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Executive summary

Background

In October 2017, the Australian Government launched the Head to Health National Mental Health
Gateway (www.headtohealth.gov.au) to improve access to, and navigation of, digital mental health
services. It provides a directory of 693 government-funded clinically effective Australian digital
mental health resources, including apps, online programs, online forums, phone services and digital
information resources.?

The objectives of Head to Health are to:

e give Australians the tools and information they need to understand when everyday. distress
requires additional support and to successfully navigate the mental health system and
make informed choices about their care;

e improve access by bringing together, streamlining, and providing access to evidence-based
information, advice, and digital mental health treatments through a centralised portal;

e provide people needing additional support a range of options,-including practical tips and
advice on how to connect with support;

e make it easy to access a range of clinically effective Australian.digital mental health
services that are often free or low cost, accessible from anywhere/anytime; and offer an
effective alternative or complement to face to face services; and

e foster a sense of trust and confidence in using digital services listed on Head to Health by
ensuring they meet an agreed minimum quality standard.

Head to Health replaced mindhealthconnect, an e-Mental health web portal that provided access
to trusted online mental health resources and programs.? mindhealthconnect was operational from
July 2012 to 13 November 2017; and managed by Healthdirect Australia, on behalf of the
Australian Government.?

In response to recommendations of the 2020 Productivity Commission Mental Health Inquiry
Report,? the Australian‘Government is in the process of transforming Head to Health into a new
national mental health platform. This transformation aims to develop Head to Health into a
comprehensive national mental health platform that will provide Australians with greater choice in
accessing the treatment and services they need, and more seamless connections across the
broader health.and mental-health system.

Evaluation.aims

The Centre for Mental Health at the University of Melbourne has been commissioned by the
Department of Health to undertake the independent evaluation of the Head to Health website’s
appropriateness, effectiveness, and efficiency. The purpose of the evaluation is to inform the
development of the national mental health platform and the Australian Government’s
consideration of digital mental health services and infrastructure.

The evaluation is guided by the six key evaluation questions (KEQs) including:

e KEQ 1: How effective has Head to Health been to date and what can we learn from it?

e KEQ 2: Who are the current users of the Head to Health website?

e KEQ 3: What are the experiences of users of the website?

e KEQ4: What are the needs of current users of the website? Are these being met? What
needs should be met by the planned national mental health platform?

e KEQ5: How effective is Head to Health in achieving its objectives?

e KEQ6: How efficiently and effectively has Australian Government funding for Head to
Health been used?
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Data sources

We are using a mixed-methods evaluation approach, involving collecting and analysing data from a
range of primary and secondary quantitative and qualitative data sources, which are briefly
described below.

Existing data

We will utilise existing data provided to us by the Department of Health, Liquid Interactive (the
Head to Health website developer) and three key Australian digital mental health services (DMHS)
providers (Mental Health Online, MindSpot and THIS WAY UP) including:

e Head to Health google analytics and user feedback data;

e DMHS website analytics data;

e Financial data, including development and maintenance costs; and

e Data from a previous Head to Health survey of 258 users, conducted by the Department of

Health in 2019.

Consultations with key stakeholders

We will conduct consultations with a broad range of stakeholders'who are familiar with Head to
Health, including:

e Users of the Head to Health website with lived experience of mental health problems via
survey (and optional interview)

e Health professional users of the Head to Health website via survey (and optional interview)

e Other key stakeholders via survey (or interview), e.g., Head to Health (and the new
national mental health platform)website developers, management staff from the DMHSs,
funders, partners, and othersin the mental health sector (e.g., representatives from
relevant health professions and peak bodies for people with lived experience).

e Additional people with lived experience via three community conversations using a
modified World Café method.*

e Additional health professionals'(with or without experience using Head to Health) such as
GPs and mental health professionals (e.g., psychologists, mental health nurses,
psychiatrists, social workers, occupational therapists) via survey through professional
associations.

Interim findings

Interim findings-are based on existing data (provided by the Department of Health, Liquid
Interactive and three key Australian DMHSs), including google analytics data, financial data,
website visits to DMHSs and secondary survey data. We also present selected preliminary findings
from three online community conversations involving 16 people with lived experience.

Findings from these data sources are summarised according to the six KEQs. Note that KEQs are
addressed by different combinations of, and not necessarily all, data sources.

KEQ 1: How effective has Head to Health been to date and what can we learn
from it?

Data from Head to Health google analytics, website analytics from three key digital mental health
services and community conversations with lived experience participants contribute to addressing
KEQ 1.

Google analytics data

From October 2017 to October 2021, the mean number of unique users per month was 50,5694,
and almost all appeared to be new users (mean = 48,509). The mean number of sessions was
62,357, and the mean number of views per month was 97,235. This suggests that the monthly

2
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mean uptake has halved compared with equivalent monthly average data for mindhealthconnect
from February to June 2017 (e.g., 103,136 unique users; 185,140 page views).? Although uptake
figures were higher during campaign periods (e.g., 84,620 unique users; 151,162 page views), these
were still below the mindhealthconnect equivalent monthly averages from February to June 2017.2

However, the Head to Health average monthly bounce rate over its life is much better than that of
mindhealthconnect from February to June 2015 (25% cf 75%),2 which means proportionally less
sessions involved users not interacting with the website before leaving.

Furthermore, despite the lower than expected monthly average uptake, the trend from-October
2017 to October 2021 has been for the overall uptake of Head to Health to increase over time.

A range of devices are being used to access Head to Health. In 2021, 49% of sessions were accessed
via desktop, 47% via mobile and 4% tablet devices. Search engine results are the mainsource of
traffic to Head to Health, and most referrals come via Facebook.

Website analytics from digital mental health services

In a 3.75 year period (October 2017 to June 2021), Head to Health referred almost double the
number of visitors to three digital mental health services websites as mindhealthconnect in a 3.25
year period (July 2014 to September 2017; 69,595 cf 36,455). However, because the overall
number of visitors to the websites of these services more than tripled, proportionally there were
fewer referrals from Head to Health than from mindhealthconnect (1% cf 2%). These findings
suggest that although more people have continued to become aware of Head to Health over time,
people are also increasingly becoming aware of digital mental health services through pathways
other than through Head to Health.

Community conversations

Lived experience community conversation participants described the site as a broad and credible
gateway suited to family members or those new to mental health. However, they reported
insufficient tailoring forthose with-complex needs, who frequently miss out in “one-size-fits-al
approaches and may need their own section or site to cover information and programs relevant
only to people with severe illness and complex needs.

III

Lived experience participants also expressed concern that the website does not include specific
groups such as Aboriginal and Torres Strait Islander peoples, those who identify as LGBTIQ+ and
those from different cultural backgrounds. They viewed the overall language as clinical or
pathologising and complex, requiring a level of literacy and digital literacy that may exclude some
users, including-people from non-English speaking backgrounds or with disabilities.

Some lived experience participants thought the volume of information was overwhelming, but at
the same time, they felt that some issues and specific apps were not described well enough. This
reduced the site’s effectiveness as they struggled to navigate what was needed, and then found the
site did not have enough depth to the information on the topics in which they were interested.

KEQ 2: Who are the current users of the Head to Health website?

Data describing the users of Head to Health are not routinely collected. However, secondary data
from the Department administered survey provide some insight into the characteristics of survey
respondents.

Secondary survey data

Of the 258 respondents who completed the survey, most were female (73%) and of mixed age
groups, most commonly 18-50 years (62%) followed by 51-65 years (18%) and under 18 years
(17%). Survey respondents represented all states and territories and a range of hard-to-reach
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minority subpopulations. Survey respondents most commonly heard about Head to Health through
an internet search or a friend/co-worker/family member.

Interestingly, of the 16 lived experience participants we recruited for the community conversations,
44% had heard of Head to Health, and 25% had used it.

KEQ 3: What are the experiences of users of the website?

Data from Head to Health google analytics, the Department survey and community conversations
with lived experience participants address KEQ 3.

Google analytics data

Google analytics data provide insights into how users engage with the Head to Health website.

On average, only 1-2 pages are viewed per session, and the average session duration is 2.5
minutes. Overall, engagement with Head to Health has declined overtime; irrespective of
campaigns. One in 10 Head to Health sessions results in a conversion (e.g., completing a desired
action including search completions, chatbot completions, and emailing or printing resources). The
Head to Health conversion rate is somewhat lower than that of mindhealthconnenct at 13%,% but
the absolute number of conversions has increased over time.

A relatively small number of users provide data on whether or not they perceive the pages they use
to be helpful. Pages relating to COVID-19 support, Health professionals, Meaningful life, Mental
health difficulties, Supporting someone else and Supporting yourself are more often rated as
helpful than not (~60-80%).

Secondary survey data

Just under two-thirds of respondents of the Department administered survey reported that the
website was easy or very easy to use, most (88%) reported moderate to high trust in the content,
and around 60% reported a good or great user experience. Around two-thirds indicated a relatively
high likelihood (> 7/10) of recommending Head to Health.

Community conversations

Based on demonstration of its functionality during the community conversations, lived experience
participants’ positive feedback related to experiencing the site as warm, user-friendly and easy to
use. They particularly appreciated the comprehensive menu system that allowed drilling down to
specific information, the ability to bookmark important parts, and that the site is mobile friendly.
They commented that it is “not a typical government website” and were impressed by the
comprehensive information presented on a very broad range of issues, including specific disorders
and COVID-19.

The negative feedback from lived experience participants related to lack of user friendliness,
particularly the nature of the content, its organisation and the overall feel. Some felt that the site
was too broad and overwhelming to navigate. Some content, particularly regarding LGBTIQ+
populations, was reported to be outdated, and other areas too focused on self-help and
information rather than providing a true gateway to mental health services. The cartoon characters
were particularly unpopular and made it feel like the site did not take mental health seriously.

The other major area lived experience participants viewed as a barrier was accessibility. Some
expressed concern that Head to Health may systematically exclude some of the most vulnerable,
For example, people without reliable technology, people with vision impairment, and people from
different cultural backgrounds, including Aboriginal and Torres Strait Islander peoples.

Importantly, some lived experience participants reported that the crisis resources were not easy to
find and were too superficial.
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KEQ 4: What are the needs of current users of the website? Are these being met?
What needs should be met by the planned national mental health platform?

Data from the Department’s survey and the community conversations contribute to addressing
KEQ 4.

Secondary survey data

The most commonly used features of the Head to Health website according to respondents of the
Department administered survey are the topic and content pages and the search resources (58%
and 57%, respectively). More than half (61%) of survey respondents reported that the resources
were relevant or extremely relevant. This suggests that these are features that are performing
relatively well and should be retained in the planned national mental health platform.

Survey respondents suggested that some features could be improved including:

e providing more information/content/resources (e.g., specific disorders or subpopulations;
and information about accessing face-to-face services, particularly based on location; costs
and other requirements for entry into suggested services; and including with lived
experience views, for example in providing user ratings of services);

e updating outdated information;

e further refining both chatbot and search functionality and to-ensure that suggestions are
tailored to the individual; and

e website design (e.g., look and feel, and ease of navigation of the website, as well as its
speed).

Community conversations

Community conversation participants echoed several of the suggestions made by survey
respondents in addition to offering other characteristics of an ideal mental health gateway
including:
e avisually appealing site with use of calming colours, and that is less childish-looking;
e comprehensive information(on all mental health issues, not just the most common),
organised in a way that is not overwhelming and assists users to find the depth they need;
e the site being accessible to everyone, so easy to read and compatible with screen readers
for example;
e removal of medical jargonand complex language, replaced with plain language and
recovery-oriented information;
e  better information that normalises mental health issues and recovery, and connects to
options beyond mainstream mental health approaches, such as peer services;
e input from peers.in design and navigation;
e links to physical (real world) services such as mental health professionals, support groups
and non-digital tools; and
e _addition-of live chat or interaction with a real person rather than a robot to help people in
distress find what they need.

KEQ 5: How effective is Head to Health in achieving its objectives?

This section lists each of the objectives of Head to Health and indicates whether it has been
achieved based on the data sources used to inform the current report. However, we will be better
placed to answer how effective Head to Health is in achieving its objectives when we have
completed our consultations with consumers, providers, health professionals and other key mental
health sector stakeholders.
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1. Give Australians the tools and information they need to understand when everyday distress
requires additional support and to successfully navigate the mental health system and make
informed choices about their care.

None of the available data sources provide information about the first part of this objective (i.e.,

when everyday distress requires additional support). As far as we can tell, Head to Health provides

Australians with tools and information to navigate digital mental health services but not necessarily

the mental health system in it entirety, which will be a focus of the new national mental health

platform. As reported in response to KEQs 1 and 3, community conversation participants and
survey respondents indicated that there is a desire for more comprensive mental health system
options (e.g., face-to-face and peer support services; and services for all mental health-problems,
minority groups and people with complex needs).

2. Improve access by bringing together, streamlining, and providing access to evidence-based
information, advice, and digital mental health treatments through a centralised portal.

As mentioned in response to KEQ 1, the trend has been for the overall uptake of Head to Health to

increase over time. However, it is not the only source of visits to the websites of key Australian

digital mental health services (referring only 1% of visitors).

3. Provide people needing additional support a range of options, including practical tips and
advice on how to connect with support.

The available data sources did not directly assess this objective. However, as mentioned in

response to the first objective, users expressed a desire for a more comprehensive gateway to

mental health services, not just digital mental health services and mainstream majority population

services.

As reported in response to KEQ 4, survey respondents.and community conversation participants
also suggested that the range of support options could be improved either by further refining both
chatbot and search functionality to ensure that suggestions are individually tailored, or through the
addition of complementary live chat or interaction with areal person rather than a chatbot to help
people in distress find what they need.

4. Make it easy to.access a range of clinically effective Australian digital mental health services
that are often free or low cost, accessible from anywhere/anytime, and offer an effective
alternative or complement to face to face services.

As reported in response to KEQ 3, just under two-thirds of respondents of the Department

administered survey reported that the website was easy or very easy to use. The community

conversation participants appreciated the comprehensive menu system and the broad content; but
also felt that navigating the website was overwhelming and criticised the lack of user-friendliness
and content targeting minority groups. However, these findings do not directly inform the ease of
accessing services themselves.

5. Foster a sense of trust and confidence in using digital services listed on Head to Health by
ensuring they meet an agreed minimum quality standard.

As mentioned in response to KEQ 3, 88% of survey respondents reported moderate to high trust in

the content of Head to Health. This was corroborated by the lived experience community

conversation participants’ view that the site was a trustworthy starting point for seeking

information and links to professionals for mental health issues.

KEQ 6: How efficiently and effectively has Australian Government funding for
Head to Health been used?

KEQ 6 was addressed using Head to Health google analytics data and expenditure reports provided
by the Department of Health.
For most outcomes, the cost per unit has decreased over time, with the costs in 2020-21 per visit,

unique visitor, new user, and conversion being $2.91, $3.57, $3.74 and $35.57. Based on the
6
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current data available to us, there is evidence to suggest efficiency of resource use from the
allocated budget. However, further evaluation is necessary to determine the cost-effectiveness of
Head to Health.

Interim conclusions

A significant number of people use Head to Health each month, many of whom interact with the
website in a meaningful way and go on to access digital mental health services. However, on
average users only spend 2.5 minutes per session on the website, suggesting that people either
quickly find what they need or are unable to find what they need and leave the website. The latter
interpretation is supported by data indicating that only one in 10 people complete a key or desired
action. In its current form, although a high proportion of users report high trust in'the content, only
some users experience Head to health as easy to use, and report a good experience. Stakeholders
report mixed views about the design, look and feel of the Head to Health website. Our
consultations with lived experience participants indicated that the website is simultaneously
overwhelming in its current volume of information, and there are gaps in the information provided.
Thus, the challenge for developing the new mental health platform will be to strike a balance
between providing comprehensive information for navigating the mental health system (more
broadly than digital mental health services) while not overwhelming users. Our planned
consultations with consumers, providers, health professionals and other key mental health sector
stakeholders may shed further light on who the current users of Head to Health are, whether Head
to Health is effective in achieving its objectives, and whether itis cost effective.
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Background

A major review (Review) of Australia’s mental health programs and services conducted in 2014 by
the National Mental Health Commission, highlighted poor integration of existing digital mental
health services amongst other findings calling for reform of the mental health system.> As part of
its response,® the Australian Government funded the digital mental health gateway, Head to Health
(www.headtohealth.gov.au). Head to Health provides a directory of 693 government-funded
clinically effective Australian digital mental health resources, including apps, online programs;
online forums, phone services and digital information resources.® Launched in October 2017, this
gateway website, aims to improve access to, and navigation of, digital mental health services by:

e enabling people and professionals to choose the products and services that-can best

support a person’s mental health and wellbeing;
e connecting people with resources and support, conveniently, safely, and securely; and
e complementing and enhancing, not competing with, existing digital mental health services.

The objectives of Head to Health are to:

e give Australians the tools and information they need to understand when everyday distress
requires additional support and to successfully navigate the mental health system and
make informed choices about their care;

e improve access by bringing together, streamlining, and providing accessto evidence-based
information, advice, and digital mental health treatments througha centralised portal;

e provide people needing additional support a range of options, including practical tips and
advice on how to connect with support;

e make it easy to access a range of clinically effective Australian digital mental health
services that are often free or low cost, accessible from-anywhere/anytime, and offer an
effective alternative or complement to face to face services; and

e foster a sense of trust and.confidence in using digital services listed on Head to Health by
ensuring they meet an agreed minimum quality standard.

Head to Health replaced mindhealthconnect, an.e-Mental health web portal that provided access
to trusted online mental health resources ‘and programs.? mindhealthconnect was operational from
July 2012 to 13 November 2017; and managed by Healthdirect Australia, on behalf of the
Australian Government.?

More recently, the 2020 Productivity Commission Mental Health Inquiry Report noted the potential
benefits of digital mental health services.? It recommended that the Australian Government
continue developing and.improving Head to Health and using it to inform the development of a
new National Mental Health Platform.3 In response, the Government is transforming Head to
Health into.a new national mental health platform. This transformation aims to develop Head to
Health into a comprehensive national mental health platform that will provide Australians with
greater choice in‘accessing the treatment and services they need, and more seamless connections
across the broader health and mental health system.

Transformation of Head to Health is timely in the context of COVID-19 pandemic related
lockdowns, restrictions and social distancing, all of which are worsening the population’s mental
health and increasing demand for mental health services.” Evidence based digital mental health
services can play a greater role in the mental health system to help meet this demand; and a single
national mental health platform has the potential to help improve access to both digital and face-
to-face services.

Evaluation aims

The Centre for Mental Health at the University of Melbourne has been commissioned by the
Department of Health to undertake the independent evaluation of the Head to Health website’s

8
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appropriateness, effectiveness, and efficiency. The purpose of the evaluation is to inform the
development of the national mental health platform and the Australian Government’s
consideration of digital mental health services and infrastructure.

The evaluation is guided by the six key evaluation questions (KEQs) and associated sub-questions
outlined in the Request for Quote (RFQ) including:

e KEQ 1: How effective has Head to Health been to date and what can we learn from it?

e KEQ 2: Who are the current users of the Head to Health website?

e KEQ 3: What are the experiences of users of the website?

e KEQ4: What are the needs of current users of the website? Are these being met? What
needs should be met by the planned national mental health platform?

e KEQ5: How effective is Head to Health in achieving its objectives?

e KEQ6: How efficiently and effectively has Australian Government funding for Head to
Health been used?

Sub-questions associated with the six KEQs are shown in Appendix 1.

Evaluation method

Our evaluation will be guided by the program logic for Head to Health shown.in Table 1.

We are using a mixed-methods approach, involving collecting and analysing data from a range of
primary and secondary quantitative and qualitative data sources, which are briefly described
below.

Existing data

We will utilise existing data provided to us by the Department of Health, Liquid Interactive (the
Head to Health website developer) and three key Australian digital mental health services (DMHS)
providers (Mental Health Online, MindSpot and THIS WAY UP) including:

e Head to Health' google analytics and user feedback data;

e DMHS website analytics data;

¢ Financial data, including development and maintenance costs; and

e Data from a previous Head to Health user survey conducted by the Department of Health.

Consultations with key stakeholders

We will conduct consultations with a broad range of stakeholders who are familiar with Head to
Health, including:
e Usersof the Head to Health website with lived experience of mental health problems via
survey (and optional interview)
e _Health professional users of the Head to Health website via survey (and optional interview)
e Other key stakeholders via survey (or interview), e.g., Head to Health (and the new
national mental health platform) website developers, management staff from the DMHSs,
funders, partners, and others in the mental health sector (e.g., representatives from
relevant health professions and peak bodies for people with lived experience).
e Additional people with lived experience via three community conversations using a
modified World Café method.*

e Additional health professionals (with or without experience using Head to Health) such as
GPs and mental health professionals (e.g., psychologists, mental health nurses,
psychiatrists, social workers, occupational therapists) via survey through professional
associations.
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Purpose of this report

This report provides an update on our progress to date. Additionally, it provides preliminary
findings based on existing data (provided by the Department of Health, Liquid Interactive and three
key Australian DMHSs), including google analytics data, financial data, website visits to DMHSs and
secondary survey data. We also present selected preliminary findings from online group
conversations with people with lived experience.

10
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Table 1. Program logic for Head to Health
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Program Objective: To improve access to, and navigation of, digital mental health services

PROBLEM INPUTS OUTPUTS: ACTIVITIES OUTPUTS: SHORT-TERM MEDIUM-TERM LONG-TERM
STATEMENT PARTICIPATION OUTCOMES OUTCOMES OUTCOMES
Almost one in five Funding Head to Health Head to Health Increase in number of | Improved access to Increase in number of

Australians experiences
mental ill-health, and
many more experience
mental health problems in
a given year. Many do not
receive the treatment and
support they need, which
results in preventable
distress; disruptions in
education, employment
and relationships; stigma,
and loss of life satisfaction
and opportunities.?

Management and

governance
policies, guidelines,
standards

Key stakeholder staff
digital mental health
service providers,
partners, referrers,
gateway website
developers

Community and
consumer
stakeholders

Technology

Research and
evaluation expertise

Head to Health -
specific resources

planning and
development

Client (consumer and
provider) needs
identification

Stakeholder
education and
support

e.g., promoting Head to
Health/educating
potential providers,
referrers and consumers

gateway developed
and maintained

Head to Health
gateway evaluated

appropriate users
(referrers,
consumers,
providers) of Head to
Health gateway

Improved navigation
of digital mental
health services

mental health
information and
digital services

Head to Health
gateway meets
consumer needs

Consumers satisfied
with Head to Health
gateway

consumers using
appropriate digital
mental health
services

Improved adherence
to digital mental
health services

Improved mental
health outcomes

Cost-effective Head
to Health gateway
website

Assumptions: Head to Health complements and enhances existing digital mental health services;
the community and particularly people with' mental ill-health (or proeblems) and those providing
them with mental health care are aware of, will use and engage with, and benefit from Head to
Health; Head to Health connects people with'resources and support, conveniently, safely, and
securely; Head to Health enables people and professionals to choose the products and services
that can best support a person’s mental health and wellbeing.

External Factors: Funding and contracts, other mental health directories
and services available to consumers, research and evidence on Head to
Health gateway and digital mental health services, COVID-19 related
quarantine, restrictions and lockdowns, other disasters or crises.

Page 13 of 61

Note. Stakeholders include people with lived experience of mental health problems, providers delivering digital and other mental health services, partners, referrers, others in the (mental) health sector, website
gateway developers, funders.

11
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Progress to date

Progress is reported in five areas — ethics approval, data collection and analysis, stakeholder engagement,
challenges, and next steps.

Ethics approval

Approval for the evaluation was sought from The University of Melbourne’s Human Research Ethics
Committee (Greater than Low Risk — Science, Technology, Engineering, Mathematics and'Medicine
[STEMM]; Reference Number: 2021-22702-24169-5).

The application was submitted on 27 August, and approval was obtained on 18 October 2021.

Since then, we have submitted two amendments to:

1) combine consultations with several stakeholder groups (additional people with lived experiences,
additional health professionals and other key stakeholders) for the Head to Health evaluation with the
complementary evaluation of supported DMHSs; and

2) clarify that identifying information provided in the consent process will-be separated from
survey/interview responses prior to analysis and extend the usersurvey period from. one week to three
months.

The first amendment was submitted on 4 November, approved 10 November, and ratified on 3
December. The second amendment was submitted on 7 December andapproved on 10 December 2021,
with ratification anticipated at the 28 January 2022 meeting.

Data collection (and analysis)

Existing data
Routinely collected administrative service.use data from digital mental health services

We have collected and analysed data from multiple data sources including:

e Head to Health google analytics and user feedback data (provided by Liquid Interactive);

e DMHS website analytics data (provided by Mental Health Online, MindSpot and THIS WAY UP);

e Financial data including development and maintenance costs (provided by the Department of
Health);

e | Campaign dates and costs (provided by Liquid Interactive and the Department of Health,
respectively); and

e Previous Head to Health user survey conducted by the Department of Health (provided by the
Department-of Health).

Consultations with key stakeholders
Users of the Head to Health website

The survey for consumers and providers who use the Head to Health website went live on the Head to
Health website on 8 December 2021. The survey can be accessed on the homepage and via the news and
announcements tab.

On 16 December, the Department of Health advertised the survey through their internal newsletter that
reached 3,885 staff members. On 17 December, the Department of Health advertised the survey via the
Head to Health newsletter to 5,021 subscribers. Throughout December, January and February, the
Department of Health will also advertise the survey through their websites and social media (LinkedIn,
Facebook, Twitter, and Instagram). On 17 December, eMHPRac sent the survey link and advertisement to
3,000 subscribers via their newsletter.

12
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In January 2022, the Black Dog Institute has agreed to send the survey and link to 9,000 of their
newsletter subscribers, and we will also advertise the survey through the University of Melbourne social
networks.

As of 21 December 2021, two consumers and two providers have completed the survey.

Other key stakeholders

We have contacted other key stakeholders (51 individuals) within mental health, including Head to
Health (and the new national mental health platform) website developers, management staff from the
digital mental health services, funders, partners, and others in the mental health sector (e.g.,
representatives from relevant health professions and peak bodies for people with lived experience).

The list of organisations includes:
e Australian Indigenous Psychologists Association (AIPA)
e BeyondBlue
e Black Dog
e  BrookRED
e  Butterfly Foundation
e Department of Health/Head to Health
e eMHPrac
e Headspace
e Helping Minds WA
e Lifeline
e Liquid/Speedwell
e Lived Experience Australia
e Mental Health Australia
e Mental Health Carers Australia, VIC
Mental Health Carers NSW
Mental Health-Families & Friends Tasmania
Mental Health Online
Mental lliness Fellowship of Australia (NT)
Mental Wheels Foundation
MH®@Work
Mind Australia, Vic
MindSpot
National Mental Health Commission
Orygen Digital
ReachOut
SANE
Selected academics
Smiling Mind
Tandem
THIS WAY UP/CRUfAD/St Vincent's Hospital
WA Primary Health Alliance

As of 21 December 2021, 12 individuals have consented - 6 have completed the survey, 3 interviews have
been scheduled in January 2022, and 3 have started but not completed the survey. An additional 9
people have expressed interest in completing the survey/interview.

13
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Additional people with lived experience

We conducted three community conversations with people with lived experience of mental illness using a
modified World Café method.* Further details about our methods and findings are reported in the
corresponding preliminary findings section of this report.

Additional health professionals

We have contacted the Royal Australian College of GPs (RACGP), Australian Psychological Society (APS),
Royal Australian and New Zealand College of Psychiatrists (RANZCP), Australian College of Mental Health
Nurses (ACMHN), Australian Association of Social Workers (AASW), and Occupational Therapists Australia
(OTA).

The survey was advertised on 8 December 2021 via the ACMHN’s newsletter and the’ AASW’s website.

We will communicate with members of the RANZCP (via a newsletter) and RACGP (via.email to a special
interest group in psychological medicine) in January. We are in discussion with these associations to
confirm dates for these communications.

We are discussing with the APS and OTA how to best engage with their members. We have had two
phone conversations and sent several emails to the APS, most recently including providing requested
documentation (methodology summary, surveys, PLS and consent forms, recruitment material and ethics
approval) on 30 November 2021. We followed up the APS with:an email on 14 December 2021 and a
phone call 21 December 2021 during which they indicated they will revisit our request in the new year.
OTA have indicated they are willing to recruit professionals from their membership.

As of 21 December, 2 respondents from the ACMHN membership have completed the survey. We will
explore the opportunity to advertise viathe professional associations’ social media platforms. We will

also encourage the professional associations to-send out subsequent communications to help bolster
response rates.

Stakeholder engagement

We have engaged with stakeholders as described above (Consultations with stakeholders).

Additionally, we are in very regular.contact with the Department of Health (by Webex, email and phone)
to provide updates, request information, and solve any issues as they arise.

We are invideo or email contact with the Head to Health web team (Liquid Interactive) on an as needs
basis.

We are in regular.email and phone, and occasional video, contact with the three supported DMHSs.

Our evaluation team meets weekly, set goals, reviews progress and milestones and responds quickly to
any issues as they arise.

All stakeholders have been responsive and engaged in the evaluation of Head to Health.

Challenges

Stakeholder engagement

Due to unforeseen circumstances at the Department of Health, an advisory group was not set up and a
permanent Department of Health contact person was only allocated to the project in month 3 of the 11-
month contract. This has led to delays in getting the information needed to progress the project. As of
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September 2021, a permanent/consistent Department person was allocated, and this has helped with
accessing the information needed to conduct the evaluation.

Engaging with (mental) health professional associations to assist with recruitment of their members has
met some hurdles, such as the time of the year and the associations’ competing commitments. We have,
therefore, been flexible with the means of communicating about survey participation and have discussed
engaging with members via newsletters, website noticeboards, social media and direct emails. Although
the ACMHN and AASW have been able to commence dissemination of recruitment materials this year,
we are being flexible with the timing of advertising the survey and working towards recruiting from other
associations in 2022. We have also been persistent in maintaining contact with the professional
associations to continue to foster a line of communication that will facilitate our ability-to engage with
their members.

Similarly, this has proven to be a busy time of year for other key stakeholders (e.g., managers, directors,
funders, peak bodies, etc.) so we will send follow up emails and reach out via phone’in.early 2022. It has
also been challenging to ensure the list of organisations is sufficiently broad and targeted. We have
reviewed our list of organisations with the Department, as well as the three key services.and have revised
the list according to their feedback.

Google analytics data

Summary google analytics data in the form of multi-tab excel files and example summary reports were
provided by Liquid Interactive. We received these data on 1 October and 3.November 2020, respectively.
However, these did not offer us a complete dataset to analyse (some metrics in the excel file had full
monthly data, but others did not). There was also a significant challenge for the team to understand the
nature and source of the summary data without needing to request and go through the process of
examining the raw data. Furthermore, having the complete raw-data was highly advantageous in terms of
increasing options for various analyses.

We were granted access to the raw data on 12 November 2021. Understanding and processing the raw
data took considerable time. However, doing so'put us in a better position for examining the data
appropriately. We found-some minor differences between the raw data and the summary data provided
by Liquid Interactive. We sought clarification, which took some additional time. Ultimately, the
differences were not of concern.

There were some issues with the user feedback data component of the google analytics data. These data
are collected via a survey accessed by clicking a “Feedback” tab on the lower right corner of the website.
This survey presents four general questions about the website and three more specific questions about
the page that the user is'on (e.g., the homepage or a topic page). Specifically, there was some Initial
confusion about how to obtain the full feedback dataset. There were further delays in obtaining feedback
data due to being provided with a partially incorrect dataset. We sought clarification from Liquid
Interactive who explained that their developer had manually retrieved user feedback data from the old
site and have since provided us with a new data file. Given the late receipt of the correct user feedback
data, in December 2021, these will be analysed and reported on in a subsequent evaluation report.

Next steps

The next steps are to:

e Analyse additional existing data (if needed);

e Collect and analyse data from the following stakeholder groups: users of the Head to Health
website (consumers and health professionals), additional health professionals via their
professional bodies and additional key stakeholders;

e Synthesise and interpret data from all sources; and
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e Draw conclusions about the Head to Health website and make recommendations for the new
national mental health platform.

Including this report, we have provided six of nine deliverables to the Department of Health. The
remaining deliverables are:

e Deliverable 7: Part 2 of Phase 1 report. This report will update the Phase 1 report and be based
on additional analysis of existing data (if needed). Subject to survey completion rates at'this time,
it will also be based on surveys completed by people with lived experience and professionals
recruited via the Head to Health website including updating the cost benefit analysis, and
recommendations from this report. It will describe the next steps in the evaluation. We will
submit this report on 25 February 2022.

e Deliverable 8: Final Reports. We will prepare a Final Stakeholder Report containing the outcome
of consultations with key stakeholders throughout the evaluation. We will also prepare a Final
evaluation report(s) providing conclusions on how well Head to Health has been implemented to
date; the appropriateness of its design and the extent to which it meets users’ needs;
conclusions on Head to Health'’s effectiveness in achieving itsiintended outcomes; findings on its
value for money; and key learnings and recommendations to inform the national mental health
platform’s ultimate state. This deliverable will be submitted on 29July 2022.

e Deliverable 9: Presentation of findings. We will verbally present the findings of the evaluation to
the Department and other relevant stakeholders inJuly 2022.

Table 2 shows the remaining milestones and deliverables forthe evaluation.

Table 2. Timeline for remaining milestones.and deliverables

Milestones

Evaluation administration activities
Reporting meetings | | | | | | |
Tasks
Data analysis of existing data (if needed)
Stakeholder consultations
Consultations with users of Head to Health (people with lived
experience of mental illness and health professionals)
Consultation with additional health professionals (and additional
people with lived experience, if needed)
Consultation with other key informants (e.g., website developers,
digital mental health'services)
Quantitative and qualitative data analysis (including economic
evaluation)
Data synthesis and.interpretation
Deliverables and repo g
Evaluation Phase 1 findings report
Interim report
Final report(s)
Presentation of findings

There is a risk that recruitment rates for stakeholder consultations over the December/January period
will be low, which will mean that we are unable to update findings for the February deliverable. We will
manage this risk by closely monitoring recruitment rates and considering means for improving
recruitment (e.g., advertising, incentives etc.) together with the Department.
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Preliminary findings: Google analytics and service data

Google analytics data

Our approach

We used raw google analytics data from October 2017 to October 2021 provided by Liquid Interactive.
Liquid Interactive also provided some summary data (a multi-tab Excel file) and example manthly reports,
which were useful to cross-check with the raw data. Summarised monthly data were analysed using
STATA v16.1.

The relationships between monthly counts of all uptake measures (users, new users, total sessions, total
views, bounce rate) were estimated using Pearson’s correlation coefficients. Plots showing the counts for
each month over time with trend lines were also produced (details in Appendix 2). These analyses were
repeated for four measures of engagement: pages per session, duration, total conversions, and
conversion rate.

Our methods are elaborated in Appendix 2.

Findings
Uptake

Head to Health website uptake (usage) data were available for 49 months in total, 16 months during
which campaigns were running, and 33 months without campaigns. Campaign dates are listed in
Appendix 2.

Table 3 provides the mean and standard-deviation (SD) per month for Head to Health uptake measures —
overall and for campaign and non-campaign periods. The mean number of unique users per month was
50,5694, and almost all appeared to be new users (mean=48,509). The mean number of sessions was
62,357, and the mean number of views per month was 97,235. In about 25% of sessions, users did not
make any recorded interactions on the-website before leaving.

Appendix 2 displays plots for each Head to Health uptake measure over time, including trend lines, from
October 2017 to October 2021 (Figures A1-A5). These plots show that the numbers of users, new users,
total sessions and total views have increased over time, and tended to be higher during campaigns,
especially during the two most recent campaigns (which ran in 2020 and until February 2021). The
bounce rate varied over time, but the mean did not appear to change (systematically) over time or
between campaign and non-campaign periods.

There was very high correlation (> 0.98) between users, new users, total sessions and total views, which
was expected.
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Table 3. Head to Health monthly uptake overall, and during non-campaign and campaign periods, October 2017 to October 2021

Overall

Page 20 of 61

Campaign

Measure

Users

Description
An estimate of the number of unique
people who have visited the website.

50,694

sd
37,569

min

14,603

139,783

mean

34,244

mean

84,620

sd
45,823

New users

A ‘new user’ is counted when a visitor to
the website does not have an existing
browser cookie from Head to Health.

48,509

36,445

13,583

134,749

32,453

81,624

44,455

Total sessions

The number of groups of user
interactions (hits) that have occurred
within a discrete time frame.

62,357

45,591

18,574

167,628

42,421

20,094

103,474

55,787

Total views

The total number of times pages on the
website were viewed (total number of
views for each page, summed).

97,235

65,136

33,971

258,851

68,180

24,818

157,162

81,084

Bounce rate

[Bounces] / [Sessions] — the

proportion of sessions which bounced
(i.e., did not make recorded interactions
on the website before leaving)

0.246

0.0595

0.138

0.392

0.244

0.0596

0.250

0.0611
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Device use and referral source

Figure 1 shows that there has been a small decline in the use of desktop devices to access Head to Health
from 52% in 2017 to 49% in 2021. The use of tablets has also halved from 8% in 2017 to 4% in 2021.
Correspondingly, there has been an increase in the use of mobile devices from 40% in 2017 to 47% in

2021.
1000-
device_category
. desktop
. mobile
I st
500-

2017 2018 2098 2020 2021
year

sessions (1000s)

Figure 1. Device types over time

Figure 2 shows the top five traffic sources to Head to Health by year from 2017 to 2021. It shows that
organic searches (search engine results that were not paid ads) have accounted for the majority of traffic
from 2018 t02021. As of 2021, this'is followed by directly typing the Head to Health URL in the web
browser address bar.or usinga bookmark, and then referrals (from hyperlinks on external websites
excluding ads), paid searches, and social media.

Figure 3 displays the top 5 referral sources to Head to Health by year from 2017 to 2021. A referral
source refers to a web location that directed a Head to Health visitor to the website. It shows that in all
years, the majority of referrals came from Facebook. In 2020, this was followed by referrals from the
Department of Health website.
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Engagement

Measures of engagement provide information about how users engage with the Head to Health website.
These include the number of pages viewed per session, the average length of time spent on the website
per session and the number of conversions. A conversion is the completion of a key or desired action,
including search completions, SAM (chatbot) completions, emailing resources, and printing resources.
Table 4 displays the Head to Health monthly engagement overall, and during non-campaign and
campaign periods, from October 2017 to October 2021.

The overall mean number of pages viewed per session was quite low (1-2). The average time spent on the
website per session was about 2.5 minutes. A relatively small number and proportion of sessions
included a conversion (~ 10%).

Figures A6 to A9 in Appendix 2 display the monthly engagement with Head to Health, and include trend
lines, from October 2017 to October 2021. These figures show that the number of pages per session,
duration, and conversion rate have decreased over time, during both campaign and non-campaign
periods.

The number of conversions has increased over time (until early 2021), with peaks during the 2020-2021
campaigns, which is overall a very similar trend to those observed for users, new users, total sessions and

total views. The total number of conversions was higherin campaign than non-campaign periods.

There was a high negative correlation between number of users and duration (-0.83).
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Table 4. Head to Health monthly engagement overall, and during non-campaign and campaign periods, October 2017 to October 2021

Overall Non-campaign Campaign

Measure Description sd i max ‘ mean sd mean sd

Pages per session Average number of pages 1.673 0.168 1.430 2346 | 1723  0.163 1.570 0.131
viewed per session

Duration Average length of time (seconds) 152.4 31.16 79.25 2165 | 1667  21.44 123.1 27.61
spent on the website per session

Total conversions Number of sessions in which key 5,609 3,322 1,654 13,912 | 4,142  955.4 8,635 4,345
or desired actions are completed

Conversion rate Proportion of sessions which 0.103 00314 0.0267 0160 | 0110 0.0322 | 0.0880 0.0242
include a conversion

Note. Each conversion is counted only once per session —i.e. unique count of conversions. Thus, a user who-makes 2 “search completions” and 2 “email resources” will be counted as having
made two conversions only.
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Page helpfulness

Appendix 2 provides details on the source of data on page helpfulness that is the focus of this section.

Figure 4 displays the percentage of webpage ratings that were helpful by webpage topic category over
the life of the Head to Health website, excluding any topic categories with <10 responses. The N in the
figure below (the denominator) is the number of occasions that the pages under these topic headings
were rated for helpfulness (i.e., the number of rating events). The Y axis is the percentage of all ratings
that were helpful (i.e., 100 * (helpful ratings/total ratings). It can be seen that the Meaningful life topic
was the most rated (N = 4844) and, excluding topics with <10 responses, the For health professionals
topic was the least rated (N = 77) in terms of helpfulness. Each topic was more likely to be rated as
helpful than not helpful, with each topic endorsed as helpful in around 60-80% of occasions.

Figure 5 displays the percentage of webpage ratings that were endorsed as helpful by webpage subtopic
category over the life of the Head to Health website, excluding any subtopic categories with <10
responses. It shows that the subtopics most frequently (> 75%) rated as helpful were: What helps us
thrive (Meaningful life), Chatstarter (COVID-19 support), Find support-that works for you (COVID-19
support), Domestic violence (Supporting yourself) and Self-harm (Mental health difficulties). It should,
however, be noted that for four of these five subtopics the total number of ratings in either direction was
only n < 66; whereas the total number of ratings for What helps us thrive (Meaningful life) was more
substantial at 2027. The three subtopic pages least endorsed as helpful (in < 50% of ratings) were Impacts
on everyday life (COVID-19 support), COVID-19 support (Mental health difficulties) and Seeking support
(Supporting yourself). However, these subtopics were rated on a relatively. small number of occasions (n =
19, 76 and 110, respectively).
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Figure 4. Proportion of webpages endorsed as helpful by topic, October 2017 to October 2021
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Service data

Our approach

We requested monthly data from July 2014 to June 2021 on total number of unique website visitors and
number of unique website visitors via Head to Health (October 2017-June 2021), and its predecessor
mindhealthconnect (July 2014-September 2017), from three key Australian digital mental health services
(DMHSs)— MindSpot, ThisWayUp and Mental Health Online. Mental Health Online provided dataon
‘total’ and ‘new’ rather than unique visitors, and we chose to use ‘new’ users as the equivalent of
‘unique’ users for our analyses.

We calculated the proportion of website visitors via Head to Health and mindhealthconnect. We-also
produced plots showing the counts for each month over time and included a trend line to assess both
short-term and long-term trends.

Findings
Overall service uptake and referrals from Health to Health

Table 5 provides data on the total number of visitors to each of the three DMHSs from July 2014 to June
2021 and the number of referrals from mindhealthconnect and/or Head to Health. It shows that, in the
3.75 year period (October 2017 to June 2021), Head to Health referred almost double the number of
visitors to the websites of three key digital mental health services as mindhealthconnect in a 3.25 year
period (July 2014 to September 2017; 69,595 cf 36,455). However, because the overall number of visitors
to the websites of these services more than tripled, proportionally, there were fewer referrals from Head
to Health than from mindhealthconnect (1% cf 2%).

Proportionally, the impact of mindhealthconnect and Headto Health has been the same for MindSpot
(1.2% for both). By comparison, there-was a decrease inthe percentage of referrals to ThiswWayUp and an
increase in the percentage of referrals to.Mental Health -Online from Head to Health compared with
mindhealthconnect (3.1% cf 0.5% and 7.0% cf 8.0%, respectively).

Table 5. Total visitors, and referrals from Head to Health/mindhealthconnect, to DMHSs, July 2014 to
June 2021

MindSpot = ThisWayUp Mental

Health
Online

Jul 2014-Sept 2017 (3.25 years)

Total number of visitors 1,021,566 563,619 101,905 | 1,687,090

Number of referrals from MHC 11,767 17,461 7,227 36,455

Percentage of referrals from MHC 1.15% 3.10% 7.09% 2.16%
Oct 2017-Jun 2021 (3.75 years)

Total number of visitors 1,787,745 5,343,793 238,572 | 5,363,235

Number of referrals from H2H 21,620 28,760 19,215 69,595

Percentage of referrals from H2H 1.21%. 0.54% 8.05% 1.30%
Jul 2014-Jun 2021 (7 years)

Total number of visitors 2,809,311 5,907,412 340,477 | 8,427,933

Number of referrals from MHC/H2H 33,387 46,221 26,442 100,161

Percentage of referrals from MHC/H2H 1.19%. 0.78% 5.64% 1.19%

H2H, Head to Health; MHC, mindhealthconnect.

25



Document 1 FOI 3937 Page 28 of 61

Trends over time in monthly service uptake and referrals from Head to Health

Table 6 provides the mean monthly uptake of the three DMHSs and the mean monthly proportions
referred via Head to Health/mindhealthconnect.

Like the data on total numbers of visits, the mean monthly proportions show that for:

e MindSpot the mean monthly proportion of referrals from mindhealthconnect and Head to
Health were about the same (1.3% cf 1.2%);

e ThisWayUp the mean monthly proportion of referrals from Head to Health was smaller than that
attributable to mindhealthconnect (5.1% cf 0.8%);

e Mental Health Online the mean monthly proportion of referrals from Head to Health was
somewhat larger than that attributable to mindhealthconnect (8.9% cf 8.4%); and

e All three services combined the mean monthly proportion of referrals from Head to Health was
smaller than that attributable to mindhealthconnect (4.9% cf 3.6%).

Figures 6-8 display the monthly proportion of website visitors referred via-Head to Health or
mindhealthconnect from July 2014 to June 2021, and include a trend line.

For MindSpot, the trend line suggests that the proportion of referrals appeared to increase over the Head
to Health time period (from October 2017 until June 2021), with a maximum monthly proportion of 3%.
The trend for This Way Up was less clear but the trend line suggests that the proportion of referrals over
the Head to Health time period appeared to initially decrease (October 2017 until July 2018), then remain
steady for some time (until around November 2020) when there was a sharp increase for 4 months (to
3%), before dropping back to the previous steady proportion.of about 1%. For MHO, the trend line
suggests that the proportion of referrals appeared to be relatively stable for the initial Head to Health
time period (from October 2017 until about April 2021), and then decrease, although there was
considerable fluctuation during the entire Head to Health period with minimum monthly proportion of
3% and a maximum of 18%.
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Table 6. Mean monthly uptake of digital mental health services, overall and via Head to Health/mindhealthconnect, July 2014 — June 2021.

MindSpot ThisWayUp
mean sd mean sd
Jul 2014-Sept 2017 (3.25 years)
Number of unique website visitors during MHC period 26,194 8,186 14,452 11,971 2,613 853.4 14,420 12,752
Number of unique website visitors referred from MHC 301.7 143.0 447.7 96.43 0 0 249.8 211.7
Proportion of unique website visitors referred from MHC 0.0132 0.00814 0.0507 0.0293 0.0841 0.0694 0.0493 0.0522
Oct 2017-Jun 2021 (3.75 years)
Number of unique website visitors during H2H period 39,728 8,540 118,751 52,842 5,302 2,179 54,593 56,699
Number of unique website visitors referred from H2H 480.4 262.1 639.1 359.4 427 151.0 515.5 283.9
Proportion of unique website visitors referred from H2H 0.0121 0.00560 | 0.00756 0.00760 | 0.0893 0.0330 0.0363 0.0425
Jul 2014-Jun 2021 (7 years)
Total number of unique visitors 33,444 10,745 70,326 65,453 4,053 2,161 35,941 46,845
Number of unique website visitors referred from MHC/H2H 397.5 232.0 550.3 286.3 314.8 174.2 420.8 253.9
Proportion of unique website visitors referred from MHC/H2H 0.0126 0.00687 0.0276 0.0298 0.0869 0.0528 0.0424 0.0476

H2H, Head to Health; MHC, mindhealthconnect; MHO, Mental Health Online
*Data from MHO are counts of new website visitors (not unique website visitors).
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Preliminary findings: Cost-outcome

Our approach

We examined both the costs and outcomes of Head to Health. The costs associated with delivering Head
to Health were based on internal financial and budgeting documents obtained from the Department of
Health. These costs were separated into six categories — operations (includes staffing), technology and
infrastructure, marketing, governance, capital purchases and COVID-19 enhancements — and aggregated
by financial year from 2017-18 to 2020-21. The outcomes used in this cost-outcome description were
number of visits to the Head to Health Gateway, unique visitors, conversions, completion rate, search
rate and bounce rate. We used monthly data totalled and averaged for each financial year to enable
meaningful comparisons between costs and outcomes, including cost per unit of outcome.

Findings

Costs by financial year, 2017-18 to 2020-2021

Table 7 presents the costs associated with Head to Health by financial year. The majority of the costs
were related to technology and infrastructure expenditure, primarily from the engagement of an external
website delivery partner (Speedwell/Liquid). Operations‘expenditure, including staffing, was on a general
decline from 2017-18 onwards until a significant increase in 2020/21. Expenditure related to enhancing
the Head to Health website with COVID-19 materials formed 9-10% of the total costs in the last two
financial years. Since its inception, the total costs of delivering Head to Health amounted to
approximately $17 million, with the highest annual costincurred in 2017-18 at $8.2 million.

Outcomes by financial year, 2017-18 t0'2020-2021

Table 8 presents selected outcomes from Head to Health by financial year. It should be noted that data
were not available for July, August and September in the financial year 2017-18 because Head to Health
was not yet operational then. The numbers of visits, unique visitors, new users and conversion have
grown over time, with the highest year-on-year growth occurring between 2017-18 and 2018-19, ranging
from 80 to 118 percent. On the other hand, the pages sessions, duration and service finder search rate
declined from 1.84, 168.60 and 0.06 in 2017-18 to 1.53, 125.65 and 0.04 in 2021-21, respectively. The
completion rate improved between 2017-18 and 2018-19 but has declined slightly since then. The
bounce rate generally decreased from 2017-18 to 2020-21.

Cost-outcome’by financial'year, 2017-18 to 2020-2021

The cost per unit for the'majority of outcomes decreased between 2017-18 and 2020-21, indicating
efficient usage of budget in the delivery of Head to Health. Figure 9 presents the cost per unit of visit,
uniquevisitor, new users and conversion during the study period. In 2017-18, the cost per visit, per
unique visitor and per new user were $30.82, $38.07 and $39.91, respectively, while the cost per
conversion was $288.70. All three metrics experienced a significant decline by 2020-21, with the cost per
visit, per unique visitor and per new user dropping by approximately 90% to $2.91, $3.57 and $3.74,
respectively, while the cost per conversion dropped by 88% to $35.57. Based on the current data
available to the evaluation team, there is evidence to suggest efficiency of resource use from the
allocated budget. However, further evaluation is necessary to determine the cost-effectiveness of Head
to Health.
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2017-18 2018-19 2020-21

Category
$ : | |

Technology & Infrastructure 5,205,416 63 1,417,923 43 1,500,000 74 1,900,000 58
Operations 701,139 388,783 12 300,000 15 600,000 18
Governance 703,694 . 0 . 0 0
Marketing 276,691 376,710 11 4,000 0 500,000 15
Capital Purchases 1,354,775 16 1,104,901 34 . 0 0
COVID-19 Enhancements . 0 . 0 210,113 10 300,000 9
Total 8,241,715 100 3,288,317 100 2,014,113 100 3,300,000 100

Table 8. Selected outcomes of Head to Health from 2017-18 to 2020-21

2017-18

Outcomes 2018-19 2019-20 2020-21
Monthly average ‘ Total Monthly average Total Monthly average Monthly average

Visits 267,392 29,710 487,371 40,614 888,086 74,007 1,137,632 94,803
Unique visitors 216,515 24,057 391,538 32,628 731,215 60,935 923,188 76,932
New users 206,501 22,945 371,341 30,945 704,171 58,681 883,197 73,600
Conversion 28,548 3,172 62,341 5,195 77,734 6,478 92,763 7,730
Completion rate 0.11 0.13 0.11 0.08
Service finder search rate 0.06 0.05 0.04 0.04
Bounce rate 0:27 0.24 0.25 0.23
Pages sessions 1.84 1.74 1.66 1.53
Duration 168.60 165.43 159.26 125.65
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Preliminary findings: Secondary data from user survey

Our approach

We used secondary quantitative and qualitative data from a survey conducted by the Department
of Health from 10 July 2019 to 18 November 2019. Visitors to the Head to Health website were
invited to participate in an online survey, which included closed and open-ended questions about
their demographics, reasons for accessing Head to Health, experience of using Head to Health, and
feedback on features, ease of use, relevance and potential improvements of the website. A total of
258 individuals responded to the survey.

Findings
Socio-demographic characteristics of survey respondents

Table 9 shows the demographic characteristics of survey respondents. The majority of respondents
were female (73%) and half were aged 35 years or younger. Over one quarter (27%) of respondents
resided in NSW and 24 % in Victoria. Close to 20% resided in a rural or remote location. Forty-six
percent of respondents had lived experience of mental illness. Twenty percent of respondents
identified as LGBTIQ.
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Table 9. Characteristics of survey respondents (N = 258)

Characteristic Frequency %
Gender
Female 187 72.5
Male 60 23.3
Prefer not to answer 2 0.8
Self-described 9 3.5
Not answered 0 0
Age range
Under 18 years 43 16.7
18-35 years 86 33.3
36-50 years 73 28.3
51-65 years 46 17.8
66-79 years 9 3.5
80 years or older 1 0.4
Not answered 0 0
State
Australian Capital Territory 12 4.7
New South Wales 70 27.1
Northern Territory 3 1.2
Queensland 47 18.2
South Australia 23 8.9
Tasmania 7 2.7
Victoria 61 23.6
Western Australia 32 12.8
Not answered 2 0.8
Population groups identified with?
Aboriginal and Torres Strait Islander 10 3.9
Culturally and linguistically diverse/ main language spoken at home is not 21 8.1
English
Living in a rural or remote location 50 19.4
Lesbian, Gay, Bisexual, Transgender, Intersex and Queer people 51 19.8
Person who has personally experienced mental illness (lived experience) 120 46.5
Person with a disability 36 13.9
Person who provides unpaid care/support to family members/friends who have 42 16.3
a disability, mental.iliness, chronic condition, terminal illness, an alcohol or
other. drug issue orwho are frail aged (Carer)
Veteran 5 1.9
Not answered 65 25.2

aMultiple responses permitted.

Tables 10 and 11 show how respondents first heard about Head to Health and their reasons for
visiting the website, respectively. As shown in Table 10, one third of respondents first heard about
Head to Health through an internet search, with 17% hearing about it from a friend, co-worker or
family member. Respondents who provided additional information (free text response) and
indicated they heard about it elsewhere (n = 60), most commonly indicated they heard about it
from their workplace (n = 18), a mental health service (n=10) or their school or educational
institution (n = 10). The most commonly cited reason for visiting the website was to find mental
health resources for oneself (39%) followed by finding mental health resources for a friend, family
member or co-worker; and seeking resources for a client or patient (see Table 11). Of those who
indicated they were visiting the website for another reason (n = 64), 20 indicated it was related to
their schoolwork, 11 to activities at work and 10 to search for general information.
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Table 10. How respondents first heard about Head to Health (N = 258)

Source Frequency %
Friend, co-worker or family member 45 174
A GP or health professional 20 7.7
Social media 33 12.8
Internet search (e.g., Google) 92 35.7
| don’t remember 11 4.3
Other (please specify)q 57 22
Not answered 0 0

aSixty respondents provided additional information in the free text space.

Table 11. Reason for visiting Head to Health (N = 258)

Source Frequency %
I’'m looking to find mental health resources for myself 100 38.8
I’'m looking to find mental health resources for a friend, family member or co- 40 15.5
worker
I’'m a carer looking to find mental health resources for someone | care for 9 3.5
I’'m a health professional or GP looking to find mental health.resources for my 40 15.5
client/patient
| am a service provider listed on Head to Health 6 2.3
Other: 63 24.4
Not answered 0 0

aSixty-four respondents provided additional information in the free text space.

Head to Health user experiences

User experiences of Head to Health were assessed in aseries of questions concerning ease of use,
rating of the experience and likelihood of recommending the website. As shown in Table 12, 62% of
respondents indicated that the website was easy or very easy to use, with less than 10% indicating
it was very hard. Forty-three respondents provided further details about ease of use, with 22 of
these respondents indicating information was limited and 10 respondents reporting other
difficulties.

When asked about the extent to whichthey trusted the information and resources on Head to
Health, 59% of respondents indicated a great deal or a lot of trust, 29% indicated a moderate level
of trust and 5% indicated not at all trusting the information or resources (Table 13). Thirty
individuals provided additional feedback on trust, 10 of whom cited missing information as
inhibiting their trust.in the site, and nine respondents provided further positive information that
promoted their trust in the website.

Sixty percent of respondents rated their experience of using the Head to Health website as good or
great, with around two-thirds reporting a relatively high likelihood (> 7/10) of recommending

the ' website (see Tables 14 and 15). Thirty-one respondents provided additional feedback on their
rating of the website, 15 of whom provided positive feedback, seven reported difficulties using the
website, and four suggested updating or including additional information.

Forty participants responded to the question about recommending Head to Health to a client or
patient experiencing mental health concerns. Over half of these respondents (52.5%) had not
recommended the website.
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Table 12. Ease of using Head to Health (N = 258)?

Level of ease Frequency %
Very easy 63 24.4
Easy 97 37.6
Neither easy or hard 60 23.3
Hard 14 5.4
Very hard 24 9.3
Not answered 0 0

aForty-three respondents provided additional feedback in the free text space.

Table 13. Extent of trust in information and resources on Head to Health (N = 258)2

Level of trust Frequency %
A great deal 74 28.7
Alot 79 30.6
A moderate amount 75 29.1
A little 17 6.6
Not at all 13 5.0
Not answered 0 0

aThirty respondents provided additional feedback in the free text space.

Table 14. Rating of experience of using Head to Health (N = 258)?

Rating Frequency %
Terrible 11 4.3
Bad 18 7.0
Okay 75 29.1
Good 93 36.0
Great 61 23.6
Not answered 0 0

aThirty-one respondents provided additional feedback in the free text space.

Table 15. Likelihood to recommend Head to Health (N = 258)

Likelihood Frequency %
0-not at all 16 6.2
1 5 1.9
2 10 3.9
3 6 2.3
4 12 4.6
5 28 10.8
6 12 4.6
7 23 8.9
8 39 15.1
9 25 9.7
10 — Absolutely 82 31.8
Not answered 0 0

Head to Health user needs

The most commonly used features of the Head to Health website were the topic and content pages
(58%) and the search resources (57%) (Table 16). Thirty-seven respondents provided additional
feedback on features. This feedback most commonly related to limited information provision (n =
17), poor website design (n = 8) and outdated or inappropriate information (n = 6).

Sixty-one percent of respondents found the resources to be extremely relevant or relevant and 8%

indicated the resources were not at all relevant (Table 17). Thirty-three respondents provided
additional feedback on resource relevance, with 11 respondents indicating missing information, six
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identifying gaps in certain digital resources and five mentioning barriers to using the recommended
resources.

Table 16. Features used on Head to Health (N = 258)> b

Feature Frequency %
Sam the Chatbot 51 19.8
Search resources 154 56.7
Save resources 33 12.8
Topic/content pages (e.g., Anxiety disorders, Depressive disorders, 150 58.1
Contentedness, Purposeful activity etc.)

Not answered 41 15.9

aMultiple responses permitted.
5Thirty-seven respondents provided additional feedback in the free text space.

Table 17. Relevance of resources on Head to Health (N = 258)°

Relevance Frequency %
Extremely relevant 52 20.2
Relevant 106 41.1
Somewhat relevant 50 19.4
Not very relevant 18 7.0
Not at all relevant 21 8.1
Not answered 11 4.3

aThirty-three respondents provided additional feedback in the free text space.

Twelve percent of respondents (n = 30) had recommended a specific digital mental health resource
to a patient or client. Twenty-seven respondents provided further details about the services they
recommended. Eight respondents had recommended Beyond Blue, six headspace, four SANE, and
three each mentioned Head to Health, Lifeline, moodgym, and Beyond Now (multiple responses
permitted). When asked if there were any reasons for;, or barriers to, recommending digital mental
health resources, five respondents provided further details related to a lack of awareness or
experience using digital mental health resources.

Respondents were also asked about additional services, topics, features or other improvements
they would like'to see. Respondents (n=133) made specific requests for additional content or
resources, including information for specific disorders or subpopulations; and information about
accessing face-to-face services, particularly based on location. Comments also included the need to
improve the look and feel and ease of navigation of the website and its speed. Some respondents
reported that the site was adequate as it was. Others expressed that the gateway needs to outline
costs-and other.requirements for entry into suggested services, as well as including the voices of
those with lived experience, for example, in providing user ratings of services. Others also
commented on needing to further refine both chatbot and search functionality and to ensure that
suggestions are tailored to the individual.



Document 1 FOI 3937 Page 39 of 61

Preliminary findings: Community conversations

Our approach

We conducted three online community conversations using a modified World Café method.* Each
conversation involved 4-8 people who identified as consumers or carers, and was held during
November 2021, using Zoom.

These community conversations were combined with discussion of supported online mental health
services to reduce participant burden. The conversations focused on four areas:

1) What are the strengths or enablers for use of the Head to Health website?

2) What are the weaknesses or barriers for use of the Head to Health website?

3) How effective is the Head to Health website, particularly for different groups e.g.,
symptom severity, cultural diversity, socioeconomic background etc.?

4) What are the:
a. Most important features to create the optimal Head to Health Digital Gateway
b. Least important features to create the optimal Health to Health Digital Gateway?

Methods and analysis details are provided in Appendix 3.
Findings

Participant characteristics

Table 17 presents the demographic characteristics of the 16 participants in the three community
conversations. One participant did not provide any demographic or service use data, and one did
not provide their age.

The demographics demonstrate participation by a range of people, representing multiple genders
and age groups. Four participants were located in regional areas and none in remote locations, and
all but two used the NBN to access the internet. None of the participants identified as Aboriginal or
Torres Strait Islander, but during discussions, several identified strongly as Culturally and
Linguistically Diverse or reported disabilities.

Participants’ familiarity.with online mental health services was mixed. Only three reported that
they-had not used digital mental health services, but half reported that they had not heard of the
Head to Health website; and only four of the 16 reported ever using it. Therefore, community
conversation facilitators accessed the website and shared their screens with participants to
facilitate exploration in real time.
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Table 17. Demographic characteristics of community conversation participants (N = 15)?

Characteristic Frequency %
Gender

Male 7 46.7

Female 5 33.3

Non-binary 3 20.0
Age®

<20 2 13.3

20-29 5 33.3

30-39 3 20.0

40-49 2 13.3

50-59 1 6.7

60-69 1 6.7
Location

Major cities 11 73.3

Inner regional 2 13.3

Outer regional 2 13.3
Type of internet

NBN 13 86.7

Wireless 1 6.7

Mobile 1 6.7
Used digital services

Yes 12 80.0

No 3 13.3
Heard of Head to Health Digital Gateway

Yes 7 46.7

No 8 53.3
Used Head to Health Digital Gateway

Yes 4 26.7

No 11 73.3

aAn additional participant did not provide any demographic information.
bOne participant did not provide their age:

Strengths of the Head to Health website

Discussions about the strengths of the Head to Health website focused mainly on user friendliness
and the scope of content. Since most participants had never used the site, their experience was
limited to demonstration of its functionality during the community conversations, with little time to
explore its content and functionality in any depth. Many participants commented that the site has
a-warm, user-friendly feel-and is easy to use. They particularly appreciated the comprehensive
menu system that allowed drilling down to specific information, the ability to bookmark important
parts, and that the site is mobile friendly. They commented that it is “not a typical government
website.” They were impressed by the comprehensive information presented on a very broad
range of issues, including specific disorders and COVID-19, and thought that the site was a
trustworthy starting point for people seeking information and links to professionals for mental
health issues. The full word clouds created in each conversation are contained in Appendix 3.

Weaknesses of the Head to Health website

The weaknesses of the website and barriers to its use tended to mirror the strengths. The largest
focus of discussion was on user friendliness, and in particular the nature of the content, its
organisation and the overall feel. Although some users had found the breadth and depth of content
a strength, others felt that the site was too broad and overwhelming to navigate. Some content,
particularly regarding LGBTIQ+ populations was reported to be outdated, and other areas too
focused on self-help and information rather than providing a true gateway to mental health
services. The cartoon characters were particularly unpopular, described as “Humpty Dumpty

38



Document 1 FOI 3937 Page 41 of 61

people” that infantilised or patronised people with mental health problems and made it feel like
the site did not take these issues seriously.

The other major area considered to be a barrier was accessibility. There were concerns about the
Head to Health Digital Gateway being the major way of gaining information and referral within the
system when there were people without access to technology such as smartphones and the
internet. As a gateway, people were uncertain whether the Head to Health website was meant to
be a primary point of entry to the entire system, and were thus concerned that it may
systematically exclude some of the most vulnerable who did not have reliable technology: Likewise,
the accessibility of the design was questioned for people with vision impairment. Finally, the
diversity of appeal and accessibility to people from different cultural backgrounds was questioned
due to the complexity of the English used, and the limited translations available. The figure holding
the tiny Aboriginal and Torres Strait Island flags was commented on as “tokenistic.”

One group focussed on the crisis and suicide resources on the site, which is'a critical area of any
mental health resource. They commented that the crisis resources were not as easy to find as
possible and were too superficial. This group also thought that the site would benefit from
involving peers in co-designing the platform.

Appendix 3 contains the word clouds for barriers.

Effectiveness of the Head to Health website

In the third session, participants were asked to consider the effectiveness of the Head to Health
website, especially for different groups such as those from different cultural backgrounds or with
different levels of mental health problem severity. Consistent with the discussions about strengths
and weaknesses, the breadth of the site' was viewed as a double-edged sword. Participants
described the site as a broad and credible gateway that was particularly well-suited to providing
general introductory information-and may appeal to familymembers or those new to mental
health who were seeking this type of information. However, they observed that there was not
sufficient tailoring for those with complex needs, who frequently miss out in “one-size-fits-all”
approaches and may need their own section or even site to cover information and programs
relevant only to people with severeillness and complex needs. Further, there was concern that
specific groups such as Aboriginal and Torres Strait Islander peoples, those who identify as LGBTIQ+
and those from different cultural backgrounds may feel “alienated” by the site due to the relative
lack of information specific to these groups.

Some participants thought the volume of information was overwhelming, but at the same time felt
that some issues and specific apps were not described well enough. This reduced the site’s
effectiveness as they struggled to navigate to what was needed, then the site did not have enough
depth-to the information on the topics in which they were interested. They suggested it would be
helpful to add further layers of detail to drill down on all mental health issues, not just the most
common, again to reduce the sense of being excluded if not in a majority group. They also
suggested it would increase the site’s effectiveness and profile as a gateway if the information also
included referrals or searchable databases of physical services rather than just digital services, and
had a section on peer services.

The other major area of focus was on accessibility. As for the weaknesses, there was concern that
the literacy and digital literacy required to use the site may exclude some users. Participants
described the overall language as quite clinical or pathologising, with both complex language and
an approach to mental health that many with lived experience do not favour. Some also found
navigation difficult, and were unsure they were getting the information they needed. Further,
there were concerns that people from non-English speaking backgrounds or with disabilities may
not be able to effectively interact with the site due to its complex language and setup.

The word clouds containing all the suggestions for effectiveness are included in Appendix 3.
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What would an optimal Head to Health website look like?

In the final session, participants were provided with the word clouds produced in the strengths,
weaknesses and effectiveness discussions and asked to consider what they thought an optimal
Head to Health website would include. They were informed that the site was under redevelopment
and encouraged to consider the features that would be useful to include in an ideal world, along
with those they would like to see removed.

Interest for the most important features focused primarily on design and navigation. Participants
wanted a visually appealing site with use of calming colours, and that is less childish-looking. They
wanted information to be comprehensive but organised in a way that is not overwhelming and
assists them to find the depth they need. Some suggested that addition of live chat or.interaction
with a real person rather than a robot would assist with this. They also stated that an ideal'site
should be accessible to everyone, so easy to read (e.g., compatible with screen readers).

The second major area that was described as most important was the overall focus of the site.
Participants described the Head to Health Digital Gateway as an “opportunity to normalise, to
reduce stigma and self-stigma, and promote help-finding,” but thought it was largely missing this
opportunity by using a deficit-based, medical approach. They'wanted to'see better information
that normalises mental health issues and recovery, and connects to options beyond mainstream
mental health approaches, such as peer services.

The final area on the wish list of most important features was.links to physical (real world) services
such as mental health professionals, support groups and non-digital tools. Participants were unsure
of the scope of the digital gateway, but thought that describing itias a “gateway” implied that there
was more than just basic digital health links to be found.

Discussion of the least important features was more limited, and focused on the few issues about
which participants felt most strongly. They suggested that the medical jargon and complex
language needed to be removed, replaced with plain.language and recovery-oriented information
that deals with topics in sufficient depth. They also wanted the cartoon figures replaced with
something less childish.and with broader appeal. One group also disliked the chatbot, suggesting
that interacting with a robot when in distress-was not useful.

The full lists of most and least important features are included in Appendix 3.
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Interim summary and conclusions

Summary

This section summarises findings from all the data sources used in this interim report according to
the six KEQs. Note that KEQs are addressed by different combinations of, and not necessarily all,
data sources.

KEQ 1: How effective has Head to Health been to date and what can we learn
from it?

Data from Head to Health google analytics, website analytics from three key digital mental health
services and community conversations with lived experience participants contribute to addressing
KEQ 1.

Google analytics data

From October 2017 to October 2021, the mean number of unique users per month was 50,5694,
and almost all appeared to be new users (mean = 48,509). The mean number of sessions was
62,357, and the mean number of views per month was 97,235. This suggests that.the monthly
mean uptake has halved compared with equivalent monthly average data for mindhealthconnect
from February to June 2017 (e.g., 103,136 unique users; 185,140 page views).2 Although uptake
figures were higher during campaign periods (e.g., 84,620 unique users; 151,162 page views), these
were still below the mindhealthconnect equivalent monthly averages from February to June 2017.2

However, the Head to Health average monthly bounce rate over its life is much better than that of
mindhealthconnect from February to June 2015 (25% cf 75%),2 which means proportionally less
sessions involved users not interacting with the website before leaving.

Furthermore, despite the lower than expected monthly average uptake, the trend from October
2017 to October 2021 has been for the overall uptake of Head to Health to increase over time.

A range of devicesare being used to access Head to Health. In 2021, 49% of sessions were accessed
via desktop, 47% via mobile and 4% tablet devices. Search engine results are the main source of
traffic to Head to Health, and mostreferrals come via Facebook.

Website analytics fromdigital mental health services

In a 3.75 year-period (October2017 to June 2021), Head to Health referred almost double the
number of visitors to three digital mental health services websites as mindhealthconnect in a 3.25
year period (July 2014 to September 2017; 69,595 cf 36,455). However, because the overall
number of visitors to the websites of these services more than tripled, proportionally there were
fewer referrals from Head to Health than from mindhealthconnect (1% cf 2%). These findings
suggest that although more people have continued to become aware of Head to Health over time,
people are also increasingly becoming aware of digital mental health services through pathways
other than through Head to Health.

Community conversations

Lived experience community conversation participants described the site as a broad and credible
gateway suited to family members or those new to mental health. However, they reported
insufficient tailoring for those with complex needs, who frequently miss out in “one-size-fits-al
approaches and may need their own section or site to cover information and programs relevant
only to people with severe illness and complex needs.

|Il

Lived experience participants also expressed concern that the website does not include specific
groups such as Aboriginal and Torres Strait Islander peoples, those who identify as LGBTIQ+ and
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those from different cultural backgrounds. They viewed the overall language as clinical or
pathologising and complex, requiring a level of literacy and digital literacy that may exclude some
users, including people from non-English speaking backgrounds or with disabilities.

Some lived experience participants thought the volume of information was overwhelming, but at
the same time, they felt that some issues and specific apps were not described well enough. This
reduced the site’s effectiveness as they struggled to navigate what was needed, and then found the
site did not have enough depth to the information on the topics in which they were interested.

KEQ 2: Who are the current users of the Head to Health website?

Data describing the users of Head to Health are not routinely collected. However, secondary data
from the Department administered survey provide some insight into the characteristics of survey
respondents.

Secondary survey data

Of the 258 respondents who completed the survey, most were female (73%) and of mixed age
groups, most commonly 18-50 years (62%) followed by 51-65 years (18%) and under.18 years
(17%). Survey respondents represented all states and territories and a range of hard-to-reach
minority subpopulations. Survey respondents most commonly heard about Head to.Health through
an internet search or a friend/co-worker/family member.

Interestingly, of the 16 lived experience participants we recruited for the community conversations,
44% had heard of Head to Health, and 25% had used it.

KEQ 3: What are the experiences of users.of the website?

Data from Head to Health google analytics, the Department survey and community conversations
with lived experience participants address KEQ 3.

Google analytics data

Google analytics data provide insights into how users engage with the Head to Health website.

On average, only 1-2 pages are viewed per session, and the average session duration is 2.5
minutes. Overall, engagement with Head to Health has declined over time, irrespective of
campaigns. One in 10 Head to Health sessions results in a conversion (e.g., completing a desired
action including search completions, chatbot completions, and emailing or printing resources). The
Head to Health conversion rate is somewhat lower than that of mindhealthconnenct at 13%,% but
the absolute number of conversions has increased over time.

A relatively small number of users provide data on whether or not they perceive the pages they use
to be helpful. Pages relating to COVID-19 support, Health professionals, Meaningful life, Mental
health difficulties, Supporting someone else and Supporting yourself are more often rated as
helpful than not (~60-80%).

Secondary survey data

Just under two-thirds of respondents of the Department administered survey reported that the
website was easy or very easy to use, most (88%) reported moderate to high trust in the content,
and around 60% reported a good or great user experience. Around two-thirds indicated a relatively
high likelihood (> 7/10) of recommending Head to Health.

42



Document 1 FOI 3937 Page 45 of 61

Community conversations

Based on demonstration of its functionality during the community conversations, lived experience
participants’ positive feedback related to experiencing the site as warm, user-friendly and easy to
use. They particularly appreciated the comprehensive menu system that allowed drilling down to
specific information, the ability to bookmark important parts, and that the site is mobile friendly.
They commented that it is “not a typical government website” and were impressed by the
comprehensive information presented on a very broad range of issues, including specific disorders
and COVID-19.

The negative feedback from lived experience participants related to lack of user friendliness,
particularly the nature of the content, its organisation and the overall feel. Some felt that the site
was too broad and overwhelming to navigate. Some content, particularly regarding LGBTIQ+
populations, was reported to be outdated, and other areas too focused on self-help and
information rather than providing a true gateway to mental health services. The cartoon characters
were particularly unpopular and made it feel like the site did not take mental health seriously.

The other major area lived experience participants viewed as a barrier was accessibility. Some
expressed concern that Head to Health may systematically exclude some of the most vulnerable,
For example, people without reliable technology, people with vision impairment, and people from
different cultural backgrounds, including Aboriginal and Torres Strait Islander-peoples.

Importantly, some lived experience participants reported that the crisis resources were not easy to
find and were too superficial.

KEQ 4: What are the needs of current users'of the-website? Are these being met?
What needs should be met by the planned nationallmental health platform?

Data from the Department’s survey and the community conversations contribute to addressing
KEQ 4.

Secondary survey data

The most commonly used features of the Head to Health website according to respondents of the
Department administered survey are the topic and content pages and the search resources (58%
and 57%, respectively). More than half (61%) of survey respondents reported that the resources
were relevant or extremely relevant. This suggests that these are features that are performing
relatively well and should be retained in the planned national mental health platform.

Survey respondents suggestedthat some features could be improved including:

e providing more information/content/resources (e.g., specific disorders or subpopulations;
and information about accessing face-to-face services, particularly based on location; costs
and other requirements for entry into suggested services; and including with lived
experience views, for example in providing user ratings of services);

e updating outdated information;

o further refining both chatbot and search functionality and to ensure that suggestions are
tailored to the individual; and

e website design (e.g., look and feel, and ease of navigation of the website, as well as its
speed).

Community conversations

Community conversation participants echoed several of the suggestions made by survey
respondents in addition to offering other characteristics of an ideal mental health gateway
including:
e avisually appealing site with use of calming colours, and that is less childish-looking;
e comprehensive information (on all mental health issues, not just the most common),
organised in a way that is not overwhelming and assists users to find the depth they need;
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e the site being accessible to everyone, so easy to read and compatible with screen readers
for example;

e removal of medical jargon and complex language, replaced with plain language and
recovery-oriented information;

e better information that normalises mental health issues and recovery, and connects to
options beyond mainstream mental health approaches, such as peer services;

e input from peers in design and navigation;

e links to physical (real world) services such as mental health professionals, support groups
and non-digital tools; and

e addition of live chat or interaction with a real person rather than a robot to help people in
distress find what they need.

KEQ 5: How effective is Head to Health in achieving its objectives?

This section lists each of the objectives of Head to Health and indicates whether it has been
achieved based on the data sources used to inform the current report. However, we will be better
placed to answer how effective Head to Health is in achieving its objectives when we have
completed our consultations with consumers, providers, health professionals and other key mental
health sector stakeholders.

6. Give Australians the tools and information they need to understand when everyday distress
requires additional support and to successfully navigate the mental health system and make
informed choices about their care.

None of the available data sources provide information about the first part of this objective (i.e.,

when everyday distress requires additional support). As far as we can tell, Head to Health provides

Australians with tools and information to navigate digital mental health services but not necessarily

the mental health system in it entirety, which will be a focus of the new national mental health

platform. As reported in response to KEQs 1-and 3, community conversation participants and
survey respondents indicated that there is a desire for more comprensive mental health system
options (e.g., face-to-face and peer support services; and services for all mental health problems,
minority groups and people with complex needs).

7. Improve access by bringing together, streamlining, and providing access to evidence-based
information, advice, and digital mental health treatments through a centralised portal.

As mentioned in response to KEQ 1, the trend has been for the overall uptake of Head to Health to

increase over time. However, itis not the only source of visits to the websites of key Australian

digital mental health services (referring only 1% of visitors).

8. ' Provide people needing additional support a range of options, including practical tips and
advice on how to connect with support.

The available data sources did not directly assess this objective. However, as mentioned in

response to the first objective, users expressed a desire for a more comprehensive gateway to

mental health services, not just digital mental health services and mainstream majority population

services.

As reported in response to KEQ 4, survey respondents and community conversation participants
also suggested that the range of support options could be improved either by further refining both
chatbot and search functionality to ensure that suggestions are individually tailored, or through the
addition of complementary live chat or interaction with a real person rather than a chatbot to help
people in distress find what they need.

9. Make it easy to access a range of clinically effective Australian digital mental health services
that are often free or low cost, accessible from anywhere/anytime, and offer an effective
alternative or complement to face to face services.

As reported in response to KEQ 3, just under two-thirds of respondents of the Department

administered survey reported that the website was easy or very easy to use. The community
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conversation participants appreciated the comprehensive menu system and the broad content; but
also felt that navigating the website was overwhelming and criticised the lack of user-friendliness
and content targeting minority groups. However, these findings do not directly inform the ease of
accessing services themselves.

10. Foster a sense of trust and confidence in using digital services listed on Head to Health by
ensuring they meet an agreed minimum quality standard.

As mentioned in response to KEQ 3, 88% of survey respondents reported moderate to high trust in

the content of Head to Health. This was corroborated by the lived experience community

conversation participants’ view that the site was a trustworthy starting point for seeking

information and links to professionals for mental health issues.

KEQ 6: How efficiently and effectively has Australian Government funding for
Head to Health been used?

KEQ 6 was addressed using Head to Health google analytics data and expenditure reports provided
by the Department of Health.

For most outcomes, the cost per unit has decreased over time, with the costs in 2020-21 per visit,
unique visitor, new user, and conversion being $2.91, $3.57, $3.74 and $35.57. Based on the
current data available to us, there is evidence to suggest efficiency of resource use from the
allocated budget. However, further evaluation is necessary to determine the cost-effectiveness of
Head to Health.

Conclusions

A significant number of people use Head to Health each month, many of whom interact with the
website in a meaningful way and go on to access digital mental health services. However, on
average users only spend 2.5 minutes per session on the website, suggesting that people either
quickly find what they need or are unable to find what they need and leave the website. The latter
interpretation is supported by data indicating that only one in 10 people complete a key or desired
action. In its current form, although a high proportion of users report high trust in the content, only
some users experience Head to health as easy to use, and report a good experience. Stakeholders
report mixed views about the design, look and feel of the Head to Health website. Our
consultations with lived experience participants indicated that the website is simultaneously
overwhelming in its current volume of information, and there are gaps in the information provided.
Thus, the challenge for developing the new mental health platform will be to strike a balance
between-providing comprehensive information for navigating the mental health system (more
broadly than digital mental health services) while not overwhelming users. Our planned
consultations with consumers, providers, health professionals and other key mental health sector
stakeholders may shed further light on who the current users of Head to Health are, whether Head
to Health is effective in achieving its objectives, and whether it is cost effective.
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Appendix 1: Evaluation questions

IMPLEMENTATION

KEQ 1: How effective has Head to Health been to date and what can we learn from it?

e What is the overall level of awareness and use of the Head to Health website amongst the
population(s)?

e Are the content and resources available on Head to Health fit for purpose, appropriately
targeted, and accessible for the target audiences? Including consumers, carers and health
professionals?

e Are there gaps or duplication in the content and resources offered on the website?

e Have timely and appropriate updates (content and technology) to Head to Health been
delivered?

APPROPRIATENESS

KEQ 2: Who are the current users of the Head to Health website?
e Who are the current users of the website?
e Are there any segments of the population who do not appear to be using the website?
How might these needs be met in the future?

KEQ 3: What are the experiences of users of the website?

¢ How do people currently use website? Are there differences in'how different groups of
people use the website? Is it easy to navigate-and find what users are looking for? Map
and describe typical user experiences of the website

e Can consumers be connected in a timely way to the appropriate resources and/or support?

e Map and describe the current services and resources offered or linked through the
website, highlighting the most used-and least used-areas of the website

¢ How satisfied are users with their experience of the website? Can this be improved?

KEQ 4: What are the needs of current users of the website? Are these being met? What needs
should be met by the planned national mental health platform?

¢ What are the needs of current users’ of the website? Consider at a minimum, consumers,
carers-and health service providers

e Are these needs consistent with the objectives and policy intent of Head to Health?

e  Are userscurrent needs being met? What improvements can be made in the short-term?
What improvements should be included in the national mental health platform beta site
and ultimate state?

¢ What content or design features of the current website are particularly effective and
should be retained in any future state platform?

¢ What content or design features of the current website are failing to meet user’s needs
and should be redesigned, categorised into high, medium and low priority?

EFFECTIVENESS

KEQ 5: How effective is Head to Health in achieving its objectives?

¢ To what extent does Head to Health

e provide users with the tools and information they need to understand when everyday
distress requires additional support?

e assist users to successfully navigate the mental health system?

e assist users to make informed choices about their care?

e Refer users to appropriate information, resources, support and treatment according to
relevant clinical guidelines?

e Assist health professionals to choose the products and services that can best support a
person’s mental health and wellbeing
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e Are there differences in outcomes for different sub-populations? If so, why?

e To what extent does Head to Health met the needs of hard to reach or high risk
populations, including Aboriginal and Torres Strait Islander peoples, men, young people,
people with more serious mental illness?

e Has Head to Health provided an effective gateway to digital mental health services for
mental health consumers?

¢ Has Head to Health improved access to evidence-based mental health information, advice,
support and treatment services?

¢ Has Head to Head improved service choice for consumers?

¢ Has Head to Health made it easier for those who need it to access a range of clinically
effective Australian digital mental health services that are free or low cost, accessible from
anywhere/anytime, and offer an effective alternative or complement to.face to face
services?

e Has Head to Health increased access to high quality services?

e What is the level of trust in the information and services provided to.consumers on the
Head to Health website?

¢ Has Head to Health led to increased confidence and trust.in the services and resources on
the website amongst consumers?

EFFICIENCY

KEQ 6: How efficiently and effectively has Australian Government funding for Head to Health be
used?
¢ How cost-effective is Head to Health?
¢ Are there opportunities to improve the cost-effectiveness of Head to Health?
e What are the implications of free versus low cost versus higher costs to consumers and/or
health professionals to access the resourcesand services provided or linked to on Head to
Health?
e Have there been unintended outcomes/consequences from the implementation of Head
to Health? If so, explain
e What impact has Head to Health had.on adoption of digital mental health in Australia?
¢ What impact has Head to Health had 'on mental health information, support and treatment
services in Australia?

* What impact has' Head to Health had on mental health organisations in Australia?

48



Document 1 FOI 3937 Page 51 of 61

Appendix 2: Additional methods and analysis for google
analytics

Raw data

Raw google analytics data were provided in a series of comma separated variable files (csv).
Summarised monthly data were constructed in R and compared against the Excel summary for
validation and understanding.

Raw data were in five sets: users’ data (1 file), landing page data (8 files), website event data (15
files), page views data (10 files) and goals data (4 files). Using the R programming software, the
data was appended by set, yielding five files (one for each data type; e.g., one user file, one landing
page file etc.). Each data set had some overlapping and some unique information (some metrics
could be obtained from more than one file).

Table Al shows a concordance between key metrics we analysed'and their source file.

Table Al. Concordance between key metrics and source data file

Metric Source of data
N users Usersfile

N new users Users file

N sessions Landing file
Bounce rate Landing file

N page views Landing fille
Pages per session Landing file
Mean session duration Landing file

N conversions Goals file
Conversion rate Goals file and Landing file
N SAM, email, print, topic, search, homepage Goals file

N, number.

Campaign dates

The raw data provided by Liquid Interactive indicated that campaigns were run in:
e 2021:January, February
e 2020: March-June, August, November, December
e  2019:January, February
e 2018:January, October, December
e 2017: November, December

Plotting trend lines

A lowess (Locally Weighted Scatterplot Smoothing) smoothed line was included on these plots to
assess both short-term and long-term trends. Lowess is a non-parametric regression technique in
which simple linear regression models are fitted to overlapping subsets of the data, and the results
are combined to form a smooth curve through the complete set of data points. It is very flexible
and makes few assumptions about the distribution of data or the shape of the changes in the
outcome over time.
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Figure A2. Monthly number of new users, October 2017 to October 2021
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Figure A3. Monthly number of sessions, October 2017 to October 2021
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Figure A5. Monthly bounce rate, October 2017 to October 2021
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Figure A6. Monthly number of pages per session, October 2017 to October

2021
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Figure A8. Monthly number of conversions, October 2017 to October 2021
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Page helpfulness

At the bottom of every webpage on the Head to Health website, there is an option to indicate
whether that page was helpful or not by answering the question, ‘Was this information helpful?’
This page helpfulness data is in the raw data Events file. Each time someone answers the question
about whether a page was helpful or not, this is recorded as an event and is given a row of data.
The Events file includes other information on each row that can be used to classify the pages
specifically rated for helpfulness (e.g., a COVID-19 topic page, or a Meaningful life topic page and so
on). The number of times the page was rated as helpful was calculated by summing a column called
‘Unique.events’ in the Events file for rows where a given page page was considered helpful
(indicated in the data by a ‘yes’ in the ‘Event.label’ field). The number of times the page was rated
as unhelpful was likewise calculated by summing Unique.events for rows where a'given page 'was
considered unhelpful (Event.label = ‘no’). From here, the percentage of helpful ratings was
calculated. Using notes found in Liquid Interactive’s summary Excel file, helpfulness data was
restricted to English rating answers (i.e., ‘yes’ and ‘no’). It is perhaps relevant to note that although
‘ves’ is an English word, ‘no’ is used in several other languages, but this noise was ignored for our
purpose.
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Appendix 3: Detailed methods and analysis of
community conversations

Methods

Community conversations were conducted using the World Café method.* The World Café is a
powerful way of facilitating group discussions. It is particularly useful for gathering multiple views
on an issue to generate collective solutions, where you have all the experts already in the “room”,
and creative thinking is helpful to generate ideas. It typically involves bringing together small
groups of people at tables to discuss a particular issue, shuffling people to new tables with new
issues, and then repeating the process several times. The World Café method is therefore easily
adapted to be used online for conversations about Head to Health and digital mental health
services.

Recruitment was conducted in four main ways:

e An email sent to the ACACIA register, a database of more than 130 consumers, carers and
lived experience organisations interested in participation or active involvement in lived
experience research;

e A post to the ACACIA Facebook page, which was also shared by Lived Experience Australia
and several ACACIA members;

* A paid ad through the ACACIA Facebook account, which ran from 10-23 November,
targeting all Australians over 16 years of age. The ad reached 21,411 people, had
engagement from 243 people and resulted in 99 clicks through to the Expression of
Interest form;

e Tweets from A/Prof Banfield’s account on-10 and 18 November, which were retweeted
more than 30 times, including by consumer and researcher networks.

People who were interested in taking part clicked a link in the ad/post to complete a brief
expression of interest survey on Qualtrics. A member of the research team responded by email,
providing the information sheet and-consent form, which also collected demographics and
information about knowledge of the Head to Health website. Consent was requested prior to the
group, but for a small number of participants, it was completed at the time of the conversation,
prior to the commencement of discussions. A reminder email was sent the week before the
conversations containing the Zoom links for the three conversations and a prompt to return the
consent form.

The community conversations ran for 2.5 hours including breaks, and consisted of four sessions:
three rounds of small group discussions to discuss strengths, barriers and effectiveness, and one
final group discussion to bring the previous discussions together in optimal features. The full World
Cafe method included the creation of small group “tables” using the breakout room feature, with
one researcher assigned to each room as facilitator, assisted by an observer/note taker. Due to low
attendance, only one conversation was run in this way; the other two were conducted as single
group discussions for all four questions.

Many participants were not familiar with the Head to Health website prior to the community
conversations, so facilitators accessed the website and shared their screens to facilitate exploration
in real time, and discussion of observations about strengths and weaknesses and perceived
effectiveness.

Note takers and participants entered ideas and issues into the Slido app (https://www.sli.do/).
Slido is a web-based, interactive Q&A and polling app that encourages participation in virtual
events. There are no downloads or personal information required from participants. They simply
follow a link, which was provided live in the Zoom chat, and entered the unique event ID to access
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the interactive tools for the community conversation. Participants were asked to enter words and
phrases in response to the questions to create a “word cloud.” They were able to enter words
already present in the cloud to increase their emphasis, or enter further words to expand the
cloud. Facilitators encouraged discussion about topics emerging in response to the emphasis
suggested by the cloud at several points in each session. A fresh Slido event was created for each of
the three sessions, allowing the groups to develop their own ideas.

Discussion about each question lasted for 20 minutes. In the conversation run using the World Cafe
method, when participants moved between rooms, the facilitator for that room shared the word
cloud developed to that point, and asked for comments and additions to the question for that
room. This allowed both reinforcement of key issues already raised and the opportunity to add
novel areas in an accessible visual format. This was not necessary in the conversations run as single
group discussions, as all participants had the opportunity to build the word clouds together at the
same time.

For the final discussions, the word clouds developed for strengths, barriers'and effectiveness were
displayed via shared screen to facilitate discussion on the features of an optimal digital gateway.
Participants were invited to reflect on their prior discussions and think about how an‘ideal website
would look, feel and act. They were then invited to enter the most and least important features
they thought the website should have.

After the conclusion of the discussion, participants were emailed.a $50 e-gift.card as a
reimbursement for their time.

Analysis

The lists of ideas entered into Slido for all three conversations were downloaded for preliminary
thematic analysis using Nvivo qualitative analysis software. An initial list of codes was developed
line-by-line, interrogating the data for common issues. These issues were then combined into
larger thematic areas, given descriptive titles to demonstrate the major areas of strength, barriers
and effectiveness. A summary of these preliminary themes is provided in the preliminary findings
section of the report, alongside discussion of the most and least important features for a
redeveloped Head to Health website. The full word clouds and survey results are available below in
ths appendix. Full thematic analysis, including additional notes taken by notetakers, will be
undertaken for the final evaluation report.
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Strengths of Head to Health word clouds
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Weaknesses of Head to Health word clouds
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Effectiveness of Head to Health word clouds
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Most and least important features of Head to Health
Most important
Tailored links
An easy to understand interface
Visually appealing but not excessive use of colours
easy to understand
Engaging not over-whelming
Some live chat, real time interaction
Visually calming and accessible
Way to Narrow info down to me so less overwhelming
Accessibility
Comprehensive without being too overwhelming
Design - a bit childish looking
Link to real people and services - it won’t replace specialists
Don’t think this replaces specialists and access especially rural
Link to support groups too
Has the information you need/want
Links to further discussion or tools or physical services
being able to rate the relevance/effectiveness of resources,
accessibility
wide variety of resources
Need way through via HOPE, recovery
Focus on recovery
empowering people to update an engaged info space
don’t just connect back to'mainstream models that don’t connect back too community.
Opportunity to normalise to reduce stigma and self stigma and promote help finding...

need to mention that itis normal that a significant number of people experience.
A lot of transformative stuff is peer base, grass roots, non govt, so it would be great to make those resources
available to a wider audience and updating and remaining in touch with the peer spaces

We need redesign for people with substantial and enduring distress.
Normalise mental health issues

Least important

Jargon

Formal language

Very long paragraphs

all relevant

Bloody awful cartoon figures
Chatbots

Referral to Beyond Blue or Lifeline

Need less basic info and address more complex needs
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Executive summary

Background

In October 2017, the Australian Government launched the Head to Health National Digital Mental
Health Gateway (www.headtohealth.gov.au) to improve access to, and navigation of, digital mental
health services. It provides a directory of 693 government-funded clinically effective Australian
digital mental health resources, including apps, online programs, online forums, phone services-and
digital information resources.!

The objectives of Head to Health are to:

e Give Australians the tools and information they need to understand when everyday
distress requires additional support and to successfully navigate the mental health system
and make informed choices about their care;

e Improve access by bringing together, streamlining, and providing access to evidence-based
information, advice, and digital mental health treatments througha centralised portal;

e Provide people needing additional support a range of options, including practical tips and
advice on how to connect with support;

e Make it easy to access a range of clinically effective Australian digital mental health
services that are often free or low cost, accessible from anywhere/at anytime, and offer an
effective alternative or complement to face to face services; and

e Foster a sense of trust and confidence in using digital services listed on Head to Health by
ensuring they meet an agreed minimum quality standard.

Head to Health replaced mindhealthconnect, an e-Mental health web portal that provided access
to trusted online mental health resources-and programs.> mindhealthconnect was operational from
July 2012 to 13 November 2017; and managed by Healthdirect Australia, on behalf of the
Australian Government.?

In response to recommendations of the 2020 Productivity Commission Mental Health Inquiry
Report,® the Australian‘Governmentis in the process of transforming Head to Health into a new
national mental health.platform. This'transformation aims to develop Head to Health into a
comprehensive national mental health platform that will provide Australians with greater choice in
accessing the treatment and services they need, and more seamless connections across the
broader health-and mental health-system.

Evaluation aims

The Centre for Mental Health at the University of Melbourne has been commissioned by the
Department of Health to-undertake the independent evaluation of the Head to Health website’s
appropriateness, effectiveness, and efficiency. The purpose of the evaluation is to inform the
development of the national mental health platform and the Australian Government’s
consideration of digital mental health services and infrastructure.

The evaluation is guided by the six key evaluation questions (KEQs) including:
e KEQ 1: How effective has Head to Health been to date and what can we learn from it?
e KEQ 2: Who are the current users of the Head to Health website?
e KEQ 3: What are the experiences of users of the website?
o KEQ4: What are the needs of current users of the website? Are these being met? What
needs should be met by the planned national mental health platform?
KEQ 5: How effective is Head to Health in achieving its objectives?
e KEQ6: How efficiently and effectively has Australian Government funding for Head to
Health been used?
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Data sources

We are using a mixed-methods evaluation approach, involving collecting and analysing data from a
range of primary and secondary quantitative and qualitative data sources, which are briefly
described below.

Existing data

We will utilise existing data provided to us by:

e The Department of Health (financial data, including development and maintenance costs;
and data from a previous Head to Health survey of 258 users, conducted by the
Department of Health in 2019);

e Liquid Interactive, the Head to Health website developer (Head to Health google analytics
and user feedback data); and

o Three key Australian digital mental health services (DMHS) providers (Mental Health
Online, MindSpot and THIS WAY UP) (DMHS website analytics data).

Consultations with key stakeholders

We are in the process of conducting consultations with a broad range of stakeholders who are
familiar with Head to Health, including:

e Users of the Head to Health website with lived experience of mental health problems via
survey (and optional interview);

e Health professional provider users of the-Head to Health website via survey;

e Additional health professionals (with or without experience using Head to Health) such as
GPs and mental health professionals (e.g., psychologists, mental health nurses,
psychiatrists, social workers, occupational therapists) via survey through professional
associations; and

e Other key stakeholders.via survey (or.interview), e.g., Head to Health (and the new
national mental health platform) website developers, management staff from the DMHSs,
funders, partners, and others in the mental health sector (e.g., representatives from
relevant health professions and peak bodies for people with lived experience).

We have conducted consultations with-additional people with lived experience via three
community conversations using a modified World Café method.*

Interim findings

Interim findings are based on existing data (provided by the Department of Health, Liquid
Interactive and three key Australian DMHSs), including google analytics and user feedback data,
financial data, website visits to DMHSs and secondary survey data. We also present selected
preliminary findings from our in-progress consumer and provider user surveys involving 45
consumers and seven providers, and three online community conversations involving 16 people
with lived experience. Findings from consultations with additional health professionals and other
key stakeholders are not included in this report because these consultations are not yet completed.

Findings from these data sources are summarised according to the six KEQs. Note that KEQs are
addressed by different combinations of, and not necessarily all, data sources.

KEQ 1: How effective has Head to Health been to date and what can we learn
from it?
Data from Head to Health google analytics, website analytics from three key digital mental health

services and community conversations with lived experience participants contribute to addressing
KEQ 1.
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Google analytics data

From October 2017 to October 2021, the mean number of unique users per month was 50,694, and
almost all appeared to be new users (mean = 48,509). The mean number of sessions was 62,357,
and the mean number of views per month was 97,235. This suggests that the monthly mean
uptake has halved compared with equivalent monthly average data for mindhealthconnect from
February to June 2017 (e.g., 103,136 unique users; 185,140 page views).? Although uptake figures
were higher during campaign periods (e.g., 84,620 unique users; 151,162 page views), these were
still below the mindhealthconnect equivalent monthly averages from February to June 2017.2

However, the Head to Health average monthly bounce rate over its life is much better than that of
mindhealthconnect from February to June 2015 (25% cf 75%),2 which means proportionally less
sessions involved users not interacting with the website before leaving.

Furthermore, despite the lower than expected monthly average uptake, the trend from October
2017 to October 2021 has been for the overall uptake of Head to Health to increase over time.

A range of devices are being used to access Head to Health. In 2021, 49% of sessions were accessed
via desktop, 47% via mobile and 4% tablet devices. Search engine results are the main source of
traffic to Head to Health, and most referrals come via Facebook.

Website analytics from digital mental health services

In a 3.75 year period (October 2017 to June 2021), Head to Health referred-almost double the
number of visitors to three digital mental health services websites as mindhealthconnect in a 3.25
year period (July 2014 to September 2017; 69,595 cf 36,455). However, because the overall
number of visitors to the websites of these servicessmore than tripled, proportionally there were
fewer referrals from Head to Health than from mindhealthconnect (1% cf 2%). These findings
suggest that although more people-have continued to become aware of Head to Health over time,
people are also increasingly becoming aware of digital mental health services through pathways
other than through Head to Health.

Community conversations

Lived experience' community.conversation participants described the website as a broad and
credible gateway suited to family members or those new to mental health. However, they reported
insufficient tailoring for those with-.complex needs, who frequently miss out in “one-size-fits-all”
approaches and may.need their own section or website to cover information and programs
relevant.only to'people with severe illness and complex needs.

Lived experience participants also expressed concern that the website does not include specific
groups such as Aboriginal and Torres Strait Islander peoples, those who identify as LGBTQIA+ and
those from different cultural backgrounds. They viewed the overall language as clinical or
pathologising and complex, requiring a level of literacy and digital literacy that may exclude some
users, including people from non-English speaking backgrounds or with disabilities.

Some lived experience participants thought the volume of information was overwhelming, but at
the same time, they felt that some issues and specific apps were not described well enough. This
reduced the website’s effectiveness as they struggled to navigate what was needed, and then
found the website did not have enough depth to the information on the topics in which they were
interested.

KEQ 2: Who are the current users of the Head to Health website?

Data describing the users of Head to Health are not routinely collected. However, secondary data
from the Department administered survey, and our in-progress consumer and provider user
surveys, provide some insight into the characteristics of survey respondents.
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Secondary survey data

Of the 258 respondents who completed the survey, most were female (73%) and of mixed age
groups, most commonly 18-50 years (62%) followed by 51-65 years (18%) and under 18 years
(17%). Survey respondents represented all states and territories and a range of hard-to-reach
minority subpopulations. Survey respondents most commonly heard about Head to Health through
an internet search or from a friend/co-worker/family member.

Survey data

Our in-progress user survey data from 45 consumers shows that these participants had.a similar
profile to that reported from the secondary survey data. Around two-thirds were female and aged
20-49 years, but 20% were aged 60-69 years. Just over half of these consumers were-aware of the
Head to Health website and around half had never used it. By comparison, of the 16 lived
experience participants we recruited for the community conversations, 44% had heard of Head to
Health, and 25% had used it.

Only seven providers have completed the survey so far. Of these, six were female, and three were

aged 20-29 and two 60-69 years. They included GPs, social workers'and psychologistsamong other
professions, three of whom had over 20 years’ experience, who mainly used the website to access

information for themselves or their clients.

KEQ 3: What are the experiences of users of the website?

Data from Head to Health google analytics including user feedback, the Department survey, our in-
progress user survey and community conversations with lived experience participants address KEQ
3.

Google analytics data

Google analytics data provide.insights into how users engage with the Head to Health website.

On average, only 1-2 pages are viewed per session, and the average session duration is 2.5
minutes. Overall, engagement with Head to Health has declined over time, irrespective of
campaigns. One in 10 Head to Health sessions results in a conversion (i.e., completing a desired
action including search completions, chatbot completions, and emailing or printing resources). The
Head to Health conversion rate is somewhat lower than that of mindhealthconnenct at 13%,2 but
the absolute number of conversions has increased over time.

A relatively small number of users provide data on whether or not they perceive the pages they use
to be helpful. Pages relating to COVID-19 support, Health professionals, Meaningful life, Mental
health difficulties, Supporting someone else and Supporting yourself are more often rated as
helpful than not (~60-80%).

Similarly, a relatively small number of users provide feedback about their experience of the Head to
Health website overall and its specific pages. Only half of these users’ responses report positive
(good or great) experiences of the overall website and less than half (~40%) do so for the
homepage and other content pages. Consistent with these ratings, less than half of these user
responses indicate that they would recommend (> 7/10) the website and even fewer would
recommend specific website content and the chatbot.

Secondary survey data

Just under two-thirds of respondents of the Department administered survey reported that the
website was easy or very easy to use, most (88%) reported moderate to high trust in the content,
and around 60% reported a good or great user experience. Around two-thirds indicated a relatively
high likelihood (> 7/10) of recommending Head to Health.
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Survey data

Our in-progress user survey data shows that of the 20 consumers who had used Head to Health,
only 30% had used it more than once and most spent less than 20 minutes on the website. The
most commonly reported reasons for using the website were struggles with coping, wanting to
access information for family and friends, and needing professional help. Overall, only 20% of
consumers reported that they were ‘satisfied’ or ‘very satisfied’ with the website, and only 35%
would recommend it to others.

The seven providers who have completed our in-progress survey reported finding out about the
Head to Health website through a variety of sources including online searches, workplace
recommendations, flyers, eMHPrac and other continuing professional development activities.
Providers varied in their frequency of using the website, ranging from having used.it.on a single
occasion to over 11 times. Most providers spent under 20 minutes engaging with the website: Most
commonly, providers used the website to access information and resources for themselves or their
clients. Overall, 57% of providers reported that they were ‘satisfied’ or‘very satisfied’ with the
Head to Health website and 70% occasionally or frequently recommend. it to clients. Sixty percent
of providers reported that the website has benefited clients under their care.and-none reported
negative impacts for clients. The most commonly reported client benefits were reduced costs
associated with care, improved access to information, improved convenience of care and improved
mental health and wellbeing.

Community conversations

Based on demonstration of its functionality during the community conversations, lived experience
participants’ positive feedback related to experiencing the website as warm, user-friendly and easy
to use. They particularly appreciated the comprehensive menu system that allowed drilling down
to specific information, the ability to bookmark important parts, and that the website is mobile
friendly. They commented that it is“not a typical government website” and were impressed by the
comprehensive information presented on a very broad range of issues, including specific disorders
and COVID-19.

The negative feedback from lived experience participants related to lack of user friendliness,
particularly the nature of the content, its organisation and the overall feel. Some felt that the
website was too broad and-overwhelming to navigate. Some content, particularly regarding
LGBTQIA+ populations, was reported to-be outdated, and other areas too focused on self-help and
information rather than providing a true gateway to mental health services. The cartoon characters
were particularly unpopularand some participants suggested that it made it feel like the website
did not take mental health seriously.

The other major area lived experience participants viewed as a barrier was accessibility. Some
expressed concernthat Head to Health may systematically exclude some of the most vulnerable
people, for example, people without reliable technology, people with vision impairment, and
people from different cultural backgrounds, including Aboriginal and Torres Strait Islander peoples.

Importantly, some lived experience participants reported that the crisis resources were not easy to
find and were too superficial.

KEQ 4: What are the needs of current users of the website? Are these being met?
What needs should be met by the planned national mental health platform?

Data from the Department’s survey and the community conversations contribute to addressing
KEQ 4.
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Secondary survey data

The most commonly used features of the Head to Health website according to respondents of the
Department administered survey are the topic and content pages and the search resources (58%
and 57%, respectively). More than half (61%) of survey respondents reported that the resources
were relevant or extremely relevant. This suggests that these are features that are performing
relatively well and should be retained in the planned national mental health platform.

Survey respondents suggested that some features could be improved including:

e Providing more information/content/resources (e.g., specific disorders or subpopulations;
and information about accessing face-to-face services, particularly based on location; costs
and other requirements for entry into suggested services; and including lived experience
views, for example in providing user ratings of services);

e Updating outdated information;

e  Further refining both chatbot and search functionality and to ensure that suggestions are
tailored to the individual; and

e Website design (e.g., look and feel, and ease of navigation of the website, as well as its
speed).

Community conversations

Community conversation participants echoed several of the suggestions made by Department
survey respondents in addition to offering other characteristics of an ideal mental health gateway
including:
o Avisually appealing website with use of calming colours, and that is less childish-looking;
e  Comprehensive information (on all. mental health issues, not just the most common),
organised in a way that is not overwhelming and assists users to find the depth they need;
e The website being accessible to everyone, so easy to read and compatible with screen
readers for example;
e Removal of medical jargon and complex language, replaced with plain language and
recovery-oriented information;
e Better information that normalises mental health issues and recovery, and connects to
options beyond mainstream mental health approaches, such as peer services;
e Input from peers in‘design and navigation;
e Links to physical (real world) services such as mental health professionals, support groups
and non-digital tools; and
e Theaddition of live chat orinteraction with a real person rather than a robot to help
peoplein distress find what they need.

KEQ/5: How effective is Head to Health in achieving its objectives?

This section lists each of the objectives of Head to Health and indicates whether it has been
achieved basedon the data sources used to inform the current report. However, we will be better
placed to answer how effective Head to Health is in achieving its objectives when we have
completed our consultations with consumers, providers, health professionals and other key mental
health sector stakeholders.

1. Give Australians the tools and information they need to understand when everyday distress
requires additional support and to successfully navigate the mental health system and make
informed choices about their care.

None of the available data sources provide information about the first part of this objective (i.e.,

when everyday distress requires additional support). As far as we can tell, Head to Health provides

Australians with tools and information to navigate digital mental health services but not

necessarily the mental health system in its entirety, which will be a focus of the new national

mental health platform. As reported in response to KEQs 1 and 3, community conversation
participants and survey respondents indicated that there is a desire for more comprehensive



Document 2 FOI 3937 Page 9 of 79

mental health system options (e.g., face-to-face and peer support services; and services for all
mental health problems, minority groups and people with complex needs).

2. Improve access by bringing together, streamlining, and providing access to evidence-based
information, advice, and digital mental health treatments through a centralised portal.

As mentioned in response to KEQ 1, the trend has been for the overall uptake of Head to Health to

increase over time. However, it is not the only source of visits to the websites of key Australian

digital mental health services (referring only 1% of visitors).

3. Provide people needing additional support a range of options, including practical tips and
advice on how to connect with support.

The available data sources did not directly assess this objective. However, as mentioned in

response to the first objective, users expressed a desire for a more comprehensive gateway to

mental health services, not just digital mental health services and mainstream majority population

services.

As reported in response to KEQ 4, survey respondents and community conversation participants
also suggested that the range of support options could be improved either by further refining both
chatbot and search functionality to ensure that suggestions are individually tailored, or through the
addition of complementary live chat or interaction with a real personrather than a-chatbot to help
people in distress find what they need.

4. Make it easy to access a range of clinically effective Australian digital mental health services
that are often free or low cost, accessible from anywhere/anytime, and offer an effective
alternative or complement to face to face services.

As reported in response to KEQ 3, just. undertwo-thirds of respondents of the Department
administered survey reported that the website'was easy or very easy to use. Of the 20 consumers
who have participated in our in-progress user survey, only 20% reported that they were ‘satisfied’
or ‘very satisfied’” with the website, and only 35% would recommend it to others. The community
conversation participants appreciated the comprehensive menu system and the broad content; but
also felt that navigating the website-was overwhelming and criticised the lack of user-friendliness
and content targeting minority groups. However, these findings do not directly inform the ease of
accessing services themselves and in any.case, as noted in response to KEQ 1, Head to Health only
accounts for 1% of visitors to websites of key Australian digital mental health services.

5. Foster a sense of trust and confidence in using digital services listed on Head to Health by
ensuring they meet anagreed minimum quality standard.
As mentioned inresponse to KEQ 3, 88% of Department survey respondents reported moderate to
high trust in the content of Head to Health. This was corroborated by the lived experience
community conversation participants’ view that the website was a trustworthy starting point for
seeking information and links to professionals for mental health issues.

KEQ 6: How efficiently and effectively has Australian Government funding for
Head to Health been used?

KEQ 6 was addressed using Head to Health google analytics data and expenditure reports provided
by the Department of Health.

For most outcomes, the cost per unit has decreased over time, with the costs in 2020-21 per visit,
unique visitor, new user, and conversion being $2.91, $3.57, $3.74 and $35.57. Based on the
current data available to us, there is evidence to suggest efficiency of resource use from the
allocated budget. However, we are undertaking further evaluation to determine the cost-
effectiveness of Head to Health.
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Conclusions

A significant number of people use Head to Health each month, many of whom interact with the
website in a meaningful way and go on to access digital mental health services. However, on
average users only spend 2.5 minutes per session on the website, suggesting that people either
quickly find what they need or are unable to find what they need and leave the website. The latter
interpretation is supported by data indicating that only one in 10 people complete a key or desired
action. In its current form, although a high proportion of users report high trust in the content;, only
some users experience Head to Health as easy to use, and report a good experience. Stakeholders
report mixed views about the design, look and feel of the Head to Health website. Our
consultations with lived experience participants indicated that the website is simultaneously
overwhelming in its current volume of information, and there are gaps in the information provided.
Thus, the challenge for developing the new mental health platform will be to strike a balance
between providing comprehensive information for navigating the mental health system (more
broadly than digital mental health services) while not overwhelming users. Our continuing
consultations with consumers, providers, health professionals and other key mental health sector
stakeholders may shed further light on who the current users of Head to Health are, whether Head
to Health is effective in achieving its objectives, and whether it.is cost effective.
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Background

A major review (Review) of Australia’s mental health programs and services conducted in 2014 by
the National Mental Health Commission, highlighted poor integration of existing digital mental
health services amongst other findings calling for reform of the mental health system.> As part of
its response,® the Australian Government funded the digital mental health gateway, Head to Health
(www.headtohealth.gov.au). Head to Health provides a directory of 693 government-funded
clinically effective Australian digital mental health resources, including apps, online programs,
online forums, phone services and digital information resources.! Launched in October 2017, this
gateway website, aims to improve access to, and navigation of, digital mental health services by:

e Enabling people and professionals to choose the products and services that-can best

support a person’s mental health and wellbeing;
e Connecting people with resources and support, conveniently, safely, and securely; and
e Complementing and enhancing, not competing with, existing digital mental health services.

The objectives of Head to Health are to:

e  Give Australians the tools and information they need to understand when everyday
distress requires additional support and to successfully navigate the mental health system
and make informed choices about their care;

e Improve access by bringing together, streamlining, and providing accessto evidence-based
information, advice, and digital mental health treatments through-a centralised portal;

e Provide people needing additional support a range of options, including practical tips and
advice on how to connect with support;

e Make it easy to access a range of clinically effective Australian digital mental health
services that are often free or low cost, accessible fromanywhere/at anytime, and offer an
effective alternative or complement to face-to-face services; and

e Foster a sense of trust and.confidence in using digital services listed on Head to Health by
ensuring they meet an agreed minimum quality standard.

Head to Health replaced mindhealthconnect, an e-Mental health web portal that provided access
to trusted online mental health.resources and programs.> mindhealthconnect was operational from
July 2012 to 13 November 2017; and managed by Healthdirect Australia, on behalf of the
Australian Government.?

More recently, the 2020 Productivity Commission Mental Health Inquiry Report noted the potential
benefits of digital mental health services.? It recommended that the Australian Government
continue developing and.improving Head to Health and using it to inform the development of a
new National Mental Health Platform.? In response, the Government is transforming Head to
Health into.a new national mental health platform. This transformation aims to develop Head to
Health into a comprehensive national mental health platform that will provide Australians with
greater choice in-accessing the treatment and services they need, and more seamless connections
across the broader health and mental health system.

Transformation of Head to Health is timely in the context of COVID-19 pandemic related
lockdowns, restrictions and social distancing, all of which are worsening the population’s mental
health and increasing demand for mental health services.” Evidence based digital mental health
services can play a greater role in the mental health system to help meet this demand; and a single
national mental health platform has the potential to help improve access to both digital and face-
to-face services.

Evaluation aims

The Centre for Mental Health at the University of Melbourne has been commissioned by the
Department of Health to undertake the independent evaluation of the Head to Health website’s

9



Document 2 FOI 3937 Page 12 of 79

appropriateness, effectiveness, and efficiency. The purpose of the evaluation is to inform the
development of the national mental health platform and the Australian Government’s
consideration of digital mental health services and infrastructure.

The evaluation is guided by the six key evaluation questions (KEQs) and associated sub-questions
outlined in the Request for Quote (RFQ) including:

e KEQ 1: How effective has Head to Health been to date and what can we learn from it?

e KEQ 2: Who are the current users of the Head to Health website?

e KEQ 3: What are the experiences of users of the website?

e KEQ4: What are the needs of current users of the website? Are these being met? What
needs should be met by the planned national mental health platform?

e KEQ5: How effective is Head to Health in achieving its objectives?

e KEQ6: How efficiently and effectively has Australian Government funding for Head to
Health been used?

Sub-questions associated with the six KEQs are shown in Appendix 1.

Evaluation method

Our evaluation will be guided by the program logic for Head to Health shown.in Table 1.

We are using a mixed-methods approach, involving collecting and-analysing data from a range of
primary and secondary quantitative and qualitative data sources, which are briefly described
below.

Existing data

We have used existing data provided to us by the Department of Health, Liquid Interactive (the
Head to Health website developer) and three key Australian digital mental health services (DMHS)
providers (Mental Health Online, MindSpot and THIS WAY UP) including:

o Head to Health google analytics and user feedback data;

o DMHS website analytics data;

e Financial data, including development and maintenance costs; and

o Data from a previous Head to Health user survey conducted by the Department of Health.

Consultations with key stakeholders

We are in the process of conducting consultations with a broad range of stakeholders who are
familiar with Head to Health, including:

e Users of the Head to Health website with lived experience of mental health problems via
survey (and optional interview);

e _Health professional users of the Head to Health website via survey (and optional
interview);

e Other key stakeholders via survey (or interview), e.g., Head to Health (and the new
national mental health platform) website developers, management staff from the DMHSs,
funders, partners, and others in the mental health sector (e.g., representatives from
relevant health professions and peak bodies for people with lived experience);

e Additional people with lived experience via three community conversations using a
modified World Café method;*

e Additional health professionals (with or without experience using Head to Health) such as
GPs and mental health professionals (e.g., psychologists, mental health nurses,
psychiatrists, social workers, occupational therapists) via survey through professional
associations.

10
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Purpose of this report

This report provides an update on our progress described in the report dated 24 December 2021.
Additionally, it provides preliminary findings based on existing data (provided by the Department of
Health, Liquid Interactive and three key Australian DMHSs), including google analytics and user
feedback data, financial data, website visits to DMHSs and secondary survey data. We also present
selected preliminary findings from our in-progress consumer and provider user surveys, and online
group conversations with people with lived experience.

11
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Table 1. Program logic for Head to Health

FOI 3937

Program Objective: To improve access to, and navigation of, digital mental health services

Australians experiences
mental ill-health, and
many more experience
mental health problems in
a given year. Many do not
receive the treatment and
support they need, which
results in preventable
distress; disruptions in
education, employment
and relationships; stigma,
and loss of life satisfaction
and opportunities.3

Management and
governance
policies, guidelines,
standards

Key stakeholder staff
digital mental health
service providers,
partners, referrers,
gateway website
developers

Community and
consumer
stakeholders

Technology

Research and
evaluation expertise

Head to Health -
specific resources

planning and
development

Client (consumer and
provider) needs
identification

Stakeholder
education and
support

e.g., promoting Head to
Health/educating
potential providers,
referrers and consumers

gateway developed
and maintained

Head to Health
gateway evaluated

appropriate users
(referrers,
consumers,
providers) of Head to
Health gateway

Improved navigation
of digital mental
health services

mental health
information and
digital services

Head to Health
gateway meets
consumer needs

Consumers satisfied
with Head to Health
gateway

PROBLEM INPUTS OUTPUTS: ACTIVITIES OUTPUTS: SHORT-TERM MEDIUM-TERM LONG-TERM
STATEMENT PARTICIPATION OUTCOMES OUTCOMES OUTCOMES
Almost one in five Funding Head to Health Head to Health Increase in number of | Improved access to Increase in number of

consumers using
appropriate digital
mental health
services

Improved adherence
to digital mental
health services

Improved mental
health outcomes

Cost-effective Head
to Health gateway
website

Assumptions: Head to Health complements-and enhances existing digital mental health services;
the community and particularly people with mental.ill-health (or problems) and those providing
them with mental health care are aware of, will use and engage with, and benefit from Head to
Health; Head to Health connects people with resources and support, conveniently, safely, and
securely; Head to Health enables people and professionals to choose the products and services
that can best support a.person’s mental health and wellbeing.

External Factors: Funding and contracts, other mental health directories
and services available to consumers, research and evidence on Head to
Health gateway and digital mental health services, COVID-19 related
quarantine, restrictions and lockdowns, other disasters or crises.

Page 14 of 79

Note. Stakeholders include people with lived experience of mental health problems, providers delivering digital and other mental health services, partners, referrers, others in the (mental) health sector, website
gateway developers, funders.
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Progress to date

Progress is reported in five areas — ethics approval, data collection and analysis, stakeholder engagement,
challenges, and next steps.

Ethics approval

Approval for the evaluation was sought from The University of Melbourne’s Human Research Ethics
Committee (Greater than Low Risk — Science, Technology, Engineering, Mathematics and Medicine
[STEMM]; Reference Number: 2021-22702-24169-5).

The application was submitted on 27 August, and approval was obtained on 18 October 2021.

Since then, we have submitted two amendments to:

1) Combine consultations with several stakeholder groups (additional people with lived experiences,
additional health professionals and other key stakeholders) for the Head to Health evaluation with the
complementary evaluation of supported DMHSs; and

2) Clarify that identifying information provided in the consent process will be separated from
survey/interview responses prior to analysis and extend the usersurvey period from one week to three
months.

The first amendment was submitted on 4 November,approved 10 November, and ratified on 3
December. The second amendment was submitted on 7 December, approved on 10 December 2021 and
ratified on 28 January 2022.

Data collection (and analysis)

Existing data
Routinely collected administrative service use data from digital mental health services

We have collected and analysed data from multiple data sources including:
e Head to Health google analytics and user feedback data (provided by Liquid Interactive);
e DMHS website analytics data (provided by Mental Health Online, MindSpot and THIS WAY UP);
e Financial data including development and maintenance costs (provided by the Department of
Health);
e . Campaign dates and costs(provided by Liquid Interactive and the Department of Health,
respectively); and
e Previous'Head to Health user survey conducted by the Department of Health (provided by the
Department.of Health).
Findings based on these data sources are reported in the preliminary findings section of this report.

Consultations with key stakeholders

Users of the Head to Health website

The survey for consumers and providers who use the Head to Health website went live on the Head to
Health website on 8 December 2021 and is still open for completion now. The survey can be accessed on
the homepage and via the news and announcements tab.

These user surveys have been widely promoted with support from the Department of Health and
eMHPrac.

Specifically, the Department of Health has promoted the user surveys via:
e Their internal newsletter that reached 3,885 staff members on 16 December 2021;
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e The Head to Health newsletter that was sent to 5,021 subscribers on 16 December 2021; and
o Their websites and social media (LinkedIn, Facebook, Twitter, and Instagram) throughout
December 2021, and January and February 2022.

The Department of Health’s social media posts and schedule are included in Appendix 2.

eMHPrac has promoted the user surveys via:

e Their newsletter, which has 2,314 subscribers, on 17 December 2021;

e Their Brief Edition newsletter reaching 2,289 subscribers and through the Menzies School of
Health newsletter reaching another 1,182 subscribers — both on 2 February 2022;

e Their social media platforms (Facebook, Instagram, Twitter and LinkedIn), reaching up to 1,931
followers on 5 January and 2 February 2022; and,

e The WellMob Facebook page, which specifically targets Indigenous providers and consumers, on
3 February 2022.

eMHPrac’s schedule of advertisements is included in Appendix 2.

On 18 February 2022, the Black Dog Institute sent out the advertisement and link to 5,000 mental health
professional members of their Mental Health Community of Practice.

On 10 February 2022, the survey was also advertised on both the University.of Melbourne Centre for
Mental Health and the Melbourne School of Population Health news and events websites.

Despite extensive promotion, only a small numberof users have completed the survey to date. As of 22
February 2022, 45 consumers and seven providers have completed the survey. Selected survey findings
are reported in the preliminary findings section of this report. Three consumers have also agreed to take
part in an interview, and one has completed the interview.

Additional people with lived experience

We conducted three community conversations with people with lived experience of mental illness using a
modified World Café method.* Further details about our methods and findings are reported in the
corresponding preliminary findings section of this report.

Additional health professionals

We have contacted the Royal Australian College of GPs (RACGP), Australian Psychological Society (APS),
Australian Clinical Psychology Association (ACPA), Royal Australian and New Zealand College of
Psychiatrists (RANZCP), Australian College of Mental Health Nurses (ACMHN), Australian Association of
Social'Workers (AASW), and Occupational Therapists Australia (OTA).

The survey was advertised on 8 December 2021 via the ACMHN’s newsletter, College Connections
(approximately 2600 readers) with a follow up post on social media in January. The AASW’s website
advertised the survey on 8 December 2021 with a follow up notice on social media in January (greater
than 15000 members). The RANZCP featured a notice about the survey in their January newsletter with a
follow up notice expected to run in the 28 February edition of their newsletter (approximately 5200
Australian members). OT Australia advertised the survey in their 25 January newsletter (greater than
11000 members). RACGP sent out an email notice to the members of the Psychological Medicine Specific
Group (n=859) on 14 February.

The APS declined our request to invite their members to participate in the evaluation survey, instead
opting to provide an organisational perspective (as described below under Other key stakeholders). We
have begun discussions with ACPA, who are going to assist us with reaching their members: clinical
psychologists.

14
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As of 15 February 2022, we have had 52 participants complete the survey.

Other key stakeholders

This stakeholder group includes Head to Health (and the new national mental health platform) website
developers, management staff from the digital mental health services, funders, partners, and others in
the mental health sector (e.g., representatives from relevant health professions and peak bodies for
people with lived experience).

As of 22 February 2022, we have approached 84 individuals from 52 organisations. The list of
organisations that were approached includes:

e Australian Indigenous Psychologists Association (AIPA)

e Australian Psychological Society (APS)
BeyondBlue
Black Dog
Butterfly Foundation
Carer Lived Experience Workforce Network
Department of Health/Head to Health
eMental Health International Collaborative, New Zealand
eMental Health in Practice (eMHPrac)
Gayaa Dhuwi (Proud Spirit) Australia
Headspace
Helping Minds WA
Indigenous Allied Health Australia
Lifeline
Liquid/Speedwell
Lived Experience Australia
Mental Health Australia
Mental Health Carers Australia, VIC
Mental Health Carers NSW
Mental Health Families & Friends Tasmania
Mental Health Online
Mental lliness Fellowship of Australia (NT)
Mental Wheels Foundation
MH@Work
Mind Australia, Vic
MindSpot
National Mental Health Commission
Orygen Digital
PHNs (Brisbane South PHN, Central and Eastern Sydney PHN, Country SA PHN, Northern Territory
PHN, Primary Health Tasmania, South Eastern Melbourne PHN, WA PHN)
ReachOut
e SANE
e Selected academics
e Smiling Mind
e Tandem
e The Aboriginal and Torres Strait Islander Lived Experience Centre

e The Northern Territory Mental Health Coalition
e THIS WAY UP/CRUfAD/St Vincent's Hospital

These organisations were approached for this evaluation of Head to Health, as well as the concurrent
evaluation of digital mental health services. Therefore, our original list of mental health organisations and
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peak bodies was enhanced with recommendations from the Department, the three services involved in
the digital mental health service evaluation (MindSpot, THIS WAY UP and Mental Health Online), as well
as recommendations from representatives of organisations that were contacted. Some contacted
representatives held positions within multiple organisations and some organisations chose more than
one representative to participate.

Between 7 December 2021 and 22 February 2022, 52 individuals from 34 organisations have consented -
26 representatives have completed the survey, 5 started the survey but did not complete it (2 of these
nominated other representatives in their organisation instead), 11 interviews (with 18 individuals as
some were group interviews) have been completed across January and February, with 2'more interviews
scheduled in the coming weeks and 3 more organisations who have expressed interest-in interviews.

Organisations/individuals that did not respond were contacted at least 3 times-before recruitment efforts
ceased. A small number declined due to being too busy (2 academics).

Stakeholder engagement

We have engaged with stakeholders as described above (Consultations with stakeholders).

Additionally, we are in very regular contact with the Department of Health (by Webex, email and phone)
to provide updates, request information, and solve anyissues as they arise.

We are in video or email contact with the Head to Health web team (Liquid Interactive) on an as needs
basis.

We are in regular email, phone and video, contact with the three supported DMHSs.

Our evaluation team meets weekly, set goals; reviews progress and milestones and responds quickly to
any issues as they arise.

All stakeholders have been responsive and engaged.in the evaluation of Head to Health.

Challenges

We noted a few challenges relating to stakeholder engagement and the google analytics data in our
previous report, dated 24 December 2021. These have now been largely been resolved.

The main challenge we face now is that recruitment rates for stakeholder consultations involving
individual consumers, providers and additional health professionals has been lower than expected.
However, this.is countered by the following:
1. “ Our recruitment of other key mental health stakeholders representing a range of consumer, peak
body and mental health services has been much higher than expected;
2. We have not yet completed the data collection phase which will continue through to March
2022, during which the number of individual stakeholders may improve; and
3. The information we are obtaining by triangulating the various data sources seems to be largely
consistent.

Next steps

The next steps are to:

e Collect and analyse data from the following stakeholder groups: users of the Head to Health
website (consumers and health professionals), additional health professionals via their
professional bodies and additional key stakeholders;

e Synthesise and interpret data from all sources; and
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e Draw conclusions about the Head to Health website and make recommendations for the new
national mental health platform.

Including this report, we have provided seven of nine deliverables to the Department of Health. The
remaining deliverables are:

¢ Deliverable 8: Final Reports. We will prepare a Final Stakeholder Report containing the outcome
of consultations with key stakeholders throughout the evaluation. We will also preparea Final
evaluation report(s) providing conclusions on how well Head to Health has been implemented to
date; the appropriateness of its design and the extent to which it meets users’ needs;
conclusions on Head to Health’s effectiveness in achieving its intended outcomes; findings on its
value for money; and key learnings and recommendations to inform the national mental health
platform’s ultimate state. This deliverable will be submitted on 29 July 2022.

¢ Deliverable 9: Presentation of findings. We will verbally present the findings of the evaluation to
the Department and other relevant stakeholders in July 2022.

Table 2 shows the remaining milestones and deliverables for the evaluation.

Table 2. Timeline for remaining milestones and deliverables

Milestone

Evaluation administration activities
Reporting meetings
Tasks
Stakeholder consultations
Consultations with users of Head to Health (people with lived
experience of mental iliness and health professionals)
Consultation with additional health professionals(and additional
people with lived experience, if needed)
Consultation with other key informants (e.g., website developers,
digital mental health services)
Quantitative and qualitative data analysis (including economic
evaluation)
Data synthesis and interpretation
Deliverables and reporting
Final report(s)
Presentation of findings
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Preliminary findings: Google analytics and service data

Google analytics data

Our approach

We used raw google analytics, including user feedback, data from October 2017 to October 2021
provided by Liquid Interactive. Liquid Interactive also provided some summary data (a multi-tab Excel file)
and example monthly reports, which were useful to cross-check with the raw data. Summarised monthly
data were analysed using STATA v16.1.

The relationships between monthly counts of all uptake measures (users, new users, total sessions, total
views, bounce rate) were estimated using Pearson’s correlation coefficients. Plots showing the counts for
each month over time with trend lines were also produced (details in Appendix 3). These analyses were
repeated for four measures of engagement: pages per session, duration, total conversions, and
conversion rate.

We conducted descriptive analyses of other google analytics data including device use, referral source
and user feedback; by calendar year and overall.

Our methods are elaborated in Appendix 3.

Findings
Uptake

Head to Health website uptake (usage) data were available for 49 months in total, 16 months during
which campaigns were running, and-33-months without campaigns. Campaign dates are listed in
Appendix 3.

Table 3 provides the mean and standard deviation (SD) per month for Head to Health uptake measures —
overall and for campaign-and non-campaign periods. The mean number of unique users per month was
50,694, and almost all appeared to be new users (mean=48,509). The mean number of sessions was
62,357, and the mean number of views per month was 97,235. In about 25% of sessions, users did not
make any recorded interactions on the website before leaving.

Appendix 3.displays plots for each Head to Health uptake measure over time, including trend lines, from
October 2017 to October 2021 (Figures A1-A5). These plots show that the numbers of users, new users,
total sessions and total views have increased over time, and tended to be higher during campaigns,
especially during the two most recent campaigns (which ran in 2020 and until February 2021). The
bounce rate varied over time, but the mean did not appear to change (systematically) over time or
between campaigh and non-campaign periods.

There was very high correlation (> 0.98) between users, new users, total sessions and total views, which
was expected.
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Table 3. Head to Health monthly uptake overall, and during non-campaign and campaign periods, October 2017 to October 2021

Measure

Description

Non-campaign

mean

sd
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Campaign

mean

sd

Users

An estimate of the number of unique
people who have visited the website.

50,694

14,603

139,783

34,244

16,684

84,620

45,823

New users

A ‘new user’ is counted when a visitor to
the website does not have an existing
browser cookie from Head to Health.

48,509

13,583

134,749

32,453

15,869

81,624

44,455

Total sessions

The number of groups of user
interactions (hits) that have occurred
within a discrete time frame.

62,357

45,591

18,574

167,628

42,421

20,094

103,474

55,787

Total views

The total number of times pages on the
website were viewed (total number of
views for each page, summed).

97,235

65,136

33,971

258,851

68,180

24,818

157,162

81,084

Bounce rate

[Bounces] / [Sessions] — the

proportion of sessions which bounced
(i.e., did not make recorded interactions
on the website before leaving)

0.246

0.0595

0.138

0.392

0.244

0.0596

0.250

0.0611
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Device use and referral source

Figure 1 shows that there has been a small decline in the use of desktop devices to access Head to Health
from 52% in 2017 to 49% in 2021. The use of tablets has also halved from 8% in 2017 to 4% in 2021.
Correspondingly, there has been an increase in the use of mobile devices from 40% in 2017 to 47% in
2021.

600

400

Device category

I Desktop
Mobile
Tablet

2017 2018 2019 2020 2021
Year

Sessions (1000s)

Figure 1. Device types over time; October 2017 to October 2021

Figure 2 shows the top five traffic sources to Head to Health by year from 2017 to 2021. It shows that
organic searches (search engine results that were not paid ads) have accounted for the majority of traffic
from 2018 to 2021. As of 2021, this is followed by directly typing the Head to Health URL in the web
browser address bar or using a bookmark, and then referrals (from hyperlinks on external websites
excluding ads), paid searches, and social media.
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N Direct
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B Other
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Figure 2. Top five traffic sources over time, October 2017 to October 2021

Figure 3 displays the top 5 referral sources to Head to Health by year from 2017 to 2021. A referral
source refers to a web location that directed a Head to Health visitor to the website. It shows that in all
years, the majority of referrals came from Facebook. In 2020, this was followed by referrals from the
Department of Health website.
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Figure 3. Top five referral sources over time, October 2017 to October 2021

Sessions (1000s)

Engagement

Measures of engagement provide information about how users.engage with the Head to Health website.
These include the number of pages viewed per session, the average length of time spent on the website
per session and the number of conversions. A conversion is the completion of a key or desired action,
including search completions, SAM (chatbot) completions, emailing resources, and printing resources.
Table 4 displays the Head to Health monthly engagement overall, and during non-campaign and
campaign periods, from October 2017 to October 2021.

The overall mean number of pages viewed per session was quite low (1-2). The average time spent on the
website per session was about-2.5 minutes. A relatively small number and proportion of sessions
included a-conversion(~ 10%).

Figures A6 to A9-in Appendix 3 display the monthly engagement with Head to Health, and include trend
lines, from October 2017 to October 2021. These figures show that the number of pages per session,
duration, and conversion rate have decreased over time, during both campaign and non-campaign
periods.

The number of conversions has increased over time (until early 2021), with peaks during the 2020-2021
campaigns, which is overall a very similar trend to those observed for users, new users, total sessions and

total views. The total number of conversions was higher in campaign than non-campaign periods.

There was a high negative correlation between number of users and duration (-0.83).
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Table 4. Head to Health monthly engagement overall, and during non-campaign and campaign periods, October 2017 to October 2021

Non-campaign
Measure Description i mean sd

Page 24 of 79

Campaign
mean sd

Average number of pages

Pages per session . .
viewed per session

1.673 0.168 1.430 2.346 1.723 0.163

1.570 0.131

Average length of time
Duration (seconds) spent on the website 152.4 31.16 79.25 216.5 166.7 21.44
per session

1231 27.61

Number of sessions in which key
Total conversions or desired actions are 5,609 3,322 1,654 13,912 4,142 955.4
completed

8,635 4,345

Proportion of sessions which

Conversion rate . .
include a conversion

0.103 0.0314 0.0267 0.160 0.110 0.0322

0.0880 0.0242

Note. Each conversion is counted only once per session —i.e. unique count of conversions. Thus, a user who makes 2 “search completions” and 2 “email resources” will be counted as having

made two conversions only.
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User feedback

Head to Health website users can give feedback on the utility and quality of the website overall and the
individual pages within it. Two sets of questions are offered to users; one set relates to the Head to
Health website overall, and the other set relates to the specific page/content being accessed. These
questions can be accessed by users by clicking the ‘Feedback’ tab in the lower right section on each page
of the website. Within both sets of feedback items are the following ‘overall’ questions that allow an
overall website/page appraisal from users including:

1. How do you rate your overall experience on Head to Health? (website feedback item);

2. How do you rate the home page overall? (page feedback item for the home page);

3. How do you rate this page overall? (page feedback item for content/topic pages within the

website (e.g., ‘Covid 19 Support’, ‘What helps us thrive?’);
4. How do you rate the search page overall? (page feedback item for the search page);
5. How do you rate Sam the Chatbot overall? (page feedback item for the chatbot).

From July 2021, the overall items have been rated on the following scale: ‘terrible’, ‘bad’, ‘okay’, ‘good’,

‘great’. Before this time, the overall items were rated as either ‘could-be much better’, ‘could be better’,
‘okay’, ‘good’ or ‘great’. In our analysis, all ‘could be much better” and ‘could be better’ responses were

relabelled as ‘terrible’ and ‘bad’, respectively.

Relative to the tens of thousands of Head to Health website users and sessions each-month, only a very
small number of feedback responses (less than 1000) have been provided over the life of the website.

Figure 4 displays the percentage of ratings for each point of the scale by the type of overall feedback
item, for all years combined (2017-2021). Only data for the first three feedback items listed above are
displayed (because less than 10 users peryear on average gave feedback on the search page and
chatbot). Around 50% of overall Head to Health website ratings were positive (i.e., ‘good’ or ‘great’).
Around 40% of ratings were positive for the home page and website content pages.

100%

Rating

50%

% Responses

Terrible

0%

Head to Health Website Home Page Website Content Pages
Item

Figure 4. Head to Health website user feedback — overall, home page and content pages, October 2017
to October 2021

The feedback questionnaires also include some items that allow users to record if they would
recommend the website or pages within the website to others as follows:
1. Would you recommend us to someone else? (website feedback item);
2. Would you recommend this page to someone else?' (page feedback item for content/topic pages
within the website);
3. Would you recommend Sam the chatbot to someone else? (page feedback item for chatbot?).
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Responses to these items are rated on a scale of ‘O — Not at All’ to ‘10 — Absolutely!’. For the purposes of
analysis, a rating of seven or more was considered a ‘recommendation’, allowing the percentage of
responses that were recommendations to be calculated.

Figure 5 displays the percentage of responses recommending the Head to Health website — overall,
specific pages and the chatbot over the life of the website (2017-2021). The frequency (n) of

recommendation responses are also provided. Overall, 46% of responses recommended the website, 28%
recommended specific webpage topics/content and 28% recommended the chatbot.
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Figure 5. Percentage of responses recommending the Head to Health website — overall, specific page
and chatbot, October 2017 to October 2021

Figure 6 displays the percentage of responses recommending the Head to Health website (N = 985) and
specific pages (N = 385) by year. The percentage of responses recommending the Head to Health website
gently fluctuates around 50% from year to year. Slightly lower recommendation percentages are evident
for webpage top