led the recruitment of general practices, typically in
consultation with primary care liaison teams within their organisation. Initially, practices were
eligible to take part if they: 1) saw at least 100 adults aged 18-75 per day; 2) used medical records
software (to enable general practice attendee records to be easily updated with information
relevant to Link-me participation); 3) agreed to a care navigator working in the practice to provide
support for participants triaged into the severe prognostic group; and 4) agreed to follow the trial
protocol. Desirable but not essential criteria were seeing at least 100Qé§ndees aged 18-75 per day
and use of electronic medical records. The first two of these criteci %’p relaxed after insufficient
eligible practices were identified. Q ,\Q

. . . & N D .
Recruitment activities included both universal and targe@‘a proaches. The former included, for
example, placing expression of interest advertiseme@@i@ﬁ
within the catchment. The latter included primarysear

ications sent to all practices
Q&lsQ{&Eams sending emails directly to

practices they felt would meet the eligibility critefi gfi\oQal trial coordinators reported follow-up
contact (via phone, email, and/or practice ¥isits Wi I-@)tal of 80 practices, 23 of which ultimately
took part in the trial. Common reason&f&? n@%aﬂf&pation included some or all of the GPs not
wanting to participate (reasons no@o ) ractices), not having space for a care navigator (10
practices), and other issues taki@%r' ithin the practice (e.g., organisational or staffing
changes) (6 practices). Five pée’ti@gcfe ted clinical barriers to participation (e.g., concerns around
risk management or sup@Qa\@ Q’éto participants after the end of care navigation).

Q

In order to protect ar%nyéity, each practice was assigned a unique number and is referred to by this
identifier throughout this report. Key characteristics of these practices are summarised in Table 7
below.
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Table 7. Self-reported characteristics of Link-me general practices (N = 23)

n (%)

Practice location

Rural 9 (39)

Suburban 12 (52)

Urban 2 (9)

IRSAD decile - Mean (SD) 6 (3)
Type of practice

Private general practice 20 (87)

Corporatised general practice 1 (4)

Community health centre 0 (0)

Other 2 (9)
Billing model

Bulk bill 12 {(/Q~ (52)

Mixed 1@0 q (48)
Co-located services O ,\Q)(b

Psychologist %Q/Oé\ X (48)
Counsellor Q/?\é?\]\'} (4)
Practice nurse Q‘®/&© \2\@% (65)

Other (13)
Notes: Counts (n) and percentages (%) presented unIes |9ced SD = standard deviation; IRSAD = Index of
Relative Socio-economic Advantage and Dlsadvantagégs 10 where low scores indicate relatively greater
disadvantage and lack of advantage and high sc ack of disadvantage and greater advantage. Co-

located services are not mutually exclusive a@erc@ th-herefore sum to greater than 100.

Within the 23 participating pran@ ,@@é&'consented to take partin the trial and returned the
survey about their professm@ , interests, and approaches. A summary of the key

characteristics of these Qg p{(e en '%d in Table 8 below, with detailed information about GPs’
usual approach to maQégl g?gfen@ health care available at Appendix 7.
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Table 8. Key characteristics of Link-me GPs (N = 167)

Gender
Male
Female
Place of graduation
Australia
Overseas
Location of working in general practice
Australia only
Australia and overseas
FRACGP / FACRRM
Time spent on mental health skills training (past year)

<1 hour

1-5 hours eo

6-10 hours Q/Oi,\gcb
11-20 hours ) 'd) \2\
v A

>20 hours \g,v é 9
Received assistance in completing mental health treatqgn Q@s\zg/?‘

From a mental health nurse é ?” <(
From a practice nurse Q;((/Q/OQ‘%O
From a medic‘al s‘tudent \z\?%(\é(«g@

From a psychiatrist é& @) Q_

From another GP <</

Other \)Q Q/

Age (years) %OZ((Q%\«Q\

ge (years N\

Years in general pracﬁc\é\ ’\\2\ ©
In Australia

Overseas (n = 58)

91
75

87
79

109
58
111

20
66
37
17
24

N W N N U

Mean
48

15
3

(%)

(54.8)
(45.2)

(52.4)
(47.6)

(65.3)
(34.7)
(66.9)

(12.2)
(40.3)
(22.6)
(10.4)
(14.6)
(11.7)
(3.0)
(1.2)
(1.2)
(1.8)
(1.2)
(3.0)
(SD)
(13)

(14)
(5)

Notes: n = count; SD = standard deviation; FRACGP = Fellow of the Royal Australian College of General Practitioners;

FACRRM = Fellow of the Australian College of Rural and Remote Medicine.

3.5.2. Participant eligibility

Adults attending participating practices for any reason were approached in the waiting room by
practice employees (e.g., receptionists) or trial staff (e.g., research assistants) and who engaged
them in a brief discussion to establish whether they were: a) aged 18-75 years; b) proficient in
English; c) able to provide a phone number and email address; d) a Medicare card holder (i.e.,
eligible for federally funded healthcare); and e) able to provide informed consent. Recruitment staff

were encouraged to approach adults in the waiting room, regardless of their reason for

presentation. They were, however, encouraged to use their judgement and not approach individuals

who were demonstrating signs of acute health problems (e.g., vomiting or in obvious pain). These

individuals were not excluded from the trial and recruiters could consider approaching them at

another time (e.g., on their next visit to the practice).
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Those who met these criteria were invited to complete a brief eligibility screening survey on a tablet
device, which asked basic demographic information and assessed current mental health need.
Individuals were eligible for the trial if they reported current depressive and/or anxiety symptomes,
indicated by:

e ascore of 2 or more on the 2-item version of the Patient Health Questionnaire (PHQ-2) [48];

e ascore of 2 or more on the 2-item version of the Generalised Anxiety Disorder scale (GAD-2)
[43]; or

e current use of medication for mental health problems.

Individuals who did not meet these criteria were unlikely to have symptoms and hence were exited
from the survey. They saw a screen that thanked them for their time and requested that they return
the tablet device to reception. Recruiters were trained to check in with individuals who agreed to
complete the survey and offer assistance or answer questions where required.

Eligible general practice attendees were invited to take part in Link-nQ}Q‘l‘hey read a plain language
statement about the trial on the tablet and were asked to enter tl@coﬂtact details into an online
form to indicate their consent to participate. Q ,\Q%

<A

The duration of participant recruitment in each practice %ed?g'f)mté\to 49 weeks (Figure 4), with
an average of 21 weeks. Some differences across PHN%)Ie\@ Vj ; participant recruitment
occurred for an average of 28 weeks per practice Q HN\,/A b‘&heeks in PHN B practices, and 9
weeks in PHN C practices. During this period, i {v@n average of 261 adults per week (range
149 - 516).° S OO

¢
NAING

% This range is based on data obtained from 18 of the 23 practices.
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Figure 4. Duration of participant recruitment in each of the Link-me general practices (N=23)
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3.5.3. Treatmem‘l&l@(c{étﬁ’n

Consenting general practice attendees completed the Link-me DST on the tablet and were classified
into one of the three prognostic groups. Those who were stratified into the minimal/mild or severe
prognostic groups were individually randomised to either the intervention or comparison arm and
are henceforth referred to as Link-me participants. The moderate group were not eligible for
inclusion and were thus excluded from the trial.

3.5.3.1. Intervention arm

All participants randomly allocated to the intervention arm received automated feedback on their
responses via the tablet device and were then guided via the online tool to set individual mental
health priorities and rate their motivation to address these priorities. Based on their prognostic
group, they were then allocated to low or high intensity treatment. The treatment in each
prognostic group is summarised in Chapter 2 (section 2.3) (see Appendix 8 for a more detailed
description). Participants in both prognostic groups were free to take up their recommended
treatment or not, to discuss it with their GP or not, and to continue or modify any treatment they
were receiving at entry to the trial.
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3.5.3.2. Comparison arm

All participants in the minimal/mild and severe prognostic groups randomly allocated to the
comparison arm received advice, on the tablet and via automated email sent on completion of the
Link-me DST, to discuss any mental health concerns with their GP. Participants were free to continue
or modify any treatment they were receiving at entry to the trial. They were not provided with
feedback on their Link-me DST responses — including the prognostic group they were classified into —
nor guided to set priorities or reflect on motivation.

3.5.4. Randomisation and masking

After providing consent and completing the Link-me DST assessment component (which classified
participants into prognostic groups), participants in the minimal/mild or severe prognostic groups
were individually randomised, in a 1:1 ratio, to receive either the trial intervention or usual care with
attention control. Randomisation was stratified by general practice and prognostic group and was
triggered automatically within the trial's online administration portal, with the allocation sequence
computer-generated consecutively using a biased coin algorithm. N e involved in recruitment,
intervention delivery, or follow-up had access to the allocation s@qud@q/

Q. N
GPs were notified only of those participants allocated to the‘éﬂtqy&en ion arm (in both prognostic
groups), with notifications provided in writing by the c% a%'g%tqfusing a standardised template.®®
All participants, regardless of prognostic group or tri r)Q\Qe\é\QEEe to continue or modify any
treatment they were receiving at entry to the tr@ @?‘OQ
Q.

K
Due to the nature of the intervention, parti@;% Q/gﬁunable to be blinded to their treatment

allocation. Research assistants contac%nega{ghlp&% to encourage completion of outcome

% id@l’participants’ prognostic group or trial arm

measures at follow-up were unawaye-e
{O , including the statistician responsible for the

allocation. Unblinding of the inv
analyses, occurred after con@@ti \é@ analysis of six-month outcomes (the timepoint for
analysing the primary hy&@ei{g?iéb low).

VRS
3.5.5. Sample size <

We powered our study to test for treatment differences within prognostic groups. Sample size
calculations were based on detecting a standardised mean difference (SMD) of 0.3 in the severe
prognostic group (equivalent to a mean difference of 2.4 points on the K10) and a smaller SMD of 0.2
in the mild/minimal group (equivalent to a mean difference of 1.6 points). Based on our Target-D
study [27] we assumed that 15% of participants would be classified into the moderate group and
therefore excluded from the trial. The remainder were assumed to be stratified into the
minimal/mild and severe prognostic groups at a ratio of approximately 3:1 [38]. Sample size
calculations further assumed 50% attrition over 12 months, a 5% significance level testing a 2 sided
hypothesis and 80% power for each subgroup analysis. We therefore aimed to recruit 1498
participants. With this sample size we were projected to be able to detect a SMD of 0.17
(approximately 2.4 points on the K10) with 90% power on the primary hypothesis.

10 The approach to providing these written notifications varied depending on the preferences of the individual
GP or their practice and was discussed and agreed upon at the commencement of care navigation in each
practice.
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3.6. Summary

This evaluation sought to examine whether Link-me is effective and cost-effective for people with a

severe or minimal/mild prognosis as predicted by the DST, whether these people had positive

experiences of care, and whether it would be feasible to implement Link-me in general practices

across Australia. The evaluation had a randomised controlled trial at its core, which afforded the

opportunity to conduct simultaneous outcome, economic, and process evaluations. The chapters

that follow organise the findings in relation to the outcomes evaluation (Chapter 4), process

evaluation (Chapter 5) and economic evaluation (Chapter 6). Each chapter provides a description of

the approach to analysis taken in each case.
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4. Outcome evaluation

4.1. Summary of approach

This chapter presents findings related to the outcomes of Link-me for people in the severe
prognostic group (evaluation question 2) and minimal/mild prognostic group (evaluation question
4). The data used to address these questions were collected from participant surveys completed in
the Link-me portal at baseline, six- and 12-month follow-up. The elements of care navigation
delivered to each participant were assessed using information recorded in the care navigator portal
(including number of structured care navigation contacts, content of action plans and free text
notes, and GP handover documents) and data provided by PHNs on the care packages approved and
funded.

Analysis was by intention to treat and was conducted using Stata 16.1 2?.9]. Multiple imputation was
used for all descriptive and inferential analyses to address attrition . Fifty imputed datasets were
generated using chained equations and stratified by treatment a@b rognostic groups. All
imputed variables were simulated using linear regression e@ dq% out of role, which was
simulated using predictive mean matching (see Appendiz(/&’): v \,/\

N
We estimated the mean difference between the int@gén@%%s’d comparison arms in the change in
K10 scores at six-month and 12-month follow-

ombasefine) using multiple linear regression.
We entered trial arm as a binary variable a J<-.<:€§H baseline K10 scores and prognostic group.

We report these findings on the original ri MDs. We undertook two sensitivity analyses.
First, to examine whether missing out€em t &Fluenced the main findings, we conducted a
complete case analysis (i.e., usin -@J @%ata). Second, to determine whether clustering
within general practices had aQ}}w onheé findings, we made a further adjustment by using the
complete case data to fit a@Q ixed~effects model with a random intercept for practice. All

@% ple as a whole (the primary hypothesis, see Chapter 3 section

analyses were conduczs\fﬁo

3.1) and within the t®o p ostic groups (the secondary hypotheses) and repeated for the
secondary outcomes (K10 at 12 months; PHQ-9, GAD-7, and EQ-5D-5L at six- and 12 month follow-
up). We followed a similar analytic strategy for days out of role, except that negative binomial
regression was used to estimate treatment arm differences and the outcome was the count of days
at each time point (not a change from baseline).

For participants in the severe prognostic group, we also conducted complier average causal effect
(CACE) analyses to assess the magnitude of the benefit of receiving the different elements of care
navigation. Care navigator and PHN records were reviewed for documented evidence of the
following:

a. Participation in at least one structured contact with a care navigator and a match between
the participant’s priorities and the treatment plan they developed (yes or no).

b. (a)and the care navigator recommended a specific and new referral or resource to the
participant (yes or no).

c. (b)and the participant was approved for care package funding (yes or no).
(c) and the approved funding was spent (yes or no).
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Using this hierarchy, four separate CACE analyses were conducted to examine the influence of
receiving each additional element of care navigation on mean differences in K10 scores. This was
done using two-stage least squares instrumental variable regression where each of the elements
above was entered as a binary coded endogenous variable (element delivered vs. element not
delivered) and trial arm was entered as an exogenous instrumental variable. The model also
included baseline K10 scores and was estimated using multiple imputation.

4.2. Results

4.2.1. Sample characteristics

Figure 5 shows the flow of participants through the trial. 24,616 patients were invited to complete

the eligibility screening survey, representing one quarter of the total patient population seen in

participating general practices during the recruitment period (21 November 2017 — 31 October

2018). Approximately two-thirds of participant who were invited to complete the eligibility screening

survey did so, and around half of those screened were eligible for the{ggal. Characteristics of

participants who completed the eligibility screen in their GP wai'@é@qgf[p are shown in Appendix 10.
&)

N
2,304 participants consented to participate in the trial and %@a? to complete the Link-me DST, of
whom 20% were classified into the moderate prognostic(@}(’) \an re thus excluded from the
trial.!! The baseline sample therefore comprised 1,6 \él@l Q?/%“ Follow-up data were collected

between 21 May 2018 and 17 December 2019 a d\lwe Q’;/Qyé%\e for 67% and 60% of trial
participants at six-month and 12-month follo%&/b@§e&tgly.
S

S K
\?‘?}( \Q&Q

11 Although this group was excluded from the trial, they completed all baseline measures and were asked to
complete the 6-month and 12-month follow-up surveys.
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Figure 5: Participant flow through the trial

LINK ME RCT |

24616 Patients invited to com

plete screening questionnaire l

¥

9142 (37-1%) Refused screening

15474 (62-9%) Patients complete screening questionnaire

7489 (48-4%) Not eligible

7985 (51-6%) Screen as e

ligible to take part in trial

4

5681 (71-1%) Mot consented

2304 (28-9%) Consent

to take part in the trial ‘

206 (8-9%) Did not complete DST

2098 (91-1%) Completed DST

Y
1671 (79-6%) Ra

r N\

ndomly assigned

837 (50-1%) Comparison arm

416 (49-7%) Minimal / mild
421 (50-3%) Severe

427 (20-4%) Moderate symptoms

834 (49

te| RBI‘\/

22 withdrawals

259 did not have follow-up

237 did not complete survey

2
G
%

L AN
N

578 (69-1%) 6 month f%bup& )

e

291 (70-0%) M@?/ ‘2‘
287 (68-2%) Sev
‘\35 (\l/ (O

28 withdrawals

49 did not have follow-up

21 did not complete survey

AL
N

FOI 2758

529 (63-2%) 12 month follow-up
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The DST classified 830 of the 1,671 participants (50%) into the minimal/mild prognostic group and
841 (50%) into the severe prognostic group, allocated evenly to intervention and comparison arms.
Baseline demographic and clinical characteristics of the two trial arms are shown in Table 9. The
mean age of participants was 40 years (range 18 to 74 years) and, consistent with the epidemiology
of depression and anxiety [50] and the general practice patient population [51], the majority (72%)
was female. Overall, the proportion of trial participants reporting Aboriginal and Torres Strait
Islander descent (3.8%) was not dissimilar to the Australian population (3.3%) [52].

The two trial arms were similar in their demographic and clinical profiles, overall and within each
prognostic group, indicating that randomisation was effective in balancing prognostic factors of the
outcome at baseline and minimising selection bias. Hence, any observed mean outcome differences
between trial arms that is larger than would be expected by chance alone can be attributed to the
intervention effect.

Participants in the severe prognostic group had higher mean scores on the K10, PHQ-9 and GAD-7
scores than those in the minimal/mild prognostic group. They were more likely to report lower
levels of education, to be out of the labour force (and the reason to be their own health), to
hold a health care card, and to find it difficult or impossible t @ana’g\%on their income. Almost
everyone in the severe prognostic group indicated a histo %’dép e%ion, over half were on
medication for their mental health, and over half wer s mg}t %@ in relation to their mental
health (either alone or in combination with their ph @'xon the day they were recruited to
the Link-me trial. These patterns indicate that t m@gééﬂ triaged participants appropriately.
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Table 9. Baseline characteristics of Link-me participants according to trial arm, in total sample and stratified by prognostic group (N = 1671)

Age in years

Psychological distress (K10)
Depressive symptom severity (PHQ-9)
Anxiety symptom severity (GAD-7)
Overall health (EQ-5D-5L VAS)

Quality of life (EQ-5D-5L utility weights)

Days totally out of role (K10+)
Days partially out of role (K10+)

Sex
Male
Female
Other
Indigenous status
Aboriginal
Torres Strait Islander
Aboriginal and Torres Strait Islander
None of the above

Language mainly spoken at home

FOI 2758

All participants
(comparison)
(n=837)

Mean (SD)
39.5 (14.8)
24.6 (9.6)
11.7 (6.7)
9.4 (5.7)
61.2 (22.1)
0.60 (0.29)

Median (I

1(0@@
<é?

@‘%@z@“&s 2)
600 (71.7)
1(0.1)

29 (3.5)
0(0)
3(0.4)
805 (96.2)

All participants  Minimal/mild
(intervention) prognostic
(n=834) group

(comparison)
(n-416)
Mean (SD)
39.7 (15.1) (%9,1)
24609.7) ,Q '~3 4. 7)
11.7 (6.9 Q/ é
9.5 ( 2 (2. 8)
1&\ \g\ 3 0(16.7)
6(? 0.78 (0.16)

<<O
@ {@- (IGR)  Median (IQR)

& (0to5) 0(0to1)
3 (0 to 10) 1(0to4)
n (%) n (%)
221 (26.5) 119 (28.6)
609 (73.0) 297 (71.4)
4(0.5) 0 (0.0)
27 (3.2) 10 (2.4)
2(0.2) 0(0)
2(0.2) 2 (0.5)
803 (96.3) 404 (97.1)

65 o254

Minimal/mild
prognostic
group
(intervention)
(n=414)
Mean (SD)
41.0(15.5)
16.9 (4.3)
5.8 (2.4)
5.2 (2.8)
71.7 (18.1)
0.78 (0.17)

Median (IQR)
0(0to1)
0(0to4)

n (%)

106 (25.6)
307 (74.2)
1(0.2)

9(2.2)
0(0)
0(0)

405 (97.8)

Severe
prognostic
group
(comparison)
(n=421)
Mean (SD)
38.7 (14.5)
31.9(7.5)
17.4 (4.5)
13.4 (4.8)
49.6 (20.6)
0.42 (0.28)

Median (IQR)
5(1to 12)
8 (3 to 14.5)
n (%)

117 (27.8)
303 (72.0)
1(0.2)

19 (4.5)
0(0)
1(0.2)
401 (95.2)

Severe
prognostic
group
(intervention)
(n=420)
Mean (SD)
38.5 (14.6)
32.2(7.3)
17.5 (4.6)
13.7 (4.5)
46.1 (21.0)
0.40 (0.29)

Median (IQR)
5 (1to 14)
7 (2 to 14)

n (%)

115 (27.4)
302 (71.9)
3(0.7)

18 (4.3)

2(0.5)

2(0.5)
398 (94.8)
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English
Other

Highest level of education attained
Below Year 10
Year 10
Year 11
Year 12 or equivalent
Certificate Ill/1V
Advanced diploma / Diploma
Bachelor degree
Graduate diploma/Certificate
Postgraduate degree

Current employment status

Employed

All participants

(comparison)

(n=837)

Mean (SD)
812 (97.0)
25 (3.0)

41 (4.9)

70 (8.4)

35 (4.2)
149 (17.8)
182 (21.7)
103 (12.3)

161 ( 19@

@

All participants
(intervention)
(n=834)

Mean (SD)
797 (95.6)
37 (4.4)

Minimal/mild
prognostic
group
(comparison)
(n=416)
Mean (SD)
397 )

oéiqft’

33 (4.0) Q/Oﬁz 2.9)
84(10]%?‘ V3&75)

240,

52-3 %\ﬁ &

)@ Q?‘36 (4.3)
é 66 (7.9)

((/‘(.nqss 6)

Unemployed, looking for and available to start w@ﬂq\( &‘2\ %(9.3

Not in labour force
Main activity for those not in labour force
Retired or voluntarily inactive
Home duties
Caring for children

Studying

Unable to work due to own illness, injury, or disability
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185 (22.1)

36 (19.5)
23 (12.4)
14 (7.6)
16 (8.6)
67 (36.2)

522 (62.6)
85 (10.2)
227 (27.2)

52 (22.9)
13 (5.7)
39 (17.2)
27 (11.9)
71(31.3)

66 92254

@?14 (3.4)
77 (18.5)
80 (19.2)
55 (13.2)
91 (21.9)
22 (5.3)
34(8.2)

332(79.8)
23 (5.5)
61 (14.7)

24 (39.3)
7 (11.5)
5(8.2)
7 (11.5)
6(9.8)

Minimal/mild

prognostic
group

(intervention)

(n=414)
Mean (SD)
387 (93.5)

27 (6.5)

8(1.9)
34(8.2)
14 (3.4)
64 (15.5)
78 (18.8)
50 (12.1)
94 (22.7)
25 (6.0)
47 (11.4)

299 (72.2)
22 (5.3)
93 (22.5)

39 (41.9)
5 (5.4)
19 (20.4)
11 (11.8)
6 (6.5)

Severe
prognostic
group

(comparison)

(n=421)
Mean (SD)
415 (98.6)

6 (1.4)

29 (6.9)
39(9.3)
21(5.0)
72 (17.1)
102 (24.2)
48 (11.4)
70 (16.6)
15 (3.6)
25 (5.9)

242 (57.5)
55 (13.1)
124 (29.5)

12 (9.7)
16 (12.9)
9(7.3)
9(7.3)
61 (49.2)

Severe
prognostic
group

(intervention)

(n=420)
Mean (SD)
410 (97.6)

10 (2.4)

25 (6.0)
50 (11.9)
18 (4.3)
99 (23.6)
72(17.1)
63 (15.0)
63 (15.0)
11 (2.6)
19 (4.5)

223 (53.1)
63 (15.0)
134 (31.9)

13 (9.7)
8(6.0)
20 (14.9)
16 (11.9)
65 (48.5)
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All participants  All participants  Minimal/mild Minimal/mild Severe Severe
(comparison) (intervention) prognostic prognostic prognostic prognostic
(n=837) (n=834) group group group group
(comparison) (intervention) (comparison) (intervention)
(n=416) (n=414) (n=421) (n=420)
Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD)
Caring for an ill or disabled person 18 (9.7) 8(3.5) 8(1 4(4.3) 10 (8.1) 4(3.0)
Working in an unpaid voluntary job 5(2.7) 6 (2.6) 3(3.2) 3(2.4) 3(2.2)
Other 6(3.2) 11 (4.8) ;;’ 6 (6.5) 4(3.2) 5(3.7)
Health care card holder 329 (39.3) 370 (44.4) é(, 7 6) 125 (30.2) 214 (50.8) 245 (58.3)
Managing on your available income {O?‘ ?‘ '\
Easily 139 (16.6) \g,{\ @%3 (24.8) 97 (23.4) 36 (8.6) 35(8.3)
Not too bad 309 (36.9) (3 sg» << 197 (47.4) 192 (46.4) 112 (26.6) 107 (25.5)
Difficult some of the time 252 (30.1) Q/ 99 (23.8) 110 (26.6) 153 (36.3) 144 (34.3)
Difficult all of the time 125 (14. 9) V\i@ @) 17 (4.1) 15 (3.6) 108 (25.7) 114 (27.1)
Impossible 12 (1.4) ,4\‘2‘ << 2.4) 0(0.0) 0(0.0) 12 (2.9) 20 (4.8)
Living alone @m\& 29 (15.5) 44 (10.6) 45 (10.9) 90 (21.4) 84 (20.0)
Self-rated health \)®
Excellent 52{0 39 (4.7) 28 (6.7) 29 (7.0) 10 (2.4) 10 (2.4)
Very good \ ’} 184 (22.1) 160 (38.5) 155 (37.4) 47 (11.2) 29 (6.9)
Good ,Q?‘ ,Q?‘ 3&(36 1) 321 (38.5) 175 (42.1) 183 (44.2) 127 (30.2) 138 (32.9)
Fair 210 (25.1) 203 (24.3) 50 (12.0) 42 (10.1) 160 (38.0) 161 (38.3)
Poor 80 (9.6) 87 (10.4) 3(0.7) 5(1.2) 77 (18.3) 82 (19.5)
Long-term illness which limits daily activities 324 (38.7) 345 (41.4) 81 (19.5) 88 (21.3) 243 (57.7) 257 (61.2)
Reason for visit to GP
Physical health 438 (52.3) 413 (49.5) 285 (68.5) 275 (66.4) 153 (36.3) 138 (32.9)
Mental health and wellbeing 115 (13.7) 122 (14.6) 21 (5.0) 29 (7.0) 94 (22.3) 93 (22.1)
Both physical and mental health 206 (24.6) 212 (25.4) 57 (13.7) 50 (12.1) 149 (35.4) 162 (38.6)
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All participants  All participants
(comparison) (intervention)

(n=837) (n=834)
Mean (SD) Mean (SD)

None of these 78 (9.3) 87 (10.4)
History of depression 522 (62.4) 514 (61.6)
Currently taking medication for mental health 347 (41.5) 340 (40.8)

Notes: SD = standard deviation, n = count, IQR = Inter quartile range. Variables contributing to the Link-me
managing on your available income, living alone, self-rated health, long-term iliness which limits daily acti
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Minimal/mild Minimal/mild Severe Severe

prognostic prognostic prognostic prognostic

group group group group
(comparison) (intervention) (comparison) (intervention)

(n=416) (n=414) (n=421) (n=420)

Mean (SD) Mean (SD) Mean (SD) Mean (SD)
53 (1227) 60 (14.5) 25 (5.9) 27 (6.4)

1 .3) 143 (34.5) 392 (93.1) 371 (88.3)

;\4§a.3) 102 (24.6) 246 (58.4) 238 (56.7)

nelude: Depressive symptom severity, anxiety symptom severity, gender,
es?gjx:l'{i.%ory of depression. Discrepancies in totals due to missing responses.
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4.2.2. Priority areas

After completing the Link-me DST assessment, participants in the intervention arm were provided
with a summary of the areas in which they appeared to be experiencing difficulties and were asked
to select up to two of these to focus on. For participants whose scores indicated two or fewer areas
of difficulty, these difficult areas were assigned as priorities (rather than participants selecting their
own priority areas). The number and pattern of priorities differed by prognostic group. For three-
quarters (75%) of the minimal/mild prognostic group, two or fewer areas of difficulty were reported
and therefore these were assigned as their priority areas. The remaining one-quarter (25%) reported
more than two priority areas and so were asked to select which two they wanted to focus on.
Priority areas most commonly selected/assigned in this group were energy (18%), ability to complete
daily activities (16%), and interest or pleasure in doing things (15%) (Table 10). In the severe
prognostic group, the most common priorities were anxiety (39%), sleep (27%), and energy (23%).
The emphasis on anxiety within this group is consistent with national data indicating that anxiety
disorders are the most prevalent mental health conditions in the Austrdlan population [50], and
supports the need for tailored support to address this issue. %QQ/Q,

Ratings on the importance and confidence scales within the Li@%e\% indicated that, on average,
those in the severe prognostic group gave greater importa c@%dr ssing their priorities than
those in the minimal/mild prognostic group, but they v@ Ig%o 'f‘dent about changing.

gg/ O ¥
Table 10. Priority areas selected by or assigned t g\@g?&h the intervention arm (N = 834)

%

%@%@@Qp;@/} Minimal/mild Severe prognostic
\2\? (»Ql\— @4’ prognostic group group (N =420)
é& X Q’} (N =414)
@Q/ O® Q;lean (SD) Mean (SD) Mean (SD)
Importance of change (1-10) 00 Q Q/Q 8.5(2.1) 7.9 (2.5) 8.9(1.7)
Confidence in changing (1-]Q§><<Q{</&\2\ 6.2 (2.5) 6.9 (2.3) 5.6 (2.5)
\2@ & Q)A n (%) n (%) n (%)
Priority area A &‘2\
Anxiety 185 (22.2) 22 (5.3) 163 (38.8)
Energy 170 (20.4) 75 (18.1) 95 (22.6)
Sleep 167 (20.0) 52 (12.6) 115 (27.4)
Mood 110 (13.2) 21 (5.1) 89 (21.2)
Health 106 (12.7) 40 (9.7) 66 (15.7)
Ability to complete daily activities 102 (12.2) 64 (15.5) 38 (9.0)
Interest or pleasure in doing things 100 (12.0) 60 (14.5) 40 (9.5)
Appetite 86 (10.3) 44 (10.6) 42 (10.0)
Self-image 79 (9.5) 19 (4.6) 60 (14.3)
Concentration 51 (6.1) 15 (3.6) 36 (8.6)
Finances 46 (5.5) 11(2.7) 35(8.3)
Thoughts of self-harm or death 28 (3.4) 1(0.2) 27 (6.4)
Movement 16 (1.9) 4(1.0) 12 (2.9)

Notes: SD = standard deviation, n = count. Priority areas are not mutually exclusive as participants were assigned or able to
select up to two priorities each.
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4.2.3. Engagement with care navigation

Of the 420 people allocated to the care navigation intervention, 216 (51%) participated in at least
one structured contact with a care navigator (face-to-face or telephone). The few differences in
demographic or clinical characteristics between those who did and did not participate in a
structured contact are shown in Table 11. People who had at least one contact were: slightly older
on average (41 vs 36 years old); more likely to identify as male (36% vs 18%), to have a long-term
illness (65% vs 57%); and were less likely to be in the labour force (26% vs 38%). They were also
more likely to select some priority areas - namely anxiety (43% vs 35%), ability to complete daily
activities (12% vs 6%), and finances (10% vs 6%) - and were less likely to select mood as a priority
area (16% vs 27%).

Table 11. Baseline characteristics of people who did and did not participate in a care navigation
contact (N =420)

Participategz;n 21 No care navigation

contact 216) contacts (N = 204)
l@\ Q@)' Mean (SD)
Age (years) Ql/{!‘éA) 35.8 (13.3)
Psychological distress (K10) S ?\@6 Q}G) 31.8(6.9)
Depressive symptom severity (PHQ-9) @’Q/Oé(;?y 4.6) 17.0 (4.5)
Anxiety symptom severity (GAD-7) Q~ A \2\ 1(4.7) 13.4 (4.3)
Overall health (EQ-5D-5L) Q/Q/é @?\()Q 445 (21.4) 47.8 (20.6)
Quality of life (EQ-5D-5L) %) Q<2~ A 0.4 (0.3) 0.4 (0.3)
Importance of change (1 — 10) \2\?9 \%Q (</ 9.2 (1.6) 8.7 (1.8)
Confidence in changing (1 —10) é\@OQ ?éS 5.3(2.6) 5.9 (2.4)
n (% n (%
Gender OQQ/QO QQg ” "
@) (OQ/ <&
Female <>O & &\3\ 137 (63.4) 165 (80.9)
Male O <<f< Y 78 (36.1) 37(18.1)
Other QR @ 1(0.5) 2(1.0)
Current employment status
Employed 110 (50.9) 113 (55.4)
Unemployed, looking for and available to start work 25 (11.6) 38 (18.6)
Not in labour force 81 (37.5) 53 (26.0)
Health care card holder 128 (59.3) 117 (57.4)
Long-term illness which limits daily activities 140 (64.8) 117 (57.4)
Priority areas
Anxiety 92 (42.6) 71 (34.8)
Sleep 58 (26.9) 57 (27.9)
Energy 45 (20.8) 50 (24.5)
Mood 35(16.2) 54 (26.5)
Health 33 (15.3) 33 (16.2)
Self-image 31(14.4) 29 (14.2)
Ability to complete daily activities 25 (11.6) 13 (6.4)
Finances 22 (10.2) 13 (6.4)
Interest or pleasure in doing things 21(9.7) 19 (9.3)
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Appetite
Concentration

Thoughts of self-harm or death

Movement

Participated in 21
contact (N = 216)
Mean (SD)
20(9.3)
20(9.3)

13 (6.0)
7(3.2)

No care navigation
contacts (N = 204)
Mean (SD)

22 (10.8)

16 (7.8)

14 (6.9)
5(2.5)

Notes: n = count; SD = standard deviation. Priority areas are not mutually exclusive as participants were able to select up to
two priorities each.

Among the 216 people who participated in at least one structured care navigation contact, the total
number of contacts ranged from 1 to 17 with a mean of 5.3 (SD = 3.0) and mode was 8 (Figure 6).
Note that while the intended model of care navigation was for people to participate in up to 8
structured contacts, over 10% participated in more than this.

Figure 6. Percentage of people who participated in one or more struc&/@ed care navigation contacts
by the number of contacts (N = 216) %O
S,

18% (é)

16% ?~ v /\Q*
14% (<>’i/\0é

12% ?‘OQQ\

10% O

8 X <<\

6

4%

2

0

More
than 8

x

% of participants

X

X

X

Number of structured care navigation contacts

Among the 216 people who participated in at least one structured care navigation contact, we then
examined the percentage who received the various ‘elements’ of care navigation. Considering each
element separately, we found that the majority of people who participated in one or more
structured care navigation contacts were able to identify actions to take that were relevant to
improving their self-identified mental health priorities from the Link-me DST. Where no match was
identified, this was typically due to the participant commenting that the previously selected priority
was no longer relevant, due to issues having resolved in that area or worsened in others, or other
life events taking precedence (e.g., moving interstate). Nearly three quarters of care navigation
participants received a new referral or recommendation of a specific resource or service (e.g.,
meditation group, ‘Calm’ mobile phone app) as a result of their Link-me action plan. Finally, care
navigators secured approval for care package funding to support approximately half of those who
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participated in care navigation overall. Chapter 6 provides more information on the content of the
care packages that were approved and funded.

Table 12 considers the elements cumulatively, showing that 44% received all four elements.

Table 12. Frequency and percentage of people who participated in at least one structured care
navigation contact, by intervention elements received (N = 216)

Number of  Description of elements received n (%)
elements
1 Match between priority and action plan 188 (87.0)
2 1 + Specific referral to new service / resource documented 153 (70.8)
3 2 + Participant was approved for care package funding 112 (51.9)
4 3 + Participant used care package-funded service 95 (44.0)

Notes: n = count. Each of the care navigation elements reported here were considered present if there was documented
evidence of their delivery in the Link-me portal or PHN records. Reported elements ar@mulative, so that the participants

who received 4 are a subset of those who received 3, and so on.
O
S
4.2.4. Outcomes Q &\%
For the primary hypothesis, we found a greater reduction tp%?n scores at six-month follow-up
in the intervention arm than the comparison arm (Ta %e ween-arm mean K10 score

the mean difference between arms in the mini i@‘p ostic group was 0.16 (95% CI -0.76 to
1.08, p = 0.73); in the severe prognostic grog% @—]&(95% Cl-3.16 t0o -0.67, p = 0.003),
equivalent to an SMD of -0.26. Results f%méeﬁl{ analyses were similar.

QO

difference was -0.88 (95% Cl -1.66 to -0.11, p = 0.0 Q‘q eft]h;@&' SMD of -0.09. In subgroup analysis,

At 12-month follow-up there was@i@ncgz&ra treatment effect on mean K10 scores overall or in
the minimal/mild prognostic g&)og . ewas some evidence of an attenuated effect within the
severe prognostic group, wé(@a Qgﬁ%\ rence in K10 scores between trial arms of -1.24 (95% Cl -

253t00.05,p= 0.06),\3%@ a@ﬂta?\an SMD of -0.17 (Table 13 and Figure 7).
R
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Table 13. K10 Psychological distress scores according to trial arm, in total sample and stratified by prognostic group

Intervention, n
Comparison, n

Six-month follow-up

Mean change, mean (SD) [1]

Comparison

Intervention

Mean difference, Coef. (95% Cl)

Primary analysis [2]

Sensitivity analysis [3]
Sensitivity analysis [4]

CACE analysis [5]
CACE analysis [6]
CACE analysis [7]
CACE analysis [8]
SMD (95% ClI) [9]
12-month follow-up

Mean change, mean (SD) [1]

Comparison

Intervention

Mean difference, Coef. (95% Cl)

Primary analysis [2]

Sensitivity analysis [3]
Sensitivity analysis [4]

CACE analysis [5]
CACE analysis [6]

FOI 2758

All participants
837
834

-0.32 (7.40)

-1.18 (8.09)

-0.88 (-1.66 to -0.11)

-0.99 (-1.74 to -0.24)
-0.99 (-1.74 to -0.24)

-0.09 (-0.17 to -0.01)

Oo

P-value

0.03
0.01
0.01

-0.88 (7 x{\)?‘ ‘?{O

-1.41 (7.85)

-0.55 (-1.39 to 0.30)
-0.59 (-1.39 to 0.20)
-0.59 (-1.38 t0 0.21)

0.14
0.15

<
33
S

Minimal/mild prognostic group

416
414

Q~
%
O
oé SV

2.18 (6.20)
2.50 (5. 80

0.16 (- V%&‘z\
é‘é@%ﬁ
e @
@

0.04 (-0.17 t0 0.24)

1.68 (6.15)
2.00 (6.14)

0.13 (-0.90 to 1.16)

0.21 (-0.75 to 1.17)
0.22 (-0.73 t0 1.17)

73 854

P-value

0.73
0.87
0.87

0.73

0.80
0.67
0.65

Severe prognostic group
421
420

-2.78 (7.66)
-4.81 (8.37)

-1.92 (-3.16 to -0.67)
-2.05 (-3.23 to -0.86)
-2.05 (-3.23 t0 -0.87)
-4.28 (-7.05 to -1.51)
-5.27 (-8.70 to -1.83)
-7.19 (-11.93 to -2.46)
-8.48 (-14.14 to -2.81)
-0.26 (-0.43 to -0.09)

-3.42 (8.44)
-4.77 (7.89)

-1.24 (-2.53 to0 0.05)
-1.42 (-2.68 t0 -0.16)
-1.42 (-2.67 t0 -0.16)
-2.76 (-5.64 t0 0.11)
-3.39 (-6.95 t0 0.16)

P-value

0.003
<0.001
<0.001

0.003

0.003

0.003

0.003

0.003

0.06
0.03
0.03
0.06
0.06
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All participants P-value Minimal/mild prognostic group P-value Severe prognostic group P-value

CACE analysis [7] -4.64 (-9.51 t0 0.23) 0.06
CACE analysis [8] -5.47 (-11.21 to 0.28) 0.06
SMD (95% CI) [9] -0.06 (-0.14t00.03)  0.21 0.03 (-0.20 t0 0.26) 0.80 -0.17 (-0.34 t0 0.01) 0.06

Notes: SD = Standard deviation; Coef. = Estimated coefficient; Cl = Confidence Interval; SMD = Standardised mean difference. [1] Estimated using multiple imputation. [2] Mean for
intervention arm minus mean for comparison arm estimated using linear regression adjusted for baseline outcome measure (all models) and prognostic group (model with all participants
only). Estimated using multiple imputation. [3] Sensitivity analysis using complete cases only with linear regression adjusted for baseline outcome measure (all models) and prognostic group
(model with all participants only). [4] Same as 3 but adjusted for general practice using a linear mixed effects model WQ/ ractice as a random intercept. [5] CACE analysis: undertaken in the

severe prognostic group only. Conducted using two-stage least squares instrumental variable regression where the erence variable is a binary coded variable representing participants
attended at least one appointment with the care navigator and there was a match between patient priorities an &v plan. Estimated using multiple imputation. [6] CACE analysis:
Same as 5 except the adherence variable is a binary coded variable representing (a) the participant had at le @n stxactured contact with the care navigator and there was a match

between participant priorities and the treatment plan, and (b) a referral was made to other services. Esti i ultiple imputation. [7] CACE analysis: Same as 5 except the adherence
variable is a binary coded variable representing (a) the participant had at least one structured contact 'Nﬁ‘the?are J(Qr\z\gator and there was a match between participant priorities and the
treatment plan, (b) a referral was made to other services, and (c) the participant was approved for 2% e fi ng. Estimated using multiple imputation. [8] CACE analysis: Same as 5
except the adherence variable is a binary coded variable representing (a) the participant had at | gg u@i‘ontact with the care navigator and there was a match between
participant priorities and the treatment plan, (b) a referral was made to other services, (c) th @st@t sapproved for care package funding, and (d) some or all of the care package
funding was spent. Estimated using multiple imputation. [9] Mean difference in the primar(%ﬁl@~ ?{&ed relative to the pooled SD of baseline scores.

O

S
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Figure 7. Mean change in K10 psychological distress scores at six- and 12-month follow-up from
baseline by trial arm, in total and stratified by prognostic group

All participants Minimal/mild group Severe group
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The CACE analysis showed lar Oor gl/nically meaningful effect sizes associated with delivery
of additional elements of cate)n ionvin the severe prognostic group (Table 13; see Table 12 for

number receiving each {gm% . Atlsix months, those who were able to identify actions that were
relevant to improving\t\%\e}f\%entzg)health priorities from the Link-me DST had a mean K10
improvement of 4.28 points (95% Cl -7.05 to -1.51, p < 0.01) over their counterparts in the
comparison arm. Participants who received all four elements of care navigation had a mean
difference of -8.48 (95% Cl -14.14 to -2.81, p < 0.01) compared to those in the comparison arm who
would have received these elements had they been offered care navigation. At 12-month follow-up,
the magnitude of the treatment effect had attenuated but the pattern of results still favoured the
intervention.

We observed few meaningful differences on any secondary outcomes, and those that were observed
were not robust to sensitivity analyses (Table 14). No serious harms or unintended effects were
reported.
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Table 14. Secondary outcomes according to trial arm, in total sample and stratified by prognostic group

Depressive symptom severity (PHQ-9)

Six-month follow-up
Comparison, mean (SD)
Intervention, mean (SD)
Mean difference, Coef. (95% Cl) [1]
Mean difference, Coef. (95% Cl) [2]
Mean difference, Coef. (95% Cl) [3]
SMD (95% Cl) [4]

12-month follow-up
Comparison, mean (SD)
Intervention, mean (SD)
Mean difference, Coef. (95% Cl) [1]
Mean difference, Coef. (95% Cl) [2]
Mean difference, Coef. (95% Cl) [3]
SMD (95% Cl) [4]

Anxiety symptom severity (GAD-7)

Six-month follow-up
Comparison, mean (SD)
Intervention, mean (SD)
Mean difference, Coef. (95% ClI) [1]
Mean difference, Coef. (95% Cl) [2]
Mean difference, Coef. (95% Cl) [3]
SMD (95% Cl) [4]

12-month follow-up

Comparison, mean (SD)
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All participants P-value Minimal/mild
prognostic group
-1.69 (5.78) 0.25 {4.68)
-2.02 (5.95) 4.57)
-0.31 (-0.98 to 0.35) 0.35 -0:29 (-gga?/to 0.56)
-0.18 (-0.82 to 0.47) 0.59 @ 07\('}).86 t00.71)
-0.18 (-0.82 to 0.47) 0.59 (O?@ Qgé,(gb?és t0 0.70)
-0.05 (-0.14 to 0.05) o@v&\g Q(/Gz?( 0.39 t0 0.23)
-2.02 (5.88) <2><<’ OQN £ -0.30 (4.28)
-2.28 (5.84) << % -0.18 (4.61)
-0.25 (-0.93 to 0%; RZEN 46 0.10 (-0.69 t0 0.90)
-0.18 (-0.8 xﬁ»o @9 0.61 -0.01 (-0.79 t0 0.77)
0.18 @ @@5@8 0.60 -0.04 (-0.81 0 0.73)
-0. o 0.46 0.04 (-0.28 t0 0.36)
Q((/ /\
WA
BED -1.74 (4.80) -0.47 (3.89)
-2.31(5.29) -0.55 (3.82)
-0.51 (-1.05 to 0.03) 0.07 -0.08 (-0.72 to 0.57)
-0.35 (-0.91 to 0.20) 0.21 0.10 (-0.55 t0 0.75)
-0.35 (-0.90 to 0.20) 0.21 0.09 (-0.56 to 0.73)
-0.09 (-0.18 to 0.01) 0.07 -0.03 (-0.26 to 0.20)
-2.17 (5.10) -0.83 (3.72)
76 6254

P-value

0.60
0.86
0.84
0.60

0.80
0.97
0.93
0.80

0.81
0.76
0.79
0.81

Severe prognostic
group

-3.61 (6.11)
-4.08 (6.41)
-0.43 (-1.50 to 0.64)
-0.30(-1.33t0 0.72)
-0.31(-1.33 t0 0.70)
-0.09 (-0.33 t0 0.14)

-3.71 (6.69)
-4.36 (6.16)
-0.61 (-1.65 t0 0.43)
-0.35 (-1.46 t0 0.76)
-0.35 (-1.46 t0 0.75)
-0.13 (-0.36 t0 0.09)

-2.99 (5.27)
-4.06 (5.92)
-0.93 (-1.82 t0 -0.04)
-0.76 (-1.65 t0 0.12)
-0.76 (-1.64 t0 0.12)
-0.20 (-0.39 to -0.01)

-3.50 (5.86)

P-value

0.43
0.56
0.55
0.43

0.25
0.54
0.53
0.25

0.04
0.09
0.09
0.04
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Intervention, mean (SD)
Mean difference, Coef. (95% Cl) [1]
Mean difference, Coef. (95% Cl) [2]
Mean difference, Coef. (95% Cl) [3]
SMD (95% Cl) [4]
Overall health (EQ-5D-5L VAS)
Six-month follow-up
Comparison, mean (SD)
Intervention, mean (SD)
Mean difference, Coef. (95% Cl) [1]
Mean difference, Coef. (95% Cl) [2]
Mean difference, Coef. (95% Cl) [3]
12-month follow-up
Comparison, mean (SD)
Intervention, mean (SD)
Mean difference, Coef. (95% Cl) [1]
Mean difference, Coef. (95% Cl) [2]
Mean difference, Coef. (95% Cl) [3]
Quality of life (EQ-5D-5L utility)
Six-month follow-up
Comparison, mean (SD)
Intervention, mean (SD)
Mean difference, Coef. (95% Cl) [1]
Mean difference, Coef. (95% Cl) [2]
Mean difference, Coef. (95% Cl) [3]

12-month follow-up
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All participants

-2.48 (5.29)
-0.23 (-0.87 to 0.40)
-0.18 (-0.76 t0 0.41)
-0.18 (-0.77 to0 0.41)
-0.04 (-0.15 t0 0.07)

3.94 (24.17)
5.59 (22.54)
0.11 (-2.43 to 2.65)
0.14 (-2.23 to 2.52)

0.10 (-2.26 to 2.47) Q)

3.75 (25. \2‘O<<

5.99 (4 %@

0.61@3%@3. 2§))<</
. 5

&\2{’2\%)( @*}é 2..59)

0.02 (0.24)
0.03 (0.25)
0.01 (-0.02 to 0.04)
0.00 (-0.02 to 0.03)
0.00 (-0.02 to 0.03)

P-value Minimal/mild
prognostic group

-0.71 (3.90)
0.47 0.11 (-0.56 to0 0.79)
0.55 0.16 (-0.48 to 0.81)
0.55 0.16 (-0.48 to 0.80)
0.47 0.04 (- Qé&‘to 0.28)

0\5% oV
(<’ 1g2(22 33)
?‘ 376 (19.63)

(-2.40 to 3.96)

Q,o@ O‘( 1.17 (-1.86 to 4.20)
&é\ 1.17 (-1.84 to 4.19)
&

e&«\ X

Q- 0.73 (23.19)
<2v 1.27 (22.70)
0.68 -0.38 (-4.41 0 3.65)
0.97 0.30 (-3.16 to 3.76)
0.96 0.30 (-3.13 to 3.74)
-0.00 (0.20)
-0.00 (0.21)
0.63 0.00 (-0.03 to 0.03)
0.91 -0.00 (-0.03 t0 0.03)
0.91 -0.00 (-0.03 t0 0.03)
77 6354

P-value

0.74
0.62
0.62
0.74

0.63
0.45
0.44

0.85
0.86
0.86

0.96
0.86
0.86

Severe prognostic
group
-4.23 (5.86)
-0.58 (-1.60 to 0.44)
-0.53 (-1.50 to 0.44)
-0.53 (-1.49 to 0.44)
-0.13 (-0.35 to 0.09)

5.74 (25.70)
7.40 (24.93)
-0.53 (-4.44 t0 3.38)
-0.78 (-4.42 t0 2.87)
-0.81 (-4.41 to 2.80)

6.73 (27.76)
10.66 (25.99)
1.61 (-2.72 t0 5.95)
-0.14 (-4.29 to 4.00)
-0.32 (-4.33 t0 3.69)

0.05 (0.28)
0.07 (0.28)
0.02 (-0.03 to 0.06)
0.01 (-0.03 to 0.05)
0.01 (-0.03 to 0.05)

P-value

0.26
0.28
0.28
0.26

0.79
0.68
0.66

0.46
0.95
0.88

0.53
0.72
0.72

Document 6



All participants P-value Minimal/mild P-value Severe prognostic P-value
prognostic group group

Comparison, mean (SD) 0.04 (0.25) 0.02 (0.20) 0.06 (0.29)

Intervention, mean (SD) 0.02 (0.26) -0.02 (0.20) 0.06 (0.30)

Mean difference, Coef. (95% Cl) [1] -0.02 (-0.05 to 0.01) 0.17 -0.04 (-0.07 to -0.00) 0.03 -0.01 (-0.06 to 0.05) 0.79
Mean difference, Coef. (95% Cl) [2] -0.03 (-0.06 to 0.00) 0.07 -0.03 (-0.06 to 0.00) 0.08 -0.02 (-0.07 to 0.02) 0.33
Mean difference, Coef. (95% Cl) [3] -0.03 (-0.06 to -0.00) 0.05 -0.03 (- @%’to 0.00) 0.08 -0.03 (-0.07 to 0.02) 0.29

Days out of role (K10+)
Six-month follow-up \Bé qu,

Comparison, mean (SD) 9.59 (10.34) 43 ]%48 .32) 13.99 (10.25)

Intervention, mean (SD) 8.84 (10.19) (7.45) 13.15(10.67)

Relative risk, RR (95% Cl) [5] 0.90 (0.76 to 1.07) Q%&\O \2@&(0 63 to 1.23) 0.45 0.93 (0.79 to 1.09) 0.35
Relative risk, RR (95% Cl) [6] 0.91 (0.77 to 1.08) o@?‘ & 0.87(0.62 to 1.21) 0.41 0.95 (0.80 to 1.13) 0.58
Relative risk, RR (95% Cl) [7] 0.95 (0.92 to 0.99) Q) (%\ 0.89 (0.82 t0 0.97) 0.005 0.97 (0.92 to 1.01) 0.15

12-month follow-up \2\ <<

Comparison, mean (SD) 9.40 (10. O<< Q. 4.77 (7.92) 13.98 (10.77)

Intervention, mean (SD) 8. 77&38@@ Q?\ 4.86 (7.80) 12.63 (10.38)

Relative risk, RR (95% Cl) [5] %/ 0.64 1.05 (0.76 to 1.45) 0.76 0.89 (0.75 to 1.06) 0.19
Relative risk, RR (95% Cl) [6] @3%@3«@2‘16 0.69 1.09 (0.76 to 1.55) 0.65 0.89 (0.73 to 1.07) 0.21

0.99) 0.02 1.07 (0.98 to 1.16) 0.14 0.91 (0.87 to 0.96) <0.001

Relative risk, RR (95% Cl) [7] \<}

Notes: SD = Standard Deviation; Coef. = Estimated coefﬂueﬁt R& ate ratio; Cl = Confidence Interval. [1] Mean for intervention arm minus mean for comparison arm estimated using linear
regression adjusted for baseline outcome measure (all models) and prognostic group (model with all participants only). Estimated using multiple imputation. [2] Sensitivity analysis using
complete cases only with linear regression adjusted for baseline outcome measure (all models) and prognostic group (model with all participants only). [3] Same as 2 but adjusted for general
practice treated as random intercept. [4] Mean difference from 1 calculated relative to the pooled SD of baseline scores. [5] Rate ratio estimated using negative binomial regression adjusted
for baseline days out of role (all models) and prognostic group (model with all participants only). Estimated using multiple imputation. [6] Sensitivity analysis using complete cases only with
negative binomial regression adjusted for baseline days out of role (all models) and prognostic group (model with all participants only). [7] Same as 6 but adjusted for general practice treated
as random intercept.
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Two sets of supplementary analyses were conducted to describe the characteristics of the moderate
prognostic group (see Appendix 11) and of participants followed for 18 months (see Appendix 12).

4.3. Interpreting the results

In this randomised controlled trial, we evaluated the effect of using a patient-completed DST to
identify individual need and guide treatment pathways within a component of a stepped care
framework. The treatment options available to each patient in the intervention arm differed
according to the areas of need they identified, the services available in their area, and in the severe
prognostic group, their discussions with their GP and care navigator. Ours was therefore a pragmatic
trial, evaluating a targeted, complex intervention in the real-life setting of everyday primary care.

Our key finding is that those assessed and allocated to the Link-me intervention arm had lower
psychological distress at six-month follow-up on average than those who received usual care. While
the intervention did not appear to offer an improvement over usual care for the minimal/mild
prognostic group, there was no evidence that it did harm either. Th %rvention appeared to offer
improvement over usual care for the severe prognostic group. In\r@rtaéﬂy, the confidence bounds
of the SMD for the severe prognostic group included the pre-sfgci ié% minimal clinically relevant
difference of 0.26. This effect size is comparable to those §E@vi Gsly a@«sociated with collaborative
care for depression and anxiety [53, 54], the approac intervention was based.
Highlighting the challenge in engaging primary cagﬁtenﬁ‘ee&ﬁéollaborative care models, we
detected this effect despite half of the participg(/n’(; %{ t€§(to the intervention arm not taking up
the offer of care navigation. When we acco rﬂ%dé@

Participants who accessed care package- e@e@%és showed an average improvement in K10

ment received, the effect increased.

scores of almost nine points more th heir) o@rparts in the comparison arm would have, had
they had the opportunity. Similar, @I &it'attenuated and statistically non-significant, were
observed at 12-month folIow—@)o@ 10. Although there is no assumption that all individuals
allocated to the severe prc@gs i rg\ubrequire the full course of eight structured contacts or care
package funding, furth f&gs t%*éptimise this intervention, including improving uptake and
engagement, appea|’§v rranted. The effect of the intervention on changes in depressive and anxiety
symptoms was less conclusive. This may have been in part due to the heterogeneity of the sample
which included a mix of participants with either or both depressive and anxiety symptoms,

potentially attenuating the observed effect sizes on symptom-specific measures.

Trial strengths include a large and representative sample of patients drawn from the primary care
population [51] and sufficient power to examine effectiveness both across and within the two
prognostic groups, in line with calls for models of stepped care to be evaluated in their entirety
rather than only at each step of care [10]. Another strength is that the sensitivity analyses did not
substantially alter the interpretation of the findings. Limitations include the slight imbalance in
attrition between arms (7.2 percentage points at 12-month follow-up) and fewer people predicted
to have minimal/mild symptoms than anticipated reducing the study power to detect the nominated
minimally important treatment effect in this group. Based on our previous trial [27], we had
expected the minimal/mild prognostic group to comprise two thirds of all participants but instead it
was about 40 percent.
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Conversely, we identified proportionally more people predicted to have severe symptoms than we
had expected (40% instead of 25%), which may have implications for generalisability of findings as
well as the planning and delivery of primary and specialist mental health care. There could be several
reasons that explain the higher representation of the severe prognostic group in the sample. It could
be due to the DST algorithm and the thresholds used to classify prognostic groups. It may have
reflected targeted recruitment of general practices in areas of high needs areas or potential selective
recruitment of participant within practices. Another possibility is the inclusion of people taking
antipsychotic medication (which may have skewed the sample towards poorer mental health
overall). Finally it could be due to more frequent GP attendance by participants allocated to the
severe prognostic group providing greater opportunity to be recruited to the trial [1, 3].

Among the severe prognostic group, we noted that males were more likely to participate in at least
one care navigation contact than females. This may be consistent with other evidence that males
may be more receptive to specialised care when their mental health problems are severe [55, 56].

To our knowledge, this is the largest randomised controlled trial of %%Qggtment allocation tool for
%’rﬁxeria and included general
practice attendees with symptoms across the severity spectr@ ’Egusoénhancing generalisability to

the broader primary care population. ?9 ?\Q &Q\
4.4. Summary QTR
> Y

In this chapter, we evaluated the outcomes o&l@‘pa&igt-completed DST to guide treatment
allocation within a stepped care framewo@lwsﬁ(e inding from our analysis is that those allocated

depression and anxiety in primary care. We applied minimal excl

to the Link-me intervention arm show,e\ rapid-reduction of psychological distress than those in
usual GP care. It suggests that usi o@ostg?%ols to stratify and allocate people to an
appropriate first step in a step Qeé@ is efficient as it allows general practice attendees —
especially those with severe Qgto receive appropriate care sooner. Of course, appropriate
treatment options need\@? ﬁaiqb%, and our trial shows that when they are, psychological
distress is reduced soQ\gér,Q&n it@ould otherwise have been.
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5. Process evaluation

| was seeing some doctors about pain stuff. I'm an ex-footballer and I'm 47 years
old, but I've got a 100-year-old body from playing a lot of football and having
accidents, and all types of things. So, | was seeing doctors about problems with
limbs, depression and so forth. | imagine a lot of people go and see GPs to get pills
for depression and pain and things like that... | think care navigation was created for
people who are suffering from anxiety and depression, and who may not know that,
and that they can actually get a different resource and potentially unclog some of
the GPs. (Intervention arm participant, Link-me trial)

5.1. Summary of approach

The process evaluation gathered additional information from particip&?& in the Link-me trial as well
as GPs, care navigators and others involved in the delivery of Link- vices using multiple
methods (these data sources are described in section 3.4). This ihﬁ)rrqﬁllon was used, in
combination with participant surveys and care navigation r om the trial, to address several
aspects of the evaluation questions. Specifically, the pro ua‘@ addressed how care
navigation was implemented and the barriers and e@ér |Q§|’ementatlon (evaluation question
1), the experiences of care for people allocated t Q'a&vig?ﬁ(\)n (evaluation question 2) or low
intensity services (evaluation question 4), anqb &Q%,{c@)uld impact on the feasibility of a wider
roll-out of Link-me (evaluation question 5).& é( Q/%

S

The analytical approach was as follo@ O<< <&

(1) Implementation of car Vi o;(§9?d barriers and enablers. Qualitative data were
collected from: noteS ta ular meetings, observations and outcomes of workshops;
transcripts of telep gintgrwews with regional trial coordinators (n=3), care navigators
(n=6), and GP(Q‘%\\/hQ‘%‘ad e%erience of one of their practice attendees in the care navigation
intervention (n=14); feedback from GPs who participated in an RACGP quality improvement
activity (n=6); and an ‘implementation case study’ (see Appendix 13) based on discussion
with staff from practices in one PHN. These records were reviewed to identify individually
important themes related to care navigation implementation using a thematic analysis
method [57].

(2) Experiences of care for people allocated to care navigation. Telephone interview data from a
subset of participants allocated to care navigation (n=31) were used to explore the
experiences of care; characteristics of these participants are shown in Appendix 14. Three
patient journeys were re-constructed to demonstrate how care navigation took place over
time (these are provided in Appendix 15).

(3) Experiences of care for people allocated to low intensity services. Telephone interview data
from a subset of participants allocated to low intensity services (n=32) were collated and
analysed thematically. Characteristics of these participants are also shown in Appendix 14.

(4) Feasibility of national implementation of Link-me. Normalisation process theory [58, 59] was
used as an analytical framework to guide the synthesis of the themes emerging from the
analysis of the various qualitative datasets. Normalisation process theory is a widely used
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implementation theory which has been developed to help explain how interventions,
technologies or processes become embedded into routine clinical practices. In brief, four
areas for assessment were used to examine the feasibility of national implementation of the
Link-me approach: coherence (how well was the Link-me approach understood by all
stakeholders involved?), cognitive participation (how well did people engage with the Link-
me approach?), collective action (how well did the Link-me approach fit into context,
relationships, and workflows?), and reflexive monitoring (how was the DST and Link-me
appraised?).

5.2. Care navigation — implementation and barriers
and enablers

Our analysis of the various sources of qualitative data from people involved in the delivery of Link-
me identified three common themes related to the implementation of care navigation:

%
e uptake (at the practice and patient level); %Q a2

e embedding the approach in the general practice (in pa@&lk@c@mbedding care navigators),

and; A
ﬁ?\

9’ O
e engagement (of both patients and GPs with car\e/@;/i aYBr\s/

O
Within each of these themes, a range of barriers @&r’g@%rs@&’re identified. These are discussed

below. TN QO
5.2.1. Uptake %@20%
Z.1. p \2\?}(\ &®

Regional trial coordinators suggeste % r@ﬁtlptake of the Link-me care navigation model by
i
bge T

GPs was promoted by the idea&%

being able to access tailored

navigator as a clinical companion and the patient
nding to meet their needs. Most GPs welcomed the
Link-me approach and fourdit efictal to have a care navigator dedicate time to search for
services for participan d pQ#their attendance at various appointments. GPs acknowledged it
would not be possibl'e&for%em to research services in the area in as much depth as care navigators
did. Care navigators provided practices with lists of local resources and services, which could benefit
their patient cohort, and were seen as providing a level of independent review. One GP said:

It was very beneficial to have someone independent to review where everything
was sitting and making suggestions and linking people in with the support services,
because it is difficult to keep up to speed with who is doing what and what is
available around the area. (GP)

In some instances, care navigators perceived resistance to Link-me from GPs. Reasons for this
resistance included: concern around the provision of a consulting room to a care navigator which for
some practices represented a loss of income; concern about providing participants with a sense of
privacy for completion of the DST prior to an appointment; uncertainty about having someone in
their clinic who was not a member of the professional team; and questions about how risk would be
managed for the participant who expressed thoughts of self-harm. Equally, however, care navigators
raised concerns about being able to connect with GPs in a timely manner to discuss procedures for
management of higher-risk participants. From their point of view, care navigators felt that if GPs had
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not “bought into” the trial, this reduced participants’ engagement in and uptake of Link-me. For
example, one care navigator commented that:

there were a number of GPs who certainly didn't want to encourage Link-me
involvement...I had someone on an iPad and - because we used to give patients the
option, if they were starting it and the GP called them in, they could take it in with
them and fill it out when they came back out. But | had two GPs actually say, don't
worry about that, you don't need to do it. That was quite a loud, vocal statement in
the waiting room.

An additional barrier to implementation of care navigation was related to PHN staff turnover. This
resulted in some participants experiencing delays in commencing care navigation appointments and
some staff in practices not being sure who the allocated PHN care navigator was.

5.2.2. Embedding

For those GPs interviewed, Link-me was largely described as a positj Q;perience and they
expressed disappointment when this support ended. They valueg@e ngra time being given to
participants with higher needs. Some GPs reported that they, )(&:%ed with some participants for
years and not made the levels of progress that were seen Q@wn&@hxt@al

- N A .
Most GPs agreed that working with the care nawgatQ&h @t @géct significantly on their workload,
and said that they had received positive feedba%@o@art{gipants about the care navigator. There

was a general impression that care navigatiorzé%r&%’ &sily in the general practice setting,

particularly in practices where there was a%@a idisciplinary team. A few GPs expressed a

S/

level of frustration at the additional tin&e@i write and approve referrals suggested by the
care navigator. This was usually re ed@q;(?%‘tions where the care navigators found it difficult to

access and engage the relevant ((/Q Q

| O KN . |
The Link-me DST was see%@ appro e for the identification of the target populations and the GPs

reported a good mat hgbetyg&n the results of the Link-me DST, the priorities that were set, and
their clinical judgement. I'E%rovided reassurance for GPs that care navigation was appropriate for
meeting participants’ needs based on a validated support tool and person-centred approach. GPs
noted the usefulness of the DST in identifying unmet mental health needs of participants they had
seen for some time, but who had not talked about their mental health issues. For example, one GP
commented the Link-me DST “was a good way to reach out to people who may be brushing their
mental health issues aside”. Some also suggested that the Link-me DST gave participants who might
have been “stuck” a prompt to consider their mental health and provided them with a different
professional to try and implement changes.

Several GPs indicated that they played a significant role in preparing the practice setting for the
implementation of Link-me. This included reassuring participants about the use of the tablet-based
survey and increasing awareness of the tablet-based survey through posters, with the aim that
participants would not think it was “just another survey”. There were some indications that GPs may
have felt threatened by another professional taking over a component of their role or were not keen
to engage in multi-professional care, or preferred a case-finding approach in preference to the
whole-of-practice approach taken by Link-me. For example, some GPs noted a preference to refer
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participants to care navigation during a consultation rather than referral occurring via a tablet device
in the waiting room. Privacy was also an issue for some GPs. There were mixed views from GPs on
whether the waiting room was the best place to raise the topic of mental health issues and they
indicated that this may have put some participants off being involved in Link-me.

There was some evidence of misalignment between GPs and care navigators in their view of Link-me
and/or the care navigation role; a potentially important barrier to communication. For example,
some GPs reported Link-me was for those with a high risk of suicide that may not otherwise have
been identified. Some GPs thought the role of the care navigator was to be an advocate; others
thought they were a psychologist or “coach” whose role was to provide counselling to participants.

Many of these themes are exemplified in the implementation case study shown in Appendix 13.

5.2.3. Engagement

Communication was considered critical to successful engagement betv&gn GPs and care navigators.
Some GPs described communication with the care navigators as ex nt, with joint meetings
between the GP, care navigator and the participant occurring re@%rl discuss priorities and

develop an action plan. Other GPs said they could only alloc 0,t6\15 minutes for joint
appointments with the care navigators and participants. SQ%e Qicare navigators referred to
regular informal discussions, often taking place in theésg r&s&n ilk other GPs said there was no
time allocated specifically for communication bet één them s and the care navigator, and that

dedicated time should be built into any future @erére GPs were actively engaged in the

8
care navigation process. As one GP comme%&,&l@re a need for “better communication, we

are always time poor and rushing but if Q@‘ 4@ v@gf was going on it would be a lot better”.
A A

O
@ay @Q;contributed to these different communication

Workplace practices and characte Q&s

patterns. For example, one GP @n@q open door policy’ in their practice that facilitated
discussion of participants r @% %@%ﬁvigation as needed. However, other GPs described a lack
of communication, part@ r&jﬁ pnéétices where there was a higher turnover of care navigators.
GPs at some of these@éc&@s re&rted never meeting the care navigator and the extent of their
communication being an initial letter to say their participant had been allocated to care navigation.
In other cases, technological issues (e.g., the care navigator being unable to upload participant
progress notes and reports on their electronic record system) impeded efficient communication

about individual participants’ progress.

Care navigators who worked with a higher number of general practices reported more difficulty in
communicating with GPs about how participants in the trial were going and working collaboratively.
For example, one care navigator stated:

Essentially, | work across four practices so it is quite a challenge | guess to try to
build relationships with practice managers, reception team and the GPs. Obviously,
all of those people are exceptionally busy and it's hard to get some time with
them...If | were only based at one or two practices [then | would have more]
opportunity to form a relationship and work collaboratively. because breezing in
and out of too many practices you're not aware of who are the local service
providers. You really have to be embedded in the practice, in the community. There
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are lots of service providers who do not have, for example, in the regional and
remote area, they do not have a website. They are not in the Yellow Pages or the
White Pages. They get their business through word of mouth.

Care navigators were able to work with many participants with complex and challenging needs to
assist their engagement with general practice and the wider service sector. However, some
participants could not be contacted despite multiple attempts - possible reasons for non-
engagement included working in regional areas where anonymity may have been an issue; privacy
concerns among participants with drug and alcohol issues; and anxiety about addressing issues
identified in the Link-me DST. Others actively declined participation, stating they were not expecting
the level of involvement of care navigation and some participants did not see that there were any
benefits to seeing a care navigator.

Once participants were engaged in care navigation, the care navigators reported little drop out. They
considered that participants benefitted from the tailored information, the suggestions of apps for
self-management and supported referrals to health professionals. %Qy, oted the importance of the
a f@who found it hard to set
goals. They also noted their role in overcoming access to car%O u s@g lack of service providers in

motivational interviewing-inspired approach in working with parti

some regions or no public transport, long waiting lists to s @:sorﬂ:g rr\%dlcal specialists, past
experiences with psychological counselling leaving partk/ an-\t ady to re-engage, and social
determinants of health such as transience, or work @%’fn\ %'and competing priorities).

5.3. Experiences of cangﬁple allocated to care
navigation & << Qﬁ\@

Based on various datasets (patie @x@%e Appendix 15), interview data, care navigator notes,
and handover summaries pr e developed an experiential model of care navigation
which is shown in Figure 8@ n‘\@ further below.

\
In Figure 8, the comp@g\m\ artsggcare navigation are detailed in terms of: setting priorities (the

DST), developing a plan of action (DST information and care navigator contact), the support for
referrals and links (care navigator working in conjunction with GP). The figure shows the
interrelation between these parts and how participant experiences of dialogue and affirmation,
insight and reflection, self-responsibility and self-confidence appear to drive the success of care
navigation.
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Figure 8. An experiential model of care navigation based on participant-reported experience
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All participants first engaged with Link-me via the completion 69@%&& me DST. Participants were
positive about completing the tablet-based survey in the waﬁng(ﬁ&o[% commenting that it enabled
them to open up, reach out or just reflect. As one partm@é?d\'}

2

People, especially myself, aren't going tog hé}) o&etlmes for that kind of

5.3.1.1. Early engagement

help, because we don't know where to t teor it's hard to go to the doctors
and say, | need help. Whereas that@% as perfect, because you could sit
there and do it if you wanted to@\v \%& [the results were] that you were

great and your emotions w c@ t*@‘rhat is wonderful. You have that little
thing there to make you Q§ urself.

The Link-me DST prompte %Qgéxt@% reflect on their current challenges and to set their own
priorities ahead of thei sﬁwt ting meeting with their care navigator. This provided a ‘bridge’
between them and tHe ated care navigator, promoting a sense of continuity and affording care
navigators insights into their needs ahead of the first meeting.

In Chapter 4 (section 4.2.2) we noted that the participants allocated to care navigation rated the
importance of their priorities for care navigation more highly than their confidence to change. This
mismatch between importance and confidence is a common barrier to behaviour change and
required care navigators to implement the motivational interviewing approach covered in the Link-
me training. The determining of priorities via the DST enabled a conversation to occur between care
navigators and participants about the supports available that might help and to realise what action
they needed to take to access those supports. As highlighted by this participant:

Well, really, initially, the biggest problem was working out what support that might
be available that would be helpful. That wasn't an easy one to come up with, but
once that was [done]...insomuch as that if | knew myself what | needed by way of
help | would have probably done it anyway. I'm not an idiot, so talking it through
eventually got me where | thought | was anyway. It just helped me realise that at
the end of the day.
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In contrast, other participants reported that the identification of priorities ahead of meeting the care
navigator prompted them to conduct their own research on anxiety prior to their appointment.

5.3.1.2. Plan of action

Look, at times | was suffering from deep depression and care navigation gave me
some real solace.

Once participants were engaged and had affirmed their needs and potential supports, the care
navigators worked with participants to formulate a plan of action. As part of this process, care
navigators often conducted in-depth research into local services and supports that may help
participants achieve their goals and provided this information back to the participant. From the
participant journeys, we saw that the plan of action was also accompanied by many ‘light touch’
contacts that included emails and text messages in-between face to face contacts to engage and
inform participants. Participants experienced the light touch contacts and updates positively and felt
that phone contact was a good option when they were also managing Qgrk, family, study and other
caring responsibilities. The process of developing an action plan als e participants a sense that
care navigators were going an extra step to address their needs.. qcb

%

Participants also said they valued having the care navigat % then especially during stressful
times and life events, something that was not usually ;%1 @;y GP appointments. As one
participant said: <& &\

| think the main thing was someone / 'n@to you. There are different ways

that people deal with anxiety and gj))gg(k @, and | just found that often just

talking would help. & <<

O Q~
Care navigators were seen by sor@% @p@&s as a person to be accountable to, a motivator and
“just sort of helping, supporting,yo ere for you, trying to organise yourself.” Many
participants experienced tI@ gﬁtru&{ g relationship, they indicated that they “never pushed, [it

was] always on my OWQ\ @ Q)

Participants reported that the action plan process assisted them to build new skills, increase their
self-confidence and take up new activities. One participant said that care navigation assisted them in
learning how to live with their depression. Another described continuing with exercise routines (such
as swimming and yoga) or appointments, even when care navigation in the trial had finished. One
participant said:

Just the fact that | was exercising more because the care navigator got me into the
Pilates which | can do at home myself now, which is good. | mean | probably
wouldn't have gone ahead and done that on my own at the time because of the cost
of it and how things were going here, it was a bit difficult. But [because of care
navigation] | was making time.”

5.3.1.3. Referrals and linkages

I was referred to a pain specialist in person as well as a couple of online groups...|
was referred to other things like hydrotherapy and podiatry.
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One of the strengths of care navigation was its holistic approach to care planning and referral.
Participants were assisted to access a broad range of health and social services and they appreciated
the tailored nature of the referrals provided by care navigators. As one participant said, “the care
navigator wanted to get a better idea as to exactly what | needed most, rather than refer me onto
somebody that wasn't really going to be of any benefit”.

Among the participants who were followed up after 18 months, referrals ranged from suggesting
eHealth options, finding counsellors, to local social support groups and clubs, to psychological
complementary therapies, dietitians, exercise groups, massage for pain management, psychological
sessions, support groups for parents, financial and housing support, and specialist services also such
as eating disorder services and pain specialists. This broad array is further illustrated in Figure 9. The
priority areas are shown as the ‘roads’ and the referrals are points along on the road. For example,
referrals made for participants reporting a desire to improve their interest and pleasure in life
ranged from arranging a medication review by a psychiatrist to a referral to a Men'’s shed.

Figure 9. lllustration of the range of different referrals provided by %‘@?ﬁavigators
e 0% %q/

P GP o 4.
_ " - “\'\ A = O-) discys
Dietician to counsel on nutrition pd ?.\— B[L W Paif) e Optiop of
and healthy eating for weight loss . v \?&‘ — é — ed'catfon

. “ P,

Q= ey

Psychologist for depressive
symptoms and strategies for
sleeping

Apps: Mindfulness based
stress reduction

GP: Explore medical reason
fortiredness

Participants reported that they valued the care package funding which increased their access to
services and increased the frequency and duration with which they could attend.

Despite being provided with referrals, booking into services, particularly in regional areas, remained
a problem for some participants. One participant noted, “in a rural area, you don’t have the choices
that you have in a big city. You’ve kind of got to go with who is open, not who you prefer”. There
were also some difficulties reported about the procedures for invoicing for the care package
payment.
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5.3.1.4. Taking ownership

Care navigation was | suppose a more thorough way of getting to the root of a lot
of the problems... | needed someone to help me put things back into perspective,
and to get a grip again.

Care navigation provided the tools to support self-management and self-growth which participants
reported as helpful, even if their symptom severity did not change.

Participants reported that being provided with a print-out of the action plan from the previous
week to review was helpful. Tracking their own progress allowed them to gain insight into changes
they experienced each week:

One week it would be worse and the next week it would be better. You could tell
when things had happened that week and you could really evaluate yourself.

Some participants reported reading their action plan on a regular bas@s remind themselves of

what they had had agreed to do: QO
S

The [action plan] was really good and it was somethi@ let\rn my diary at the back
of my big diary, so that | had access to it Whenevglqﬁe/ j e@ing abitofaread, |

could read it, go over what we discussed wer @‘ti or me.
TR X
One participant noted: Q/é @?\O((
S

&
| suppose [it helped me to get] a b Qr)g( e@;d/ng of how I was feeling and stuff
RS
ouer

like that. | suppose going thro jons [K10] all the time and feeding
back to me that there was @r rom visit to visit, in some capacity, was

just part of the process ®¥ ry
S

Most of the participants in@Qi Qﬁ&@&d that they had continued with the activities associated
with their goals, even r’QyJFgation was finished. Some of the continued activities included
attending profession’aﬁ*sel’&ces, participating in local groups, continuing with their exercise or using
new mobile phone apps and strategies.

Some participants mentioned that they later returned to the resources that care navigators had
given them, particularly in the case of apps for finance and mindfulness to assist with sleep
routines.

5.4. Experiences of care for people streamed to low
intensity services

Participants allocated to the minimal/mild prognostic group were positive about Link-me being
undertaken in general practice. They felt that it raised awareness of mental health issues and gave a
sense that GPs would be open to addressing issues if required. They were positive about completing
the tablet-based DST in the waiting room and found it easy to complete. There was variability in the
extent to which participants in this group could recall receiving the email about the low intensity
services that might benefit them. Some said that they did not feel they needed to follow up on any
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of the priorities they had identified on the DST, so they intentionally did not use the resources
provided to them via email. Others reported that, although they did not use the resources at the
time they were provided, they had returned to use them at a later date. Many participants gave
feedback that email may not be the best way to reach them and suggested they would have been
more likely to use the resources if the information had been provided in hard copy format. One or
two participants were disappointed not to have received more support, feeling that they could have
benefited from an early intervention and prevention approach.

5.5. Feasibility of national implementation of Link-me

Using applied normalisation process theory, we synthesised the themes emerging from the analysis
of the various qualitative datasets and suggest strategies, where applicable, to enabler the smooth
implementation of Link-me on a wider scale.

5.5.1. Coherence — how well was the Link-me approa@ understood by all
stakeholders involved?

The construct of ‘coherence’ focuses on determining the exte \/Kﬁ&h those involved in the Link-
me trial had a shared understanding of the Link-me approaé(%‘set out to examine: (a) how well
the role of the decision support tool (DST) and the care understood by all involved;
(b) how well those involved understood the potenti {’16 e@ (QXE,mg the DST and care navigation;
and (c) what processes and work promoted or m@& %}cme embedding of the Link-me

approach into the practice? <</ OQ‘
"G %

Overall, there was a good level of agreen@gﬁ ab Kt\&ﬁe role of the DST and the role of care navigator
in the Link-me trial, yet this was | e s or within practices. Participants triaged to the
high and low intensity groups u t@%{i@gthe DST was being used to identify needs and
priorities and to provide fee éﬁﬁa r.Q{/n s were or were not going okay. The role of the DST was
perceived positively, even €ho &ké was some feedback that technology might not suit all
participant groups. Thexteo| swerk ell in identifying high and low need participants and could be
successfully |mpleme,\ed§1to the work-flow of busy general practices. GPs had few concerns with
the DST itself apart from one or two mentioning the potential for duplication of effort (their
practices were surveying participants at the same time) or some concern about the physical
infrastructure and lack of privacy in their waiting rooms.

It should be noted that Link-me was offered to English-speaking primary care consumers. An
assessment of the suitability of the current DST form and format for culturally and linguistically
diverse, and, Aboriginal and Torres Strait Islander communities is also needed.

5.5.2. Cognitive participation-how well did people engage with the Link-me
approach?

Cognitive participation refers to the extent to which people actively participated in Link-me and
played their appropriate role.

The interview data confirm that most people knew their role and actively participated in Link-me
accordingly. There were many examples of active buy-in to this new way of working and positive
feedback about both the DST and the care navigation approach. There were numerous case studies
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of positive impact on health outcomes and well-being. There were also times when this did not
occur. There were examples where practices were unclear about the process for administering the
DST and where care navigators found it difficult to engage with the appropriate GPs. There were a
few GPs who did not value the support from a care navigator and saw it as an unnecessary intrusion.
It was evident that where the regional trial co-ordinators had good relationships with practices this
was less likely to occur. It was also noted that in practices where there were large numbers of staff,
many part-time, it was more difficult to ensure that everyone was aware of what Link-me required
of them. To assist practices, research staff supported the completion of the DST rather than
imposing this task on busy reception staff. Large numbers of patients accepted the offer to complete
the DST in the waiting room and engaged positively with it. Key to this was being provided with
study information and the opportunity to ask any questions. Other evidence of the positive
engagement with the Link-me approach was the finding that many participants engaged actively in
researching information to bring to their care navigation appointment.

For any or future implementation it will be key to include strategies tO@nerate awareness about
the Link-me approach so that all practice staff and participants have(;ngod understanding of the

DST and the care navigator role. ) chlz
Q. N

5.5.3. Collective action—how well did the L'kﬁk((-/eﬁe&@proach fit into context,
relationships, and workflows Q’Oé((y&

<
- - AN
Collective action explores the roles, activities an Qﬂ &ts required for successful uptake of an
intervention and examines how well the inte@z i 't&\@(hin overall goals and activities of an

organisation and compatibility with existir@/o@r@es.
SRV

Link-me required practices to adopt @s (@%Qgﬁpproach to the administration of the DST in the
waiting room, prior to a consulta@a&o@/ﬁegrate the role of the care navigator into the practice.
It required practices to work Qe care navigator to communicate with GPs so they could
complete the care planningwo d@%}ients could access new forms of support. We found that
this worked well in pra Oe’e ﬂ)at% e open to new ways of working and where Link-me had
support from senior 'ps‘act‘l%e staff. Care navigators requested that in any future role out it would be
key for them to have access to the participant electronic medical record and be able to share
progress efficiently with GPs. Participants liked the care navigator being available at the practice and
GPs appreciated the time that care navigators could take with participants and the extra resourcing

and links to services they provided.

Considerations for future implementation should include a pre-implementation assessment of
workflow to allow for the necessary communications to take place.

5.5.4. Reflexive monitoring—how was the DST and Link-me appraised?

The construct of reflexive monitoring involves the engagement in activities to appraise and monitor
the intervention and its outcomes by those who are using it. Reflexive monitoring includes informal
and formal appraisal to assess advantages and disadvantages.

Several of the identified advantages and disadvantages to care navigation hinged on the need for
clarity of roles and responsibilities, and communication of this role across practices. While care
navigators did spend time formally appraising different aspects of care delivery in peer learning
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groups and workshops, GPs only provided their perspectives during interview and practice meetings.
Although there were examples of GPs and care navigators brainstorming together to find solutions
this was not focused on monitoring the overall Link-me approach. Care navigators were involved in
regular group sessions with a trained clinical psychologist to reflect upon and troubleshoot about
cases they were managing. Care navigators were also asked to reflect and appraise the Link-me
approach in workshops held at PHNs and through a peer learning group set up by the University. No
practices reported assessing or appraising the outcomes of the DST or care navigation using formal
assessments or audits of their own participant records.

In any future roll-out, a formal system to monitor in the uptake of the DST and progress of
participants in care navigation would be useful.

5.6. Summary

This chapter reported on the process evaluation findings in relation to%Le implementation of the
Link-me model, the barriers and enablers identified in this impleme on and the experiences of
those involved in care navigation and low intensity options. Synt@siq@xhese findings allowed us to
identify several strategies that could improve the implementafion nk-me in future. These
included further development of the Link-me DST to incre n‘@@tc ability and prepare it for use
in new population groups; strategies to ensure that le (o) a ss and information about Link-
me are maximised in the practice setting and that flows aeg'bptimised; and the development of
systems to support monitoring individual’s pro i sq§(1$e to the Link-me intervention and to

facilitate step up and step down processes %@e@ @% models.

S
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6. Economic evaluation

6.1. Summary of approach

This chapter presents data relating to the costs of the Link-me trial for the people in the severe
prognostic groups (evaluation question 3) and the minimal/mild prognostic group (evaluation
guestion 4), and the broader cost implications of implementing Link-me through GPs across Australia
(evaluation question 6). The overall framework for these analyses was a full economic evaluation
using a within trial method as well as economic modelling to evaluate population level costs and
effects. A health sector perspective was adopted as the primary perspective; this includes costs
borne by the government as a third-party payer in addition to out of pocket costs incurred by
participants when accessing health care. A partial societal perspective, which includes absenteeism
and presenteeism effects on productivity for study participants, was undertaken as a secondary
analysis [60]. For the within-trial analysis, cost data were collected frqﬁa variety of sources. Care
package data provided by PHNs, University records, and data ente@@ b(yl/care navigators in the Link-
me portal were used to estimate the cost of screening and the@ ve@v of care navigation. It was also
important to capture the cost of other health care services ag@d@yp ticipants during the trial
period to account for any changes that may have occurr@%@ o} I\I‘fe intervention. The number and
type of services (i.e., GP visits, hospital admissions, Q&)\’ r@lg\e’g%ations were captured through the
self-report RUQ completed by participants as pa@f @&six nth and 12-month follow-up surveys.
To understand the broader societal implicatiqgro@'e Link-me approach to care, the RUQ also
incorporated questions about time absen n@(ai unpaid work as well as days working at
reduced capacity while at paid work (i,Q.\,zf) e\n %m

to these resource use questions to cu@e tb?’cost of the services utilised by participants over the

). Standard Australian unit costs were applied

12-month follow up period. For. oq%modelling, the costs and outcomes data from the
within trial evaluation were €O d\?{ﬁ»h estimates from published literature to estimate the
broader cost implications:,y i ﬁlemé%ting Link-me through GPs across Australia under a ‘most likely

\S
pathway’ and a ranget aj@nati& pathways.

6.2. Descriptive analysis of resource use

6.2.1. Adjusting for potential double-counting

Resource use included the use of care packages for care navigation and use of health and other
services for all participants. In completing the RUQ, some participants in the severe prognostic group
who were allocated to the intervention arm reported care navigator visits in the survey under allied
health and ‘other’ services. Where it was explicit, we removed the counts of care navigation visits to
avoid double counting and over inflating costs. However, there is still the possibility that participants
reported care navigation visits as contacts with nurses, mental health nurses or psychology visits.
We were unable to adjust for these potential sources of double counting.

Participants also reported in the survey services paid for through care navigation packages. We
carefully compared the care package details with participant reported resource use and adjusted the
number of visits as needed to avoid this additional source of double counting.
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6.2.2. Use of care packages (care navigation participants)

A total of 112 (27%) participants allocated to care navigation received funding for care packages. The
average spend was $669 per person for the 112 participants who received a care package; this
equated to $178 per person when averaged out across the 420 people allocated to care navigation.

Psychologists were the most frequently funded service through care packages with 48 participants
receiving funding for a total of 461 sessions (Table 15). Other common uses of care package funding
included physiotherapy (19 participants and 163 sessions), massage (typically remedial; 19
participants and 114 sessions), and exercise services including Tai Chi, Pilates, group fitness, and
water-based exercise such as aquatherapy or swimming (18 participants and 236 sessions). The
majority of people approved for a care package used at least some of their approved funding.
However the extent to which the full amount was used varied across service types; for example,
while on average 10 psychology sessions were approved per person, only 6 were accessed, while
approved physiotherapy sessions were used in full by participants who accessed the service (an
average of 8.6 sessions per person approved and used). The observedzga'ttern for use of psychology
services is consistent with findings from evaluations of Australian rams providing government-
subsidised psychological services [61, 62]. The low number of R8O Ie\%smg care package services for
housing and finance reasons may reflect that most of the fifg cgj&ef rals were to free financial
counselling services or Centerlink to apply for income s\u‘f(p?agv?{}
Table 15. Summary of care package services and Qg/&\o ‘2‘((/
' SN
Service type Q)QP/ Q; /<ts Participants Total Total
\2\?9 \é @9 using the sessions sessions
Q’ﬁ)roved service approved used
Vservices n (%) n n (%) [1]

Mental health OOQ‘Q/Q/Q\Q/
Psychology @OJQQ/Q @4& 48 38 (79) 461 213 (46)
Psychiatry R ,Q?‘ 15 12 (80) 64 43 (67)
Family therapy/counselling 1 1 (100) 6 6 (100)
Mental health worker 1 1 (100) 10 10 (100)
Allied health
Physiotherapy 19 17 (89) 163 146 (90)
Nutrition/dietary services 10 8 (80) 58 32 (55)
Exercise physiologist 8 7 (88) 108 43 (40)
Occupational therapy 5 4 (80) 26 12 (46)
Chiropractic 3 3 (100) 21 19 (90)
Osteopathy 3 2 (67) 12 7 (58)
Podiatry 3 3 (100) 7 7 (100)
Other allied health professional 1 1 (100) 10 10 (100)
Medical specialists
Pain specialist 9 7 (78) 26 23 (88)
Rheumatology 3 3 (100) 4 3 (75)
Neurology 2 2 (100) 3 3 (100)
80
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Service type Participants  Participants Total Total

with using the sessions sessions
approved service approved used
services n (%) n n (%) [1]
n
Gastroenterology 1 1 (100) 3 3 (100)
Vascular specialist 1 1(100) 2 1(50)
Orthopaedic surgeon 1 1 (100) 2 1 (50)
Dermatology 1 1(100) 2 1(50)
Metabolic specialist 1 1 (100) 1 1 (100)
Complementary therapies
Massage 19 16 (84) 114 87 (76)
Exercise [2] 18 12 (67) 236 135 (57)
Yoga 13 10 (77) 154 106 (69)
Meditation, mindfulness and related training 8 5 (6%@ 28 8(29)
Acupuncture 5 ) 44 29 (66)
Other [3] 2 Q\?(s@q’% 20 10 (50)
Support service %((/ ('}
Vocational service 2 N ?\%?\l\(/ﬁﬂ\i\ 6 3 (50)
Housing related service QfO&\O \2\@?(100) 15 13.5 (90)

Other Q/é J@?‘ & 0(0) 1 0(0)
Notes: n = count. Some participants received funding f@r@fﬂn@@ervice. [1] Percentage of sessions paid by PHN
compared to the number of sessions approved for fu@ing {é s Tai Chi, Qi Gong, pilates personal training, group
fitness, and water or swimming activities. [3] Inc sgl(e%

O &
6.2.3. Use of health and %ﬁ?@&gi%es (all participants)

Information from the RUQ was_us Q(/a%ine patterns of health and other service use across trial
arms overall, and within th@)er% Iﬁx\ld and severe prognostic groups (Table 16). Overall,
participants in the int nQ&al@ were more likely to report the use of services provided by
mental health nurses .4{’2‘vs 5.4%) and psychologists (44.1% vs 35.5%) than those in the
comparison arm. Participants in the intervention arm were also more likely to use any ‘formal’

C music classes.

health services (including health professional visits, medications, acute care and residential care)
than those in the comparison arm (72.7% vs 67.1%). This difference was no longer present when the
use of digital help and self-help were included (77.0% vs 73.9%).

Differences in service use varied across the two prognostic groups. In the minimal/mild prognostic
group, participants in the intervention arm were more likely to use any ‘formal’ health services than
those in the comparison arm (55.0% vs 45.4%). This difference was no longer present when digital
help and self-help were included (62.3% vs 56.3%).There was a trend toward more participants in
the intervention group reporting the use of psychologists (25.4% vs 18.9) and time off unpaid work
(29.1% vs 22.1%), although these differences were not statistically significant. In the severe
prognostic group, participants in the intervention arm were significantly more likely to report at
least one visit to a GP (83.4% vs 75.8%), mental health nurse (18.1% vs 9.8%), or psychologist (62%
vs 51.2%) in the 12 months since enrolling in the Link-me trial. Note that participants were asked to
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indicate their use of services specifically for their mental health, so these figures may underestimate
participants’ total use of these services.

Table 17 reports the mean number of services reported by participants who endorsed each category
of service use. The only statistically significant difference was between participants in the
intervention and comparison arms overall, relating to the mean number of days off from unpaid
work in the 12 months since trial enrolment (50 days in comparison arm vs. 39 days in the
intervention arm). There were no significant differences between participants in the trial arms
within the minimal/mild or severe prognostic groups.

Of note, we observed that more than one-quarter of the minimal/mild prognostic group reported
use of psychotropic medications over the 12-month follow-up period (28% in the intervention arm
and 26% in the comparison arm). One quarter (25%) of the intervention group and one-fifth (19%) of
the comparison arm reported consulting a psychologist (Table 16). Of those who consulted a
psychologist the average number of sessions was 5 (Table 17).
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Table 16. Participants self-reporting any use of specific services and time off work in the 12 months since trial enrolment, by trial arm and prognostic group

(N =1,071)

Service type

GP
Nurse
Mental health nurse
Psychiatrist
Psychologist
Allied health
Other health professional
Medication
Ambulance
Emergency department
Hospital
Residential care
Any service use [1]
Online therapy
Smartphone apps
Self-help (Books/DVDs)
Any service use [2]
Time off paid work

Time off unpaid work

All
participants
(comparison)
n=549

n (%)
317 (57.1)
37 (6.7)
30 (5.4)
103 (18.6)
197 (35.5)
74 (13.3)
36 (6.5)
258 (46.6)
15 (2.7)
30 (5.4)
17 (3.1)
7(1.3)
373 (67.1)
50 (9.0)
122 (22.1)
149 (27.0)
411 (73.9)
236 (42.8)
215 (39.0)

All participants Minimal/mild Minimal/mild
(intervention) prognostic prognostic
n=522 group group
(comparison) (intervention)
n=268 n=25
n (%) p value n (%) 5@
334 (62.9) .05 101 (37.4) (4&?
47 (8.9) .18 5(1.9)
50 (9.4) .01 2(0.7) \/ e
121 (22.8) .09 15 ( 5@. &\ 2)
234 (44.1) <01 @ Q& << 66 (25.4)
84 (15.8) 25 Q?rﬁ Qg)"é\ 27 (10.4)
40 (7.6) 49 \2\?9 &@{O 10 (3.8)
244 (46.2) Q<< 6925, 7) 73 (28.1)
23 (4.4) @ Q% 0.0) 3(1.2)
32 (6.1) Q @D 0 1(0.4) 4(1.6)
18 (3. 4{) <<<2~ ZQQ‘ 0(0.0) 2(0.8)
\3@ \2\((, @411 0(0.0) 0(0.0)
386 (729 .04 123 (45.4) 143 (55.0)
48 (9.1) 96 17 (6.3) 17 (6.5)
110 (21.0) 66 44 (16.4) 43 (16.8)
150 (28.6) .55 58 (21.6) 57 (22.3)
409 (77.0) .24 152(56.3) 162 (62.3)
215 (41.0) .55 99 (37.1) 78 (30.2)
215 (41.0) 50 59 (22.1) 75 (29.1)

p value
.33
.51
.59
11
.07
.17
.75
.53
.08
.16
.15
n/a
.03
91
91
.86
.16
.10
.07

Severe
prognostic
group
(comparison)
n=281
n (%)
216 (75.8)
32(11.2)
28(9.8)
88 (30.1)
146 (51.2)
55 (19.3)
27(9.5)
189 (66.3)
15 (5.3)
29 (10.2)
17 (6.0)
7 (2.5)
250 (87.4)
33(11.6)
78 (27.5)
91 (32.0)
259 (90.6)
137 (48.2)
156 (54.9)

Severe
prognostic
group
(intervention)
n=266
n (%)
226 (83.4)
44 (16.2)
49 (18.1)
97 (35.8)
168 (62.0)
57 (21.0)
30(11.2)
171 (63.8)
20(7.5)
28 (10.4)
16 (6.0)
2 (0.8)
243 (89.7)
31 (11.6)
67 (25.0)
93 (34.7)
247 (91.1)
137 (51.5)
140 (52.6)

p value
.03
.09
<.01
.22
.01
.61
.52
.54
.29
.93
1.0
11
.40
1.0
51
.51
.81
A4
.59

Notes: Participants were asked about their use of services specifically for their mental health. All p values calculated using Chi-square test. [1] Includes health professional visits, medications,
acute care (ambulance, emergency department, hospital), residential care. [2] Includes health professional visits, medications, acute care, digital/self-help materials (online, apps, self-help).
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Table 17. Mean number of self-reported visits to services and days off work in the 12 months since trial enrolment, by trial arm and prognostic group

Service type

GP
Nurse

Mental health
nurse

Psychiatrist
Psychologist
Allied health

Other health
professional

Ambulance
Emergency
department
Time off paid
work (days)

Time off unpaid

work (days)
Hospital (days)

Residential care

All participants
(comparison)

Mean
(min, max)
6.36 (1,80)
3.42 (1,24)
5.32(1,37)

5.04 (1,42)
7.31(1,130)
9.70 (1,90)
6.61 (1,54)

1.60 (1,6)
2.10 (1,10)

41.47 (1,260)

50.14 (1, 365)

18.12 (1,120)
24.57 (1,120)

All participants
(intervention)

Mean
(min, max)
5.56 (1,32)
3.66 (1,20)
5.43 (1,49)

4.62 (1,44)
7.98 (1,70)
7.24 (1, 90)
6.44 (1,52)

1.40 (1,3)
1.75 (1,8)

41.66 (1, 260)
38.77 (rﬂz\%\

45.64 (1,185)

no observations

value
.08
74
.93

47
.30
.09
.92

o‘?

77

n/a

Mean Mean p
(min, max) (min, maxb‘ value
3.33(1,34) 3.10 (1 56
1.60(1,3) %b .94
1.50 (1,2) @%1 72
2.67 (1,8) \, én\gm 23
4.49 (1,2 (1 18) 24
?\
4.47 @ Q Ka.74 (1,30 83
8 g?ué@ e 7.80 (1,52) 84
A @
.63 é&no Q§er@-t-|ons 1(1,1) n/a
g\ O é?l 1) 1.25(1,2) 84
Qg/ ,Q?\Qfa 58 (1,260) 21.19 (1,260) 58
21.34 (1,180) 20.19 (1,110) 77
no observations 5.5(1,10) n/a
no observations no observations n/a

Minimal/mild

prognostic group

(comparison)

Minimal/mild

prognostic group

(intervention)

Severe

prognostic group

(comparison)
Mean
(min, max)
7.79 (1,80)
3.71(1,24)
5.62 (1,37)

5.44 (1,42)
8.31(1,130)

11.51 (1,90)
5.89 (1,52)

1.60 (1,6)
2.14 (1,10)

54.41 (2,260)

61.03 (1,365)

18.12 (1,120)
24.57 (1,120)

Notes: Participants were asked about their use of services specifically for their mental health. All p values calculated using negative binomial regression
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Severe prognostic

group
(intervention)

Mean
(min, max)
6.74 (1,32)
3.80 (1,20)
5.52 (1,49)

4.85 (1,44)
9.04 (1,70)
8.54 (1,90)
5.97 (1,26)

1.44 (1,3)
1.82 (1,8)

53.48 (1,260)

48.59 (2,260)

23.07 (1,185)

no observations

value
A1
.92
.94

.39
.39
.15
.96

72
.46

91

.08

.64

n/a
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6.3. Calculation of costs

6.3.1. Intervention costing

The cost of the Link-me intervention was calculated using a micro-costing approach, with the
intervention divided into three components: the screening phase (i.e., completion of the Link-me
DST in GP waiting rooms), the care navigation process and care packages (Table 18). Screening phase
costs included those associated with IT/communication systems required to triage and follow
participants, and the purchase of tablet devices for participants to use to complete the Link-me DST.
The opportunity cost of a receptionist’s time to hand out the devices and provide a brief
introduction to the process was also estimated. The average health sector cost per person invited to
complete the screening phase was estimated at $7.34 for the base case analysis.'? This cost does not
include the initial development of the Link-me DST since these costs were already expended (sunk
costs). When the initial development costs were included in the cost of screening the average cost
per person increased to $9.83. Q,Q‘

The costs of care navigation included the training sessions for car v@tors and care navigator
time spent undertaking clinical duties (i.e., working with parti@antsﬁ?aising with the GP and other
health professionals on their behalf, researching services, %ng:}o(%@ and so on). Care navigators
were asked to record, for each shift, the time they spenéén r{ze% (\I'}\ical tasks, trial specific tasks
(e.g., trial-related meetings) and other activities (e. aff\ineetings). In the base case analysis
presented here we did not include trial-specific c’{/%clggé ities, but based our cost estimates on
the average proportion of time spent in cIinichQa’ '@%T 61%). This led to an estimated average
health sector cost for care navigation of gll rg@’son triaged to the severe prognostic group

and randomly allocated to the intervgxi r@?m@'g—- 420).
Qo%

It is worth noting that in the tri \¥ -Aé&intervention, including the delivery of care navigation,
was most likely not running @Q&IIQ&n ic efficiency. This is because the rollout of the actual
process of care navigatio(%@as‘f‘(t I éhg fine-tuned, there was trial-related work required of care
navigators, and therg&@& y@};arning” effects being incurred. If Link-me was running at steady
state the throughput of participants would be increased, learning effects finalised and therefore the
average cost per person (as well as average cost per contact) would likely be reduced.

12 Base case analysis refers to the analysis which includes the most likely unit cost and outcome estimates. The
base case analysis can be varied in sensitivity analyses where variations in costing (or outcomes) assumptions
are made to determine any notable impacts on results.
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Table 18. Intervention costing

Item Unit cost Unit Quantity Total cost Reference/Assumptions

Screening phase (all participants)

urvey evelopment ,
S /DST devel $61,423
Survey/DST implementation and maintenance $153,000
iPads to undertake survey/DST $460.75 Each 39 S17 @9 Assumes outright purchase; no maintenance and
QQ/ working condition at end of 1 year with 5% discount
\)e qu’ rate on resale price
Receptionist time to approach participants in $23.39 Hours 410 QS) A ,595 Assumes 1 minute of receptionist time per
waiting room [1] Q,?\ ?"O &\2\ encounter; includes 25% on-costs
Subtotal without sunk costs Q/\/ O% ?%1'80,564
Subtotal with sunk costs %Q ?'S\ Q\Q/$241,987
Average health sector cost/person invited to trial {é(/ Q_g&“ﬁ@Q $7.34 Base case estimate applied to all participants in
without sunk costs Q ®) intervention arm but not control arm
O K>
Average health sector cost/person invited to trial \2\?‘ \%& 4,616 $9.83 To be applied in a sensitivity analysis
(includes sunk costs) é\ O<< ??‘
Care navigation (severe symptom group only) \)%O QQg
O
Care navigator training - catering (one day session) éas((@g/&\?br person 11 $165 10 care navigators underwent training plus the
\2@ & < trainer
Care navigator training - trainer cost (clinical & &77. 4 Day 3 $3,833
psychologist)
Care navigator time (intervention efficiency as $49.34 Hours 9,653 $476,280 Assumes 61% of care navigator time was spent in
experienced in trial) clinical activities; includes 25% on-costs
Total care navigation cost as implemented in trial $480,278
Average health sector cost/person with severe 420 $1,144 Base case using average within trial efficiency.
symptoms randomised to intervention arm Applied to participants in the severe prognostic
group and intervention arm only
86
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Item Unit cost Unit Quantity Total cost  Reference/Assumptions
Care packages Specific to Will be applied to individual participants
individual
Notes: DST = Decision support tool. [1] Hourly wage estimated using ABS Employee Earnings and Hours, Australia, May 2018; ANZSCO code 5421 Receptionist.
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6.3.2. Total health sector costs

Health sector costs include those costs of health services, paid by participants or third-party payers.
In this analysis total health sector costs were calculated for each participant as the sum of
intervention costs (including screening, care navigation and care packages) and other health care
resource use. The results were reported separately over the six-month and 12-month follow-up. The
12-month costs are inclusive of the six-month costs.

6.3.3. Total societal costs

The partial societal perspective incorporated the health sector costs described above, plus the cost
of lost productivity. Participants were asked about the number of days (in the past six months) they
had taken off from paid and unpaid work. They were also asked to report the number of days (in the
past six months) when they were bothered by mental health problems while at work along with a
guestion regarding their average capacity during these periods. The detailed methods for costing
this information is contained in Appendix 16. Only participants who reggrted that they were actively
working were included in the analysis of paid work productivity. Q

SV
o o H i '\q
6.4. Within trial analysis é& N &

The statistical analyses for the economic evaluation f%&%&he &ciples detailed in Chapter 4 for
€

the primary outcome analysis and employed a%ﬁ@hor@s t(ggfapproach, where all individuals

randomised were included in the analysis by th @ ial arm status regardless of whether
&in &ry @on. Multiple imputation was used to
account for missing cost and outcome datg> I@n@é’es reported in this chapter were also
conducted according to the publicly &ilab@ tagi'}ical analysis plan [37], with all analyses
completed using Stata 15.0 [63]. @Q/ e ng
O é) Q

The K10 psychological distressscate, tQ{(primary outcome measure in this trial, was used to assess

they received all, part or none of the inten

the benefit of the Link—m% ?<ng o&sﬁpped mental health care. The difference in mean total health
sector and societal co@&‘ eer@ne intervention and comparison arms was compared to the mean
difference in K10 scores between the intervention and comparison arms. These are presented as
incremental cost-effectiveness ratios (ICERs). We also calculated quality adjusted life years (QALY),
using the Australian value set for the EQ-5D-5L to derive utility values at each assessment time point
[64]. The utility values at baseline, 6 and 12 month follow-up were used to calculate total QALYs for
each participant using the area under the curve method [65].

An analysis technique that accounts for the skewed nature of cost and QALY data (generalised linear
models) was used to estimate the differences between the intervention and comparison arms at six-
and 12-month follow-up with adjustment for prognostic group (minimal/mild vs. severe) and
baseline K10 scores. As with the primary analysis, general practice site was not included in the model
for the primary analysis but included in a sensitivity analysis. Separate generalised linear models
were used to estimate the difference in total health sector and societal costs as well as QALYs
between the intervention and comparison arms.
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ICERs were calculated as the difference in average costs between the two arms, divided by the
difference in average outcome (i.e., K10 scores). Average ICERs and Cls were calculated using a
nonparametric bootstrap procedure, with 1,000 iterations to reflect sampling uncertainty.

6.5. Within trial findings

6.5.1. Health sector costs

Cost data was highly skewed with many participants reporting very low or no health sector costs. For
all participants, the intervention arm was found to have significantly higher mean health sector costs
than the comparison arm at both six- and 12-month follow-up. The mean difference at six-month
follow-up was $24 (95% Cl $9.3 to $44.3) and increased to $50 (95% Cl $10.0 to $12.0; Table 19) at
12-month follow-up. The mean difference varied between the primary and sensitivity analyses but
remained statistically significant at six and 12-month follow-up.

The intervention arm of the minimal/mild prognostic group had high%/Qwean costs at both six and
12-month follow-up, but these differences were largely non-signifi .Only the primary analysis
using imputed data found that the intervention group had a st@t@ig{:@’signiﬁcant higher average

mean cost of $59 (95% Cl 6.1 to 133.8) at 12-month foIIow-gﬁ/ Q&

¥y <X
For the severe prognostic group, the intervention ar ésa\tist@rﬂy significantly higher health
sector costs at six-month follow-up (mean differe QS 4@)‘ e the mean difference between

groups was larger at 12-month follow-up, incre@/@n 645%(95% Cl -151.9 to 1817.8) it was
statistically non-significant in the primary a@@s'@(ﬁ Q‘é&ensitivity analyses the mean differences
were smaller but significantly different ng e§g Q&s The sensitivity analysis using only complete
cases found a mean difference of $366Y{9 él @é to 801.5). The sensitivity analysis using complete
cases and adjusting for GP practi@& Q@g difference of $492 (95% Cl 142.6 to 1030.6).

6.5.2. Societal cost OQ\\)Q/((/QQ{(’

e JY.A% % QQ~ R
There were no signifi Q}t» dig(érer@ in mean societal costs between the intervention and
comparison arms, ovéall'& within prognostic groups at either six- or 12-month follow-up (Table 20).

This pattern of results was observed in both the primary and sensitivity analyses.

6.5.3. Quality adjusted life years

Unsurprisingly, given there were no observed differences in quality of life (as reported in Chapter 4),
we did not detect any significant differences in QALYs between the intervention and comparison
arms across any levels of severity in either prognostic group, nor the sample overall.
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Table 19. Health sector costs, including intervention costs, according to trial arm, in total sample and stratified by prognostic group

Comparison, n

Intervention, n

Six-month follow-up
Mean cost (SD) [1]
Comparison

Intervention

Mean difference, Coef. (95% Cl)
Primary analysis [2]
Sensitivity analysis [3]

Sensitivity analysis [4]

12-month follow-up
Mean cost (SD) [1]
Comparison

Intervention

Mean difference, Coef. (95% Cl)
Primary analysis [2]
Sensitivity analysis [3]

Sensitivity analysis [4]

All participants p value

837
834

$1,247 (4,473)
$2,231 (6,716)

$24 (9.3 to 44.3) <0.0001
$20 (6.1 to 40.0) 0.002 o
$24 (7.3 10 46.3) 0.002

K
$2,787 (9,87, O %
samu@%&g’ Q;\

$50 (10.0 to 102.0) 0.011
$31 (8.7 to 63.8) 0.003
$31 (8.4 to 62.3) 0.003

Minimal/mild
prognostic group
416
414

S 1, /\Q\

fé Pl
%Q‘ v/\\d\

@Q’Oqg%% t0 78.7)

(-3.5 to 60.0)
17 (-2.2 to 49.6)

$640 (1,801)
$991 (2,448)

$59 (6.1 to 133.8)
$31 (-15.3 to 114.0)
$23 (-9.9 to 82.4)

p value

0.106
0.108
0.092

0.025
0.108
0.214

Severe
prognostic group
421
420

$2,178 (6,057)
$4,006 (8,984)

$340 (125.7 to 643.7)
$227 (45.1 to 514.4)
$320 (93.8 to 668.8)

$4,908 (13,498)
$6,710 (16,476)

$645 (-151.9 to 1817.8)
$366 (85.6 to 801.5)
$492 (142.6 to 1030.6)

p value

<0.0001
.009
0.002

0.128
.005
.002

Notes: SD = Standard deviation; Coef. = Estimated coefficient; Cl = Confidence interval. [1] Estimated using multiple imputation. [2] Mean for intervention arm minus mean for control arm

estimated using generalized linear models (gamma family, log link) adjusted for baseline K10 (all models) and prognostic group (model with all participants only). Estimated using multiple

imputation. [3] Sensitivity analysis using complete cases only using generalized linear models (gamma family, log link) adjusted for baseline K10 (all models) and prognostic group (model with
all participants only). [4] Same as [3] but adjusted for general practice.
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Table 20. Societal costs, including intervention and lost productivity costs, according to trial arm, in total sample and stratified by prognostic group

Comparison, n

Intervention, n

Six-month follow-up
Mean cost (SD) [1]
Comparison

Intervention

Mean difference, Coef. (95% Cl)
Primary analysis [2]
Sensitivity analysis [3]

Sensitivity analysis [4]

12-month follow-up
Mean cost (SD) [1]
Comparison

Intervention

Mean difference, Coef. (95% Cl)
Primary analysis [2]
Sensitivity analysis [3]
Sensitivity analysis [4]

Notes: SD = Standard deviation; Coef. = Estimated coefficient; Cl

All participants p value Minimal/mild prognostic group
837 416
834 414
<</<2~
Vg
$5,575 (12,302) $2,647 (7 3§ q‘b
$6,529 (13,315) $2, 61%((9
REIN /\Y\
R
$97 (-64.3 to 298.1) 0.261 Q/ ‘?~144'<6\%B 351.0)
$109 (-64.1 to 333.2) 0.241 %Q/ .8 t0 368.7)
$144 (-72.8 to 423.6) 0.21§@ é{ -176.4 to 482.4)
\2\ A\
A8
S a O N
S

$11,022 (21 538@ I
$11,553 (23@ &/‘(Q:\'Qz\

S

R

$115 (-203.1 to 504.7) 0.505
-$9 (-223.2 to 271.5) 0.946
S1 (-243.3t0 319.7) 0.993

$4,749 (11,190)
$5,136 (12,390)

$179 (-162.1 to 658.9)
-$93 (-233.7 to 124.7)
-$91 (-224.3 t0 117.9)

p value

0.642
0.456
0.615

0.344
0.345
0.336

Severe prognostic group
421
420

$8,469 (14,906)
$10,383 (16,354)

$678 (-72.2 to 1624.2)
$443 (-158.9 to 1280.0)
$546 (-132.9 to 1431.4)

$17,221 (26,903)
$17,878 (28,856)

$344(-1835.1 to 3057.2)

-$111 (-2480.6 to 2480.6)

-$24 (-2619.6 to 3468.6)

p value

0.080
0.164
0.125

0.778
0.937
0.998

= Confidence interval. [1] Estimated using multiple imputation. [2] Mean for intervention arm minus mean for control arm

estimated using generalized linear models (gamma family, log link) adjusted for baseline K10 (all models) and prognostic group (model with all participants only). Estimated using multiple
imputation. [3] Sensitivity analysis using complete cases only using generalized linear models (gamma family, log link) adjusted for baseline K10 (all models) and prognostic group (model with
all participants only). [4] Same as [3] but adjusted for general practice.
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6.5.4. Incremental cost-effectiveness ratios

The differences in costs, outcome measures and ICERs using the 12-month follow up data are
reported in Table 21. The incremental cost per point change in the K10 score across all participants
from the health sector perspective was $2,371 (95% Cl 1963 to Dominated). Figure 10 displays the
1000 bootstrap iterations used to estimate the confidence intervals for the ratio of cost per point
change in K10 score across all participants from the health sector perspective. Note that the
direction of the change in K10 score has been reversed so that improvement is reflected by positive
change scores. The majority of iterations (92.5%) fall within the northeast quadrant of the cost-
effectiveness plane, demonstrating that higher health sector costs for Link-me compared to the
comparison group were associated with improvement in K10 scores. Only 6.7% of iterations were
found in the northwest quadrant where higher health sector costs were associated with worse K10
scores.

From the societal perspective the cost per point decrease in the K10 was estimated at $1,217 (95%
Cl Dominant to Dominated). Viewing the 1000 bootstrap iterations us(gg'to estimate the confidence
intervals for the ratio of cost per point change in K10 score acros aqt)upants from the societal
perspective in Figure 11, the majority of points (66.8%) reade@ a@rtheast quadrant indicating
higher societal costs for Link-me compared to the compari ere associated with higher
K10 scores. Nearly one quarter of the iterations fall W|\/{o/ P@%ut\ﬁ}ast guadrant, indicating that
Link-me was dominant (lower societal costs and m;@/ 08cores) compared to the comparison

group. Q/@é@@?‘ O<<
In the minimal/mild prognostic group the c@tQ% 90' hange in K10 ICER indicated that the
intervention was dominated by the co iggﬁgcq% from both the health sector and societal

perspectives. This means that the ¢ th@gér and the mean difference in K10 score was
higher (indicating worse sympto\@ %@e rvention arm compared to the comparison arm.

For the severe prognostic @Q Qgé@emental cost per point decrease in K10 score was $1326
(95% Cl 28 to 8361) fro \3(\@3 @laector perspective and $479 (Dominant to 1593) from the
societal perspective. '&

The incremental cost per QALY ratios were not calculated since there no significant differences in
EQ-5D utility values or QALYs detected between the intervention and comparison arms.
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Table 21. Incremental cost-effectiveness ratios at 12-month follow-up (based on unadjusted cost differences)

All participants
Health sector cost/change in K10 score
Societal cost/change in K10 score
Minimal/mild prognostic group
Health sector cost/change in K10 score
Societal cost/change in K10 score
Severe prognostic group
Health sector cost/change in K10 score
Societal cost/change in K10 score

costs and greater benefits than the comparator.

Notes: Cl = Confidence interval; ICER = Incremental cost-effectiveness ratio, based on booL@iﬁ @lti

FOI 2758

Difference in mean costs

(95% Cl)

1096 (198 to 2036)
526 (-1138 to 2159)

346 (142 to 555)
396 (-675 to 1553)
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Difference in mean effects

(95% Cl)

-0.46 (-1.04 t0 0.21)
043 (-1.11 10 0,20)

O
0.45(-0.@@3’1)
o.g@.&t\o 1.16)
v R

N,
1781 (63 to 3794) ((, ‘1 - t0-0.45)
642 (-2328 to 3548) QQ‘ ?ét\ ‘(22.23 to-0.42)
%) A
AKX
ORA
S Q%
A
NEEY
&
&
60{(/(8‘ A&
NS
R ©

ICER (95% ClI)
2,371 (1963 to Dominated)
1,217 (Dominant to Dominated)

Dominated (712 to Dominated)
Dominated (579 to Dominated)

1326 (28 to 8361)
479 (Dominant to 1593)

@ ominated = Greater costs and less benefit than the comparator; Dominant = Less
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Figure 10. Cost effectiveness plane of 1000 incremental cost effectiveness ratios of the difference in
mean health sector costs and the difference in mean K10 scores between the intervention and
comparison groups
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92.5%
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Figure 11. Cost effectiveness plane of 1000 incremental cost effectiveness ratios of the difference in
mean societal costs and the difference in mean K10 scores between the intervention and
comparison groups

4000

6.4%

Difference in mean K10 change scores

66.8%

Difference in mean cost

-1.5 -1 1.5

2.1% 24.7%

P
.6. Nati i i lysi
6.6 atlona\!\\g?@%[ﬁentatlon analysis

The likely cost of scari%g u’p&Link-me to be delivered across Australia is dependent on a number of
data sources and assumptions. Here, we describe the likely pathway for the Australian population to
participate in the screening and care navigation provided through Link-me. We also estimate costs of
implementation under a set of base case assumptions and a range of alternative assumptions in
which key parameters are varied (sensitivity analyses).

Under base case assumptions, we estimated the number of people likely to receive Link-me when
implemented within the Australian population using assumptions based on the published literature
and estimates from the trial. The intervention pathway starts with Australian adults aged over 18
years based on the Australian Bureau of Statistics population data from 2018 [66], as shown in
Figure 12. Based on information from a recent report of the Royal Australian College of General
Practitioners, 87.8% of Australians visit their GP each year [67]. From those adults attending GPs,
37.1% of people attending GP practices in the Link-me trial refused screening, leaving 62.9% likely to
complete the DST in a GP waiting room at least once during a year.
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From there it was estimated that 11.9% of individuals screened in GP waiting rooms would fall into
the severe category, making them eligible for care navigation [68].13 Of those eligible for care
navigation within the Link-me trial, 51% received at least one care navigation contact, and of those,
just over half (54%) received care package funding through PHNs. Of those eligible for care
navigation within the Link-me trial, 51% received at least one care navigation session, and of those,
just over half (54%) received care package funding through PHNs.

The initial cost of screening was based on the DST being completed in GP waiting rooms using a
similar method to that used within the trial. This would require one iPad being purchased ($529) [69]
by each of the estimated 6300 GP practices across Australia [67]. It was also estimated that one
minute of receptionist time was needed to introduce the DST. Implementation and maintenance
costs for the DST were estimated at $153,000 annually based on information from the trial.

The cost of treatments once people have been stratified into prognostic group was based on findings
from the Link-me trial. People who were stratified into the minimal/mild prognostic group were not
assigned any additional treatment costs since there were no differe in health care resource use
found in the trial. For those stratified into the severe prognostic p(,b‘lt,was assumed that 51%
received five one-hour care navigation contacts. From the m&\;@er d@otal estimated contacts, the
number of full-time equivalent care navigators needed ea I%yea('yva%alculated. The calculations
assumed that care navigator time was spent exclusive y\/gﬂorl@ ith clients. The cost of a one-day
training session for care navigators was based on 2 i rs per live session with a dedicated
trainer (daily cost of $1278). Care navigator wa @?5 d on the hourly rate paid to care
navigators in the trial (549.34). The cost of a%@r % {Iz/gk was estimated at $669 based on the
ackages provided within the trial.
packages p X \é&@

A
Due to the uncertainty with assum@n@% Q&estimates used in the calculations, sensitivity
i i

analyses were conducted by va @/ inputs. The values varied included the percentage
screened as severe, percent@@a ding-care navigation, and the number of contacts provided.
o\

It was also identified t@gt’h Il@ﬂ‘y of screening may be undertaken online using mobile phones,
laptops or home com'%ute'rg. Similarly, the care navigator training may be implemented in an online
format. The effect of these alternate scenarios on costs were also calculated.

13 We based this estimate on data from modelling of data from the Target-D trial which used the precursor
diamond algorithm for predicting future depression severity.
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Figure 12. Estimated population figures for Link-me implementation

| 19,395,635 2018 Australian adults (aged 18-100 yrs) |

=]I 2,366,268 Not attending general practices |

| 17,029,367 (87.7%) Attending general practices |

=]I 6,317,895 Decline to Complete Decision Support Tool |

| 10,711,472 (62.9%) Complete Decision Support Tool |

=]I 49,436,807 Minimal/mild or moderate prognostic group |

| 1,274,665 (11.9%) Severe prognostic group |

v =]I 624,586 Refuse care navigation |

| 650,079 (51%) Participate in care navigation |

( |
304,919 N k
i g i o care package

| 344,160 (53%) Access care package funding |

o o e o 3 @%
6.7. National implementation flndlg%gv
N

The total annual cost of implementing Link-me nationally u 9 tig\se case assumptions was
estimated at $414 million, or $637 per year per person a&t}ﬁ |&c\/ navigation as shown in Table
22. Screening in the base case is estimated to cost $ @Wch includes the purchase of
equipment (one iPad per GP practice), receptionj i@m iqt duce the survey (one minute per
person), and annual maintenance costs for tl‘Q) <& &O

&
The cost of care navigation depends on (PX” care navigators. The base case estimated that
a total of 1782 care navigators WouIQg\e requiregd-This was based on the 51% of the people in the
severe prognostic group receiviz@\ e @rgg care navigation each. This assumed that care
navigators spent all of their tifieo Q/igation (i.e., no additional time was included for
administrative tasks or pr Si deVelopment), either in direct patient contact or out-of-session
tasks including resear@%%@n@hication with other services involved in the patients care.

AR

Total care navigator training costs were estimated at $113,839. Care navigator wages over a year
totalled nearly $174 million. The cost of care packages was the largest cost category estimated at
over $230 million.

Due to the uncertainty in the base case assumptions, sensitivity analysis varied key assumptions.
Increasing the percentage of people who would attend care navigation contacts to 75%, increased
total annual costs to just under $605 million dollars or $633 per year per person attending care
navigation. Increasing the number of care navigation contacts attended to the full eight contacts
available in the Link-me trial would lead to total costs of approximately $519 million dollars and
$798 per year per person attending care navigation. Increasing the percentage of people in the
severe prognostic group to 20% (the percentage of people with severe symptoms from the 2007
National Survey of Mental Health and Wellbeing [50]), resulted in a total cost of S689 million.
Because this increase was driven by greater volume of people eligible for care navigation rather than
a change in the cost of care navigation itself, the cost per person per year remained relatively stable
at $631.
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An alternative scenario where the DST was implemented on general practice attenders’ own device
would decrease the cost of screening by approximately $10 million. The resulting estimated total
implementation cost would be $404 million or $622 per year per person attending care navigation.

Delivering the care navigator training online was estimated to decrease training costs by $100,000
and therefore had little effect on the overall total cost or per person costs.
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Table 22. National implementation cost estimates

Component costs
Screening
Care navigator training
Care navigator wages
Care package costs
Total

Cost per person attending care navigation

FOI 2758

Base case 75% attending

assumptions care navigation contacts

$10,124,315 $10,124,315 $10,124,31<§~
$113,839 $167,410 slsz,@/
$173,739,092 $255 498, 665 $27 g@/

$230,242,768 $338,968,520 @,}Qi\,ms
$414,220,014 $604,758,910 5@3% 3
$637 $633 (<>/
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8 care navigation

20% screened
severe

$10,124,315
$191,326
$291,998,475
$386,962,636
$689,276,751
$631

Screening on
person’s own
device

$153,000
$113,839
$173,739,092
$230,242,768
$404,248,699
$622

Care navigator
training online

$10,124,315
$12,776
$173,739,092
$230,242,768
$414,118,952
$637
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6.8. Summary

This chapter provided the estimated cost of delivering the Link-me model of stepped mental health
care, the additional resource use and lost productivity reported by participants, and the total health
sector and societal costs for the intervention and control arms as well as incremental cost-
effectiveness ratios from the trial. Overall, the results suggest that the average cost to the health
sector of screening general practice attendees in GP waiting rooms was $7.34 per person. Health
sector costs were $50 per person higher in the intervention arm than the comparison arm, with a 1-
point improvement on the K10 coming at a cost of $2,371 in addition to costs associated with usual
care. The cost per point decrease in the K10 was slightly lower from a societal perspective, at $1,217
overall. There was a 25 percent probability that Link-me was dominant (lower cost and improved
K10 scores) over the comparison condition from the societal perspective.

The health sector cost of delivering care navigation to people with severe and complex mental illness
was estimated at $1144 per person, with an incremental cost per poi provement on the K10 of
$1326 from a health sector perspective and $479 when productivi eLa\‘Eed costs were also
considered. It is important to note that the analyses reported &e,\%qad self-report data that
includes both health care system costs (i.e., those paid by théﬁgc&’)ém ent) as well as out of pocket
costs paid by the service recipient. We are awaiting Med@?@%‘i ata to validate the self-
reported health care costs (consent to access this d o r%\@éd by 36% of the trial participants).

Due to the time required to extract the Medicarg(/t&t@?w(a%n t able to be included in this report.

&

The trial data suggest that triaging participagt?ir(é@e «lmal/mild prognostic group to low intensity
services was not associated with lower e@&é &s@fd be considered an offset to the increased
H

costs of care in the severe prognos%{ @Ever, given that improvements in outcomes were

cgroy6)
observed this does not mean th§§b k@%iggat a cost effective or an efficient intervention model
but rather that improvemen6® L sq/@d within the context of higher costs.

An interesting, relatjéi&din%\xae-tbat those in the minimal/mild prognostic group who were
offered low intensit viges were significantly more likely to use formal health services and had a
significantly higher average mean health sector cost at 12-month follow-up than their usual care
counterparts, possibly (at least in part) due to their greater use of psychology services. Given that
the trial did not restrict access for this group to more intensive forms of care, such as psychology
services, one possible explanation is that exposure to the Link-me DST and associated processes
prompted them to use services, but they used formal services in preference to low intensity services.

The trial data did not demonstrate significant differences between groups on the EQ-5D-5L and
therefore there were no significant differences in QALYs. It may be that this very brief generic quality
of life measure could not detect improvements in specific quality of life domains that were relevant
to participants but not measured by the EQ-5D-5L (e.g., self-esteem). While a published
transformation algorithm from the K10 to other utility values could have been used to estimate
potential QALY improvements [70], the difference in K10 at 12-month follow-up was not statistically
significantly different between groups so we did not undertake this analysis.

This chapter also provided estimates for the cost of implementing Link-me across Australian general
practitioners. The total cost for the first year of implementing Link-me nationally was estimated at
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$414 million. This cost would increase to as high as $604 million if a greater proportion of people
were to utilise care navigation or participate in more care navigation contacts. The main factor
increasing costs appeared to be the proportion of people stratified into the severe prognostic group
by the DST. If this were to increase to 20%, the cost of implementing Link-me would potentially
exceed $689 million in the first year. However, the cost of national implementation was estimated to
decrease to $404 million if the DST was completed using participants’ own devices. Evaluating the
implementation costs based on the projected number of people accessing care navigation services
provided an estimate of $637 per person per year. This is considerably lower than the ongoing
annual cost of $13,434 per person calculated for people with severe and persistent mental illness
participating in the Partners in Recovery initiative in Australia [71].
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7. Conclusions

A key feature of Link-me was its integrated approach to assessment and intervention, using digital
and human modes to link individuals at both ends of the symptom severity spectrum with service
options within and outside of the mental health system. The need to improve integration of primary,
specialist, and ancillary services to support whole-of-person care is recognised internationally [19,
72-74).

7.1. Key findings

7.1.1. How was the clinical care coordination model for people with severe
and complex mental illness implemented and what were the barriers
and enablers?

&
7.1.1.1. What we set out to do <§</

We sought to address this question by implementing care navi&)ﬁg\c@%nodel of clinical care
coordination) in 23 general practices and collecting informago@n El')ﬁgou h interviews, meeting notes,
and workshop findings about the experience of care nav&g;ﬁ n%cr\/ different sites. We defined
the Link-me model of care navigation as one in whic&@f&@% ssional worked collaboratively
with general practice attendees and GPs to de\%?a déé\@e ent a structured care plan designed
to meet self-identified priorities. A key featur, 'U(-Qe approach was a focus on improving
mental health through addressing both mefta ys@nd social needs. Our intention was that
care navigators would not require spe&iaa‘st {Q% ealth training but that they could work across
the mental-physical-social service s@&n@ expected the care navigator to become an
integral part of the general prac\b@ feel comfortable in the practice and would see
general practice attendees v&ﬂné@ tice location. To support a generalist model of health care,
we designed a position d%ﬁ@l {@% fich outlined the skill set that a care navigator needed, a brief
training package and@@\g' “sdpported care planning toolkit to guide their work as they went
about working with the results of the Link-me DST and the individual’s self-identified priorities. We
were explicit in the care navigator training that their role was to navigate care and work closely with
the GP in the practice, and not to serve as therapist or clinician. Key to our approach was the notion
that supporting individuals to address long term physical or social problems could have a major

impact on mental health outcomes.

7.1.1.2. What we found

Our findings support the feasibility of delivering care navigation in the general practice setting.
Generally speaking, the Link-me DST was acceptable to GPs and general practice attendees (with
mixed views on exactly when and where the tool should be completed for example, in a private
room, or during a consultation, or on an ad hoc basis in the waiting room). Our interview data
showed that people who participated in care navigation found the experience beneficial, and the
Link-me DST served as a prompt to reflect on priorities ahead of meeting with care navigators.
Overall, most of the GPs valued the role of the care navigator, and care navigators found the role
rewarding. We identified a number of enabling factors that support the implementation of care
navigation, including: the recruitment of health professionals with a skill set well matched to the
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requirements of the role; a user-friendly web platform to guide the delivery of structured care
planning; and care navigators being well embedded, supported by their PHN, and having clear lines
of accountability and reporting. The conceptual importance of the motivational interviewing-
inspired approach used in Link-me was borne out in the care navigator experience, with all care
navigators considering this approach an integral component of the role. There were some barriers
identified, including variable buy-in from GPs (which may have impacted completion of the DST and
participant engagement in Link-me), and processes to be smoothed out (e.g., ensuring timely
opportunity for communication between the care navigator and GP re participant progress and risk
issues).

7.1.2. Does clinical care coordination produce improved outcomes and
experiences of care for people with severe and complex mental iliness
who are being managed by GPs in primary care?

7.1.2.1. What we set out to do

We sought to develop and apply a systematic approach to identifyi ?ﬁQt;ividuaIs who might benefit
from care navigation, a model of clinical care coordination. This k& a{gb asking general practice
attendees to complete the Link-me DST on a tablet-device. T{‘@Q_i%%e DST is underpinned by a
population health approach to primary care which identjfjes ms@&fd&}aé likely to have mild,
moderate, or severe symptoms of depression or anxi@fm\ e Wnths’ time. Among those in the
severe prognostic group, half were randomly assig\&gj‘t@ﬁ’e eﬁ&e care navigation and the other half
to receive usual care. We surveyed both groups/st 2(Months later to determine their mental
health outcomes, in terms of psychological dis rdgg,) ession, anxiety, days out of role, and quality
of life. In addition, we sought to underst@\% ) e&p\&'lence of care by interviewing a sub-set of
people from each PHN who had pa%‘/ i ;&e@invg‘feast one structured care navigation contact.

S

R\

7.1.2.2. What we found 00 <<§>

In the Link-me trial, 420 pa@cipgﬁ ﬁ{%ﬁe severe prognostic group were allocated to receive care
navigation, of whom h&g at least one structured care planning contact with a care
navigator over a median dﬁ’ation of 4 months. The trial showed that care navigation was effective in
reducing psychological distress among people with an expected severe symptom trajectory over the
next three months. At six-month follow-up, care navigation participants reported greater reductions
in psychological distress at 6 months than those who received usual care, with a standardised mean
difference of -0.09 (95% Cl: -0.17 to -0.01). This corresponds to an effect size estimate of 0.26 which
is considered clinically meaningfully different and is similar to the small-to-moderate effects typically
observed in other collaborative care studies [6, 75]. At 12-month follow-up, the average
psychological distress score for the intervention group was similar to that at six-month follow-up,
however the magnitude of the difference between groups had attenuated. This indicates that care
navigation resulted in more rapid reductions in psychological distress than usual care, and that the
improvement was maintained beyond the duration of the intervention.

Importantly, these results were observed despite only half of those allocated to care navigation
receiving one or more structured care navigation contacts. When we accounted for the intensity of
care navigation received, we found that the greater the number of elements of care navigation
received, the greater the effect on psychological distress compared to usual care: at six-months, this
equated to a 4-point improvement for people who also had an action plan developed relevant to
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their needs; a 5-point improvement for people who received a referral to other services; a 7-point
improvement for those who were approved for care package funding; and an 8-point improvement
for people who also accessed a care package-funded service. Although there is no assumption that
all individuals in the severe prognostic group require the full course of 8 structured contacts, or care
package funding, further efforts to optimise this intervention, including improving uptake and
engagement, appear warranted given its effect on clinical outcomes and positive feedback from
participants, GPs, and care navigators.

Contrary to expectations, we found no significant effects of care navigation on the secondary
outcomes of depression, anxiety, days out of role, and quality of life. This may have been, in part,
due to the use of measures that were either too specific for a symptomatically heterogeneous group
(e.g., measures of depressive or anxiety symptoms) or too generic (e.g., quality of life) to take into
account domains of relevance to people with mental health problems.

Link-me participants who utilised care navigation mostly reported positive experience of care. They
appreciated the increased self-awareness of mental health issues fr ompleting the Link-me DST
which was carried forward in their contacts with the care navigataors: also reported that having
an action plan tailored to their needs increased their knowle?ég of Su%ports and services and helped
to developed greater insight and the opportunity for self-rgftection:. E?rticipants reported greater
feelings of connection as additional services and pack &&w@s&j&uﬁ}\to place and indicated a sense
sl
participants reported negative experiences cauﬁﬁ&@ral issues at a local level (e.g., long wait
R

lists, staff turnover at PHNs, and transport d%”%l J(

of increased self-confidence to maintain actions an care navigation. Some

Link-me fills an important gap in evide Cg\?\ %ﬁv ffecti

2nce regar e effectiveness of stepped care across
different segments of the severity Q/@t@m is'evaluation shows that using a prognostic tool to
allocate people with severe symp} n@% propriate first step in a stepped care framework (in
this case, care navigation) isegi’ci agdr allows them to receive appropriate care in a timely
manner), effective (as it @QI &?ﬁ@’%re rapid improvement in mental health outcomes than would
be experienced with@a@ ), &ad acceptable (as participants reported multiple benefits from
different elements of the care navigation process).

7.1.3. What are the costs of delivering clinical care coordination for people
with severe and complex mental illness who are being managed by
GPs compared with usual care?

7.1.3.1. What we set out to do

To understand the costs associated with delivering care navigation, we first examined the
components of care packages approved and used by participants, as well as health and other
resource use more broadly. We estimated the cost of the components of the Link-me intervention
including the screening (i.e., Link-me DST completion) and care navigation phases. Our economic
analysis also aimed to evaluate the cost of other health care use and impacts on productivity to
understand if there were any changes that might occur due to the intervention.
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7.1.3.2. What we found

Over 12 months, the health sector cost of delivering care navigation to people with severe and
complex mental illness was estimated at $1144 per recipient. This cost of delivering Link-me within
the trial is comparable to the average costs of collaborative care interventions for treatment of
people with depression in primary care ranging from approximately SAUD 135 to 1900 [76].

Data provided by PHNs indicated that 27 percent of participants triaged to care navigation were
approved for care package funding, and that the average care package cost for these participants
was $669 (substantially less than the proposed budget of $2,000 per person). Care packages were
used to fund a range of services across mental and allied health, medical specialists, alternative and
complementary therapies, and other support services. As would be expected given the role of care
navigators in linking individuals into services, people triaged to care navigation also reported greater
use of health services more broadly than their counterparts in the comparison arm; they were more
likely to report visiting a GP, mental health nurse, or psychologist in the 12 months since enrolling in

Link-me. <
<§</

The full economic evaluation, including additional health care res‘@)%rgg;]ésts found that, from the
health sector perspective, the total cost of delivering care na@thr'l\for people in the severe
prognostic group was estimated at an additional $340 p \%rs?gjaf(@six months (a statistically
significant increase over usual care), rising to $645 af@/ 2@% Q}'(no longer statistically different
from usual care). This incremental cost of Link-me g’?] ’ﬁ% ta\usual care is towards the lower end
of the range of estimates from other economic(é@a\@ of 0ollaborative care interventions for
people with depression treated in primary @'@é{@% Q/GSQ - $5642) [76]. From a societal perspective
(i.e., including costs related to producti@ he e&wé/no significant difference in cost associated
%% veé\%'ss ratios showed that the cost of a 1-point

h I(gglth sector perspective and $S479 from the societal
i e&i&t@%f the trial, reported costs may be considered the upper

with care navigation. Incremental ¢

decrease in K10 score was $132
perspective. Given the time-lj
estimate of the true costs 43550 th delivering care navigation, and would likely reduce over
time once the interverQQs n@%stablished. This has been found in other trials of collaborative
care models. Present@, w’éare unaware of other cost per point improvement data for the K10 from
similar programs to enable comparison.

7.1.4. What are the costs, patient experiences and outcomes of streaming
people with lower levels of clinical need who present to GPs for
mental health assistance into low intensity services within a stepped
care model?

7.1.4.1. What we set out to do

Using the Link-me DST completed by general practice attendees on a tablet-device, we aimed to
identify people likely to experience minimal/mild symptoms of depression or anxiety and randomly
allocated them to receive: a) symptom feedback, priority setting, and a selection of low intensity
service options relevant to their priorities, or b) usual GP care. Costs, outcomes, and experiences
were assessed as described above for the severe prognostic group.
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7.1.4.2. What we found

The average health sector costs of Link-me (including the cost of the intervention) for people in the
minimal/mild prognostic group were $429 (SD 1150) per person after 6 months and $991 (SD 2448)
per person after 12 months. This amounted to a significantly higher average mean cost of $59 (95%
Cl 6.1 to 133.8) after 12-months when compared to usual care. This may indicate greater overall
service use for this group although we did not observe increased use of low intensity service types
(e.g., online therapy, smartphone apps, or self-help). In the minimal/mild prognostic group, the
intervention was associated with higher incremental costs and lower scores on the K10 from both
health sector and societal perspectives. Thus, we did not find that triaging participants in the
minimal/mild prognostic group to low intensity services led to a cost-saving that could offset the
costs of intervention in the severe prognostic group. Nor did we find that providing treatment
pathways for people with mild/minimal problems led to a level of demand for services that the
health system could not accommodate.

As noted above, the group offered low intensity services were more |j to use formal health
services and had a significantly higher average mean health secto@t@ﬁ 12-month follow-up,
possibly tied to higher use of psychology services. However, t g\@qﬁo more likely to use digital
help or self-help. It is important to note that people in the raﬁ'mé?/m'ld prognostic groups were not
limited to taking up the low intensity options and had th@@&ér{/’és to more intensive forms of
care (e.g., face-to-face psychology services) as they Qﬁﬁa\r{\@u
Link-me intervention raised their awareness of t tﬁ# ig\% an hey responded by accessing this
more traditional form of care if it was availab{éﬁo t@m«o

Mhave. Our findings suggest that the

People in the minimal/mild prognostic g@%a’tﬁf(@(%ositive feedback about completing the Link-
me DST in their GP waiting room, b deit id not remember or had not accessed the

support services they were reco &én % ong those that remembered but had not accessed the
services, there was a sense that) \Eq\'&Qot required immediately but could be referred back to at

a later date if needed. <) QQ‘A&

{;\% X 9 , . .

In contrast to the posit e/effects on outcomes of Link-me for people in the severe prognostic group,
the intervention did not appear to offer an improvement over usual care for the minimal/mild
prognostic group.

There are nonetheless significant learnings to be made about the impact of triaging to low intensity
services when delivered at scale that could inform future directions for low intensity service design
and evaluation. One is that it is difficult to ensure that people with lower levels of need utilise
appropriate services, and this may contribute to a greater focus within PHNs on people at the more
severe end of the spectrum who may be easier to identify and present more frequently. Continually
updating treatment options for this group as newly commissioned services are established and
monitoring their uptake and may provide insight into which services are more acceptable or relevant
to an individual’s needs.

107

FOI 2758 121 of 254 Document 6



7.1.5. To what extent is it feasible to implement nationally a decision
support tool that guides GPs in identifying high and low need patients
presenting for mental health assistance?

7.1.5.1. What we set out to do

To address this question, we considered evidence from the process evaluation which examined the
implementation of Link-me, barriers and enablers of implementation, and the experiences reported
by those who participated in Link-me.

7.1.5.2. What we found

The process evaluation indicated that the Link-me DST can be routinely implemented and that care
navigation is an acceptable and feasible model of clinical care coordination. Some impediments to
smooth implementation were identified, but these could be readily addressed. Using the
normalisation process theory framework, we examined feasibility issues in terms of four guiding
concepts, summarised below: Q/Q‘

O

Coherence (how well was the Link-me approach understood by alts%a@@élders involved?): Overall,
there was a good level of agreement about the role of the DS@m{t'he role of care navigator in the
Link-me trial, yet this was not universal across or within ic?g.)T,hgTool worked well in identifying
high and low need participants and could be successf@m@ﬁ% th’ed into the work-flow of busy
general practices. Options for the DST to be comp@%}l éésu e&prior to the GP appointment (e.g.,
via mobile phone app) may be preferable for sdggé @. e@nd may reduce demands on practice
staff. There is a need to modify and vaIidatq e Q@ pecific populations including culturally and

linguistically diverse people, and Aborj&i@a?ég&gg@s Strait Islander people.

Cognitive participation (how well e Eage with the Link-me approach?): There were many
examples of active buy-in to t@s)ne@/ay@ working and positive feedback about both the DST and
the care navigation appro also times when this did not occur (e.g., in practices with
large numbers of part-tj st?}‘ . Targeted strategies are needed to generate awareness about the

Link-me and clarify tHe uﬁﬁ%\se and role and potential benefits of the DST and care navigation.

Collective action (how well did the Link-me approach fit into context, relationships, and workflows?):
The care navigator role was perceived as having a good skillset fit to the general practice setting and
as addressing a known gap in GPs’ capacity. Some workflow issues were identified (e.g., the
increased workload of GPs in preparing written referrals to services identified by care navigators,
and difficulties in timely sharing of information about recipients’ progress and risk management
issues). Future implementation could include a pre-implementation assessment of workflow to plan
for the necessary communications to take place.

Reflexive monitoring (how was the DST and Link-me appraised?): No practices involved in the Link-
me trial reported evaluating the outcomes of the DST or care navigation using formal assessments or
audits of their own records. That may be because they implemented Link-me in the context of an
evaluation. In any future roll-out, a formal system to monitor in the uptake of the DST and progress
of participants in care navigation would be useful.
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7.1.6. What are the financial implications of the trial if a similar approach
was implemented nationally?

7.1.6.1. What we set out to do

We sought to identify the service delivery and economic implications of a national roll-out of the
clinical care coordination model for future national policy directions in primary mental health care.
We reviewed evidence from the Link-me trial overall, as this represents the outcomes and costs for
Link-me as a system of care taking into account each end of the spectrum of severity of mental
health needs and the spectrum of treatment intensity. We then estimated the likely cost of scaling
up Link-me to be delivered across Australia, based on information from the trial and other published
data.

7.1.6.2. What we found

Together, participants in the minimal/mild and severe prognostic groups who were allocated to Link-
me experienced a more rapid reduction in psychological distress, witQ(/Qstandardised mean
difference (effect size) at six-month follow-up of -0.09 (95% CI -0.1Z%® -0.01). At 12-month follow-up
the improvements in the intervention group were maintained Obth\e_%? ference between groups
was no longer statistically significant. A trial in the Netherla@ﬁ'gadsjsf und that those who received
stepped collaborative care improved more quickly than @g?rsu are group, with significant
differences at 4 months but not at 8 or 12 months [@’/\’&\O Q\@Vy

With respect to costs, the trial results includingéﬂ/p@&?i\p@%s showed that health sector costs were
S50 per person higher in the intervention a@Q?hQQ mparison arm, with a 1-point
improvement on the K10 coming at a cogt\%‘f 7 addition to costs associated with usual care.
The cost per point decrease in the K@v sGlig ﬂ’é

overall. That is, improvements in c %

ower from a societal perspective, at $1,217

e observed in the context of higher costs. As noted
earlier (section 7.1.4.2), the like (o) Qng formal health services and the average health sector
cost at 12 months was hig se allocated to Link-me in the minimal/mild prognostic
group than those allo t SL@iare, possibly reflecting their greater use of psychology services.
Thus, we did not fintﬁhat’%\fiaging the minimal/mild group to low intensity options was associated
with lower costs that could be considered an offset to the increased costs of care in the severe
prognostic group. The possibility that completing the DST and identifying priorities for action,
prompted people in this group to use government-funded psychological care (where that was

available to them) in preference to the low intensity options, could be investigated in future.

The total annual cost of implementing Link-me nationally was estimated at $414 million. This mostly
comprised ‘core’ care navigation costs, specifically the cost of wages for the estimated number of
care navigators required (5174 million in wages for 1,782 care navigators) and care package costs of
$230 million. The remainder comprised $10 million for screening, including the purchase of
equipment, receptionist time to introduce the survey, and annual maintenance costs for the DST and
$114,000 for care navigator training.

Available evidence suggests that Link-me offers clinical benefits at an affordable cost. For example,
the total cost of providing care navigation (between $622 and $798 per person per year) compares
favourably with the costs of the Partners in Recovery model which were estimated to be $15,755 per
person in the initial year, and $13,434 thereafter [75]. Notwithstanding likely differences in the
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target population between the two programs, the Link-me approach likely limits costs by using an
assessment model implemented in general practice as a gateway to the more expensive care
navigation model.

We investigated the impact of providing screening and care navigation training via online modalities;
each resulted in negligible cost reductions. We do not have any evidence of how acceptable and
effective online provision of these Link-me functions would be, but in light of increased availability of
telehealth services introduced in response to the ongoing COVID-19 pandemic, it may be important
to consider the pros and cons of these options and subject them to rigorous evaluation. Shifting to
online care provision (e.g., care navigation sessions) is a further possibility, and would likely have
effects that have not been taken into account and could have implications for the way services are
organised and delivered. For example, online services would not necessarily need to be organised on
a regional basis and this could affect the role and resourcing requirements for both care navigators
and PHNs. We also explored the impact of other scenarios (increasing the engagement with care
navigation, number of care navigation contacts attended, and the nu r of people meeting criteria
for care navigation); each of these substantially increased costs. | me were to be rolled out
nationally, a staged implementation would provide an opportuntfyécbgb‘}fne the precision of these
parameters.

7.2. Strengths and limitatio ‘t@gevaluatlon

Between August 2017 and September 2018, th @Y ial coordinators successfully recruited
23 general practices, and over 15,000 adult it %t
whilst waiting to visit their GP, to determj el@bﬂ@gfor the Link-me trial. Of these, approximately

ices completed a brief screening survey,

half reported some form of current taltheal eed (i.e., symptoms of depression or anxiety or
medication use for mental healt @ iﬁ/?fed to participate in the randomised controlled trial
testing the benefits of the LmIty;b ‘odel 6F Care. After completing the consent procedures, around
2,100 adults completed th % Rsa\m their GP waiting room. This achievement in conjunction
with good follow-up ra fortably meet our target of being able to track the six- and 12-
month outcomes of fﬁs Cﬁs) nts |dent|f|ed as being likely to experience ongoing severe depressive or
anxiety symptoms. This achievement, and the use of a randomised controlled trial design and
multiple data sources in the evaluation, provide the highest level of scientific evidence supporting
the effectiveness and acceptability of the Link-me approach to mental health care. Dissemination
efforts to date have sought to engage a broad range of stakeholders with an interest in the results of

the Link me evaluation (see Appendix 17).

We note that although the use of a randomised controlled trial design is a major strength of this
evaluation, it also introduced some extra work. It required additional effort from all involved,
including regional trial coordinators, care navigators, GPs, and participants, to collect the
information required to provide high level evidence and adhere to the national guidelines on
conducting ethical research. While extremely important to the successful conduct of the trial, this
additional work is not relevant to the outcomes, experiences, and costs associated with the Link-me
model of care, so has not been discussed in this report.

The onset of the COVID-19 pandemic has dramatically altered the primary care and mental health
service landscapes. The uptake of new telehealth mental health services has been substantial and
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there have been calls to continue the newly introduced telehealth services even after the pandemic
has resolved [78, 79]. To some extent, we were able to take these issues into account in the
modelling of national Link-me implementation costs, which included alternative assumptions based
on online provision of the DST/screening procedure and delivery of care navigation training. As this
situation could not have been predicted at the outset of the evaluation, we do not have data about
the acceptability and uptake of these options among general practice attendees.

We had planned to incorporate MBS and PBS data from consenting participants, but data were
pending at the time of preparing this report. Because the RUQ captured service encounters and
medication use generally, this did not affect our ability to capture resource use and associated costs
for the within-trial economic analyses. However, it did mean we were not able to use these data to
corroborate self-reported service use data among the 36% of trial participants who consented for
this data to be provided. It also meant that we were unable to examine patterns of use of specific
government-subsidised mental health interventions (e.g., psychological therapies delivered under
the ‘Better Access’ program, and antidepressant medication prescribing). For example, as the Better
Access program is intended for use by people with more moderate Is of mental disorder, its
utilisation by Link-me participants with minimal/mild and severe@%@qhealth problems could offer
some insights into how the program might be refined to bet@e@ﬁits target population. Similarly
given concerns about the overuse of psychotropic medic&/‘ s@rj{bﬁarly antidepressants,
examining the use of these medications among Link-r@pa i Q\tgwith minimal or mild problems
(and the extent to which they are used in combin@'gﬁ\@m\ tﬁbr service types) could offer similar
insights. That said, the data provided by the RL@QU@/{@ a substantial minority of participants
in the minimal/mild prognostic group may b3 SIQQQéée services (see section 6.2.3).
\va\ N

7.3. Actions SO &

C L
This Australian-first individual@n@li &d Controlled trial, conducted across three states in
Australia, provided gold-st i,{ﬁ’rce to support the Link-me approach to system design. We
found that Link-me wa @I @ce'%éd by GPs, resulted in positive experiences of care to participants,
and led to improved ’ﬁ\%?ﬂél ealth outcomes at reasonable additional cost, particularly for those
with severe and complex needs. Together, these findings indicate that Link-me can successfully
organise mental health care at scale for the general practice population and tailor treatment to
individual need across the symptom severity spectrum.

Building on these findings, Figure 13 depicts six high-level actions that provide a ‘roadmap’ to
optimise Link-me in readiness for routine implementation:

Develop digital platform;

Adapt for telehealth delivery;

Optimise intervention components;
Ensure general practice engagement;
Resources to support care navigation; and

o v ks wWwN R

Special populations and contexts.
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Figure 13. Six actions to optimise Link-me in readiness for routine implementation

Develop digital Adapt for telehealth | Optimise Ensure general Resources to Special populations
platform delivery intervention practice support care and contexts
® Refine and calibrate ® Options for Decision components engagement navigation ® pdapt Link-me for

Support Toal -

et Encourage uptake of . 1T((~rnp.)liblllly with ® Define scope of care special populations

low intensity options Linl gital platform pac L Explore suitability for
. Optimise participation ® Training and support for ® Streamline » package integration into other

- service contexts

Care navigation contacts
e Curity via video-conference

® Embed tracking
metho ind s navigation workforce
up/down criteria

in care coordination practice staff

Seamless pathways to Australian health and social care services

Available and accessible ﬂ mental health care — ﬁ for lmilame

tagl
S S/

* lterative evaluation and learning cycies
N \q‘b
Issues to consider in relation to each of these actions are di%{&a@in the sections that follow.

v

Crucially, each of these actions fits with the goal of en@ﬁz& $§“ &sly pathways for consumers

across existing health and care systems, taking int Q:coén\t thé’a\/ailability and accessibility of
Iét

services across all levels of care, existing referr §§¥nd payment mechanisms.

&
We recommend that the developments a ?@G@ts described in each action be subject to an
iterative cycle of evaluation and the Ie{rgi\ f\;g'\ ose evaluations be disseminated to inform
further refinements. Some enhan @n@co@ e evaluated in priority practices or PHNs. For
example, PHNs could be resourced'tqi r@/general practices that would benefit most from
implementing the Link-me appro (<’ e might include practices serving socio-economically
disadvantaged areas — \@ ﬁle,gﬁéstance afforded through care packages is most needed —

and/or practices withng por??ons of attenders with more severe mental health problems.

7.3.1.1.1. Develop digital platform

Through the trial we found that the Link-me DST interface was generally fit-for-purpose. That said, it
was developed specifically for this evaluation; we did not work with a commercial partner to develop
it. Further enhancements could be made to improve engagement with the tool and the treatment
recommendations it provides. For example, user-testing could be undertaken to inform
improvements to the functionality and look and feel of the care navigator portal. The predictive
algorithm that underpins the Link-me DST could benefit from future refinements and would need
periodic calibration checks, in line with best practice.

The implementation and sustainability of Link-me would also benefit from upgrades to some
fundamental aspects of the web platform. For example, enhancing interoperability of the platform
with existing IT infrastructure such as practice software, the Primary Mental Health Care Minimum
Data Set (PMHC MDS), and potentially other practice-based screening tools would substantially
reduce the administrative burden on care navigators, ensure GPs were kept informed of the
progress of general practice attendees using Link-me, and reinforce the role of the care navigator as
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a clinical companion to the GP. Interoperability is also an important consideration in thinking about
the development of protocols for stepping up and down care.

The web platform would also need to be optimised for increased numbers of general practice
attendees and care navigators using Link-me across more sites (e.g., increased hosting and user
support, database capacity), and consideration given to data storage and ongoing management and
security of the portal (including the provision and revocation of access with turnover of personnel).
In this respect it may be worth considering the aspects of the web platform that require consistency
across sites and those that are flexible and could be de-centralised. The latter could be managed by
an appropriate member of staff at each PHN and could include activities such as the creation and
management of user profiles and monitoring and updating of low intensity service options.
Developing clear roles and responsibilities for the maintenance of an up-to-date menu of services for
people with minimal/mild symptoms to select from will be key in optimising uptake and engagement
with these services in future.

Link-me is a model of stepped care that stratifies general practice at ers according to their level
of need (or severity) and matches them with the least intensive t nggbt appropriate to their
needs. In this way, Link-me focuses on the initial ‘step’ in a fu I@ peod care model. As an

individuals’ treatment progresses over time, stepped care Q%(Id be ‘self-correcting’, that is,
the individuals’ response to treatment is systematicall S(On@ e d treatment intensity is
stepped up or down, ideally based on pre- determm@l~ ityefiteria. There is a lack of monitoring
of mental health in general practice compared o{&? ditions, such as diabetes. Monitoring

systems are needed to ensure that people d 2%@ %k in a cycle of visits to a therapy/service
that may not be addressing their need w p@ <<A1 t they need is a referral to another type of

service or a specialist. A next logical s | |se the Link-me model by developing and
embedding systematic tracking m %?Yerla to inform decisions about ‘stepping up’ and
‘stepping down’ treatment mt@& se to changes in an individual’s need. These

enhancements should be @ |p\®%f tine practice.
7.3.1.1.2. Adaptf@y\l&th@envery

Recent events (e.g., bushfires, the onset of the COVID-19 pandemic) have increased the need to
consider alternative forms of service delivery for Link-me. For example, the Link-me DST could be
made available independently of the general practice setting (e.g., via a mobile phone app), or care
navigator sessions could be adapted for delivery via video-conference. On the face of it, these
options may seem reasonable. However, potential risks and medicolegal implications would need to
be explored.

Making access to the Link-me DST widely available does run counter to its intended use as a tool to
support, not replace, clinical judgment, and its development and validation in the primary care
setting. Further, while it may offer some benefit through self-assessment, it would not address the
need identified by people in the severe prognostic group for further support to connect and engage
with their care navigator. Therefore, options for restricted access to the DST might be more
appropriate (for example, individuals with a GP appointment could be provided with a single-use
password to enable them to access and complete the DST prior to their appointment). Likely too, if
the DST was made available as a standalone tool, it would need Therapeutic Goods Administration
approval.
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Similarly, unrestricted access to care navigators would not address the need for more efficient
allocation to effective care in general practice and has the potential to result in much higher costs.
Systems for providing supervision, ongoing training and monitoring of standards would need to be
developed. Secure methods of video service delivery would need to be identified.

7.3.1.1.3. Optimise intervention components

The Link-me trial findings indicate that prognosis-based triage to appropriate stepped care offerings
results in good outcomes overall and better outcomes when people access the recommended
treatment. However, there is a clear need for further work to address treatment uptake and
engagement in relation to both low and high intensity services.

In the minimal/mild prognostic group, we found that those offered low intensity services via Link-me
were more likely to use formal health services but were no more likely to use digital help or self-
help. Link-me could be further optimised by exploring ways in which people with minimal/mild
symptoms might be encouraged to use low intensity services. {(,Q"

In the severe prognostic group, we found that additional clinical fifg accrued to participants
who received a greater number of care navigation elements, t@ onh%alf of those allocated to care
navigation participated in any care navigation contacts. St i€s) thimise uptake of and
adherence to care navigation elements should be deve d@%e\/a uated.

. K\‘o
7.3.1.1.4. Ensure general practice engageme% @?‘ <<

We found that ensuring practice engagemenéﬂ e&was most successful when care navigators
developed effective working reIatlonshlps?\ctR @%staff (including GPs, practice manager,
receptionists and others), and felt weLIQ their PHN. To facilitate this approach in future,
PHNs may consider the cruua(;lg pr@ar@’re liaison teams in working with practices to support

an intensive induction period f ors in which the care navigator has time to get to

know all practice staff and ég%( e and mental health teams within the PHN. In addition,
the role of care nawgat({@ uit between GPs and the PHN would provide a valuable
incentive for prachceﬁ}‘helQ@ stay up to date with services available in the local area as well

as feeding back to the PHN about other services that might be required to meet the needs of the
local general practice attendee population (e.g., pain clinics, financial planning services).

Within practices implementing the Link-me approach to stepped care, identifying mental health
need and triaging into appropriate care requires general practice attendees to be invited to
complete the Link-me DST on a tablet device. Having engaged reception staff who are systematic in
their approach to offering the tablet device is key here. While the best way to integrate this task into
existing workflows may differ across practices, there is a clear role for care navigators in overseeing
the process and checking in regularly with the reception staff to ensure they are not introducing a
‘selection bias’ into the approach. It is also important that reception staff work within an
environment supportive of Link-me, where all practice staff see the value in ensuring that every
adult has the chance to do a self-assessment of their mental health and receive support if required.
The initial set up and ongoing engagement of Link-me practices will therefore need to include
training and support for practice staff to develop buy-in to the Link-me approach and a shared
understanding of their roles and responsibilities (and those of the PHN). Development of Standard
Operating Procedures will be required to ensure that tablets are secure and in good working order,
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and some practices may also require IT upgrades to support compatibility with the secure Link-me
web platform.

Further work to develop the Link-me digital platform to enable seamless inter-operability with the
electronic medical record is also indicated. This would ensure that all the information that care
navigators record would be available to the GP, thereby improving inter-professional communication
and GP involvement.

To support general practice engagement, we developed an implementation checklist, shown at
Appendix 18. By using it to develop and track their implementation strategy, organisations can
support continued evaluation and improvement of the Link-me approach.

7.3.1.1.5. Resources to support care navigation

It is important to remember that, while Link-me starts with a practice willing to be engaged and use
a DST, it does not end there. It is widely accepted that screening alone is insufficient and this
approach is not recommended [80, 81]; critical is the next step, in wh@?‘people are supported to
access appropriate care. For people in the severe prognostic grogg%oyrces to support the

delivery of care navigation could be enhanced. ((/Q &,\Q

Some of these resources relate to the care packages. In meﬁﬁﬁl we found that care
navigators were judicious in their use of this fundm%@’ m identifying and linking general
practice attendees in with appropriate care pack V|ces The guidance document

provided by the Department of Health appea @eved sufficient clarity regarding services
that are in and out of scope, while aIIowm?r féx ﬁ and requires minimal revisions to be
relevant for a national rollout. Topics t ‘20 s@}r uture iterations of this document include
expanding the list of explicitly in or rvices, providing alternative suggestions as to how
to address the needs to general &d

providing resources to suppéé @Q unication to both general practice attendees and

providers around the ap @al riices. Some of the more frequently identified ‘grey areas’ raised

ees where care package funds are out of scope !, and

in the trial that could eréd for discussion in the guidance document include legal fees
(including legal aid gap feé, education fees, psychological or psychiatric assessments for children of
care navigation participants, and transport to and from care navigation and other health-related
appointments.

Once a particular service is deemed in scope, there is a need for streamlined business systems and
procedures to ensure prompt delivery of services and payments to providers. One option may be to
implement a preferred provider type model nationally, whereby service organisations or individual
providers apply for Link-me accreditation and are registered on a database accessible through the
care navigator web platform for easy referral and payment. Any such model should of course retain
flexibility and allow general practice attendees to access non-preferred providers where appropriate
(e.g., due to preference for a particular provider or novel uses of care package funding not

! Where care packages were out of scope, care navigators were typically proactive in identifying options for
participants to make the best use of their available income in order to ultimately access relevant services on
their own. Examples include providing information about applying for health and other concession cards,
linking participants with financial counsellors, and working with the GP to support applications to the NDIS for
those who were eligible. The Department of Health also provided assistance by suggesting alternatives where
requests for care package funding were denied.
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previously considered). Consideration must also be given to how care packages and existing
payment mechanisms can be integrated, to address structural barriers to payment identified during
the trial (e.g., use of care packages to pay gap fees for Medicare-funded services). It will also be
important to establish ongoing governance and monitoring frameworks to oversee the
implementation and use of Link-me care packages, and existing initiatives such as home care
packages may provide useful examples of these.

Other resources relate to the development and governance of a care navigator workforce. Key
enablers to the development of a national care navigator workforce include recruitment of
individuals with a skill set aligned to the role, access to up-to-date resources and training, and
provision of ongoing supervision and support. The care navigator role was designed to be
implemented at scale and the position description was developed with this in mind. Importantly, the
care navigator was expected to act as a support (rather than a therapist) to the service recipient and
a clinical companion to the GP. This role requires a person with excellent self-awareness, open-
mindedness and communication skills. We have modified the position @scription used in the trial
for a national rollout to make these relational elements more explic@ ee Appendix 19).

Once care navigators with a suitable skill set are employed, thére is a%eed to ensure they receive
training in the motivational interviewing-inspired approach%» rr(accquited Link-me trainers. To
enhance feasibility of delivering this training where anc@ﬂhe@r ired, we suggest developing an
online care navigator ‘one-stop-shop’. This would al ators to complete initial and
refresher training modules as needed, receive @@dated locally and nationally relevant
resources, and potentially have access to ex l@ orfthrough webinars or message boards. Such
a resource would also have the potential r sense of community and professional

belonging amongst care navigators, t Qémple a chat function allowing them to interact
with their colleagues and draw on )t@%ég%xperlences and advice.

7.3.1.1.6. Special populaté% a@ﬁ’\?@exts

The Link-me trial findin r &ec&llsable to the Australian general practice population, for several
reasons. The trial wa nq ed ??a large number of real-world, general practice settings. With few
exclusions (none of which related to clinical presentation), all adults attending the participating
practices for any reason were eligible to be invited to complete the DST. Further, other than offering
a new model of care coordination to people in the severe prognostic group, the referral pathways
offered to participants in the intervention group were based on existing services in the participants’
community. That said, the Link-me model was not specifically tailored for special population groups
(e.g., people in remote communities, people with living with particular types of disability, people
who speak a language other than English, people in communities affected by natural disasters, to
name a few).

One potential future direction is to adapt or refine the Link-me for use with other population groups.
Implementation in other communities could be evaluated to determine if the costs stay the same or
increase, whether those who receive Link-me find the model of care acceptable and whether they
adhere to it. Another option may be to explore the value of Link-me in other service contexts, and
whether consumers and providers would engage with it. Relevant service contexts may include:
public sector mental health services, where Link-me might be a useful adjunct to clinical case
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management, or in Aboriginal controlled mental health services (noting, however, that a holistic
approach to care is the norm in these services).

7.4. Summary

Effective primary mental healthcare depends on creating a system that general practice attendees
can easily navigate and that is flexible to the way that symptoms and needs fluctuate. Effective
referral management, which focusses on mechanisms for facilitating access to the most appropriate
treatment, will likely be critical to achieving better system integration and continuity of care [82].
With support from the three PHNs involved we successfully conducted a gold-standard randomised
controlled trial testing the effectiveness of the Link-me model of stepped mental health care, which
included the delivery of an innovative model of care navigation with access to additional funding via
‘care packages’ which enabled access to services to addressed their mental, physical and social
needs. The gold-standard evidence generated by the trial provides reassurance that the Link-me
model is effective and acceptable. Importantly, the trial also afforded aQ.opportunity to learn what
worked well and what could be improved to optimise Link-me in r@?{ess for routine
implementation. ) q‘b

N
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Appendix 1. Work informing Link-me

The Link-me model of care builds upon almost 15 years of work we have conducted to understand

how mental health problems present and are managed in primary care. Hundreds of GPs,

participants, and carers have contributed to this process, a brief overview of which is as follows:

2001-2002

2003-2005

2005

2005-2015

FOI 2758

Management of Depression (MoD) study

Objective: Sought to describe depression management in general practice, in
particular the relationship between medication use and focussed psychological
strategies.

Participants: 153 Victorian GPs.
Key reference: McGarry H, Hegarty K, Gunn J. How do Victorian GPs manage patients

with depression? Australian Family Physician 2005; 34: 603.
https://www.ncbi.nlm.nih.gov/pubmed/15999175 {(/Q~

diamond pilot study %
Objective: To explore the patient, practitione @sysm\%s factors affecting the
diagnosis, management and outcomes of demgéﬁ \?\e primary care setting.

A
Participants: 646 GP patients and 2 GP@@W@&SM general practices.

Study overview: http://bit. |V/2F2{/ﬁ%d\§?\

<§<
diamond consortium

Objective: EstabllshmenQ&?“ﬁ}a@s research network.
Participants: A n@ naQ'V“eam consisting of 92 members.

Study overv<§b %QZ@, ly/2qHalkS

diam §&d
Obye! /vz\%}plo he course and management of depression in the primary care
setting.

Participants: 789 GP patients with depressive symptoms identified via screening
almost 8000 primary care attendees.

Key references:

Gunn J, et al. Who is identified when screening for depression is undertaken in general
practice? Baseline findings from the Diagnosis, Management and Outcomes of
Depression in Primary Care (diamond) longitudinal study. Medical Journal of Australia
2008; 188: S119-125. https://www.ncbi.nlm.nih.gov/pubmed/18558911

Gunn J, et al. The association between chronic illness, multimorbidity and depressive
symptoms in an Australian primary care cohort. Social Psychiatry and Psychiatric
Epidemiology 2012; 47: 175-184. http://bit.ly/2q0BHY4

Gunn J, et al. A trajectory-based approach to understand the factors associated with
persistent depressive symptoms in primary care. Journal of Affective Disorders 2013;
148: 338-346. https://www.ncbi.nlm.nih.gov/pubmed/?term=PMID%3A+23375580

127

141 of 254 Document 6


https://www.ncbi.nlm.nih.gov/pubmed/?term=PMID%3A+23375580
http://bit.ly/2q0BHY4
https://www.ncbi.nlm.nih.gov/pubmed/18558911
http://bit.ly/2qHaJkS
http://bit.ly/2pAm20d
https://www.ncbi.nlm.nih.gov/pubmed/15999175

2006

2006

2006

2006
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Ambresin G, et al. What factors influence long-term antidepressant use in primary
care? Findings from the Australian diamond cohort study. Journal of Affective
Disorders 2015; 176: 125-132.

http://bit.ly/2pHfknH

Davidson S, et al. Mental health interventions and future major depression among
primary care patients with subthreshold depression. Journal of Affective Disorders
2015; 177: 65-73. https://www.ncbi.nlm.nih.gov/pubmed/25745837

MoD 2 study
Objective: Examine changes in patient management and referral for care following the
introduction of the Better Outcomes in Mental Health Care Initiative (BOIMHC)

Participants: 133 Victorian GPs.

Key reference:

McGarry H, et al. Managing depression in a changing primary mental healthcare
system: Comparison of two snapshots of Australian GPs' treatment and referral
patterns. Mental Health in Family Medicine 2009; 6: 75&
https://www.ncbi.nlm.nih. gov/pmc/artlcles/PMC27 /1/

RE-ORDER phase 1 Q '\
Objective: To re-examine the way in whlch I&@p&c@ncmg depression are cared

for in the community. é
\/
%{" O Qy
Participants: 576 patients with de s@
Key references: Q)Q/ ()Q.~ &

Dowrick C, et al. Resilien :7% r én perspectives from primary care. Health
2008; 12: 439-452. htpp wnéb him.nih.gov/pubmed/18818274

Boardman F, et es@ a response to the stigma of depression: A mixed
methods analysi &/@Affect:ve Disorders 2001; 135: 267-276.

Kok G") t @Iaps models, and narratives: The ways people talk about
dep ssfén Qualitative Health Research 2013; 23: 114-125. http://bit.ly/2gH151t

RE-ORDER phase 2

Objective: To elicit the ideas of stakeholders about the best ways to manage
depression in primary care; create a list of key elements based on their particular
perspectives; and gain consensus about the most significant elements to be included
in the management of depression in primary care.

Participants: 586 stakeholders from the government, non-government (included
consumer and carer organisations, education, emergency services), allied health and
health sectors and academics.

Key reference: Palmer V et al. Diverse voices, simple desires: A conceptual design for
primary care to respond to depression and related disorders. Family Practice 2010; 27:
447-458. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2908158/

RE-ORDER phase 3
Objective: To develop practice level improvements informed by the theoretical
framework of complexity theory.
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Participants: 4 privately owned GP clinics, 1 corporate GP clinic, 1 community health
centre.

Key references: Gunn J et al. Embedding effective depression care: using theory for
primary care organisational and systems change. Implementation Science 2010; 5: 62-
76. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2925331/

Gunn J, et al. Re-organising the care of depression and related disorders in the
Australian Primary Health Care Setting. A report submitted to the Australian Primary
Health Care Research Institute. Canberra, APHCRI, 2008.
http://files.aphcri.anu.edu.au/research/full report 13593.pdf

2010 i-CCaAN

Objective: To develop and pilot a social prescription tailored treatment plan for
patients with depression and anxiety and comorbid chronic physical iliness.

Participants: 2 Victorian GP clinics & 19 patients with depression and anxiety.

Study overview: http://bit.ly/2q0UGIh Q{(/Q"

2013 Emotional goal modelling for the development of$ (}/predlctlon tool

Objective: To obtain the views of stakeholders uKh development of a clinical
prediction tool to identify people at risk of @ %@1 gé@session.

Participants: 4 GPs, 1 psychologist, 3@%@ \}{(/?“

Reference: Alatawi E, Mendoza %ﬂ@ F@§$holog|cally driven requirements

engineering: A case study i Q@)n@ . 25t Australasian Software Engineering
Conference (ASWEC), pp @ @

https://bit. Iy/2K25Rth Q‘

2014 Development o %’d@ linical prediction tool

Objective: D%}Q g@stlc tool to predict future depression severity among

primary cg@paé~ P\ current depressive symptoms at three months.

Pa{@an\?{@9wamond participants

Reference: Chondros P, et al. Development of a prognostic model for predicting
depression severity in adult primary patients with depressive symptoms using the
diamond longitudinal study. Journal of Affective Disorders 2017; 227: 854-860.
10.1016/j.jad.2017

2014 Development of a clinical predication tool online platform

Objective: Employ a user-centred design approach to a developing a digital platform
through which to deliver the diamond clinical prediction tool, ensuring it is engaging
and meets patient need.

Participants: 16 healthy participants and 8 patients with current depressive
symptoms.

Reference: Wachtler et al. Development of a mobile clinical prediction tool to estimate
future depression severity and guide treatment in primary care: User-centered design.
JMIR mHealth and uHealth 2018; 6: €95. https://mhealth.jmir.org/2018/4/e95/
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Target-D randomised controlled trial

Objective: Target-D aimed to test whether using the diamond clinical prediction tool to
tailor treatment recommendations to an individual’s predicted depression symptom
severity is a clinically effective and economically efficient way of reducing depression
symptomes, relative to usual care.

Participants: 18,035 Victorian GP patients screened and almost 1,868 randomised,
followed up at 3 and 12 months.

Trial protocol: Gunn J et al. Target-D: A stratified individually randomized controlled
trial of the diamond clinical prediction tool to triage and target treatment for
depressive symptoms in general practice: Study protocol for a randomized controlled
trial. Trials 2017; 18: 342. https://doi.org/10.1186/s13063-017-2089-y

Depression monitoring in the general practice setting
Objectives: Investigate the concept of recovery from depression from the patient
perspective.

Participants: 576 RE-ORDER patients and 8 case studiengﬁ patients, GPs and carers.

Key references: Johnson C, Gunn J, Kokanovic R. Dé&essﬁhq/recovery from the primary
care patient's perspective: 'Hear it in my v0|ce s&e it in my eyes'. Mental Health in
Family Medicine 2009; 6: 49-55.

https://www.ncbi.nlm.nih. gov/pmc/artml&?]}&%l?é‘iﬂ/

Johnson C. An exploration of monn‘e{ QJ(e‘%ﬁth depression in the general
practice setting (PhD Thesis). &
https://minerva-access. umr(no% ;i@gliéndle/11343/55698

Development of am b%\tY~ }ln&ﬁewmg-msplred approach to working with
patients with multirdorbi

Objectives: Inve ;Q%ntial for motivational interviewing skills to be applied
when worki \Q g;@)ractice patients who have multimorbidity, and develop

resource%@ @6: plementation of these skills.
Pa{@ar@% Qkfered nurses

Key references:

McKenzie K, Pierce D, Gunn J. A systematic review of motivational interviewing in
healthcare: the potential of motivational interviewing to address the lifestyle factors
relevant to multimorbidity. Journal of Comorbidity 2015; 5: 162-174.
10.15256/joc.2015.5.55

McKenzie K, Pierce D, Gunn J. Guiding patients through complexity: Motivational
interviewing for patients with multimorbidity. Australian Journal of General Practice
2018; 47: 8. https://bit.ly/2JSIUX9

McKenzie K et al. Moving from “let’s fix them” to “actually listen”: the development of
a primary care intervention for mental-physical multimorbidity. Manuscript submitted
July 2020 to International Journal of Behavioral Medicine.

Patient perspectives of nurse-delivered collaborative care for depression
Objective: To investigate how collaborative care for the management of depression is
understood by primary care patients at high risk of chronic depressive symptoms.

Participants: 12 GP patients with severe depressive symptoms; reported in
unpublished student thesis.
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2016 -2018 Antidepressant management in general practice

Objectives: Explore how patients and GPs understand antidepressant medication
management of depression, and how to support appropriate use and cessation.

Participants: A summary report of this pilot work was submitted to the funder.
Research continues with an NHMRC funded Project Grant to test in a large-scale
primary care trial: WiseAD NHMRC: IDGNT1157337 [2019-2023]

2016 - 2018 Factors influencing uptake of and adherence to internet-based cognitive behavioural
therapy

Objective: To explore patients’ expectations and experiences of internet-based
cognitive behavioural therapy to further our understanding the factors influencing the
uptake and adherence of these programs.

Participants: 10 GP patients with depressive symptoms; reported in unpublished
student thesis.

2017 Primary care patients’ preferences related to treatment for subthreshold depressive
symptoms {(,

Objective: To explore primary care patients’ prefere@r ted to treatment for
subthreshold depressive symptoms, particularly foisbsi'n\@%h non-pharmacological and

self-help strategies. {</ A
W2 O
Participants: 14 GP patients with subthri&ld@%}sgél\/e symptoms; manuscript

under review. Qg/&\()
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Appendix 2. Example Link-me DST
screenshots
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Appendix 3. The Link-me Decision
Support Tool

The two prognostic algorithms embedded within the Link-me DST draw on an individual’s responses
to 23 items? assessing current depressive symptoms, current anxiety symptoms, lifetime history of
depression, gender, living situation, ability to manage on available income, self-rated general health,
and presence of chronic illness that affects the ability to carry out daily activities (see Table A3-1).

Table A3-1. Items included in the algorithms used to predict depressive and anxiety symptoms at 3
months

Predictive factors Items Included in Included in
algorithm for algorithm for
icted predicted
epnessive anxiety
00 ,@§Etoms symptoms
Sex Are you male or female? (Male / Female 6(0 Q\Yes Yes
Other) ’\
Current depressive Depressive symptoms over past %1 \O Q/?‘ Yes Yes
symptoms calculated using the sum of

[42] (Range: 0 to 27)

symptom calculated using t *2& AD items the GAD-7 (GAD-
[43] (Range: 0&0/&1@ 2; Range: 0-6)
Ever had Have you e %(9 ed by feeling Yes Yes
depression and no down, e§5<§©|r less for longer

oKgore
interest for greater than@'ve &N

than two weeks (if g&& een bothered by little
Yes to both items) 'Sntef%s or pleasure in doing things for

longer than 2 weeks? (Yes / No)

Current anxiety Anxiety symptoms ov %& weeks First two items of Yes

Live alone Do you live alone? (Yes/No) Yes Yes

Self-rated health In general, would you say your health is... Yes No
(Excellent / Very good / Good / Fair / Poor)

Long-term illness Do you have any long-term illness, health Yes No
problem, which limits your daily activities or
the work you can do (including problems
that are due to old age)? (Yes / No)

Managing on How do you manage on your available Yes No

available income income? (Easily / Not too bad / Difficult
some of the time / Difficult all the time /
Impossible)

2 The diamond clinical prediction tool, on which the Link-me DST was based, comprised 17 items and predicted
depression only. The additional 6 items relate to current anxiety symptoms and are included in the prognostic
model for anxiety.
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As described in section 2.2, based on their responses to these 23 items, individuals were then
classified into three prognostic groups (minimal/mild, moderate and severe), reflecting their
predicted symptom severity in three months’ time. As an individual may be classified into different
prognostic groups for anxiety and depression, a hierarchy was developed for the combined group
which favours the more severe of the two (see Table 2). For example, an individual who is female,
with a PHQ-9 score of 8, self-rated health is fair, does not have a long-term illness, manages not too
bad on available income and is not living alone would be classified to the mild/minimal prognostic
group for depressive symptomes. If the same individual however scores 18 for current anxiety
symptoms on the GAD-7, they would be classified as moderate group for anxiety. Overall, the
individual would be classified into the moderate prognostic group.
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Appendix 4. Low intensity options

Template

Trial participants identified by the Decision Support Tool as being good candidates for low intensity
services will be provided a short list of service options matched to the areas they are facing
difficulties in.

Please complete the table below to suggest low intensity services relevant to each of the 14
potential areas of difficulty. Note that one service may be relevant for several areas. If there are
services that are relevant to all 14 areas or that you are unsure about what to map against, please
enter them in the last row of the table.

Area of difficulty Services available / commissioned
Having little interest or pleasure in doing Q 2
things 0% O_)qu/
Feeling down, depressed, or hopeless (/9 P N

Trouble falling or staying asleep, or
sleeping too much

Feeling tired or having little energy
Poor appetite or overeating
Feeling bad about yourself, or that you are

. S &
a failure, or have let yourself or your \% @
family down <<

Trouble concentrating on things, such as Q@

reading the newspaper or watclejﬂé Q Q\(/
television

Moving or speaking so slowly that other
people could have noticed. Or the
opposite-being so fidgety or restless that
you have been moving around a lot more
than usual

Thoughts that you would be better off
dead, or of hurting yourself in some way
Feeling nervous, anxious, on edge

Not being able to stop or control worrying
General health

Long-term illness, health problem, which
limits your daily activities or the work you
can do (including problems that are due to
old age)

Ability to manage on available income
SERVICES RELEVANT TO ALL AREAS OR
UNABLE TO BE MATCHED
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List of apps supplied by PHNs

North Western Melbourne

Priority

Little interest
or pleasure in
doing things
Little interest
or pleasure in
doing things
Little interest
or pleasure in
doing things
Little interest
or pleasure in
doing things
Mood

Mood

Mood

Mood

Sleep

Sleep

FOI 2758

Type of
support
Online

Telephone

Mobile app

Near me

Online

Telephone

Mobile app

Near me

Online

Telephone

Name

MindSpot
CAREinMIND
Wellbeing Support

Service
MoodMission

MeetUp

MindSpot

CAREInMIND
Wellbeing Support
Service

Details

Provides free online assessment and treatment for
people troubled by symptoms of anxiety, depr

and related problems.

Provides free counselling for people in th

central, or western suburbs of Melbo%@ %IN 00 096
269, available 24 hours a day.
Sets simple and effective m|55|on@~h§ ({i:a hieve
better mental health. O

Meet people with simil Qﬁ &@%et inspired to try

something new. %
Provides free ox@%&g t and treatment for

people tro ms of anxiety, depression,

and relat:
Provid@; r |ng for people in the north,

e suburbs of Melbourne. Call 1300 096
%69, 4 hours a day.

Smiling mind \2@ Q&T\al health and wellbeing through mindfulness-
A edt

Anxiety Disorders
Association of
Victoria (ADAVIC)
support group

This Way Up
CAREInMIND

Wellbeing Support
Service

Prowdes support for people experiencing symptoms of
anxiety or depression. Meetings are held on weeknights
in Altona, Camberwell, Coburg, and Cranbourne. No
bookings are required. There is a small ($5) attendance
fee.

In this free course, learn cognitive behavioural therapy
(CBT) skills to help improve your sleep.

Provides free counselling for people in the north,
central, or western suburbs of Melbourne. Call 1300 096
269, available 24 hours a day.
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Resource name links to

https://mindspot.org.au/

https://www.careinmind.com.au

http://moodmission.com/

https://www.meetup.com/en-
AU/find/?allMeetups=true&radius=3&userFreefor
m=me&mcld=c1000654&change=yes&sort=default
https://mindspot.org.au/

https://www.careinmind.com.au

https://smilingmind.com.au/smiling-mind-app/

https://www.adavic.org.au/PG-social-support-
support-groups.aspx

https://thiswayup.org.au/how-we-can-
help/courses/managing-insomnia/
https://www.careinmind.com.au
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https://www.careinmind.com.au
https://thiswayup.org.au/how-we-can
https://www.adavic.org.au/PG-social-support
https://smilingmind.com.au/smiling-mind-app
https://www.careinmind.com.au
https://mindspot.org.au
https://www.meetup.com/en
http://moodmission.com
https://www.careinmind.com.au
https://mindspot.org.au

Priority

Sleep

Sleep

Energy

Energy

Energy

Energy

Appetite

Appetite

Appetite

Appetite

Self-image

FOI 2758

Type of
support
Mobile app

Near me

Online

Telephone

Mobile app

Near me

Online

Telephone

Mobile app

Near me

Online

Name

Smiling mind

Sahaja yoga

MindSpot

CAREIinMIND
Wellbeing Support
Service

Recharge

Heart Foundation

MindSpot

CAREIinMIND
Wellbeing Support&
Service

Smiling mind

RMIT Health Sciences
Clinic

MindSpot

é@?ﬁ?

Details

Mindfulness training with a sleep-specific module as
well as others that may assist in improving sleep (e.g.,
stress).

Learn to unwind at a free meditation class, available at
several locations across Melbourne.

Provides free online assessment and treatment f
people troubled by problems with energy and@
symptoms of anxiety or depression.

Provides free counselling for people in tge\a)rttlgbq/

central, or western suburbs of Melbo . QQII 300 096
269, available 24 hours a day. 9’ O &\2\
Assists you to improve energy b@a@ﬁ%m&a good

sleep/wake routine that incl r :ié\ rcise and
exposure to daylight. % e

Improve your energy Iq&ﬁs Y&re@%r physical
activity. The Heart o¥nd (éggﬁﬁking groups make this

enjoyable, and g%\ iff t groups to suit most
abilities. If yoK ﬁliv fear a group or prefer to walk
on vou@«& é@%s a ‘Virtual Walker’ and track
your pr ss©nli
Provi fi I&ssessment and treatment for
Y problems with appetite and other
ié?‘anxiety or depression.

i e@ee counselling for people in the north,
'éentral, or western suburbs of Melbourne. Call 1300 096
269, available 24 hours a day.
Provides guidance on mindful eating which may have
benefits whether you are eating too much or too little.
A teaching clinic which offers a range of services
including Chinese medicine, osteopathy, chiropractic,
and psychology.
Provides free online assessment and treatment for
people troubled by symptoms of anxiety, depression,
and related problem:s.
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Resource name links to

https://smilingmind.com.au/smiling-mind-app/

http://www.sahajayogavic.com/classes/

https://mindspot.org.au/

https://www.careinmind.com.au

https://au.reachout.com/tools-and-apps/recharge

http://walking.heartfoundation.org.au/walking/fin
d-walk

https://mindspot.org.au/

https://www.careinmind.com.au

https://smilingmind.com.au/smiling-mind-app/

https://www.rmit.edu.au/about/our-locations-
and-facilities/services/health-clinics/health-
sciences-clinic

https://mindspot.org.au/
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Priority

Self-image

Self-image

Self-image

Concentration
/ attention

Concentration
/ attention

Concentration
/ attention
Concentration
/ attention

Motor activity
/ movement

Motor activity
/ movement

Motor activity
/ movement

Motor activity
/ movement

FOI 2758

Type of
support
Telephone

Mobile app

Near me

Online

Telephone

Mobile app

Near me

Online

Telephone

Mobile app

Near me

Name

CAREIinMIND
Wellbeing Support
Service

Good Blocks

Anxiety Disorders
Association of
Victoria (ADAVIC)
support group

MindSpot

CAREinMIND
Wellbeing Support
Service

Smiling mind

Anxiety Disorders
Association of
Victoria (ADAVIC)
support group

MindSpot

CAREIinMIND
Wellbeing Support
Service
MoodMission

Anxiety Disorders
Association of

o<

Details
Provides free counselling for people in the north,

central, or western suburbs of Melbourne. Call 1300 096
269, available 24 hours a day.

Assists to improve self-esteem, body image, anxiety and
mood through game-based training.
Provides support for people experiencing symptoms of
anxiety or depression. Meetings are held on w. ights
in Altona, Camberwell, Coburg, and Cranbo N'B
bookings are required. Thereis a small%@at\ﬁaance
fee.
Provides free online assessment a %&%S&
people troubled by problems W\/ o and
other symptoms of anxiety es ;E\Q/
Provides free counsellln é north,
central, or western su eI rne. Call 1300 096
269, available 24 h %
Learn to focus y & ?short mindfulness
training exer
Provides s %( @e experiencing symptoms of
anxiety Meetlngs are held on weeknights
in AI@Q éy @ell Coburg, and Cranbourne. No

éé( {géﬂlred. There is a small ($5) attendance

<< N\

eree online assessment and treatment for
'éeople troubled by symptoms of anxiety, depression,
and related problems.
Provides free counselling for people in the north,
central, or western suburbs of Melbourne. Call 1300 096
269, available 24 hours a day.
Tell the app how you're feeling to receive a selection of
simple and effective missions that will help boost your
activity levels.
Provides support for people experiencing symptoms of
anxiety or depression. Meetings are held on weeknights
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Resource name links to

https://www.careinmind.com.au

http://samuramu.com/goodblocks/

https://www.adavic.org.au/PG-social-support-
support-groups.aspx

https://mindspot.org.au/

https://www.careinmind.com.au

https://smilingmind.com.au/smiling-mind-app/

https://www.adavic.org.au/PG-social-support-
support-groups.aspx

https://mindspot.org.au/

https://www.careinmind.com.au

http://moodmission.com/

https://www.adavic.org.au/PG-social-support-
support-groups.aspx
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Priority

Thoughts of
death

Thoughts of
death

Thoughts of
death
Thoughts of
death

Anxiety / worry

Anxiety / worry

Anxiety / worry

Anxiety / worry

Health

Health

FOI 2758

Type of
support

Online

Telephone

Mobile app
Near me

Online

Telephone

Mobile app

Near me

Online

Telephone

Name

Victoria (ADAVIC)
support group

MindSpot

Suicide Call Back
Service
BeyondNow

GP

MindSpot
CAREInMIND
Wellbeing Support
Service

Smiling mind
Anxiety Disorders

Association of
Victoria (ADAVIC)

iChooseWell

NURSE-ON-CALL

@03

support group A

Details

in Altona, Camberwell, Coburg, and Cranbourne. No
bookings are required. There is a small ($5) attendance
fee.

Provides free online assessment and treatment for
people troubled by symptoms of anxiety, depression,
and related problems.

Provides immediate support to anyone feelin idal,
and longer term support through up to six fi 9,
telephone counselling sessions. Call 13 >
Allows you to create a safety plan tha(y&l aQr:\Nork
through when you're experlencm

Talk to a trusted GP about way dg~ th;) hts of
death or self harm.

Provides free online asse%ﬁn ment for
people troubled by sy &a {y’ depression,
and related proble

Provides free co
central, orw

269, ava.|$
Learnt and build mental health and
well g@u I@undfulness based tools.
;Qéffor people experiencing symptoms of

Q( ?:Ee ression. Meetings are held on weeknights

n&,Camberwell, Coburg, and Cranbourne. No
okings are required. There is a small ($5) attendance
fee.
A comprehensive program that provides instructions
and tools to help you learn new wellness strategies and
put them into practice.
provides immediate, expert health advice from a
registered nurse. Call 1300 60 60 24, available 24 hours
a day.

§é¢0ple in the north,
bu%g elbourne. Call 1300 096
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Resource name links to

https://mindspot.org.au/

https://www.suicidecallbackservice.org.au/

https://www.beyondblue.org.au/get-
support/beyondnow-suicide-safety-planning/
https://healthengine.com.au/

https://mindspot.org.au/

https://www.careinmind.com.au

https://smilingmind.com.au/smiling-mind-app/

https://www.adavic.org.au/PG-social-support-
support-groups.aspx

https://www.mydigitalhealth.org.au/programs-

available/

https://www?2.health.vic.gov.au/primary-and-
community-health/primary-care/nurse-on-call
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Priority

Health

Health

Activities of
daily life

Activities of
daily life

Activities of
daily life
Activities of
daily life

Household
economy
Household
economy
Household
economy
Household
economy

Generic

Generic

Generic

FOI 2758

Type of
support
Mobile app

Near me

Online

Telephone

Mobile app

Near me

Online
Telephone
Mobile app

Near me

Online

Telephone

Mobile app

Name

healthdirect

GP

iChooseWell

CAREInMIND
Wellbeing Support
Service

Flaredown

Victoria University
Clinical Exercise &
Rehabilitation Clinic

MoneySmart
National Debt
Helpline
Pocketbook

Anglicare

MindSpot

CAREInMIND
Wellbeing Support
Service

Smiling mind

Details

Provides tools to help you manage your health. Check

your symptoms, find a health service, and get trusted

health information.

Talk to a GP you trust about the areas of health and

wellbeing you would like to improve.

A comprehensive program that provides instructi

and tools to help you learn new wellness straggand

put them into practice.

Provides free counselling for people in rt

central, or western suburbs of Melbos& QQII 300 096
v NS

Track symptoms, treatments, trézrs,@n% %‘iect with

the online community.

Located in Footscray, thlst@ g<e nd|V|duaI|sed

programs for the man hronic diseases and

269, available 24 hours a day.

injuries. If you have.a aI condition you
may be eligible@ &dmg

Provides fma%l I%@ar& ools, and resources.
Prowde@%’ ®$Qi§counsellmg Call 1800 007 007

30pm, Monday to Friday.

% /l{dg%(planner and personal finance

\2{% e@ee financial counselling at several locations

'%ross Melbourne. Call 9731 2500 for an appointment
near you.

Provides free online assessment and treatment for
people troubled by symptoms of anxiety, depression,
and related problems.

Provides free counselling for people in the north,
central, or western suburbs of Melbourne. Call 1300 096
269, available 24 hours a day.

Build mental health and wellbeing through mindfulness-
based tools.
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Resource name links to

https://www.healthdirect.gov.au/health-app

https://healthengine.com.au/

https://www.mydigitalhealth.org.au/programs-

available/

https://www.careinmind.com.au

http://flaredown.com/

https://www.vu.edu.au/about-vu/facilities-
services/our-services/health-wellbeing-
clinics/clinical-exercise-rehabilitation

https://www.moneysmart.gov.au/

http://www.ndh.org.au/

https://getpocketbook.com/

https://www.anglicarevic.org.au/what-we-
do/strengthening-communities/

https://mindspot.org.au/

https://www.careinmind.com.au

https://smilingmind.com.au/smiling-mind-app/
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Priority

Generic

Type of
support
Near me

North Coast PHN

Priority

Little interest
or pleasure in
doing things
Little interest
or pleasure in
doing things
Little interest
or pleasure in
doing things
Little interest
or pleasure in
doing things
Little interest
or pleasure in
doing things
Mood

Mood
Mood

Mood

FOI 2758

Type of
support
Online

Telephone

Mobile app

Near me

Near me

Online

Telephone
Mobile app

Near me

Name

GP

Location

Coffs
Harbour

Port
Macquarie

Coffs
Harbour

Details

Maintain good mental health and wellbeing with the

Resource name links to

https://healthengine.com.au/

help of a trusted GP.

Name

MindSpot

New Access

MoodMission

CoffsConnect

Port Macqua+i

New Access
Smiling mind

Coffs Harbour
Mental Health
and Wellbeing
Support Group

Details

Q~
&

Provides free online assessme@ar@@e’atment
for people troubled by syr@a)w'&f anxiety,
depression, and relate |€ms

Provides free supr/r@o @dﬁoach; call
1800 010 630. O
SR K

Sets simpl@@vg\@%issions to help you
achieve lﬁi r@health.
5oL

‘&‘?F;Qa‘e »ﬂﬁsimilar interests or get inspired
o
S QQ?%

ng new.

something new.

@)
@Q@Q/@e 1.@?gple with similar interests or get inspired
community) Qg/ ng(

group \S %%
RS

t
o\
skProvides free online assessment and treatment
for people troubled by symptoms of anxiety,
depression, and related problems.

Provides free support from a trained coach; call
1800 010 630.

Build mental health and wellbeing through
mindfulness-based tools.

Provides support for people experiencing
difficulties with their mental health and
wellbeing. This group meets at 11am on the first
Thursday of each month.
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Resource name links to

https://mindspot.org.au/

https://www.beyondblue.org.au/get-
support/newaccess

http://moodmission.com/

http://coffsconnect.com.au/community-
groups

http://www.pmncinfo.org.au/images/CSD/Spe
cial%20Interest%20Groups.pdf

https://mindspot.org.au/

https://www.beyondblue.org.au/get-
support/newaccess
https://smilingmind.com.au/smiling-mind-
app/
http://coffsconnect.com.au/coffs-harbour-
mental-health-and-wellbeing-support-group
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http://coffsconnect.com.au/coffs-harbour
https://smilingmind.com.au/smiling-mind
https://www.beyondblue.org.au/get
https://mindspot.org.au
http://www.pmncinfo.org.au/images/CSD/Spe
http://coffsconnect.com.au/community
http://moodmission.com
https://www.beyondblue.org.au/get
https://mindspot.org.au

Priority

Mood

Sleep
Sleep

Sleep

Sleep

Sleep

Energy

Energy

Energy

Energy

Energy

FOI 2758

Type of Location

support

Near me Port
Macquarie

Online

Telephone

Mobile app

Near me Coffs
Harbour

Near me Port
Macquarie

Online

Telephone

Mobile app

Near me Coffs
Harbour

Near me Port
Macquarie

Name

Grow

This Way Up
New Access
Smiling mind
Coffs Harbour
Mental Health
and Wellbeing
Support Group

Sahaja yoga

MindSpot

Get healthyc)ofF@r@
Recharge.O
O3

N2
Héggc\ &\2\

Foundation

Heart
Foundation

Details

Provides a chance to talk with others about
mental health and wellbeing, share experiences,
and support each other.
In this free course, learn cognitive behavioural
therapy (CBT) skills to help improve your sleep.
Provides free support from a trained@ach; call
1800 010 630. &
Mindfulness training with a sle ecific module
as well as others that may a in iﬁbroving
sleep (e.g., stress). Q/ A
Provides support for{p&e&e %gpe/r{ ing

nial

difficulties with thei{/ alth'and

wellbeing. This géﬁp got 1lam on the first
Thursday of %{1 Géﬁ \?\
Learn to%ﬂ%&fr@g‘neditation class. Both
evenin @ lasses available.
Provi&f@ n assessment and treatment
f;{&(ﬁf tr ed by problems with energy and
he s of anxiety or depression.
% ential telephone based expert advice
fi @ healthier, happier you.
s you to improve energy by establishing a
'éood sleep/wake routine that includes regular
< “exercise and exposure to daylight.
Improve your energy levels with regular physical
activity. The Heart Foundation walking groups
make this enjoyable, and there are different
groups to suit most abilities. If you do not live
near a group or prefer to walk on your own, you
can join as a ‘Virtual Walker’ and track your
progress online.
Improve your energy levels with regular physical

activity. The Heart Foundation walking groups
make this enjoyable, and there are different
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Resource name links to

https://www.grow.org.au/nsw/

https://thiswayup.org.au/how-we-can-
help/courses/managing-insomnia/
https://www.beyondblue.org.au/get-
support/newaccess
https://smilingmind.com.au/smiling-mind-

app/

http://coffsconnect.com.au/coffs-harbour-
mental-health-and-wellbeing-support-group

http://www.sahajayoga.com.au/class worksh
ops/nsw/#port_macquarie
https://mindspot.org.au/

http://www.gethealthynsw.com.au/

https://au.reachout.com/tools-and-

apps/recharge

http://walking.heartfoundation.org.au/walkin

g/find-walk

http://walking.heartfoundation.org.au/walkin
find-walk
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http://walking.heartfoundation.org.au/walkin
http://walking.heartfoundation.org.au/walkin
https://au.reachout.com/tools-and
http://www.gethealthynsw.com.au
https://mindspot.org.au
http://www.sahajayoga.com.au/class_worksh
http://coffsconnect.com.au/coffs-harbour
https://smilingmind.com.au/smiling-mind
https://www.beyondblue.org.au/get
https://thiswayup.org.au/how-we-can
https://www.grow.org.au/nsw

Priority

Appetite

Appetite

Appetite

Appetite

Appetite

Self-image

Self-image
Self-image

Self-image

Self-image

FOI 2758

Type of Location
support

Online

Telephone

Mobile app

Near me Coffs
Harbour

Near me Port
Macquarie

Online

Telephone

Mobile app

Near me Coffs
Harbour

Near me Port
Macquarie

Name Details

groups to suit most abilities. If you do not live
near a group or prefer to walk on your own, you
can join as a ‘Virtual Walker’ and track your
progress online.

MindSpot Provides free online assessment and treatment
for people troubled by problems with-appetite
and other symptoms of anxiety or ession.

Get healthy Free confidential telephone ba cgf/rt advice
to find a healthier, happier

Smiling mind Provides guidance on min@ekl\g which may

have benefits whether\fﬂ a& a&r@too much

or too little. Q/ e
Qgerlencmg

Coffs Harbour Provides suppor%(

Mental Health difficulties w aIth and

and Wellbeing weIIbein\/g&(g& s at 11am on the first

Support Group Thursd

Healthier You Th|s &prowdes nutrition advice to
Ithier, happier lives.

e §§ private health insurance rebates

MindSpot C)O (&Qo |@s free online assessment and treatment
O <</ ople troubled by symptoms of anxiety,
%Q << é’epressmn and related problems.
< "Provides free support from a trained coach; call

A 1800 010 630.

Good Blocks Assists to improve self-esteem, body image,
anxiety and mood through game-based training.

Coffs Harbour Provides support for people experiencing

Mental Health difficulties with their mental health and

and Wellbeing wellbeing. This group meets at 11am on the first

Support Group Thursday of each month.

Grow Provides a chance to talk with others about

mental health and wellbeing, share experiences,
and support each other.
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Resource name links to

https://mindspot.org.au/

http://www.gethealthynsw.com.au/

https://smilingmind.com.au/smiling-mind-

app/

http://coffsconnect.com.au/coffs-harbour-
mental-health-and-wellbeing-support-group

http://healthieryou.net.au/

https://mindspot.org.au/

https://www.beyondblue.org.au/get-
support/newaccess
http://samuramu.com/goodblocks/

http://coffsconnect.com.au/coffs-harbour-
mental-health-and-wellbeing-support-group

https://www.grow.org.au/nsw/
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https://www.grow.org.au/nsw
http://coffsconnect.com.au/coffs-harbour
http://samuramu.com/goodblocks
https://www.beyondblue.org.au/get
https://mindspot.org.au
http://healthieryou.net.au
http://coffsconnect.com.au/coffs-harbour
https://smilingmind.com.au/smiling-mind
http://www.gethealthynsw.com.au
https://mindspot.org.au

Priority

Concentration
/ attention

Concentration
/ attention
Concentration
/ attention
Concentration
/ attention

Concentration
/ attention

Motor activity
/ movement

Motor activity
/ movement
Motor activity
/ movement

Motor activity
/ movement

Motor activity
/ movement

FOI 2758

Type of
support
Online

Telephone

Mobile app

Near me

Near me

Online

Telephone

Mobile app

Near me

Near me

Location

Coffs
Harbour

Port
Macquarie

Coffs
Harbour

Port
Macquarie

Name

MindSpot

New Access
Smiling mind

Coffs Harbour
Mental Health
and Wellbeing
Support Group
Port Macquarie
community
groups
MindSpot

New Access

Details

Provides free online assessment and treatment
for people troubled by problems with
concentration and other symptoms of anxiety or
depression.

Provides free support from a trained coach; call
1800 010 630.

Learn to focus your mind throug 6&

mindfulness training exercises. %

Provides support for people e&ng
difficulties with their men&e«lth and

wellbeing. This group nv‘:’e}segll,{nawn the first

Thursday of each

Build concentra on something
you enjoy; jO % q‘\éa a new hobby or
meet peo x@ terests.

Provid %e%' |n§<ssessment and treatment
for @e\@s b y symptoms of anxiety,

0.
Moodl\/llssu@)o QII I@app how you're feeling to receive a

ion of simple and effective missions that

%Q << %II help boost your activity levels.
N

2D K
AWy

Heart
Foundation

< "Manage your movement through regular physical

activity. The Heart Foundation walking groups
make this enjoyable, and there are different
groups to suit most abilities. If you do not live
near a group or prefer to walk on your own, you
can join as a ‘Virtual Walker’ and track your
progress online.

Manage your movement through regular physical
activity. The Heart Foundation walking groups
make this enjoyable, and there are different
groups to suit most abilities. If you do not live
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Resource name links to

https://mindspot.org.au/

https://www.beyondblue.org.au/get-
support/newaccess
https://smilingmind.com.au/smiling-mind-
app/
http://coffsconnect.com.au/coffs-harbour-
mental-health-and-wellbeing-support-group

http://www.pmncinfo.org.au/images/CSD/Spe
cial%20Interest%20Groups.pdf

https://mindspot.org.au/

https://www.beyondblue.org.au/get-
support/newaccess
http://moodmission.com/

http://walking.heartfoundation.org.au/walkin

g/find-walk

http://walking.heartfoundation.org.au/walkin

g/find-walk
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Priority

Thoughts of
death

Thoughts of
death

Thoughts of
death

Thoughts of
death
Thoughts of
death
Anxiety /
worry

Anxiety /
worry
Anxiety /
worry
Anxiety /
worry

Anxiety /
worry

Health

FOI 2758

Type of Location

support

Online

Telephone

Mobile app

Near me Coffs
Harbour

Near me Port
Macquarie

Online

Telephone

Mobile app

Near me Coffs
Harbour

Near me Port
Macquarie

Online

Name Details
near a group or prefer to walk on your own, you
can join as a ‘Virtual Walker’ and track your
progress online.

MindSpot Provides free online assessment and treatment

for people troubled by symptoms of anxiety,
depression, and related problems.

Suicide Call Back  Provides immediate support to an feeling

Service suicidal, and longer term suppo rcm[gh up to
six free telephone counselhg‘s}sx . Call 1300
658 467.

BeyondNow Allows you to create a &Qu t you can
work through wher\/ r cing suicidal
thoughts. \

GP Talk to a trust@ P '}ﬁ%@ys to manage

arm

thoughts oé’e' %
GP Talk to a ®us '%out ways to manage
tho\\tﬁ%é § self harm.
MindSpot ﬁ{re Saline assessment and treatment
r ubled by symptoms of anxiety,
@Q/d(rgs , and related problems.
New Accessc)o Q/@o i free support from a trained coach; call
Q{O %{B%/om 630.
Smlllnng d<< s\L arn to calm your mind and build mental health
Q) and wellbeing through mindfulness-based tools.
6?‘1’5 H'ﬁbour Meet others struggling with anxiety; share

3 O,

Anxiety Support  experiences and solutions. The group meets at

Group 11am on the second and fourth Tuesdays of the
month.

Grow Provides a chance to talk with others about
mental health and wellbeing, share experiences,
and support each other.

iChooseWell A comprehensive program that provides

instructions and tools to help you learn new
wellness strategies and put them into practice.
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Resource name links to

https://mindspot.org.au/

https://www.suicidecallbackservice.org.au/

https://www.beyondblue.org.au/get-
support/beyondnow-suicide-safety-planning/

https://healthengine.com.au/

https://healthengine.com.au/

https://mindspot.org.au/

https://www.beyondblue.org.au/get-
support/newaccess
https://smilingmind.com.au/smiling-mind-
app/
http://coffsconnect.com.au/coffs-harbour-
anxiety-support-group

https://www.grow.org.au/nsw/

https://www.mydigitalhealth.org.au/programs

-available/
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https://www.mydigitalhealth.org.au/programs
https://www.grow.org.au/nsw
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Priority
Health

Health

Health

Health

Activities of
daily life

Activities of
daily life
Activities of
daily life
Activities of
daily life
Activities of
daily life

Household
economy
Household
economy

Household
economy

FOI 2758

Type of Location

support

Telephone

Mobile app

Near me Coffs
Harbour

Near me Port
Macquarie

Online

Telephone

Mobile app

Near me Coffs
Harbour

Near me Port
Macquarie

Online

Telephone

Mobile app

Name

New Access

healthdirect

Heart
Foundation

GP

iChooseWell

New Access

Flaredown

New Ho&@<<

N oo
Ce A
Community

Directory
MoneySmart

National Debt
Helpline

Pocketbook

é*«%

Details

Provides free support from a trained coach; call

1800 010 630.

Provides tools to help you manage your health.

Check your symptoms, find a health service, and
get trusted health information.

Improve your general health with regular

physical activity. The Heart Found walking
groups make this enjoyable, an

different groups to suit mos qca?you do
not live near a group or p "Q Ik on your

own, you can join as a

@Na{l@t and track
your progress onlin é
Talk to a GP you@i%@.‘ @gareas of health
and wellbein u &R&to improve.

A compre that provides
o help you learn new

|nstr @t
@(ﬂnd put them into practice.
re

port from a trained coach; call

toms, treatments, triggers, and
@n Q with the online community.

es personalised plans to support you to
&each your goals.

d Q) Provides a range of services and activities to

assist people to get the most out of life.

Provides financial guidance, tools, and resources.

Provides free financial counselling. Call 1800 007
007 between 9:30am and 4:30pm, Monday to
Friday.

Includes a budget planner and personal finance
software.
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Resource name links to

https://www.beyondblue.org.au/get-
support/newaccess
https://www.healthdirect.gov.au/health-app

http://walking.heartfoundation.org.au/walkin
find-walk

https://healthengine.com.au/

https://www.mydigitalhealth.org.au/programs

-available/

https://www.beyondblue.org.au/get-
support/newaccess
http://flaredown.com/

http://newhorizons.org.au/expertise/mental-

health/
http://www.pmncinfo.org.au/images/CSD/Sup
port%20Groups.pdf

https://www.moneysmart.gov.au/

http://www.ndh.org.au/

https://getpocketbook.com/
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https://getpocketbook.com
http://www.ndh.org.au
https://www.moneysmart.gov.au
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https://www.healthdirect.gov.au/health-app
https://www.beyondblue.org.au/get

Priority
Household

economy

Household
economy
Generic
Generic
Generic

Generic

Generic

Type of
support
Near me

Near me

Online

Telephone
Mobile app
Near me

Near me

Brisbane North PHN

Priority

Little interest
or pleasure in
doing things
Little interest
or pleasure in
doing things
Little interest
or pleasure in
doing things
Little interest
or pleasure in
doing things

FOI 2758

Type of
support
Online

Telephone

Mobile app

Near me

Location
Coffs

Harbour

Port
Macquarie

Coffs
Harbour
Port
Macquarie

Location

North

Name

Lifeline

Neighborhood

Centre
MindSpot

New Access

Smiling mind

GP

Neighborhood

Centre

Name

Mlnds@ﬁ \2\((/

New Access

MoodMission

MeetUp

Details

Provides free face-to-face financial counselling

for anyone who feels overwhelmed with money

problems. Call 02 6651 4093 to make an
appointment.

Offers free financial advice, tenants advice, tax

?Eatment

help and free food and produce.
Provides free online assessment a
for people troubled by sympto

aq)/(lety,

depression, and related pro
Provides free support fro ra@,\d coach; call

1800 010 630.
Build mental healt
mindfulness-bas
Maintain goo
the heIp o

Provid @ ﬁwces and activities to
ass he most out of life.
\* R
O

@

a@v@u ei ,Sthrough

é‘w@

%wdes free online assessment and treatment
for people troubled by symptoms of anxiety,
depression, and related problems.

Provides free support from a trained coach; call
07 3358 4424.

Sets simple and effective missions to help you
achieve better mental health.

Meet people with similar interests or get inspired
to try something new.
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é&@ R%\%nd wellbeing with

Resource name links to

https://www.lifeline.org.au/north-coast-
nsw/counselling-services

http://www.pmncinfo.org.au/pages/servicespr
ogramswhats-on/whats-on-at-the-nc.php
https://mindspot.org.au/

https://www.beyondblue.org.au/get-
support/newaccess
https://smilingmind.com.au/smiling-mind-
app/

https://healthengine.com.au/

http://www.pmncinfo.org.au/

Resource name links to

https://mindspot.org.au/

https://www.beyondblue.org.au/get-
support/newaccess

http://moodmission.com/

https://www.meetup.com/en-
AU/find/?allMeetups=true&radius=3&userFreef
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https://www.meetup.com/en
http://moodmission.com
https://www.beyondblue.org.au/get
https://mindspot.org.au

Priority

Little interest
or pleasure in
doing things

Mood

Mood
Mood

Mood

Mood

Sleep
Sleep

Sleep

Sleep

Sleep

Energy

FOI 2758

Type of
support

Near me

Online

Telephone
Mobile app

Near me

Near me

Online
Telephone

Mobile app

Near me

Near me

Online

Location

South

North

South

North

South

Name

MeetUp

MindSpot

New Access
Smiling mind

Grow

Grow

This Way Up

New Acces

Details

Meet people with similar interests or get inspired
to try something new.

for people troubled by symptoms

Provides free online assessment an ;@%ment

depression, and related proble

Provides free support from a&na@\)ach call
07 3358 4424.

Build mental health an{i@ell@?@ugh
mindfulness- based

Provides a chan @\g\hers about
mental healt %&el , share experiences,

and supp

Prowd §(a with others about

me a Sﬁ(h a being, share experiences,
eﬁther.

Q{ urse, learn cognitive behavioural
@B ) skills to help improve your sleep.
ggé{free support from a trained coach; call

58 4424.

Smlllj{gzk}ln%@ @Ilndfulness training with a sleep-specific module

Relaxation
Centre
Sahaja yoga

MindSpot

as well as others that may assist in improving
sleep (e.g., stress).

Offers talks, classes, and courses to help with
insomnia, depression, anxiety, stress and more.
Learn to unwind at a free meditation class,
available at several locations across Brisbane and
surrounds.

Provides free online assessment and treatment
for people troubled by problems with energy and
other symptoms of anxiety or depression.
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Resource name links to

orm=Brisbane%2C+Australia&mcld=c1000655&c
hange=yes&sort=default
https://www.meetup.com/en-
AU/find/?allMeetups=true&radius=3&userFreef
orm=Brisbane%2C+Australia&mcld=c1000655&c
hange=yes&sort=default
https://mindspot.org.au/

https://www.beyondblue.org.au/get-
support/newaccess
https://smilingmind.com.au/smiling-mind-app/

https://www.grow.org.au/qld/

https://www.grow.org.au/qld/

https://thiswayup.org.au/how-we-can-
help/courses/managing-insomnia/
https://www.beyondblue.org.au/get-
support/newaccess
https://smilingmind.com.au/smiling-mind-app/

http://www.relaxationcentreqld.org/

https://www.sahajayogagld.com/classes-and-
events/#new-page

https://mindspot.org.au/

Document 6


https://mindspot.org.au
https://www.sahajayogaqld.com/classes-and
http://www.relaxationcentreqld.org
https://smilingmind.com.au/smiling-mind-app
https://www.beyondblue.org.au/get
https://thiswayup.org.au/how-we-can
https://www.grow.org.au/qld
https://www.grow.org.au/qld
https://smilingmind.com.au/smiling-mind-app
https://www.beyondblue.org.au/get
https://mindspot.org.au
https://www.meetup.com/en

Priority
Energy

Energy

Energy

Energy

Appetite

Appetite

Appetite

Appetite

Appetite

Self-image

FOI 2758

Type of
support
Telephone

Mobile app
North

Near me

Near me South

Online

Telephone

Mobile app

Near me North

South

Near me

Online

Location

Name

New Access
Recharge
Moreton Bay
Regional Council

Heart
Foundation

MindSpot

New Access

Details

Provides free support from a trained coach; call
07 3358 4424,

Assists you to improve energy by establishing a
good sleep/wake routine that includes regular
exercise and exposure to daylight.

Improve your mental and physical healthwith
free or low cost fitness, sport and re%&n
activities.

Improve your energy levels wit ?QL%@QB(]{IVSICM

activity. The Heart Foundati groups

make this enjoyable, and @ent
groups to suit most ab;{/ s t live

near a group or pr our own, you
can join as a ‘Vir &Qﬁr@ track your
progress onll

Provides f| QZ) l@ a &sment and treatment

for pe:{? r&;&%oblems with appetite
and Gf(m f anxiety or depression.
port from a trained coach; call

|dance on mindful eating which may

Smiling mind
C) éﬁeflts whether you are eating too much
li

Well

(Endeavou 'ﬁ\
College Student
clinic)
Wellnation Clinic
(Endeavour
College Student
clinic)

MindSpot

ers a whole system approach to nutrition,
with consultations ranging from $12-520.

Offers a whole system approach to nutrition,
with consultations ranging from $12-520.

Provides free online assessment and treatment
for people troubled by symptoms of anxiety,
depression, and related problems.
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Resource name links to

https://www.beyondblue.org.au/get-
support/newaccess
https://au.reachout.com/tools-and-

apps/recharge

https://www.moretonbay.qld.gov.au/sport-

recreation/

http://walking.heartfoundation.org.au/walking/f
ind-walk

https://mindspot.org.au/

https://www.beyondblue.org.au/get-
support/newaccess
https://smilingmind.com.au/smiling-mind-app/

https://www.wellnationclinics.com.au/treatmen
ts/nutritional-medicine

https://www.wellnationclinics.com.au/treatmen
ts/nutritional-medicine

https://mindspot.org.au/
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Priority
Self-image
Self-image

Self-image

Self-image

Concentration
/ attention

Concentration
/ attention
Concentration
/ attention
Concentration
/ attention

Concentration
/ attention

Motor activity
/ movement

Motor activity
/ movement
Motor activity
/ movement

FOI 2758

Type of
support
Telephone

Mobile app

Near me

Near me

Online

Telephone

Mobile app

Near me

Near me

Online

Telephone

Mobile app

Location

North

South

North

South

Name
New Access
Good Blocks

Grow

Grow
MindSpot
New Access

Smiling mind

Grow
Grow

&
Mmcﬁbot \2\

New Access

MoodMission

QQ*

Details

Provides free support from a trained coach; call
07 3358 4424,
Assists to improve self-esteem, body image,

anxiety and mood through game-based training.

Provides a chance to talk with others about
mental health and wellbeing, share exp
and support each other. {(,
Provides a chance to talk with oth Qnmf/t
mental health and wellbeing, s 6ﬁée iences,
and support each other.

Provides free online asses

ﬁ? '{ tment

for people troubled b ér
concentration and

depression.
Provides free ﬁorétramed coach; call
07 3358 4474 %

Learn t V@éuéu d through short
min ﬁ(tra exercises.
§ e to talk with others about

and wellbeing, share experiences,
@' each other.

a chance to talk with others about
ental health and wellbeing, share experiences,
<&nd support each other.

Provides free online assessment and treatment
for people troubled by symptoms of anxiety,
depression, and related problems.

Provides free support from a trained coach; call
07 3358 4424.

Tell the app how you're feeling to receive a
selection of simple and effective missions that
will help boost your activity levels.
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jences,

of anxiety or

Resource name links to

https://www.beyondblue.org.au/get-
support/newaccess
http://samuramu.com/goodblocks/

https://www.grow.org.au/qld/

https://www.grow.org.au/qld/

https://mindspot.org.au/

https://www.beyondblue.org.au/get-
support/newaccess
https://smilingmind.com.au/smiling-mind-app/

https://www.grow.org.au/qgld/

https://www.grow.org.au/qld/

https://mindspot.org.au/

https://www.beyondblue.org.au/get-
support/newaccess
http://moodmission.com/
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Priority

Motor activity
/ movement

Motor activity
/ movement

Thoughts of
death

Thoughts of
death

Thoughts of
death

Thoughts of
death
Thoughts of
death
Anxiety /
worry

Anxiety /
worry
Anxiety /
worry
Anxiety /
worry

FOI 2758

Type of
support
Near me

Near me

Online

Telephone

Mobile app

Near me
Near me

Online

Telephone
Mobile app

Near me

Location

North

South

North

South

North

Name

Grow

Heart
Foundation

MindSpot

Suicide Call Back

Service
BeyondNow

GP

GP \%

Mmcﬁpot

New Access
Smiling mind

Grow

Details

Provides a chance to talk with others about
mental health and wellbeing, share experiences,
and support each other.

Manage your movement through regular physical
activity. The Heart Foundation walking groups
make this enjoyable, and there are diffegent
groups to suit most abilities. If you do &lve
near a group or prefer to walk on

can join as a ‘Virtual Walker’ a% 9\
progress online.

Provides free online asses

for people troubled b &1
depression, and reI 3(?7

Provides |mmed|@e 3 % nyone feeling
suicidal, and ort through up to
six free te}% ?< '%Illng sessions. Call 1300
658 4675~ e

Allo ‘é\ 6@ cr; a safety plan that you can
&%Q ?ﬁi you're experiencing suicidal
\) (o) a@qsted GP about ways to manage
r@q of death or self harm.
kto a trusted GP about ways to manage
@loughts of death or self harm.
Provides free online assessment and treatment
for people troubled by symptoms of anxiety,
depression, and related problems.
Provides free support from a trained coach; call
07 3358 442.
Learn to calm your mind and build mental health
and wellbeing through mindfulness-based tools.
Provides a chance to talk with others about

mental health and wellbeing, share experiences,
and support each other.

ow[r) you

tment
xiety,
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Resource name links to

https://www.grow.org.au/qgld/

http://walking.heartfoundation.org.au/walking/f

ind-walk

https://mindspot.org.au/

https://www.suicidecallbackservice.org.au/

https://www.beyondblue.org.au/get-
support/beyondnow-suicide-safety-planning/

https://healthengine.com.au/

https://healthengine.com.au/

https://mindspot.org.au/

https://www.beyondblue.org.au/get-
support/newaccess
https://smilingmind.com.au/smiling-mind-app/

https://www.grow.org.au/qld/
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Priority

Anxiety /
worry

Health

Health

Health

Health

Health

Activities of
daily life

Activities of
daily life
Activities of
daily life
Activities of
daily life

Activities of
daily life

FOI 2758

Type of Location
support

Near me South
Online

Telephone

Mobile app

Near me North
Near me South
Online

Telephone

Mobile app

Near me North
Near me South

Name

Grow
iChooseWell

New Access
healthdirect
Moreton Bay
Regional Council

Heart
Foundation

&)
Newé@s&yg/
Flaredown

Moreton Bay
Regional Council

Anglicare
Southern
Queensland

f
iChooseWell C)O t&/&

%s,t{n fons and tools to help you learn new
|

QO <<<3‘

Details

Provides a chance to talk with others about
mental health and wellbeing, share experiences,
and support each other.
A comprehensive program that provides
instructions and tools to help you learn new
wellness strategies and put them into practice.
Provides free support from a trained@; call
07 3358 4424. % 9,
Provides tools to help you man c;\m_f)q?ealth.
Check your symptoms, find IU\service, and
get trusted health inform O
Improve your mental a@@ph@g I@Ith with
free or low cost fitré{%@ ap@ Fecreation
activities
Join a waIking@%’%uglﬁvg@%joyable way to
improve y | Ith. The Heart
s&sy to find a group that
you do not live near a group

onh your own, you can join as a

Found\zt}
suit;q r&ili i
r’ and track your progress online.

@n r@ensive program that provides

ess strategies and put them into practice.

<Provides free support from a trained coach; call

07 3358 4424.

Track symptoms, treatments, triggers, and
connect with the online community.

Improve your mental and physical health with
free or low cost fitness, sport and recreation
activities.

Provides a range of lifestyle and wellbeing
programs to support all aspects of wellbeing,
with programs tailored to suit your interests and
abilities.
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Resource name links to

https://www.grow.org.au/qld/

https://www.mydigitalhealth.org.au/programs-

available/

https://www.beyondblue.org.au/get-
support/newaccess
https://www.healthdirect.gov.au/health-app

https://www.moretonbay.qld.gov.au/sport-

recreation/

http://walking.heartfoundation.org.au/walking/f
ind-walk

https://www.mydigitalhealth.org.au/programs-

available/

https://www.beyondblue.org.au/get-
support/newaccess
http://flaredown.com/

https://www.moretonbay.qld.gov.au/sport-

recreation/

https://anglicaresq.org.au/your-well-
being/lifestyle-wellbeing-programs/
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Priority
Household
economy
Household
economy
Household
economy

Household
economy

Household
economy

Generic

Generic

Generic
Generic

Generic

FOI 2758

Type of
support
Online

Telephone

Mobile app

Near me

Near me

Online

Telephone

Mobile app
Near me

Near me

Location

North

South

North

South

Name Details
MoneySmart

National Debt Provides free financial counselling. Call 1800 007

Helpline 007 between 9:30am and 4:30pm, Monday to
Friday.

Pocketbook Includes a budget planner and personal@ance
software. &

MoneyCare Provides free and confidential fina
counselling for people facing fi h)lekqﬁt?lculties
or wanting to avoid fmanaalﬁcu@es in the
future. Q>

MoneyCare Provides free and confi o@n §i n&l
counselling for peo »@ i ial difficulties
or wanting to av@i &é iculties in the
future.

MindSpot Provides fi Qb l@ &ssment and treatment
for pe& %mptoms of anxiety,
dep i0 <@nd ed problems.

beyondblue rmation and advice from a

[ health professional. Call 1300 22
0 4 @able 24 hours a day.
Smiling min O @all ntal health and wellbeing through

|§i ulness-based tools.
Maintain good mental health and wellbeing with

<</
&\2\ ’Qz\ the help of a trusted GP.

GP Maintain good mental health and wellbeing with
the help of a trusted GP.
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Provides financial guidance, tools, and resources.

Resource name links to

https://www.moneysmart.gov.au/

http://www.ndh.org.au/

https://getpocketbook.com/

https://salvos.org.au/need-help/financial-
assistance/financial-counselling/

https://salvos.org.au/need-help/financial-
assistance/financial-counselling/

https://mindspot.org.au/

https://www.beyondblue.org.au/

https://smilingmind.com.au/smiling-mind-app/

https://healthengine.com.au/

https://healthengine.com.au/

Document 6


https://healthengine.com.au
https://healthengine.com.au
https://smilingmind.com.au/smiling-mind-app
https://www.beyondblue.org.au
https://mindspot.org.au
https://salvos.org.au/need-help/financial
https://salvos.org.au/need-help/financial
https://getpocketbook.com
http://www.ndh.org.au
https://www.moneysmart.gov.au

158
172 of 254

Document 6

FOI 2758



Appendix 5. Care package guidance

Final at 12.10.17

PHN Lead Site Evaluation Link-me Trial

Guidance on funding and data collection for additional elements of complex
care packages

(Department of Health guidance)

Purpose

To provide guidance to Regional Trial Coordinators and Care Navigators on:

Q.

e the types of services that can be funded as additional elem of complex care packages;
e the suggested process for managing the regional approv@ra@}ements for purchase of
additional services for patients; and Q '\q

e the special data collection requirements for patlelvg%me@rg{@ve additional services.
A\

&
e&;@e@
Background & Q‘@&OQ

1. General Practice attendees identiﬁ@ s%
t

agree to participate and are aIIoQXég(t*ﬁ ervention group will be provided with an
individual care package, de x &Ad ned in collaboration with the Care Navigator. This

is a key role of the Care %@ QQ?

2. Individual care pack Q{Q?{(bde two broad groups of services:
. Services\@/ i ‘ﬁleg{}art of the usual health system that the individual may not be
curre@&t&bssi& These can include, for example, existing services commissioned
by the PHN, referral to a private psychiatrist or psychologist through the MBS

evere and complex mental illness, who

system, or having a mental health nurse assigned to assist the GP on clinical
management including outreach and home-based work.

e Additional support services not usually available in the primary mental health care
suite of services for people presenting with severe and complex mental health
problems, funded from Lead PHN funding.

3. Additional funding has been provided to the three PHNs involved in the Link-me trial to
enable payment for agreed additional services provided to those in the study who are
assigned to the intervention arm of the severe and complex group.

4. Only these three PHNs have the flexibility to use funds for such purposes. As noted in the
Department of Health guidance documentation released to support mental health reforms:

e onlythe three lead PHNs are expected to deliver clinical care packages for those
with severe and complex mental illness that entail use of additional funds provided
as part of overall Lead Site funding;

159

FOI 2758 173 of 254 Document 6


https://12.10.17

e by the end of the trial, a broader national roll-out of innovative funding models to
support clinical care coordination and packaged care arrangements will be based on
the lessons derived from the three Lead PHNs.!

What additional services can be purchased?

5.

10.

Prior to deciding that the patients be provided additional services funded from the PHN
special funding, it is essential to establish that their individualised care plan makes best use
of services available through current health and social support services available in the
region that the individual may not be currently accessing. It is anticipated that in the
majority of cases, the individual care plan will entail linking the person to these services
rather than funding new services that are not part of the existing service offer. Examples
include:

— Referral to a private psychiatrist or psychologist throug@.the MBS

— Assignment of a mental health nurse to assist the@ clinical management
(including outreach and home-based work) ) q‘bq’

— Referral to a service provider commwsmne%ﬁ&%tj‘gh the local PHN.

In cases where the patient is assessed as requu{&'a@v%~ services, these services need to
meet two essential criteria: <& &\ \2\

a. Additional services purchased M Ghould be confined to those identified as
critical to improving the pecsp ealth. Services may include those targeted
at physical health needs@v @ s&are regarded as contributing to, or arising

from, the patient’s @h . The need for such services should be
documented in diividual care plan as endorsed by their GP.
b. Any addltlo chased need to supported by evidence that such services

are effecé@m{g%ir’?& ting to positive mental health outcomes.

The special fka\é\S&?%\Vldeg)tO PHNSs to support the Link-me trial are for purchase of services
only and not goods.

Additional services included in individual care packages will typically be health services
delivered by a clinical health professional but may be delivered by others as ancillary to
formal health care.

Eligible services are those delivered in community settings and do not include public or
private inpatient care (same day and overnight).

Services eligible for funding do not include funded psychosocial disability services that are
delivered through other programs, both state and Commonwealth. However, this does not
exclude funding of ancillary social support services necessary to promote gains in the

! Department of Health 2016. Primary mental health care services for people with severe mental
illness. See http://www.health.gov.au/internet/main/publishing.nsf/Content/PHN-Mental Tools
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11.

12.

person’s mental health where these are delivered under the guidance of a health
professional.? As examples:

— asocial support agency may be funded to assist a client who requires help in
securing safe and affordable housing where lack of such is identified as a significant
contributor to their current mental health condition; or

— apeer support worker could be funded to provide coaching and support to a client
in connecting with social networks to reduce their isolation.

Services not usually classified as mental health services may be purchased but only where
these are identified as critical to improving mental health outcomes. Examples include
funding a dietitian or nutritionist to advise a client on weight loss, or funding an exercise
physiologist to assist the client increase their activity levels.

Funding may also be used to pay for medical and allied health gap fees where these are
preventing the person from accessing necessary services. Examples include payment of the
gap fee for the client to be assessed by a psychiatrist; and p ent of gap fees for the
individual to be treated by a psychologist, where these a@oeé\:nented as critical
components of the individual mental health plan. Q/Q '\

How the arrangements can be mplementeQ?‘ '\‘2\

13.

14.

15.

Assessment of the patient’s need for addltlcngsQ@c ould be made by Care Navigators
as part of the overall development of |z@t@&%a<§<plans
Where additional funding is reqwre@% Qg‘i@\@nt the individual care plan, this should be

sourced from the Link-me Trlal rrangements for approval of individual cases
should be made by the PHNQ‘Q $ I‘\5€Ugh the PHN Regional Trial Coordinators.

For clients requiring ad n@% s to be funded from the PHN special budget, a cap of
$2000 per client is r@%@f{g QE@/
o\

Data collection regtoﬂ\gmeg{s

Information on serV|ces used by patients in the complex care group is essential to enable
care packages to be described and costed for the evaluation of the national trial.

Services used will fall into one of five categories, coded as A to E in the table below.
Although only services in categories A, B and C are funded by PHNs, we need to know about
other services that the consumer receives for the purposes of the evaluation.

2 Health professionals are those registered as such under the relevant professional Boards of the Australian
Health Practitioner Regulation Agency (AHPRA), or social workers who are members of the Australian
Association of Social Workers (AASW).
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The five categories are summarised below, along with any data collection implications for

Care Navigators and Trial

Coordinators.

Service category How data will be collected for the [Implications for Care
evaluation Navigators and Trial
Coordinators
A. Service contacts with Care |Data will be recorded and stored in  |Contacts with Navigators will
Navigators for patients the Link-me data capture system need to be recorded on an
assigned to the occasion of service basis.
intervention arm
B. Additional services Services need to be recorded using  |A process for recording and
purchased from the special [the agreed system for classifying and |coding additional services
Link-me Trial funding capturing data (see below). will need to be implemented
managed by PHNs within each PHN region.
Data will be recorded and stored in Options include using
the Link-me data capture system. <D§i‘;es submitted by
0% itional service providers
Q/Q &'és triggers for data recording
?@ ?g) Aegbher by the Care Navigator
Q/&Oé ?yor Regional Trial Coordinator.
Ll AN X
C. Services provided by PHN- [Services prowde@% PRN= (< Nil.
commissioned commission sawvittbe
organisations that are in- |collected ifthe @umum Data [But the national evaluators
scope for PMHC MDS Set and&?h@?é p@ ility of those will need to ensure capacity
reporting pr rs. @M DS data will be  [for 8enerating SLK-581 keys
R i Qe evaluators and within the Lllnk-me specific
C)\%% Pbe via the SLK-581 data collection.
O < t I linkage key.
AR
D. Medicare-sub d@eg{x&v ?@om Medicare records of actual use, [Regional Trial Coordinators
medical and allied health |provided at study end by the will be required to assist in
services plus PBS Department of Human Services for  [following up patients to
pharmaceuticals consenting patients. return Medicare consent
forms via the Link- me portal.
E. Mental health services Service utilisation for these types of |Regional Trial Coordinators
provided by state and services will be captured by a specific |will be required to follow-up
territory government- service history survey of all trial patients to prompt their
funded agencies including |patients conducted at the conclusion |[completion of service
NGOs; private hospital of their involvement. utilisation surveys via the
services; Link-me portal.
e Animportant implication of the above is that Care Navigators do not need to record any
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Recording details of ‘additional services’ provided to intervention group
patients that are funded by the PHN

16. All additional services approved and funded by the PHN need to be recorded for the study.

17.

As noted, this is necessary both to describe the types of services provided to the patients as

well as assign a cost to the overall package.

The Link-me data collection requires the following data to be recorded for each additional

service provided. Where multiple additional services are provided within a single contact,

coding should be based on the main service as identified in the individual care plan.

Data item Response options Details

PHN Code PHN201 North Western Melbourne
PHN109 North Coast
PHN301 Bri{(?a,ne North

Patient ID The unique identifier assigned to the pati tient in the study will

at registration

e R !;
Q In@e a trial-specific unique ID.

Date of service

DDMMYYYY Q/?‘"’
%Q/&Qi\v\
= WK
CaY O
T &
?9@ %QO{(%
/\‘%Q\Qi\g

Kb?\bate fields, data must be
fecorded in compliance with the
standard format used across the
National Health Data Dictionary;
specifically, dates must be of
fixed 8 column width in the
format DDMMYYYY, with
leading zeros used when

Q Q necessary to pad out a value.
OOQS/Q/Q@ For instance, 13th March 2008
09 << \\& would appear as 13032008
MK S
Service type“"\\ N Support service - Vocational Services to assist the person in
gaining or securing employment

2. Support service - Educational Services to assist the person
enter, or begin, an education
program.

3. Support service — Housing related [Services to assist the person
obtain, or maintain, suitable
housing.

4. Support service — Other Services to provide other
personal support

5. Family therapy/counselling Services to assist the patient

and their family.

18 The proposed code list aims to classify additional services to meaningful groups.
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6. Meditation, Mindfulness and Structured training programs to
related training assist the person in dealing with
stress.

7. Nutrition/Dietary services Services to assist the person
with dietary or nutrition
management

8. Exercise physiologist Engagement of recognised
exercise physiology practitioner
to assist the person in
establishing a physical exercise
program.

9. Drug and alcohol counselling Services to assist the person
manage a substance abuse
pr

10. Other allied health service QY ‘ér%&es delivered by another

Q/Q A] d health practitioner not
S O dgzgribed elsewhere in this list.
Q/?\\i\?\ \\}

11. MBS gap payment — iatris

gap pay Q{@f{\@ \21{(/?‘
12. MBS gap paer(/ Q&&Y.@glst
13. MBS ga r@ﬁ er allied

heakh &®
ra (}rt'& service
&
Cost to PHN Ent@?w@&é%}@rs IThis is the amount paid by the
Q@ &\2\ PHN for the service

‘ &
24. The Departm’ént léc\%\mmends that reporting of the additional service use data be managed
by Regional Trial Coordinators. Triggers to prompt data entry would be the receipt of
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local arrangements.
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Specific questions that may be asked by Care Navigators

How should | make arrangements for additional services to be approved by my PHN?

Speak with your Regional Trial Coordinator about this. Arrangements will vary across the trial PHNs
but generally the Trial Coordinator will be the contact point for approval.

Do all general practice attendees consenting to participate in the study need to be recorded in the
PMHC MDS by the Care Navigator?

No. Any data collected in the PMHC MDS will be only for those patients using other PHN-
commissioned and is the responsibility of other service providers as a general requirement of PMHC
MDS reporting.

How much does a Care Navigator need to know about the PMHC MDS?

While data recording to the PMHC MDS by Care Navigators is not requ'Qad, it will be useful for
Navigators to be broadly familiar with the reporting requirements@%’will help in communicating

with any PHN-commissioned providers engaged by the Navigator9as of individual care plans.
AN
28 ?‘O'\\z\
KOSl
<& N \2{(/
= WK
N2
O X <<§
U\
QXD
SN ¥
N\ HOPH
NSRS
OC) <</<</ &
QL
& <<f< ~\
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Appendix 6. Interview questions and
sampling

Care navigator and regional trial coordinator
Interviews

Regional trial coordinators and care navigators were asked to describe how they came to be in their
role and what led them to taking the role on. The interviews commenced with people being asked to
describe a typical day as related to specific roles and what day to day activities were. These
guestions provided background information to prior experiences of working within PHNs or the
mental health setting and gave insight into the motivations for taking on roles. Interviewees were
asked to reflect on the early days of implementation of Link-me in th%O%Ns and the general practice
settings. They shared their experiences with recruitment of practic participants, undertaking
training and participating in different workshops organised by @Ur@rsity, and ongoing
engagement with the broader PHN and practices about Linl%{(ig.clf\tgviewees reflected on elements
of their roles and were asked to identify the perceived C@W’e ges aﬁbeapportunities and ways of
working. In some cases, this provided insight into ch @f&&qﬁ@menting the care navigator role
within the general practice context or, reaching Q:tici yzhe?ormation was shared about the kinds
of care packages that were developed and ho%&r v'g@ors identified services for participants
involved in the trial. Interviewees were as@ t%f:hm@out the role of care navigation going
forward within the future of mental h ‘ﬁ?h chéa& o share what their felt their biggest learning

from being involved in Link-me wa%(/% @OQ?iz‘
N
Care navigator intervi&ﬁp\}}g&\z@gs

1. Could you start %& &%Tgé(fhe recruitment process you were involved in within general
practices and&@q{% didr

2. Could you tell me more now about a typical day for you when you are meeting participants
and delivering care?
Prompt: what other activities are you involved in within the PHN?

3. How did you coordinate care for participants with severe and complex mental illness?
Describe some of the processes you used.

4. Prompt: could you tell me a bit more about care package usage at all?

5. Thinking about the care navigation portal can you tell me what worked well and what didn’t
work so well?

6. Tell me about what aspects of Link-me you’d like to see your practice and staff keep doing?

Regional trial coordinator interview questions

1. Could you start by describing for me a typical day for you? Tell me about your role and what
your day to day work involves?

2. Take me through the approach to recruit used by your PHN, how did you contact general
practices? What did you share with them?
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3. After practices were recruited could you describe how your PHN kept people informed
about Link-me and its progress?

4. Could you describe your role in working across the primary care sector in terms of linking
care navigation with other services in the community?

GP interviews

34 GPs were invited to participate in a telephone interview and 14 interviewed from 11 general
practices across the three PHNs. 18 GPs actively declined with no interest or did not respond to the
invitation. 5 GPs had left the practice or were had moved to another when we approached them to
be interviewed, 2 practices had closed and were no longer operating. Between two and four
contacts were made to GPs before they responded.

The majority were female (11); 3 GPs were located in PHN A; 6 in PHN B, and 5 in PHN C.

GP interview questions Q,Q‘

1. Tell me about being involved in Link-me — describe your@@@fees of working with care
navigators in the general practice setting? Q

2. How has the Decision Support Tool (DST) aligned \?@1 )@@’&i@cal judgement? You might
like to think about whether there were any s@g/es%r @u about the different groups
people were allocated to. <& ’\\ \2\

3. What are the key barriers to putting thg'é(n n@%ractlce on a routine basis?

4. Can you describe how having Link-r@ <té@préétlce in an ongoing way could be achieved?

5. Is there anything missing from I@r& % u would add into it if you had a chance to do

@ @ v
Participant mtegﬁ’gﬁxﬁ

Interviews were condlig@d v@ﬁp icipants triaged to care navigation and low intensity services
across the three PHNS, mg occurred in December 2018 and February 2019 and identified
participants in each group who had completed their six-month survey but not yet reached the 12

so?

month timepoint. This window was selected so as to avoid contaminating the primary outcome
assessment at six-month follow-up, while being as close to trial enrolment as possible so as to
increase the likelihood of the participant remembering the detail of their Link-me experience. A list
of participants meeting these criteria within each intervention group was sorted in random order
within each general practice, with a goal of interviewing 10 participants per severity group per PHN.
The first participant in each practice was contacted by a trained research assistant and invited to
participate in a telephone interview. Each participant received up to three phone calls at weekly
intervals and two SMSs, after which (or sooner if the interview was declined) the research assistant
commenced contacting the next person on the list for that practice.
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Interview questions

Minimal / mild prognostic group: Triaged to low intensity services

1.

5.

After you completed the iPad in the waiting room, can you recall the support information
that you were provided and describe for me what that included?

Prompt: can you remember the name of the specific websites or programs offered?

From the things that were suggested, had you heard of or seen any of those before?

For the ones that you hadn’t seen, did you go and visit them and undertake the activities or
read about them? If yes, can you describe the program and what it involved?

Can you describe for me any surprises, or things you learned that were different from
completing the iPad in the waiting room?

Is there anything you would suggest could be different in the future?

Severe prognostic group: Triaged to care navigation

1.

FOI 2758

Can you describe what happened for you after you completeQ(/Q‘re iPad and become involved
in the Link-me study? Q

Take me through what an appointment with the care V% togjwas like?

What was your experience of completing the plan w@wt&é\ \é\e navigators? Were there any
surprises or new things that you learned?

Could you describe any challenges of access@/ $@”upports that you decided on
together with your care navigator? Pror@x é\?& I@g\the time it took to get back to the
care navigator or organise referrals a tments?

What do you suggest could be do éﬁll}%(% ext time?

Are there any other comment&?&h \{@ to make about Link-me?
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Appendix 7. GP approach to mental

health care

Table A7-1. Scheduled GP follow-up and after hours care for general practice attendees with mental

health problems (N = 167)

First follow up appointment for general practice attendees with mental health

problems
The next day
Within a week
Within a fortnight

Within a month {OQ‘
Within 3 months \)éo Q%
Varies depending on severity Q/Q e
| would not schedule a follow up appointment ?9 ?\() &\2\

After hours care arrangements <<>/

Share with GPs in practice
Deputising locum service
Collaboration with local hospital
None
Lifeline
CAT team
Provide own QO
Share with other prasxoe%

Other A
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57
46
24

10

(%)

(0.6)
(44.5)
(35.4)

(8.5)
(0.6)
(10.4)
(0.0)

(38.0)
(34.3)
(27.7)
(14.5)
(5.4)
(4.8)
(3.0)
(2.4)
(6.0)
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Table A7-2. Strategies used by general practitioners when seeing adults with mental health problems in the past 12 months (N = 167)

Strategy Used with no Used with very  Used with about Used with about Used with about Used with
patients few patients one quarter of half of patients three quarters almost all
n (%) n (%) patients n (%) of patients patients
n (%) n (%) n (%)
Assess
Conduct structured symptom assessment 3(1.9) 10(6.2) 12 (7. 5) <</ 20(12.4) 27 (16.8) 89 (55.3)
(e.g., K10, PHQ-9) q,
Ask about drug and alcohol intake 0 (0.0) 3(1.9) é} ,{'\ 10(6.2) 27 (16.7) 115 (71.0)
Advise
Provide psychoeducation 7 (4.4) 6 (3.8) ? 32 (20.1) 35 (22.0) 61 (38.4)
Provide printed educational resources 30 (18.8) 44 (27. 5)é Q.le 23 (14.4) 16 (10.0) 11 (6.9)
Encourage exercise 0(0.0) 5 (3. @ O 40 (6.2) 13 (8.1) 19 (11.8) 114 (70.8)
Provide diet/nutrition advice 6(3.7) 1‘20@74&0 15 (9.3) 24 (14.8) 28 (17.3) 77 (47.5)
Provide advice on getting a good night’s sleep 1 (0.6) @ 20 (12.3) 21 (13.0) 35 (21.6) 82 (50.6)
Teach mediation and/or relaxation 41 (25.6) é& 3@ %& 33(20.6) 14 (8.8) 17 (10.6) 22 (13.8)
techniques @Q/ Q/
Recommend Q/OQ/
Online program 35 Q§% Qg’,\‘?‘ 50 (31.1) 25 (15.5) 25 (15.5) 12 (7.5) 14 (8.7)
App 3 S 45 (28.0) 27 (16.8) 13 (8.1) 7(4.3) 13 (8.1)
Self-help book A 71(44.4) 52 (32.5) 16 (10.0) 13 (8.1) 5(3.1) 3(1.9)
Counsel
Supporting counselling 2(1.2) 8(4.9) 21 (13.0) 28 (17.3) 29 (17.9) 74 (45.7)
Drug and alcohol counselling 12 (7.5) 25 (15.5) 35 (21.7) 31 (19.3) 16 (9.9) 42 (26.1)
Structured problem solving 34 (21.4) 47 (29.6) 26 (16.4) 22 (13.8) 12 (7.5) 18 (11.3)
Family or marital counselling 27 (16.9) 54 (33.8) 31 (19.4) 23 (14.4) 11 (6.9) 14 (8.8)
Cognitive behavioural therapy 54 (33.3) 39 (24.1) 24 (14.8) 15 (9.3) 16 (9.9) 14 (8.6)
Hypnosis 147 (92.5) 10 (6.3) 0(0.0) 1(0.6) 1(0.6) 0(0.0)
172
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Strategy

Prescribe
Benzodiazepines
Antipsychotics

Refer
Psychologist
Counsellor
Family therapy
Mental health nurse
Psychiatrist

Other strategies

FOI 2758

Used with no

Used with very

Used with about

patients few patients one quarter of
n (%) n (%) patients
n (%)
14 (8.8) 117 (73.1) 23 (14.4) Q/Q
27 (16.9) 109 (68.1) 18 (11, q,
NS
0(0.0) 4(2.5) 184)\
23 (14.6) 48 (30.4) @?“%kn\sfb
28 (17.7) 76 (48.1) Q_@’ &\Q %@J)
92 (57.1) 47 (29. @V 815.0)
5(3.2) 77 OQ‘ «052 (33.5)
4(33.3) & 2(167)
JEAE
SO X
NFEOE
O &
60(</<< e
\S
R 2
173
187 of 254

Used with about
half of patients

n (%)

5(3.1)
3(1.9)

40 (24.7)
22(13.9)
12 (7.6)
5(3.1)
16 (10.3)
0(0.0)

Used with about
three quarters
of patients
n (%)

1(0.6)
3(1.9)

65 (40.1)
26 (16.5)
9(5.7)
7 (4.3)
4(2.6)
0(0.0)

Used with
almost all
patients
n (%)

0(0.0)
0(0.0)

28 (17.3)
7 (4.4)
3(1.9)
2(1.2)
1(0.6)
1(8.3)
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Appendix 8. Detailed description of
the Link-me intervention

The Link-me intervention is described in detail here, organised according to the Template for
Intervention Description and Replication (TIDieR) checklist. The TIDieR checklist [83] is intended to
provide complete reporting of an intervention and in sufficient detail that it can be replicated
elsewhere. The elements of the checklist are: name, why, what (materials), what (procedure), who
provided, how, where, when and how much, tailoring, modifications, how well (planned), how well
(actual). Because people classified into the minimal/mild prognostic group were assigned to low
intensity services and those in the severe prognostic group were assigned to care navigation (high
intensity services), we describe each separately (see Table A9-1 and Table A8-2).

Table A8-1. Essential elements of low intensity services Q/Q‘
NAME LOW INTENSITY SERVICES SV
QN
WHY Mental health interventions that minimise i te specialist therapist contact time
are a focus of current policy direction[20]%md ded in clinical practice

guidelines[84] as a first line of treatn@} oWith minimal or mild anxiety or

depression. é \2{0

WHAT < Qe O‘
Q) @)

Materials We developed an Exc% @)W intensity service options across four
modalities, which s 45@%1 -me digital support platform. Information from
this spreadsheet tment recommendations presented to participants on
the tablet dev e screenshot below; further recommended service
options av st) Participants also received a PDF copy of the
recom (a( | a|I with links to the relevant services.

A
S
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Procedures

-
5 * MELBOURNE

\’
%ed service options on the tablet device in their GP
ompleting the Link-me DST assessment and priority
tablet device triggered the automated email with service
i r@t@@d for participants to refer back to as needed.

<

Participants viewed/t\ﬁgi\r ﬁ(c}
a

waiting room im ia

WHO PROVIDED

O X7,
Servi%‘o’ptiéﬁg- e’r\e\provided electronically; no provider involvement. Recommended
s @2 e éxjernal, publicly available, and delivered by a range of provider types.

HOW

Service options were delivered electronically via tablet device and email. For each
identified focus area participants received four service options: online, telephone,
mobile phone app, and a service available in the local community. In person services
could be either individual (e.g., dietitian) and group (e.g., support group) format,
depending on the focus area and services available.

WHERE

As above, service options delivered electronically via tablet device in the GP waiting
room and to the participant’s nominated email address. Settings and infrastructure for
recommended services varied and were outside of the control of the trial.

WHEN and HOW
MUCH

Service options were provided immediately after completion of the Link-me DST.
Participants were free to follow the recommendation or not, and to use as many or as
few of the services as they wished as often as they wished.

TAILORING

Suggested service options were tailored a) to the participant’s identified areas of
difficulty or those they prioritised (where more than 2 areas of difficulty were
identified), and b) the participant’s geographic area.

MODIFICATIONS

No modifications to the intervention were made during the trial.
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HOW WELL No measures to encourage fidelity were planned or taken.

Table A8-2. Essential elements of care navigation

NAME CARE NAVIGATION

WHY Collaborative care is an augmented form of care first developed by Katon and colleagues
in the United States [32] and is a regular feature in stepped care models.[6] It comprises
four core components: a) a multi-professional approach, b) a structured management
plan, c) scheduled follow-ups to foster uptake and engagement and provide opportunity
for monitoring and review, and d) enhanced interprofessional communication [31].
Collaborative care has demonstrated effectiveness in improving mental health outcomes
in primary care,[33] but tends to target medication adherence rather than addressing an
individual’s broader psychosocial needs and to date has not been successfully
implemented in routine care.

Link-me care navigation sought to overcome these Iimi?ns in a number of ways. It
was designed for delivery by a registered health prof@ nal such as a registered nurse,
embedded in the general practice and acting as a chinica %mpanlon to the GP. A key
feature of Link-me was the addition of a dlig“@ppor{%latform as a fifth key
component of collaborative care. This platf d both the systematic
identification (using the Link-me DST) of ?bl 0 M3y be appropriate for this
intervention, and the delivery of the i Link-me care navigation was
further informed by recognition th @eorﬂé\w <§évere mental health symptoms often
have multiple interacting physm%/% ﬁsoual needs that present significant
challenges to care and often ical outcomes.[34, 35] The intervention
was therefore designed todmpr to appropriate mental health treatment as
well as to lifestyle and @ons (e.g., community-based social supports) that
might address othe@ea t@ﬁ | issues affecting the person’s mental health.
Finally, Link-me r@{&at sYﬁad access to ‘care package’ funding to assist
participants t that were identified as necessary to improve the
partmpanté:m R outcomes but were not accessible due to out of pocket
costs. C es\Were designed primarily to fund services delivered by a clinical

ea [§5 g\. but could also support access to services delivered by others as

\é\ ormal health care (e.g., additional or alternative psychological services,
other health professionals such as exercise physiologists or dietitians, peer support
services, vocational or educational support services, yoga or mindfulness courses, family
support services, other individual assistance provided through community support
agencies).

WHAT

Materials Participant materials: Recommendation presented on tablet device (see screenshot
below) and emailed to participants for their reference. PDF of care plans downloaded by
care navigator from online portal.
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Procedures

Link -

ates embedded in online
background to Link-me, care
am%’ step-by-step instructions for

\2\

T and allocation to care
pulated with Link-me DST results
in VE Q e navigators attempted to contact

b} introduce themselves and the care
%&uctured contact. Through up to 8 structured
e portal to step through the process of
he participant. They could download the plan as
|n hard copy or via email, and share the plan with the
s involved in the participant’s care as necessary. The
atlon is presented below, noting that the intervention was
& d|f|ed to respond to a participant’s crisis or other issues as

Care navigator materials: Structured care planning t
portal; intervention manual (available on request

navigator role, care package guidance, daily ta
portal use; motivational interviewing resour

Following a participant’s completion g ‘S&@
navigation, the online care nawgato&

and contact details. Within one
participants (via phone, emag2
navigation approach and t
contacts, care nawgat
developing a struct r&
a PDF and provid
GP and other
general str
erX|bIe

reqw@ Q/

Where fchere was the potential to use care package funding, care navigators sought
agreement from the GP that the nominated service may improve the participant’s
mental health. Care navigators then submitted requests to access funding to their
Primary Health Network (PHN). The procedure for payment of funding was developed by
each individual PHN but generally required submission of invoices from service providers
following the delivery of approved services.
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Build rapport and engage in care navigation

Iliness experience / treatment history < >
Begin to identify priorities for mental health and well-being
Discuss goals for plan to improve health

Schedule a time for next contact J

. s s s »
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Contact 2 (Week 2; F2F or phone) )\

* Symptom review using K10
> + Develop action plan:
o Consult with GP during contactif arranged or < >
discuss afterwards
o Agree on goals and corresponding actions
+ Schedule a time for next contact

N/
PLY

Contact 3 (Week F2F or phone)

+ Symptom review using K10
+ Finalise plan for GP sign-off - -
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. Prep ;grgr GP and any actions to follow-
A\ ” J
* F2F = face to face \2\\?“

WHO PROVIDED | Ten care nawgat ?ed over the course of the trial: five registered nurses,
two pharmac oglsts and one social worker. All care navigators in the
trial recelv ce -to-face introductory training workshop in the Link-me
approac@o y) and the motivational interviewing techniques used to
sup %r\c to develop action plans (full day). They were also provided with two
fade o-Aal otiVational interviewing refresher training sessions and a monthly 1-hour

teleconference, where they had an opportunity to share experiences and seek input and
advice from the motivational interviewing trainer.

HOW Care navigation was delivered individually, either face-to-face or over the telephone.

WHERE Structured care navigation contacts took place in participating general practices or over
the phone, according to participant preference. Care navigators required internet
access, laptop or desktop computer, mobile telephone, and printer.

WHEN and Participants were offered up to eight structured care navigation contacts, with no

HOW MUCH assumption that all participants allocated to the severe prognostic group would require

all eight. Of the 420 people allocated to the intervention, 204 did not participate in any
structured contacts. For the 216 people who participated in at least one structured care
navigation contact, the total number of contacts ranged from 1 to 17 with mean 5.3 (SD
=3.0) and mode 8. Twelve percent of participants received more than 8 structured
contacts; we plan to explore the reasons for this further.

Care navigation was expected to occur over approximately a 3 month period, although
the exact duration was flexible and could be adapted to participant needs. In practice,
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the median duration between randomization and first structured contact was 21 days
(range 1-211), while the mean duration between randomization and last structured
contact was 123 days (range 6-348).

For each participant, early structured contacts were expected be longer, while the care
plan was developed; later contacts which focused on reviewing progress and modifying
the plan where required were anticipated to be briefer. Again, the exact duration of
each contact was flexible and could be adapted to participant need and care navigator
availability. Care navigators recorded the duration of each contact and we are currently
analyzing this data.

TAILORING

Care navigation was designed to be tailored to suit individual participant needs, GPs, and
the local service landscape. Participants and care navigators, in collaboration with the
treating GP, worked to design and implement a tailored treatment plan specific to the
participant’s own goals.

MODIFICATION
S

No modifications to the intervention were made during the trial.

HOW WELL

Planned

Actual

%\
Receipt of core elements of the intervention: W%&éﬂk@qa four key elements of care

navigation:
% O

e Participation in at least one str. gf}dr c%%té}t with a care navigator and a
match between the partlch?_~ ,Q@rl @Ya?nd the treatment plan they
developed.

e The care navigator re@%fn@@edé}ﬁ)euﬁc and new referral or resource to the
participant.

e The participant W@ <%g«ior care package funding.
pent

e The approveq

Information re g{t @ﬁe@nts 1 and 2 were recorded by care navigators in the online
portal. Atte@ uraged through reminder texts, emails, and phone calls
from car \ﬁ(ere possible, care navigators also sought the support of GPs in
encou Q\ S(ten ce. Information relevant to elements 3 and 4 was recorded in an
Ex erby trial staff at each participating PHN. As above, there was no
,% ption made that all participants allocated to the severe prognostic group would
require all four elements of care navigation, or the full course of 8 structured contacts.

Delivery of intervention: 6 active care navigators were asked to audio-record at least one
structured contact for 20% of their active participants in Nov — Dec 2018; a total target
of 41 recordings. Strategies to improve fidelity to the intervention throughout the trial
included regular teleconferences and face-to-face workshops as described in ‘who
provided’ above.

As described above, half of those allocated to the intervention had at least one
structured contact with a care navigator. The majority of those were able to develop a
plan relevant to their Link-me DST priority areas (see table below). Where no match was
identified, this was typically due to the participant commenting that the previously
selected priority was no longer relevant, due to issues having resolved in that area or
worsened in others, or other life events taking precedence (e.g., moving interstate).
Nearly three quarters of care navigation participants received a new referral or
recommendation of a specific resource or service (e.g., psychologist, meditation group,
‘Calm’ mobile phone app) as a result of their Link-me action plan. Care package funding
was used to access a range of services including mental health, allied health, medical
specialists, social services, and complementary therapies.
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Care navigation element n (%)
There was a match between the 188 (87.0)
participant’s priorities and the treatment
plan they developed.
As above and the care navigator 153 (70.8)
recommended a specific and new referral or
resource
As above and the participant was approved 112 (51.9)
for care package funding
As above and the approved funding was 95 (44.0)
spent.
Q/Q*
O
S
Q N
A
PR
2 )
VA pv
O X
eQ‘ AT
VL
S
\va\ N
SO &
R
NE
NP
O Q/Q/ &
O(OQ \\&
K@
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Appendix 9. Missing data and multiple
imputation

Overview

Our examination of the pattern of missing data suggested that the missingness was likely missing at
random (MAR), supporting the use of multiple imputation for the primary analysis. We therefore
used multiple imputation to estimate differences in mean outcomes between trial arms in our
primary and secondary analyses. We did this by generating 50 imputation samples, with the samples
generated separately in each trial arm and each prognostic group. Imputation samples were
generated using chained equations. Linear regression was used for imputing all variables except days
out of role, which was imputed using predictive mean matching and chgosing the nearest neighbour.
Missing baseline, six-month and 12-month data were all generate ultaneously. We imputed 6-
and 12-month data for the K10, PHQ-9, GAD-7, EQ-5D-5L utilit sCb es) -5D-5L VAS scores and
days out of role (the sum of the K11 and K12 questions, set mQx'i\mum of 28 days). We also
imputed baseline EQ-5D-5L Utility scores and EQ-5D-5L \(é%‘sc s Ke%\ause there was some missing
data at this time point. Variables used in the predict%,\ﬂe\@ @ﬁfuted variables plus baseline K10,
PHQ-9 and GAD-7 scores, age in years, gender an@ &ct' é??or participants in the severe
prognostic group we also used the four CACE b&@ediction (see Chapter 4). We report
details of the multiple imputation procedur@b% L@k guidelines for the reporting of missing data
[85]. SSAPN
SO &
o C Y
Missing values & O
O &
O~ &
Overall, 1,016 observati 960&) c’)%t of 1,671 observations had complete data on all primary and
secondary outcome \@b e@\ t afbtimepoints (Table A9-1). For the primary outcome, K10 scores at
six-month follow-up, 1,111 (66.5%) observations had complete data. The amount of missing data
was greater for secondary outcome variables.

183
FOI 2758 197 of 254 Document 6



Table A9-1. Number of complete and missing values for primary and secondary outcomes (total
sample is 1671 participants)

Variable Complete, n Incomplete, n
All variables, across all time points 1016 655

Kessler Psychological Distress scale (K10)

Baseline 1671 0

Six-month follow-up (primary outcome) 1111 560

12-month follow-up (secondary outcome) 992 679
Patient Health Questionnaire (PHQ-9)

Baseline 1671 0

Six-month follow-up (secondary outcome) 939 732

12 month follow-up (secondary outcome) 825 846

Generalized Anxiety Disorder scale (GAD-7)

Baseline @@71 0
Six-month follow-up (secondary outcome) %O (237 734
12 month follow-up (secondary outcome) \) 0.)% 25 846

EuroQol 5-dimension quality of life (EQ-5D-5L VAS) %Q/OO& \2\
Baseline Y v KL 1669 2
. \(f’ DNV
Six-month follow-up (secondary outcome) Qg/'\\() Q/?” 939 732
12 month follow-up (secondary outcome) {(/é @v Q\z\ 823 848
EuroQol 5-dimension quality of life (EQ-5D-5L bQ* ,\O
Baseline S é( Q,é 1652 19
\GFANAN
Six-month follow-up (secondary outcoma\%\ << A 939 732

823 848

RS

12 month follow-up (secondar out@e
P y D {8

S
P

Days out of role (K10+)

Baseline OO & &Q\Q/ 1671 0
Six-month follow-up (s@nd&rf(ouj;gome) 1095 576

12 month foIIow-up@on\?%\y o&%ome) 978 693

Factors associated with complete versus incomplete
primary outcome data and testing the MAR
assumption

Using logistic regression analysis, we examined the baseline variables associated with missing data on the
K10 primary outcome variable (complete vs. incomplete). The baseline predictor variables we included
were trial arm and prognostic group and most of the baseline variables listed in Table 9 in Chapter 4. The
variables we did not include were EQ-5D-5L, because it had some missing baseline data, and main activity
for those not in the labour force, because this question was only asked of a subset of the sample. We
found no evidence that the presence of incomplete outcome data was related to trial arm or prognostic
group (Table A9-2). We did find evidence that age, Indigenous status and level of education were
associated with missing data. The odds of having missing data appeared to decline with age, with the
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odds decreasing by a factor of 0.98 for every 1-year increase in age. People who were Indigenous had
higher odds of having missing primary outcome data than non-Indigenous people (OR = 1.84). The odds
of having missing data appeared to decline as level of education increased. Compared to people with
education below Year 10, the odds of having missing data 0.45 times lower for people with a diploma and
0.38 for people with a bachelor degree. All other variables (gender, language spoken at home,
employment status, health care card holder status, use of mental health medications, history of
depression, reasons for GP visit, self-rated health, a long-term health condition that limits daily activities,
living alone, managing on available income, and baseline K10, PHQ-9 and GAD-7) were unrelated to
missing primary outcome data.

Table A9-2. Number and percentage of incomplete data for the primary outcome variable, and
adjusted odds of having missing primary outcome data (n =1,671)

Variable Complete, Incomplete, Odds 95% Confidence p-value
n (%) n (%) Ratio Interval

Trial arm Q/Q~ 0.100
Comparison 571 (68.2) 266 (31.8) 1. qQ,
Intervention 540 (64.8) 294 (35.2) O@lg\q% 0.97 to 1.48

Prognostic group %Q/ C)& \2\ 0.790
Minimal/mild 556 (67.0) 274 (33@?‘ éh@‘
Severe 555 (66.0) 28 Q\O 6 0.68 t0 1.65

Gender @é ¥« 0.186
Male 295 (64.6)@‘0 @&@O 1.00
Female 815%@ \% 9 .6) 0.90 0.71t0 1.15
Other X( % Qfa 80.0) 6.33 0.63 t0 63.2

Age Q,% @ Q <0.001
per year @ Q- <</ -- 0.98 0.97t00.98

O~ &

Indigenous <>O ng &\2\((/ 0.028
No \% Q 41,080 (67.2) 528 (32.8) 1.00
Yes &\2\ &‘2\ 31 (49.2) 32 (50.1) 1.84 1.07 to 3.16

Language mainly spoken at home 0.082
English 1,077 (66.9) 532 (33.1) 1.00
Other 34 (54.8) 28 (45.2) 1.64 0.94 t0 2.85

Highest level of education attained <0.001
Below Year 10 43 (58.1) 31(41.9) 1.00
Year 10 95 (61.7) 59 (38.3) 0.86 0.47 to 1.56
Year 11 36 (53.7) 31 (46.3) 0.82 0.40to0 1.67
Year 12 or equivalent 207 (66.3) 105 (33.7) 0.39 0.22 t0 0.69
Certificate llI/IV 215 (64.8) 117 (35.2) 0.53 0.30t00.93
Advanced diploma / Diploma 151 (69.9) 65 (30.1) 0.45 0.25t00.81
Bachelor degree 223 (70.1) 95 (29.9) 0.38 0.21t00.68
Graduate diploma/Certificate 51 (69.9) 22 (30.1) 0.54 0.26t01.13
Postgraduate degree 90 (72.0) 35(28.0) 0.38 0.19t00.73

Current employment status 0.062
Employed 707 (64.5)  389(35.5) 1.00
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Variable Complete, Incomplete, Odds 95% Confidence p-value

n (%) n (%) Ratio Interval
Unemployed, looking for and 109 (66.9) 54 (33.1) 0.69 0.47 t0 1.03
available to start work
Not in labour force 295 (71.6) 117 (28.4) 0.74 0.54to0 1.00
Health care card holder 0.137
No 658 (67.7)  314(32.3) 1.00
Yes 453 (64.8) 246 (35.2) 1.21 0.94 to 1.56
Currently taking medication for 0.083
mental health
No 630(64.0) 354 (36.0) 1.00
Yes 481(70.0) 206 (30.0) 0.80 0.62t0 1.03
History of depression
No 422 (66.5) 213 (33.5) 1.00 0.719
Yes 689 (66.5) 347 (33.5) 1.05 Q/Q‘ 0.79 t0 1.40
Reason for visit to GP 0.915
Physical health 562 (66.0) 289 (34.0) \PO
Mental health and wellbeing 157 (66.2) 80(33.8) & @@7 0.68t01.38
Both physical and mental 289 (69.1) 129%)?%?\@ 0.68to0 1.21
health @) <<,
None of these 103 (62.4) ®O<< 1.02 0.71to1.47
Self-rated health Q‘ 0.777
Excellent 45 %@ s{gf 1.00
ery goo ! A48to 1.
Vv d (32.2) 0.81 0.48t0 1.36
Good @ )Q?‘ 207(33.2) 0.86 0.52t01.44
Fair {(/ 6&/ 137 (33.2) 0.91 0.52 t0 1.58
Poor ng 53)  58(34.7) 1.07 0.56 t0 2.02
Long-term illness which l@l 0.058
daily activities &‘2\ A
No 643 (64.2) 359 (35.8) 1.00
Yes 468 (70.0) 201 (30.0) 0.77 0.59t0 1.01
Living alone 0.128
No 937(66.6) 471 (33.4) 1.00
Yes 174 (66.2)  89(33.8) 1.26 0.93t01.71
Managing on your available 0.561
income
Easily 182 (67.2)  89(32.8) 1.00
Not too bad 417 (68.6) 191 (31.4) 0.90 0.66to 1.24
Difficult some of the time 321 (63.4) 185 (36.6) 1.10 0.78 to 1.54
Difficult all of the time 172 (67.7) 82 (32.3) 0.92 0.61to01.40
Impossible 19 (59.4) 13 (40.6) 137 0.60to 3.12
Baseline K10 (range: 10 to 50)
Per unit increase -- -- 1.00 0.97t01.03 0.939
Baseline PHQ-9 (range: 0 to 27)
186
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Variable Complete, Incomplete, Odds 95% Confidence p-value

n (%) n (%) Ratio Interval
Per unit increase) -- -- 1.00 0.96t01.04 0.874
Baseline GAD-7 (range: 0 to 27)
Per unit increase - - 0.99 0.95t01.03 0.668

In separate analyses, we also examined a potential interaction between trial arm and prognostic group on
missing outcome data but found no evidence of this (p = 0.651), and we examined potential interactions
between trial arm and the variables we identified as related to missing outcome data. None of these
variables differed by trial arm — trial arm by age interaction (p = 0.255); trial arm by Indigenous status (p =
0.744); trial arm by education (p = 0.481). This suggests that while there were some systematic
differences between completers and non-completers, their distribution was evenly spread across trial
arms, minimising any potential bias, and providing some evidence that the data are consistent with a
pattern of being MAR.

Q~
To further test this assumption, we undertook an analysis to deter Qé(?/ow sensitive the results are
to plausible departures from MAR [86]. We used a pattern mix ure n‘q%’el to assess departures from
MAR by adding the quantity A= p;8; + pyd, to the estima g)ﬁrence between trial arms, where
61 and §, represent the difference in mean K10 scores v@ i%ng‘rtggponses (unobserved) and
those that provided a response (observed) for the wéegr}é Qr/?i comparison arms, respectively.
p1 = 64.8% and p, = 68.2% represent the percentagee cQs\g?, with complete data in the
intervention and comparison arms, respectiv (?h I&Qof 6,1 and &, were varied between -5 and
5 (in increments of 1) in the same way for beth S ., varying &1 in the intervention arm only
and fixing &, to zero, and varying &, irkt@cqz\}rok&n only and fixing §; to zero.
S QO

AP

O Q/Q Q
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Figure A9-1. Sensitivity analysis for departures from MAR for K10 at six-month follow-up for all
participants (N=1,671; 1,111 observed and 560 unobserved outcomes).
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Figure A9-1 shows how the estim i&@‘veqﬁan effect for all participants varied according to the
different assumptions about t @ur@%om the MAR assumption. The departures were slightly
greater in the intervention afm igher proportion of participants had missing outcomes at

3 months compared to \h‘g C@%an&\on arm (35.2% vs 31.8%). By way of orientation to the results,
the findings from the@g\nvp\@e ceg% analysis show that there was a mean difference of
approximately -1 point on the K10 at six-month follow-up, favouring the intervention arm for all
participants. This analysis assumes any missing data were MAR. This analysis shows that for this
conclusion to change there would need to be at a least two-point difference in the mean K10 scores
between the participants who had missing responses and those observed in both arms. Such a
difference in means would be unlikely given that the size of the overall difference we observed
between trial arms. As such, the assumption that data is MAR appears to be reasonable, supporting
the use of multiple imputation for the primary analysis.

Generation of imputation datasets

As per our statistical analysis plan, the following variables were included in the generation of the
imputation data. For all observations: primary and secondary outcome data measured at each
assessment time (baseline, six-month follow-up and 12-month follow-up), age (in years), gender (males,
female, other) and GP practice. Trial arm and prognostic group was used as a stratification variable as we
powered our study to examine subgroup differences on these two variables [38, 87]. For those
participants in the severe prognostic group, we also included the four CACE variables for prediction (that
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is, the four variables that measured aspects of care received). We generated 50 imputed datasets. All
imputed values at all time points were generated simultaneously using chained equations after an initial
burnin on 100 iterations [88]. All imputations were generated using Stata 16.1 [49] using built-in
commands. The following methods were used to generate the specific outcome variables:

Table A9-3. Methods used to simulate outcome variables

Variable Method

K10 Linear regression

PHQ-9 Linear regression

GAD-7 Linear regression

EQ-5D-5L VAS Linear regression

EQ-5D-5L Utility Linear regression

Days out of role Predictive mean matching and choosing the nearest neighbour

The variables included into each equation to generate the simulations @ée entered as follows:

v
Table A9-4. Specification of each predictor variable in the simt@\%q\&missing data

A
Variable Method ?9 O ‘2‘
¥
K10 Continuous variable Q>/\O Q/?*
PHQ-9 Continuous variable é ?,S <<‘2‘
GAD-7 Continuous vari Q~®&o

EQ-5D-5L VAS Continuous §;i;ab|§<<o<<§
EQ-5D-5L Utility Continu&l)zbar(‘gb\e &@

Days out of role Con@ Qétéz‘

Gender a @e with one group omitted

Age OQ Q&ﬁQi{wariable

GP practice \%OQ/% igif&' variable with one group omitted
R

Comparison between observed and imputed data

The multiple imputation procedure does not result in substantial differences from the observed data
when estimating the means of each outcome variable. Table A9-5 shows these means stratified by
the four combinations of trial arm and prognostic group. Groups 1 and 3 are the comparison arms
and 2 and 4 are the intervention arms. Similarly, 1 and 2 are the minimal/mild prognostic group and
3 and 4 are the severe prognostic group. When reading across, the table shows that the means
between the two sets of data were similar with mean values from the multiple imputation data
falling within the 95% confidence intervals of the observed data (and vice versa). To illustrate, using
the multiple imputation dataset, the mean K10 score at six-month follow-up was 19.5 for the
comparison arm (95% Cl 18.8 to 20.2) in the minimal/mild prognostic group. The equivalent value for
the observed data was 19.4 (95% Cl 18.7 to 20.1). Note that the Ns in the observed data vary across
the same trial arm and prognostic group because of item non-response, and that therefore these Ns
are slightly different from the overall number of participants completing each follow-up survey and
reported in Figure 5 in Chapter 4.
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Table A9-5. Comparison between mean estimates of outcome data derived from multiple imputation data and the observed data, stratified by trial arm and

prognostic group

Outcome variable

K10, six-month follow-up

K10, 12-month follow-up

PHQ-9, six-month follow-up

PHQ-9, 12-month follow-up

GAD-7, six-month follow-up

GAD-7, 12-month follow-up

FOI 2758

Trial arm and
prognostic group?

w N P A W NP DD WN R P OWN PR

Multiple imputation data

N2 Mean (95% Cl)
416 19.5 (188 t0 202
414 19.4 (18.7 t0 2
421 29.1 (282 @ v
420 27.4(2 o,{ég%b
416 19.0\&8.3?@1 2
414 }&?9’ €1 119.7)
421 Qi?&s\ 7\9& 29.4)
420 Q/Q%@&é@s to 28.5)
416 %Q> <<Q \ (5.5 10 6.7)
414\2y~ & @Q/ 5.9 (5.3 10 6.5)

Qg O‘( Q;\ 13.8 (13.1t0 14.6)
& (zg)@(g?‘ 13.4 (12.6 t0 14.2)
Q 5.5(5.0t06.1)
ng%,g?/ 5.6 (5.0 t0 6.2)
2
421 13.7 (12.9 to 14.5)
D 420 13.2 (12.3 to 14.0)

416 4.8 (4.2105.3)
414 4.7 (4.2105.2)
421 10.4 (9.8 to 11.1)
420 9.7 (9.0 to 10.4)
416 4.4 (3.9 t0 4.9)
414 4.5 (4.0t0 5.0)
421 9.9 (9.2 t0 10.7)
420 9.5 (8.8t0 10.3)
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N2
288
268
283
272
254
235
272
231
235
222
245
237
208
196
230
191
234
222
244
237
208
196
230
191

Observed data

Mean (95% Cl)
19.4 (18.7 t0 20.1)
19.2 (18.5t0 19.9)
28.9 (28.1t0 29.8)
27.0(25.9t0 28.1)
18.8 (18.0 to 19.5)
18.7 (18.0t0 19.4)
28.1(27.2t029.1)
27.0(25.9t0 28.1)

6.2 (5.6 t0 6.7)

6.0 (5.4 t0 6.6)
13.5(12.8 to 14.3)
13.3(12.5t0 14.2)

5.5 (4.9 t0 6.0)

5.4 (4.8106.0)
13.6 (12.8 to 14.5)
13.3(12.5t0 14.2)

4.9 (4.3t05.4)

4.8 (4.3t05.3)

10.1 (9.5 to 10.8)

9.5 (8.8 t0 10.2)

4.3 (3.8t04.8)

4.3(3.8t04.8)

9.8 (9.1to 10.6)

9.3 (8.5t010.1)
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Outcome variable Trial arm and Multiple imputation data Observed data
prognostic group?

N2 Mean (95% Cl) N2 Mean (95% Cl)
EQ-5D-5L VAS, six-month follow-up 1 416 0.7 (-2.3 to0 3.8) 208 -0.6 (-3.4 to 2.3)
2 414 1.2 (-1.8 to 4.3) 197 0.8(-2.1t03.7)
4 420 10.7 (7.3 to 14. %@ 189 9.6 (6.2t0 12.9)
2 414 3.8(1.3 ts}ezb_)cbq/ 222 3.0 (0.5 t0 5.5)
4 420 7@? O,{g\ 235 7.8 (4.9 t0 10.8)
AN
414 é .0 to 0.007) 195 -0.015 (-0.041 to 0.011)
3 421 Q/@ 064 @%32 to 0.097) 227 0.064 (0.029 to 0.099)
420 @ ) (0.021 to 0.106) 190 0.050 (0.011 to 0.088)
EQ-5D-5L Utility, 12-month follow-up 1 416\2\ %04 (-0.028 t0 0.021) 231 0.004 (-0.021 to 0.029)
2 éﬁ Q~ -0.004 (-0.030 to 0.022) 219 -0.003 (-0.029 to 0.023)
3 26® (8 0.049 (0.015 to 0.083) 243 0.061 (0.028 to 0.093)
4 @O 0.071 (0.035 to 0.107) 236 0.073 (0.041 to 0.105)
Days out of role, six-month follow-up 4.8 (3.8t05.7) 251 4.5 (3.5t05.4)
% ~\414 4.9(3.9t05.8) 232 4.6 (3.6 10 5.6)
&‘é\ 421 14.0 (12.8 t0 15.2) 268 13.9 (12.6 to 15.1)
420 12.6 (11.3 to 14.0) 227 12.6 (11.2 to 14.0)
Days out of role, 12-month follow-up 1 416 5.1(4.1t06.1) 286 4.9 (4.0to 5.9)
2 414 4.5 (3.5t0 5.4) 263 4.3(3.4t05.2)
3 421 14.0 (12.9 to 15.1) 278 13.9 (12.6 to 15.1)
4 420 13.2 (11.9 to 14.4) 268 13.4 (12.1 to 14.6)

Notes: [1] 1 = Comparison arm, minimal/mild prognostic group, 2 = Intervention arm, minimal/mild prognostic group, 3 = Comparison arm, severe prognostic group, 4 = Intervention arm,
severe prognostic group. [2] Differences between Ns in this table and in Figure 5 in Chapter 4 are due to item non-response being measured here whereas Figure 5 shows follow-up survey
non-response.
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Appendix 10. Characteristics of
participants screened

Of the 15,474 participants who completed the eligibility screening survey in their GP waiting room,
1,500 (10%) were outside the age range and were exited from the survey at the first question. The

remaining 13,974 completed the full eligibility screening survey; 57% of this group were eligible for
the trial and 43% reported no mental health need (i.e., no current anxiety or depressive symptoms
or use of medication for mental health. Characteristics of these two groups are compared in Table

A10-1 below.

Table A10-1. Characteristics of participants who completed the eligibility screening survey: Ineligible
vs eligible (N = 13,974)

Ineligibl %5989) Eligible (N = 7985)

@%@) Mean (SD)

Age (years) &6&9{\(‘16.32) 41.23 (15.56)
Depressive symptoms (PHQ-2) ((/??’ ?@‘29\1&41) 2.43 (1.65)
Anxiety symptoms (GAD-2) @’ \Oé@@d (0.44) 2.57 (1.80)
SQ‘ o QQ‘ n (%) n (%)
Gender Q)Q/Q/OQ_Q«O
Male ) %Q (O% 2394 (40.0) 2629 (32.9)
Female \2\?}(\ &Q 3591 (60.0) 5343 (66.9)
Other é& O ??‘ 4(0.1) 13(0.2)
Indigenous status OQQ’QO@(X
Aboriginal OC) @@\2\@0 132 (2.2) 273 (3.4)
Torres Strait Islander %O QQ‘4« 5(0.1) 17 (0.2)
Aboriginal and Torr@g{{ﬁémﬁ? 10(0.2) 12 (0.2)
None of the above 5842 (97.5) 7683 (96.2)
Language mainly spoken at home
English 5668 (94.6) 7548 (94.5)
Other 321 (5.4) 437 (5.5)
Highest level of education attained
Below Year 10 364 (6.1) 518 (6.5)
Year 10 898 (15.0) 1098 (13.8)
Year 11 292 (4.9) 405 (5.1)
Year 12 or equivalent 1184 (19.8) 1577 (19.7)
Certificate llI/IV 830(13.9) 1419 (17.8)
Advanced diploma / Diploma 787 (13.1) 1002 (12.5)
Bachelor degree 966 (16.1) 1221 (15.3)
Graduate diploma / Certificate 247 (4.1) 284 (3.6)
Postgraduate degree 421 (7.0) 461 (5.8)
Current employment status
n (%) n (%)
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Ineligible (N = 5989)

Employed 4181 (69.8)
Unemployed, looking for and available to start work 184 (3.1)
Not in labour force 1624 (27.1)
Main activity for those not in labour force
Retired or voluntarily inactive 948 (57.9)
Home duties 187 (11.4)
Caring for children 104 (6.4)
Studying 86 (5.3)
Unable to work due to own illness, injury, or disability 85 (5.2)
Caring for an ill or disabled person 58 (3.5)
Working in an unpaid voluntary job 60 (3.7)
Other 108 (6.6)
Health care card holder 1991 (33.2)
Currently taking medication for mental health 6, %‘

Eligible (N = 7985)
5290 (66.2)
667 (8.4)
2028 (25.4)

614 (29.9)
242 (11.8)
232 (11.3)
163 (7.9)
490 (23.9)
133 (6.5)
61 (3.0)
117 (5.7)
3271 (41.0)
2762 (34.6)

S oV
Of the 7,985 participants who were eligible for the trial, 2,3046‘9%)@?8vided consent to take part.
The characteristics of those who did and did not consent aréﬁr@%r% in Table A10-2.

20l

Table A10-2. Characteristics of participants who comgggte eét{%ﬁ)ility screening survey and were

5),
¥

eligible for the trial: Not consented vs consented((/@
Q)Q/ OQ~ é\ Not consented
\2\??? \§< ®@ (N =5681)
é\ O<( Q§ Mean (SD)
Age (years) §¥(<, O@ Q?“ 41.52 (15.71)
Depressive symptoms (PHQ-2) 0 Q/Q QQ/ 2.30(1.58)
Anxiety symptoms (GAD-2) <>O Q_((/ &Q{(/ 2.39 (1.74)
O <<f< Q)A n (%)
Gender ’\\2\ ’Qz\
Male 1983 (34.9)
Female 3692 (65.0)
Other 6(0.1)
Indigenous status
Aboriginal 202 (3.6)
Torres Strait Islander 15 (0.3)
Aboriginal and Torres Strait Islander 7 (0.1)
None of the above 5457 (96.1)
Language mainly spoken at home
English 5327 (93.8)
Other 354 (6.2)
Highest level of education attained
Below Year 10 410 (7.2)
Year 10 845 (14.9)
Year 11 320 (5.6)
194
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Consented
(N =2304)
Mean (SD)
40.53 (15.17)
2.73 (1.79)
3.01(1.88)
n (%)

646 (28.0)
1651 (71.7)
7(0.3)

71(3.1)
2(0.1)
5(0.2)

2226 (96.6)

2221 (96.4)
83 (3.6)

108 (4.7)

253 (11.0)
85 (3.7)
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Year 12 or equivalent
Certificate IlI/IV
Advanced diploma / Diploma
Bachelor degree
Graduate diploma / Certificate
Postgraduate degree
Current employment status
Employed
Unemployed, looking for and available to start work
Not in labour force
Main activity for those not in labour force
Retired or voluntarily inactive
Home duties

Caring for children

Not consented
(N =5681)
1157 (20.4)
968 (17.0)
702 (12.4)
798 (14.0)

187 (3.3)
294 (5.2)

3789 (66.7)
447 (7.9)
1445 (25.4)

461 (31.7)
186 )

PR

Studying

Unable to work due to own illness, injury, or disability ﬁi@%)

Caring for aniill or disabled person Q)’ O

Working in an unpaid voluntary job V\Q‘ \ \2{(46 (3.2)

Other (é(/ Q~® O 87 (6.0)
Health care card holder << % 2306 (40.6)
Currently taking medication for mental heéﬁ“ &QQ/ 1740 (30.6)

O s
&%o@é2v
NSRS
O <</<</ &
%QQ,Q \\&
\S
R 9
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Consented
(N =2304)
420 (18.2)
451 (19.6)
300 (13.0)
423 (18.4)
97 (4.2)
167 (7.2)

1501 (65.1)
220 (9.5)
583 (25.3)

153 (25.7)
56 (9.4)
71(11.9)
57 (9.6)

179 (30.0)
35 (5.9)
15 (2.5)
30 (5.0)

965 (41.9)

1022 (44.4)
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Appendix 11. Characteristics of the
moderate prognostic group

Of the 2,098 people who consented to participate in the Link-me trial, 427 (20%) were predicted to
have moderately severe symptoms of depression or anxiety. This group was not included in the main
trial, but these individuals did receive the same information and completed the same baseline 6- and
12-month measures as those in the minimal/mild and severe prognostic groups who were randomly
allocated to the comparison arm of the trial.

Information on baseline characteristics of the moderate prognostic group is presented in Table
A11.1, along with the comparison arm participants in each of the other two prognostic groups. (A
comparison with the intervention arm is inappropriate because there was no intervention arm for
the moderate group). As 6- and 12-month outcome data was gathere m this group, we compare
primary and secondary outcome data for all three prognostic groq@ ;.De two time points. This
information is presented in Table A11-2. We also show change. \}ng\cgchmary outcome (from
baseline) for the total sample and for the three groups in Fig§¢e . We present means and
standard deviations calculated using the same methods é?qunfa nt analysis in the main

report. \2\

The results for the moderate group are most c@ly d in Figure A11-1. The figure shows the
change in K10 scores from baseline. The sq@% @e @e n change, and the vertical lines
surrounding each square is the 95% con é\ n %’Is for the mean (i.e., we are 95% confident
that the true value of the mean is be{\u % Q‘two values). The dashed line at y = 0 indicates no
change from baseline. Thus, wh l&ce interval is above this line, this indicates increased
psychological distress. When iti line, it indicates reduced distress. Confidence intervals

that include this line signifyh Q%ngé:g}om baseline.

In the absence of the‘k\ﬁ\wkﬁéint&/ention, psychological distress increased in the minimal/mild
prognostic group by 2.2 points at six-month follow-up and remained at a similar value at 12-month
follow-up. Distress remained stable over time in the moderate group, with no evidence of change
from baseline. In contrast, in the severe prognostic group, participants improve by 2.8 points at six-
month follow-up with some evidence of a slight improvement beyond this at 12-month follow-up. A
similar pattern was observed for the depression and anxiety outcomes. The minimal/mild and the
moderate had a similar number of days out of work at both time points (5 to 6 days) whereas the
severe prognostic group had nearly 14 days off work at 6- and 12-months.
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Table A11.1. Baseline characteristics of Link-me participants in the comparison arm for all participants and stratified by prognostic group (N=2098)

Age (years)

Psychological distress (K10)

Depressive symptom severity (PHQ-9)
Anxiety symptom severity (GAD-7)
Overall health (EQ-5D-5L VAS)

Quality of life (EQ-5D-5L utility weights)

Days totally out of role (K10+)
Days partially out of role (K10+)

Gender
Male
Female
Other
Indigenous status
Aboriginal
Torres Strait Islander
Aboriginal and Torres Strait Islander
None of the above
Language mainly spoken at home
English
Other
Highest level of education attained

Below Year 10

FOI 2758

All participants

Minimal/mild prognostic

(n=1264) group (n=416)

Mean (SD) Mean (SD)
40.75 (15.25) 40.30 (15.11)
23.31 (8.90) 17.28 (4.68) Q&
10.51 (6.25) 5.86 (2.55) Q((’
8.47 (5.43) 5.24 (2.81) \)%o.)%‘l,
62.73 (21.08) 72.98 (16.6 Q&\
0.62 (0.27) 0.78 (0. ?\Q ,\‘2‘
Median (IQR) M@}\} (0?5’
0(0to5) ({/V\D te- )Q‘z\
3(0to5 é(, £ ;Q@

n (%) ?9 \é(@ 5)

K O
353 (27.9) %@ v 119 (28.6)
R
909(7@ O & 297719
S8
K %Qg,&\gx 0 (0.0
Sy
<X 3130) 10 (2.4)

0 (0.0) 0(0.0)

3(0.2) 2(0.5)

1223 (96.8) 404 (97.1)

1229 (97.2) 397 (95.4)

35(2.8) 19 (4.6)

61 (4.8) 12 (2.9)
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Moderate prognostic group

(n=427)
Mean (SD)
43.17 (15.81)
20.72 (6.56)
8.19 (3.90)
6.71 (4.43)
65.67 (18.59)
0.67 (0.20)
Median (IQR)
0(0to 3)
3(0to7)

n (%)

117 (27.4)
309 (72.4)
1(0.2)

9(2.1)

0(0.0)

0(0.0)
418 (97.9)

417 (97.7)
10 (2.3)

20 (4.7)

Severe prognostic group

(N=421)
Mean (SD)
38.74 (14.50)
31.89 (7.50)
17.44 (4.52)
13.44 (4.77)
49.62 (20.64)
0.42 (0.28)
Median (IQR)
5(1to 12)
8 (3 to 15)
n (%)

117 (27.8)
303 (72.0)
1(0.2)

19 (4.5)

0(0.0)

1(0.2)
401 (95.2)

415 (98.6)
6 (1.4)

29 (6.9)
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Year 10

Year 11

Year 12 or equivalent

Certificate III/IV

Advanced diploma / Diploma

Bachelor degree

Graduate diploma / Certificate
Postgraduate degree

Current employment status

Employed

Unemployed, looking for and available to
start work

Not in labour force

Main activity for those not in labour force
Retired or voluntarily inactive

Home duties

Caring for children

Studying

Unable to work due to own illness, injury, or
disability

Caring for an ill or disabled person
Working in an unpaid voluntary job
Other

Health care card holder

Managing on your available income

FOI 2758

All participants

Minimal/mild prognostic

Moderate prognostic group

(n=1264) group (n=416) (n=427)
Mean (SD) Mean (SD) Mean (SD)
125 (9.9) 31(7.5) 55 (12.9)
44 (3.5) 14 (3.4) 9(2.1)
221 (17.5) 77 (18.5) 72 (16.9)
265 (21.0) 80 (19.2) <</<2~ 83 (19.4)
159 (12.6) 55 (13.2) \)eo%q, 56 (13.1)
241 (19.1) 91(21.9) ) 80 (18.7)

Q N
55 (4.4) 22 (5.3)9 (’}&\2\ 18 (4.2)
93 (7.4) 3862 & 34(8.0)
855 (67.6) Q/Q,%ég&?éé( 281 (65.8)
112 (8.9) Q)QO ﬁs) 34 (8.0)
&
297 (23.5) &Q\OQ Q’ﬁﬁ(lm) 112 (26.2)
RS
88 (2&)?0) Q/Q((/Q 25 (40.3) 50 (43.1)
3@.@{0&% 7 (11.3) 14 (12.1)
@0.24@3) Q;\ 5(8.1) 10 (8.6)
Q 'Sg(\s.s) 7 (11.3) 10 (8.6)
83 (27.4) 6(9.7) 16 (13.8)
23 (7.6) 8 (12.9) 5(4.3)
8(2.6) 2(3.2) 3(2.6)
14 (4.6) 2(3.2) 8 (6.9)
496 (39.2) 115 (27.6) 167 (39.1)
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Severe prognostic group
(N=421)
Mean (SD)
39 (9.3)
21(5.0)
72 (17.1)
102 (24.2)
48 (11.4)
70 (16.6)
15 (3.6)
25(5.9)

242 (57.5)

55 (13.1)

124 (29.5)

13 (10.4)
16 (12.8)
9(7.2)
9(7.2)

61 (48.8)

10 (8.0)

3(2.4)

4(3.2)
214 (50.8)
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Easily
Not too bad
Difficult some of the time
Difficult all of the time
Impossible
Living alone
Self rated health
Excellent
Very good
Good
Fair
Poor
Long-term illness which limits daily activities
Reason for visit to GP
Physical health
Mental health and wellbeing
Both physical and mental health
None of these

History of depression

Currently taking medication for mental health

All participants
(n=1264)
Mean (SD)
229 (18.1)
471 (37.3)
392 (31.0)
158 (12.5)
14 (1.1)
212 (16.8)

61 (4.8)
319 (25.2)
489 (38.7)
299 (23.7)
96 (7.6)
481 (38.1) é\

Minimal/mild prognostic
group (n=416)
Mean (SD)

103 (24.8)

197 (47.4)

99 (23.8)

17 (4.1) (OQ‘
0(0.0) \)QQ qu,

44(10.6) O N
<</

&? g8 /\“\
e
17. 2
%@Q’Q(%@»m
¥ S0.7)

SO (1:9.5)
O™

R

O
664 @% <</ ((/Q 285 (68.5)
%<Q~ ,Q?‘ 21(5.0)
@a % 57 (13.7)
’Qz\ﬁ (9.7) 53 (12.7)
814 (64.4) 130 (31.3)
598 (47.3) 101 (24.3)

Moderate prognostic group

(n=427)
Mean (SD)
90 (21.1)
162 (37.9)
140 (32.8)
33(7.7)
2 (0.5)
78 (18.3)

23 (5.4)
112 (26.2)
187 (43.8)
89 (20.8)

16 (3.7)
157 (36.8)

226 (52.9)
53 (12.4)
104 (24.4)
44 (10.3)
292 (68.4)
251 (58.8)

Severe prognostic group

(N=421)

Mean (SD)
36 (8.6)

112 (26.6)

153 (36.3)

108 (25.7)
12 (2.9)

90 (21.4)

10 (2.4)
47 (11.2)
127 (30.2)
160 (38.0)
77 (18.3)
243 (57.7)

153 (36.3)
94 (22.3)
149 (35.4)
25 (5.9)
392 (93.1)
246 (58.4)

Notes: SD = standard deviation, n = count, IQR = Inter quartile range. Variables contributing to the Link-me DST include: Depressive symptom severity, anxiety symptom severity, gender,
managing on your available income, living alone, self-rated health, long-term iliness which limits daily activities, and history of depression.
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Table A11-2. Mean change in outcome scores in comparison group, in total sample and stratified by prognostic group at six and 12-month follow-up

Number in each group
N

Psychological distress (K10)
Six-month follow-up, mean (95% Cl)
12 months, mean (95% Cl)

Depressive symptom severity (PHQ 9)
Six-month follow-up, mean (95% Cl)
12 months, mean (95% Cl)

Anxiety symptom severity (GAD 7)
Six-month follow-up, mean (95% Cl)
12 months, mean (95% Cl)

Quality of life - VAS (EQ-5D-5L)
Six-month follow-up, mean (95% Cl)
12 months, mean (95% Cl)

Quality of life - Utility (EQ-5D-5L)
Six-month follow-up, mean (95% Cl)
12 months, mean (95% Cl)

Days out of role (K10+)

Six-month follow-up, mean (95% Cl)
12 months, mean (95% Cl)

Notes: All values estimated using multiple imputation. Cl -Confidence interval. Mean scores represent mean change from baseline.

FOI 2758

All participants

1,264

-0.03 (-0.46 to 0.40)
-0.49 (-0.96 t0 -0.01)

-1.32 (-1.67 t0 -0.97)
-1.50 (-1.91 to -1.09)

Minimal/mild prognostic

group

416

&
2.18 (1.49 to
")

%
1.68 (220@2 %\6?)
0657%0.;&04‘.%))

Qg«)}z@%@t}’o.zs)

S
-1.48 (-1.80 to -1.1 5% Qﬁkﬁﬁom t0 0.03)
-1.79 (-2.15 to -1¢44 é(o((j&ss (-1.30 to -0.35)

?\
S

O~ X
%Q 63 Q{ﬁ\to 0.04)
N

& Q 03%6.02 t0 0.05)

8.17 (7.53 to 8.81)
8.27 (7.61 to 8.94)

N
4.28 wgg@tc@@bv

2.12 (-0.57 to 4.82)
0.73 (-2.35 t0 3.81)

-0.00 (-0.03 to 0.02)
0.02 (-0.01 to 0.04)

5.13 (4.15 to 6.11)
4.77 (3.8110 5.72)
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Moderate prognostic
group

427

0.53 (-0.17 to 1.23)
0.28 (-0.58 to 1.14)

-0.59 (-1.13 to -0.05)
-0.49 (-1.16 t0 0.18)

-0.97 (-1.51 to -0.43)
-1.05 (-1.65 to -0.44)

4.93 (2.40 to 7.45)
2.65 (-0.63 t0 5.93)

0.03 (0.01 to 0.06)
0.02 (-0.01 t0 0.05)

5.40 (4.53 to 6.27)
6.06 (5.04 to 7.09)

Severe prognostic group

421

-2.78 (-3.64 t0 -1.92)
-3.42 (-4.34 to0 -2.49)

-3.61 (-4.33 to -2.89)
-3.71(-4.48 t0 -2.94)

-2.99 (-3.63 to -2.36)
-3.50 (-4.21 to -2.79)

5.74 (2.76 to 8.73)
6.73 (3.33 to0 10.13)

0.05 (0.01 to 0.08)
0.06 (0.03 to 0.10)

13.99 (12.86 to 15.13)
13.98 (12.79 to 15.18)
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Figure A11-1. Mean change in K10 psychological distress scores at 6 and 12 months from baseline in
comparision group, for all participants and stratified by prognostic group

All participants Minimal/mild group ~ Moderate group Severe group
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Appendix 12. Characteristics of
participants followed for 18 months

While the main trial followed a sample of 1671 participants up to 12 months after randomisation, for
participants who entered the study between 21 November 2017 and 30 April 2018, we were able to
collect an additional wave of data at 18-month follow-up. This allows us to be able to examine
medium-term effectiveness of the Link-me intervention, although there are important caveats on
this analysis.

1. Only participants who completed the DST before 30 April 2018 were eligible to be included
in this analysis. This means that only a sub-sample of participants (n = 527) were eligible to
be included in an analysis that examined 6-, 12- and 18-months outcomes.

2. This study was not powered to detect differences between treatment arms overall or within
prognostic groups. The sample is much smaller than is req@d 0 be able to do this with
certainty. Even differences of the same magnitude as §é>n¢\(@qanalysis may not be

significant because there is a smaller sample size, a éfefo e greater variation, between

treatment arms. Q/?‘ e \'/\

3. Animplication of including only those who \ff irq/?ﬁ the study is that the sub-sample
may not be representative of the sampl e&a & There may have been systematic
differences between those enrolled i ;{Qy and those enrolled later. Once

example of this would be if the deli¥@ry ifcare Wavigation changed over time.

4. Because the sub-sample is no;e‘zénd@}\ ple of all participants, and because the sample
size is smaller than the mai ﬁ\ is with reduced statistical power, any differences
observed with the mai@h@@a@%hfﬁcult to interpret. Our view is that it is the general
trends over time th % &\%@f most interest because of the difficulty distinguishing the

signal from the Q %%
Y A

oS %

Nonetheless, the ability tétrack symptom severity in the two trial arms up to 18 months provides an
opportunity to gauge the effectiveness of the Link-me intervention over the medium term.

Methods

The methodology for the analysis of the 18-months outcome is the same as that used for the main
trial. The major difference is that analysis was restricted to those participants who entered the study
between 21 November 2017 and 30 April 2018. Participants recruited after this date were excluded
from the analysis.

Results

Figure A12-1 shows the flow of these participants through the trial. 650 people completed the
decision support tool (DST). 123 of these were classified as having moderate symptoms and were
excluded from the trial, leaving 527 who were randomly allocated to the comparison (n = 265,
50.3%) or intervention arms (n = 262, 49.7%). six-month outcome data was available 390
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participants (n = 200 in the comparison arm, or 75.5% and n = 190 in the intervention arm, or
72.5%). At 12-months, outcome data was available for 334 participants (n = 174 in the comparison
arm, or 65.7% and n = 160 in the intervention arm, or 61.1%). At 18-months, data was available for
314 participants (n = 161 in the comparison arm, or 60.8% and n = 153 in the intervention arm, or
58.4%). The sample available for the intention to treat analysis was n = 265 in the comparison arm (n
=128 in the minimal/mild prognostic group and n = 137 in the severe prognostic group) and 262 in
the intervention arm (130 in the minimal/mild prognostic group and 132 in the severe prognostic

group).

Baseline characteristics and subgroup analysis results for the 18-month follow-up group are shown
in Table A12-1 through Table A12-3, The results for psychological distress are most clearly seen in
Figure A12-2. The figure shows the change in K10 scores from baseline for the two treatment arms.
The green square is the mean change for the comparison group and the orange square represents
the mean change for the intervention group. The vertical lines surrounding each square is the 95%
confidence intervals for the mean (i.e., we are 95% confident that the @e value of the mean is
between these two values). The dashed line at y = 0 indicates no chQ)(?e from baseline. We are most
interested in differences between the two treatment groups. W @%onfidence intervals for the
two groups overlap, this suggests that the mean differences @n&a'}eline are similar.

O

For all eligible participants, both treatment arms showq&%@% 'rd';wce of a decline in psychological
distress over time. At 12 and 18 months, the comp L{%\ owed a significant improvement
from baseline of approximately 0.7 points on t 10§¥éé(ange was similar for the intervention
group, although it was not significantly differéht’f (indicating no change from baseline), and
there was no evidence of a significant dif é en the two trial arms. There was evidence of
increased psychological distress in thémln@%I/Qﬁd prognostic group at six-months of
approximately 3 points in both ar ded for the intervention arm and returned to zero in
the comparison arm at 12 mo dn’@ ences between the trial arms, however, were not
significant. In the severe p , both arms had a reduction in psychological distress
scores at six-month follo\%u ?rommately 3 points that persisted at 12 and 18 months.
However, there was ﬁo nce that any differences between arms were significant. A similar

pattern was observed for the other outcomes.

As noted above, these results are difficult to interpret for a variety of reasons. It uses a subsample of
the total sample that may not be representative of the sample as a whole, the intervention this sub-
sample received may have been different to that offered to participants later on, and the size of the
sample was insufficient to reliably detect effects. One possibility, although speculative, is that
findings observed at 12 months probably carry over to the 18-month period. Thus, in the main
analysis, there were some differences between trial arms at 12 months. If the findings observed in
this subsample were replicated on the whole sample, these differences might therefore persist at
18-months.

204
FOI 2758 218 of 254 Document 6



Figure A12-1. Participant flow for subgroup eligible for inclusion in the analysis of the 18-month

outcomes

LINK ME RCT

DST COMPLETED ON OR BEFORE 30 April 2018

650 Completed DST

v

123 (18.9%) Moderate symptoms

527 (81.1%) Randomly assigned

|

265 (50.3%) Comparison arm

128 (49.6%) Minimal / mild
137 (50.9%) Severe

262 (49.7%) Intervention arm

130 (50.4%) Minimal / mild
132 (49.1%) Severe

&

65 did not have follow-up

6 withdrawals

59 did not complete survey

200 (75.5%) 6 month follow-up

102 (79.7%) Minimal / mild
98 (71.5%) Severe

Vi

~N

6

(\V
N4
béz gb%(lf have follow-up
10 withdrawals

Z\?Q not complete survey
A

N

YoLv

3
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-

26 did not have follow-up

8 withdrawals

18 did not complete survey

174 (65.7@ .QQW
AN
@@%\%@&'Tﬁ?

@)

RS
i@-(- 2.5% mez@?ollow—up

N
b

A
v

30 did not have follow-up

7 withdrawals
23 did not complete survey

13 did not have follow-up

2 withdrawals

11 did not complete survey
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160 (61.1%) 12 month follow-up

79 (60.1%) Minimal / mild
81 (61.4%) Severe

161 (60.8%) 18 month follow-up

77 (60.2%) Minimal / mild
84 (61.3%) Severe

7 did not have follow-up

7 withdrawals
0 did not complete survey

A

4

153 (58.4%) 18 month follow-up

74 (56.9%) Minimal / mild
79 (59.9%) Severe

265 assessed in intention to treat
analysis

128 Minimal / mild
137 Severe

Y

262 assessed in intention to treat

analysis

130 Minimal / mild
132 Severe
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Table A12-1. Baseline characteristics of Link-me participants according to trial arm, in total and stratified by prognostic group (18-month follow-up

subsample, N = 527)

Age (years)
Psychological distress (K10)

Depressive symptom severity (PHQ-9)

Anxiety symptom severity (GAD-7)
Overall health (EQ-5D-5L VAS)

Quality of life (EQ-5D-5L utility weights)

Days totally out of role (K10+)
Days partially out of role (K10+)

Sex
Male
Female
Other
Indigenous status
Aboriginal
Torres Strait Islander
Aboriginal and Torres Strait Islander
None of the above
Language mainly spoken at home

English
Other
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All participants

Comparison
(n=265)
Mean (SD)
39.69 (15.18)
24.73 (9.59)
11.90 (6.72)
9.18 (5.79)
58.66 (22.47)
0.58 (0.30)
Median (IQR)
1.00 (5.00)
4.00 (14.00)

Intervention
(n=262)
Mean (SD)
39.23 (14.20)
24.47 (9.70)
11.75 (6.86)
9.44 (5.70)

Minimal/mild prognostic group

Comparison
(n=128)
Mean (SD)
41.52 (15
17. 26@%2&59’
5991243)

DS

60.49 (22.70) (<>’ @%

(%) Q(
®<</ @

74 (27

19%@1 7<)’<

=

7(2.6)

0(0.0)

1(0.4)
257 (97.0)

254 (95.8)
11 (4.2)

059 (0.301\° 0. 17)
Median st @edlan (1QR)
A
é 0.00 (2.00)
sz% b~ oa\@ 0.00 (5.00)
n (%)
\2{@9(25 6) 36 (28.1)
195 (74.4) 92 (71.9)
0 (0.0) 0(0.0)
6(2.3) 3(2.3)

0 (0.0) 0(0.0)
1(0.4) 0(0.0)
255 (97.3) 125 (97.7)
243 (92.7) 120 (93.8)
19 (7.3) 8 (6.3)
206
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Intervention
(n=130)
Mean (SD)
40.34 (14.32)
16.74 (4.10)
5.92 (2.52)
5.25 (2.80)
71.87 (17.63)
0.78 (0.19)
Median (IQR)
0.00 (0.00)
0.50 (5.00)
n (%)

32 (24.6)
98 (75.4)
0 (0.0)

2(1.5)

0(0.0)

0(0.0)
128 (98.5)

115 (88.5)
15 (11.5)

Severe prognostic group

Comparison
(n=137)
Mean (SD)
37.99 (14.76)
31.71(7.61)
17.42 (4.31)
12.96 (5.16)
47.26 (20.05)
0.39 (0.29)
Median (IQR)
4.00 (10.00)
10.00 (16.00)
n (%)

38(27.7)
98 (71.5)
1(0.7)

4(2.9)

0(0.0)

1(0.7)
132 (96.4)

134 (97.8)
3(2.2)

Intervention
(n=132)
Mean (SD)
38.14 (14.05)
32.08 (7.31)
17.50 (4.52)
13.56 (4.75)
49.20 (21.54)
0.41(0.28)
Median (IQR)
5.00 (13.00)
7.00 (14.00)
n (%)

35 (26.5)
97 (73.5)
0(0.0)

4(3.0)

0(0.0)

1(0.8)
127 (96.2)

128 (97.0)
4 (3.0)
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All participants Minimal/mild prognostic group Severe prognostic group

Comparison Intervention Comparison Intervention Comparison Intervention
(n=265) (n=262) (n=128) (n=130) (n=137) (n=132)
Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD)
Highest level of education attained
Below Year 10 17 (6.4) 8(3.1) 6(4.7) 2 (1.5) 11 (8.0) 6 (4.5)
Year 10 20(7.5) 27 (10.3) 9 (7.0) Q/Q" 9 (6.9) 11 (8.0) 18 (13.6)
Year 11 17 (6.4) 9(3.4) 6 (4.7 %q, 1(0.8) 11 (8.0) 8(6.1)
Year 12 or equivalent 50 (18.9) 52 (19.8) .ON 22 (16.9) 27 (19.7) 30 (22.7)
Certificate I1I/IV 51(19.2) 43 (16.4) ?@ (@%{\2\ 23(17.7) 25(18.2) 20(15.2)
Advanced Diploma / Diploma 30 (11.3) 38 (14.5) <<>/Q/ Yf 16 (12.3) 16 (11.7) 22 (16.7)
Bachelor Degree 45 (17.0) 45 (17.2) Q~ &\ 65(20.3) 26 (20.0) 19 (13.9) 19 (14.4)
Graduate Diploma/Certificate 12 (4.5) 15 (5. <)'</ QVOQS (3.9) 11 (8.5) 7 (5.1) 4 (3.0)
Postgraduate Degree 23 (8.7) 2?0 <<C) é\ 13 (10.2) 20 (15.4) 10(7.3) 5(3.8)
Current employment status \g \e (</
Employed 173 (65.3) é\ 1e@§%3?.~& 103 (80.5) 99 (76.2) 70 (51.1) 67 (50.8)
Unemployed, looking for and available to 26 (9.8) \)@Q/ O@&M 3(23) 8(6.2) 23 (16.8) 14 (10.6)
start work O Q/O
Not in labour force 66 (24 )<<Q,<</,Q2~ 4(28.2) 22 (17.2) 23(17.7) 44 (32.1) 51 (38.6)
Main activity for those not in labour force \2{0 Q/ Q){
Retired or voluntarily inactive o\ 9 (’f\gg) 11 (14.9) 7 (31.8) 9(39.1) 2 (4.5) 2(3.9)
Home duties 10 (15.2) 6 (8.1) 2(9.1) 2(8.7) 8(18.2) 4(7.8)
Caring for children 6(9.1) 16 (21.6) 2(9.1) 4(17.4) 4(9.1) 12 (23.5)
Studying 11 (16.7) 6(8.1) 5(22.7) 2(8.7) 6 (13.6) 4(7.8)
Unable to work due to own illness, injury, 20(30.3) 24 (32.4) 3(13.6) 1(4.3) 17 (38.6) 23 (45.1)
or disability
Caring for an ill or disabled person 5(7.6) 5 (6.8) 2(9.1) 2 (8.7) 3 (6.8) 3 (5.9)
Working in an unpaid voluntary job 4(6.1) 2(2.7) 1(4.5) 1(4.3) 3(6.8) 1(2.0)
207
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All participants Minimal/mild prognostic group Severe prognostic group

Comparison Intervention Comparison Intervention Comparison Intervention
(n=265) (n=262) (n=128) (n=130) (n=137) (n=132)
Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD)
Other 1(1.5) 4 (5.4) 0 (0.0) 2(8.7) 1(2.3) 2(3.9)

Health care card holder 123 (46.4) 116 (44.3) 43 (33.6) 44 (33.8) 80 (58.4) 72 (54.5)

Managing on your available income <(/

Easily 44 (16.6) 33(12.6) 34 (2 q, 27(20.8) 10 (7.3) 6 (4.5)
Not too bad 92 (34.7) 94 (35.9) 5@4 5)\ 62 (47.7) 35 (25.5) 32 (24.2)
Difficult some of the time 86 (32.5) 85 (32.4) ?\ (@ ’{\2\ 35(26.9) 53 (38.7) 50 (37.9)
Difficult all of the time 41 (15.5) 38 (14.5) ((/((/ 6 (4.6) 37 (27.0) 32(24.2)

| . 2(0.8) 12 (4. 6) Q~ O 0(0.0) 2(1.5) 12(9.1)
mpossible ?\

Living alone 35(13.2) 29 (1 @ C§<9 (7.0 8(6.2) 26 (19.0) 21(15.9)

Self rated health %Q) < %

Excellent 8 (3.0) \2\3?3 5@ & 7 (5.5) 9 (6.9) 1(0.7) 4 (3.0)
Very good 54 (20.4) A s Q§ 42 (32.8) 51(39.2) 12 (8.8) 5(3.8)
105 (39.6) ﬁ% ?‘ 61(47.7) 55 (42.3) 44 (32.1) 45 (34.1)

Good @ O

Fair 72 (27. <</ 63)(24.0) 16 (12.5) 14 (10.8) 56 (40.9) 49 (37.1)
26 @9 Q~ ,Qz‘ 30 (11.5) 2 (1.6) 1(0.8) 24 (17.5) 29 (22.0)

Poor 4

Long-term illness which limits daily activities Q 113 (43.1) 25 (19.5) 35 (26.9) 88 (64.2) 78 (59.1)

Reason for visit to GP o\ o\

Physical health 143 (54.0) 126 (48.1) 90 (70.3) 82 (63.1) 53 (38.7) 44 (33.3)
Mental health and wellbeing 31 (11.7) 30 (11.5) 6 (4.7) 11 (8.5) 25 (18.2) 19 (14.4)
Both physical and mental health 70 (26.4) 82 (31.3) 21 (16.4) 19 (14.6) 49 (35.8) 63 (47.7)
None of these 21 (7.9) 24 (9.2) 11 (8.6) 18 (13.8) 10(7.3) 6 (4.5)
History of depression 165 (62.3) 158 (60.3) 38 (29.7) 46 (35.4) 127 (92.7) 112 (84.8)
Currently taking medication for mental health 111 (41.9) 104 (39.7) 29 (22.7) 30 (23.1) 82 (59.9) 74 (56.1)

Notes: SD = standard deviation, n = count, IQR = Inter quartile range. Variables contributing to the Link-me DST include: Depressive symptom severity, anxiety symptom severity, gender,
managing on your available income, living alone, self-rated health, long-term iliness which limits daily activities, and history of depression. Discrepancies in totals due to missing responses.
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Table A12-2. Subgroup analysis of K10 Psychological distress scores according to trial arm, in total sample and stratified by prognostic group at 6, 12 and 18
months (18-month follow-up subsample N = 527)

Comparison, n
Intervention, n
Six-month follow-up
Mean change, mean (SD) [1]
Comparison
Intervention
Mean difference, Coef. (95% Cl)
Primary analysis [2]
Sensitivity analysis [3]
Sensitivity analysis [4]
CACE analysis [5]
CACE analysis [6]
CACE analysis [7]
CACE analysis [8]
SMD (95% Cl) [9]
12-month follow-up
Mean change, mean (SD) [1]
Comparison
Intervention
Mean difference, Coef. (95% Cl)
Secondary analysis [2]
Sensitivity analysis [3]
Sensitivity analysis [4]
CACE analysis [5]
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All participants

265
262

-0.02 (8.05)

-0.26 (8.87)

-0.35(-1.97 to 1.27)
-0.68 (-2.03 to 0.68)

Minimal/mild prognostic
group
128

% v
0.67 éQg/?'S;%)s?&.os t0 2.20)

.05 (-1.88 to 1.79)

-0.68 (-2.02 t0 0.67) % O < "-0.05 (-1.85 to 1.76)
o

R
ESNOKS
&N QY
A
XS
O~ o X
-0 04‘%@20@%;{3& 0.67
Q¥ @
-1.39 (8.48)
-0.77 (9.43)
0.50 (-1.23 to 2.23) 0.57
0.47 (-0.95 to 1.89) 0.51
0.47 (-0.93 to 1.87) 0.51
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0.01 (-0.48 to 0.51)

1.43 (6.67)
2.50 (7.90)

0.80 (-1.55 to0 3.15)
1.07 (-0.69 to 2.84)
1.07 (-0.66 to 2.81)

0.95
0.96
0.96

0.95

0.50
0.23
0.23

Severe prognostic group

137
132

-2.63 (7.84)
-3.56 (9.03)

-0.76 (-3.09 to 1.57)
-1.34 (-3.36 t0 0.68)
-1.34(-3.33 t0 0.65)
-1.48 (-5.96 t0 2.99)
-2.02 (-8.15 to 4.11)
-3.15 (-12.74 to 6.44)
-3.60 (-14.63 to 7.43)
-0.10 (-0.41 to0 0.21)

-4.02 (9.09)
-4.00 (9.65)

0.22 (-2.52 t0 2.96)
-0.17 (-2.38 t0 2.03)
-0.17 (-2.35 to 2.00)
0.42 (-4.86 to 5.71)

0.52
0.19
0.19
0.51
0.52
0.52
0.52
0.52

0.88
0.88
0.88
0.87
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Minimal/mild prognostic
All participants / prog

Severe prognostic group

group
CACE analysis [6] 0.58 (-6.62 to 7.77) 0.88
CACE analysis [7] 0.90 (-10.38 t0 12.18) 0.88
CACE analysis [8] 1.03 (-11.87 to 13.92) 0.88
SMD (95% ClI) [9] 0.05 (-0.13 t0 0.23) 0.57 0.19 (-0.36 to 0.73) 0.50 0.03 (-0.34 to 0.40) 0.88
18-months follow-up Q/Q"
Mean change, mean (SD) [1] %Q
Comparison -1.70 (8.51) @4\?(7\% -3.74 (8.92)
Intervention -0.68 (9.78) @Q/Z @/%8\92) -3.95(10.12)
Mean difference, Coef. (95% Cl) \?/
Secondary analysis [2] 0.92 (-1.17 t0 3.01) 0.39 Qg/&\gQ@) 81to 4.61) 0.17 -0.03 (-3.23 t0 3.18) 0.99
Sensitivity analysis [3] 0.59 (-0.87 to 2.06) 0.4 6 (0.20 to 3.92) 0.030 -0.75 (-2.98 to 1.49) 0.51
Sensitivity analysis [4] 0.59 (-0.86 to 2.05) ’\ 1.88 (0.07 to 3.70) 0.042 -0.75 (-2.95 to 1.46) 0.51
CACE analysis [5] \2\% \$&®@ -0.05 (-6.23 t0 6.12) 0.99
CACE analysis [6] Q. -0.07 (-8.48 to 8.34) 0.99
CACE analysis [7] @ @ -0.11 (-13.29 to 13.07) 0.99
CACE analysis [8] -0.13 (-15.20 to 14.95) 0.99
SMD (95% Cl) [9] 0.10 ( %?. 0.39 0.44 (-0.19 to 1.07) 0.17 -0.00 (-0.43 to 0.43) 0.99
Notes: SD - Standard Deviation; Coef. - Estimated coeffiaent, terval; SMD - Standardised mean difference. [1] Estimated using multiple imputation. [2] Mean for intervention

arm minus mean for control arm estimated using linear re
multiple imputation. [3] Sensitivity analysis using complete cases o

ste r baseline K10 scores (all models) and prognostic group (model with all participants only). Estimated using

ly with linear regression adjusted for baseline K10 (all models) and prognostic group (model with all participants only). [4]

Same as 3 but adjusted for general practice treated as random intercept. [5] CACE analysis. undertaken in the severe prognostic group only. Conducted using two-stage least squares
instrumental variable regression where the adherence variable was a binary coded variable representing participation in at least one structed contact with a care navigator and a match
between the participant’s priorities and the action plan they developed. Estimated using multiple imputation. [6] CACE analysis. As for 5 and the care navigator recommended a specific and
new referral or resource to the participant. [7] CACE analysis. As for 6 and the participant was approved for care package funding. [8] CACE analysis. As for 7 and the approved funding was
spent. [9] Mean difference in the primary analysis calculated relative to the pooled SD of baseline scores.
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Table A12-3. Subgroup analysis of secondary outcomes in all participants and stratified by prognostic group at 6, 12 and 18 months (18-month follow-up
subsample N =527)

Minimal/mild prognostic Severe prognostic

All participants P-value P-value P-value
group group
Depressive symptom severity (PHQ 9)
Six-month follow-up
Comparison, mean (SD) -1.88 (6.20) 0.00 (b@% -3.64 (6.11)
Intervention, mean (SD) -1.48 (6.98) -3.33(7.23)
Mean difference, Coef. (95% Cl) [1] 0.35 (-1.05 to 1.76) 0.62 1. 2‘% 2.20) 0.72 0.35 (-1.63 to 2.32) 0.73
Mean difference, Coef. (95% Cl) [2] 0.49 (-0.66 to 1.64) 0.40 ? @1 72) 0.80 0.76 (-0.93 to 2.46) 0.38
Mean difference, Coef. (95% Cl) [3] 0.51 (-0.63 to 1.64) 0.38 045 (-13% to 1.69) 0.80 0.87 (-0.78 to 2.51) 0.30
SMD (95% Cl) [4] 0.05 (-0.16 to 0.26) 0.62 <<’ ‘§> 61 t0 0.89) 0.72 0.08 (-0.37 to 0.53) 0.73
12-month follow-up Q/
Comparison, mean (SD) -2.54 (6.78) @Q/ ()Q.~ '\ -0.61 (5.33) -4.33 (7.43)
Intervention, mean (SD) -1.99 (7.47) \2\?* %Q @Q/ -0.26 (6.47) -3.70 (7.90)
Mean difference, Coef. (95% Cl) [1] 0.50 (-1.09 to 2. 10) (§$ 0.33 (-1.74 to 2.39) 0.75 0.67 (-1.80 to 3.14) 0.59
Mean difference, Coef. (95% Cl) [2] 0.44 (-0.78 to 1. @ QL% 0.24 (-1.28 to 1.76) 0.76 0.63 (-1.29 to 2.54) 0.52
Mean difference, Coef. (95% Cl) [3] 0.38 (-0.82 Q 53 0.24 (-1.25 to 1.73) 0.75 0.66 (-1.20 to 2.52) 0.49
SMD (95% Cl) [4] 0.07 (- OQQoQ&KQ{(/ 0.53 0.13 (-0.70 to 0.96) 0.75 0.15 (-0.41 to 0.71) 0.59
18-months follow-up \
Comparison, mean (SD) &‘2\ 62% 10) -1.20 (6.53) -4.54 (7.16)
Intervention, mean (SD) -1.79 (8.92) 0.18 (7.33) -3.73 (9.75)
Mean difference, Coef. (95% Cl) [1] 1.09 (-0.93 to 3.11) 0.29 1.33 (-1.04 to 3.70) 0.27 0.84 (-2.17 to 3.86) 0.58
Mean difference, Coef. (95% Cl) [2] 0.82 (-0.53 t0 2.16) 0.23 0.86 (-0.80 to 2.52) 0.31 0.77 (-1.32 t0 2.87) 0.47
Mean difference, Coef. (95% Cl) [3] 0.81 (-0.52 to 2.14) 0.23 0.86 (-0.76 to 2.48) 0.30 0.81 (-1.24 to 2.85) 0.44
SMD (95% Cl) [4] 0.16 (-0.14 to 0.46) 0.29 0.54 (-0.42 to 1.49) 0.27 0.19 (-0.49 to 0.87) 0.58
Anxiety symptom severity (GAD 7)
Six-month follow-up
Comparison, mean (SD) -1.61 (5.42) -0.59 (4.54) -2.56 (5.96)
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Intervention, mean (SD)
Mean difference, Coef. (95% Cl) [1]
Mean difference, Coef. (95% Cl) [2]
Mean difference, Coef. (95% Cl) [3]
SMD (95% Cl) [4]
12-months follow-up
Comparison, mean (SD)
Intervention, mean (SD)
Mean difference, Coef. (95% Cl) [1]
Mean difference, Coef. (95% Cl) [2]
Mean difference, Coef. (95% Cl) [3]
SMD (95% Cl) [4]
18-month follow-up
Comparison, mean (SD)
Intervention, mean (SD)
Mean difference, Coef. (95% Cl) [1]
Mean difference, Coef. (95% Cl) [2]
Mean difference, Coef. (95% Cl) [3]
SMD (95% Cl) [4]
Quality of life -- VAS (EQ-5D-5L)
Six-month follow-up
Comparison, mean (SD)
Intervention, mean (SD)
Mean difference, Coef. (95% Cl) [1]
Mean difference, Coef. (95% Cl) [2]
Mean difference, Coef. (95% Cl) [3]
12-month follow-up
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Minimal/mild prognostic

All participants P-value P-value
group

-2.00 (5.89) -0.14 (4.67)
-0.29 (-1.48 to 0.90) 0.63 0.50 (-0.92 to 1.91) 0.49
-0.02 (-0.96 to0 0.93) 0.97 0.46 (-0.74 to 1.66) 0.45
-0.02 (-0.95 to 0.92) 0.97 0.46 (-0.72 to 1.64) 0.44
-0.05 (-0.26 t0 0.16) 0.63 0.17 (-0.32 @-66) 0.49

-2.18 (6.24) }a} (4@‘%

-1.98 (6.92) {Ns 45)
0.37 (-1.11 to 1.86) 0.62 Y?l 4‘:& 2.13) 0.71
0.39 (-0.67 to 1.44) 0.47 \6:5 2 to 1.87) 0.38
0.37 (-0.68 to 1.41) 0.49)(0% & éz‘o 69 to 1.84) 0.37
0.07 (-0.19 t0 0.32) %@ OQ~ &@12 (-0.50 to 0.74) 0.71

WS

-2.69 (6.44) &Q‘ O<<\ QL\@ -1.33 (4.98)

-1.82 (6.22) Q,é N -0.76 (4.95)
1.04 (-0.53 t O <<<}.219 0.64 (-1.28 t0 2.55) 0.51
0.99 (-0. %/\3‘ 0.072 1.10 (-0.14 to 2.35) 0.083
0.94 @3 tég"g@\ 0.086 0.99 (-0.21 t0 2.20) 0.11
o@ Q§<{o 05) 0.19 0.22 (-0.44 t0 0.88) 0.51

K

4.12 (26.77) 0.22 (25.03)

1.21 (26.63) 1.52 (24.91)
-1.95 (-7.25 to 3.35) 0.47 1.90 (-5.21 to 9.02) 0.60
-2.05 (-6.08 to 1.97) 0.32 1.37 (-4.12 to 6.85) 0.62
-2.05 (-6.04 to 1.93) 0.31 1.37 (-4.03 to 6.76) 0.62
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Severe prognostic

P-value
group
-3.84 (6.34)
-1.04 (-2.87 t0 0.79) 0.26
-0.44 (-1.89t0 1.02) 0.55
-0.44 (-1.87 to 0.99) 0.55
-0.21 (-0.58 t0 0.16) 0.26
-3.45 (7.10)
-3.39 (7.80)
0.41 (-1.89 t0 2.72) 0.72
0.20 (-1.47 to0 1.88) 0.81
0.20 (-1.44 to 1.84) 0.81
0.08 (-0.38 to 0.55) 0.72
-3.95 (7.28)
-2.87 (7.06)
1.43 (-0.97 to 3.83) 0.24
0.89 (-0.84 t0 2.63) 0.31
0.89 (-0.81 to 2.59) 0.30
0.29 (-0.20 t0 0.77) 0.24
7.77 (27.71)
0.92 (28.09)
-5.65 (-13.02 to 1.72) 0.13
-5.15(-11.01 t0 0.71) 0.084

-5.80(-11.48 to -0.11) 0.046
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Comparison, mean (SD)

Intervention, mean (SD)

Mean difference, Coef. (95% Cl) [1]

Mean difference, Coef. (95% Cl) [2]

Mean difference, Coef. (95% Cl) [3]
18-month follow-up

Comparison, mean (SD)

Intervention, mean (SD)

Mean difference, Coef. (95% Cl) [1]

Mean difference, Coef. (95% Cl) [2]

Mean difference, Coef. (95% Cl) [3]
Quality of life -- Utility (EQ-5D-5L)
Six-month follow-up

Comparison, mean (SD)

Intervention, mean (SD)

Mean difference, Coef. (95% Cl) [1]

Mean difference, Coef. (95% Cl) [2]

Mean difference, Coef. (95% Cl) [3]
12-month follow-up

Comparison, mean (SD)

Intervention, mean (SD)

Mean difference, Coef. (95% Cl) [1]

Mean difference, Coef. (95% Cl) [2]

Mean difference, Coef. (95% Cl) [3]
18-month follow-up

Comparison, mean (SD)

Intervention, mean (SD)
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All participants

6.41 (30.76)
4.64 (33.53)
-0.67 (-7.76 to 6.43)
-0.90 (-5.60 to 3.79)
-0.90 (-5.54 to 3.74)

9.13 (31.20)
2.08 (41.58)
-5.87 (-14.97 to 3.23)
-5.34 (-10.35 to -0.34)
-5.25 (-10.18 to -0.33)

0.03 (0.28) &\?‘

0.02 (0.30) (O%
-0.01(007t®%5 O

-0.01 (-o.f@Qd 0@({ \2{(, 0.76

-0.01 (-0:05 t@%‘g@\
AN
0.06 (0.31)
0.03 (0.34)
-0.03 (-0.10 t0 0.04)
-0.02 (-0.07 t0 0.03)
-0.02 (-0.07 t0 0.03)

0.04 (0.31)
-0.01 (0.36)

Y

Q~
D Qj
Q<o. 4 0.01 (-0.06 to 0.08) 0.74

Minimal/mild prognostic

P-value P-value
group
1.89 (29.64)
3.67 (27.69)
0.85 2.45 (-7.10 to 11.99) 0.61
0.71 1.99 (-3.95 to 7.93) 0.51
0.70 1.99 (-3.83 ~82) 0.50
Sog

<<0
0.20 ((}‘ \;67((35‘5% 3.80) 0.20
57 0 -0.20) 0.043

0.036 a%\
0. O37% 12.24 to 0.04) 0.052
@
S
<< ((/%

-0.02 (0.25)
-0.02 (0.23)

0.02 (-0.04 t0 0.07) 0.57
0.76 0.02 (-0.04 t0 0.07) 0.56
0.03 (0.26)
-0.01 (0.24)
0.44 -0.04 (-0.12 to 0.05) 0.37
0.36 -0.03 (-0.08 to 0.02) 0.28
0.45 -0.03 (-0.08 to 0.02) 0.27
0.02 (0.23)
-0.04 (0.25)
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Severe prognostic
group
10.63 (30.97)
5.58 (38.12)
-3.64 (-14.80 to 7.52)
-3.66 (-10.95 to 3.64)
-3.63 (-10.59 to 3.34)

9.69 (35.59)

3.23 (47.97)
-4.88 (-19.79 to 10.04)
-4.23 (-11.85 to 3.40)
-4.23 (-11.69 to 3.24)

0.09 (0.29)
0.06 (0.34)
-0.02 (-0.11 to0 0.07)
-0.03 (-0.10 to 0.04)
-0.03 (-0.10 to 0.04)

0.09 (0.34)
0.07 (0.41)
-0.02 (-0.14 to 0.11)
-0.02 (-0.10 to 0.06)
-0.01 (-0.09 to 0.06)

0.07 (0.36)
0.03 (0.43)

P-value

0.52
0.32
0.31

0.52
0.27
0.27

0.62
0.35
0.35

0.78
0.64
0.73

Document 6



Mean difference, Coef. (95% Cl) [1]
Mean difference, Coef. (95% Cl) [2]
Mean difference, Coef. (95% Cl) [3]

Days out of role (K10+)
Six-month follow-up
Comparison, mean (SD)

Intervention, mean (SD)

Relative risk, RR (95% Cl) [5]
Relative risk, RR (95% Cl) [6]
Relative risk, RR (95% Cl) [7]
12-month follow-up
Comparison, mean (SD)
Intervention, mean (SD)
Relative risk, RR (95% Cl) [5]
Relative risk, RR (95% Cl) [6]
Relative risk, RR (95% Cl) [7]
18-month follow-up
Comparison, mean (SD)
Intervention, mean (SD)
Relative risk, RR (95% Cl) [5]
Relative risk, RR (95% Cl) [6]
Relative risk, RR (95% Cl) [7]

All participants

-0.05 (-0.14 to 0.04)
-0.05 (-0.11 to -0.00)
-0.05 (-0.11 to -0.00)

9.92 (10.56)
9.91 (10.52)
1.01 (0.77 to 1.33)
0.99 (0.74 to 1.33)
1.02 (0.96 to 1.09)

9.88 (10.70)
9.32(10.06)
0.99 (0.73 to 1.34)

1.05 (0.76 to 1.4

0.99 (0.92 to \g&)o

\2\
. o. ’\
\io o

9
N
1.06 (0.76 to 1.49)
1.15 (0.81 to 1.62)
1.07 (0.99 to 1.16)

P-value

0.29
0.047
0.049

Minimal/mild prognostic

group

-0.06 (-0.15 to 0.03)
-0.04 (-0.09 to 0.02)
-0.04 (-0.09 to 0.02)

Q/Q‘
63( le’

@§9(660t 1.63)

0.95 o, ?osﬁ 1.67)
0.55 Q{(j(/@%z\ 84077 to 1.01)

@&

é
Q‘VQ\%QQQ/

-@"
e

Q’<<

0.72
0.44
0.074

O 5.71 (8.62)

5.56 (8.20)
1.07 (0.59 to 1.94)
1.30 (0.68 to 2.51)
1.02 (0.87 to 1.18)

5.12 (8.49)
5.27 (8.46)
1.11 (0.56 to 2.20)
1.35 (0.66 t0 2.77)
1.07 (0.91 to 1.27)

P-value

0.19
0.19
0.19

0.96
0.84
0.062

0.83
0.43
0.85

0.77
0.41
0.42

Severe prognostic
group

-0.04 (-0.18 to 0.11)

-0.07 (-0.16 to 0.02)

-0.07 (-0.16 to 0.01)

13.46 (10.38)
14.08 (10.79)
1.05 (0.78 to 1.39)
1.05 (0.77 to 1.42)
1.07 (0.99 to 1.16)

13.78 (10.94)
13.03 (10.33)
0.94 (0.71 to 1.26)
0.92 (0.67 to 1.27)
0.94 (0.87 to 1.03)

12.94 (10.36)
13.31 (11.07)
1.04 (0.74 to 1.45)
1.04 (0.73 to 1.47)
1.03 (0.94 to 1.12)

P-value

0.64
0.11
0.10

0.76
0.76
0.082

0.69
0.63
0.17

0.84
0.83
0.54

Notes: SD - Standard Deviation; Coef. - Estimated coefficient; RR. - Rate ratio; Cl - Confidence Interval. [1] Mean for intervention arm minus mean for control arm estimated using linear
regression adjusted for baseline outcome measure (all models) and prognostic group (model with all participants only). Estimated using multiple imputation. [2] Sensitivity analysis using
complete cases only with linear regression adjusted for baseline outcome measure (all models) and prognostic group (model with all participants only). [3] Same as 2 but adjusted for general
practice treated as random intercept. [4] Mean difference from 1 calculated relative to the pooled SD of baseline scores.[5] Rate ratio estimated using negative binomial regression adjusted
for baseline days out of role (all models) and prognostic group (model with all participants only). Estimated using multiple imputation. [6] Sensitivity analysis using complete cases only with
negative binomial regression adjusted for baseline days out of role (all models) and prognostic group (model with all participants only). [7] Same as 6 but adjusted for general practice treated

as random intercept.
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Figure A12-2. 6-, 12- and 18-month psychological distress outcomes for the sub-sample of 527
participants recruited before 30 April 2018, for all eligible participants and eligible minimal/mild and
severe prognostic groups

All participants Minimal/mild group Severe group

Mean change in K10 score (95% CI)

-10

,Q:(‘%*“\

u Comparisgg?g@i& Intervention group

Sooe®
O 0(8
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Appendix 13. Implementation case
study

As part of the process evaluation, we conducted whole of practice meetings with GPs and/or staff in
one PHN region. These meetings formed a case study of implementation which is presented in Box
Al13-1.

Box A13-1. Implementation case study

An implementation case study of Link-Me

General practice staff were positive about the Link-me model desplte e early teething
issues around streamlining the recruitment of patients in the waiti %om GPs reported
that the Decision Support Tool could be an important practice rQ§> the longer term.
However, they noted that not all of the practice populatlon e o'?n ortable with the use of

technology. They also noted the need to attend to prlva%?;b%gm e@d to provide adequate
Q/?‘

There was overall support for the role of the ¢ Féna K}hm the practice. Practice staff
and GPs reported that care navigators add | J.Q care. GPs reinforced the

time for patients to complete the DST before an app@/

importance of the ‘clinical companion’ cénce {(o re navigation model and the value of
care navigator checking in with the b \f~ k%t care and appropriate referrals. Some
GPs commented that whilst the @a rocess did not necessarily identify issues
that the GP was unaware of, @s a $

community which were b Qég/ Q/@patlent Some patients expressed confusion as to

,{@)nsellor or psychologist.

tor often found new services in the local

whether the care navu@@r

GPs welcomed th\@d@&h&ructured action plan and detailed notes provided by care
navigator following patient appointments. GPs found these action plans helpful and said that
they used them to ensure continuity of care once the appointments with the care navigator
ended. GPs considered that the time-limited nature of the model and the limits to available
care package funding helped the care navigators to set achievable goals. The GPs also noted
that the care navigator often played an important role supporting patients who were waiting
for specialist mental health care, which was a common problem for the practice in this
region. Overall GPs reported positive benefits of the support package funding.

There was agreement that the skill set, training and personality of care navigators were all
equally important for fitting into practice culture and for engaging with patients. GPs agreed
that care navigators must be ‘mental health sympathetic’ but they did not necessarily need to
have a mental health qualification (e.g., psychologist or counsellor). They reinforced the idea
that a care navigator was not there to provide therapy or treatment. From a practice
perspective, the main skill of the care navigator was around ‘tapping into’ local support

services, providing tailored web or app information, and identifying activities to meet physical
or social needs. Navigating the health and social systems where GPs may not have the time is
what was particularly valued.
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Appendix 14. Process evaluation —
characteristics of participants
interviewed

To inform the process evaluation, interviews were conducted with a subset of participants in the
minimal/mild and severe prognostic groups randomised to the intervention arms. Approximately
equal numbers of participants were interviewed across all three PHNs in the minimal/mild and
severe prognostic groups within the intervention arm. Interviews with participants in the
minimal/mild prognostic group ranged from four minutes to 35 minutes and for the severe
prognostic group the range was between 20 and 40 minutes. Table A14-1 provides an overview of
the characteristics of the participants interviewed by prognostic groupQ~

Table A14-1. Characteristics of interviewees for the process evalg@@rzbty intervention arm and by
prognostic group Q ,\Q

Severe prognostic

Q@/% c group group

A =32) (N=31)
Q/é @vO{( Mean (SD) Mean (SD)
T«
Interview length (minutes) oﬁ’ <<O ((/e 9.4 (5.8) 23.6 (11.9)
Days since randomisation Q\VQ\é&Q 269.4 (47.8) 269.1 (49.8)
Age (years) ({/é& @) ?{2‘ 44.3 (15.6) 44.0 (15.3)
Importance of making a change @o (ﬁgg 7.7 (2.6) 9.2 (1.3)
Confidence in making a chan%@i p@iﬁ;\@eas 7.4(2.3) 5.5(2.8)
# care navigation appoint ents el n/a 6.5 (2.2)
PR n (% (%
PHN
A 10 (32) 10 (31)
B 11 (36) 12 (38)
C 10(32) 10 (31)
Approved for care package funding n/a 25 (78)
Gender (female) 23 (74) 24 (75)
n (%) n (%)
Aboriginal / Torres Strait Islander 1(3) 0 (0)
English is main language spoken at home 29 (90) 31 (100)
Highest level of education
Below year 10 0(0) 3(9)
Year 10 2(7) 2 (6)
Year 11 1(3) 2 (6)
Year 12 / equivalent 4 (13) 9 (28)
Certificate Ill/I1V 4 (13) 5(16)
Advanced diploma / diploma 3(10) 6 (19)
219
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Minimal/mild
prognostic group

(N =32)
Bachelor degree 10 (32)
Graduate diploma / certificate 2(7)
Postgraduate degree 5(16)
Current employment
Employed / working 17 (55)
Unemployed 1(3)
Not in labour force 13 (42)
Main activity for those not in labour force
Caring for ill or disabled person 0 (0)
Caring for children 2(7)
Home duties 1(3)
Retired or voluntarily inactive 7(2
S
((9 n (4)
Studying ?9 42\
Unable to work due to own illness, injury, or disability Q/\/ @3
Lives alone \2\% (26)
Managing on available income @ O
Easily / not too bad / difficult some of the ti eQ9 <<O é& 31 (100)
Difficult all of the time / impossible %VQ\Q&@Q/ 0(0)
Holds a health care card é&QO ??‘ 12 (39)
Takes medication for mental hea&@ O (<9 11 (36)
Reason for GP visit Q Q/Q/O &
Mental health and weube@; QQ:(Q?‘ 2(7)
Physical health \2\ Qg/ %) 19 (62)
Both physical and mentaﬁﬁealth 4 (13)
None of these 6 (19)
Chronic illness 7(23)
General health
Excellent / very good / good 26 (84)
Fair / poor 5(16)
Priority areas
Anxiety 1(3)
Sleep 2 (6)
Energy 4(13)
Health 5(16)
Self-image 0 (0)
Mood 3(9)
Ability to complete daily activities 5(16)
Appetite 1(3)
Concentration 1(3)
220
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Severe prognostic
group
(N =31)
4 (13)
0(0)
1(3)

15 (47)
3(9)
14 (44)

1(3)
0 (0)
3(9)
1(3)

n (%)
3(9)
6 (19)
6 (19)

26 (81)
6 (19)
18 (56)
19 (59)

6 (19)
10 (31)
14 (44)
2 (6)
22 (69)

11 (34)
21 (66)

17 (55)
10 (32)
6 (19)
6 (19)
6 (19)
5 (16)
3(10)
3 (10)
2 (6)
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Minimal/mild Severe prognostic

prognostic group group

(N=32) (N=31)
Interest or pleasure in doing things 6 (19) 2 (6)
Thoughts of self-harm or death 0 (0) 1(3)

Notes: n = count; PHN, Primary Health Network; SD = Standard deviation. Priority areas are not mutually exclusive as
participants were assigned or able to select up to two priorities each.

A
@%QOQVQ‘
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Appendix 15. Participant journeys

In Figure A15-1 through Figure A15-3, three typical participant journeys are illustrated to provide a
detailed overview of the care navigation model as implemented for participants in the severe
prognostic group. These three participant journeys were compiled from reviewing interview data
(where available), care navigator notes, scores from the structured assessment that care navigators
conducted using the K10 and documented handover summaries provided to GPs at the conclusion of
care navigation. These journeys show the typical supports offered by care navigators to support
participants to set and achieve their goals, the referrals and service linkages that were made,
information provided by care navigators to mental health support programs online and via apps,
local community groups for exercise and well-being, and they highlight how participants experienced
the model of care.

The participants and their journeys are presented, followed by a dichssion of the key elements of
care navigation and a summary of the implementation lessons that be observed from these three
journeys. Our three anonymised participants for these journeyswa)% who was 20 years old at the
time of the trial, Glenda 31 years old and Peter 36 years old ((,Q &'\

97 O &
20 el
%Q’V/\\Oé@v\/

Sally identified energy and anxiety as her priorit@Ea %BIIV(E)%}ticipated in five care navigation

Sally:

contacts during which her care navigator pro@’e’d&or&a ion about online programs (e.g. e-couch)
and arranged referral to a bulk billing psy oié(. s care navigation experience was negatively
impacted by the resignation of her care igato %ch caused a three-month lag between the first
and second structured contact. Th@c ch%“navigator found it difficult to engage with Sally
initially, but this improved over.ti eq&g %ﬁy‘s K10 score went from 28 (likely to have a moderate
mental disorder) at the starté{%gﬁé@ 15 (likely to be well) at her fifth final structured contact, a
reduction of 13 points ovey'the'8- Q%nth timeframe from the completion of the DST in the waiting

room to the care naw’@\o&%ndo@er back to the GP.
Glenda:

Glenda also received five care navigation contacts. At the start of care navigation, Glenda was
seeking an assessment from a specialist personality disorder service. Her care navigator supported
Glenda to attend appointments with this service and attended joint meeting with her GP to discuss
the report they ultimately provided. The care navigator researched separate web information and
supports for Glenda and secured care package funding for a psychologist specialising in dialectical
behaviour therapy (DBT) including getting Glenda to use the diary function on her phone to manage
appointments. Glenda commented that she would not have gotten her diagnosis and be receiving
therapy without the assistance of her care navigator. Glenda’s K10 score was 40 (likely to have a
severe mental disorder) when she completed the DST and 33 at her last appointment with the care
navigator (still likely to have a severe mental disorder). This was a 7-point reduction in Glenda’s
symptoms over a 5-6 month engagement period and while Glenda’s symptoms indicated that she
was still likely to be experiencing severity of symptoms, she experienced a decrease that is
important for her self-management and sense of self.
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Peter:

In contrast to Sally and Glenda, Peter had physical pain that impacted on his ability to work. His
journey of care navigation involved nine 9 structured contacts. Peter was unable to work after a
motor vehicle accident and was estranged from his family. His initial goals were to work with a
psychologist, pain specialist, and have a sleep assessment. His care navigator organised care package
funding to support psychologist visits and helped Peter identify activities to improve his pain and
sleep. This included Qigong (for which care package funding was arranged) and, using mindfulness
techniques with a mobile phone app to support this, and playing guitar for relaxation. Peter
experienced a relationship breakdown during his time in care navigation and his usual GP went on
leave causing him disruption. His care navigator supported him to bring psychologist appointments
forward and identify an alternative GP to ensure so that he was well supported during this difficult
time. Peter’s K10 score was 43 at commencement of the trial and 45 on completion indicating the
likelihood of having a severe mental disorder.
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Figure A15-1. Sally’s journey through care navigation

“I get very anxious with phone calls and calling people myself, so it was a bit of a struggle for me to ring the care navigator back to get the ball rolling. | did not realise the issues that |
have with answering phone calls and replying to people...that they were not normal” (Sally, 20 years old)

]

| Care navigator provides: informationon |

I phone apps (Mood Mission, Pacificaand :
online programs (moodgym; e-couch) ;

15T STRUCTURED
CONTACT: August 2018

Sally started study and a
new part-time job

DST: May recently. St:ne reports
2018 not sleeping well,
difficulties socialising
K10=28 and diet issues. Her
Priority anxit_ety has inqeased
areas: Energy since studying.
& anxiety GOALS: sleep hygiene,

meditation, yoga using
YouTube at home and a
potential referral to
dietitian.

Y

Three care navigation appointme
booked and re-scheduled because of
work and anxiety about returning
messages and phone calls.
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2ND STRUCTURED
CONTACT: Mid
November 2018

New care navigator
appointed. Sally is trying
sleep hygiene strategies

and has noticed it is

easier to get to sleep.
She is using mindfulness
apps.

GOALS: avoid naps,
increase exercise-
YouTube or swim,
incidental exercise,

workouts at home three
times a week.

ACTION: a psychologis \>®
O Q/O \2{(,0
QQ‘ o\

mailed to make a long GP

appointment to finalise Mental

Health Care Plan—booked for
end of January 2019.

regarding ongom

anxiety. Q
m«“\s&

]
i

Sallyvisits GPfor |
: Mental Health Care :

i

!

i
bsm o SR —— | L=

Care navigatorto |
identify I

Plan psychologist :

3R0 STRUCTURED
CONTACT: Late Q STRUCTURED
Movember 2018 %Q/ ém ‘ACT: December
2018
K10=25 Q/?‘ Ve &
Reviewed short ta@/ > ?‘ e
goals. & \2\@ Sally is more
% comfortable at her
d et workplace. She is aware
COmpIch care navigation is
Ectun z ending in two months.
c?gg: L 1d She reports that she has
\2&" 6@ developed an
& O e té‘ . understanding of
% ?\ different health
Q/ O® Q professionals and how
Q/ they can help her.
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CARE PACKAGE SET UP

No Link-me funded care
package 1

Linked in with bulk billing '
psyr.ho!ogist "

5™ STRUCTURED
CONTACT: End January
2019

K10= 15

Joint meeting with GP to
discuss action plan and
complete Mental Health
Care Plan. Local bulk

I ——— —

billing psychologist is 1 Care 1
identified. I navigator
Discussed possible |_h:"_‘f5_t°_G_P A
future referral to
Partners in Recovery for
support.

v
Sally replies to the care
navigator email to say she has
two further appointments
booked with psychologist.

Document 6



Figure A15-2. Glenda’s journey through care navigation

“The care navigator listened to my circumstances and troubles and helped me find personal solutions that | now use throughout the day, everyday. | wouldn’t be where | am today now —
which is getting therapy and I've got my diagnosis now and | saw it as a pathway forward. It’s helped to be guided by the care navigator. | don’t think | would have found it by myself, without
that extra assistance at that time.” (Glenda, 31 years old)

CARE PACI(AGE SET UP

. Linked into sessions with
1+ psychologist for CBT/DBT
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Care navigator phone call between

appointments as a reminder and to
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was feeling depressed.

Notes: CBT = Cognitive behavioural therapy; DBT = Dialectical behaviour therapy
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Figure A15-3. Peter’s journey through care navigation

“A big part of care navigation was it was easy for me to look back at what | was saying, what | was doing, and what | could do to change, or even to see that | don’t need to change. | just need
to look at it in a different light.” (Peter, 36 years old)
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These three participant journeys illustrate how care navigation provided people with care pathways
and management options that led to symptom reduction in some people’s K10 scores, but not for
others. Overall, the participant journeys help to highlight the different components of care
navigation that are essential to the delivery and implementation of the model, these are shown in
the following three implementation lessons drawn from the participant journeys.

Implementation lesson #1: Sally’s case shows the importance of continuity of the care navigator and
how this is critical for participant experiences. A lack of continuity can impact on people engaging in
clinical care particularly in the early stages, this makes it important to consider early engagement
strategies for successful implementation. From an individual case study perspective, Sally
experienced a substantive shift from being moderate in her symptoms to likely to be well in five
appointments. She was provided with strategies for self-management at home such as increasing her
exercise and at the time of care navigation finishing, was connected with the psychologist, and her
GP had all of her information from Link-me. Here, it is possible to note that dialogue and affirmation
are essential components of successful care navigation experiences. Q-

Implementation lesson #2: from Glenda’s journey it is possible to t%dj care navigators provided
information to participants about self-help services, by either @king@p websites or relevant apps
and other self-management support tools readily availabl tHe) onn to access from home. In
Glenda’s example, care navigation taught her the skill {gﬂs@sxd\gg for self-management of
appointments which was initially causing her stress,@%av\é@qgi&e plan of action which provided
opportunities for insight and reflection. This illu te@a{%’nal/ changes can sometimes make a big
difference in the ability of individuals to self-rid. ga their symptoms even for when they are likely to

be severe. Having a central and focused tiofflss essential in the implementation of care
navigation. A S
SO

Implementation lesson #3: Petersyo y<§§vlights a bridging role that care navigators can play in
participant’s lives. In a time Ws@ngﬁ@nd uncertainty, the care navigator was able to provide
support to Peter to ensur@@at@gﬁ Cessed psychological services earlier when he was starting to
experience symptom ez@gﬁo@Peter’s story also shows that care navigators need to have a
broad skill-set that can meet the bio-psycho-social needs of individuals. In this instance Peter
required support for surgery, for intense pain, and he needed to be referred to mindfulness and
Qigong from which he benefitted. Peter’s journey really shows the importance of the action plan
outlining self-management strategies as he expresses, similar to Glenda and Sally, more self-
responsibility and self-confidence as a result.
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Appendix 16. Costing methods

Costing other resource use

The resource use questionnaire completed as part of the six-month and 12-month follow-up surveys
asked participants to report the number of health professional visits (e.g., GP, psychologists, etc.),
acute care services (e.g., hospitalisations, emergency department visits, ambulance trips), residential
care, self-help materials (e.g., online programs, apps and books) and medications to manage their
mental health. Health professional visits were costed based on the location of the visit as shown in
Table A16-1. For visits at a doctor’s room or private practice, a weighted average cost paid by the
government for the corresponding health professional, derived from the MBS item reports was used
[89]. Services that occurred in other settings (e.g., community health clinics, hospital outpatient
clinics, etc.) were costed using the National Hospital Cost Data Collection Tier 2, non-admitted

service event costs. (OQ‘
QO

Since a standard co-payment for health professional visits is notib%l@?glﬁnder the MBS, participants
were asked to report estimated out of pocket costs paid for k@%e@\é}vices. Participants also
reported the cost of self-help resources which were incl i tQf.pocket costs.

LR
Pharmaceutical Benefits Scheme (PBS) item prices wér 5@\: \t?&'alculate the government and

participant out of pocket costs for covered me%@%\&éeﬁomine Australian retail pharmacy sites
aifier dhe

were accessed to determine participant cosé&r dications and supplements not covered

by the PBS (i.e., Chemist Warehouse, M@en@P@é@macy online, Pharmacy direct).
L0

Hospital stays were costed using a@@?@?&)r mental health admissions reported by the
Australian Institute of Health a @eéﬁe cost of an ambulance call was based on a national
average cost [91]. Emergen services were costed using a national average cost from
the National Hospital Co\g) &C ﬂg’étion. The cost of a day in a residential care unit was estimated
from an Australian Irys\’tﬁn HegPth and Welfare mental health services report.

Costs were obtained for the 2018/2019 financial year where possible. If unit costs were reported for
previous years, they were inflated to 2018/2019 costs using the Australian Institute of Health and
Welfare’s total health price index.
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Table A16-1. Unit cost sources

Resource

GP, practice nurse, mental health nurse,
psychiatrist and psychologist

Consulting rooms or private practice
Other locations
Allied and other health professionals

Acupuncture, Audiologist, Breast screening,
Chiropractor, DBT group therapy, Dietitian,
Exercise physiology, Holter monitoring,
Midwife, Nurse practitioner, Occupational
therapist, Optometrist, Osteopath, Other
specialist, Pain specialist, Physiotherapy,
Podiatry, Social Work

Mental health admission

Palliative care and Drug and Alcohol workers
Disability support officer

Kinesiology, Counselling

Massage, Personal trainer, and Yoga

Helpline, Hypnotherapist, Naturopath

>y
<
&

Source of unit costs

MBS item reports

National Hospital Cost Data Collection

MBS item reports

National Mental H@/ﬁw‘ Report (Department of
Health)

National H \él
a@)ﬁtyl surance Scheme

Assu dfo% fﬁer comparable professions
R G comparaie

géarl'gg;;t reported in care packages
(@It Insurance Administration Council

Nationa

Dentists ustr@lian Prudential Regulation Authority
Other healthcare resources ?9 \QQ Q/
Ambulance \bOQ A roductivity Commission Report on Government

&
S
Emergency department 0® QO N2
QP ¥ O
Hospital and residentia @re@f@t adzs@sion
Specialist/commun@ba@gunl@&
NP

Medications

PBS listed drugs

Non-listed drugs and supplements

National average expenditure on supplements
Productivity

Hourly wage rate

QY

Services
National Hospital Cost Data Collection
Australian Institute of Health and Welfare

National Mental Health Report (Department of
Health)

PBS Ex-manufacturer prices

Online average (Chemist Warehouse, MyChemist,
Pharmacy online, Pharmacy direct)

Australian Institute of Health and Welfare

Australian Bureau of Statistics

Notes: MBS = Medicare Benefits Schedule; PBS = Pharmaceutical Benefit Scheme

Costing lost productivity

The human capital approach was used to value lost paid productivity using an average hourly wage

rate calculated from the average weekly earnings reported by the Australian Bureau of Statistics plus

25% overhead costs [92]. Time off from unpaid activities (i.e., housework) was valued at 25% of the

average wage rate plus overhead costs to represent the value of participants’ lost leisure time [93].
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Presenteeism was valued by first calculating the reduced work capacity by subtracting the numeric
response regarding the amount of normal work capacity achieved on the days affected by mental
health problems from 10 (full work capacity). That result was then divided by 10 to provide a
decimal value representing the percentage of time lost in a day; this figure was then multiplied the
number of days reported working but bothered by mental health problems and further multiplied by
7.6 hours (estimated in a full-time workday). The resulting value provided the number of hours lost
due to presenteeism which was then valued in Australian dollars using the average wage rate plus

overhead costs noted above.
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Appendix 17. Link-me dissemination

Throughout the duration of the Link-me trial, presentations and brief updates were delivered to key

stakeholders, trial sites, participants and at national and international forums. A brief overview is

given below:

April 2017 - Mar 2019

Link-me e-newsletter for PHNs and participating GP practices [via email]

Aug 2018

First Wednesday of every month — newsletters sent to lead site PHNs via CEO,
Regional Trial Coordinators, Care Navigators, who were asked to forward to
participating GP practices across their PHN.

Conference Presentation [Oral]

Nov 2018

Fletcher S, Pirkis J, Chondros C, Wood A, Palmer V, Mihalopoulos C, Harris M,
Burgess P, Spittal M, Bassilios B & Gunn J. 2018. Link-me: Testing a systematic
approach to stepped care in PHN Lead Si CRIS, Primary Health Care
Research Conference. Melbourne Aust\»?ﬁ; %@Aug 2018.
O N
&

Conference Presentation [Post@ O \2\

Dec 2018

Fletcher S, Chondros C, W \k Mihalopoulos C, Harris M, Burgess P,
Spittal M, Bassilios B, Pmas?(f 2018 Link-me: Protocol for a
randomised controlléehtri f%?(stematlc approach to stepped mental health
care in Primary d@t‘ otk Lead Sites. North American Primary Care
Research Gro@hl@(&, nnual Meeting. Chicago USA; 9-13 Nov 2018.

Indm@ ctlce site recruitment progress updates [Flyer]

{ﬁ? @%wded to all participating general practices as part of ongoing
FIyer provided a summary table of the number of general practice

Q &s screened in their waiting room and the number of participants

&\8«\ c@ed from their practice, as well as a brief summary of next steps in the

Mar 2019

trial.

Workshop Presentation [Oral]

Mar 2019

Pirkis J, Gunn J. 2019. Evaluation of the PHN Lead Site Project: a focus on
consumers. National PHN Mental Health Stepped Care Workshop, Melbourne
Australia; 6-7 March 2019.

Trial site brief report [Flyer]

Aug 2019

Preliminary Trial Update sent to all 23 participating practices as part of ongoing
engagement with the trial. 15 March 2019

Site reports [brief reports]

FOI 2758

Individual site reports sent to all 23 practices presenting the ‘A screening report
from the 2017-2018 Link-me GP waiting room screening survey’. 3 August 2019.
This presented the overall screening processes within respective practices and
incorporated a RACGP QI&CPD General Practice Activity for GPs to complete for
the 2017-2019 triennium.
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Aug 2019

Link-me e-newsletter for participants [via email]

Nov 2019

Participants received a newsletter as part of ongoing engagement with the
study.

Presentation [Oral]

July 2020

Gunn J. 2019. Link-me: A systematic approach to stepped mental health care in
primary care. Million Minds Forum. Nov 2019.

Conference Presentation [Abstracts for oral presentations submitted] —
Cancelled due to COVID-19 pandemic

FOI 2758

, ()

(Submitted abstract title) Fletcher S, Spittal M, Chondros P, Palmer V,
Chatterton ML, Bassilios B, Harris M, Burgess P, Mihalopoulos C, Pirkis J, Gunn J.
2020. The Link-me pragmatic randomised controlled trial: Can a patient-
completed decision support tool improve mental health outcomes in primary
care? Society for Academic Primary Care Annéeil Scientific Meeting. Leeds UK.

15-17 July 2020. QQ’
(Submitted abstract title) Chatte;tg(;?\/\’lgh@\alopoulos C, Faller J, Fletcher S,

Spittal M, Harris M, Burgess P, C Imer V, Bassilios B, Pirkis J, Gunn J.
2020. Trial based cost- effect ?a(étlon of Link-me: A systematic

approach to stepped m e@&‘m primary care. Society for Academic
Primary Care Annua&e& g Leeds UK. 15-17 July 2020.

(Submitted abstsact Q@) er V, Fletcher S, Spittal M, Chondros P,

Chatterton § Harrls M, Burgess P, Mihalopoulos C, Pirkis J, Gunn J.

2020 \@o t of a patient-reported experiential model of care

nav Té lex mental health needs in primary care: Process evaluation

@31 @ @1k me. Society for Academic Primary Care Annual Scientific
g& ds UK. 15-17 July 2020.

<</

234
248 of 254 Document 6



Appendix 18. Implementation checklist

The checklist below is designed to support implementation of Link-me. Consideration should be given to the roles and responsibilities, documentation and
additional support required for the completion of each required activity. Note that these activities are designed with flexibility in mind and while all are
considered essential for successful implementation, the way in which they are conducted may be adapted to suit local requirements. Other activities and
tasks may also be necessary to support the implementation of Link-me and should be added to thChecklist as they are identified to support continuous

evaluation and quality improvement.

Required activity
Engaged general practices

Encourage primary care liaison teams to
work closely with practices to support

induction period for care navigators, in which
the care navigator is able to develop strong
working relationships with practice staff and

the PHN mental health team

Promote the role of care navigators as a

conduit between the practice as an incentive

to practice engagement

Formalise the role of care navigators as
overseeing and championing Link-me in
practices, including supporting reception

staff to systematically offer the tablet device

to all adult general practice attendees
Promote a whole-of-practice approach,
where all staff see the value in Link-me,
understand their role in it, and receive
training and support to fulfil this role

FOI 2758
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Required activity Roles / responsibilities Additional information Start date End date
Develop Standard Operating Procedures to
ensure tablets are maintained in good
working order

Where necessary, support practices to
upgrade IT to ensure interoperability with

the secure Link-me web platform &
Skilled care navigator workforce %QQ/“L
Recruit health professionals with a skill set \) O_)(b
aligned to the position description Q/O &'\
<’ O
Ensure all care navigators receive training in Q/?* ?“ &‘2\
the Link-me motivational interviewing- N é ?\’
O
inspired approach from accredited trainers, %Q ?'S \2\
and access to up-to-date resources and <</<(, @ O<<
support %) ()Q-~ A
5 LS
Foster a sense of professional belonging \2\? \é @Q/
amongst care navigators A O(< Q§

Secure web platform @Q/%OQ ng

Ensure platform updates are communicated O\) Q/O Q
to users in a timely manner, and that users <>C_) Q{o&\g{(/
receive additional training as required \% Q

<
Ensure all users are operating correct version &‘2\ ,Q?‘Q/ K%
of platform and related materials
Ensure interoperability with existing IT
infrastructure, and advise of any
incompatibilities
Monitor participant, care navigator, and site
numbers to enable sufficient hosting and
user support
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Required activity Roles / responsibilities Additional information

Ensure access rights (i.e., list of users) and
low intensity service options are kept up to
date

Care packages
Ensure timely communication of updates to
care package guidance to care navigators, Q/Q‘
GPs, and other service providers as relevant

Develop resources to support clear

communication around care package Q/Q &\
approvals to service providers and ?9 ?9 &‘2‘
participants WV v

. _ RS
Develop streamlined business processes to Q‘ ’\\ \2\
ensure prompt delivery of services and Q/Q/% @?“()Q
payments to providers %) OQé&
Consider options to integrate care packages \2\?@ \%(( @Q/
with existing funding mechanisms A O<< K

Establish ongoing governance and @Q/ O@é

monitoring, looking to existing initiatives as a

uide Q/
guid OQQ_Q/&Q\
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Appendix 19. Revised care navigator
position description

The care navigator position description was initially developed in 2017, in consultation with the three
participating Lead Site PHNSs. Blue highlighting in the text below indicates our suggested revisions in
light of trial findings.

[PHN] is seeking to appoint a number of Practice Based Mental Health Care Navigators to work
within general practices to implement a new model of mental health care being undertaken in
conjunction with the PHN. You will have a central role in linking participants in with services relevant
to their needs, following the collaborative care model. Training in this model of care will be
provided. You will be based at general practice sites, and will conduct scheduled face-to-face and
telephone follow-up of eligible general practice attendees and develog@-structured management
plan in collaboration with participants and their GP. Your role is t pparticipants navigate the
health care system rather than to deliver mental healthcare. T 'Q/i Ioﬁ?/olve working as a clinical
companion alongside GPs and nurses within the general pr@ce@ﬁnd you will also facilitate

communication between other health care professional&’d'/m ved e management of

L

participants. In addition, you will maintain close links;\with.fhe Rklﬂ'mental health and primary care
liaison team. This position will suit candidates w&/h}a c 'Mca@%kground who are seeking a flexible,
challenging, and rewarding role that provide rkuhity to work closely with members of the

community to improve their mental healt%ﬁ) \é(

2
&\?‘ & N

[ ] L] e O
Selection criteria QQ,%O@ X
. NF R
Essential QOQ Qg’((/*?‘((/
. A .
e AHPRA-or AAE}\@%@%@health professional;

e Significant clﬁcal%(perience working in a general practice setting;

e Well developed and accurate record keeping skills and attention to detail;

e Demonstrated ability to meet targets and report regularly on progress;

e Demonstrated professionalism and the ability to work effectively with minimal supervision;

e Excellent interpersonal and interprofessional communication skills (written and verbal), to
communicate effectively with colleagues, participants and all stakeholders;

e The capacity to use judgment, independence, and problem solving in everyday work;
e Demonstrated ability to work positively as part of a team;

e Demonstrated knowledge of the social determinants of health and their impact on mental
health;

e Demonstrated advocacy and negotiation skills;
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Demonstrated commitment to and/or experience with working with people experiencing
mental health problems;

Demonstrated ability to consider a range of perspectives with an open mind;

Demonstrated knowledge of mental health service sector.

Desirable

Experience working with electronic medical records and general practice software (e.g., Best
Practice, Medical Director, Zedmed)

Confidence in using online systems and tools to research relevant resources and support
referrals;

Understanding of evidence-based practice and adherence to clinical protocol;
Basic theoretical knowledge of motivational interviewing;
Understanding of continuous quality improvement prograr’rQ{(/

Experience working with Aboriginal people, programthQ q\@nsatlons

Special requirements ?\ &Q\

e A current driving license is required as the s?(}f f@% ?Cant (s) must be able to
independently travel to general practice Qﬁs &\» ﬂé\)gf?lce using either personal or Fleet
vehicle.

— &? << %
Key responsibilities S
y resp \Z\?\ N &@

Oversee and champion the i ﬁ gt n of Link-me in each practice;
<'</ @

Support reception sta ; aIIy invite adult general practice attendees in waiting

rooms to take part@ respondlng to enquiries about Link-me;

4

Contact partlcQﬁtée@}oc@ed to receive care navigation, introduce the approach and
schedule an é%pofﬁtment to meet the participant in the general practice;

Conduct up to eight structured contacts with participants, adhering to protocol, to develop
and implement a structured care plan;

Navigate available services, link participants in as appropriate, and build organisational and
mental health sector relationships to improve service provision;

Request and support payments for care package-funded services as required (PHN-
commissioned and otherwise);

Collaborate closely with GPs, multidisciplinary team, and care stakeholders;

Ensure participants’ electronic medical record is kept up to date with relevant Link-me
information;

e Occupational Health and Safety (OH&S) and Environmental Health and Safety (EH&S)
responsibilities.
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