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Executive summary

Introduction to Link-me

Link-me is a systematic approach to stepped mental health care designed for delivery in general
practice. It begins with a Decision Support Tool (DST) that uses a prognostic algorithm drawing on 23
self-report items to predict the likely severity of an individual’s depressive and anxiety symptoms in
three months’ time. Patients complete the Link-me DST on a tablet device in their GP waiting room
and receive feedback on their responses, an opportunity to identify mental health treatment
priorities and reflect on their motivation to address these, and a treatment recommendation
matched to their predicted symptom severity:

e Minimal/mild symptoms: low intensity service options matched to treatment priorities

e Severe symptoms: up to eight structured contacts with a trained health professional (care
navigator) to develop and implement a structured care pIar@(At meets patient needs. Care
navigators receive brief training in motivational intervie\qﬁg&q&niques and are supported
to put these techniques into practice by a structured@e,el'énning tool embedded in a

digital platform. They work as a clinical compani Q@G@hd have access to care
@%’r

package funding to provide financial support }(/ barrier to care.

P

%Q V/\\Q
Recommendations Qg&o@@/\o
In an Australian-first individually rando%@c@r@rial, we worked with 3 PHNs and 23 general

practices in 3 states to test the Link- o@% o ‘t‘epped mental health care. The trial saw over
15,000 primary care patients com&te@;&eygg&ﬁty screening survey in their GP waiting room. Of
these, 2,100 went on to comp@é @l Kine DST, and 420 were offered care navigation. We found
that the Link-me approach@@, \Qiﬂ’r ed and lead to improved mental health outcomes at low
additional cost, withir\\s\émr @%r%)ements seen the more elements of care navigation delivered.
The trial therefore p 'de(s:%\old—s andard evidence to support the Link-me approach to system
design. We recommend:

1. That the Link-me approach to stepped mental health care be implemented via PHNs in a
staged roll-out. PHNs could be resourced to identify general practices that would benefit
most from implementing the Link-me approach.

2. That the Link-me approach should be considered for any new greenfield developments in
adult mental health care, and could be investigated as an option for adult mental health
centres.

3. That following the success of the Link-me approach with English-speaking primary care
consumers, further investment is made in refining it for communities where languages other
than English are spoken.

4. That following the success of the Link-me approach in mainstream general practice,
consideration be given to how it could be refined for use within Aboriginal Community
Controlled Health Services.
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To support these recommendations, we provide an implementation checklist (Appendix 10)
identifying core components of Link-me that are required for delivery at scale, and specific activities
to be conducted within each.

Evaluation approach

The evaluation of Link-me was informed by data collected through five key sources:

1. Link-me portal: including self-report surveys about demographics and clinical outcomes
completed by all participants at trial enrolment and 6 months later, and care navigator
notes.

2. Semi structured interviews (with regional trial coordinators, care navigators, GPs, and
patients) about the Link-me experience, plus site visits to participating general practices.

3. GP and practice surveys: providing contextual information about the trial setting.

4. Meetings and workshops: conducted regularly with trial coordinators and care navigators to
support the implementation of Link-me and address issues g«%éy arose.

5. PHN and University records of the costs associated with{gﬁ r@bmplementatlon

These data sources were used to address five primary evaln&ﬁ&w c’wesﬂons

1. How was the clinical care coordination model %é(d ve) for people with severe and
complex mental illness implemented and hat vv‘e\re arriers and enablers?

2. Does clinical care coordination produc comes and experiences of care for
people with severe and complex m%n ?? o are being managed by GPs in primary
care?

3. What are the costs of delive@ cliéal c’@?e coordination for people with severe and
complex mental illness w, anaged by GPs compared with usual care?

4. What are the costs, p@t@% ces and outcomes of streaming people with lower levels
s

of clinical need w for mental health assistance into low intensity services

within a stepp Qmo
5. To what exténtis \g\asmle to implement nationally a decision support tool that guides GPs
in identifying high and low need patients presenting for mental health assistance?

Summary of findings

Clinical outcomes

Over 24,000 patients were invited to take part in the Link-me trial. After excluding those who
declined or were ineligible, the final sample comprised 1,671 participants (aged 40 years on average,
72% female) who were evenly classified into the minimal/mild and severe symptom groups by the
Link-me DST, and randomly allocated to receive the Link-me intervention or usual care. Of the 420
people allocated to care navigation, 216 (51%) participated in at least one structured contact with a

care navigator.

We found that overall, Link-me resulted in greater reductions in psychological distress at 6 months
than usual care, with a standardised mean difference (also known as an effect size) of -0.10 (95% Cl -
0.18 to -0.01). We observed no difference between arms in the minimal/mild symptom group, but
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an effect size of -0.26 (95% Cl -0.44 to -0.09) in the severe symptom group. This effect size increased
with the number of elements of care navigation received.

We did not observe significant differences on secondary outcomes (including depression and anxiety
severity and quality of life), however the pattern of results was consistent with the hypothesis that
on average, the Link-me improved mental health outcomes over usual GP care.

Experience of Link-me

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).

Patients in the minimal/mild group gave positive feedback about Link-me, expressing that it raised
awareness of mental health issues and gave them a sense that GPs were open to talking about
mental health concerns. These patients all found the Link-me DST eé{fc\) complete and useful, but
there was variability in whether they recalled receiving informa@h@n relevant services.

O N
e

The Link-me experience was also largely a positive one for m§<€( @\al cated to care navigation.

Where negative experiences were identified, these ofte\/ I e%'tqf&tructural issues (e.g., long wait
lists, staff turnover at PHNs, and transport difficultiqggp;\t@t ported increased self-awareness
from completion of the Link-me DST which was n ough conversation with care

navigators, and suggested that an action pIar\Qg{(r@é Ahéir knowledge of supports and services
and helped to developed greater insight a@h\@p unity for self-reflection. Patients reported
greater feelings of connection as addit{o al-Services*and packages were put into place, and indicated
a sense of increased self-confiden r@int@%ctions and plans beyond care navigation.
Cost 0\5 Q/Q%,Q

0Ssts Q/

P R -

Just over one quarter (2{%) Qgﬁa ts allocated to care navigation were approved for care package
funding, and receivecfs% anFage f $669 each.

We examined health sector costs (i.e., those spent on medical services, paid by patients or third
parties) and total societal costs (i.e., health sector costs plus the cost of lost productivity). We found
that Link-me was associated with higher mean health sector costs than usual care, by $24 (95% ClI
$8.3 to $43.8) per person across all participants, and $333 (95% Cl $125 to $623) per person for the
severe symptom group. We observed no significant differences in societal costs and or quality
adjusted life years for the overall population or by symptom subgroups.

Across all participants, we observed an incremental cost per 1-point decrease in K10 score of $1,018
(95% Cl $259 to $10,471) from the health sector perspective and $1,282 (95% Cl Dominant to
$21,964) from the societal perspective. For the severe symptom group the incremental cost per 1-
point decrease in K10 score was $896 (95% Cl 234 to 3,978) from the health sector perspective and
$1,359 (Dominant to 8,677) from the societal perspective.
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1. Background

1.1. Chapter overview

This chapter sets the scene for this report, providing context to the evaluation of Link-me described
in subsequent chapters. We discuss policy reforms in primary care and mental health care, the
selection and focus areas of Primary Health Network mental health reform leaders, and the larger
evaluation of activities conducted by these leaders in relation to the planning, integration and
delivery of mental health services (in which this evaluation is nested). We close by presenting the
objectives and primary questions guiding this evaluation, which the rest of the report seeks to
address.

1.2. Primary mental health care reforra

Inter-related sets of policy reforms in primary and mental health c @%{ ve seen a significant shift in
primary mental health care delivery in Australia in recent years. Ob&éview of Medicare Locals
identified a need for fewer such meso-level organisations, i g\d clarity of vision and purpose,
and greater integration of care with general practice at w ms a result, the following year
@% rorks (PHNSs) established in their
place. The objective of PHNs is to ‘increase the efﬁ@ &fectlveness of medical services for
patients, particularly those at risk of poor hea Qand to improve coordination of care to
ensure patients receive the right care in thesig K@ @‘t the right time [2].” Their mandate is to

achieve this objective by understandin Qe@ds@&heir communities, supporting GPs and other

saw the 61 Medicare Locals dismantled and 31 ang

primary care providers in a varlety%/ a g t@g"they can offer optimal care, and purchasing or

commissioning services [2]. PHN (Gh icit focus on those in their communities who are most
in need, including people m@@he@wss [2].

Q7 ("R
Mirroring these broad indary reforms, a 2014 review of mental health programs and

services identified a heedfor 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 [3]. The Australian Government’s response to that review [4] led to an expanded
role for PHNs in the planning and commissioning of primary mental health care services, via what is
known as the Primary Mental Health Care Activity (the Activity) [5]. The Activity contributes to the
objectives of the larger PHN Grant Program by ‘increasing the efficiency and effectiveness of primary
mental health and suicide prevention services for people with or at risk of mental illness and/or
suicide, and improving access to and integration of primary mental health care and suicide
prevention services to ensure people with mental iliness receive the right care at the right time’ [5].

Under the Activity, pooled funding was made available to PHNs for service commissioning in six
mental health priority areas — low intensity services; psychological therapies for underserviced
populations; child and youth services; services for adults with severe and complex mental illness;
Indigenous mental health services; and suicide prevention [5]. A commitment to two approaches to
service delivery was expected to deliver positive outcomes:
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1. Improved integration through 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 [5].

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 the@Qs rvice areas, establishing
different partnerships and funding arrangements, and/or triallin ive approaches in terms of
types and modes of commissioned services). The key focus a@ are%ted below (the first two are

overarching areas, and the next three are service dehverysf@a%; &\2\

O
\2{0

Regional planning and service integration; Qf(/
Stepped care; ?* &

Low intensity services; Q/Q/ @ O

Services for youth with or at risk @év % aI illness (youth enhanced services); and
Clinical care coordination for aQtﬁfs Wit re and complex mental illness.

vk wN e

All 10 Lead Sites provided enha @(’e@ﬁe% the first three of these areas, while a small number
were selected to also focus o) ced services and clinical care coordination (Table 1).

QQ‘ '\\2\
SAR)

1 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 involves
selected PHNs providing enhanced suicide prevention activities. It involves 12 PHNs, four of which are also
Lead Sites (Brisbane North, North Coast, North Western Melbourne, and Perth South).
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Table 1. Lead site focus areas

Regional Stepped Low Youth Clinical care
planning / care intensity enhanced coordination
service services  services
integration
Group 1
Central Eastern Sydney v v v
Eastern Melbourne v v v
Murrumbidgee v v v
Perth South Y v v
Group 2
Australian Capital Territory v v v v
South Eastern Melbourne v v v v
Tasmania v 7 7 7
Group 3 Q‘
Brisbane North v 7 ‘/QQ/ 4
North Coast v v S cqu v
North Western Melbourne v v Q N 4
o

vc’/\/&\
1.4. Evaluation of the Lead Sig;é’ ject
. e prot PN .
The evaluation of the Lead Site Project was gwdgg\by Le@d'Site Project Evaluation Framework
[6], and was conducted to gather informatioréértegapa(o ches taken by Lead Sites to the planning,
integration and delivery of mental health i&«iﬂ\@ﬁ a % identify the implications for future
government policy and the activities o{Pﬁl{f{no enerally.

Q

The overall evaluation comprise o @a'o@?{s (Part A and Part B), each with separate reporting
requirements. Part A relatedéﬁj %/Q%é\@?r of the five focus areas (regional planning and service
integration, stepped care, fow Q%hs services, and youth enhanced services). Data to inform this
part of the evaIuation@ e\?@le(@% within all 10 Lead Site PHNs between September 2017 and
April 2019, with the final F&)ort submitted in July 2019 [7].

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 and clinical care coordination based in
general practice (this approach is henceforth referred to as Link-me).

1.5. Objectives

The Evaluation Framework outlined five objectives for Part B [6]:

a. 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 services to patient need;

b. Evaluate the cost and benefits of implementing this model in terms of:

e The quality and outcomes of care;
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e The costs to Government, providers and patients of service delivery compared with
usual care;

e The patient experience of care, including take-up rates and the patient’s journey
through the care pathways set up by clinical care coordination; and

e Utilisation of mental health related services

c. Assess the extent to which savings accrued from streaming people presenting to GPs for
mental health assistance who have low needs for mental health care to less intensive service
options will offset any additional costs of clinical care coordination and individually tailored
care packages for people with severe and complex mental illness;

d. Inundertaking the above, develop a national decision support tool that can be used in all
three PHN Lead Sites to assist GP practices in the stratification of patients presenting for
mental health assistance, particularly targeted at the identification of severe and complex
mental illness; and

e. Identify the economic and service delivery implications of a national roll-out of the clinical
care coordination model for future national policy directions@%rimary mental health care
including possible changes to the Medicare Benefits Sch%c@%&)hﬂﬁs) Better Access program.

: : 28
1.6. Evaluation questions SRS

<
The Evaluation Framework outlined six primary eval /{\@QP/?}/S that guided the design and

reporting of the Part B evaluation [6], as follows: é \e \2\
< AN X

1. How was the clinical care coor@gii%g%o@(as defined above) for people with severe
and complex mental illness @Tg% n&g&{%’nd what were the barriers and enablers?

2. Does clinical care coordi@%’on@’
people with severe a o egﬁental illness who are being managed by GPs in
primary care? (}5 {OQ Q

3. What are the S eR\Qg?mg clinical care coordination for people with severe and
complex m Ifﬁmegs\%ho are being managed by GPs compared with usual care?

@ee improved outcomes and experiences of care for

4. What aréhe'éssts, 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?

This report addresses the first five of these questions using data collected between November 2017
and June 2019. At the time of writing, data collection was ongoing and due for completion in
December 2019. Therefore while this report touches on question 6, a fully informed response to this
guestion requires the complete dataset and as such will be provided in the final report to be
submitted in July 2020.
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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 nominated key focus areas, with three
allocated the focus area of clinical care coordination for adults with severe and complex mental
illness. From 2017 to 2019, these three PHNs collaborated with the University of Melbourne to test
the efficacy of clinical care coordination as delivered within a systematic approach to stepped
mental health care in general practice (Link-me). The Link-me approach is described in detail in the

next chapter.

10
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2. What is Link-me?

2.1. Chapter overview

As noted in the previous chapter, Link-me is a systematic approach to stepped mental health care in
general practice. Here, we provide further information on why the Link-me approach is needed, and
describe the Link-me decision support tool used to triage patients to an appropriate level of care.
We then provide detail on these levels of care, including the clinical care coordination model offered
to people with severe and complex needs, and provide an overview of the digital support platform
underpinning the Link-me approach.

2.2. Background

Evidence shows that the majority of mental health problems are identified and managed in general
practice [8], with approximately one quarter of Australian general tice patients reporting

clinically significant mental health symptoms [9]. The nature of the ptoms varies widely,

3
. . . . N
however, and a range of illness trajectories are evident [10 aging both the volume and

heterogeneity of mental health presentations in general@/?acti@pr nts a substantial challenge,

and both under- and over-treatment is common [1122‘?}{&\0 Q/?‘

@ﬁ@%{@h and deliver the least intensive
@@

Stepped care approaches aim to address treat
intervention that will be effective for the in%&g{(@ of need; for those with more severe or
complex needs, this may mean high int s@p&&%’o promote recovery. Stepped care is both a
focus of current Australian policy ref tm a(é%sc@-éed in the previous chapter, and recommended by
clinical guidelines [14]. While the@{(g {ddence to suggest that stepped care is more effective
than usual care in reducing th(}é\/&@ f@epression and anxiety in primary care [15,16], there is as
yet no consensus on the d@?ﬂ eh\\éry of stepped care for mental health in primary care.
Variation in the numbe fégps, tent, care provider, and duration is evident, but the more
fundamental difference is'the step at which individuals enter the metal health care system. In this
regard, two categories of stepped care exist; one in which all individuals requiring care are initially
allocated to the lowest intensity treatment and sequentially ‘stepped up’ to the next level after
failing to improve, and another in which the initial level of care is matched to symptom severity. The
latter approach, also referred to as ‘matched care’ has the potential to considerably reduce time and
distress for the individual affected [15]. However, it can also require significant work and specialised
training on the part of the GP to determine the appropriate level of care, presenting a barrier to
implementation [17,18].

There is a clear need for the development and testing of stepped care approaches that fit into the
workflow of general practice and support GPs with the burden of their work rather than add to it.
The Link-me approach to stepped care has been developed through 15 years of research involving
hundreds of consultations with GPs, patients, 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 discussed above while retaining elements that appear promising (e.g.,
coordination by non-mental health specialists, lower steps comprising self-help across different

12
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modalities, and higher steps comprising integration of multiple care providers). At its core, Link-me
centres around the use of a brief patient-completed Decision Support Tool (DST) to predict the
future severity of mental health symptoms and triage patients into level of care appropriate to their
predicted symptom severity. In addition, by incorporating the principles of motivational interviewing
[19] throughout, it also aims to encourage self-reflection, provide hope, and motivate individuals to
engage with their own mental health care.

2.3. Decision support tool

The Link-me DST is a prognostic triage tool designed to be completed by adults in the general
practice setting, using a tablet device. Its presentation was developed through an iterative
development process employing user-centred design principles to ensure the information is
presented in a way that is meaningful and engaging [20]. Example screenshots are presented in
Appendix 2.

The Link-me DST builds on the previously developed diamond cIinic%@iQEdiction tool which predicts
the severity of depressive symptoms at three months [21,22]. A s to the diamond tool were

e common mental health

made following advice from an Expert Advisory Panel that it i e pred|ct|on of anxiety
symptoms as well as depression. By predicting the severlt cﬁh t

conditions, the Link-me DST addresses the majority of presentatlons in the Australian
population [23]. The tool is designed to adopt a bi ;chhﬁ}o proach to prognosis and
comprises 23 items? assessing current depressi Q; r@, current anxiety symptoms, lifetime
history of depression, gender, living situation<abj nage on available income, self-rated

general health, and presence of chromc\é@%s@%&écts the ability to carry out daily activities.

Two prognostic models embed@@ﬁu@th%ﬁme DST use an individual’s responses to these
items to predict symptom scor nd depression at three months. Based on their
predicted score, individuals %@; to one of three symptom severity groups (minimal/mild,
moderate, and severe) %’f(a _g\,\\dlwdual may be classified into different severity groups for
anxiety and depressm@?‘a)@é’arc& was developed for the combined group which favours the more
severe of the two, as depicted in Table 2. Our preliminary modelling using data from our diamond
and Target-D studies [21,22] suggested that overall, approximately 65 percent of people would be
stratified into the minimal/mild symptom severity group, 15 percent into the moderate group, and

20 percent into the severe group.

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.

13
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Table 2. Hierarchy of Link-me predicted symptom severity group classifications

No anxiety Mild anxiety Moderate Severe anxiety
symptoms symptoms anxiety symptoms
symptoms
No depressive . . .
P Not eligible Minimal/mild Moderate Severe
symptoms
Mild depressive .. . .. .
! pressiv Minimal/mild Minimal/mild Moderate Severe
symptoms
Moderate depressive Moderate Moderate Moderate Severe
symptoms
Severe depressive Severe Severe Severe Severe
symptoms

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

e Atwo-part reflection of their responses to these items, with Qgﬁarate summaries provided
under the text “things seem to be OK for you in these arei@%ﬁnow" and on the next
page, “things seem to be difficult for you in these area@’\?ht\ w”. Feedback is provided
across 13 content areas assessed by the Link-me DS‘iD{Qn@re\%gnted using both text and
icons developed to reflect these content areas (@%@&)‘( )\

e An opportunity to select mental health trean}/ i s, where multiple ‘difficult’ areas
are identified. Instructional text sugges%ﬁ’fat i acfbe difficult to work on many issues at
once and that selecting one or two tq%c@h ight be more achievable. To further
encourage treatment engagemer@iﬂu{é&l %re then asked to reflect on the importance
making changes in these area&gﬁe)%e

e Atreatment recommend (@%m\&tcb@?’[o their predicted symptom severity; either care

Qﬁ}(@/@g}ogﬁferience severe symptoms or low intensity services for

those predicted to@;e&'@zg&ggﬁmal/mild symptoms.3
QPN

'@@o fidence in doing so.

navigation for those p

<
2.4. Symptof\?\@evgrity-matched treatment

2.4.1. Low intensity services

Individuals predicted to have minimal/mild symptoms of depression and anxiety in three months’
time are provided with low intensity service options across four modalities, including online,
telephone, mobile app, or in-person services available in the local community (see example
screenshot in (Appendix 2). The service options are matched to the areas of difficulty identified in
the Link-me DST and/or prioritised by the participant. Initial service options were selected through
consultation with the relevant PHN and are based on evidence of the effectiveness of the service
itself (e.g. MindSpot [24]), the principles underpinning it (e.g. a cognitive behavioural therapy-based
app), or the behaviours it facilitates (e.g. a local walking group to encourage exercise) [25]. Service
options presented to individuals in this symptom severity group are drawn from an easily updated

3 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 symptom 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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Excel spreadsheet that sits behind the Link-me digital support platform (see section 2.5 below). This
spreadsheet is intended for regular updates to ensure accuracy and promote new services to
individuals as they are established (through PHN commissioning or otherwise).

As well as viewing their treatment recommendations on the tablet device in their general practice
immediately after completing the Link-me DST, individuals predicted to have minimal/mild
symptoms are also emailed a copy of the recommendation with links to the relevant services, to
refer back to as needed.

2.4.2. Care navigation

Individuals identified as being likely 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
patients and GPs to develop and implement a structured care plan that meets patient needs. The
care navigator does not need to be a mental health specialist and is e dded in the general
practice to act as a clinical companion to GPs, providing short—terr§® |§ic/ance to identify and link
patients in with appropriate services. N) ch

Q. N
This intervention is informed by the principles of collabor Are, defined as: a) a multi-
professional approach, b) a structured management plan; *&h d patient follow-ups to foster
uptake and engagement and provide opportunity o?‘morﬁ]’tor' and review, and d) enhanced
interprofessional communication [26] (Figure | r@%e care is an augmented form of patient
care first developed by Katon and colleagu it n{éd States [27] and is a regular feature in
stepped care models [15]. However, whjlg\it hé strated effectiveness in improving mental
health outcomes in primary care [28@t~te t@get medication adherence rather than
addressing patients’ broader psy oeiatnegds and to date has not been successfully implemented
in routine care (likely due at Ie@}pir@ tothe level of specialist involvement required and
associated costs). Link-me@q% 'g(t%n seeks to overcome these limitations by the addition of a
digital support platfor \% fift Jg\/ component of collaborative care (Figure 1). This platform
supports the both thésys atic identification (using the Link-me DST) of people who may be
appropriate for this intervention, and the delivery of the intervention itself (see section 2.5 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 social needs
that present significant challenges to care and often result in poor clinical outcomes [29,30]. The
intervention has therefore been designed to improve access to appropriate mental health treatment
as well as to lifestyle and other interventions (e.g., community-based social supports) that might
address other health and social issues that are affecting the person’s mental health.
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Figure 1. Conceptual model of care navigation

o.‘g'\ta\ support platf, riy

Collaborative care!

Self-help, lifestyle options,
care package funding

- Person-centred, goal focused,
= motivational interviewing-informed

E Up to 8 structured contacts

N
0q0
Tan Standardised @ﬁl &g
dedicated care na) 3:'.“- \Z

"4
)

Prognosis-
based triage??

|

Q:
D' ) \\'a v 1. Gunn et al. BMC Health Services Research 2006; 6: 88.
Igital suppo’™ '
-’

2. Wachtler et al. JMIR mHealth and uHealth 2018: €95.

. Chondros et al. Journal of Affective Disorders 2018: 854-860.
The conceptual model of care navigat oéﬁn bove is operationalised as depicted in Figure 2,

with core features including: <D 4
N

e The delivery of up ig r red contacts to develop and implement a structured care
plan (referred t@s a <§cti.Qn lan’) to address the priorities the individual identified in the
Link-me DST:(Igésq‘%bnta%%s may be in the form of a telephone or face-to-face appointment
(conducted at the practice), depending on patient preference. Reminders of upcoming
contacts are sent via phone, email, or SMS, and care navigators follow up with non-
attenders 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;

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

o Close collaboration between the care navigator and GP, with the care navigator acting as
clinical companion to the GP and the GP retaining final responsibility for endorsement of the
action plan. Care navigators also seek advice from GPs as to whether and how to engage
particular individuals;

e Access to additional funding (if required) via a ‘care package’ as described below;

e Explicit short-term involvement of the care navigator, with a clear plan for the GP and
patient to continue working towards the patient’s goals after the end of the care navigator’s
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involvement in the patient’s care. This will generally occur after approximately three
months, but the exact duration of care navigation is flexible and can be adapted to patient
need.

Figure 2. Overview of care navigation
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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 patients
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 [31], 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 patient 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 patients,

17
FOI 2758 28 of 158 Document 5



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. Patients may shift their goals and identified actions over the
course of care navigation as need to meet their mental health needs.

2.4.2.1. Care packages

Link-me care navigators have access to care package funding to assist patients to access services that
are identified as necessary to improve the patient’s mental health outcomes but may not currently
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 3). Care
packages are notionally allocated at an amount of AU$2,000 per patient, 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 ered by others as ancillary
to formal health care. This may include, for example, additional oréﬂerqftive psychological services,
other health professionals such as exercise physiologists or di%ﬁg ,isﬁg%er support services,
vocational or educational support services, yoga or mmdful é\l s, family support services,
other individual assistance provided through communlt gg?:ies and gap payments for

%\ der the Link-me model, services

e

nce-based, or encourage

specialist care that cannot be accessed through oth
accessed through care packages should generall & ei ﬁer
behaviours or activities which have been sho ef@ ive in managing mental health [25].
Goods, inpatient care, and services funde @hr 6Sﬁng programs are out of scope. As noted
above, GPs retain responsibility for en,(‘%\%g{eg action plans and therefore use of care package
funding is contingent on GP agree t o

mental health. 0

2.5. Digital s\;gpiﬁég@ﬁ\atform

Supporting the Link- me approach to care is a secure online platform comprising two interfaces. The

minated service may improve the person’s

first enables general practice patients to complete the Link-me DST using a tablet device. The
second, an administration interface, auto-populates with patients completing the Link-me DST in
real time, providing care navigators and GPs with immediate access to contact details and Link-me
DST results for patients allocated to both minimal/mild and severe symptom groups. For those in the
minimal/mild group, GPs and care navigators can also view information on the low intensity services
recommended to the patient. For those in the severe symptom 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 patient'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 patient to take home and refer back to as needed, and shared with the GP (e.g., via
uploading to the patient’s medical record at the practice) and other health professionals involved in
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the patient’s care as necessary. Care navigators can also record details of each contact with or on
behalf of a patient, including duration, modality, and their reflections on what went well and any
challenges they faced.

2.6. Summary

Link-me is a multifaceted, digitally-supported model of stepped 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:

. A person-centred, motivational interviewing-informed approach

. 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 symptom se s%group, either care

navigation or low intensity services.

o Care navigation for individuals predicted to 3 Og)e depressive/anxiety
symptoms in three months: Up to elght st acts with a trained and
registered health professional to dev \S& ent a care plan that is tailored
to patient preferences, plus care p Q%Vlde financial support where
needed to access appropriate ??L

o Low intensity services for i '%lcted to have minimal/mild
depressive/anxiety sym &ms@t months Evidence-informed interventions

that minimise or ellr@ate@ cighst contact time.

The Link-me approach to care aiﬁg 4g) eﬁ@ove has been developed through extensive
consultation with GPs, practi ) ry care attendees with symptoms across the mental
health spectrum, and otlasr Ié(/an_t keholders. Its effect on clinical outcomes, costs, and
experiences of care |s<t%b&uhect%? this evaluation, the approach to which is detailed in the next
chapter.
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3. Approach to the evaluation of
Link-me

3.1. Chapter overview

This chapter provides a comprehensive outline of the methodology used to evaluate the Link-me
approach to care, including its effect on clinical outcomes, costs, and patient experiences. We
describe the evaluation design and primary objectives, staffing and IT infrastructure supporting the
evaluation, and the data sources used to address the primary evaluation questions. We then
describe the setting the evaluation was conducted in, and the process by which participants were
identified and enrolled.

3.2. Design Q<</

This evaluation used a stratified individually randomised contr, %;\ﬁizg?deygn General practice

\é\ed either:

patients were randomly assigned to one of two trial arms,

e The Link-me intervention as described in Cha g Link-me DST feedback, priority
setting, and severity-matched treatment @ n@en B&Tons) with participants free to follow
their treatment recommendation or n«éﬁ ek the intervention arm); or

e Usual care, plus some attention comty: $§R ﬁrm of a prompt on the tablet device to
speak with their GP regardmgz Eerp@\ey have about their mental health, and an
emailed list of contacts for&/@ﬂmr@ é\gied resources and services (hereafter, the
comparison arm). ((,

GPs were notified only of t@e Q{ffgj{&%/llocated to the intervention arm (in both symptom severity
groups), with notificati n writing by the care navigator using a standardised template®.
All participants, regafd esS‘o symptom severity group or trial arm were free to continue or modify
any treatment they were receiving at entry to the trial.

While the evaluation overall includes follow-up of individual participants at 6 and 12 months after
they complete the Link-me DST, this report presents data collected from evaluation commencement
to the conclusion of 6-month follow-up only (spanning the period July 2017 to June 2019). Details of
the 12-month data collection activities and findings will be presented in a subsequent report, to be
submitted in July 2020.

3.2.1. Objective

The randomised controlled trial design afforded the opportunity to conduct simultaneous outcome,
economic, and process evaluations of the Link-me approach to care. For the outcome evaluation, the

4 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.

20
FOI 2758 31 of 158 Document 5



primary objective of the trial was to determine the effect of Link-me on psychological distress at six
months. Secondary objectives were to assess its effect on quality of life, days out of role, depressive
symptoms, and anxiety symptoms.

The cost effectiveness evaluation aimed to estimate both the within-trial costs as well as develop a
full economic model to evaluate population-level costs and effects.

Finally, for the process evaluation we aimed to understand the how and why of the results of the
outcome evaluation (that is, 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. A specific framework developed for examining implementation issues was selected
for this purpose called Normalisation Process Theory [32]. This framework is explained in detail in
the published protocol [33] and informed the findings presented in this report.

3.2.2. Link-me portal (OQ‘

QO
For the purposes of this evaluation, additional trial-specific com ndglwere incorporated into the
online portal described in Chapter 2 including: Q/Q &'\q
9’ O

e Plain language statements and consent proced@@%o@ance with the National
Statement on Ethical Conduct in Human Reng’cJ{\@l\]z\Qg&icipants consented to the trial by
entering their name, date of birth, and @@é?{s

e Randomisation function, triggered au@% al er the participant provided consent and
completed the 23 Link-me DST a s@% ti

gﬁéés@ﬁe allocation sequence was computer-generated
consecutively, using a bia§@, 8) I m [35], with allocation stratified by general
practice and by predic ssive“and anxiety symptom severity at three months, as
determined by theé@é%ﬁ?g&his ensured that there were approximately equal numbers
of participants i@ac ffiau(rm within each symptom severity group.

e Follow-up dafa o{&’tion%ith links to online surveys sent via automated email to all
participants 2 weeks before their due date for the 6-month assessment.

3.2.3. Staffing

Key roles in the Link-me trial, and the responsibilities associated with each, are described in Table 3.

s, ensuring allocation concealment and
minimising reporting and seleeti

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 (NTCs), four regional trial
coordinators (RTCs), ten care navigators (CNs), 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
coordinator Melbourne December 2019 training

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 - e Recrui eral practices and consent
coordinator March 2019 (plus and@n ractice staff (including
ad hoc oversight thos @g’join after initial training)

of care package o Q/@%& NTC with practice and GP

payments until ?c:o wgéaocal low intensity service
June2019) &' Soptians
SO A

00 e

A ruit care navigators and support
Q/é @?‘ & in orienting to role and PHN
& & Q Monitor participant recruitment at
SO
(</ each practice
2 & &@ e Ensure trial and practice staff are
((/é @OQ?9~ adhering to trial protocol

e Support care navigator in accessing

O
O <</<</Q Q/Q PHN-commissioned services
QO((Q‘ &\2‘ e Oversee development and approvals
9 & Q)A of care packages
&‘2\ &‘2‘ e Attend trial meetings and report
regularly to NTC on progress
Care navigator PHNs July 2017 - e Champion trial in practice
March 2019 e Assist with patient recruitment
e Support practice staff with patient
queries about the trial
e Support patients 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
assistant October 2018 general practice waiting room
Survey follow-up  University of May 2018 - e Contact Link-me participants via
assistant Melbourne December 2019 phone, text, and email to encourage

follow-up survey completion
Note: NTC = National trial coordinator; RTC = Regional trial coordinator
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As noted in Chapter 2 (section 2.4.1), 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
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 patients to develop action plans (full day). They were also provided with
two face-to-face motivational interviewing refresher training sessions (see section 3.3.4 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).

3.3. Data sources

Data used to inform this report were drawn from five® key sources OV%QBNO years, as depicted in
Figure 3 and discussed in turn on the pages that follow.

QO
oéchl/
S«
Q/?‘% ?‘Q Q
O
S K
= WK
N O
L&
%‘2;((0{(/%
SSAVN

5 The Link-me evaluation overall is also informed by a sixth data source, not presented here. All Link-me
participants are asked to provide consent for the research team to access 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. Permission is being sought to access these databases for the period 1 October 2016 to 31
December 2019. Consenting to provide access to this data is optional and participants can consent to provide
access to all, none, or some of these databases. The consent process is ongoing and will conclude in December
2019, with requests made to the relevant bodies shortly thereafter and findings presented in the final report
to be submitted July 2020.
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Figure 3. Sources and timeline of data collection
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3.3.1. Link-me portal @‘0 QQ((/
3.3.1.1.  Patient surve 00 Q/OQ/O
Self-report survey data e@ ect\g/d&between November 2017 and June 2019 and were provided
by Link-me participar&\g?ab(\zb tir&points: at trial enrolment and six months later.® The enrolment
survey can be considered in two parts; the brief eligibility screening survey completed by all general
practice patients 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. As mentioned above, the eligibility
screening survey provided information on:

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.

6 Participants complete a third survey at 12 months post trial enrolment; data collection for that survey is
ongoing and will be presented in the final report as above.
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Data collected within the baseline survey included 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 as outlined in Table 4.

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

Outcome measure Construct Number Score Higher scores indicate
assessed of items range
Kessler Psychological Distress Psychological 10 10-50 Greater psychological
Scale [K10: 36] distress distress
K10 extension items [K10+: 37] Days out of 2 0-28 More days out of role
role due to
psychological
distress
Patient Health Questionnaire — Depressive 9 0-27 More severe
9-item version [PHQ-9: 38] symptom depression
severity Q/Q‘
Generalized Anxiety Disorder Anxiety 7 %92]:1/ More severe anxiety
scale [GAD-7: 39] symptom 0\5 ,\qcb
severity é(, C)&
EuroQol 5-dimension quality (OV v /\Q*
of life questionnaire [EQ-5D- % O% ?5/
5L: 40] %Q~ A \2{0
Utility weights Quality of Ig(/éo @%OQ 0-1 Better quality of life
XL
e

§§</ 1 0-100 Better health

Visual analogue scale Over\%\wﬁ%@

(VAS) AR
Note: The K10+ comprises four extension i@ nl WD relate to days out of role. The first two items of the PHQ-9
and GAD-7 were completed as part of% igi yég

%
At 6 months, participan@r@% coimprised the measures in Table 4 plus an assessment of health
service and other resﬁt&ce@i}e [R@Q: 21,41,42] including the frequency, location and out of pocket

costs for use of relevant health services, and the impact of mental health problems on productivity.

ning survey and were not re-administered within the baseline
survey.

These data were used to inform the cost effectiveness analysis. 6-month 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).

3.3.1.2. Care navigator notes

Between November 2017 and March 2018, for participants in the severe symptom group allocated
to the intervention arm, care navigators recorded data relevant to care navigation through
completion of structured forms in the 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;
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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, care navigators also recorded
information about the duration and modality of the contact and reflections on what went well and
the challenges they faced in delivering the intervention.

In addition, after the commencement of the trial a general notes form was added to allow care
navigators to record information that they did not consider a good fit for the structured forms above
but felt was relevant to the delivery of care navigation. An upload function was also added to allow
care navigators to upload documents relevant to participant’s ongoing care, including but not limited
to a handover summary provided to the treating GP.

3.3.2. Interviews and site visits Q,Q"

In order to inform the process evaluation of Link-me, between Dg? 2018 and June 2019 we

conducted a series of semi-structured telephone interviews Q@i P\Tbs CNs, and GPs and combined
this information with notes taken during site visits to par, |ces Data collected through
interviews and site visits included the experience of t@i/ X(/a?\»m Link-me, as well as challenges

and enablers to the implementation of the model

In addition to implementation experlences w {@g‘ ata W|th participants in the intervention
group triaged to care navigation or low i %665 across the three PHNs and who had
completed their 6-month survey. FU";‘Q" d€§§|l Sht e process for inviting and conducting

interviews are available in Appen @

3.3.3. GP and practuce@%@é?

At the time of general tu@jr(e itment (which occurred over 12 months from August 2017), a
representative from €ach h“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.

3.3.4. Meetings and workshops

This data source includes minutes of regular meetings with RTCs and CNs, which were held from
August 2017 (for RTCs) and November (for CNs) to February 2019. These meetings, conducted via
teleconference, were initially held weekly before moving to a fortnightly schedule in June 2018 to

7 As part of the structured approach to care planning described in Chapter 2.4.1 (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 patient surveys
completed at trial enrolment and 6-month follow-up.
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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.

Joint RTC and CN workshops were held quarterly, and varied in both location and topic as shown in
Table 5. Data collected at these workshops and used to inform this evaluation include observations
and notes, photos, documents drafted within workshops, and feedback forms.

Table 5. Link-me face-to-face workshops

Date Topic Location

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

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

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

21 September 2018  Modelling and mapping the process of care @Q’gatmn Department of

\)%g%q/ Health
3.3.5. PHN and University records Q/Q

Data collected by PHNs throughout the trial included mf@%&h oﬁg\

e (Care navigator employment, including @E&@Non of employment and time
fraction; Q/

e Care packages, including the p@c§<@@\ammg funding and making payments, and
details of the care package

e General practice recrw; L@‘g the approach to recruitment, number of

practices visited, re ne{@, articipation.

Finally, we maintained rec souated with the establishment of Link-me (e.g., DST
development, staff tra\ig\@g, %t\chase of tablet devices provided to general practices).

Table 6 on the following page provides an overview of the relationship between the data sources
presented above and the primary evaluation questions, including an indication of where to find
relevant information within this report.
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Table 6. Primary evaluation questions, the data sources used to address them, and the relevant chapter of this report

Evaluation question Report Patient Care Patient Implementer Practice Meetings / PHN /
chapter surveys navigator interviews interviews / / GP workshops University
notes site visits surveys records
1. How was the clinical care coordination model 5 Y Y v 7 Y
for people with severe and complex mental
illness implemented and what were the Q/Q‘
barriers and enablers? Q
2. Does clinical care coordination produce 4,5 v v Qéo_)(bq/
improved outcomes and experience of care for (é) &'\
people with severe and complex mental illness ?9 ?\Q ,QZ\
who are being managed by GPs in primary Q),Q/Oé ?5/
care? Vel \2\((/
3. What are the costs of delivering clinical care 6 v @e @V‘OQ 4
coordination for people with severe and Q)Q/ OQ‘ A
complex mental illness who are being managed ) é( Q/é
by GPs compared with usual care? «Q\VQ\ «@
4. What are the costs, patient experiences and 4,5,6<</$ @6 ?2" v
outcomes of streaming people with lower \\)@ @) (éz
levels of clinical need who present to GPs for O (OO Q/Q
mental health assistance into low intensity QO Q..((/,Qz\
services within a stepped care model? \% (</<< g
5. To what extent is it feasible to implement < ,& o v v v v v

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 n/a
a similar approach was implemented
nationally?
Note: Question 6 will be addressed in the final report submitted in July 2020, using the full trial dataset
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3.4. Setting

RTCs 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 patient medical records software (to enable patient
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 patients triaged into the severe symptom
group; and 4) agreed to follow the trial protocol. The first two of these criteria were relaxed after
insufficient eligible practices were identified.

Recruitment activities included both universal and targeted approaches. The former included, for
example, placing expression of interest advertisements in PHN publications sent to all practices
within the catchment. The latter included primary care liaison teams sending emails directly to
practices they felt would meet the eligibility criteria. RTCs reported follow-up contact (via phone,
email, and/or practice visits) with a total of 76 practices, 23 of which Qmately took part in the trial.
In order to protect anonymity, each practice was assigned a uniqu ber and is referred to by this
identifier throughout this report. Key characteristics of these prac\jlcqﬁ?a“]’e summarised in Table 7
below. & 4N

NN
Table 7. Self-reported characteristics of Link-me gene&ﬁéqﬁcz}w =23)

NSRS

Practice location 2
Rural VE@Q;{(OQ/%&(‘?’&”
Suburban R A& (522)
Urban Q/é @Q ?9‘ (8.7)
IRSAD decile - Mean (SD) \)@ N (3.0)
Type of practice O Q/((/O {(/Q
Private general practice()o<<Q~ &‘2‘ 20 (87.0)
Corporatised gener@bﬁi?ceé 1 (4.3)
Community healtA\ce 0 (0.0)
Other 2 (8.7)
Billing model
Bulk bill 12 (52.2)
Mixed 11 (47.8)
Co-located services
Psychologist 11 (47.8)
Counsellor 1 (4.3)
Practice nurse 15 (65.2)
Other 3 (13.0)

Note: Counts (n) and percentages (%) presented unless otherwise indicated. SD = standard deviation; IRSAD = Index of
Relative Socio-economic Advantage and Disadvantage; scored from 1-10 where low scores indicate relatively greater
disadvantage and lack of advantage and high scores indicate relative lack of disadvantage and greater advantage. Co-
located services are not mutually exclusive and percentages therefore sum to greater than 100.
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Within the 23 participating practices, 167 GPs consented to take part in the trial and returned the
survey about their professional background, interests, and approaches. A summary of the key
characteristics of these GPs is presented in Table 8 below, with detailed information about GPs’
usual approach to managing mental health care available at Appendix 5.

Table 8. Key characteristics of Link-me GPs (N = 167)

n (%)

Gender

Male 91 (54.8)

Female 75 (45.2)
Place of graduation

Australia 87 (52.4)

Overseas 79 (47.6)
Location of working in general practice

Australia only & 109 (65.3)

Australia and overseas N 58 (34.7)
FRACGP / FACRRM 0% QcQ/ 111 (66.9)
Time spent on mental health skills training (past year) QS) &'\

<1 hour ?9 ?‘Q &\3\ 20 (12.2)

1-5 hours @,(‘/ oé % 66 (40.3)

6-10 hours QR \2{0 37 (22.6)

11-20 hours <<§ @V“OQ 17 (10.4)

>20 hours Q)Q/ OQ'" A 24 (14.6)
Received assistance in completing ment@ﬁﬁe\ %ment plans 19 (11.7)

From a mental health nurse &Q\OQ Q§ 5 (3.0)

From a practice nurse Q/% @ Q?* 2 (1.2)

From a medical student 0@ QO Q((/ 2 (1.2)

From a psychiatrist OC) Q/Q/Q\Q/ 3 (1.8)

From another GP %QQ,QQ‘4& 2 (1.2)

Other «‘2\8‘ Q Ms (3.0)

ean (SD)

Age (years) 48 (23)
Years in general practice

In Australia 15 (14)

Overseas (n = 58) 3 (5)

Note: 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.
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3.5. Participants

Link-me participants were recruited in the waiting room of each participating general practice. The
duration of participant recruitment in each practice ranged from 3 to 49 weeks (Figure 4), with an
average of 21 weeks. Some differences across PHNs were evident; participant recruitment occurred
for an average of 28 weeks per practice in PHN A, 26 weeks in PHN B practices, and 9 weeks in PHN C
practices. During this period, practices saw an average of 261 adult patients per week (range 149 —
516)8.

Figure 4. Duration of participant recruitment in each general practice
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Dates of participant recruitment

Adult patients attending participating practices during the recruitment window were assessed for
eligibility via a two-stage process. First, recruitment staff engaged patients in a brief discussion to
establish whether the person was:

o Aged 18-75 years;
o Sufficiently proficient in English to participate;
e Able to provide a phone number and email address;

8 This figure is based on data provided by 18 of the 23 practices; at the time of writing four practices were still
being followed up and their data will be included in the final version of this report. One practice has closed
since the conclusion of participant recruitment and therefore was unable to be contacted to provide this data

31
FOI 2758 42 of 158 Document 5



e A Medicare card holder (i.e., a permanent resident of Australia and therefore eligible for
federally funded healthcare); and
e Able to provide informed consent.

Recruitment staff were encouraged to approach adult patients in the waiting room, regardless of
their reason for presentation. They were, however, encouraged to use their judgement and not
approach patients who were demonstrating signs of acute health problems (e.g., vomiting or in
obvious pain). These patients were not excluded from the trial and recruiters could consider
approaching them at another time (e.g., on their next visit to the practice).

All patients who indicated to the recruiter that they met the above criteria were invited to take part
in the second step of the eligibility screening process. This entailed completing a brief survey on a
hand-held tablet device. The survey comprised a series of demographic questions as well as a brief
assessment of current mental health need. Patients were eligible for Link-me if they reported at

Q/@
e ascore of 2 or more on the 2-item version of the Patient I@th@uestionnaire [PHQ-2: 43];
e ascore of 2 or more on the 2-item version of the Gen@ i nxiety Disorder scale [GAD-2:

44]; or \2\
e current use of medication for mental health proﬂ?rgv A

least one of the following:

Patients who did not meet these criteria were exi@zf‘q;n t e‘%hrvey at the point at which they

were no longer eligible for the trial. They saw atthanked them for their time and
requested that they return the tablet devicé46 réc p@. Recruiters were trained to check in with
patients who agreed to complete the S y@ assistance or answer questions where

required.
q @ @ Q

Following this two-stage scree@&g @ s@ellglble patients received an invitation to take part in

Link-me. On the tablet dev e@a‘a plain language statement about the trial and were asked
to give consent to par@ 2) Patients who completed this form went on to complete the
Link-me DST on the t‘b vice. Those who were classified into the minimal/mild or severe

symptom groups were randomly allocated to either the intervention or comparison arm and are
henceforth referred to as Link-me participants.’

3.5.1. Sample size

The primary outcome for the Link-me outcome evaluation was the difference in mean K10 scores
between the intervention and comparison arms at 6 months. The target sample size allowed for
sufficient power to undertake the primary analysis as well as sub-group analyses examining
differences between trial arms within symptom severity groups. As fewer participants were
anticipated to be allocated to the severe symptom group, the critical number was identified as being
352 participants per trial arm in the severe symptom group at baseline (or 704 participants in the

9 Patients who completed the Link-me DST and were classified into the moderate symptom group were not
randomised; instead, all received advice to consult their GP about mental health concerns as described in the
previous chapter. Patients falling into this group are not therefore considered Link-me participants in the true
sense, although they were asked to complete the same 6-month follow-up survey as the randomised cohort in
order to inform further validation of the prognostic algorithms embedded in the Link-me DST.
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severe symptom group overall). Achieving this target was expected to result in a total sample size of
approximately 1,498 and provide sufficient power (significance level = 5%, 2 sided hypothesis) to
explore the clinical effectiveness of Link-me both within and across symptom severity groups, with
clinical effectiveness defined as a standardised mean difference of 0.3 (or approximately 2.4 points
on the K10; for further detail refer to Appendix 6).

3.6. Approvals and registration

The Link-me trial was approved by the University of Melbourne Human Research Ethics Committee
(ID: 1749832).2° The trial was prospectively registered on the Australian and New Zealand Clinical
Trials Registry (ID: 12617001333303) in September 2017, with the combined statistical analysis plan
for the outcomes and economic evaluations [45] uploaded to ACTRN in June 2019.

3.7. Summary

As a randomised controlled trial conducted within 23 general practi <2~cross three PHNs in Victoria,
New South Wales and Queensland, this evaluation provided a ur@e q&)ortunity to examine the
operation of the Link-me DST, and the clinical outcomes, cos e&tfb‘eness, and experiences of the
implementation of Link-me overall and the interventions \?fﬁ’lir%@ﬂ rial aimed to recruit 1,498
participants; adults attending participating general pr r@nvited to complete a brief online
survey on a tablet device, allocated to a predicted ﬂn%@ severity group, and randomised to
receive either the Link-me intervention or usu%é . T@%evaluation is informed by a range of
data sources providing both qualitative and@ﬁ% i\é%ata. The chapters that follow address five
of the six primary evaluation questions Q{Y‘g d&% cted to 6 month follow-up, and provide more
detailed descriptions of the approac@‘o arﬁ%sivg-a en in each case.

10 Request for consent to access MBS and PBS data was approved by the Commonwealth Department of
Human Services (ID: MI8420).
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4. Clinical outcomes

4.1. Chapter overview

This chapter presents data relevant to evaluation questions 2 and 4, examining the outcomes for
both people with severe and complex mental illness and those with lower levels of clinical need. We
provide a brief overview of the statistical analysis used to assess the effectiveness of Link-me on
clinical outcomes at 6 months compared to usual care. This is followed by a descriptive summary of
the flow of participants through the trial and comparison of the demographic and clinical
characteristics of participants in each trial arm (intervention and comparison), both within and
across symptom severity groups. The priority areas selected at baseline by participants in the
intervention arm are also presented. Finally, in section 4.6 we provide the results of primary and
secondary analyses, demonstrating the effect of Link-me on psychological distress, anxiety,
depression, days out of role, and quality of life at 6 months. This sectQ/ﬂ'also considers the influence
of different intervention elements on the effectiveness of care na\@[ eD

®
((/Q N

4.2. Data sources YPBY

'\
Data presented in this chapter were collected from @ Yb‘completed in the Link-me portal
at baseline and 6 months. At baseline, this includgki and confidence scaling conducted
within the Link-me DST, using a visual analog f@1 = not at all important / confident and
10 = totally important / confident. The elem'gn'g c@navigation delivered to each participant
were assessed using information recor Rb‘l navigator portal (including number of

structured care navigation contact &n@r@o@ﬂon plans and free text notes, and GP handover
documents) and data provided @@H{S@) care packages approved and funded.

4.3, Approac@ﬁgj&t@%ysm

In line with best practice f‘r conductlng randomised controlled trials, analyses reported in this
chapter were conducted according to the publicly available statistical analysis plan [45]. All analyses
were completed using Stata [46,47].

Primary analysis included all randomised participants regardless of whether they received all, part,
or none of the treatment they were recommended, using multiple imputation to account for missing
outcome data (see Appendix 6 further details). We estimated differences (and 95% confidence
intervals) in mean K10 scores between the intervention and comparison arms using multiple linear
regression, adjusting for baseline scores and symptom severity group. We also report standardised
mean differences (SMDs, also known as Cohen’s d [48]) to characterise the magnitude of differences
in the outcome means between the trial arms (i.e., the effect size). For the K10 score where
improvement is associated with lower scores, a SMD of zero is interpreted as no difference between
trial arms, while a SMD of less than zero indicates a greater improvement in the intervention than
the comparison arm (overall, the further away from zero, the greater the effect). Conversely, a SMD
greater than zero indicates that an intervention is less effective that the comparator. To examine if
missing outcome data and clustering of participants within general practices would impact the
estimated between-arm differences in mean K10 score, we conducted two sensitivity analyses; the
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first included only people who completed the relevant measure at 6 months; the second used the
same subsample and adjusted for general practice as well. All analyses were conducted for the
sample as a whole and within symptom severity groups, and were repeated for the secondary
outcomes (PHQ-9 scores, GAD-7 scores, EQ-5D-5L VAS and utility scores).

For participants in the severe symptom group, we also conducted a series of 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 being delivered to each participant allocated to care navigation:

1. Participation in at least one structured contact with a care navigator and there was a match
between the participant’s priorities and the action plan they developed;

2. #1 and the care navigator recommended a specific and new referral or resource to the
participant;

3. #2 and the participant was approved for care package funding; and

4. #3 and the approved funding was spent. QQ,

&V

Using this hierarchy, four separate CACE analyses were condu e\@tp\&amine the influence of each
additional element of care navigation on psychological dist months. Where the primary
analysis examines the effect of offering care navigation Q}”aétl?rpaﬁg\(but they may receive none,

\Y%
some or all the elements of care navigation), CACE a@@’;{@v@g“ates the effect of receiving these

I ts of the int tion.
elements of the intervention Qf(/éQ_QvQQ

& &
4.4, Baseline characte{@?tié‘%@

& <N
Figure 5 shows the flow of general&?& i e(iagt’@s through the trial from invitation to 6-month
P\

follow up. Over 24,000 patients\fr
representing one quarter (ra

complete the eligibility screening survey,
%) of the total patient population seen in practices during
the recruitment period®?, A@)%Qni:h\ﬁ\ds of patients who were invited to complete the eligibility

screening survey didz@?dz@ou@l

comparison of screened patients were and were not eligible see Appendix 7)2. Just over 2,000

alf of those screened were eligible for the trial (for a

patients went on to complete the Link-me DST, of whom 20% reported moderate symptoms and
were excluded from further analysis®3, resulting in a final baseline sample of 1,671 participants who
were randomly assigned to the intervention and comparison arm. The mean age of participants was
40 years (range 18 to 74 years) and consistent with the epidemiology of depression and anxiety [49]
and the general practice patient population [50], the majority (72%) were female. Overall, the

11 Estimate based on total patient numbers provided by 18 practices and the number of patients invited to
complete the eligibility screening survey in these practices only. Data collection relevant to this point is
ongoing and this estimate will be updated in the final version of this report.

12.80% of patients were excluded due to having no mental health need (i.e., no current depressive or anxiety
symptoms or use of medication for mental health). The other 20% of eligibility screening survey completers
were excluded due to being outside the age range for the trial (18 — 75). This group were exited from the
survey after meeting this exclusion criterion and therefore other demographic information and level of mental
health need amongst this group is unknown.

13 As noted on page 13, while this group was excluded from the trial analyses, they completed all baseline
measures and were asked to complete the 6-month follow-up survey. For the interested reader, characteristics
of this group are presented at Appendix 8.
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proportion of trial participants reporting Aboriginal and Torres Strait Islander descent (3.8%) was not
dissimilar to the Australian population (3.3%) [51].

The Link-me DST classified 830 (50%) of participants into the minimal/mild symptom group and 841
(50%) into the severe symptom group. This even split was in contrast to our expectations; based on
modelling conducted during Link-me DST development we expected the minimal/mild group to
account for around three quarters of participants (see section 2.3 and Appendix 6). There may be
several reasons for this unexpected result; the targeted recruitment of general practices in high
needs areas, the selective recruitment of patients within practices, and the expansion of eligibility
criteria from our previous Target-D trial [21] on which much of this modelling was based. Specifically,
people with anxiety symptoms but not depression and those taking antipsychotic medication were
eligible for Link-me but not Target-D, and this may have skewed the sample towards poorer mental
health overall. Note that the apparently disproportionate number of participants classified into the
severe symptom group may also reflect this group attending the GP more frequently and therefore
having greater opportunity to be recruited to the trial [8,10]. It is also i(?_portant to remember that
the proportions of people classified into each symptom severity gr re based only on people
randomised within the trial and exclude patients with no symptah oderate symptoms. Taking
these patients into account, both symptom severity groups \@d@&ount for a much smaller
proportion of the total general practice population. {(/v ?\C) /\Q*

N
Qg/\\z{(/

Q
G
?9@ ép@%
S
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Figure 5. Participant flow through the trial to 6 months

24616 Patientsinvited to complete screening questionnaire

| 9142 (37.1%) Refused screening

A

15474 (62.9%) Patients complete screening questionnaire

A

1 7489 (48.4%) Not eligible

7985 (51.6%) Screen as eligible to take part in trial

v » 5681 (71.1%) Not consented

2304 (28.9%) Consent to take part in the trial

Y

228 (9.8%) Did not complete DST

4

2098 (90.2%) Completed DST

1427 (20.4%) Moderate symptoms

A 4 (
1671 (79.6%) Randoml i d O
( ) Randomly assigne ‘\% Ibq’

2,
| o2 LO &
: Aeoa X EN
837 (50.1%) Comparison arm 834 &/ %) %NWn arm
416 (50.1%) Minimal / mild K&g{}gﬂ/)‘@hmmal/ mild

421 (50.1%) Severe é Severe

259 did not have follow-up

% %Q Q,é 287 did not have follow-up
22 withdrawals -] é& OQ Q. - 33 withdrawals

237 did not complete 254 did not complete

survey @Q/ O%ng survey
,\ ,‘o </ ]

578 (69.1%) 6 n@th@ 1 547 (65.6%) 6 month follow-up
\
201 ( o)g%\mal ild 270 (65.2%) Minimal / mild
287 (68.2%) Sévere 277 (66.0%) Severe
Y Y

837 assessed in intention to 834 assessed in intention to
treat analysis treat analysis

416 Minimal / mild 414 Minimal / mild

421 Severe 420 Severe

Table 9 shows the baseline characteristics of the participants by the two trial arms, for all trial
participants and within each symptom severity group. There are two key observations to note here.
First, the two trial arms were similar in their demographic and clinical profiles, overall and within
each symptom severity 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 at 6 months that is larger than would be expected by
chance alone can be attributed to the intervention effect. Second, the minimal/mild and severe
symptom groups differ in the expected directions, demonstrating that the Link-me DST triaged
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participants appropriately. For example, for every two people of Aboriginal descent allocated to the
severe symptom group, only one was identified to have minimal/mild symptoms. Participants in the
severe symptom group were also more likely to report lower levels of education, to be out of the
labour force (and the reason for that to be their own health), to hold a health care card, and to find
it difficult or impossible to manage on their income. Almost everyone in the severe symptom group
indicated a history of depression, over half were on medication for their mental health, and over half
were seeing the GP in relation to their mental health (either alone or in combination with their
physical health) on the day they were recruited to the Link-me trial.
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Table 9. Baseline characteristics of Link-me participants according to trial arm, in total and stratified by symptom severity group (N = 1671)

All All Minimal/mild Minimal/mild Severe Severe
participants participants (comparison) (intervention) (comparison) (intervention)
(comparison) (intervention) (N =416) (N =414) (N =421) (N = 420)
(N =837) (N = 834)
Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD) Mean (SD)
Age (years) 39.5(14.8) 39.7 (15.1) 40.3 (%/Q‘l) 41.0 (15.5) 38.7 (14.5) 38.5 (14.6)
Psychological distress (K10) 24.6 (9.6) 24.6(9.7) 1 16.9 (4.3) 31.9(7.5) 32.2(7.3)
Depressive symptom severity (PHQ-9) 11.7 (6.7) 11.7 (6.9) ‘@9 @qé) 5.8 (2.4) 17.4 (4.5) 17.5(4.6)
Anxiety symptom severity (GAD-7) 9.4 (5.7) 9.5 (5.7) @2 5.2 (2.8) 13.4 (4.8) 13.7 (4.5)
Overall health (EQ-5D-5L VAS) 61.2 (22.1) 58.8 (23.4) } exé‘e 7) 71.7 (18.1) 49.6 (20.6) 46.1(21.0)
Quality of life (EQ-5D-5L utility weights) 0.60 (0.29) 0.59 Q Q/ (0.16) 0.78 (0.17) 0.42 (0.28) 0.40 (0.29)
Median (IQR) Med@n ( ‘bledlan (IQR) Median (IQR) Median (IQR) Median (IQR)
Days totally out of role (K10+) 1(0to5) @, Qa. O o (0to 1) 0(0to1) 5(1to12) 5(1to 14)
Days partially out of role (K10+) 4(0to12) 1(0to4) 0(0to4) 8 (3to 14.5) 7 (2to 14)
n (%) \g\ <<\ @%’ n (%) n (%) n (%) n (%)
Gender
Male 23%& QDQ Qgil (26.5) 119 (28.6) 106 (25.6) 117 (27.8) 115 (27.4)
Female Q?)Q/ 609 (73.0) 297 (71.4) 307 (74.2) 303 (72.0) 302 (71.9)
Other Q 1<)\ 4 (0.5) 0 (0.0) 1(0.2) 1(0.2) 3(0.7)
Indigenous status O 7
Aboriginal '\‘2\ 293, 5) 27 (3.2) 10 (2.4) 9(2.2) 19 (4.5) 18 (4.3)
Torres Strait Islander 0(0) 2(0.2) 0(0) 0(0) 0(0) 2 (0.5)
Aboriginal and Torres Strait Islander 3(0.4) 2(0.2) 2 (0.5) 0(0) 1(0.2) 2 (0.5)
None of the above 805 (96.2) 803 (96.3) 404 (97.1) 405 (97.8) 401 (95.2) 398 (94.8)
Language mainly spoken at home
English 812 (97.0) 797 (95.6) 397 (95.4) 387 (93.5) 415 (98.6) 410 (97.6)
Other 25 (3.0) 37 (4.4) 19 (4.6) 27 (6.5) 6 (1.4) 10 (2.4)
39
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Highest level of education attained

Below Year 10

Year 10

Year 11

Year 12 or equivalent
Certificate llI/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

FOI 2758

All
participants

participants

All Minimal/mild
(comparison)

(comparison) (intervention) (N =416)
(N=837) (N = 834)
n (%) n (%) n (%)
41 (4.9) 33(4.0) 12 (2.9)
70 (8.4) 84 (10.1) 3 )
35 (4.2) 32(3.8) 3%1/
149 (17.8) 163 (19.5) (<§)7 (48, 5)
182 (21.7) 150 (18. 0) /g
103 (12.3) 113 (13 3.2)
161 (19.2) 157 (Q&;K\ 1 (21.9)
37 (4.4) Q& << 22 (5.3)
59 (7.0) Qﬁ%qﬁ 34 (8.2)
\2\?“ % %
574 (68.6) 2.6) 332(79.8)
7%@ D Q%s (10.2) 23 (5.5)
Q
54221 227 (27.2 61 (14.7
o&ié%\& (27.2) (14.7)
/\\g\ 8120.3) 52 (22.7) 25 (40.3)
23 (12.3) 14 (6.1) 7 (11.3)
14 (7.5) 39 (17.0) 5(8.1)
16 (8.6) 27 (11.8) 7 (11.3)
67 (35.8) 72 (31.4) 6(9.7)
18 (9.6) 8 (3.5) 8(12.9)
5(2.7) 6 (2.6) 2(3.2)
6(3.2) 11 (4.8) 2(3.2)
51 of 158

Minimal/mild
(intervention)

(N =414)
n (%)

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 (41.1)
6 (6.3)
19 (20.0)
11 (11.6)
7(7.4)

4(4.2)
3(3.2)
6(6.3)

Severe
(comparison)
(N=421)

n (%)

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)

13 (10.4)
16 (12.8)
9(7.2)
9(7.2)
61 (48.8)

10 (8.0)
3(2.4)
4(3.2)

Severe
(intervention)
(N =420)

n (%)

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)

4 (3.0)
3(2.2)
5(3.7)
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Health care card holder
Managing on your available income
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

participants

All Minimal/mild
(comparison)

(comparison) (intervention) (N =416)
(N = 837) (N = 834)

n (%) n (%) n (%)
329 (39.3) 370 (44.4) 115 (27.6)
139 (16.6) 132 (15.8) 10 8)
309 (36.9) 299 (35.9) @% )
252 (30.1) 254 (30.5) &9&(} 8)
125 (14.9) 129 (15.5}0?@ vCJz{Q.\l)

12 (1.4) 20 (2@ O% .0)
134 (16.0) 129?\‘(%2@3\‘52&4 (10.6)

LN O

38 (4.5) Q . 28 (6.7)
207 (24.7) \2\?9 & A) 160 (38.5)
302 (364) O<< 3@1‘( 8.5) 175 (42.1)
210%@16@ Q03 (24.3) 50 (12.0)

80Y9.6)° < 87 (10.4) 3(0.7)
&@&zﬁ(z 345 (41.4) 81 (19.5)

<

'\\2@&‘2&3@3) 413 (49.5) 285 (68.5)

115 (13.7) 122 (14.6) 21 (5.0)
206 (24.6) 212 (25.4) 57 (13.7)
78 (9.3) 87 (10.4) 53 (12.7)
522 (62.4) 514 (61.6) 130 (31.3)
347 (41.5) 340 (40.8) 101 (24.3)

Minimal/mild
(intervention)

(N = 414)

n (%)
125 (30.2)

97 (23.4)
192 (46.4)
110 (26.6)
15 (3.6)
0(0.0)
45 (10.9)

29 (7.0)
155 (37.4)
183 (44.2)
42 (10.1)

5(1.2)
88 (21.3)

275 (66.4)
29 (7.0)
50 (12.1)
60 (14.5)
143 (34.5)
102 (24.6)

Severe

(comparison)

(N = 421)

n (%)
214 (50.8)

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)

Severe

(intervention)

(N = 420)

n (%)
245 (58.3)

35 (8.3)
107 (25.5)
144 (34.3)
114 (27.1)

20 (4.8)
84 (20.0)

10 (2.4)
29 (6.9)
138 (32.9)
161 (38.3)
82 (19.5)
257 (61.2)

138 (32.9)
93 (22.1)
162 (38.6)
27 (6.4)
371 (88.3)
238 (56.7)

Note: 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 illness which limits daily activities, and history of depression.
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4.4.1. Mental health 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 pattern of prioritisation of the areas of difficulty differed by symptom
severity group. For the majority (75%) of the minimal/mild symptom group, two or fewer areas of
difficulty were reported and priority areas were therefore assigned rather than selected. 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 symptom
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 Australian population [49], and
supports the need for tailored support to address this issue.

Ratings on the importance and confidence scales within the Lin \? ndlcated that on average,
compared to participants in the minimal/mild symptom group@h

considered that it was more important to address their pr|

th the severe symptom group
'QQ/ere less confident.

Table 10. Priority areas selected by or assigned to paﬁ}(p@%&/ﬁhe intervention arm (N = 834)

Allp vs << Minimal/mild Severe symptom
symptom group group (N = 420)

(N = 414)
& O @ﬁ ) Mean (SD) Mean (SD)
Importance of change (1-10) @Q/%O é?ﬁ (2.1) 7.9 (2.5) 8.9 (1.7)
Confidence in changing (1- 1(&) Q/O 6.2 (2.5) 6.9 (2.3) 5.6 (2.5)
O /\Qfo n (%) n (%) n (%)
Priority area \@O Q/Q 10
Anxiety QR @ 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)

Note: 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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4.5. Uptake of and 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. Overall the demographic or clinical characteristics
between those who did and did not participate in a structured contact were similar, with a few
exceptions as shown in Table 11 (note that in the interests of space, only a subset of characteristics
of those provided in Table 9 are reported here; no differences were evident on characteristics not
shown). People who attended at least one appointment were slightly older on average (41 vs 36
years old), and were more likely to identify as male (36% vs 18%), to have a long-term illness (65% vs
57%), and to select anxiety as one of their priority areas (43% vs 35%). On the other hand, those who
did not participate in care navigation were more likely to be in the labour force (74% vs 63%), and
were slightly more likely to select mood as a priority (27% vs 16%).
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Table 11. Baseline characteristics of people who did and did not participate in a care navigation

contact (N =420)

Participated in 21

contact (N = 216)

Mean (SD)
Age (years) 41.1 (15.4)
Psychological distress (K10) 32.6 (7.6)
Depressive symptom severity (PHQ-9) 18.0 (4.6)
Anxiety symptom severity (GAD-7) 14.1 (4.7)
Overall health (EQ-5D-5L) 44.5 (21.4)
Quality of life (EQ-5D-5L) 0.4 (0.3)
Importance of change (1 - 10) 9.2 (1.6)
Confidence in changing (1 — 10) 5.3(2.6)

n (%)

Gender

Female 137 (63 @Q/

Male 78 (36 q%‘lz

Other @ )N
Current employment status ?5 O Q>

Employed &@Q@?@

Unemployed, looking for and available to start Q- &\ 6)

work @

Not in labour force @Q/ O81 (37.5)
Health care card holder ?@ §< {(,é 128 (59.3)
Long-term illness which limits daily 9@%\7@5\ @ 140 (64.8)
Priority areas @ Q~

Anxiety 0@ OO 92 (42.6)

Sleep OC) (é(/ \2{(, 58 (26.9)

Energy QQ:\'\ 45 (20.8)

Mood @ \2{0 o 35 (16.2)

Health 33 (15.3)

Self-image 31 (14.4)

Ability to complete daily activities 25 (11.6)

Finances 22 (10.2)

Interest or pleasure in doing things 21(9.7)

Appetite 20 (9.3)

Concentration 20 (9.3)

Thoughts of self-harm or death 13 (6.0)

Movement 7(3.2)

No care navigation
contacts (N = 204)
Mean (SD)
35.8 (13.3)
31.8 (6.9)
17.0(4.5)
13.4 (4.3)
47.8 (20.6)

0.4 (0.3)

8.7 (1.8)

5.9 (2.4)

n (%)

165 (80.9)
37(18.1)
2 (1.0)

113 (55.4)
38 (18.6)

53 (26.0)
117 (57.4)
117 (57.4)

71 (34.8)
57 (27.9)
50 (24.5)
54 (26.5)
33(16.2)
29 (14.2)
13 (6.4)
13 (6.4)
19 (9.3)
22 (10.8)
16 (7.8)
14 (6.9)
5(2.5)

Note: 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 (face-to-
face or telephone), 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.
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Figure 6. Percentage of people who participated in one or more structured care navigation contacts
by the number of contacts (N = 216)

18%
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N than 8
Number of structured care n@g'toj»‘contacts
SN
The majority of people who participated in one or mofe*$ r@§ \fare navigation contacts were
able to identify actions to take that were reIevant@ pr \Q<ng‘t eir self-identified mental health
priorities from the Link-me DST (Table 12). W%é’n&;{@was identified, this was typically due to
the participant commenting that the previous §@ priority was no longer relevant, due to
issues having resolved in that area or 025 Qg& ers, or other life events taking precedence
(e.g., moving interstate). Nearly thr, u r@.rs care navigation participants received a new
referral or recommendation of s&e ifior rce or service (e.g., meditation group, ‘Calm’ mobile
phone app) as a result of theidLin %ﬂz}?i n plan (a detailed description of these will be provided in
the final Link-me report,‘sOL@nnga i 20). Finally, care navigators secured approval for care
package funding to SK r reximately half of those who participated in care navigation overall,
with 85% of those participants accessing some or all of their approved services (Chapter 0 provides

% of participants

X

more information on care packages approved and funded).

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)

Note: 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 are cumulative, so that the participants
who received 4 are a subset of those who received 3, and so on.
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4.6. Differences in mean outcomes between trial arms

Overall, the reduction in mean K10 scores at 6 months from baseline K10 scores (the primary
outcome) was greater in the intervention arm than the comparison arm. In the primary analysis, the
mean difference in K10 scores at 6 months between the intervention and comparison arms was 0.94
(95% Cl -1.73 to -0.14) which equates to a small standardised mean difference of -0.10 (Table 13).
However, the magnitude of the intervention effect differed for the two symptom severity groups.

The estimated mean difference between arms in the minimal/mild symptom group for K10 score at
6 months was 0.09 (95% Cl -0.83 to 1.02). Although there was no evidence to support the hypothesis
that two trial arms differed, there may have been a floor effect in this symptom severity group as on
average their K10 score at baseline was 17.1 (SD = 4.5) with a minimum possible score of 10. The
intensity of the intervention in this group was also lower by design.

We did observe a difference of -1.95 (95% Cl -3.21 to -0.69) on mean K10 scores between trial arms
in the severe symptom group (with similar results produced by the sefsitivity analysis). This
translates to a standardised mean difference of -0.26 (95% CI -0. -0109), which is comparable to
the recommended cut off for clinical relevance in the treatm%i@of de%ression [52]. The confidence
bounds include our pre-specified clinically relevant stand %e@%%difference of 0.3 (see Chapter
3.5.1). This effect size is not only comparable with thathen.gx revious trials of collaborative care
[28,53,54], but also in trials of pharmacotherapy anQp yet b§2py for depression [52,55]. Notably,
in standard depression treatment trials this diff c@y:;t?)tained in comparison to placebo
control whereas Link-me care navigation wa e usual care. In the Australian mental
health care context, each year ‘usual car 'Qa%e ivery of over 11 million Medicare subsidised
mental health-specific services and o&: ﬁﬁlli@,&mental health-related prescriptions [56].
Achieving an improvement in out e@@t@?éturated environment suggests a treatment option
worth pursuing. 0\5 Q/Q

O & o8
The CACE analysis showq% cré@%}gﬁ arge and more clinically meaningful effect sizes associated

with delivery of addi;'k 1633 et of care navigation in intervention participants compared to
individuals in the comparison arm who would have received the same elements had they been
offered care navigation. People in the intervention arm who participated in at least one structured
care navigation contact and developed an action plan matched to their priorities showed a 4.37-
point improvement (95% Cl -7.19 to -1.57) in mean K10 scores over their counterparts in the
comparison arm. For those who also received a specific recommendation or referral from their care
navigator, the difference was -5.37 points on average (95% Cl -8.87 to -1.86) between those who
received these elements in the intervention arm and those who would have received the equivalent
elements in the comparison arm if they were offered. Those in the intervention arm who had care
package funding approved improved by -7.33 points on average over those in usual care had they
been offered care navigation (95% Cl -12.16 to -2.50), and for those who used their funding, the
mean difference increased to -8.64 (95% Cl -14.40 to -2.88). Note, the confidence intervals of the
estimated mean differences increased (and precision therefore decreased) with each CACE analysis.
This is because the proportion of participants decreased as the number of care navigation elements
received increased.
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We did not observe important mean differences on the secondary outcomes except anxiety
symptoms, where participants in the severe symptom group allocated to care navigation improved
by 1 point in mean GAD-7 scores compared to those in usual care (-0.98; 95% Cl -1.90 to -0.06)
(Table 14). However, the pattern of estimated effect sizes tended to favour the intervention and is
consistent with the hypothesis that on average, care navigation improved mental health outcomes
over usual GP care.
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Table 13. K10 psychological distress scores according to trial arm, in total sample and stratified by symptom severity group at 6 months (N = 1671)

All participants p value Minimal/mild symptom group p value Severe symptom group  p value

Comparison, n 837 416 421

Intervention, n 834 414 420

Mean change, mean (SD)**
Comparison -0.43 (7.29) 2.10(5.98) -2.93 (7.59)
Intervention -1.35(7.94) 2.34 (5.73) Q/Q~ -4.99 (8.13)

Mean difference, Coef. (95% ClI)
Primary analysis®® -0.94 (-1.73 to -0.14) .02 0.09 (-0.83 to\l) .84 -1.95 (-3.21 to -0.69) <.01
Sensitivity analysis'® -0.99 (-1.74 to -0.24) <.01 0.07 (-0. 8 .87 -2.05 (-3.23 t0 -0.86) <.001
Sensitivity analysis?’ -0.99 (-1.74 to -0.24) <.01 0.07 (- Q?§3 .87 -2.05 (-3.23 t0 -0.87) <.001
CACE analysis 8 -4.37 (-7.19 to -1.54) <.01
CACE analysis *° ng&\o \2\@?\ -5.37 (-8.87 to -1.86) <.01
CACE analysis® & QV* & -7.33 (-12.16 to -2.50) <.01
CACE analysis?* Q/ O -8.64 (-14.40 to -2.88) <.01

SMD (95% CI)% -0.10 (-0.18 to -0.01) << 0.18 to 0.23) .84 -0.26 (-0.44 to -0.09) <.01
Note: SD = Standard deviation; Coef. = Estimated coefficient; Cl = Confidence inter ?7?(0@ rdised mean difference; CACE = Complier average causal effect.

\ ogév
PO
14 Estimated using multiple imputation O Q/ ‘2\

15 Mean for intervention arm minus mean for control arm est\&%}ed Q/%%&ar regression adjusted for baseline outcome measure (all models) and symptom severity group (model with all
participants only). Estimated using multiple imputation.

16 Sensitivity analysis using complete cases only with linear regression adjusted for baseline outcome measure (all models) and symptom severity group (model with all participants only).

17 same as 16 but adjusted for general practice treated as random intercept.

18 CACE analysis undertaken in the severe symptom severity group only, for those with documented evidence of participation in at least one structured care navigation contact and a match
between participant priorities and the action plan. Estimated using multiple imputation.

19 CACE analysis: Same as 18 except for those with documented evidence of: 1) participation in at least one structured care navigation contact and a match between participant priorities and
the action plan; and 2) a specific resource recommendation or referral to new service / provider.

20 CACE analysis: Same as 18 except for those with documented evidence of: 1) participation in at least one structured care navigation contact and a match between participant priorities and
the action plan; 2) a specific referral to new service / provider was documented; and 3) approval for care package funding.

21 CACE analysis: Same as 18 except for those with documented evidence of: 1) participation in at least one structured care navigation contact and a match between participant priorities and
the action plan; 2) a specific referral to new service / provider was documented; and 3) approval for care package funding; and 4) the participant used the care package-funded service.

22 Mean difference in the primary analysis calculated relative to the pooled SD of baseline scores.
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Table 14. Secondary outcomes in total sample and stratified by symptom severity group at 6 months (N = 1671)

Depressive
symptom
severity
(PHQ-9)

Anxiety
symptom
severity
(GAD-7)

Overall
health
(EQ-5D-5L
VAS)

Mean change, mean (SD)*
Comparison
Intervention

Mean difference, Coef. (95% Cl)
Primary analysis*
Sensitivity analysis®
Sensitivity analysis?®

SMD (95% Cl1)*’

Mean change, mean (SD)*
Comparison
Intervention

Mean difference, Coef. (95% ClI)
Primary analysis®*
Sensitivity analysis 26
Sensitivity analysis %’
SMD (95% C1)*’

Mean change, mean (SD)*
Comparison
Intervention

Mean difference, Coef. (95% ClI)

23 Estimated using multiple imputation
24 Mean for intervention arm minus mean for control arm estimated using linear regression adjusted for baseline outcome measure (all models) and symptom severity group (model with all
participants only). Estimated using multiple imputation.
25 sensitivity analysis using complete cases only with linear regression adjusted for baseline outcome measure (all models) and symptom severity group (model with all participants only).
26 same as 25 but adjusted for general practice treated as random intercept.

27 Mean difference from 24 calculated relative to the pooled SD of baseline scores.
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All participants p value Minimal/mild
symptom group
-1.73 (5.65) 0.21 (4.51)
-2.13 (5.85) 0.05 (4. 45)
-0.39 (-1.03 to 0.26) 24 -0.18 \(S tp 0.55)
-0.18 (-0.82 to 0.47) .59 -0. o,\ 00.71)
-0.18 (-0.82 to 0.47) .59 %0.86 to 0.70)
-0.06 (-0.15 to 0.04) 24 \(/O?:oéd? 0537 to 0.22)
-1.79 (4.71) QL QQ‘O 54 (3.73)
-2.36 (5.09) (<f</ Q§ O" -0.56(3.70)
o0 O S
-0.51 (-1.04 to OQ&‘ \p N4 -0.02 (-0.62 to 0.58)

-0.35(-0.91 OD<< ?9721
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0.10 (-0.55 to 0.75)
0.09 (-0.56 to 0.73)
-0.01 (-0.22 to 0.21)

1.97 (20.99)
3.90 (20.04)

p value

.62
.86
.85
.62

.95
.76
.79
.95

Severe symptom
group

-3.65 (5.99)
-4.28 (6.26)

-0.59 (-1.62 to 0.43)
-0.30 (-1.33 t0 0.72)
-0.31(-1.33 t0 0.70)
-0.13 (-0.36 to 0.09)

-3.02(5.22)
-4.14 (5.62)

-0.98 (-1.90 to -0.06)
-0.76 (-1.65 to 0.12)
-0.76 (-1.64 to 0.12)
-0.21 (-0.41 to -0.01)

6.13 (24.45)
7.31(24.38)

p value

.26
.56
.55
.26

.04
.09
.09
.04
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Quality of
life
(EQ-5D-5L)

Days out of
role (K10+)

Primary analysis2*
Sensitivity analysis %
Sensitivity analysis ¢

Mean change, mean (SD)*
Comparison
Intervention

Mean difference, Coef. (95% Cl)
Primary analysis®*
Sensitivity analysis®®
Sensitivity analysis?®

Mean change, mean (SD)*
Comparison
Intervention

Relative difference, RR (95% Cl)
Primary analysis®®
Sensitivity analysis?®
Sensitivity analysis®®

All participants

0.03 (-2.50 to 2.56)
0.14 (-2.23 to 2.52)
0.10 (-2.26 to 2.47)

0.03 (0.23)
0.04 (0.24)

0.01 (-0.02 to 0.03)
0.00 (-0.02 to 0.03)
0.00 (-0.02 to 0.03)

9.40 (10.31)
8.86 (10.23)

p value

.98
91
.93

.67
.91

0.92 (0.78 to oé)?}(\é&%y

0.91(0.77
0.95 (0.

<§§‘

Note: SD = Standard deviation; Coef. = Estimated coefficient; RR = Ra&§)

/\®/\~2{<’ *

dence interval.

Minimal/mild
symptom group
1.08 (-2.30 to 4.46)
1.17 (-1.86 t0 4.20)
1.17 (-1.84 to 4.19)

0.00 (0419)
-00 d;9)

%g %@to 0.03)
to 0.03)
gg’foa t0 0.03)

<< 4 91 (8.09)
4.27 (7.31)

0.88 (0.64 to 1.22)
0.87 (0.62 to 1.21)
0.89 (0.82 to 0.97)

p value

.53
A5
A4

.95
.86
.86

.45
41
<.01

Severe symptom
group
-0.98 (-4.68 t0 2.72)
-0.78 (-4.42 10 2.87)
-0.81 (-4.41 to 2.80)

0.05 (0.27)
0.07 (0.27)

0.01 (-0.03 to 0.06)
0.01 (-0.03 to 0.05)
0.01 (-0.03 to 0.05)

13.84 (10.34)
13.40 (10.66)

0.95 (0.81 to 1.11)
0.95 (0.80 to 1.13)
0.97 (0.92 to 1.01)

p value

.60
.68
.66

.59
72
72

.54
.58
.15

28 Rate ratio estimated using negative binomial regression adjusted for baseline days out of role (all models) and symptom severity group (model with all participants only). Estimated using
multiple imputation.
29 Sensitivity analysis using complete cases only with negative binomial regression adjusted for baseline days out of role (all models) and symptom severity group (model with all participants

only).

30 same as 29 but adjusted for general practice treated as random intercept.
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4.7. Summary

This chapter reported the baseline characteristics of Link-me participants, the elements of care
navigation received, and the effect of Link-me on mental health outcomes. Of the 2098 of eligible
patients that had indicated a mental health need and completed the Link-me DST, 427 (20%) were
classified into the moderate symptom group and were excluded from the trial analyses. Thus a total
of 1,671 participants were included in primary analysis, exceeding the target sample size of 1,498.
Although we anticipated that about one third of the trial participants would be classified into the
severe symptom group, the number was balanced between this and the minimal/mild symptom
group. The higher number of participants in the severe symptom group in our sample may be the
result of several influencing factors including characteristics of the Link-me DST itself as well as the
patient population within general practices engaged in the trial. Not surprisingly, the severe
symptom group reported poorer physical and mental health than the minimal/mild symptom group,
were more likely to experience social and economic disadvantage and expressed less confidence in
their ability to address their priority areas. (OQ‘

O
Our analysis addressed two of the primary evaluation questions; n@%uestions 2 (whether care
navigation produced improved outcomes for people with s aihd complex mental illness who are
managed in primary care), and 4 (the outcomes of strea@/ﬁg pee Is\\z\lth lower levels of clinical
need into low intensity services). Overall the findings@yp\ t nical effectiveness of the Link-
me approach to mental healthcare. Taking the sa@p e, we observed a 1-point greater
improvement on average in participants alloc tepthe iftervention arm than those in the
comparison arm. Amongst participants in thg Seve ?gﬁptom group allocated to the intervention
arm, we observed a 2-point improveme@ti a&‘{&lo scores compared to those allocated to usual
GP care. Translated to an effect siz Q\,ﬁ% Qh@h‘ference is comparable to that seen in trials of
current gold standard mental hg@h 6@ <2t [52,55], and was detected despite half of the
participants in the interventi@ﬁ.&r@o daking up the offer of care navigation. In our CACE analyses,
the effect sizes increase%@e e élements of care navigation participants received, the greater
their improvement in clngérgi&;%istress. The 95 participants who accessed care package-funded
services (44% of the %6 who participated in at least one structured care navigation contact) showed
an average improvement in K10 scores of almost 9 points more than their counterparts in the
comparison arm would have had they been offered these elements of care navigation. While the
effect of the intervention on secondary outcomes of depressive and anxiety symptoms was less
conclusive, this may have been in part due to the heterogeneity of the sample that included a mix of
participants with either or both depressive and anxiety symptoms, which may have attenuated the
observed effect sizes on symptom-specific measures.

In relation to evaluation question 4, we found that offering a selection of low intensity service
options did not affect mental health outcomes for people with lower levels of clinical need at 6
months, relative to usual GP care. Crucially, this finding implies that while there was no observed
clinical benefit to the intervention, it also did not cause harm. Whether it was acceptable to the
people triaged to this group is a question addressed in the next chapter.
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5. Implementation of Link-me

5.1. Chapter overview

This chapter addresses the implementation of Link-me in terms of evaluation questions 1 (the
implementation of care navigation, including barriers and enablers), 2 (the experience of care
navigation for patients with severe and complex mental illness), and 4 (patient experiences of
triaging people with lower levels of clinical need to low intensity services). It highlights the common
barriers and enablers encountered in the implementation of Link-me and examines the experiences
of patients in both symptom severity groups who were randomly allocated to the intervention arm
of the trial and received a severity-matched treatment recommendation. A patient-reported
experiential model of care navigation is presented as developed from analysis of interview data.

5.2. Data sources Q<<,

Workshop findings, meeting notes during the implementation h&g\@_& he trial, and semi-
structured interviews conducted by telephone and video wj ¥Cs, 6 CNs, and 14 GPs were drawn
on to inform findings about the implementation of care atjon,4geluding its barriers and

enablers. GPs who had patients randomised to care@g &/Er\é purposefully identified and
invited to interview to capture differences in |mplgm d experiences from the practitioner
perspective where possible. 34 GPs were app &@@nupate in an interview from 11 general
practices across the three PHNs, 14 of who@to xperience data was collected by telephone
with a sub-sample of trial participants OQ\TV a,l( ated to the intervention arm; a total of 76/217
eligible participants in the mmmal@é group and 62/115 eligible in the severe symptom
group were approached. Of the %

participants triaged to care r@%%@ﬂ were interviewed to explore experiences of care. Further

details of sampling and r it t pﬁ‘ocedures for interviews and the questions asked are outlined
] P
in Appendix 4. &Q\ &Qg/

nts triaged to low intensity services and 32

5.3. Approach to analysis

Qualitative data collected from notes taken at regular meetings, observations and outcomes of
workshops and transcripts of telephone interviews were reviewed for common themes related to
care coordination implementation. This analytical approach involved reading transcripts for
individually important themes and then identifying the themes shared across notes, observations
and transcripts as per a thematic analysis method. Focused analysis was undertaken of care
navigation patient interviews to explore the experiences of care taking note of shared experiences in
relation to stages of the patient journey. Three journeys were developed for patients to guide the
analysis and themes of core experiences were analysed and discussed.

5.4. Implementation of care navigation

Patients referred to barriers and enablers within three common themes related to the
implementation of care navigation: uptake, embedding the intervention, and engagement.
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5.4.1. Uptake

RTCs suggested that 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. Common concerns amongst GPs which inhibited
uptake of care navigation were related to the issue of how risk would be managed for the patient
and the uncertainty about having someone in their clinic who was not a member of the team. Some
additional concerns were raised around the provision of a consulting room to a care navigator which
for some practices represented a loss of income. GPs had mixed views about how effective it was for
care navigators to coordinate referrals and linkages for patients. Some GPs were positive about this
while others noted that a down side was the additional time that needed to be booked for GPs to
write and approve referrals. In some instances, care navigators reported a perceived resistance from
GPs to the Link-me Link-me DST being completed in the waiting room. They felt that this in turn
affected patients’ engagement in and uptake of Link-me. For example, one CN commented that:

there were a number of GPs who certainly didn't want encourage Link-me
involvement...I had someone on an iPad and - because we-usedto give patients the
option, if they were starting it and the GP called therg’h? th@/ could take it in with
them and fill it out when they came back out. But d@o Ps actually say, don't

worry about that, you don't need to do it. Thaf\lﬁ(a @YE Q’jbud, vocal statement in
the waiting room. Q‘ &\

Uptake of care navigation was also affectewﬁ t@nover which resulted in some patients

experiencing delays in their appointments in practices not being sure of who their

care navigator was. << &
O
5.4.2. Embedding @‘0 @ <2
It was very benef:c:ad;’hdé/e’ one independent to review where everything was
sitting and ma eg(éns and linking people in with the support services,

because it is Qg}k kega up to speed with who is doing what and what is available
around the area. (GP)

For those GPs interviewed, Link-me was largely described as a positive experience, with many seeing
the value of working with a care navigator. There was support for the role and some GPs expressed
disappointment that the intervention had finished. GPs agreed that working with the CN did not
impact significantly on their workload, and that they had received positive feedback from patients.
GPs also agreed that the care navigation model worked easily in the general practice setting,
particularly in practices where there is already a multidisciplinary team. GPs reported that care
navigation worked well as it helped them to better support patients with mental health issues and
raised both their own and their patients’ awareness of available support services and resources.

There was overall support for care navigation from GPs who recognised the value of extra time being
given to patients with higher needs. The Link-me DST was seen to be appropriate for the
identification of the target populations; aside from challenges around how this should be completed
and where, the GPs reported a good match between the results of the Link-me DST and the priorities
that were set, and their clinical judgement. Few GPs were surprised by which patients were assigned
to care navigation.
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A particular value of the DST for GPs was in the identification of patients 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 patients who might have been stuck a bit of
a prompt and provided them with a different professional to try and implement changes.

Several GPs did indicate that there was a need to orientate patients to the tablet-based survey as
they reported that some patients had privacy concerns, thinking they had been targeted as a mental
health patient and people knew their private information. Some GPs described the work that had
been done at their practice to increase awareness of the tablet-based survey through posters, with
the aim that patients would not think it was “just another survey”. This uncertainty around the Link-
me DST completion in the waiting room was shared by other GPs who indicated in their telephone
interviews that their preference would be to refer patients to care navigation during a consultation
rather than referral occurring via tablet device in the waiting room. Overall, there were mixed views
from GPs on whether the waiting room may not be the best place to rq'?g the topic of mental health
issues and they indicated that this may have put some patients off urvey.

There was a sense of variability in terms of how GPs saw the&/@e na\aoéator role and their
understanding of Link-me broadly. Some GPs reported Llngﬁhe \@s ngthose with a high risk of
suicide that may have not otherwise been identified. ﬁ@r Q&s I «ed the role of the CN to an
advocate, or a mental health nurse, while another GQ%%/Q (ﬁ(e CN was a psychologist whose role
was to provide counselling to patients. Some re ed\tgf ole as a counsellor, others used the
term navigating care, psychologist and a coack)“some that has the time to listen with the aim of
improving patients” mood and motivation{o ges in their life”. Others described part of the
intervention as “not just linking themdhto ices_but getting them through the door”. Another CN
explained part of their role was to h med—in service referral was a ‘safe’ one, that the
patient knew what to expect a@d)t .the S@rvice was appropriate for the patient so there would be
greater chance of attenda anl ported an important part of their role was advocacy that
included getting patlent\{:bacd%f%%hlt lists if they missed an appointment for some reason.

Common barriers identified by GPs to the delivery of care navigation included funding and
availability of services, GP time, and communication with the care navigators. In terms of funding,
the long waiting list for services in the public system was viewed as a significant barrier to care,
particularly for those who did not have private health insurance. Some GPs stated that while access
to care package funding through Link-me was great, “it was like having a priority referral system
pathway”, but if this funding was not available it would make it difficult for patients to access the
services they needed. In some areas (most notably within the regional areas), the lack of mental
health professionals was a further barrier that care navigators could do little to address, with or
without care package funding.

5.4.3. Engagement

Communication was critical to successful engagement between GPs and CNs. Several GPs identified
that their own lack of time was a barrier to effective care navigation. They reported that they felt
joint appointments were needed with the CN and patient, and they would have liked to have had
more time for these discussions, but they could only allocate 10 to 15 minutes for each patient. A
few other GPs mentioned there was no time allocated specifically for communication between
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themselves and the CN, and they suggested that in any future rollout of Link-me, this need to be
built into the model to ensure GPs were consistently and actively engaged in the care navigation
process. As one GP commented, there was a need for “better communication, we are always time
poor and rushing but if GPs knew what was going on it would be a lot better”.

Some GPs described communication with the CN as excellent, with joint meetings between the GP,
care navigator and the patient occurring regularly to discuss priorities and develop an action plan.
GPs received emails providing patient updates and reports of progress and support services
suggested and whether these had been acted upon. Other GPs and CNs referred to regular informal
discussions often taking place in the tea room. There were some indications that the workplace
culture at different practices may have contributed to different communication styles between CNs
and GPs. One GP described the ‘open door policy’ in their practice that facilitated discussion of
patients receiving care navigation as needed. However, other GPs described a lack of
communication, particularly in practices where there was a higher turnover of care navigators. GPs
at some of these practices reported never meeting the CN and the ext@j of their communication
being an initial letter to say their patient had been allocated to car igation. Another GP reported
that the CN could not upload patient progress notes and report t@q’patient record system, so
they were not able to access notes to see how patients were@n&v’?hich proved a challenge for
working as companions. Another GP reported not receivj f?gﬂ‘\aqgh at the beginning of care
navigation and not knowing what patients the CN wa@ei@f IQE'P reported they relied on
patients to tell them when they had seen the careégﬁgéi*}r((vzmch prompted the GP to look for
correspondence from the CN for the patient. (</<</ Q‘®

NGO

Once patients were engaged in care nav@%worted little drop out, but noted that a
proportion of patients that could not cogfﬁc espite multiple attempts through email, text
messages and phone calls. Severa f Rc;n—engagement were noted, including the challenge
posed by working in regional S re@nonymity and greater visibility for patients are issues.
There was also a sense tha tiq&)@h drug and alcohol issues did not take up the offer of care
navigation due to privae@onﬁéﬂ?and it is possible that some patients felt anxious about
addressing issues ideﬁtﬁeﬂ\f\n the Link-me DST. Others actively declined participation, stating they
were not expecting the level of involvement of care navigation and some patients did not see that
there were any benefits to seeing a care navigator.

CNs also reported that some patients found it hard to set goals in relation to the priority areas the
identified in the Link-me DST. There were also numerous access issues identified such as: a lack of
service providers in some regions or no public transport, long waiting lists to see some medical
specialists, past experiences with psychological counselling leaving patients not ready to re-engage,
and social determinants of health such as transience, or work commitments and competing
priorities. There were many examples of collaboration between GPs and CNs to enhance patient
engagement in Link-me. One CN described adapting their management style, in accordance with the
practice to identify what works for them prior to commencement of the trial and reported
implementation of Link-me within the practice was “quite smooth”. However, all CNs expressed a
view that GP engagement and support for the trial was essential for patient engagement.
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CNs who worked with a higher number of general practices found it harder to communicate with
GPs about how patients in the trial were going and to work collaboratively. For example, one CN
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 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.

ngage were very complex

Finally, complexity of patient issues was identified by care navigator, <§E challenge to patient
engagement. GPs reported that their view was that patients who\ﬁ@

and non-compliant with care in general, and may have found @'e nag?gation too overwhelming.

Complexity also presented a challenge for CNs in puttmg together in a restricted
amount of time, where it was sometimes overwhelml Tght o think they had to access
numerous services within a 6-month period. One ca@g{a\( ported service providers in their

region had refused to provide a service to som?(/ to their very complex needs and past

interactions. Despite this, patients reported { @mve experiences, as described below.

&
5.5. Patient experl%\it

| was seeing some doct p@"stuff I'm an ex-footballer and I'm 47 years old,
but I've got a 100-y Q&fcm playing a lot of football and having accidents,
and all types of §o A,%s seeing doctors and stuff about problems with limbs,

depression an\b?‘so\fOrth @th/nk 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. | imagine
a lot of people go and see GPs to get pills for depression and pain and things like that.
The Link-me program | think helps people to differentiate mental psychological
problems from what a clinician, psychologists, psych nurse, psychotherapist,
psychiatrist can offer.

This section turns to the experiences of care for people within the intervention arm within the
minimal/mild and severe symptom groups. It provides an overview of experiences of those who
received low intensity service options, and then focuses in detail on the experiences for those who
received care navigation. To give context to these experiences, we first provide a description of the
sub-sample of patients who were interviewed.

5.5.1. Sample and characteristics

Equal numbers of patients were interviewed across all three PHNs in the minimal/mild and severe
symptom groups within the intervention arm (i.e., those provided with information on low intensity
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services and allocated to care navigation respectively). Interviews with patients in the minimal/mild

symptom group ranged from four minutes to 35 minutes and for the severe symptom group the

range was between 20 and 40 minutes. The average age of interviewees was 44 years old. In both

symptom severity groups, half the interviewees were in work with the other half out of work; in the

minimal/mild symptom group over half of those out of work were retired. Most of the interviewees

in the severe symptom group had six or more structured contacts with CNs (face-to-face or over the
telephone), and 25 of the 31 (81%) had approved care package funding. Table 15 provides an
overview of the characteristic of the patients interviewed by symptom severity group.

Table 15. Characteristics of interviewees in the intervention arm, by symptom severity group

Minimal/mild
symptom group
(N=32)
Mean (SD)
Interview length (minutes) 9.4 (5.8)
Days since randomisation 269.4 (47.8@(0
Age (years) 44 .3 (]\5) qu’
Importance of making a change in priority areas 7.792.6) \
Confidence in making a change in priority areas A123 \2\
# care navigation appointments attended X X \'}
PHN Q&
A 2N Q% 32
B S <<O ((/e 11 (36)
C \2\?* S &@ 10 (32)
Approved for care package funding\ (§< <&
Gender (female) @Q/ O@ Q?“ 23 (74)
N n (%)
Aboriginal / Torres Strait I@Q <</\2{</ 1(3)
English is main Ianguag:eogaol(g i{ me 29 (90)
Highest level of edlf{éﬁonz\((/ 2%5)
Below year 10 A 0(0)
Year 10 2(7)
Year 11 1(3)
Year 12 / equivalent 4 (13)
Certificate llI/IV 4 (13)
Advanced diploma / diploma 3 (10)
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 (23)
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Severe symptom
group
(N =31)
Mean (SD)
23.6 (11.9)
269.1 (49.8)
44.0 (15.3)
9.2 (1.3)
5.5(2.8)
6.5 (2.2)
n (%)

10 (31)
12 (38)
10 (31)
25 (78)
24 (75)
n (%)
0 (0)
31 (100)

3(9)
2 (6)
2 (6)
9(28)
5(16)
6 (19)
4(13)
0(0)
1(3)

15 (47)
3(9)
14 (44)

1(3)
0(0)
3(9)
1(3)
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Studying
Unable to work due to own illness, injury, or
disability
Lives alone
Managing on available income
Easily / not too bad / difficult some of the time
Difficult all of the time / impossible
Holds a health care card
Takes medication for mental health
Reason for GP visit
Mental health and wellbeing
Physical health
Both physical and mental health
None of these
Chronic illness
General health
Excellent / very good / good
Fair / poor
Priority areas

Anxiety Q/é

Sleep @((/

Energy ) é(
Health Q\?}(\ <
Self-image é& @) ?9‘

Mood @Q/ O®
Ability to complete daily ac@\?mQ/Q Q

Appetite O
Concentration \%Q <<Q~4
Interest or pIeasu@h /{(@gé tﬁhgs

Thoughts of self-harm or death

S
N
@?‘ O<<1 3)

@)

Minimal/mild
symptom group
(N=32)

n (%)

2(7)

1(3)

8 (26)

31 (100)
0 (0)
12 (39)
11(36)

2(7)
19 (62)

4(13) Q/@
A
7(2

Q

N

< A
FEERL
*’t\(*lé/‘%?&

A 7 2(6)
4(13)
5 (16)
0(0)
3(9)
5 (16)
1(3)
1(3)
6(19)
0(0)

Severe symptom
group
(N =31)
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)
2 (6)
1(3)

Note: n = count; SD = Standard deviation. Priority areas are not mutually exclusive as participants were assigned or able to

select up to two priorities each.

5.5.2. Experiences of being triaged to low intensity services

People allocated to the minimal/mild symptom group and triaged to low intensity services all

recounted a positive experience of completing the tablet-based survey in the waiting room; they

indicated that the survey was easy to complete and not onerous. Some people directly suggested

that they did not feel they needed to follow up on anything and so they intentionally did not use the

resources. Others mentioned that while they did not use the resources they would come back to

them again in the future if they needed them; they had reviewed the list and noted things of benefit.

There was variability in terms of whether people in this group recalled receiving information about

mental health resources and services via email. A few referred to a general resource card provided

to all trial participants (which gave information about additional supports to access if required (e.g.,

Lifeline)) as the extra resources they were recommended. Many patients fed back that email was not

the best way to reach them, and there was an indication that the recommended resources and
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supports may have been accessed by some people more if they had been in hard copy formats and
not only provided by email.

Overall, people interviewed from the minimal/mild symptom group were positive about Link-me
being undertaken in general practices. They felt that it served to raise awareness of mental health
issues and to give a sense that GPs would be open to talking about mental health issues if required.
There were one or two patients who were disappointed not to have received more support, feeling
that they could have benefited and that this would be a good early intervention and prevention
approach.

5.5.3. Experiences of care navigation

To explore the care navigation experience, we developed an example of three typical patient
journeys. The journeys were compiled from interview data, care navigator notes, records of the
structured assessment using the K10 scores and documented handover summaries given to GPs at
the conclusion of care navigation. These journeys were used to highll%lq.the importance or early
engagement (“Sally”, 20 years old), development of a plan and le ew things (“Glenda”, 31
years old), and building self-confidence to take ownership ( ”Peteﬁ ars old). A synthesis of
patient experiences is presented as a final patient-reported e&)&ntlal model of care navigation.

5.5.3.1. E i insight’ v &\2\

arly engagement: Dialogue and ms@;& O% ?\/
Building rapport as part of early engagement wasgs% \gére navigation and for CNs, the Link-
me DST provided a tool to facilitate rapport a &tients. Patients who were interviewed
expressed positivity about completing the tabletdbas rvey in the waiting room, suggesting it
enabled them to open up, reach out or j rQﬂ’ec)z\ﬁe Link-me DST meant that patient priorities
had already been set out ahead of @aﬁéy the foundations for the first encounter and
provided a point of entry for co ut goal setting. This provided patients with a sense of
continuity between complet @?y in the waiting room and follow up contact from CNs
inviting them to take par @:a(éaw~ tion. It also provided CNs with preliminary information about

who patients were a@ tIQpartles might expect from care navigation.

In Chapter 4 we noted that the patients allocated to care navigation selected priorities related to
anxiety (39%), sleep (27%) and energy (23%). We also noted that for this group, patients felt that
addressing these priorities was important, but they had less confidence to do so than patients in
minimal/mild symptom group. These priorities were also selected by those patients interviewed,
with health and self-image also highly important to our interviewees. Despite the limitations of
confidence, one patient interviewed described it this way:

People, especially myself, aren't going to reach out sometimes for that kind of help,
because we don't know where to reach out to, or it's hard to go to the doctors and
say, | need help. Whereas that iPad survey was perfect, because you could sit there
and do it if you wanted to or not. Even if [the results were] that you were great and
your emotions were great, then that is wonderful. You have that little thing there to
make you think about yourself.

For some people the early engagement phase was more about talking through some of the things
they felt were already known to them so they could actualise and realise what needed to change.
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One patient interviewed suggested that the identification of priorities ahead acted as a prompt for
them to conduct their own research on anxiety prior to the care navigation appointment. This
illustrates how use of the Link-me DST prompted some self-reflection and self-knowledge generation
for some people. One patient described the early stages of rapport building more around
identification of supports:

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.

Consideration of these experiences, alongside the breakdown of Sally’s journey (Figure 7) shows the

importance of the initial determination of priorities. This enabled a conversation to occur about the

supports available that might help and the steps that might need to aken to get there. The

priorities set the scene and the context for care navigators to co t%‘@n action plan. This provided

patients and CNs with a guide about what to expect in future<<«>®c’{s5{%’ns and contacts, and where
o’ O

NS &

<O Y

S K

X &

&

patients might be directed within their communities.

<
NG
Y
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Figure 7. Sally’s journey through care navigation: Dialogue and insight

“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 | 1 Sally visits GP for |
I phone apps (Mood Mission, Pacificaand : I Mental Health Care |
online programs (moodgym; e-couch) 1 :. Plan :
15T STRUCTURED
CONTACT: August 2018 2ND STRUCTURED
Sally started stud d CONTACT: Mid 3RD STRUCTURED
i November 2018 CONTACT: Late
WS EENEIIHa] . November 2018
] recently. She reports New care navigator
DST: May B . : : =
2018 not sleeping well, appointed. Sally is trying K10=25
d|fﬁcu|_t|es_; socialising sleep hyg|ene_5trat_e,<.:{|e5 Reviewed short t
K1i0=28 and diet issues. Her . and has noticed it is goals
- anxiety has increased easier to get to sleep.
Priority ) ) . .
since studying. She is using mindfulness Mental Hea%
areas: Energy
) . apps. complet n
& anxiety GOALS: sleep hygiene, return \nd
meditation, yoga using GOALS: avoid naps,
YouTube at home and a increase exercise- I0 al

YouTube or swim,
incidental exercise,

!2 ! Q(e 0
workouts at home three & Q~
times a week. @
ACTION: a psychologlstoo O O

regarding ongomg
P I

vg?ﬂai\ed to6 make a long GP
appointment to finalise Mental
Health Care Plan—booked for
end of January 2019.

potential referral to
dietitian.

A
Three care navigation appointment&
booked and re-scheduled because of
work and anxiety about returning
messages and phone calls.
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N™ STRUCTURED
&CONTACT: December
2018

K10=16

Sally is more
comfortable at her
workplace. She is aware
care navigation is
ending in two months.
She reports that she has
developed an
understanding of
different health
professionals and how

they can help her.

CARE PACKAGE SET UP

No Link-me funded care
package

Linked in with bulk billing
psychologist

5™ STRUCTURED
CONTACT: End January
2019

K10=15

Joint meeting with GP to
discuss action plan and
complete Mental Health
Care Plan. Local bulk
billing psychologist is
identified.

Care 1

dl navigator :

' hands to GP 1

Discussed possible
future referral to
Partners in Recovery for
support.

A\ 4

Sally replies to the care
navigator email to say she has
two further appointments
booked with psychologist.
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5.5.3.2. Plan of action: Increased self-awareness and reflection

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

CNs identified local supports and services and worked with GPs to establish appropriate referrals as
part of the formulation of a plan. In our previous patient Sally’s journey and now our second patient
Glenda’s (Figure 8), it is possible to see how the ‘light touches’ and flexible support options of emails
and text messages in-between face to face contacts were used to engage and keep patients
informed. Feeling supported over the course of the intervention may well have contributed to
increased confidence to continue with activities and goals set. Once a plan had been formulated,
CNs often needed to conduct additional research into local services and supports that may help
patients achieve their goals but CNs also fed this information back to their patients. Patients
experienced these updates positively and felt that the phone was a good option when work, family,
study and other caring responsibilities were high. It gave people a sense that CNs were going the
extra step for them and that someone was listening to their needs and<gcting on them, which was
consistently noted as an important part of the care navigation ex\@n@g for patients.

The work the CN did in-between contact sessions to identif Q&w\h%loglst or other supports made a
notable difference to patient experiences and ensured t # )q@?‘e connected with as many
services and supports as were possible. Glenda’s Jourqu' @ P@W her CN liaised with a specialist
personality disorder service to follow up on a rep% Sally, after some preliminary
engagement in extra exercise, the CN worked wé% Izg_ﬁo &ccess psychological services through her
GP. Patients suggested they valued having ﬁbe%l&@e o listen and assist them by discussing focus
areas and linking them into services thatgk~ e@, they felt this provided them with extra space
that was not possible in busy GP ap & one interviewee suggested:

I think the main thmg %’ctually talking to you. There are different ways
that people deal Q&t&x@%ﬁ things like that, and | just found that often just

talking would Q\@ <</ Q)

The benefits of havmg someone to talk with was supported by other patients too. One patient also
suggested that care navigation assisted to build extra skills in learning how to live with their
depression. These skills and increased confidence appeared to carry over to others who described
continuing with exercise routines (such as swimming and yoga) or appointments even when care
navigation in the trial had finished. One patient commented that:

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 | was making time.”

This illustrates that the focused work of care navigation helped some people to develop new skills
and actions to address mental health needs. Care navigators provided some patients with a person
to be accountable to, a motivator and “just sort of helping, supporting you, being there for you,
trying to organise yourself.” Many patients experienced this as a trusting relationship, “never
pushed, always on my own terms”.
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Figure 8. Glenda’s journey through care navigation: Insight, reflection, self-management

“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)

DST: May
2018

K10= 40

Priority
areas: Mood
& self-Image

i ————— — —— ———
1 Care navigator provides: :
information for beyondblue 1

15T STRUCTURED
CONTACT: May 2018 2ND STRUCTURED
. CONTACT: Mid May
Glenda experiences 2018

agoraphobia and
struggles to make
appointments. She is
working with specialist
personality disorder
service to establish a
diagnosis.

Glenda went to
personality disorder
service for appointment
but it was changed.

GOALS: build health
relationships and re-
connect with people
Glenda cares about.

—

GOALS:
psychoeducation to
keep appointments,

self-care, safety
planning and daily
routines.

ACTION: re-book

& \%‘0
v
Care navigator phone call between
appointments as a reminder and to

check in. Glenda suggested that she
was feeling depressed.

Notes: CBT = Cognitive behavioural therapy; DBT = Dialectical behaviour therapy
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links to self-help sites for
coping with borderline
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CARE PACKAGE SET UP

Linked into sessions with
psychologist for CBT/DBT
funded by Link-me

Further sessions with
psychologist funded under
Medicare

5™ STRUCTURED
CONTACT: End June
2018
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Final appointment.
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5.5.3.3. Referrals and linkages: Self-activation and taking ownership

I was referred to a pain specialist in person as well as a couple of online groups...I was
referred to other things like hydrotherapy and podiatry.

One of the strengths of the care navigation model for patients was the holistic approach to mental
health care. This approach facilitated access to a wide range of local health and social services
relevant to patients’ own treatment goals. Glenda’s journey (Figure 8) illustrates the new resources
sometimes provided about support services for borderline personality disorder or a phone diary app,
helped to encourage self-management approaches in between appointments and contacts. Patients
also said that they learned new information from this sharing resources in this way. Some kept their
action plans for reference and use at home too,

The [action plan] was really good and it was something | put in my diary at the back
of my big diary, so that | had access to it whenever | felt like having a bit of a read, |
could read it, go over what we discussed were good options forqne.

Q

Referrals to other services ranged from finding counsellors, to lo o%’a} support groups and clubs,
to psychological alternative therapies, dieticians, exercise grc%f@, msg%age for pain management,

ats

psychological sessions, support groups for parents, to finae@n
some referrals to specialist services also such as eatin @éor@?;eé}ltes and pain specialists as

thsing support. There were

indicated in the quote above. In some cases, patien Q| at they were linked in with some
of these services already such as physiotherapy heldgy, but care navigation provided them
with increased access to resources to attend Qg/r tly which they felt gave them good

benefits and access they would not have\é\k%f'\ @ﬁy
A

AR .
othly given that CNs had usually spent time
researching information and fir@% &@a e supports in between contacts with patients. There

was a sense that CNs spent t g an understanding of needs to provide tailored referrals,
as one patient said, ”theé% [ f@f wanted to get a better idea as to exactly what | needed
most, rather than reﬁ(ﬁ} Q} (0] s&qebody that wasn't really going to be of any benefit”. Booking
into some of the services particularly in regional areas remained a problem for patients. In some
cases, this was due to the nature of invoicing and the continued issue that while a service could be
identified, there were still wait lists for people to be seen. An additional barrier for regionally located
patients was the lack of availability of psychiatrists or psychologists and where they were available
patients suggested that, “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”. Limited afterhours appointment
options were also noted as barriers for people in work.

At the conclusion of care navigation, most of the patients we interviewed outlined that they had
continued with the activities associated with their goals, whether this was attending a professional
service or participating in a group or, continuing to increase their exercise routine and do this at
home. This indicates that care navigation did provide people with a sense of confidence to enable
them to continue to meet their goals beyond the face to face and phone contacts.
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Figure 9. Peter’s journey through care navigation: Taking ownership and building self-confidence
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5.5.3.4.  Self-responsibility: Increased self-confidence

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.

CNs provided patients with tools to support self-management and self-growth that steered people
toward recovery. At the conclusion of care navigation, most patients we interviewed outlined that
they had continued with the activity associated with the early goals set. This included attending
professional services, participating in local groups, continuing with their exercise or using new
mobile phone apps and strategies developed through the care navigation process. This highlighted
how the care navigation process appeared to increase people’s self-confidence to continue to build
their goals on their own without the care navigator present. As noted in Peter’s journey (Figure 9),
care navigation provided tools and the opportunity for reflection not really provided in any other
professional relationship for him to that point. Patients noted that,

| suppose [it helped me to get] a better understanding of h (4’?/\/‘05 feeling and stuff
like that. | suppose going through those questions [K10] 6) fime and feeding back
to me that there was improvement from visit to visit, oq:e capacrty, was just part
of the process of recovery. ,Q?‘

Patients felt that the provision of a print out of the Q&w@@\z@m the previous week to review
and identify anything that needed to be attend @@pful. This concept of tracking progress
on feelings allowed some patients to gain ins@ <Q§~t changes they experienced each week,
“one week it would be worse and the nex be better. You could tell when things had
happened that week and you could @%ﬂy eéﬁ/a@ ourself”. Patients mentioned returning to
resources that CNs had given the @ tion of the intervention particularly in the case of
apps for finance and mmdfuln@@ h sleep routines. In this case there were patients who

said that they did not use %@f LanKpg\ uggested to them due to limited interest in them or
available time. @ \2{(/

5.5.4. Experientlal model of care navigation

Figure 10 represents the final experiential model of care navigation as developed from patient-
reported experiences. It highlights the intersection between the Link-me DST completion and care
navigation in terms of key experiences discussed in patient interviews. The model illustrates how
care navigation operated to build awareness, insight, connection and self-confidence in a way that
enabled some people to take ownership of their care beyond the care navigation process.
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Figure 10. An experiential model of care navigation based on patient-reported experience
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5.6. Summary O%Qqq;v

N
This chapter reported on the main themes from interviews@h s,.CNs and GPs about the

implementation of the Link-me model of mental health (@k POmifient themes in the challenges for
the uptake of Link-me in general practices were lar; aQFr“ception that model would
increase workloads and the difficulties of releas@ redm er\%}:\re navigation. Related to this issue
I;zQ/Qj or known by the practice being based
within the setting and seeing patients of t Epré{lc @o were vulnerable with high needs. In
contrast to this however, GPs did see ;Q Vi)l({o ésé
provision of care package funding Q@%I@ u&ﬁk uptake.

N O ¢
In terms of the experiences o?(bﬁ@;?@?ed to low intensity services or care navigation, our
r

were matters of trust for GPs around a perso

clinical companion in a positive light and the

interviews confirmed that -me DST was easy to complete, sometimes identified new needs,
and allowed patients %rities. There were some instances however where patients and
practices would have'})ref'é‘red to offer private spaces for completion of the Link-me DST, out of
busy waiting rooms. While patients in the minimal/mild symptom group had no problems
completing the Link-me DST, few reported receiving further support information to their email
addresses and fewer still engaged with these services. For this group overall there was a sense that

they did not need to access the services where they were aware of them.

CNs and GPs involved in the delivery of the care navigation were largely positive. There were no
surprises in terms of who was identified but from practice to practice there was considerable
variation in the levels of engagement of GPs. Some GPs felt they did not fully understand the role of
the care navigator and others met regularly and adopted a collaborative approach to patient care.
An overwhelming positive theme from GPs was that care navigators could spend time with patients
where they could not and that the role of the care navigator offered the potential for patients to
make changes in areas they might have been thinking about but had not addressed with their GP.
Adding a new person into the care team may have prompted some patients who had been stuck to
try a new approach and re-engage in services in a way they had not before. Many of the GPs agreed
that care navigation fitted easily into the general practice setting and was a program they wanted to
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see continued to be offered to patients, however there were some challenges regarding making
rooms available for ongoing care navigation.

From a patient perspective, experiences of receiving care navigation were largely positive. Where
there were negative experiences it was often related to structural issues of long wait lists for
services or uncontrollable factors such as a change to personnel in the care navigation delivery.
Through analysis of the 31 patient interviews we were able to identify a commonly shared
experiential model which saw patients come to reflect on priorities, learn new information, take
ownership of their care and build self-confidence to continue with new practices and services once
care navigation was completed. This experiential model can inform future optimisation of the
stepped care model to closely align care navigation delivery with mechanisms of action to achieve
best outcomes.

Q~
&
S
SO
N
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6. Economic analysis

6.1. Chapter overview

This chapter presents data relevant to evaluation questions 3 and 4, examining the costs and
outcomes of the Link-me intervention. It provides an overview of the methods used to calculate the
costs included in the economic evaluation, and presents details of the care packages approved and
accessed by participants in the severe symptom group allocated to care navigation. It also
summarises the health care services and other resources used by people to manage their mental
health across the symptom severity spectrum. We then describe the outcome measures and analytic
techniques. The final sections report the results of our within-trial economic evaluation, taking both
a health sector perspective (including health care system costs and the cost of the Link-me approach
to triaging and tailoring care), and a limited societal perspective (including the cost of patients’ lost
productivity). Q/Q‘

\‘)é &V

6.2. Data sources Q/o NS

The cost data presented in this chapter were collected f@/ \kﬂe&%\’ sources. Care package data
provided by PHNs, University records, and data ent & |gators in the Link-me portal
were used to estimate the cost of screening and é%\care navigation. It was also
important to capture the cost of other heaIth&

period to account for any changes that ;n;fj
type of services (i.e., GP visits, hospital Qﬁnx&\tc and medications were captured through the

Qsed by participants during the trial
d due to the intervention. The number and

self-report resource use questionnai C@ y participants as part of the 6-month follow-up
survey (section 3.3.1).3! To unde ader societal implications of the Link-me approach to
care, the resource use quest Q)ncorporated questions about time absent from paid and

unpaid work as well as deN in 'ét educed capacity while at paid work (i.e., presenteeism).

It is worth noting thatin c’&g\pletmg the resource use questionnaire as part of their 6-month follow-
up survey, some participants in the severe symptom 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 did not adjust for these
potential sources of double counting in the preliminary analysis reported here. 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. Standard Australian unit costs were

31 At 12-month follow up we will also have access to Medicare Benefits Schedule, Pharmaceutical Benefits
Scheme and Primary Mental Health Care Minimum Data Set records for a subset of participants who have
consented to us accessing this information. These administrative data sources will improve the reliability of the
resource use data and precision of cost calculations.
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applied to these resource use questions to calculate the cost of the services utilised by participants
during the 6-month follow up period (see Appendix 6).

6.3. Descriptive analysis of resource use

6.3.1. Care packages approved and used

A total of 112 (27%) participants allocated to care navigation received funding for care packages
across the three PHNs, with an average spend of $669 per person (for the 112 participants who
received a care package; $178 per person when averaged out across the 420 people allocated to
care navigation). Figure 11 provides a summary of the approved care package costs and the cost for
services actually used and invoiced.

Figure 11. Average cost of care packages per person, by PHN
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Psychologists were the moé@eq@h nded service through care packages with 48 participants
receiving funding for a @I %ﬁ%%éessions (Table 16). Other common uses of care package funding

included physiother (¥8.participants and 163 sessions), massage (typically remedial; 19
participants and 114 sessions), and exercise services including Tai Chi, Pilates, group fitness, and

&

H Mean appro

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)?.

321t is worth noting that in some cases, incomplete use of care package funding may be due to the service
provider choosing to bulk bill the patient rather than invoice the PHN. We will explore this issue further in the
final Link-me report.
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Table 16. Summary of care package services and use

Service type Participants  Participants Total
with approved  using the sessions
services service approved
n n (%) n
Mental health
Psychology 48 38 (79) 461
Psychiatry 15 12 (80) 64
Family therapy/counselling 1 1(100) 6
Mental health worker 1 1 (100) 10
Allied health
Physiotherapy 19 17 (89) 163
Nutrition/dietary services 10 8 (80) 58
Exercise physiologist 8 7 (88) 108
Occupational therapy 5 4 (8@}~ 26
Chiropractic 3 3 (ﬁﬁ()‘/ 21
Osteopathy 3 QO§(}(%E 12
Podiatry 3 0) 7
Other allied health professional 1 Qy@%?\éj&ibo) 10
Medical specialists @, O% ?5/
Pain specialist @ AN \3f</7 (78) 26
Rheumatology Q/((/é@v()(( 3 (100) 4
Neurology %) <<Q é\ 2 (100) 3
Gastroenterology / metabolic speciall}ty@ \é 2 (100) 4
Vascular specialist A C§< Q§ 1 1 (100) 2
Orthopaedic surgeon Q/% @ QV‘ 1 1 (100) 2
Dermatology 0® QO <§</ 1 1 (100) 2
Alternative / complementﬂfz{(ﬁz@@
Massage <§;312:2 L\ 19 16 (84) 114
T — —
Yoga
Meditation, mindfulness and related 8 5 (63) 28
training
Acupuncture 5 4 (80) 44
Other® 2 1 (50) 20
Support service
Vocational service 2 1 (50) 6
Housing related service 1 1 (100) 15
Other 1 0(0) 1

Note: n = count. Some participants received funding for more than one service.

33 percentage of sessions paid by PHN compared to the number of sessions approved for funding
34 Includes Tai Chi, Qi Gong, pilates personal training, group fitness, and water or swimming activities.
35 Includes defence and music classes.
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Total
sessions
used
n (%)33

213 (46)
43 (67)
6 (100)
10 (100)

146 (90)
32 (55)
43 (40)
12 (46)
19 (90)
7 (58)
7 (100)
10 (100)

23 (88)
3(75)
3 (100)
4 (100)
1 (50)
1 (50)
1(50)

87 (76)
135 (57)
106 (69)
8 (29)

29 (66)
10 (50)

3 (50)
13.5 (90)
0(0)
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6.3.2. Other resource use

In addition to informing our economic analysis, information from the resource use questionnaire
was also used to examine the pattern of health and other service use across trial arms and symptom
severity groups (Table 17). Overall, participants in the intervention arm were more likely to report
the use of GPs (60% vs 52%), mental health nurses (8% vs 5%) and psychologists (40% vs 32%) than
those in the comparison arm. Differences in service use varied across the two symptom severity
groups. In the minimal/mild symptom group, the only observed difference was in relation to
productivity, with participants in the intervention arm significantly less likely to report time off paid
work in the past six months (42% vs 58%). In the severe symptom group, participants in the
intervention arm were significantly more likely to report at least one visit to a GP (81% vs 72%),
nurse (15% vs 9%), mental health nurse (16% vs 8%), psychologist (60% vs 47%), or other health
professional (9% vs 4%) in the six months since enrolling in Link-me. Note that participants were
asked to indicate their use of each service specifically for their mental health, and these figures may
therefore underestimate participants’ total use of these services. (OQ"

Table 18 reports the mean number of services reported by partiti'@%ﬁgr categories of service use.
This table only included the people who reported any service @ m@b particular category. The
number of psychologist visits and residential care days was i@«ant greater in the intervention
arm than the comparison arm overall, and within the s e@%@ﬁ group. There were no
significant differences between trial arms found in Wa ild symptom group in the number
of times each service was accessed. Q/é @?‘
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Table 17. Participants self-reporting any use of specific services and time off work in the 6 months since trial enrolment, by trial arm and symptom severity

group (N =936)

Service type

GP

Nurse

Mental health nurse
Psychiatrist
Psychologist

Allied health

Other health
professional

Online therapy
Smartphone apps

Self-help (Books/DVDs)

Ambulance

Emergency department

Time off paid work
Time off unpaid work
Hospital

Residential care
Medication

Note: Participants were asked about their use of services specifically for their mental health. All p values calculated using Chi-square test
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All

participants
(comparison)

N =478

n (%)
249 (52.1)
24 (5.0)
22 (4.6)
78 (16.4)
151 (31.7)
48 (10.1)
17 (3.6)

26 (5.5)
84 (17.7)
94 (19.8)

9(1.9)

20 (4.2)
181 (38.4)
150 (31.8)

11 (2.3)

3(0.6)
214 (45.1)

All
participants
(intervention)

N =458 (comparison) (intervention)
N =234 N=2
n (%) p value n (%) n
273 (59.7) .02 74 (31.6) szteg@flpq’

36 (7.9) 08 3(13) 1403

37 (8.1) 03 2 (0.9) ((/v% yg{o‘qi‘
90 (19.7) 19 10 (4. 33<>/ 33:5 9)
184 (40.3) <.01 37 \A (19.4)
55 (12.0) 34 (§< 16 (7.2)

24 (5.3) 20 QD <£ )% 3(1.4)

Qy &

33(7.3) 6 10 (4.5)
80 (17.7) Q% @ %‘(12 5) 28 (12.8)
109 (24. 2) Q 33 (14.2) 37(17.1)

13 (2.9 Q <<, 0(0.0) 1(0.5)

21 (47 <<Q~ 0 (0.0) 3(1.4)
16@\%‘{?’ @53 80 (34.6) 57 (25.9)
145 (32.2) .90 38(16.5) 45 (20.5)

10 (2.2) 91 0(0.0) 1(0.5)

2(0.4) .70 0(0.0) 0(0.0)
196 (43.2) 55 56 (24.0) 59 (26.7)

Minimal/mild Minimal/mild
symptom

group
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symptom

group

p value

.22
31
17
.45
33
.18
.23

.26
91
41
.30
.07
.04
27
.30
n/a
0.51

Severe
symptom
group

(comparison)

N =244
n (%)
175 (71.7)
21 (8.6)
20 (8.2)
68 (27.9)
114 (46.7)
38 (15.6)
10 (4.1)

20 (8.2)
55 (22.7)
61 (25.2)
9(3.7)
20 (8.2)
101 (42.1)
112 (46.7)
11 (4.6)
3(1.3)
158 (65.6)

Severe
symptom

group

(intervention)
N =236
n (%) p value

191 (80.9) .02
35 (14.8) .03
37(15.7) .01
77 (32.6) 256
141 (60.0) <.01
39 (16.5) .78

21(9.0) .03

23 (9.9) .52
52 (22.3) 92
72 (30.9) 17

12 (5.2) 44

18 (7.7) .84
107 (46.5) 33
100 (43.5) 49

9(3.9) .70

2(0.9) .68
137 (58.8) 13
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Table 18. Mean number of self-reported visits to services and days off work in the 6 months since trial enrolment, by trial arm and symptom severity 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
Residential care

All participants
(comparison)

Mean
(min, max)
4.35 (1,50)
2.61(1,12)
3.81(1,25)

3.35(1,30)
4.67 (1,26)
9.02 (1,90)
7.76 (1,52)

1.44 (1,4)
2.15 (1,10)

31.86 (1,182)

40.31 (1, 182)

9.55 (1,40)
4.67 (1,12)

All participants
(intervention)

Mean
(min, max)
4.05 (1,30)

3.56(1,9)
5.19 (1,35)

3.89 (1,40)
5.73 (1,30)
6.84 (0, 90)
8.42 (1,52)

1.23(1,3)
1.33 (1,4)

40.2 (1,182) Q ég,(‘/\z{{e 48 (1,180)

Minimal/mild
symptom group
(comparison)

Minimal/mild

(intervention)

p Mean Mean
value (min, max) (min, m%‘
37 2.62 (1,26) 2. 05{\@
17 1(1,1)
.23 1(1,1) Qé@’w \}\ons

28 2(1,5) ng((’oé @8

01 3.24 (1 ?{\ (1,12)

65 3.1 Q 19(1,10)
83 6%&1@@%% 18.33 (1,52)
@%e Q’B 1(1,1)
1(1,1)

@%zig?atlons

20.81 (1,180)

34.59 (1,\@2)\\3\@ 13.74 (1,90) 17.16 (1,100)
11.44 (1,69) .77  no observations 1(1,1)
24.5(19,30) .02 noobservations no observations

symptom group

p

value

.07
.45
n/a

.08
.34

n/a
n/a
.60
.33

n/a
n/a

Severe
symptom
group

(comparison)

Mean
(min, max)
5.1 (1,50)
2.85(1,12)
4.11(1,25)

3.54 (1,30)
5.14 (1,26)

10.58 (1,90)
8.8 (1,52)

1.44 (1,4)
2.15 (1,10)

42.46 (1,182)

49.33 (1,182)

9.55 (1,40)
4.67 (1,12)

Note: 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
symptom
group
(intervention)
Mean
(min, max)
4.9 (1,30)
3.6(1,9)
5.19 (1,35)

4.04 (1,40)

6.18 (1,30)

8.51 (0,90)
7 (1,26)

1.25(1,3)
1.39 (1,4)

50.72 (1,182)
42.34 (1,182)

12.75 (1,69)
24.5(19,30)

p
value

.68
32
37

.39
.05
.56
.59
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6.4. Calculation of costs

6.4.1. 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 19). Screening phase
costs included those associated with IT/communication systems required to triage and follow
patients, and the purchase of tablet devices for patients 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_

The costing of care navigation included the training sessions for §é0n%]jgators and the cost of care
navigator time spent undertaking clinical duties (i.e., working Wit p'&%‘ents, liaising with the GP and
other health professionals on their behalf, researching serv S, Wy @ notes, and so on). Care
navigators were asked to record, for each shift, the tin%@\eggén(}n these clinical tasks, trial
specific tasks (e.g., trial-related meetings) and othe ix{t@s ., PHN staff meetings). In the base
case analysis presented here we did not includ —@?Ei itlor other activities, but based our cost
estimates on the average proportion of time é’ (ﬁ?:@r&cal activities (61%). This led to an
estimated average health sector cost for ;@% ion of $1,144 per person triaged to the severe
symptom group and randomly aIIocagd oé@ i@(vention arm (n =420).

N
It is worth noting that in the tri%\%@égmodel of stepped mental health care, including the

delivery of care navigation, \qé;mé@ﬁ not running at full economic efficiency. This is because
the rollout of the actual %Qesf( fcare navigation was still being fine-tuned, there was trial-related
work required of car9\1%\vi rs,hd there were likely “learning” effects being incurred. If Link-me
was running at steady state the throughput of patients would be increased, learning effects finalised
and therefore the average cost per person (as well as average cost per contact) would likely be
reduced.

36 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 19. Intervention costing

Item Unit cost
Screening phase (all patients)

Survey/DST development

Survey/DST implementation and

maintenance

Tablet devices to undertake survey/DST $460.75

Receptionist time to approach patients in $23.39
waiting room®’

Subtotal without sunk costs

Subtotal with sunk costs

Average health sector cost/person invited to
trial without sunk costs

Average health sector cost/person invited to

Unit

Each

Hours

Quantity Total cost

$61,423
$153,000

$17,969<
39 179<6>Q/

trial (includes sunk costs) é& O<< &
RO as
Care navigation (severe symptom group only) O ,Q Q
Care navigator training - catering (one day $15.0Q)OQ{<,<<¢@<{\</ 11 $165
session) %Q 1% _ Person
Care navigator training - trainer cost (clinical &sﬁ, ?364@ Day 3 $3,833
psychologist)
Care navigator time (intervention efficiency  $49.34 Hours 9,653 $476,280

as experienced in trial)
Total care navigation cost as implemented in
trial

$480,278

Reference/Assumptions

Assumes outright purchase; no maintenance and
working condition at end of 1 year with 5%
discount rate on resale price

Assumes 1 minute of receptionist time per
encounter; includes 25% on-costs

Base case estimate applied to all participants in
intervention arm but not control arm

To be applied in a sensitivity analysis

10 care navigators underwent training plus the
trainer

Assumes 61% of care navigator time was spent
in clinical activities; includes 25% on-costs

37 Hourly wage estimated using ABS Employee Earnings and Hours, Australia, May 2018; ANZSCO code 5421 Receptionist
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Item Unit cost Unit Quantity  Total cost Reference/Assumptions

Average health sector cost/person with 420 $1,144 Base case using average within trial efficiency.
severe symptoms randomised to intervention Applied to participants in the severe symptom
arm group and intervention arm only
Care packages Specific to Will be applied to individual participants
individual
Note: DST = Decision support tool
&
S
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O
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6.4.2. Total health sector costs

Health sector costs include those costs spent on medical services, paid by patients 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 over the 6-month follow-up.

6.4.3. 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 6.

. &
6.5. Analysis O
N
The statistical analyses for the economic evaluation followe rinciples detailed in Chapter 4 for
h I I for th I foll d<</ m°8 les detailed h f

r%ﬁj( pproach, where all
| o%

the primary outcome analysis and employed an intention @
individuals randomised were included in the analysis Qe -ated trial arm status regardless of
whether they received all, part or none of the inte@ N\er\g@&on. Multiple imputation was used
to account for missing cost and outcome data.@&g a s®<€eported in this chapter were also
conducted according to the publicly avaiIab%Qlaé(i@ a@qalysis plan [45], with all analyses

completed using Stata 15.0 [47]. X \é
S

The K10 psychological distress sco %ﬁ\@f?@?&utcome measure in this trial, was used to assess
the benefit of the Link-me mod@s@@pé@hental health care. The difference in mean total health
sector and societal costs bet 5‘@1 \igi@'vention and comparison arms was compared to the mean
difference in K10 scores\bfgv &h tme%tervention and comparison arms. These are presented as
incremental cost-effa(t?b ragas. 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 [57]. The
utility values at baseline and 6 month follow-up were used to calculate total QALYs for each

participant using the area under the curve method [58].

An analysis technique that accounts for the skewed nature of cost and QALY data (generalised linear
models [GLM]) was used to estimate the differences between the intervention and comparison arms
at six months with adjustment for symptom severity 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 GLMs were used to estimate the
difference in total health sector and societal costs as well as QALYs between the intervention and
comparison arms at six months.

Incremental cost-effectiveness ratios (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.
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6.6. Findings

6.6.1. Health sector costs

Cost data was highly skewed with many participants reporting very low or no health sector costs.
Overall, the intervention arm was found to have higher mean health sector costs than the
comparison arm, with a mean difference or $24 (95% Cl $8 to $44) (Table 20). The mean difference
varied by a few dollars between the primary and sensitivity analyses but remained statistically
significant. The mean difference in health sector costs was larger for the severe symptom group
which had a mean difference of $333 (95% CI $125 to $623) for the primary analysis. The mean
difference across the sensitivity analyses varied from $227 (95% Cl $227 to $514) to $320 (95% Cl
$94 to $669) but remained statistically significant.

We observed no statistically significant difference between arms in the minimal/mild symptom

group with a mean difference of $25 (95% Cl -$7 to $77). The sensitivity analyses also produced non-

significant results, with mean differences of $20 (95% CI $-4 to $60) an'$17 (95% Cl $-2 to $50).
S

Q. N

There were no significant differences in mean societal cos@%t@r@e intervention and

comparison arms, overall or within symptom severity@&p%ﬂ%@l). This pattern of results was

observed in both the primary and sensitivity analyseg- &\O \2{0

DIR\PRY
6.6.3. Quality adjusted life years Q)Q/Q’OQQ&O

6.6.2. Societal costs

Unsurprisingly, given there were no obs Vgi @e%&es in quality of life (as reported in Chapter 4),
we did not detect any significant diff nce@% Ys between the intervention and comparison

arms across any levels of severity@@ O®Q9
P O
QO Q{o RS
& <<f< =\
R @
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Table 20. Health sector costs, including intervention costs, according to trial arm, in total sample and stratified by symptom severity group at 6 months (N =
1671)

All participants p value Minimal/mild symptom p value Severe symptom group p value
group
Comparison, n 837 416 421
Intervention, n 834 414 420
Mean cost (SD)*® Q/Q‘
Comparison $1,282 (4,631) $311 (1,090)-0 q $2,240 (6,268)
Intervention $2,237 (6,337) S436 (1,%6§\Q§b $4,012 (8,426)
Mean difference, Coef. (95% Cl) 2 A
Primary analysis® $24 (8.3 to 43.8) .001 $25 (@% 0V9.44:2\ .15 $333(125.3 to 623.1) <.0001
Sensitivity analysis* $20 (6.1 to 40.0) <0.01 Sé?)@@%@??ﬂ A1 $227 (45.1t0 514.4) .01
Sensitivity analysis* $24 (7.3 to 46.3) <0.01 é 7 934&119.6) .09 $320 (93.8 to 668.8) <.01

Note: SD = Standard deviation; Coef. = Estimated coefficient; Cl = Confidence interval. Q/Q/ Q‘ O

38 Estimated using multiple imputation.
39 Mean for intervention arm minus mean for control arm estimated using generalised linear models (gamma family, log link) adjusted for baseline K10 (all models) and
symptom severity group (model with all participants only). Estimated using multiple imputation.

40 Sensitivity analysis using complete cases only using generalised linear models (gamma family, log link) adjusted for baseline K10 (all models) and symptom severity group
(model with all participants only).

41 Same as 40 but adjusted for general practice.
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Table 21. Societal costs, including intervention and lost productivity costs, according to trial arm, in total sample and stratified by symptom severity group
at 6 months (N =1671)

All participants p value Minimal/mild symptom p value Severe symptom group p value
group
Comparison, n 837 416 421
Intervention, n 834 414 420
Mean cost (SD)*? Q/Q’
Comparison $8,563 (19,170) $3,574 (10$@ Q) $13,493 (23,566)
Intervention $9,756 (21,421) $3,143 (@ $16,274 (26,091)
Mean difference, Coef. (95% Cl)
Primary analysis® $52 (-157.0 to 322.3) .66 -541 ( ‘?o 463%) .85 $731(-142.1 to 1831.3) A1
Sensitivity analysis* $58 (-150.4 to 337.6) .62 %(b’i 9 5) .98 $512 (-145.4 to 1362.7) 14
Sensitivity analysis* $71 (-185.4 to 409.9) .62 é ({B‘l?( 0 595.4) 73 $570(-136.3 to 1485.1) A2
Note: SD = Standard deviation; Coef. = Estimated coefficient; Cl = Confidence interval.
‘b%\é(«@@
S0
A
O Q7 Q
O &
@Q@Q {&
RORER

42 Estimated using multiple imputation.
43 Mean for intervention arm minus mean for control arm estimated using generalised linear models (gamma family, log link) adjusted for baseline K10 (all models) and
symptom severity group (model with all participants only). Estimated using multiple imputation.

4 Sensitivity analysis using complete cases only using generalised linear models (gamma family, log link) adjusted for baseline K10 (all models) and symptom severity group
(model with all participants only).

45 Same as 44 but adjusted for general practice.
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6.6.4. Incremental cost-effectiveness ratios

The differences in costs, outcome measures and incremental cost-effectiveness ratios are reported
in Table 22. The incremental cost per point change in the K10 score across all participants from the
health sector perspective was $1,018 (95% Cl 259 to 10,471). From the societal perspective the cost
per point decrease in the K10 was estimated at $1,282 (95% Cl Dominant to 21,964).

In the minimal/mild symptom group the cost per point decrease in K10 score was dominated from
the health sector perspective since the costs were greater and the mean difference in K10 score was
higher (indicating worse symptoms) in the intervention arm compared to the comparison arm. From
the societal perspective, the costs were lower in the intervention arm, but the K10 scores indicated
worse symptoms.

For the severe symptom group the incremental cost per point decrease in K10 score was $896 (95%
Cl 234 to 3,978) from the health sector perspective and $1,359 (Dominant to 8,677) from the
societal perspective.

((/Q~

QO
The incremental cost per QALY ratios were not calculated since q§16ignificant differences in
EQ-5D utility values or QALYs detected between the intervergé/@m ;\n'd omparison arms.

NN
?\
S
S K
SO
L OS
RAPN
NOXA
S
L
NEORS
P
S
O &0
SR

83
FOI 2758 94 of 158 Document 5



Table 22. Incremental cost-effectiveness ratios (based on unadjusted cost differences)

ICER (95% Cl)

1,018 (259 to 10,471)

1,282 (Dominant to 21,964)

Dominated (Dominant to Dominated)
3,578 (Dominant to Dominated)

896 (234 to 3978)
1,359 (Dominant to 8,677)

Difference in mean costs Difference in mean effects
(95% ClI) (95% ClI)

All participants

Health sector cost/change in K10 score 957 (448 to 1466) -0.94 (-1.73 to -0.14)

Societal cost/change in K10 score 1205 (-665 to 3075) -0.94 (-1.73 to -0.14)
Minimal/mild symptom group &

Health sector cost/change in K10 score 136 (-37 to 310) 0.09 (-0.8 @Q @%)

Societal cost/change in K10 score -322 (-1752 to 1108) 0.09 (-(@ Q\@)%Z)
Severe symptom group %Q/ (’)\

Health sector cost/change in K10 score 1748 (751 to 2745) —1@3}%&1@%69)

Societal cost/change in K10 score 2650 (-688 to 5987) 9@ @to -0.69)

Note: Cl = Confidence interval; ICER = Incremental cost-effectiveness ratio, based on bootstre@/@gma@;&a%\nated = Greater costs and less benefit than the comparator; Dominant = Less
costs and greater benefits than the comparator. @ O
LT &
%0 S
SIOX
\2\?‘ <<\ &Q
SO &
N
RSO
K
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6.7. 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. Our analysis sought to answer two of the primary evaluation questions, namely
guestions 3 (the costs of delivering care navigation to people with severe and complex mental
illness) and 4 (the costs and outcomes of streaming people with lower levels of clinical need into low
intensity services). Overall the results suggest that the average cost to the health sector of screening
patients in GP waiting rooms was $7.34 per patient. Health sector costs were $24 per person higher
in the intervention arm than the comparison arm, with a 1-point improvement on the K10 coming at
a cost of $1,018 in addition to costs associated with usual care. The cost per point decrease in the
K10 was slightly higher from a societal perspective, at $1,282 overall.

The health sector cost of delivering care navigation to people with sevepe and complex mental illness
was estimated at $1,144 per patient, with an incremental cost pe <gft improvement on the K10 of
$896 from a health sector perspective and $1,359 when product@@

considered. It is important to note that the analyses report ove used self-report data that
includes both health care system costs (i.e., those paid by the emj§\1ent ) as well as out of pocket

“L’ted costs were also

costs paid by patients. The final analysis, to be condu@d i @}WI also be informed by Medicare
claims data and will separate these costs out. % @?‘

Overall, early indications suggest that triagi &a ﬂb%@s in the minimal/mild symptom group to
low intensity services was not associated @/@%’sts that could be considered an offset to the
increased costs of care in the severe p p. However, given that improvements in
outcomes were observed this do (ﬁo at Link-me is not a cost effective or an efficient
intervention model but rather, t{@ ents were observed within the context of higher costs.
The longer-term evaluatlo@ %/

are continued as well a cost differences. This longer-term data will also be used to
estimate potential QAL g’&\ﬁ; Even though differences in the EQ-5D-5L were not observed in this
trial it may be the case that this very brief generic quality of life measure could not detect

ant to determine whether the improvements in outcomes

improvements in specific quality of life domains that may have been evident in the trial participants
as the questionnaire simply did not measure these domains (e.g., self esteem). A published
transformation algorithm from the K10 to other utility values will be used to estimate potential QALY
improvements [59].

Finally, the cost estimates provided in this initial report were conservative and represent the largest
expenditure expected. It is likely that the Link-me intervention, once implemented more broadly
would be associated with increased efficiency and throughput. This may lead to lower per person
costs with similar outcomes.
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7. Interpretation and preliminary
recommendations

7.1. Chapter overview

The Link-me trial described in the previous chapters provides an important step forward in our
understanding of the outcomes, experiences, and costs associated with introducing a system of
stepped mental health care into primary care. In this chapter, we provide a summary of the trial
itself and of the findings as they relate to the first four primary evaluation questions. We then
address the fifth evaluation question: the extent to which it is feasible to implement nationally a
model of care that guides GPs in identifying high and low need patients presenting for mental health
assistance and links them in with the services they need to improve their mental health. In doing so,
we consider each of the core elements of Link-me required for a nat'& rollout (hamely, engaged
general practices, a skilled care navigator workforce, a secure we\@ m, and care packages). We

present some of the issues identified and how they were add @sed'\aon”thm the trial context and

A

C)\z\

?‘ v A
<</<</ EQS\/

discuss options to refine the approach in the future.

7.2. Trial overview é

Between August 2017 and September 2018, @@ &o@Qnal coordinators successfully recruited
23 general practices, and over 15,000 adu ese practices completed the eligibility
screening survey, whilst waiting to ws;{t ej Béiﬁ etermine eligibility for the Link-me trial. Of
these, approximately half reporte rrent mental health need (i.e., symptoms of
depression or anxiety or medic @@fc@%ental health) and were invited to participate in the
randomised trial testing the of Link-me model of care. After completing the consent
procedures, around 2 10@3a '}Ieted the Link-me DST in their GP waiting room. This
achievement in conju&lw&%‘ch &od follow-up rates saw us comfortably meet our target of being
able to track the six-month outcomes of 352 participants identified 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.

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. A randomised trial design requires additional and
important work for all involved, including RTCs, CNs, GPs, and patients, in order to collect the
information required to provide high level evidence and adhere to the national guidelines on
conducting ethical research. Trial-specific work (such as the need for patients to provide informed
consent and agree to be randomised) not relevant to the outcomes, experiences, and costs
associated with the Link-me model of care are not discussed below.
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7.3. Summary of findings by primary evaluation
question

7.3.1. How was care navigation implemented and what were the barriers and
enablers?

7.3.1.1. What we set out to do

We sought to address this question by implementing care navigation in 23 general practices and
collecting information through interviews, meeting notes, and workshop findings about the
experience of care navigation across different sites. We defined the Link-me model of care
navigation as one in which a health professional worked collaboratively with patients and GPs to
develop and implement a structured care plan designed to meet patient-identified priorities. Our
intention was that care navigators would not require specialist mental health training. We also
expected the CN to become an integral part of the general practice whg would feel comfortable in
the practice and would see patients within the practice location. To port a generalist model of
health care, we designed a position description which outlined t@kiklékt that a CN needed, a brief
training package and a digitally-supported care planning too (o) D%e their work as they went
about working with the results of the Link-me DST and thq;&ti i Q}tified priorities. We were

explicit in the CN training that their role was to navig rk closely with the GP in the
practice, and not to serve as therapist or clinician. toour roach was the notion that
supporting patients to address long term phys@o@z@?oblems could have a major impact on
mental health outcomes. 7,0

S L

RS
7.3.1.2. What we found A C§< Q’§

Our findings support the feasibili@f @Q@&are navigation in the general practice setting.
Generally speaking, the Link—n@\B :@eptable to GPs and their patients (with mixed views on
exactly when and where ti@@) oxqa‘ e completed for example, in a private room, or during a
consultation, or ad hoc\Jthelwai room). Our interview data found that people who participated
in care navigation fomd the experience beneficial, and the Link-me DST served as a prompt to
reflect on priorities ahead of meeting with care navigators. Some people did report the experience
as being life changing, building confidence and developing skills that they continued to use once care
navigation had been completed. 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 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 (see Chapter 5).
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7.3.2. What are the costs of delivering care navigation for people with severe
and complex mental illness who are being managed by GPs compared
with usual care?

7.3.2.1. What we set out to do

In understanding the costs associated with delivering care navigation, we first aimed to examine the
components of care packages approved and used by participants, as well as health and other
resource use more broadly. We then aimed to estimate 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. In
this report we used a within-trial method to conduct preliminary analysis relevant to this evaluation
guestion; the overall framework for the economic evaluation includes modelling to evaluate
population-level costs and effects. We will conduct this modelling when the full trial dataset is
available in 2020 and present the findings in the Link-me report. Q/Q‘

7.3.2.2. What we found \)éq‘bq’

Data provided by PHNs indicated that 27 percent of part|C| g d to care navigation were

approved for care package funding, and that the averag/ @fk cost for these participants

was $669 (substantially less than the proposed bud er person). Care packages were

used to fund a range of services across mental a II| &‘hth medical specialists, alternative and

complementary therapies, and other support<§rv§' A@@ould be expected given the role of care

navigators in linking patients into serwces?@o@ $ d to care navigation also reported greater
er

use of health services more broadly thQn t parts in the comparison arm; they were more

likely to report vising a GP, nurse a@qe R’nurse psychologist, or other health professional in
the six months since enrolling n(i, the health sector perspective, the total cost of
delivering care navigation f severe symptom group was estimated at an additional

$333 per patient (a statlsjjc Ilyign f'\dnt increase over usual care). From a societal perspective (i.e.,
including costs relat uc'&ty) there was no significant difference in cost associated with
care navigation. Incremental cost effectiveness ratios showed that the cost of a 1-point decrease in
K10 score was $896 from the health sector perspective and $1,359 from the societal perspective.
Given the time-limited nature of the trial, reported costs may be considered the upper estimate of
the true costs associated with delivering care navigation, and would likely reduce over time once the
intervention became established.

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

7.3.3.1. What we set out to do

We set out to introduce a systematic approach to identifying patients who might benefit from care
navigation. This began by asking patients to complete the Link-me DST on a tablet-device. The Link-
me DST is underpinned by a population health approach to primary care which identifies patients
likely to have mild, moderate, or severe symptoms of depression or anxiety in three months’ time.
We surveyed all patients in each of these symptom severity groups six months later to determine
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their health outcomes. We used this survey data to assess whether care navigation (including
symptom feedback, priority setting, and up to eight structured care navigation contacts) improved
K10 psychological distress at 6 months, relative to usual GP care. We also looked at the effectiveness
of care navigation on secondary outcomes including depression, anxiety, days out of role, and
quality of life. We aimed to understand the experience of care by interviewing a sub-set of people
from each PHN who had participated in at least one structured care navigation contact.

7.3.3.2. What we found

The analyses presented in Chapter 4 indicate that care navigation reduces psychological distress.
Overall, we found a 2-point mean difference in K10 scores between participants allocated to receive
care navigation and usual GP care. The more elements of care navigation received, the greater the
effect on psychological distress; for example, people who developed an action plan relevant to their
needs, were provided with specific service recommendations by their care navigator, and were
approved for and accessed care package-funded service showed a 9-point improvement in K10

scores relative to their counterparts receiving usual GP care. We fou significant effect on
secondary outcomes. Although there is no assumption that all pati sall/located to the severe
symptom group require the full course of 8 structured contact b> g@%package funding, further
efforts to optimise this intervention, including improving u@@ ngagement, appear warranted
given its effect on clinical outcomes and positive feedba\c%&?@a\rﬁc pants, GPs, and care

navigators. <& O {OV”
SEON

7.3.4. What are the costs, patient r 9\é§<and outcomes of streaming
people with lower levels of Q[-nn nq;\i into low intensity services?
N

7.3.4.1. What we set out to d%&\z\é( Q§

Using the Link-me DST complete G&@Eon a tablet-device, we aimed to identify people
likely to experience minimal/nfi tQ/rQ of depression or anxiety and randomly allocated them
to receive: a) symptom fe rigrity setting, and a selection of low intensity service options
relevant to their priorities; ) ugy | GP care. Costs, outcomes, and experiences were assessed as
described above for %e sé%ere symptom group (see 7.3.2.1 and 7.3.3.1).

7.3.4.2, What we found

Providing relevant low intensity service options to people classified into the minimal/mild symptom
group had no effect on costs or clinical outcomes at 6 months, although people in this group were
less likely to report taking time off paid work in the six months since enrolling in the trial. They also
had positive feedback about completing the Link-me DST in their GP waiting room, but some either
did not remember or had not accessed the support services they were recommended. Among those
that remembered but had not accessed the services, there was a sense that they were not required
but could be referred back to at a later date if needed. 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, and we will address these
further in future reports. Further work to monitor the effect of updating treatment options for this
group as newly commissioned services are established may provide insight into which services are
more acceptable or relevant to patient needs.
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7.4. Considering the feasibility of a national
implementation

The findings above indicate that the Link-me approach to mental healthcare can improve clinical
outcomes at relatively low cost, and that its delivery in the general practice setting is well received
by both GPs and patients. As such, further exploration of Link-me as a model of care that can be
implemented nationally appears warranted and we therefore turn our attention to evaluation
guestion 5. Our experience in the trial suggests that a successful national implementation of the
Link-me model of care includes the rollout of four key components. Specifically, Link-me requires
engaged general practices, an appropriately skilled care navigator workforce, a secure web platform,
and the approval and delivery of care packages (Figure 12); issues to consider in relation to each of
these core elements are outlined in turn below. Crucially, each of these elements must integrate
seamlessly with the existing healthcare system, taking into account the availability and accessibility
of services across all levels of care, existing referral pathways, and payment mechanisms (e.g.,
Medicare item numbers) to service providers for Link-me related caé(zm this light, it is important to
remember that while Link-me starts with a practice willing to be@% Qel'and use a decision support

tool, it does not end there. It is widely accepted that screem é\ls insufficient and this approach
is not recommended [60,61]; critical is the next step, in éipjeéfe supported to access
appropriate care. The Link-me trial findings indicate t o is*based triage to appropriate
stepped care offerings results in good outcomes o eQE er outcomes when people access
the recommended treatment. Further our fmd ght the importance of the reflection
and engagement elements of the Link-me I%ﬁbay( nawgatlon participants we interviewed
referred to the benefits of some prlorltl pre-established before their first contact with

the care navigator. However, there | or further work to address treatment uptake and
engagement in relation to both IQ&\ §h<g1ten5|

Q
/\Y\\/&\{(’ ©

ty services.
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Engaged general

practices

* Systematic, whole of
practice approach

+ Trained reception staff

* Incentives

s Support materials

* [T interoperable with Link-

Monitoring and continuous quality improvement

Skilled care navigator
workforce

¢ Brief training from
accredited trainers using
flexible delivery modes

* Easy access to up to date
resources

* Recruitment aligns with

Secure web platform

* Maintained and updated

* Prognostic triage tool
(DST) maintained and
updated as required

® Care planning tool
¢ Interoperability

Figure 12. Core components of Link-me required for national implementation
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Care packages

* Business systems

* Operational excellence
* Governance & policy

me web platform required skill set

ways — Payment mechanisms

Monitoring and continuous quality improvement
1 ¥
N U

é‘,\&
Q.

We found that ensuring practice @hink-me was most successful where CNs developed

effective working relationship wit cticg staff (including GPs, practice manager, receptionists

and others), and felt well s&ﬁo@l’ ygfeir PHN. To facilitate this approach in future, PHNs may

consider the crucial roleef p@ ry-care liaison teams in working with practices to support an

intensive induction pér

&
7.4.1. Engaged general practir@%‘?s(

r care navigators, in which the care navigator has time to get to know all
practice staff and the primary care and mental health teams within the PHN. In addition, the role of
care navigators as a conduit between GPs and the PHN would provide a valuable incentive for
practices; helping them 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 patient
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 patients 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
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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, and some practices may also
require IT upgrades to support compatibility with the secure Link-me web platform.

Clearly, there is work to be done in building general practice capacity to work within the Link-me
model of stepped care, using the Link-me DST to triage patients to structured care navigation or low
intensity services. It is therefore worth considering alternative models; for example, releasing the
Link-me DST as a publicly available mobile phone app, for members of the community to use when
and where they like, or establishing a care navigator workforce for general practices to use as they
see fit. On the face of it, these options may seem reasonable. However, they raise a host of other
potential issues and medicolegal implications. Widespread access to the Link-me DST runs 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 sgvere symptom group for
further support to connect and engage with their care navigator. Cansider also that unrestricted
access to care navigators would not address the need for more i%gbqéllocation to effective care
in general practice. (OQ ,&'\
SN

7.4.2. Skilled care navigator workforce \i(/ Y

S (OV‘

Key enablers to the development of a national ca@nqg &t \%‘orkforce include recruitment of
individuals with a skill set aligned to the role, S up&d-date resources and training, and
provision of ongoing supervision and suppc@§.§g a@avigator role was designed to be
implemented at scale and the position d@&?r{?t n@%s developed with this in mind. Importantly, the
care navigator was expected to act S ort?@éther than a therapist) to the patient and a clinical
companion to the GP. This roles&l@ n with excellent self-awareness, open-mindedness
and communication skills. W, %v%%czg@ed the position description used in the trial for a national
s

rollout to make these reI%t@nanEfC&w more explicit (see Appendix 9).

N2 &
Once care navigatorsﬁv\zlglf%\{;\uitable skill set are employed, there is a need to ensure they receive
training in the motivational interviewing-inspired approach from accredited Link-me trainers. To
enhance feasibility of delivering this training where and when required, we suggest developing an
online care navigator ‘one-stop-shop’. This would allow care navigators to complete initial and
refresher training modules as needed, receive alerts about updated locally and nationally relevant
resources, and potentially have access to expert support through webinars or message boards. Such
a resource would also have the potential to encourage a sense of community and professional
belonging amongst care navigators, through for example a chat function allowing them to interact
with their colleagues and draw on each other’s experiences and advice.

7.4.3. Secure web platform

Through the trial we found that the Link-me DST patient interface is generally fit-for-purpose and
would likely require only cosmetic changes prior to a national rollout, to further enhance
engagement with the tool and the treatment recommendations it provides. 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.
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On the other hand, further investment in improving the functionality and look and feel of the care
navigator portal is recommended as this is in an earlier stage of development and could benefit from
investment in user-centred design. This initial cost would likely be offset by saved CN time and
improved impact of the model of care.

The implementation and sustainability of Link-me nationally 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 PMHC MDS, and potentially
other practice-based screening tools would substantially reduce the administrative burden on care
navigators, ensure GPs were kept informed of their patient’s Link-me progress, and reinforce the
role of the care navigator as a clinical companion to the GP.

The web platform would also need to be optimised for increased patient and care navigator
numbers 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). is respect it may be worth
considering the aspects of the web platform that require consist Qgﬂ,oss sites and those that are
flexible and could be de-centralised. The latter could be man%g bv\%h appropriate member of staff
at each PHN, and include activities such as the creation gzgmarﬁg rQ&nt of user profiles and
monitoring and updating of low intensity service option\/. e@l Qg clear roles and responsibilities
for the maintenance of an up-to-date menu of servi€és’t eg<§(e with minimal/mild symptoms to

select from will be key in optimising uptake an?(/ ag@&s with these services in future.

RN
7.4.4. Care packages @V & @Q/
Delivery of care packages to date su ts that @ navigators are judicious in their use of this
funding and proactive in identifyi n i atients in with appropriate care package-funded
services. The guidance docum@pp@d @y the Department of Health appears to have achieved
sufficient clarity on servic a Jq‘%hd out of scope while allowing for flexibility, and requires

minimal revisions to b rgPe ot national rollout. Topics to consider for future iterations of this
document include ex’ﬁand’ﬁq the list of explicitly in or out of scope services, providing alternative
suggestions as to how to address patient needs where care package funds are out of scope *, and
providing resources to support clear communication around the approval of services to both
patients and providers. Some of the more frequent grey areas raised in the trial that could be
considered for discussion in the guidance document include legal fees (including legal aid gap fees),
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

46 \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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implement a preferred provider type model nationally, whereby service organisations or individuals
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 patients to access non-preferred providers where appropriate (e.g., due to
patient preference for a particular provider or novel uses of care package funding not 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.

7.5. Preliminary recommendations

In an Australian-first individually randomised controlled trial, we founé.hat the Link-me approach is
well received and leads to improved mental health outcomes at lo ditional cost. The trial

therefore provides gold-standard evidence to support the Link- n\é ach to system design.

Based on this evidence we put forward four key recomme %@z a@the future, as follows:

1. That the Link-me approach to stepped men%}e’ I@% &be implemented via PHNs in a
staged roll-out. PHNs could be resourced{lx &fy@&\qeral practices that would benefit
most from implementing the Link-me

2. That the Link-me approach should lbe for any new greenfield developments in
adult mental health care, and& bg\nv@gated as an option for adult mental health
centres. <

3. That following the succe Q{ $ <%ne approach with English-speaking primary care
consumers, further |&§9§t@ ismade in refining it for communities where languages other
than English are

4. That followingthe sE&esQE} the Link-me approach in mainstream general practice,
consideration be given to how it could be refined for use within Aboriginal Community

Controlled Health Services.

To support the adoption of these recommendations, we provide an implementation checklist at
Appendix 10. The checklist outlines the essential activities to be undertaken within each of the four
core elements outlined in section 7.4 above. By using it to develop and track their implementation
strategy, organisations can support continued evaluation and improvement of the Link-me
approach.

7.6. Summary

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’. We were able to demonstrate that the introduction of a whole of practice approach
and care navigation resulted in better mental health for participants than usual general practice
care. The gold-standard evidence generated by the trial provides support for a staged rollout of the
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Link-me approach to care through PHNs and new adult mental health care settings, and itself
contributes to the feasibility of such a rollout. By providing reassurance that the Link-me model is
effective and acceptable, the findings presented in this report can enhance buy-in from people on
the ground. Importantly, the trial also afforded an opportunity to learn what worked well and what
could be improved to enhance the feasibility of scaling up Link-me into routine care across Australia.
We identified four core components of Link-me that are required for delivery at scale, and used trial
findings within each of these to develop an implementation checklist. Data collection is ongoing and
a final report will be submitted in July 2020.
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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, patients, 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. H o Victorian GPs manage
patients with depression? Australian Fami/y@ @@n 2005; 34: 603.
https://www.ncbi.nlm.nih. gov/pubmed/1§5991

2
diamond pilot study V‘ O &\2\
Objective: To explore the patie and systems factors affecting
the diagnosis, management % szf depression in the primary care
setting.

Participants: 646 GPQ@(;?er@angZ GPs from 2 regional general practices.

E O §Q~
Study overvie tpfYbi 2pAm20d

dlamon

Objé‘%@ E@%& %nt of a depression research network.
lsé‘ftICﬁ)GntS A multidisciplinary team consisting of 92 members.

Study overview: http://bit.ly/2gHalkS

diamond cohort study
Objective: Explore the 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
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2006

2006

2006
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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

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 Q
Objective: Examine changes in patient ma@ @;Pand referral for care
following the introduction of the Better, 8mes in Mental Health Care
Initiative (BOiIMHC) ((/?*%
(</ OQ{X

Participants: 133 Victorian GPs, &\

Key reference: Q’ OQ‘® O

McGarry H, et al. Ma §§é @on in a changing primary mental
healthcare system rise*of two snapshots of Australian GPs'
treatment an rr éa ns Mental Health in Family Medicine 2009; 6:
75-83. httpsm{S’ w Im.nih.gov/pmc/articles/PMC2777605/

RE- onq@ e@(o
Ob e\examlne the way in which people experiencing depression
aﬁg\ar\é%‘for the community.

Participants: 576 patients with depressive symptoms.

Key references:
Dowrick C, et al. Resilience and depression: perspectives from primary care.
Health 2008; 12: 439-452. https://www.ncbi.nlm.nih.gov/pubmed/18818274

Boardman F, et al. Resilience as a response to the stigma of depression: A
mixed methods analysis. Journal of Affective Disorders 2001; 135: 267-276.
http://bit.ly/2p87XUt

Kokanovic R, et al. Maps, models, and narratives: The ways people talk about
depression. 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
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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/

2006 RE-ORDER phase 3
Objective: To develop practice level improvements informed by the
theoretical framework of complexity theory.

Participants: 4 privately owned GP clinics, 1 corporate GP clinic, 1
community health centre.
%Q‘

Key references: Gunn J et al. Embedding effec%@degressmn care: using
theory for primary care organisational and@ e,\ change Implementation
Science 2010; 5: 62-76. (.o

https://www.ncbi.nlm.nih. gov/pmc/,\g/l{trcleg@M@?ZS%l/

v\’
Gunn J, et al. Re-organising th e ssron and related disorders in
the Australian Primary Hea v‘égdg A report submitted to the

Australian Primary Healt)ég Institute. Canberra, APHCRI, 2008.

http://files.aphcri. anw&u I’Q rch/full report 13593.pdf

2010 i-CCaAN Q‘

Objective: T$ épllot a social prescription tailored treatment plan
for patlen(’) ée% sion and anxiety and comorbid chronic physical

|IInessQ <<Q~ &

SRR
Parti ts: 2Victorian GP clinics & 19 patients with depression and
anxiety.

Study overview: http://bit.ly/290UGlh

2013 Emotional goal modelling for the development of a clinical prediction tool
Objective: To obtain the views of stakeholders about the development of a
clinical prediction tool to identify people at risk of persistent depression.

Participants: 4 GPs, 1 psychologist, 3 researchers.

Reference: Alatawi E, Mendoza A, Miller T. Psychologically-driven
requirements engineering: A case study in depression care. 25" Australasian
Software Engineering Conference (ASWEC), pp 41-50.

https://bit.ly/2K2sRRg

2014 Development of the diamond clinical prediction tool

Objective: Develop a prognostic tool to predict future depression severity
among primary care patients with current depressive symptoms at three
months.
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Participants: 593 diamond 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 uHeaIth’g’lS 6: e95.
https://mhealth.jmir.org/2018/4/e95/

Oeo)qg»

2014-2018 Target-D randomised controlled trial

Objective: Target-D aimed to test WIQ?/Fher vg'ﬁg\%\e diamond clinical
prediction tool to tailor treatmen ions to an individual’s
predicted depression sympto \y |&?§Tlmcally effective and
economically efficient way&% pre55|on symptoms, relative to
usual care.

Participants: 18,0 5‘&] Qr\a patlents screened and almost 1,868
randomised, fo@v é and 12 months.

Tr/a/protc()) @((aﬁ Target-D: A stratified individually randomized
contr dlamond clinical prediction tool to triage and target
re ?&presswe symptoms in general practice: Study protocol for a
AE%® ed controlled trial. Trials 2017; 18: 342.
https://doi.org/10.1186/s13063-017-2089-y

2015 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 studies with patients, GPs
and carers.

Key references: Johnson C, Gunn J, Kokanovic R. Depression recovery from
the primary care patient's perspective: 'Hear it in my voice and see it in my
eyes'. Mental Health in Family Medicine 2009; 6: 49-55.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2777597/

Johnson C. An exploration of monitoring people with depression in the
general practice setting (PhD Thesis).
https://minerva-access.unimelb.edu.au/handle/11343/55698
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2015 - Development of a motivational interviewing-inspired approach to working
with patients with multimorbidity

Objectives: Investigate the potential for motivational interviewing skills to be
applied when working with general practice patients who have
multimorbidity, and develop resources to support the implementation of
these skills.

Participants: 6 registered 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. Development of a care naviga%sﬁi'ntervention for people
living with mental-physical multimorbidity. M ipt in development.
N

2016 Patient perspectives of nurse-delivere%@ O'Fative care for depression
Objective: To investigate how collab iv re&fg? the management of

depression is understood by pri :t@) kﬁ@ﬂts at high risk of chronic
I

depressive symptoms.
Q/é @?‘ O<<
Participants: 12 GP patie Q@h%&fere depressive symptoms; reported in

& & :
gggn in general practice
r \A@tients and GPs understand antidepressant
e
and ceQQi&QF R
&

unpublished student &i
NS
NN
P@%\l iénts: g)GPs and 9 people with a history of long-term use of

TS W
A
2016 - Antidepressan n
Objectives:
medicatio ?</ @/ t of depression, and how to support appropriate use
<
antidepressants to date; study is ongoing.

2016 - 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’ preferences related to
treatment for subthreshold depressive symptoms, particularly focusing on
non-pharmacological and self-help strategies.

Participants: 14 GP patients with subthreshold depressive symptoms;
manuscript under review.
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Appendix 2. Example Link-me DST
screenshots

Question pages
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Symptom feedback
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Treatment recommendations
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Appendix 3. 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:

e the types of services that can be funded as additional elements of complex care
packages; <
e the suggested process for managing the regional appro@r{-ﬁngements for purchase
of additional services for patients; and N ©
e the special data collection requirements for pati @0 receive additional services.
Q,V“%?* D
Background ({/e @?‘ 2

1. Patients identified as having a sevqg/ar&‘o %x mental illness, who agree to
participate and are allocated to@'\@gﬁr ion group will be provided with an
individual care package, desij; @Gn nned in collaboration with the Care

Navigator. This is a key of\ﬁﬂe@é Navigator.
QR
2. Individual care pacl@ﬁé?ég Q&de two broad groups of services:

. Service@@ae’(l@o eé:z\part of the usual health system that the individual may
not\?‘\s u ttggccessing. These can include, for example, existing services
co’%mi’s‘s\ioned by the PHN, referral to a private psychiatrist or psychologist
through the MBS 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 only the 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;
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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. Prior to deciding that the patient 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 through the MBS

— Assignment of a mental health nurse to assist the GP_in clinical management
(including outreach and home-based work) &

— Referral to a service provider commissioned t@a}ﬁhe local PHN.

6. In cases where the patient is assessed as requmr%@%)&onal services, these services

need to meet two essential criteria: Q/?‘ v A
VA Y
a. Additional services purchased by@?e’%@s ﬁﬂxa be confined to those
identified as critical to impro t@%eécm's mental health. Services may
include those targeted at ?(@25 h needs where these are regarded as
contributing to, or ari iQ(g;"?r{@h, @@patient’s mental ill health. The need for
such services shou &é&u fented in the patient’s individual care plan as
endorsed by th 6@ Qv
b. Any additioe) s@%{@ chased need to supported by evidence that such
services %é’eg@ contributing to positive mental health outcomes.

7. The specialf@%Q&ov@I to PHNs to support the Link-me trial are for purchase of
services o/rﬁy a'n% not goods.

8. 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.

9. Eligible services are those delivered in community settings and do not include public or
private inpatient care (same day and overnight).

10. 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

1 Department of Health 2016. Primary mental health care services for people with severe mental
iliness. See http://www.health.gov.au/internet/main/publishing.nsf/Content/PHN-Mental Tools
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gains in the 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.

11. 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.

12. 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 payment of gap fees for
the individual to be treated by a psychologist, where these documented as critical
components of the individual mental health plan. SQ q

_ S o

How the arrangements can be |mplemented(</0 &'\

13. Assessment of the patient’s need for additio %rvtpg'é &%\uld be made by Care
Navigators as part of the overall develop é@t’ i E%I care plans.
prathdy;

14. Where additional funding is required Wét the individual care plan, this should
be sourced from the Link-me Trial %N E&g . Arrangements for approval of

P ossibly through the PHN Regional Trial

A

individual cases should be ma\%\?&/{ﬁg

Coordinators. ég O<< &
15. For clients requiring adggfo %@Zs to be funded from the PHN special budget, a
cap of $2000 per clignt | @Qended.

O Q
Data collection r@%@ﬁ%ﬁts

. Informatié%on’@g\vices 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.

e 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).

114

FOI 2758 125 of 158 Document 5



Care Navigators and Trial

Coordinators.

The five categories are summarised below, along with any data collection implications for

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). wilhneed to be implemented
managed by PHNs <§€thin each PHN region.

Data will be recorded and stored i%%o:%gi}ans include using
the Link-me data capture syster@ lidvoices submitted by
%) C)« ditional service providers
Q/vév \fhs triggers for data recording
<</\/ O Q/?\ either by the Care Navigator
A X Ve 8
Q/é QV (< or Regional Trial Coordinator.
O AQ" A O

C. Services provided by PHN- (Services prqy}(cf QW PI&»\ Nil.
commissioned commisgion oM <§/swill be
organisations that are in- colgﬂed |®%ﬁ PMHC Minimum Data B‘_Jt the national evaluato.rs
scope for PMHC MDS ‘g(/a@%?kponsibility of those |Will need to' ensure capacity
reporting Q\\.t\)r@e s@ HC MDS data will be fo.r g.eneratl.ng SLK-581 Ife.ys

@) 4&\/-&,@ the evaluators and within the Link-me specific
\@Q@Q ]inkage will be via the SLK-581 data collection.
/Qz\ ,Qz‘ g?atistical linkage key.

D. Medicare-subsidised From 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 participants 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 participants 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.

FOI 2758

126 of 158

115

Document 5



e Animportant implication of the above is that Care Navigators do not need to record any

specific information on the PMHC Minimum Data Set. All data reported by Navigators will be

reported and stored on the specific Link-me data collection established for the trial.

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.

As noted, this is necessary both to describe the types of services provided to the patient as

well as assign a cost to the overall package.

17.

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 N@‘I‘Western Melbourne
O
PHN109 QYN&CQJ/Coast
Q . IN
PHN301 é(/ C’}B{?\bane North
& K
Patient ID Each patient in the study will

The unique identifier assigned@d\ﬁ\gﬁ\t% t

at registration

have a trial-specific unique ID.

Date of service

)

DDMMYYYY Q;"/Q &
QI

S

SEL

For Date fields, data must be
recorded 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
necessary to pad out a value.
For instance, 13th March 2008
would appear as 13032008

Service type®

1. Support service - Vocational

Services to assist the person in
igaining 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.

% The proposed code list aims to classify additional services to meaningful groups.
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4. Support service — Other Services to provide other
personal support

5. Family therapy/counselling Services to assist the patient
and their family.

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

J lishing a physical exercise

Sbrqgam.

QN

9. Drugand alcohol counseIIingDQ/vC’)\Se vices to assist the person
V' v nage a substance abuse

N%
Qi(, i@?‘problem.

10. Other allied h&/g&}l@ Services delivered by another
QS

allied health practitioner not

v é<®<(/% described elsewhere in this list.

11. l@g@bﬁéﬁ:—%ychlatrlst
@@I\@’g@%yment — Psychologist

OV ﬁ\ MB§gap payment — Other allied
MK %
A ,(\2\ ealth

i 14. Other additional service

Cost to PHN Enter in whole dollars IThis is the amount paid by the
PHN for the service

24. The Department recommends that reporting of the additional service use data be managed
by Regional Trial Coordinators. Triggers to prompt data entry would be the receipt of
invoices from the providers of services, events that may not necessarily be visible to Care
Navigators. However, each PHN should establish a reporting process that best suits their
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 patients 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@d, it will be useful for
Navigators to be broadly familiar with the reporting requirements. '@u{?will help in communicating
with any PHN-commissioned providers engaged by the Navigator9as of individual care plans.
Q. N
A
POSNS
e
QO X
s& %
(OQ/ QVOQ
ST

4N
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Appendix 4. Interview questions and
sampling

Care navigator and regional trial coordinator
Interviews

RTCs and CNs 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 questions 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 the PHNs and the general practice sé/@qgs They shared their
mg and participating in
different workshops organised by the University, and ongoing nt with the broader PHN
§ %\EII‘ roles and were asked to

experiences with recruitment of practices and patients, undertakl

and practices about Link-me. Interviewees reflected on ele

identify the perceived challenges and opportunities andQl/ y ng In some cases, this
provided insight into challenges of implementing th%‘ e &)‘r role within the general practice
context or, reaching patients. Information was s a@e

@?" kinds of care packages that were
developed and how care navigators identifie r'patients involved in the trial. Interviewees
were asked to think about the role of care ﬁ'@\n r@ng forward within the future of mental

health care and to share what their fe{tﬁ‘ew@}&a&eaming from being involved in Link-me was.

Care navigator mterwew
1

Could you start by d 55&/ ecrwtment process you were involved in within general
practices and wf@ |di

2. Could you teJQ%\e & now about a typical day for you when you are meeting patients and
delivering care?
Prompt: what other activities are you involved in within the PHN?

3. How did you coordinate care for patients 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@e&é}mes of working with care

navigators in the general practice setting? QN
2. How has the Decision Support Tool (DST) aligned \v?%ﬁ )é;l’r&ﬁ?ﬁcal judgement? You might
like to think about whether there were any Sl@gé &/@a about the different groups
AT
3. What are the key barriers to putting th{'één ?’@%ractice on a routine basis?
4. Can you describe how having Link-@@n&@ préétice in an ongoing way could be achieved?
5. Is there anything missing from I.Q»F—”I?(eﬁ{ u would add into it if you had a chance to do
so? %é&@O ?9*
NAOES

lesite”

Participant inte(gﬁl\?

Interviews were condL\g\@d v@ﬁ %f){icipants triaged to care navigation and low intensity services
across the three PHNS. Sarpling occurred in December 2018 and February 2019 and identified
participants in each group who had completed their 6-month survey but not yet reached the 12

people were allocated to. <&

month timepoint. This window was selected so as to avoid contaminating the primary outcome
assessment at 6 months, 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 symptom 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 symptom group: Triaged to care navigation

1.

FOI 2758

Can you describe what happened for you after you completegl(/ﬂ're iPad and become involved
in the Link-me study? Q

Take me through what an appointment with the care @@Nas like?

What was your experience of completing the plan w@wt care navigators? Were there any
surprises or new things that you learned? ?‘ \'e ’\

Could you describe any challenges of access@ %@upports that you decided on
together with your care navigator? Pron@é @ the time it took to get back to the
care navigator or organise referrals a Q~ tments?

What do you suggest could be do éidl en ext time?

Are there any other comment&?gh \@h to make about Link-me?
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Appendix 5. GP approach to mental

health care

Table A5-1. Scheduled GP follow-up and after hours care for patients with mental health problems

(N=167)
n

First follow up appointment for patients with mental health

problems
The next day 1
Within a week 73
Within a fortnight 58
Within a month Q/Q‘l“
Within 3 months O%Q%q/l
Varies depending on severity QS) &\0_) 17
| would not schedule a follow up appointment ?9 ?‘Q Q 0

After hours care arrangements @,Q/Oé ?5/
Share with GPs in practice %Q ?’S\ Qg/ 63
Deputising locum service Q/Q/ Q_Q&OQ 57
Collaboration with local hospital @Q)go@% 46
None &\2‘%\ Q:&@ 24
Lifeline Q/% D Qv 9
CAT team \)® QO QQ/ 8
Provide own OQQ‘Q/Q/Q\Q/ 5
Share with other p@?&f Q){& 4
Other A ’\\2\ 10
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(%)

(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 A5-2. Strategies used when seeing adult patients with mental health problems in the past 12 months, by proportion of patients used with (N = 167)

Strategy

Assess
Conduct structured symptom assessment
(e.g., K10, PHQ-9)
Ask about drug and alcohol intake
Advise
Provide psychoeducation
Provide printed educational resources
Encourage exercise
Provide diet/nutrition advice
Provide advice on getting a good night’s
sleep
Teach mediation and/or relaxation
techniques
Recommend
Online program
App
Self-help book
Counsel
Supporting counselling
Drug and alcohol counselling
Structured problem solving
Family or marital counselling
Cognitive behavioural therapy
Hypnosis
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Use with no
patients
n (%)

3(1.9)
0 (0.0)

7 (4.4)
30(18.8)
0 (0.0)
6(3.7)
1(0.6)

Use with very
few patients

n (%)

10 (6.2)
3(1.9)

6 (3.8)
44 (27.5)

5(31)%

12 (7

@?‘ %5 (9.3)

Use with about
one quarter of

patients
n (%)

12 (7.5) Q/Q‘
76435?(2)%%

Q,??T)S @93‘)\‘2‘

2)

%%(O@é 20 (12.3)

%&%@@@

41 (25.6)
¥
35(5 Q~ Qf<5o (31.1)
5%91 gk \\'& 45 (28.0)
Q&E}{g&) < 52 (32.5)
2(1.2) 8 (4.9)
12 (7.5) 25 (15.5)
34 (21.4) 47 (29.6)
27 (16.9) 54 (33.8)
54 (33.3) 39 (24.1)
147 (92.5) 10 (6.3)
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33 (20.6)

25 (15.5)
27 (16.8)
16 (10.0)

21(13.0)
35(21.7)
26 (16.4)
31(19.4)
24 (14.8)
0 (0.0)

Use with about
half of patients

n (%)

20 (12.4)
10 (6.2)

32(20.1)
23 (14.4)
13 (8.1)
24 (14.8)
21 (13.0)

14 (8.8)

25 (15.5)
13 (8.1)
13 (8.1)

28 (17.3)
31(19.3)
22 (13.8)
23 (14.4)
15 (9.3)
1(0.6)

Use with about
three quarters
of patients

n (%)
27 (16.8)
27 (16.7)

35 (22.0)
16 (10.0)
19 (11.8)
28 (17.3)
35 (21.6)

17 (10.6)

12 (7.5)
7 (4.3)
5(3.1)

29 (17.9)
16 (9.9)
12 (7.5)
11 (6.9)
16 (9.9)
1(0.6)

Use with
almost all
patients
n (%)

89 (55.3)
115 (71.0)

61 (38.4)
11 (6.9)
114 (70.8)
77 (47.5)
82 (50.6)

22 (13.8)

14 (8.7)
13 (8.1)
3(1.9)

74 (45.7)
42 (26.1)
18 (11.3)
14 (8.8)
14 (8.6)
0(0.0)
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Strategy

Prescribe
Benzodiazepines
Antipsychotics

Refer
Psychologist
Counsellor
Family therapy
Mental health nurse
Psychiatrist

Other strategies
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Use with no Use withvery  Use with about
patients few patients one quarter of

n (%) n (%) patients

n (%)
14 (8.8) 117 (73.1) 23 (14.4)
27 (16.9) 109 (68.1) 18 (11.3)
Q/@

0(0.0) 4 (2.5) 25 (1 s&)o
23 (14.6) 48 (30.4) 32420.3)
28 (17.7) 76 (48.1) @%«@3) >
92 (57.1) 47 (29.2) \g,v%&;q{}

5(3.2) 77 (49.7) Q{O&\@ 5)

4 (33.3) 5417 W 2(16.7)

"R
S §< Q/é
SSANN
Q Q<< Q§
< s
S
Q
O° L&
o &
¥
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Use 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)

Use 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)

Use 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 6. Detailed statistical
information

Sample size

Our primary aim was to test for a difference in mean K10 scores between arms at 6 months.
However, because our secondary aim was to test for differences between arms separately for the
minimal/mild symptom group and the severe symptom group, we based our sample size calculation
on being able to detect differences on the secondary hypotheses. Guided by previous work, we
assumed that around 15% of people would be classified as having moderate symptoms and
therefore be excluded from the trial. Of the remainder, three quarters would be identified as
belonging to the minimal/mild symptom group and one quarter would be in the severe symptom
group. Because the severe symptom group is assumed to be the sm lé?)f the two groups, we used
this as the basis for sample size calculations. Assuming 80% pow 85% significance level for a
two-tailed test for the sub-group analysis, our calculations s stec&/e needed 352 participants
& t\zlze of 0.3 (equivalent to a
mean difference of 2.4 points on the K10). For the miniééi @d tom group, we anticipated a
smaller effect size as this group will have had have | scéres at baseline and received less

(176 per arm) in the severe symptom group for a standar

intensive treatment. Therefore, to detect a sta @ ct size of 0.2 (equivalent to a difference
in means of 1.6 points on the K10) we requw@%/ ar ieipants (394 per arm) in the minimal/mild
symptom group. However, given the ass d distribution of participants in the two
symptom groups (76.5% vs 23.5%), t e’\reqe§‘e 'ﬂnple was 1,146 patients (573 per arm) at follow-
up. Allowing for 50% attrition ove%\@ @er aimed to recruit a total sample of 2,996 patients
at baseline. During recrwtmer‘&)\b @&

participate than had been

wer people completed screening and consented to
mong those who completed screening more were in the
severe symptom group \f;@ we had\anticipated. As a result, we randomised only 1,671 participants
(841 in the severe sy ofﬁ%roup and 830 in the mind/moderate group). Thus the total number of
participants randomised was lower than we had determined in our sample size calculations because
the symptom severity groups were more evenly balanced than had been anticipated. This meant
that we had greater than 80% power to test for between-arm differences for the severe symptom
group at 6 months. However, sample size for the minimal/mild symptom group did not reach the
required sample size to test for a difference of 0.2SD with 80% power.

Imputation of missing outcome data

Primary analysis was conducted using an intention-to-treat (ITT) approach, where all randomised
participants were included regardless of whether they received all, part, or none of the treatment
they were recommended. Imputed datasets were used for all descriptive and inferential
assessments to address attrition bias. We generated the imputed datasets using multiple imputation
(pooled estimates of 50 datasets) by use of a fully conditional approach for all outcomes.
Specifically, we used chained equations to generate imputed data with predictor variables being all
primary and secondary outcomes measured at baseline and at 6 months plus treatment arm, general
practice, age and sex. All measures were imputed using linear regression except days out of role,
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which was imputed using predictive mean matching. Imputations were performed separately for
each symptom severity group.

Estimates of the treatment effect — the mean difference between treatment arms —and the 95%
confidence intervals, were calculated using multiple linear regression with adjustment for baseline
scores and symptom severity group. We also report standardised mean differences, calculated as
the effect size divided by the pooled standard deviation of baseline scores. Sensitivity analyses were
done by repeating the primary analysis using complete case analysis (i.e., using the non-imputed
dataset) and with additional adjustment for practice effects using linear mixed effects regression
with random-intercepts for GP practice. Sub-group analyses in each symptom severity groups
followed the same analytic strategy with the exception that symptom severity group was used as a
stratification factor instead of a covariate. Similar analyses were performed for the secondary
outcomes (PHQ-9 scores, GAD-7 scores, EQ5D-5L VAS and utility scores).

CACE analysis &

The effects of receiving more components of care navigation in @e@e symptom group was
investigated using a complier average causal effect (CACE) a W%ere delivery of the
intervention was defined in four ways representing an |nc er of care navigation
elements received: (1) participants attended at Ieast E.S\é nt W|th a care navigator and
there was a match between their priorities and théQ:thle ey developed; (2) as for 1 and there
was evidence of the care navigator recommen nd new referral or resource to the

participant; (3) as for 2 and the participant %Qa @%@for care package funding; and (4) as for 3

and the participant used at least some of @tkage funding. The delivery of each of these
elements in care navigator notes and e@r s was coded as a binary variable (which is
referred to as the “compliance v % QYBded yes / no) by one of three coders and a random

10% of cases re-coded by a se pé;% n@llnd to the initial coding. This process identified only one
discrepancy which was res % u\g%’dlscussmn with a third coder. A separate CACE analysis was
performed for each o \%@ itions above. This was achieved using two-stage least squares
instrumental variablé'r r&%\on where the compliance variable was the binary indicator variable
(described above) and were trial arm was the instrumental variable for compliance with the
intervention. This analysis also adjusted for baseline K10 scores and was undertaken using imputed
datasets.

Costing other resource use

The resource use questionnaire completed as part of the 6-month survey 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 16. 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 [62]. 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.
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Since a standard co-payment for health professional visits is not in place under the MBS, participants
were asked to report estimated out of pocket costs paid for these services. Participants also
reported the cost of self-help resources which were included in out of pocket costs.

Pharmaceutical Benefits Scheme (PBS) item prices were used to calculate the government and
patient out of pocket costs for covered medications [63]. Online Australian retail pharmacy sites
were accessed to determine patient costs for other medications and supplements not covered by
the PBS (i.e., Chemist Warehouse, MyChemist, Pharmacy online, Pharmacy direct).

Hospital stays were costed using an average cost for mental health admissions reported by the
Australian Institute of Health and Welfare (AIHW). The cost of an ambulance call was based on a
national average cost [64]. Emergency department services were costed using a national average
cost from the National Hospital Cost Data Collection. The cost of a day in a residential care unit was
estimated from an AIHW mental health services report.

Costs were obtained for the 2018/2019 financial year where possible, funit costs were reported for
previous years, they were inflated to 2018/2019 costs using the A[@ t@EaI health price index.
>

QLN
LR
So
N ’\\2*\@
%%@@I%Hreportfc D Collecti
é(<®€§ona osplta ost Data Collection

&MBS item reports

Table A6-1. 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 \2\?“
Acupuncture, Audiologist, Bre
screening, Chiropractor, DB
therapy, Dietitian, Exercj
Holter monitoring, Mlﬁ Qé(/
practitioner, Occu @JnQ h ’%plst
Optometrist, O Oﬁber specialist,

Pain specialist, hy'%therapy, 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
Dentists

Other healthcare resources
Ambulance

Emergency department

Hospital and residential care unit
admission

Specialist/community based units
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National Mental Health Report (Department of
Health)
National Hospital Cost Data Collection

National Disability Insurance Scheme

Assumed from other comparable professions
Average unit cost reported in care packages
Public Health Insurance Administration Council
Australian Prudential Regulation Authority

Productivity Commission Report on
Government Services

National Hospital Cost Data Collection
Australian Institute of Health and Welfare

National Mental Health Report (Department of
Health)
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Resource Source of unit costs

Medications
PBS listed drugs PBS Ex-manufacturer prices
Non-listed drugs and supplements Online average (Chemist Warehouse,

MyChemist, Pharmacy online, Pharmacy direct)

National average expenditure on Australian Institute of Health and Welfare
supplements

Productivity
Hourly wage rate Australian Bureau of Statistics

Note: 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 [65]. 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 pag?,'vpants' lost leisure time [66].

Presenteeism was valued by first calculating the reduced worlga\st\%'q%/y subtracting the numeric
response regarding the amount of normal work capacity ac @n he days affected by mental
health problems from 10 (full work capacity). That resul\/ %I%n\dfmded by 10 to provide a
decimal value representing the percentage of time I@I s@@s figure was then multiplied the
number of days reported working but bothered ental health problems and further multiplied by

7.6 hours (estimated in a full-time workday). é@regﬂt'ﬁg value provided the number of hours lost
due to presenteeism which was then vaIuQ@n\ @1 dollars using the average wage rate plus

overhead costs noted above. A (§< Q’§

131
FOI 2758 142 of 158 Document 5



Appendix 7. Characteristics of patients
screened

Of the 15,474 patients 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
A7-1 below.

Table A7-1. Characteristics of patients who completed the eligibility screening survey: Ineligible vs
eligible (N = 13974)

Ineligibl %-5989) Eligible (N = 7985)

V=h 45P)

Mean (SD)

Age (years) ((/@6 9‘8’6.32) 41.23 (15.56)
Depressive symptoms (PHQ-2) ?@ v()'_,,2 @41) 2.43 (1.65)
Anxiety symptoms (GAD-2) Q}/Q/Oé 0%&4 0.44) 2.57 (1.80)
S \2{0 n (%) n (%)
Gender Q/% QVOQ
Male @Q/((OQ‘@ 2394 (40.0) 2629 (32.9)
Female \2\?(? S @Q’ 3591 (60.0) 5343 (66.9)
Other é& X A 4(0.1) 13 (0.2)
Indigenous status ®<<, O@év
Aboriginal O\) Q/O Q 132 (2.2) 273 (3.4)
Torres Strait Islander O Qf(/ Qg/ 5(0.1) 17 (0.2)
Aboriginal and Torre@ra'&jﬁlanﬂer 10(0.2) 12 (0.2)
None of the aboveQz\ /\Q\ N 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 III/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
Employed 4181 (69.8) 5290 (66.2)
Unemployed, looking for and available to start work 184 (3.1) 667 (8.4)
132
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Ineligible (N = 5989)

n (%)
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 (0.1)

Eligible (N = 7985)

n (%)
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)

Of the 7,985 patients who were eligible for the trial, 2,304 (29%) prg&?ﬂ consent to take part. The

characteristics of those who did and did not consent are compar@n@}é}ale A7-2.

Table A7-2. Characteristics of patients who completed the @g&fy\
eligible for the trial: Not consented vs consented (N = 7 v A
O
& N&onsented
(é(,é @?“ & (N =15681)
%) QQQ‘é\ Mean (SD)
Age (years) \2\?9 S QQ/ 41.52 (15.71)
Depressive symptoms (PHQ-2) é& (§< Q§ 2.30(1.58)
Anxiety symptoms (GAD-2) @Q/ O@ Q?“ 2.39(1.74)
O QO O((’ n (%)
Gender QO & &\2\
Male \% Qj( < 1983 (34.9)
Female NS 1% 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)
Year 12 or equivalent 1157 (20.4)
Certificate III/IV 968 (17.0)
Advanced diploma / Diploma 702 (12.4)
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Egeening survey and were

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)
420 (18.2)
451 (19.6)
300 (13.0)
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Not consented

(N =5681)
n (%)

Bachelor degree 798 (14.0)

Graduate diploma / Certificate 187 (3.3)

Postgraduate degree 294 (5.2)
Current employment status

Employed 3789 (66.7)

Unemployed, looking for and available to start work 447 (7.9)

Not in labour force 1445 (25.4)
Main activity for those not in labour force

Retired or voluntarily inactive 461 (31.7)

Home duties 186 (12.8)

Caring for children 161 (11.1)

Studying 106 (7.?~

Unable to work due to own illness, injury, or 311 (Z14)

disability 0% cqu

Caring for an ill or disabled person &92(’&)

Working in an unpaid voluntary job Y _as 322)

RN

Other OGRS .0)
Health care card holder Qg’ \O 6 (40.6)
Currently taking medication for mental healt ((/e @V“OQ 1740 (30.6)

\2 OQQ
SIS
‘?‘?\Q\ N
SO &
&R
NE
NSRS
O <</<(/ &
%QQ,Q \\&
\S
R @
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Consented
(N =2304)
n (%)
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 8. Characteristics of the
moderate symptom 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 and were not included in the main trial
analysis. However these individuals received the same information and completed the same baseline
and 6 month measures as those in the minimal/mild and severe symptom groups who were
randomly allocated to the comparison arm of the trial. Information on baseline characteristics of the
moderate symptom group is presented in Table A8-1, along with the comparison arm participants in
each of the other two symptom severity groups.
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Table A8.1. Baseline characteristics of participants in the comparison arm, in total and stratified by symptom severity group (N = 1671)

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
Year 10
Year 11

FOI 2758

All participants

(N = 1264)
Mean (SD)
40.75 (15.25)
23.31 (8.90)
10.51 (6.25)
8.47 (5.43)
62.73 (21.08)
0.62 (0.27)
Median (IQR)
0(0to5)
3(0to5
n (%)

Minimal/mild symptom

group (N = 416)
Mean (SD)
40.30 (15.11)
17.28 (4.68)
5.86 (2.55)
5.24 (2.81)

Q~
N%
Oy,
Qé

72.98 (16. 67)0 S

0.78 01

Medlarqm
%@49\@

<’>‘<

353 (27.9) ‘2‘?}(\ &i% (28.6)

909 (71@% @ Q?” 297 (71.4)
2 J 0@ 0(0.0)
@) @Q’ng

ST EN 10 (2.4)

\eﬁ/(o.qb 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)
125 (9.9) 31(7.5)
44 (3.5) 14 (3.4)
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Moderate symptom 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(0to3)
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)
55 (12.9)
9(2.1)

Severe symptom 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(1to12)
8 (3to 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)
39(9.3)
21(5.0)
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Year 12 or equivalent
Certificate 111/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
Easily
Not too bad
Difficult some of the time
Difficult all of the time
Impossible
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All participants

Minimal/mild symptom

Moderate symptom group

(N = 1264) group (N = 416) (N = 427)
n (%) n (%) n (%)
221 (17.5) 77 (18.5) 72 (16.9)
265 (21.0) 80 (19.2) 83 (19.4)
159 (12.6) 55 (13.2) 56 (13.1)
241 (19.1) 91 (21.9) & 80 (18.7)
55 (4.4) 22 (5.3) O((’ 18 (4.2)
93 (7.4) 34(8.2) Q% S 34 (8.0)

SN
855 (67.6) 332(7 O R 281 (65.8)
112 (8.9) 2.}(/(\/ e:yy 34(8.0)
N
297 (23.5) v\e% &.7 S 112 (26.2)
S
&
88 (29.0) ?9@ é(gz@%.s) 50 (43.1)
37 (12.2) &Q‘ 2 «@(11.3) 14 (12.1)
24 (7.9)(/% Q ?9‘ 5(8.1) 10 (8.6)
22(}3\&7 OO 0(8 7 (11.3) 10 (8.6)
086 Qg‘/&z\@ 6(9.7) 16 (13.8)
\2@ \ggjfp?k 8(12.9) 5(4.3)
AS A8 (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)
229 (18.1) 103 (24.8) 90 (21.1)
471 (37.3) 197 (47.4) 162 (37.9)
392 (31.0) 99 (23.8) 140 (32.8)
158 (12.5) 17 (4.1) 33(7.7)
14 (1.1) 0(0.0) 2(0.5)
149 of 158

Severe symptom group
(N=421)
n (%)
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)

36 (8.6)
112 (26.6)
153 (36.3)
108 (25.7)

12 (2.9)
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All participants

Minimal/mild symptom  Moderate symptom group

(N = 1264) group (N = 416)
n (%) n (%)
Living alone 212 (16.8) 44 (10.6)
Self-rated health
Excellent 61 (4.8) 28 (6.7)
Very good 319 (25.2) 160 (38.5) o
Good 489 (38.7) 175 (42.1) Q‘O
Fair 299 (23.7) 50 (12.0) Qéqcb‘b
Poor 96 (7.6) 3(0.7) Q/Q &'\
Long-term illness which limits daily activities 481 (38.1) 81 (19 ?‘O &\2\
Reason for visit to GP \(/(/ > ?5,
Physical health 664 (52.5) 265685) X
Mental health and wellbeing 168 (13.3) (</$2§3\(§?<<
Both physical and mental health 310 (24.5) Q)Q/ & .
None of these 122 (9.7) 5 X §<§§.7)
History of depression 814 (64.4) £ O<< A130 (31.3)

Currently taking medication for mental health 598 (47Q/ﬁ @ &101 (24.3)

Note: SD = standard deviation, n = count, IQR = Inter quartile range. Vari
managing on your available income, living alone, self-rated health, Io&_ve
R
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(N = 427)
n (%)
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)

ich limits daily activities, and history of depression.

Severe symptom group
(N=421)
n (%)
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)

b& to the Link-me DST include: Depressive symptom severity, anxiety symptom severity, gender,

rmSline
SRS
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Table A8-2. 6-month outcomes of participants for comparison arm, in total and stratified by symptom severity group (N = 875)

All participants  Minimal/mild symptom  Moderate symptom group Severe symptom group

(N = 875) group (N =291) (N =297) (N=287)

Mean (SD) Mean (SD) Mean (SD) Mean (SD)

Psychological distress (K10) 23.05 (7.87) 19.40 (6.09) 20.96 (6.34) 28.94 (7.58)
Depressive symptom severity (PHQ-9) 9.02 (6.03) 6.16 (4.45) 7.40 (4.68) 13.53 (6.10)
Anxiety symptom severity (GAD-7) 6.83 (5.19) 4.86 (4.02) Q,Q‘ 5.52 (4.38) 10.14 (5.41)
Overall health (EQ-5D-5L VAS) 67.02 (20.88) 74.23 (17.27) \)éo%q, 71.06 (19.41) 55.74 (20.96)
Quality of life (EQ-5D-5L utility weights) 0.65 (0.27) 0.76 (0.18) Q ;\OJ 0.71(0.22) 0.47 (0.31)
Median (IQR) Median (I (’} \2\ Median (IQR) Median (IQR)

Days totally out of role (K10+) 0(0to3) 0 (O\t‘gx )é?“ \f 0(0to2) 3(0to 10)

Days partially out of role (K10+) 3(0to7) ;(@ \2{(/?\ 2(0to5) 6 (2to 13)

SV &
F KL
5 K <<§
SAPN
ERORA
Y
NSO
NSRS
O &
@Q@Q {&
AR
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Appendix 9. Revised care navigator
position description

The care navigator position description was initially developed in 2017, in consultation with the
three participating Lead Site PHNs. 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 patients 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 patients and develop a structured management plah in collaboration with
patients and their GP. Your role is to help patients navigate the h re system rather than to
deliver mental healthcare. This will involve working as a clinic on alongside GPs and nurses
within the general practice, and you will also facilitate com@ém ion between other health care
professionals involved in the management of patients. I@d‘t%’n et will maintain close links with
the PHN mental health and primary care liaison tea @( @)SIQ&T will suit candidates with a clinical
background who are seeking a flexible, challengi n \AQFé\ing role that provides the
opportunity to work closely with members ofé@ % n@y to improve their mental health.

. ce s \2\?‘% \é<< @Q’
Selection criteria < &

SN QY

Essential 0@ QO Q‘O

@) .
e AHPRA-or AASW-@Bt&& professional;
e Significant C|Wi@ 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, patients 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;

e Demonstrated commitment to and/or experience with working with people experiencing
mental health problems;
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Demonstrated ability to consider a range of perspectives with an open mind;

Demonstrated knowledge of mental health service sector.

Desirable

Special requirements Y
pecial req o

FOI 2758

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 programs;

Experience working with Aboriginal people, programs, and orgalisations.

A current driving license is required as the successfu lj é\%(s) must be able to
independently travel to general practices and th{e(/e@\l éﬂc&@sing either personal or Fleet

vehicle. VRV
L

Key responsibilities {(/é @vé{
f

Oversee and champion the implem%ﬁ%@%@k-me in each practice;
%,
Support reception staff to syst @%@ﬁu\ﬁe adult patients in waiting room to take part
e out Link-me;
<

and assist with responding}g\%n%{g
2

Contact patients alloc tolceceiyecare navigation, introduce the approach and schedule
an appointment to@z@&@nt in the general practice;

Conduct up to 'nguc led contacts with patients, adhering to protocol, to develop and
implement aétruc"&ned care plan;

Navigate available services, link patient 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 patients’ electronic medical record is kept up to date with relevant Link-me
information;

Occupational Health and Safety (OH&S) and Environmental Health and Safety (EH&S)
responsibilities.
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Appendix 10. 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 ththecklist as they are identified to support continuous

evaluation and quality improvement. %Q 9
N
&)

Required activity Roles / responsibilities (<§> &')dditional information Start date End date
Engaged general practices Q,?“% R

Encourage primary care liaison teams to <<>, Oé v

work closely with practices to support Vale\ \2\((/

induction period for care navigators, in Q/é @?\OQ

which the care navigator is able to Q)((/ OQ‘ A

develop strong working relationships ?9 é< Q/e

with practice staff and the PHN mental &‘2‘ <<\ &@

health team ({/é @O ?9‘

Promote the role of care navigators as a @ @) Qﬁz

conduit between the practice as an OOQ,Q/O Q/O

incentive to practice engagement QOQQ. &\2\

Formalise the role of care navigators as \%

<\
overseeing and championing Link-me in ,Q?‘ &\Z{O %%
practices, including supporting reception
staff to systematically offer the tablet
device to all adult patients
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
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Required activity
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
Recruit health professionals with a skill
set aligned to the position description
Ensure all care navigators receive
training in the Link-me motivational
interviewing-inspired approach from
accredited trainers, and access to up-to-
date resources and support
Foster a sense of professional belonging
amongst care navigators

Secure web platform
Ensure platform updates are
communicated to users in a timely
manner, and that users receive
additional training as required
Ensure all users are operating correct

version of platform and related materials

Ensure interoperability with existing IT
infrastructure, and advise of any
incompatibilities

Monitor patient, care navigator, and site

numbers to enable sufficient hosting and

user support

Ensure access rights (i.e., list of users)
and low intensity service options are
kept up to date

FOI 2758

Roles / responsibilities
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Additional information

Start date

End date
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Required activity Roles / responsibilities Additional information Start date End date
Care packages

Ensure timely communication of updates

to care package guidance to care

navigators, GPs, and other service

providers as relevant

Develop resources to support clear

communication around care package Q/Q‘
approvals to service providers and QO )
patients \) q‘b
Develop streamlined business processes Q/O ,\'\
to ensure prompt delivery of services @y@ ?\Q ,Q?‘
and payments to providers @, O% R
Consider options to integrate care Q- ,\\ \2{(/
packages with existing funding Q,((’%Q‘QVOQ
mechanisms

08 N

Establish ongoing governance and 9
o ; Seen NS
monitoring, looking to existing initiatives \2\

as a guide &
euld S
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