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[bookmark: _Toc453745421][bookmark: _Toc474314880][bookmark: _Toc453677709]Executive Summary
[bookmark: _Toc453745422][bookmark: _Toc474314881]Overview
Establishing a stepped care approach has been identified as a fundamental objective for mental health service planning and commissioning to be undertaken by Primary Health Networks (PHNs). Within their identified catchment, PHNs have been tasked with ensuring that services are available to provide a continuum of primary mental health services operating within a stepped care approach. It is anticipated that this system will help facilitate improved access to treatment, ensure a range of services are available to meet the needs of individuals and population groups, and make the best use of available workforce and technology. 
Two key elements defining models of stepped care have been identified as:
· The use of the least restrictive or intensive treatment option available appropriate to the individual’s needs, delivered at the right time and intensity; and  
· Being self-correcting, monitoring treatment outcomes to enable “step up” to a more intensive or “step down” to less intensive intervention(s) when required.
Modelling of mental health service needs and treatment requirements within the National Mental Health Service Planning Framework (NMHSPF) provides the basis for analysis of the expected level and profile of services required to inform implementation of a stepped care approach. 
The Department of Health commissioned a research team within the School of Population Health at the University of Queensland to undertake research to assist them in providing advice to support the implementation of a stepped care approach to mental health care by PHNs, including:
· The spectrum of mental illness and the continuum of care for people along that spectrum;
· The place of digital mental health and low intensity face-to-face treatment in a stepped care model, including the clinical characteristics of individuals for whom digital mental health and low intensity face-to-face treatment is appropriate; and
· The treatment of severe mental illness in a stepped care model including the interface with state and territory clinical mental health services and disability support services likely to be within the scope of the National Disability Insurance Scheme.
[bookmark: _Toc474314882]Aims
The aims of this report included:
1. Describing the need for mental health treatment and population targets across levels of severity
2. Describing interventions required across the spectrum of need
3. Reviewing existing services and programs within intervention types
4. Describing system requirements for implementing a stepped care approach
5. Identifying issues to be considered in implementing stepped care in primary health networks
This has been progressed through review of relevant research and available program material related to stepped care models of mental health service delivery, the specific interventions that would be included across the identified spectrum of care, and the existing services or programs which could be considered as examples of how these interventions could be provided within a stepped care approach.
[bookmark: _Toc453745424][bookmark: _Toc474314883]Findings
1. Describing the need for mental health treatment and population targets across levels of severity
Epidemiological analysis underlying the National Mental Health Service Planning Framework (NMHSPF) has been used to develop estimates of the prevalence of mental illness and expected demand for services for the Australian population, stratified by age and severity. In recognition of the fact that not all people who experience mental illness will need or will seek treatment, different levels of demand are described for different levels of severity. Overall, it is estimated that nearly four million Australians are expected to require some type of mental health intervention within any year, of whom 18% will have a severe disorder, 21.3% a moderate disorder, 26.3% a mild disorder and 34.5% will have symptoms below the level of diagnosis but requiring intervention to prevent escalation or relapse. These estimates are based on total population prevalence and do not account for variations in the target population across demographic variables such age, socioeconomic status, Indigenous background, and rurality.  
2. Describing interventions required across the spectrum of need
A hierarchy of treatment interventions is described to match the needs of people at different levels of severity. A significant proportion of people with early symptoms and mild mental illness are predicted to be able to receive appropriate treatment through digital and low intensity interventions. While some people with moderate disorders may also receive treatment through clinician moderated digital interventions, the majority are likely to require access to more intensive face-to-face therapies within the primary health sector. People with severe disorders will require specialised treatment through private psychiatrists or public mental health services. Those with severe and persistent disorders are likely to require additional psychosocial support services delivered through non-government agencies, while those with severe and complex disorders will require multiagency input including integrated physical health care. A breakdown is provided of the predicted numbers of adults aged 18-64 requiring particular interventions across this spectrum, based on the care packages modelled within the NMHSPF. 
3. Reviewing existing services and programs within intervention types
Digital mental health services

Within this report, digital mental health services are defined as those that are specifically designed to provide advice, support or treatment to service users electronically. A taxonomy is proposed to describe the range of digital mental health interventions or services available, extending across six levels including: provision of information; wellbeing and resilience; online communities; screening, monitoring and feedback; treatment; and virtual clinics. Services providing treatment are further separated according to the level of clinician involvement, including self-guided, optional or service user-directed guidance, and intensive clinician guided models. Systematic reviews have shown that there is now good evidence that internet therapy can provide positive therapeutic outcomes for a range of mental health and somatic disorders, and can be as effective as face-to-face therapy, particularly for mild to moderate anxiety and depression.1-3 As lower levels of therapist input are required for equivalent outcomes, these interventions have the potential to improve the efficiency and cost effectiveness of mental health care.4 However, issues such as user preferences for face-to-face therapy, service user attrition and clinician resistance may pose barriers to utilisation. 

PHNs should consider mechanisms to identify needs, preferences and acceptability of digital and low intensity services relevant to their regions to inform local level services planning. Commissioning of new digital mental health services will require both funding and ability to assess the quality of service offerings in the context of rapidly evolving technology. Ensuring that providers undertake rigorous evaluations of their interventions will benefit future commissioning activities by developing the evidence-base regarding cost-effectiveness and an improved understanding of who is most likely to benefit from these treatments. 

Low intensity services

Low intensity services are described in this report as those which provide psychological therapies using a specially trained workforce to enhance mental health by using the minimum level of intervention required to produce sustainable gain. These services are aimed at providing more rapid access to treatment, and facilitating early intervention to reduce the need for more intensive therapy.  Two models are described – low intensity services delivered within the Increasing Access to Psychological Therapy (IAPT) program in the United Kingdom, and the New Access program developed in Australia by beyondblue. While the outcomes associated with low intensity interventions have been mostly positive, there have been a number of risks identified. In particular, cost estimates for services delivered through the IAPT program in the UK have been found to be inconsistent, raising concerns regarding the sustainability of cost effectiveness in the longer term.  High turnover rates among low intensity therapists have also been reported in the IAPT model, impacting cost and resource projections, therapist availability, and service quality. Implementing low intensity services as described requires considerable resource commitment as they necessitate the creation of an entirely new workforce and treatment program.
High intensity services

In this report, high intensity services are described as including face-to-face psychological therapies, such as those delivered through the Medicare Benefits Schedule Better Access initiative and previously under the Access to Allied Psychological Services (ATAPS) program. While there are high levels of demand for these programs, workforce shortages and poor distribution of health professionals have resulted in reduced access to services in rural and remote locations. The use of telephone and electronic modes of delivery have been used to overcome such barriers, but without uniform success. The potential impact of service user costs and co-payments needs to be considered in ensuring these programs function in a way that facilitates access to this level of intervention and supports continuation in treatment for the period required for appropriate clinical outcomes.

Specialised mental health interventions and multiagency services 
Integrated service models are required to ensure coordinated care for people with severe mental illness, particularly those with persistent mental illness and complex needs, and should encompass specialist mental health, physical health, nonclinical psychosocial support and broader community services such as housing, education and employment assistance. Establishing effective integrated services has been difficult to achieve, requiring formal mechanisms of communication, leadership and mechanisms for monitoring partnership effectiveness. Workforce, infrastructure and technology constraints, and concerns regarding confidentiality and information sharing have been potential barriers; establishing mutual understanding and respect for complementary roles and responsibilities across providers has also been challenging. Use of a single care plan by relevant providers has been identified as a mechanism for establishing integrated care, but is likely to require investment in technology to build on components of the existing infrastructure such as MyHealth Record, as well as stakeholder input to resolve issues of data ownership, access and confidentiality.
4. Describing system requirements for implementing a stepped care approach 
Application of the NMHSPF in developing estimates of demand for services across the spectrum has highlighted the levels of demand predicted across all levels of treatment, and the importance of maintaining a system-wide view of service delivery. Experience in mental health reform to date and a review of the literature identifies key system attributes, which contribute to the effectiveness of stepped care approaches within mental health care that must be addressed in implementing a stepped care approach. These include:
· Ensuring stakeholder engagement in development and implementation of the desired model, recognising the complexity of the change process required
· Establishing clear and reliable mechanisms for matching service user need to the appropriate intervention and monitoring progress to identify changing needs
· Managing referral processes and mechanisms such as incentives and enrolment to facilitate best outcomes for service users and optimal use of resources
· Maintaining system integrity through contracting and commissioning arrangements that support collaboration and continuity, as well as contestability
· Sharing information for care planning and system coordination, including establishing mechanisms and protocols for transfer of sensitive clinical and administrative data between organisations
· Monitoring system performance and quality to ensure service user flows reflect targeted utilisation and outcomes for services across the levels of intervention
· Clinical governance and risk management to ensure appropriate identification and management of clinical risk, across all levels within the stepped care approach, and for oversight of training and supervision of the workforce
· Supporting service user choice and preference in selection of appropriate interventions, while balancing the need for efficient use of resources 
· Ensuring digital mental health interventions utilised or commissioned are evidence based, reflect best practice and are cost effective. 
5. Identifying issues to be considered in implementing stepped care in primary health networks
Establishing a stepped care approach that engages existing service providers in new ways of operating and introduces new service options is recognised as being a complex change process. A range of barriers and challenges can be identified and are discussed. Some of these are endemic to the health system such as resource constraints and independent operation of providers, while others are common within mental health services, such as the impact of stigma in deterring help seeking and lack of awareness of available services. In addition, there are likely to be barriers arising from the stepped care model itself, such as defining criteria and processes for entry and access to services and interventions. While encouraging treatment commencement at the least intensive service level for individuals with mild to moderate mental disorders may be an effective means of reducing the burden on more intensive mental health services, it may risk dissatisfaction and early disengagement among service users who do not feel that their needs are being met.5 Clinicians and service providers may also be resistant to changing established practices, and perceive intake or “stepping up” criteria as restrictive. A lack of diversity in the types of treatments available across levels of intervention can also impact negatively on system functioning, in that a service user who has not responded to a CBT-based therapy delivered online may also see no benefit from a similar therapy delivered face-to-face, even if the latter is offered at a higher step in the stepped care echelon.6
Within the constraints of the stepped care approach, flexibility will be required to accommodate service user preferences in treatment intervention and modality, with improved outcomes likely where this fit is optimised. However, increased flexibility may complicate service user and workflow patterns, and make monitoring of system effectiveness and resource management more difficult. Other issues to be addressed will include ensuring cost and timeline projections for implementing new services and processes are realistic and supported. A clear process for planning and undertaking the implementation of a stepped care approach will be required, which effectively engages and involves all relevant stakeholders.
[bookmark: _Toc474314884]Conclusion
Challenges have been identified relating to implementing particular interventions and service models, and to establishing a stepped care approach more broadly. Review of available literature and other material related to the stepped care approach to mental health care and the particular interventions identified has highlighted the complexity of the implementation task required. Although there are significant benefits to be achieved, a range of barriers and issues are identified which require consideration and resolution. The relatively recent emergence of digital and low intensity interventions means that the evidence base is still being accumulated, with few large scale examples or long term studies available to draw on. Review of research and outcomes for the IAPT program and associated models of low and high intensity psychological interventions has shown the potential for problems such as increasing costs, workforce shortages and loss of program integrity to emerge over a more extended period. It will be important that PHNs are well informed regarding these risks and develop clear processes for planning a service system which best meets local needs and evaluating its implementation and performance over time.

1. [bookmark: _Toc453745425][bookmark: _Toc474314885]Introduction
This report was commissioned by the Commonwealth Department of Health to assist in the development of a stepped care approach to mental health service delivery in Australia. It aims to extend understanding of a stepped care approach by drawing together material from the revision of the National Mental Health Service Planning Framework and review of literature relating to stepped care models and interventions. A presentation based on this work was delivered to representatives of mental health lead Primary Health Networks in Canberra on 13 May 2016. Feedback from this workshop identified a need for clarification regarding the characteristics of the populations within levels of care, the interventions appropriate at each level and evidence regarding their use within a stepped care approach. 
[bookmark: _Toc451178243][bookmark: _Toc453677710][bookmark: _Toc453745426][bookmark: _Toc474314886]Background
Establishment of a stepped care model across the mental health service system was recommended by the National Mental Health Commission, as a mechanism for improving outcomes for people experiencing mental illness and ensuring efficient and effective use of mental health resources. It was proposed that a stepped care model would:
· Ensure better matching of services to service user needs to reduce under- and over-servicing;
· Cover the full spectrum of interventions from self-care to high intensity treatment and wrap around care for people with severe and persistent disorders;
· Improve system integration and navigation; and
· Optimise use of resources.7
Development of a stepped care approach was endorsed by the Australian Government in the Response to the Review of Mental Health Programmes and Services7, and highlighted as one of the key platforms for reform of the mental health system. Establishing a stepped care approach has subsequently been identified as a fundamental objective for mental health service planning and commissioning to be undertaken by Primary Health Networks (PHNs). Within their identified catchment, PHNs have been tasked with ensuring that services are available to provide a continuum of primary mental health services operating within a stepped care approach. This system will ensure a range of services are available to meet the needs of individuals and population groups, and make the best use of available workforce and technology. 
Traditionally, access to mental health services has relied on matching a person to an available service, with few guidelines available as to which option provides the best likelihood of positive outcomes relative to an individual’s needs.8 This has led to inequities in access, where some people receive high levels of specialised intervention, while others receive treatment that is inadequate to their needs, or no intervention at all. Within a stepped care model, interventions are mapped against defined levels of need from least to most intensive, and services are designed to deliver the least intensive intervention likely to provide positive benefit. Individuals enter services at the level appropriate to their needs and outcomes are monitored to enable progression to more or less intensive options as required.9
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[bookmark: _Toc451178244][bookmark: _Toc453677711][bookmark: _Toc453745427][bookmark: _Toc474314887]Context
This project builds on preliminary work undertaken by the Queensland Centre for Mental Health Research (QCMHR). That work described the two key elements defining models of stepped care as:
· The use of the least restrictive or intensive treatment option available appropriate to the individual’s needs, delivered at the right time and intensity; and  
· Being self-correcting, monitoring treatment outcomes to enable “step up” to a more intensive or “step down” to less intensive intervention(s) when required.
Seven service platforms were described across the spectrum of intervention, with individuals able to access services on more than one platform at any time. Mapping of existing services to this hierarchy showed areas of congregation or overlap of available services, and highlighted the need for clear pathways to navigate across levels. A systems perspective was recommended, in which previously siloed intervention programs are brought together into an integrated service system, capable of delivering the right mix of interventions across the continuum to those with an appropriate level of need.

Six steps were outlined as required to establish a stepped care framework within the mental health care system:  
1) Identify the populations for whom services should be provided, 
2) Identify the proportion of those populations for whom the interventions are required (population treatment targets), 
3) Define service platforms which deliver the interventions, 
4) Describe the interventions required for each target group, 
5) Allocate the interventions to the platforms responsible for their delivery and 
6) Create the mechanism by which the interventions delivered on the different platforms for each population are integrated.
A substantial area of work that has direct implications for mental health service planning and the development of a stepped care approach by PHNs is the continuing development of the National Mental Health Service Planning Framework (NMHSPF). During 2015-2016, the Commonwealth Department of Health commissioned QCMHR to undertake further development of the test version of the NMHSPF. The initial version of the framework and associated planning support tool was developed and released to jurisdictions for trialling in 2013. Revision has involved representatives for all Australian jurisdictions, mental health clinical experts, service sector stakeholders, service users and carers and has been informed by the experience of several states in using the initial version of the framework within jurisdictional planning processes. The revised version is due for completion in June 2016.    
The NMHSPF provides the most detailed, contemporary model of mental health service requirements available, and covers the full spectrum of intervention from whole of population mental health promotion and prevention, through early intervention for emerging mental health problems and treatment of mild and moderate disorders, to treatment and support for people living with severe mental illness. The framework models typical packages of services required over a year for individuals with particular needs, across multiple age groups, levels of severity and service providers. Based on these packages, resource requirements can be estimated including clinical and support workforce numbers, inpatient and residential beds, and associated costs.
It is expected that the revised version of the NMHSPF will be made available to PHNs in the near future, and that the NMHSPF decision tool will be an important resource for PHNs in their development of regional mental health plans in collaboration with local health and hospital networks.  
[bookmark: _Toc451178245][bookmark: _Toc453677712][bookmark: _Toc453745428][bookmark: _Toc474314888]Aim 
The aim of this project is to provide advice to support the implementation of a stepped care approach to mental health care by PHNs, including:
· The spectrum of mental illness and the continuum of care for people along that spectrum
· The place of digital mental health and low intensity face-to-face treatment in a stepped care model, including the clinical characteristics of individuals for whom digital mental health and low intensity face-to-face treatment is appropriate
· The treatment of severe mental illness in a stepped care model including the interface with state and territory clinical mental health services and disability support services likely to be within the scope of the National Disability Insurance Scheme.
[bookmark: _Toc453745429][bookmark: _Toc474314889][bookmark: _Toc447100362]Method
In preparing this report, a review has been undertaken of relevant research and available program material related to stepped care models of mental health service delivery, the specific interventions that would be included across the identified spectrum of care, and the existing services or programs which could be considered as examples of how these interventions could be provided within a stepped care approach. Throughout this process, attempt has been made to clearly identify factors relevant for PHNs to consider in preparing to implement a stepped care approach within their local catchment.
The report presents this information within the following components:
1. Describing the need for mental health treatment and population targets across levels of severity
2. Describing interventions required across the spectrum of need
3. Reviewing existing services and programs within intervention types
4. Describing system requirements for implementing a stepped care approach, and
5. Identifying issues to be considered in implementing stepped care in primary health networks.

2. [bookmark: _Toc453677713][bookmark: _Toc453745430][bookmark: _Toc451178246][bookmark: _Toc474314890]Describing the need for mental health treatment and population targets across levels of severity
In implementing a stepped care approach, PHNs need to be able to predict the number of people within their catchments with particular types and levels of mental health need, the types of intervention they require, and the relative levels of demand that can be expected for these interventions. The NMHSPF provides estimates of the prevalence of mental illness and demand for treatment within the Australian population, and models packages of care for different groups, from which we can make estimates of the demand for particular services and for smaller population groupings.    
[bookmark: _Toc474314891]Number of people with mental illness
The NMHSPF draws primarily on epidemiological estimates and data from the Australian Burden of Disease study10, and the National Surveys of Mental Health and Wellbeing conducted in 1997 and 2007. Estimates of the prevalence of mental illness have been developed which encompass a core group of specific mental illness diagnoses, plus the additional need associated with comorbid mental illnesses in people with related diagnoses (such as autism spectrum disorders, substance use conditions, and behavioural and psychological symptoms of dementia).
From the above surveys we conclude between 15 and 20% of the population experience symptoms and impairment in functioning sufficient to meet diagnostic criteria for a mental illness in a year.  This overall level of population prevalence is divided into three levels of severity, designated as Mild, Moderate and Severe. These levels correspond to increasing deviations from the mean on a standard measure of functioning used in the Australian National Survey of Mental Health and Wellbeing (SMHWB-1997)11, with the thresholds set as more than one standard deviation below the mean for mild; more than two standard deviations for moderate; and more than three standard deviations below the mean for a severe disorder. In this context, severity represents the overall impact of the illness, and incorporates consideration of diagnosis, symptoms, need for treatment and functional status. While some diagnoses, such as psychotic disorders, are always considered severe, other mental illness such as depression, eating disorders or anxiety disorders occur at varying levels of severity and may also be included in the severe category where the impact on the individual’s functioning is extreme.
Within the NMHSPF, epidemiological surveys and service utilisation data has been used to model the prevalence of mental illness across the three levels of severity. It is estimated that 16.7% of the population will meet the criteria for a mental illness in any year, including:
· 3.1% of the population will have severe disorders, being all those with diagnoses of schizophrenia or bipolar disorder, and a proportion of those with other diagnoses such as severe depression where there are high levels of distress and functional impairment;
· 4.6% will have moderate disorders, being those who meet diagnostic criteria for a year, but do not fall within the severe category; and
· 9.0% will have mild disorders, being those who are identified as meeting the criteria for mental illness but are not classified as severe or moderate. 
· Of those with severe disorders (3.1% of the population), it is estimated that two-thirds (2.2% of the population) have episodic disorders and one third (1.1% of the population) have persistent disorders. Just over a third of those with severe and persistent disorders (0.4% of the population) will have significant functional and psychosocial impairment and complex multiagency needs.
In addition to the 16.7% of the population who are identified as having a mental illness in any year, it is estimated that a further 23.1% of the population will experience some indication of mental ill health or risk factors for mental illness, but will not meet the 12-month criteria for mental illness. This group includes people who have previously been diagnosed with a mental illness but no longer meet diagnostic criteria, those who are experiencing symptoms but have not met the threshold for diagnosis, and those with other indicators of mental ill health, such as high levels of distress. As the NSMHWB 2007 demonstrated that a proportion of this group is likely to seek mental health treatment, estimates of demand have been included in the NMHSPF, and appropriate interventions modelled as early intervention and relapse prevention.    
[bookmark: _Toc474314892]Number of people requiring treatment
It has been recognised that this estimate of the prevalence of mental illness and mental health problems in the community captures many people with low levels of symptoms who, even where they meet criteria for a diagnosis, may not identify themselves as having a mental illness and may never seek treatment. 
The most recent Australian National Survey of Mental Health and Wellbeing (NSMHWB) found that a large percentage of those people who were classified as meeting criteria for a diagnosis of mental illness did not perceive a need for care of any kind. Evidence has shown that for a significant proportion who experience mental illness, symptoms will resolve spontaneously. For people with major depression, remission was found to have occurred without treatment in 23% in 3 months, 32% in 6 months and 53% in 12 months.12 
To reflect these realities, treatment targets have been set for each of the levels of severity within the NMHSPF, with targets of 100% of those people with severe disorders expected to require treatment, 80% of those with moderate disorders, and 50% of those with mild disorders. An overall treatment rate target of 26% has been set for those people with early signs and symptoms seeking the early intervention or relapse prevention interventions.  This target encompasses a higher rate for early intervention for children and adolescents (72.5%), and a lower rate for older persons (9.4%) as shown in Table 1 based on previous research and expert advice. Applying these targets results models an improved level of access to mental health services within the framework. 
Based on these treatment targets for the identified levels of severity, it is estimated that, of the population receiving an intervention of some type, 18% will have a severe disorder; 21.3% a moderate disorder; 26.2% a mild disorder and 34.5% will have symptoms below the threshold for diagnosis, requiring early intervention or relapse prevention.
The NMHSPF modelling is based on total population epidemiology and provides estimates of prevalence and demand for a standardised population unit. This assumes that the characteristics of the target population reflect the demographic profile of the Australian population as a whole. However, as a number of key demographic variables, such age, socioeconomic status, Indigenous background, and rurality are known to significantly influence the prevalence of mental illness and demand for services, application of the NMHSPF to a particular catchment population should consider the need to adjust estimates to reflect the specific demographic profile of the population being addressed.  

[bookmark: _Table_1:_Summary][bookmark: _Toc453681934][bookmark: _Toc453745555][bookmark: _Toc453750181][bookmark: _Toc474314827]Table 1: Summary of the population prevalence by levels of severity, target treatment rates and resulting estimated population requiring treatment, for the total population and within three broad age bands, Australia 2014
	Age Group
	Severity level
	Number of people
	Treatment target %
	Treatment population

	0-17 years
	Severe
	117,000 
	100.0%
	117,000 

	 
	Moderate
	228,000 
	80.0%
	183,000 

	 
	Mild
	454,000 
	50.0%
	227,000 

	 
	Early Int/Relapse P
	565,000
	72.5%
	409,000 

	 
	Total
	1,365,000
	 
	936,000

	18-64 years
	Severe
	484,000 
	100.0%
	484,000 

	 
	Moderate
	693,000 
	80.0%
	554,000 

	 
	Mild
	1,370,000 
	50.0%
	685,000 

	 
	Early Int/Relapse P
	4,266,000
	19.7%
	839,000

	 
	Total
	6,813,000
	 
	2,562,000

	65 and older
	Severe
	115,000 
	100.0%
	115,000 

	 
	Moderate
	140,000 
	80.0%
	112,000 

	 
	Mild
	268,000 
	50.0%
	134,000 

	 
	Early Int/Relapse P
	585,000
	9.4%
	55,000

	 
	Total
	1,108,000
	 
	416,000

	Total Population
	
	9,286,000
	
	3,914,000


Note: Columns may not add to totals due to rounding.
							
[bookmark: _Toc451178249]

3. [bookmark: _Toc453677716][bookmark: _Toc453745434][bookmark: _Toc474314893]Describing interventions required across the spectrum of need
a. [bookmark: _Toc453165703][bookmark: _Toc453677717][bookmark: _Toc453745435][bookmark: _Toc474314894]Treatment required across levels of severity
Although the experience of mental illness is unique to the individual, broad descriptions can be provided for the types of treatment and other support services likely to be required by people with disorders at different levels of severity. For each level of severity and age group, the NMHSPF models packages of care representing the average configuration of services (specified by type and intensity of intervention) required by an individual over a 12-month period. Specific packages are included for some groups with specialised needs, such as for perinatal disorders, severe eating disorders and early psychosis.
Service needs are identified at each of the following levels of severity:	
· Early intervention and relapse prevention
People who seek treatment who have symptoms, but do not meet the full criteria for a diagnosis of mental illness, may require access to assessment and brief interventions to prevent escalation of symptoms where mental illness is emerging or to prevent relapse for those who have previously experienced mental illness. For some people, appropriate psychological therapies may be accessed through digital and low intensity interventions, while others may seek assessment and treatment from general practitioners (GPs) and allied health services. 
· Mild disorders
The majority of people with mild disorders will have anxiety or depressive disorders, with high levels of co-morbidity between the two diagnoses. Some will also have comorbid alcohol and drug misuse. They are likely to seek brief interventions and may access primary mental health care services, such as digital mental health services including clinician-moderated interventions, low intensity interventions, GP services and psychological therapies. A minority (20%) will require pharmacotherapy. People with mild disorders should be able to be treated entirely in primary care and not require psychosocial support from disability providers or inpatient care. Symptoms will usually be resolved within a 12-month period and disruption to normal roles and functioning is likely to be minimal (less than 1 day out of role per month over 12 months).
· Moderate disorders
People with moderate disorders will experience a higher level of distress or duration of symptoms, but should be able to be treated within primary care, with input from specialist mental health providers when necessary, and not require inpatient treatment. The majority (67%) will have anxiety or depression, with the remainder having other illnesses including personality disorders, eating disorders, psychological problems associated with primary cognitive disorders, and comorbid alcohol and drug use disorders. Psychosocial functioning is likely to be affected, but normal functioning is largely maintained with only a few days out of normal role per month. While some will receive treatment through digital and low intensity interventions, most will require face-to-face services from GPs and allied health practitioners, and input from psychiatrists, with about 70% likely to require pharmacotherapy. For many, their symptoms will persist for longer than 12 months and some may require peer support services.
· Severe mental disorders
Those with severe disorders will require more intensive treatment and an extended range of interventions by specialist services. Different patterns of service use can be predicted for those whose illness is episodic versus those where illness is persistent, and for those with complex problems requiring engagement with a broader range of non-clinical services.
For those with episodic mental illness, episodes of acute illness are followed by periods of remission in which symptoms are largely absent and normal functioning may be resumed. People with severe episodic mental illness will require specialist treatment, which may include inpatient care, and may require access to psychosocial support services for limited periods. In contrast, for those with severe and persistent illness, ongoing mental illness is likely to be associated with a significant impairment in broader aspects of psychosocial functioning, such as the ability to maintain independent living and engagement in the community. These people will require ongoing specialist treatment and are also likely to require some level of psychosocial support services.
A proportion of people with severe and persistent mental illness will have complex needs and will require more intensive responses involving input from a range of health and community services. These complexities may be associated with a range of factors, such as a high risk of relapse and repeated hospital admission; significant comorbid substance misuse or physical illness; difficulty maintaining engagement with services; behavioural complexities including risk of self-harm or violence towards others; involvement in child protection or criminal justice systems, or high levels of impairment of functioning requiring access to housing assistance and intensive support. People with severe and persistent mental illness with complex needs are likely to require comprehensive treatment responses delivered by multidisciplinary teams within public specialist mental health services, physical health care, and significant levels of assistance from psychosocial support services and access to services provided by a range of other government and community agencies. For those with severe mental illness and complex needs, care coordination is critical to ensure integrated delivery of multiple service components. 
People with severe mental illness have a lower life expectancy than the general population, due in most part to higher rates of chronic physical disease. A range of factors contribute to this, including the adverse side effects of psychotropic medication leading to weight gain and higher risk of diabetes, and lifestyle issues such as high rates of smoking, inactivity and poor diet amongst people with severe mental illness. Despite the higher prevalence of these risk factors, people with severe mental illness are less likely to receive appropriate medical screening, diagnosis and management than the general population due to diagnostic overshadowing, and have poorer outcomes when disease is identified.13 Integrated care between specialised mental health services and general practitioners has been shown to significantly improve physical health indicators for people with severe mental illness, including reduced mortality.14 Integrated physical health care through GPs is therefore incorporated in all care packages and seen as a priority for people with severe mental illness.
[bookmark: _Toc451178250]
b. [bookmark: _Toc451178251][bookmark: _Toc453677718][bookmark: _Toc453745436][bookmark: _Toc474314895]NICE guidelines for stepped care
The UK National Institute of Care and Excellence (NICE) guidelines for stepped care for common mental disorders (including depression, generalised anxiety disorder (GAD), panic disorder, obsessive-compulsive disorder (OCD), post‑traumatic stress disorder (PTSD) and social anxiety disorder) define four levels of intervention and identify appropriate interventions for each level. Table 2 shows these mapped against the NMHSPF levels of severity described above.
[bookmark: _Table_2:_NICE][bookmark: _Toc453681935][bookmark: _Toc453745556][bookmark: _Toc453750182][bookmark: _Toc474314828]Table 2: NICE stepped care levels and interventions mapped to NMHSPF severity levels
	NICE Stepped Care model
	NMHSPF levels of severity
	NICE recommended interventions

	Step 4:
Services for severe and complex mental health needs
	Severe and persistent with complex multiagency needs
	High intensity treatment including pharmacotherapy and/or psychological therapies  
Inpatient care for some
Psychosocial support

	
	Severe and persistent mental illness
	

	
	Severe and episodic mental illness
	

	Step 3:
High intensity mental services
	Moderate mental illness – more complex 
	Specialist psychiatrist input
Pharmacotherapy
Intensive psychological therapies

	
	Moderate mental illness
	

	Step 2:
Low intensity mental health services
	Mild mental illness
	Brief psychological therapies
Structured interventions by trained workers
Guided digital therapies (clinician and non-clinician)

	
	Early intervention and relapse prevention
	

	Step 1:
Identification, assessment and active monitoring
	
Early intervention and relapse prevention
	Guided digital therapies
Unguided digital interventions
Self-help 
Information and education
Watchful waiting



A range of potential interventions are described within each step, and some interventions are identified as appropriate in more than one step. In moving up the levels, an increase in the level of intensity can occur across a number of dimensions, including:
· An increase in time commitment by clinician, such as the difference between clinician guided digital versus face-to-face therapy
· An increase in level of training or expertise of the provider (e.g. certificate level training vs registered health professional)
· An increase in the level of commitment required by service user (e.g. cost or time).
Lower intensity treatments are usually defined as those treatments that require less time from a professional than a conventional treatment. However, this is not always the case, as it is possible for treatments to differ in one but not all of these dimensions.8
The NICE steps and interventions have been used as the basis for the UK Increasing Access to Psychological Therapies (IAPT) program, which is outlined in more detail later in this report.
c. [bookmark: _Toc451178252][bookmark: _Toc453677719][bookmark: _Toc453745437][bookmark: _Toc474314896]NMHSPF model of interventions
Within the NMHSPF, there are six broad types of intervention included in the care packages defined for individuals. These can be seen to describe a hierarchy of increasing intensity and specialisation across the levels of severity. From least to most intensive these are:
· Digital mental health interventions, including the provision of self-guided or clinician guided therapies, typically cognitive behaviour therapy (CBT), delivered via the internet or other electronic media. Open access mental health related information and self-help resources available to the whole population may be included as part of these interventions, but are not specifically described within care packages.
· Low intensity interventions, involving delivery of time limited, structured programs by trained workers (who may not be health practitioners), through face-to-face, email or telephone contact.
· Primary mental health services, including delivery of structured psychological therapies by general practitioners, psychologists or allied health practitioners, delivered face to face to individuals, families or groups.
· Specialist private mental health services, including psychotherapy and pharmacotherapy delivered by private psychiatrists within outpatient or acute inpatient settings.
· Specialist public mental health services, including multidisciplinary treatment delivered in community or bed based settings.
· Individualised support and rehabilitation delivered by community sector services to people with significant psychosocial impairment associated with mental illness. It should be noted other forms of support, such as group, carer and peer support, may also be required and appropriate for people within lower severity target groups.
In addition, integrated physical health care, delivered by general practitioners in collaboration with specialist mental health services is also included. While not a specialist mental health intervention, integrated physical health care is seen as a critical component of care for people with more severe and complex mental illness, and a priority for a stepped care approach covering the full spectrum of intervention.
Table 3 shows the levels of severity within which these interventions are appropriate, and indicative numbers of people within the identified level of severity who are expected to access these interventions. The estimates in the table have been extracted to show major patterns of distribution across interventions, providers and levels of severity. It should be recognised that these do not show all elements described in the packages of care and, as it is summarised to show major areas of responsibility, the table does not fully represent the level of co-involvement across sectors included in the NMHSPF.
[bookmark: _Table_3:_NMHSPF][bookmark: _Toc453165812][bookmark: _Toc453681936][bookmark: _Toc453745557][bookmark: _Toc453750183][bookmark: _Toc474314829]Table 3: NMHSPF estimated number of people requiring services and rates per 100,000 adult population, by severity group and intervention type, for adults aged 18-64 years, Australia 2014.
	[bookmark: _Toc451178253][bookmark: _Toc453165706][bookmark: _Toc453677720]Intervention type

	[bookmark: _Toc451178254][bookmark: _Toc453165707][bookmark: _Toc453677721]Early Intervention/ Relapse prevention
	[bookmark: _Toc451178255][bookmark: _Toc453165708][bookmark: _Toc453677722]Mild
	[bookmark: _Toc451178256][bookmark: _Toc453165709][bookmark: _Toc453677723]Moderate
	[bookmark: _Toc451178257][bookmark: _Toc453165710][bookmark: _Toc453677724]Severe

	
	
	
	Less 
complex
	More complex
	Less complex*
	More complex**

	Estimated Treatment Population (rate per 100,000 adult population)
	839,000
(5,780)
	685,000
(4,720)
	554,000
(3,820)
	484,000
(3,330)

	
	
	
	443,000
(3,060)
	111,000
(760)
	331,000
(2,280)
	154,000
(1,060)

	Integrated physical health care by GP
	
	
	355,000
(2,450)
	111,000
(760)
	331,000
(2,280)
	154,000
(1,060)

	Specialist Public MHS
Community and bed based
	
	
	
	
	
	154,000
(1,060)

	Individual community support and rehabilitation^
	
	
	
	
	73,000
(500)
	82,000
(570)

	Mental Health Nurse in primary care
	
	
	
	
	111,000
(770)
	

	Specialist Private MH
Private psychiatrists,
outpatient & inpatient
	
	
	89,000
(610)
	83,000
(570)
	228,000
(1,570)
	

 

	Primary Mental Health 
Better Access, ATAPS #
	210,000
(1,450)
	171,000
(1,180)
	355,000
(2,450)
	78,000
(540)
	187,000
(1,290)
	 
 

	Low intensity
Guided self-help, coaching
	280,000
(1,910)
	171,000
(1,180)
	 
	 
	 
	 
 

	Digital MH 
Clinician moderated iCBT
	277,000
(1,910)
	171,000
(1,180)
	111,000
(760)
	 
	 
	 
 


*episodic or persistent mental illness requiring inpatient or community based treatment which can be delivered in the private sector.
**more severe and complex illness and associated disability requiring treatment in the public sector
^Includes individual support and rehabilitation delivered by vocationally qualified mental health workers
# Individual structured psychological therapies delivered by a GP, psychologist or other allied health practitioner, excludes group and family therapies and therapy delivered by a psychiatrist.
Note: Figures are indicative estimates only.  Columns may not add to totals due to rounding and because people may access more than one intervention or for early intervention, access unmoderated or self-help or choose not to receive treatment.

Within the above table, sums of numbers and rates identified within a severity group may add to more or less than the total for the group, as people may receive multiple interventions, or in the case of the early intervention target group, may choose not to access any intervention at all following assessment.
This table demonstrates the progression from less to more intensive interventions across severity groups, with digital and low intensity interventions only identified as appropriate interventions within the early intervention, mild and moderate groups, and specialist interventions for moderate and severe groups. Of relevance to PHNs, the table also shows the expected profile of involvement of specialist private and primary care services across the spectrum of intervention, including into the most severe groups. For the severe groups, the high level of involvement by individuals in interventions delivered by multiple providers is clearly evident, highlighting the need for collaborative engagement and clear processes for care coordination and integration at this level.
[bookmark: _Toc451178258]
4. [bookmark: _Toc474314897][bookmark: _Toc453677725][bookmark: _Toc453745438]Reviewing existing services and programs within intervention types
Implementing a stepped care approach requires that appropriate interventions are available to meet needs at the different levels of severity, and that the lowest level of intensity intervention likely to achieve benefit is provided. However, traditional service systems have typically focused on provision of higher intensity services, such as face-to-face psychological therapies or pharmacological treatment, with limited access to lower intensity interventions. Where stepped care service models have been promoted, such as in the United Kingdom and the Netherlands, this has been driven by, and focused on, the need to provide increased access to low intensity services. Increasing demand for treatment of high prevalence mental disorders, the high cost of treatment systems reliant on specialist interventions, and stigma associated with access to traditional service models, have all contributed to an increased emphasis on developing new interventions and stepped care models which can provide improved access to care, responsiveness to demand and better treatment outcomes across the system.
The most widely recognised stepped care model for primary mental health care is the Increasing Access to Psychological Therapies (IAPT) program in the UK. Following initial implementation and evaluation within two pilot sites in 2008, the program has been widely disseminated and is now implemented in 240 sites across England.15 The program was designed to increase access to psychological therapy for people with common mental illnesses through delivery of four levels of intervention in a stepped care model consistent with the NICE guidelines. In particular, IAPT has been seen as providing a stepped care framework for the delivery of low and high intensity psychological interventions at a regional level. This has been used as a basis for development of services in other locations, including in Australia within the beyondblue New Access program.
At the same time, there has been a growing body of research into the use of internet-delivered and internet-assisted therapies (digital mental health interventions). There is now good evidence that internet-delivered therapies can provide positive therapeutic outcomes for a range of mental health and somatic disorders and achieve at least equivalent outcomes to face-to-face treatment.1-3 Internet-delivered CBT shows particular promise as a cost-effective alternative to face-to-face CBT, particularly for mild to moderate anxiety and depression.1-3
The availability of appropriate, effective interventions in the lower levels of care, which ensure timely access to services for people with low level needs and minimise escalation to higher level interventions is critical for the success of stepped care. In addition, for the system to be cost effective, these interventions must be available at lower cost than more intensive interventions. Within Australia, digital mental health and low intensity interventions are not yet well established and require further development to be able to meet the level of demand expected in a stepped care model. These interventions are likely to be a major focus within the development of a stepped care approach to mental health by PHNs.
[bookmark: _Toc451178259]Review of the literature has highlighted the lack of a clear, up to date, taxonomy for describing the range of digital and low intensity interventions, with substantial overlap apparent in what is described across these levels of intervention. This gap is probably due to the rapid evolution of interventions in this area. Both digital and low intensity approaches aim to increase access to effective interventions for people with common mental illnesses, with digital mental health interventions primarily focused on increasing access through electronic delivery of therapies, and low intensity interventions focused on providing lower-cost guided interventions using a specifically trained, but not necessarily tertiary qualified health professional, workforce. However, digital programs may also include some face-to-face contact between service user and therapist, and involve this workforce in delivery, while low intensity interventions also deliver web and telephone-based support. For the purpose of this report, we have described digital mental health services as those that are specifically designed to provide advice or help to service users electronically. In contrast, we describe low intensity interventions as those which deliver lower intensity interventions through a vocationally qualified workforce (as described in the NMHSPF).
For people with mild to moderate mental illness, treatment is currently provided through primary mental health services, including assessment and treatment by GPs and allied health practitioners. Within Australia, a range of programs have been established to improve access to psychological interventions, including the Better Access initiative and the ATAPS program, which has now been superseded by the primary mental health care flexible funding managed by PHNs. These programs have provided face-to-face assessment and treatment, up to a capped number of sessions. ATAPS and Better Access would be considered high intensity interventions in this stepped care model.  In the absence of a range of appropriate lower intensity interventions, it is likely that people with less severe needs have been channelled into these programs, placing significant demand on resources. By ensuring access to interventions across the spectrum of intensity, implementation of a stepped care approach will enable the rebalancing of investment and better targeting of high intensity interventions to those who require this level of treatment.
At the other end of the spectrum are services for people with severe mental illness. Such services have typically been seen as outside the scope of primary health services and the responsibility of specialist private and public sector mental health services, however more recent data shows that a significant number of people with severe mental illness are treated in primary care. For many people with severe mental illness, especially those where the illness is persistent, integrated service models are required, which coordinate care across specialised mental health, physical health, psychosocial support and other community services. In particular, primary health services are required to address the high levels of physical morbidity and increased mortality experienced by people with severe mental illness.
This section provides a description of the major features and evidence related to intervention types for people at both ends of the spectrum of severity along with example programs.
a. [bookmark: _Toc453677726][bookmark: _Toc453745439][bookmark: _Toc474314898]Digital mental health interventions
Digital or e-mental health interventions are increasingly available alternatives to face-to-face treatment or pharmacotherapy, with wide variation evident in the specific services and models implemented. Internet-delivered therapies are increasingly being utilised to treat a range of mental disorders and hold particular promise as a cost-effective means of delivering first-line treatments for anxiety and depressive disorders. Digital mental health services encompass a variety of approaches and treatment modalities, differing in terms of: informational or therapeutic goal (i.e., whether the primary aim is awareness and advice, wellness, or treatment of mental illness); level of clinician oversight (no oversight, or clinician moderated); delivery mechanisms (internet only versus internet and phone services); and mode of service user engagement (i.e., passive versus active engagement).
Extending on previous taxonomies16, 17, we identified six types of digital mental health intervention currently operating in Australia (Table 4):
· information
· wellbeing and resilience
· online communities
· screening, monitoring and feedback
· treatment
· virtual clinics, including online assessment as well as treatment

These categories are not mutually exclusive. In practice, many organisations provide multiple services via one platform. Table 4 provides examples of Australian digital mental health services that accord with this taxonomy.
The taxonomy excludes tele-mental health and telepsychiatry interventions (e.g., online delivery of person-to-person counselling, psychological therapy, psychiatry etc.) as well as technologically enhanced therapy (i.e., blended face-to-face care and online treatment). While these approaches utilise digital technologies in their delivery, their resource requirements are more akin to face-to-face services than digital services. Consequently, these services do not belong in a taxonomy of digital mental health care which is focussed on delivering low intensity, cost-efficient, treatment within a stepped care model. Furthermore, existing evidence suggests that there is no additional benefit to technologically enhanced face-to-face therapy.18, 19
[bookmark: _Toc453677727]Information
Informational websites aim to equip the general public with knowledge about mental health and illness in order to raise awareness, build resilience, foster supportive social-environments, facilitate appropriate help-seeking, and lessen stigma.20 Information websites are curated by a range of government and non-government organisations. Sites encompass those that provide comprehensive general health and wellbeing advice, in which advice on mental disorders is one category, and sites that are solely devoted to mental health and wellbeing. Among specialist sites are those that are targeted at the general population, those that target specific sectors of the population (e.g., youth), and those that have evolved out of crisis support and suicide prevention hotlines.  In Australia, an example of a general health site that includes information on mental illness is the better health channel (www.betterhealthchannel.gov.au), funded and run by the Victorian Government. The Australian government funds healthdirect (www.healthdirect.gov.au), a general health site that is formally linked to its dedicated mental health information site mindhealthconnect (www.mindhealthconnect.org.au). An example of a non-government run Australian specialist mental health information site is beyondblue (www.beyondblue.org.au), while Lifeline (www.lifeline.org.au) is an example of a crisis support and suicide prevention hotline that has evolved and expanded its scope of practice, to include information provision and electronically delivered support, in the digital era.
Information sites have several potential benefits. First, is their ability to reach wide audiences; beyondblue, for example, logged over 1.8 million site visits in 2013.21 In 2014, Lifeline registered 674,300 visitors actively engaging with their website and a total of 2.8 million page views.22 Second, some studies have shown that providing mental health information can have sustained therapeutic benefit for people suffering from common mental disorders, such as anxiety or depression.20 However, the relationship between beliefs and attitudes towards mental health and treatments and actual help-seeking is complex.20, 23-25
The key risk associated with informational websites pertains to information quality in the online environment. Some reviews on mental health information online have indicated that information provided is generally of a low quality20, while others indicate that the quality among the most prominent sites accessed via popular search engines appears to be good quality or higher.26 There has been a move to establish accreditation processes in order to enhance information quality, however, there is equivocal evidence as to the impact of this in enhancing quality of mental health information.26
[bookmark: _Toc453677728]Wellbeing and Resilience
Wellbeing and resilience apps comprise a broad range of tools designed to directly or indirectly improve an individual’s mental health and wellbeing. These can include mindfulness and meditation apps, music-based apps and serious games. An Australian example of a wellbeing app is the smiling mind meditation app for young people (smilingmind.com.au). An example of a serious game is ReachOut Orb (http://au.professionals.reachout.com/orb), designed to help Year 9 and 10 students improve ‘mental fitness and wellbeing’. These apps are not substitutes for treatments for those with mental disorders but instead aim to support mental wellbeing. Many tools of this kind are free to download through Google Play (Android) or the App Store (Apple).
The quality of wellbeing and resilience tools is highly variable. While some apps are informed by evidence-based principles, few if any have themselves been subject to rigorous experimental testing.27 One recent systematic review of freely available mindfulness-based mobile apps reported that, while there is evidence to support the psychological benefits of mindfulness, few available apps are of high quality and there is little evidence as to their efficacy.28
As with the informational sites, the key risks associated with the availability of wellbeing and resilience apps relates to their quality. There is a risk of treatment delay, deterioration in symptoms, and/or loss of trust in evidence-based therapies associated with the use of ineffective or even harmful apps. A further risk for commissioners is the risk of wasting funds through procuring, or financing, ineffective tools. As discussed in section 5, resources are available to assist commissioners assess the quality of mental health apps.28, 29


[bookmark: _Toc453165718][bookmark: _Toc453165813]
[bookmark: _Table_4._Digital][bookmark: _Toc453750184][bookmark: _Toc474314830]Table 4. Digital mental health services dimensions and examples
	Service provided
	Information
	Wellbeing and resilience
	Online communities
	Screeninga, monitoring, feedback
	Treatmentb
	Virtual Clinic (Assessmenta, Referral and Treatment)

	Definition
	Sites that equip the general public with knowledge about mental health and illness, including regionally specific information about where to get help. Includes crisis support and suicide prevention hotlines.
	Applications designed to improve an individual’s mental health and wellbeing
	Discussion boards and other online fora for people with experience of mental illness to communicate and share experiences with peers
	Automated and unsupervised screening, monitoring and feedback tools for mental health. May provide automatically generated advice for help-seekers on where to get treatment. 
	Web and/or mobile applications that deliver cognitive behavioural therapy. Maybe guided or clinician monitored.
	Online service providers that offer a range of treatment programs as well as formal assessmentsa of symptoms by a clinician. Services include referral functionality.


	Mode of delivery
	Website
	Website,  phone, email, online chat
	Website or app
	Website
	Website or app
	Website or smartphone
	Website
	Website, phone

	Sub-types
	Health, general
	Mental health, general
	Mental health, general

	Crisis support and suicide prevention
	Mental health and wellbeing apps, general
	Serious games
	
	
	Self-guided online CBT-skills training, no clinician assistance
	Guided CBT-based course. Level of clinician guidance varies from minimal guidance to intensive guidance.
	Online ‘one stop shops’ for accessing CBT. Provide clinical assessment, and a range of information and treatments, including some referral functionality

	Example
	Better health channel www.betterhealth.vic.gov.au
Healthdirect www.healthdirect.gov.au
	www.mindhealthconnect.org.au 
Reachout (youth) reachout.com
	beyondblue www.beyondblue.org.au

	Lifeline Australia www.lifeline.org.au
On the Line www.ontheline.org.au
	Meditation/mindfulness apps e.g. Smilingmind www.smilingmind.com.au

	Resilience e,g, Reachout Orb au.professionals.reachout.com/orb
	SANE forums saneforums.org
Reachout forums (youth 14-25)  reachout.com
	Mood monitor by Mindhealthconnect www.mindhealthconnect.org.au
Snapshot by Black Dog Institute: http://digitaldog.org.au/programs/blackdogsnapshot/
	moodGYM https://moodgym.anu.edu.au/
ThisWayUp unguided depression and anxiety courses https://thiswayup.org.au
myCompass www.mycompass.org.au
	Mood mechanic, wellbeing, wellbeing plus interventions via Mindspot https://mindspot.org.au
Depression course, panic course, OCD course via ThisWayUp https://thiswayup.org.au




	MindSpot clinic https://mindspot.org.au


	Mechanism of access
	Direct-to-consumer
	Direct-to-consumer or classroom delivered (youth)
	Direct-to-consumer
	Direct-to-consumer
	Direct-to-consumer or classroom delivered (youth)
	Program dependent. Referral may occur following online assessment, reviewed by a clinician. In other cases referral from GP, medical specialist, psychologist or allied health professional is required
	Provides assessment. Accept and make referrals to other health professionals.

	aScreening is distinguished from assessment in this taxonomy. Screening is defined as an automated, unsupervised and informal quantification of an individual’s symptoms. As defined, here, screening does not refer to population level screening activities. Screening is not considered a substitute for formal assessment by a clinician and it does not confer an official diagnosis. In contrast, assessment refers to a formal review of symptoms undertaken by a qualified clinician for the purposes of referring an individual to appropriate services, included clinician moderated online CBT.
bFurther elaboration on treatment types can be found in Table 5.



[bookmark: _Toc453677729]Online Communities
Online communities are discussion boards designed for those with experience of mental illness to communicate and share their experiences with peers. Australian forums are run by not-for-profit organisations such as SANE (saneforums.org) and beyondblue. Reachout offers forums for youth aged 14-25 (http://forums.au.reachout.com/). Online communities are not a form of treatment themselves but instead are designed to facilitate conversations about mental health and foster peer support.
[bookmark: _Toc453677730]Screening, Monitoring and Feedback
Screening, monitoring and feedback tools are web and mobile applications in which a user provides psychometric data and receives automatically generated feedback that is tailored to their score. Quantification of symptoms may be based on recognised, valid and reliable, psychometric measures or utilise simplified bespoke measures that are more easily interpreted by non-specialists.
As with wellbeing and resilience apps, screening, monitoring and feedback apps encompass a wide range of tools with differing levels of evidence to support their value. Tools may be designed to facilitate one-off interactions, or they can include diary functionality, assisting users to quantify their mood, stress levels, substance use and other biorhythms and behaviours over a period of time. Some tools also provide advice on where users can seek professional help. Australian examples of screening, monitoring and feedback tools are the Mood Monitor available through mindhealthconnect.org.au and the Black Dog Institute’s Snapshot app (http://digitaldog.org.au/programs/blackdogsnapshot/).
There is some evidence to support the value of digital self-monitoring tools in reducing symptoms of depression27, however, there is little high quality evidence available to judge the overall effectiveness of direct-to-consumer, automated, screening, monitoring and feedback apps.  One recent study on the impact of an online screening with feedback intervention for depression and social anxiety on professional help-seeking found that it was negatively associated with help-seeking for those provided with feedback on social anxiety and that there was no association between feedback and help-seeking for those exhibiting depression.30 There are several possible reasons for this result, and further research is required before definitive conclusions can be drawn regarding the utility of online screening, monitoring and feedback tools in promoting help-seeking.
[bookmark: _Toc453677731]Treatment
Treatment services span self-help, unguided, CBT-based skills training websites, and clinician guided online CBT treatment services. Unguided CBT-based skills training can be accessed directly by service users without a referral. Additionally, some programs (e.g. Moodgym), can be delivered through schools.31
The level of clinician involvement in guided interventions can vary from no oversight of progress or direct contact between clinician and service user, to regular Skype (or equivalent), phone and/or email interaction. Where email contact is provided, this can be immediate (synchronous) or delayed (asynchronous). Relatedly, programs have different entry requirements; unguided treatments can be accessed directly by the service user while clinician guided treatments require formal assessment and/or referral from a medical practitioner or allied health professional. Variations also occur in the level of qualification of the clinician providing guidance with some programs only using registered practitioners, usually clinical or generalist psychologists, while others may also involve appropriately trained non-clinicians or mental health workers with sub-registration level qualifications.4 Key differences in available treatments are summarised in Table 5.

A substantial volume of research into internet-based therapies has been published over the past decade, focused on demonstrating the clinical effectiveness of programs with specific disorders, and more recently, comparing the outcomes of internet delivered versus face-to-face treatment. Systematic reviews have shown that there is now good evidence that internet therapy can provide positive therapeutic outcomes for a range of mental health and somatic disorders, and can be as effective as face-to-face therapy, particularly for mild to moderate anxiety and depression.1-3 As lower levels of therapist input are required for equivalent outcomes, it is hoped that the use of digital mental health interventions will continue to improve the efficiency and cost effectiveness of mental health care.4, 32

In addition to being lower cost, digital mental health services are seen as providing some advantages over conventional mental health services. Being web-based, they can be accessed from any location, overcoming barriers associated with geographic location and also providing advantages in terms of privacy, anonymity and convenience. In addition, the use of standardised assessment protocols and manualised formats provides high levels of consistency, which may not always be delivered in face-to-face therapy. However, research has shown that patterns of utilisation suggest that these services are not being equitably used by all subgroups of the population, with uptake rates being higher for females, for middle and high income earners, and for people with higher education levels.33 This study also described a range of user characteristics and preferences that may pose barriers to the use of digital mental health services, including the belief that services are ineffective, that web information is not secure, or a preference for face-to-face therapy. Participant attrition34 and clinician resistance to the use of digital mental health services have also been identified as barriers.4


[bookmark: _Table_5._Comparison][bookmark: _Toc474314831]Table 5. Comparison of characteristics of unguided, optional guided and clinician guided digital treatments
	
	Digital Treatment

	
	Unguided
	Optional guided
	Intensively guided

	Service description
	· May include validated online questionnaires, not reviewed by clinician. 
· Information and self-guided interventions available via online portal.

	· Validated online symptom and diagnostic questionnaires, reviewed by clinician.34 (or referral from external practitioner)
· Information and self-guided interventions available via online portal.34
· Referral to external services if required (e.g., acutely suicidal, co-occurring disorders etc.).34
· Low level therapist support during online CBT.34
	· Validated online symptom and diagnostic questionnaires, reviewed by clinician.34  (or referral from external practitioner)
· Information and self-guided interventions available via online portal.34
· Referral to external services if required (e.g., acutely suicidal, co-occurring disorders etc.).34
· High level therapist support during online CBT.34

	Target group characteristics
	Self-selected
	Individuals with mild-moderate symptoms and/or low complexity
	Individuals with severe symptoms and/or high complexity

	Service user monitoring
	Unmonitored. Where symptoms are quantified, automated feedback may encourage users to seek face-to-face help.
	Service users monitored and stepped up to intensively guided therapy if symptoms do not improve or deteriorate, or if otherwise clinically indicated.
	Service users monitored and referred to external services if symptoms do not improve or deteriorate, or if otherwise clinically indicated.

	Mean assessment time*
	0
	20 minutes
	30 minutes

	Mean therapist time*
	0
	10 sessions, 8 minutes per session
	10 sessions, 12 minutes per session

	Total therapist time*
	0
	100 minutes (assessment and treatment)
	150 minutes (assessment and treatment)


*Details provided by N. Titov dated 20 May 2016.

The NMHSPF includes digital mental health treatment interventions in the early intervention/relapse prevention, mild and moderate severity mental illness care packages. As the focus in care packages is on access to treatment, only clinician moderated intervention is described. Across these levels of severity, the NMHSPF estimates that approximately 611,000 people aged 12 and over (2.64 per 100,000 total population) may seek treatment through digital mental health services. Within Australia, Commonwealth funding was provided under the e-mental health strategy to establish or support a number of e-therapy providers to deliver no-cost clinician guided therapy for common mental disorders. One of these is the MindSpot Clinic, presented in the next section of this report as an example. 
[bookmark: _Toc453677732]Virtual clinics
Virtual Clinics are online ‘one stop shops’ for CBT, providing mental health assessment, treatment, and referral functionality. Services providing online assessment are distinguished from screening and feedback tools insofar as the former includes clinician review that can be used to initiate clinician guided treatment or referral to other services. An example of a virtual clinic operating in Australia is the MindSpot Clinic (mindspot.org.au).
The MindSpot website provides open access to information and self-screening tests for anxiety and depression. Service users (aged 18 or above) can register with the site by entering personal and demographic details, and complete an online assessment of standardised self-report questionnaires. Service users are invited to discuss the results of this assessment with a therapist by phone, at which time a structured risk assessment is completed, and those identified as having a high level of risk are referred to local mental health services. Following this assessment, service users can enrol in a number of disorder-specific online courses, each of which provides 8 weeks of guided cognitive behaviour therapy (CBT). Courses include a number of lessons consisting of text and associated learning materials, as well as homework assignments, supported by automated emails and secure email or telephone contact with an identified therapist. Course fidelity is maintained by therapists following manuals with set objectives and scripts for each week of the course, with progress reviewed midway through the course.35
[bookmark: _Toc323810768]Published outcomes from the MindSpot clinic show the following patterns of utilisation and outcomes35:
· Approximately 10,000 people registered and commenced the online assessment in 2013
· 7,000 of these completed assessment and were offered enrolment into a course
· 3,500 (50% of those offered enrolment) said they only wanted assessment or information
· 2,049 enrolled in course and
· 1471 (72%) completed the program, which was 20% of those who completed the assessment
· Scores on standard measures showed significant improvement for the majority of participants with this maintained at three-month follow up. 
Service user-provided demographic information shows that people from all parts of Australia are using MindSpot services, with the profile closely aligning with patterns of population distribution by both state and remoteness. The average age of those completing assessment is 35.2, with those completing treatment being slightly older (average 39.6 years). Approximately 76% of those entering treatment report that they have had problems for more than 12 months and 66% have not spoken to a health professional about mental health problem in past 12 months.
 
[bookmark: _Toc451178260][bookmark: _Toc453677733]

b. [bookmark: _Toc453745440][bookmark: _Toc474314899]Low intensity interventions
The use of the term low intensity interventions within the literature has largely spread from the UK over the last decade with the release of the NICE guidelines for stepped care and the development of the IAPT program. The growing interest in providing low intensity interventions is directly associated with increasing evidence that less intensive forms of psychological therapies, particularly CBT, could be effective for people with mild to moderate anxiety and depression. Low intensity interventions also present the opportunity to increase access to therapy relative to the availability of standard psychological interventions, and provide a wider choice of interventions than only medication where standard psychological therapy was unaffordable.36 Modelling within the NMHSPF estimates that for Australia, approximately 556,000 people aged 18 and over (2.4 per 100,000 total population) would benefit from access these services for early intervention, relapse prevention, or treatment of mild mental illness.
Bennet-Levy36 and colleagues describe low intensity interventions as potentially encompassing the range of evidence-based psychological therapies that aim to enhance mental health and wellbeing on a community level by using the minimum level of intervention required to produce maximum gain. Compared to high intensive CBT, low intensity interventions are described as:
· Reducing the amount of time the practitioner is in contact with the service user (e.g. through group therapy, shorter or fewer sessions, supporting use of self-help), and/or
· Using practitioners specifically trained to deliver low intensity CBT who may not have formal health professional qualifications or be able to deliver high intensity therapy; and/or
· Using CBT resources whose content is more simple and brief, less intense, and communicates CBT principles in accessible ways, and/or
· Delivering content in flexible forms to maximise opportunity for service user choice
· Typically accessible via self-referral
The advantages of these interventions include the ability to deliver treatment to more people, to provide more rapid access to treatment, and enable early and preventative interventions to reduce the need for more intensive therapy.
Within the current literature, low intensity interventions are broadly concerned to be those involving lower levels of clinician time than conventional treatment.8 This typically involves delivery of time limited, structured programs by trained workers (who may not be health practitioners), through face-to-face, email or telephone contact. These interventions are overseen by an experienced clinical supervisor and can involve a range of specific interventions including:
· Guided self-help
· Internet or computer-based CBT programs
· Face-to-face CBT 
· Face-to-face, telephone or email communication and support
· Psychoeducational groups
· Self-help or support groups
· Referral and linkage to other health or community services, such as housing, employment and education support programs.
A review of existing programs revealed two examples of services that provide low intensity interventions to individuals experiencing symptoms of mild to moderate mental health disorders: IAPT Level 2 (UK) and NewAccess (Australia). This report is primarily concerned with providing information on services and programs operating in Australia that will be relevant to PHNs looking to develop a stepped care model. However, as there is currently little information available on the recently implemented NewAccess pilot program, the IAPT Level 2 services on which the NewAccess initiative is based will also be described in this section. An overview of both programs and details regarding their implementation is provided in Table 6.
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	Program and service locations 
	Service providers
	Target population
	Service uptake
	Treatment provided
	Estimated treatment costs

	IAPT services are provided at 240 service locations across England as of 2012.15
	IAPT-trained psychological wellbeing practitioners or PWPs.37
There were 1,415 FTE PWPs in 2014.38
	Adults experiencing symptoms of mild to moderate anxiety or depression.37
	In 2014-2015 815,665 people entered IAPT treatment and 3,822,121 sessions were provided*.39
In January and February 2016, the mean number of low intensity sessions per service user was 4.7.40, 41
	Treatment offered includes 6-8 individual face-to-face CBT sessions,
8 computerised CBT sessions, and 1-6 sessions of other interventions such as guided self-help over a maximum of 12 weeks.42, 43
	**Estimated cost was £32.50/ session in 2009-10 in the Department of Health’s Impact Assessment.44, 45
Cost in January 2011 according to an independent evaluation was £102.38/session.44

	NewAccess services have been delivered at three pilot sites in Canberra, North Coast NSW and South Australia.46
	NewAccess coaches trained at Flinders University.47
There were 21 coaches at the end of 2014.47
	Individuals ≥18 with mild to moderate symptoms of anxiety or depression who have not received care through a mental health treatment plan in the last six months.46
	Between October 2013 and August 2015, 2,767 referrals were received and the average number of sessions per service user was 3.8.47
	Limit of six LiCBT sessions including a 60-minute assessment and five 30-minute treatment sessions delivered face-to-face, over the telephone or online via video chat.46, 48
	Average costs in 2014-201547:
· $130/session
· $497/course of treatment
Average costs in 201649:
· $93/session
· $460/treatment for a 1st year coach
· $390/treatment for a 2nd year coach


Note: *The IAPT referrals and sessions were not differentiated between low and high intensity therapies and proportions have varied in previous analyses.  However, results from a recent study showed that approximately 62.2% of all IAPT treatment sessions delivered were low intensity, with 48% of IAPT service users attending low intensity therapy and 21% a mix of high and low intensity therapies.44
**Research has highlighted significant differences between the estimated costs outlined in the Department of Health’s Impact Assessment and the estimated costs of services obtained from independent evaluations using actual budget data from Primary Care Trusts 44, therefore both are presented here.
[bookmark: _Toc453677734]IAPT Level 2
IAPT services form part of a government-funded stepped care service model first developed and implemented in the UK in 2008, providing access to low (Level 2) and high (Level 3) intensity psychological services. Level 2 low intensity interventions are delivered by IAPT-trained Psychological Wellbeing Practitioners (PWPs) over a maximum of 12 weeks and consist primarily of CBT-based therapies. Standardised training is provided to both PWPs and supervisors.  A more thorough description of the program is provided in Table 8, Appendix A.

Published outcomes show consistent evidence of reliable recovery in more than 40% of service users. These clinical improvements have also been shown to translate into improved functional capacity, with more than 45,000 service users able to be transitioned off sick pay or other benefits between 2008 and 2011. Over-the-phone delivery of therapy has been shown to provide equivalent benefits to face-to-face therapy in most service user groups, except for older service users and those with more severe symptoms.

An independent evaluation of IAPT services conducted using budget data obtained from 108 Primary Care Trusts found that the average per session cost of low intensity interventions in 2011 (£102.38) far exceeded the amount that had been estimated in the Department of Health’s Impact Assessment for 2009-2010 (£32.50).44, 45 These findings were supported by the results of an earlier independent evaluation, which determined that the average cost per low intensity session was £99 in 2009-10 and an average cost per recovered service user of £1043.50 Both independent studies were based on non-itemised budget data, which prevented differentiation between treatment and overhead costs and therefore limited the analyses.44, 50 It was also noted that the costs described in the budget data from 2011 may have included the set-up costs for some newly established sites; however it was concluded that this was unlikely to significantly alter the results.44 Other potential explanations for the cost discrepancies include high staff turnover resulting in additional training and supervision costs, as well as elevated drop-out rates among service users, reducing the total number of sessions provided by therapists, the majority of whom are employed on a salary.44 The earlier study conducted by Radhakrishnan et al50 determined that while the cost per session was considerably higher than anticipated, the cost per treatment was only slightly higher and adhered to the general principles of the original cost-effective model. Despite this conclusion, the discrepancies between the initial estimated per session cost outlined by the Department of Health and those determined through independent evaluations of actual budget data will be important to consider in the design and implementation of low intensity intervention services for future stepped care models.

A notable advantage of the IAPT program is its clear and comprehensive program structure, including standardised training courses for therapists, and well-defined intake criteria, treatment guidelines, clinical assessment protocols and outcome indicators.42, 51, 52 Overall, these factors have helped to facilitate program implementation and promote consistency across service providers; however important discrepancies in service delivery have still been identified.15, 53 Although IAPT is designed to improve access through self-referral, variation in the acceptance of self-referrals between sites and providers has been reported, with low acceptance of self-referrals contributing to reduced equity of access between population groups (for example, non-white British populations).53, 54  Access by older people has also been found to be lower than targeted and as such, has resulted in specific training being provided to PWPs to enhance delivery of care to this population group.54

Other important issues and challenges identified for the program include the development of long wait times for entry with the average wait for service in February 2016 being 24.7 days.40 Dissatisfaction with long waits prior to commencement has been shown to be a significant factor in subsequent non-engagement and drop-out.55 Workforce issues have also emerged over time, in particular high rates of staff transitioning from PWP to higher level positions reducing service delivery capacity.15, 56 In 2014, there were 232 FTE PWP vacancies identified across the UK out of 4167.4 FTE funded positions.38  High levels of vacancies among PWP positions are considered a significant threat to the program, both in terms of the sustainability of the workforce and the resource demand of training new staff.38 The program has stipulated that the majority of people recruited as PWP trainees should be individuals with the intention of practicing as a PWP long-term and that senior PWP positions such as supervisory roles, are available to those looking to advance while also remaining within the profession.56, 57 IAPT literature also indicates that two years of work experience as a PWP is typically considered the minimum requirement for entering the high intensity training from the PWP pathway, which could serve as another mechanism for retaining PWPs, even if only temporarily.57
The commitment of the British government and the NHS to the continuation of the IAPT program has been pivotal in establishing the program, developing and regularly updating therapist training courses and funding therapist positions.42, 54  However, this level of sustained commitment is also likely to be quite cost-intensive and the capacity to provide that type of support over a long period should be considered in the development of new low intensity services.
[bookmark: _Toc453677735]NewAccess
NewAccess is a recently implemented program based on the IAPT stepped care model. It was developed specifically to provide a low intensity intervention which would provide ready access to psychological support for people experiencing issues related to stress, anxiety or depression, and link to available primary mental health services where required.46, 58, 59 The program is auspiced by beyondblue and has been operational at three pilot sites since 2013-2014.49 It is open to people aged 18 or older, and accepts self-referrals.46 Interventions consist of low intensity therapies delivered by New Access “coaches” over a maximum of six sessions to individuals with mild to moderate depression or anxiety.46, 58 The program aimed to increase access to mental health services for typically hard to reach groups such as males and those in rural areas.58
While the pilot implementation has been positively evaluated, limited specific data about the program has been publicly released. Overall, high rates of uptake were reported across the three sites, though the targeted proportion of males (40%) was not achieved in the pilot period.58 A recovery rate of 67.5% was reported, with recovery defined as having entered the program with an assessed distress score above the clinical threshold, and exited with a score below the threshold.58 Evaluation of the program suggested that NewAccess could be considered appropriate for broader implementation.58 However, establishment of such a program requires significant investment in the development of both a workforce and program infrastructure, including ongoing supervision of low intensity service providers. As a result, a comprehensive estimation of costs and long-term cost-benefit is complex. However, a cost-effectiveness analysis of program costs for 2014 and 2015 versus estimated economic benefits yielded a cost-benefit ratio of 1.5 for the program.58 Program estimates indicate that the average cost of services is expected to be brought down from $130 per session in 2014-2015 to $99 as sites become better established.47, 60 There is also little information available regarding the specific criteria used to recruit trainees.  Additional information about the program is provided in Table 9, Appendix B.
[bookmark: _Toc453612411][bookmark: _Toc453677736]Key issues identified in implementing low intensity mental health interventions
The largest challenge to implementing low intensity services in Australia is likely to be the time and resources required to institute an entirely new type of mental health service including the development of an appropriate treatment program and the creation of a new workforce to deliver that program. This will involve an extensive decision-making process regarding the amount and types of treatment that will be offered by services, therapy modalities, the organisational structure of the workforce (e.g. trainees, clinicians and supervisors), clinician recruitment criteria and training, and program evaluation mechanisms among other factors.
In implementing a low intensity service model, it will be important for PHNs to consider that different populations have different needs and the service model may need to be adjusted depending on the setting rather than be uniformly rolled out according to one standard prototype. The NewAccess service model has not been specifically evaluated in Indigenous, remote rural or CALD communities and therefore its effectiveness among these populations is not known. In its current form, the model does not appear to take into account important differences among service users such as language, cultural identity or age in its service delivery framework. Ultimately, further investigation will be required to determine the suitability of implementing NewAccess services in various settings as well as the resources required to do so successfully.
In the IAPT program, a lack of awareness among professionals and members of the public regarding what services are available through the low intensity programs and who should access these has been identified as a barrier to service use for some groups.61, 62 Older people have been under-represented among IAPT service users when compared to their distribution in the general population, which is believed to be the result of a widely held misconception, particularly among other health professionals that may refer service users, that the low intensity therapies are not appropriate for this group.61, 62 Overcoming preconceived notions regarding the efficacy and suitability of low intensity interventions and ensuring that people are well-informed about who can and should access services has proven to be an important challenge to consider in the successful implementation of low intensity mental health services.61
One notable barrier to providing low intensity interventions identified in the UK’s IAPT model has been difficulty in sustaining the number of therapists as many of those who have completed the training seek to progress to a higher position (e.g. high intensity therapists, etc.) shortly thereafter.57 In addition to limiting the availability of low intensity services, the transition of large number of PWPs to high intensity therapist positions also creates an unsustainable high intensity workforce.56, 57 Literature produced by IAPT has recognised the importance of having career progression available as an option for low intensity therapists while also highlighting the potential negative repercussions this may have on the workforce.56, 57 Programs based on the IAPT model, such as NewAccess, may see similar problems develop over time if preventative measures are not taken.
Another concern that has been raised in literature on the IAPT and NewAccess models is therapeutic drift and variation in the quality of services delivered by low intensity therapists.47, 57, 63 Therapeutic drift occurs when therapists practice outside of their scope of practice, either by providing treatments for which they have not received appropriate training or by treating service users whose conditions are too severe for the level of care that they provide.  It may also refer to situations in which the actual treatment being provided is not in-line with evidence-based practices.64 Therapeutic drift can have serious implications not only for the service user and therapist, but also for the reputation of the program and therefore the uptake of services. Data collected from IAPT services has shown that recovery rates are lower among service users who receive treatment that differs from the interventions outlined in the NICE guidelines.65 Therefore, fidelity assurance measures such as appropriate training on scope of practice, regular supervision, professional registration and refresher courses to maintain clinical competencies should be considered as an integral part of the framework for providing low intensity interventions.47, 57, 66
The IAPT program provides a good example of the high level of commitment and investment required to develop and implement a novel low intensity mental health service within a stepped care service model. Independent evaluations have also highlighted the potential for cost escalation when comparing the anticipated costs of low intensity therapy sessions to those calculated using actual budget data obtained from program sites.44 This suggests that obtaining an accurate and realistic estimate of the costs associated with delivering low intensity interventions may be difficult, and economic projections for implementing programs should be interpreted with caution.
An important factor in encouraging the uptake of low intensity interventions among service users utilising current programs has been the no or low cost of services. Eliminating upfront costs for service users has been highlighted as a key part of improving access to mental health services and reducing inequalities between groups. Another element of low intensity services that has helped to improve access is the acceptance of self-referrals. Data from IAPT services has shown that inequalities between groups accessing services have been reduced at sites where self-referrals have been consistently accepted.15, 53
As previously discussed, ensuring fidelity to the evidence-based treatment guidelines has also been identified as an important factor in improving recovery rates among service users.65 A number of fidelity assurance measures have been implemented into the IAPT program to promote adherence to the NICE treatment guidelines and limit variation in practices including case management supervision, clearly defined service user criteria and outcome measures, and standardised therapist and supervisor training.52, 54, 57 The IAPT program has also developed specific training for delivering services to older people to improve access and treatment outcomes for this groups.67 IAPT also introduced a children and young people’s program, which was informed by the original model, but utilises the UK’s existing workforce of health professionals to deliver services.68 Monthly data collection and publication regarding the individuals accessing IAPT services and the treatments provided also enables frequent and up-to-date reviews of the demand for services as well as the program’s reach, capacity and effectiveness.69, 70
c. [bookmark: _Toc453677738][bookmark: _Toc453745441][bookmark: _Toc474314900][bookmark: _Toc451178261]High intensity interventions
The term high intensity interventions as it is used in the context of this report originates from the terminology used to refer to the therapies offered to individuals with persistent mild to moderate and severe disorders under the NICE stepped care guidelines. In the NICE model, these include service users with common mild to moderate mental health disorders that are unresponsive to low intensity therapies as well as those who present with more severe symptoms for which low intensity therapies may be considered inappropriate (e.g. social phobias and PTSD). In the Australian system, high intensity interventions encompass mental health services such as those funded by Medicare through the Better Access program and previously provided through ATAPS. The NMHSPF estimates that approximately 1.4 million people across all ages would require access to individual structured psychological therapy of this type.
High intensity interventions typically differ from low intensity interventions in the following respects:
· Treatment is provided by more highly trained clinicians, in Australia these include only accredited health professionals (e.g. GPs, nurses, psychiatrists, psychologists, social workers and occupational therapists)
· Psychological therapies are delivered face-to-face unless circumstances necessitate other treatment modalities
· Increased clinician contact
· Higher treatment costs per session and course of therapy
· More focussed and intensive therapies provided to a smaller subset of people
· Access to services requires a referral from a health professional such as a GP 
High intensity interventions may be delivered individually or in a group setting and include:
· Psychological therapies (e.g. CBT, interpersonal therapies, psychodynamic therapy, psychoeducation)
· Pharmacotherapy
· Individual and peer support
Research has continued to highlight the important role of high intensity services in addressing anxiety and depression disorders that are unresponsive to low intensity treatments.6, 53, 65 Evidence from the UK’s IAPT model has shown that rates of recovery are higher at sites where a larger proportion of people are stepped up from low intensity to high intensity.53, 65 However, there is some debate regarding whether service users who present with more severe symptoms should be allocated directly to high intensity services on intake, or if they should initially receive low intensity services and be “stepped up” to more intense therapies only in the event that no reliable improvement is detected.71 A meta-analysis conducted by Bower et al71 found that service users who presented with severe symptoms of depression showed greater improvements following low intensity interventions than service users with less severe symptoms allocated to the same type of therapy. While the difference in improvement may be the product of initial symptom severity, the results suggest that low intensity therapies may hold at least some benefit for service users with severe symptoms at baseline and should perhaps therefore serve as the first line of treatment for all service users entering stepped care services. Whether or not high intensity services should operate as a potential entry point for some service users and the specific criteria under which that should occur would be important to consider in the structuring of a stepped care model.
 ATAPS and Better Access have had slightly different target groups, infrastructure requirements, funding structures and service delivery mechanisms, all of which will be important factors to consider when implementing a stepped care model in a designated area. A description of these programs and their service delivery is summarized in Table 7 and discussed below.
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	Service locations 
	Service providers
	Target population
	Service uptake
	Treatment provided
	Estimated treatment costs

	ATAPS services were delivered at health service locations across Australia.72, 73
	Psychologists and trained allied health professionals including nurses, occupational therapists, social workers and Aboriginal and Torres Strait Islander health workers.72, 74
	Tier 1: Adults with a clinically diagnosed mild to moderate common mental health disorders that would not have been reached by Better Access services.73
Tier 2: Specific hard-to-reach and at risk groups*.75
	Data for 2013-
201475, 76: 
· 364,899 total treatment
sessions provided
· 73,550 service users or 316 per 100,000
· Average of 4.7 sessions/person
	Six 1-hour individual sessions per referral with a maximum of 12 per year (18 in exceptional cases), and a maximum of 12 group sessions.77
Treatment was primarily CBT-based and delivered face-to-face, over the telephone or over the internet.73
	The average cost per session was $219 in 2007-8 and median cost was $171.72
Co-payments were reported for 14.2% of sessions between July 2003 and December 2012, for which the mean charge was $18.15/session.73 

	Better Access services provided at health service locations across Australia.78, 79
	GPs, psychiatrists, psychologists, and qualified social workers and occupational therapists.80
	Adults and children diagnosed with a mental health disorder who would benefit from a structured treatment approach.78
	In 2014, 588,911 people or 25.1 per 1,000 accessed Better Access services and received a total of 2,126,181 sessions through the program.
	Maximum of 10 individual and 10 group allied mental health sessions per person per year barring exceptional circumstances necessitating additional services.78
	The total cost of services in 2013 was $520.7 million, roughly 81.9% of which was covered by Medicare, the rest through co-payments.


Note: *Hard-to-reach and at risk groups included people at risk of self-harm or suicide, those experiencing or at risk of experiencing homelessness, those in rural or remote areas, Indigenous populations, children, women affected by perinatal depression, and people impacted by extreme climatic events.75
[bookmark: _Toc453677739] ATAPS
ATAPS was a government-commissioned mental health initiative intended to supplement the services available through the Better Access program, with a focus on hard-to-reach and at risk groups who might otherwise not be reached. The program enabled the delivery of focussed psychological interventions by mental health professionals including psychologists, social workers, mental health nurses, occupational therapists and Aboriginal Torres Strait Islander health workers via referral through a Mental Health Treatment Plan, third party broker or treatment voucher.73 Referrals were primarily provided by GPs, although other health professionals including case managers, emergency department health workers, midwives and psychiatrists could also make referrals.73 The program began in 2001 and was delivered through a two-tiered model.73 Tier 1-funded services were aimed at the traditional ATAPS service user group, while Tier 2-funded services were targeted at specific hard-to-reach groups including: people at risk of self-harm or suicide, those experiencing or at risk of experiencing homelessness, those in rural or remote areas, Indigenous populations, children, women affected by perinatal depression, and people impacted by extreme climatic events (e.g. the Victorian bushfires, the 2010-2011 floods, cyclone Yasi).73, 75 Additional details regarding the program and its service delivery are provided in Table 10, Appendix B.
The rate of uptake was high among those referred, with 85% of referrals engaging with services.81  According to ATAPS data from 2013 to 2014, the majority (62.4%) of sessions were delivered under Tier 1; however a review of data from previous years shows that the uptake of Tier 2 services increased steadily after their introduction to the program.73 This suggests that the program was successful in progressively improving access to mental health services for high risk target groups.73, 76 Recent data showed that service use was especially high among Indigenous populations (831.1 per 100,000) and residents living in the Northern Territory (352 per 100,000), both of which represent particularly vulnerable and hard-to-reach groups.76, 81 Program data also showed that the majority (57.9%) of ATAPS sessions were delivered without incurring a co-payment, and where co-payment was required, the average fee was relatively low ($18.15).73 Tier 2 services in particular tended to be delivered without service user co-payments, facilitating access to high intensity mental health interventions for target groups through this initiative.
Analyses of available service user outcome data obtained using standardised clinical measures showed statistically significant improvements in mental health scores post-treatment when compared to pre-treatment.73 ATAPS service users surveyed also reported high levels of satisfaction with the program, particularly in relation to the accessibility of services, service provider attributes, and the benefits of treatment on mental health and wellbeing.73 However, discontent with the lack of after-hours services available, extended wait times and limited number of sessions available through the first referral were also reported.73
Limited funding and the need to manage the high demand for services were highlighted as important challenges in the effective delivery of ATAPS services.73 This issue was further compounded by workforce shortages, particularly in certain areas such as urban locations with high demand for services and rural and remote locations that struggled to recruit qualified health professionals.73 Strategies implemented to help control the demand for services included limiting the number of referrals available, increasing GP awareness of the service user criteria for receiving ATAPS services, re-allocating unused referrals/sessions, promoting alternative treatment pathways, and centralising the point of referral.73  These strategies required good collaboration between stakeholders as well as efforts to ensure that these restrictive measures did not negatively impact the views held by health professionals regarding ATAPS services.73 However, effective engagement with referral sources had been highlighted as an area of weakness in the provision of ATAPS services.73
A consolidated report on ATAPS services highlighted areas for consideration in development of future services, including the benefit of co-location of GP and mental health services to both service users and health providers.73 Direct referral to services by GPs was associated with better service user outcomes.73 Of the three referral systems utilised in the ATAPS program (the register, brokerage and voucher systems), the register system was shown to be the most advantageous for all parties involved in treatment while the voucher system was shown to be the least.73 Perhaps unsurprisingly, program data showed that direct employment was more advantageous for individual service providers, while commissioning bodies fared better when providers were retained via contractual agreements.73
Other implementation and service delivery issues identified in the literature related more specifically to service types and delivery modalities, such as the telephone-based CBT (T-CBT) initiative. While data obtained from the T-CBT pilot showed that it was well-regarded by providers as a means of improving access to mental health services for rural and remote populations, referrals to the service and uptake among service users were considerably low.73 A primary contributing factor in the low uptake of T-CBT services was service user preference for face-to-face consultations.73 Difficulty building a therapeutic relationship and facilitating active engagement with treatment over the telephone were noted as important challenges to effective service delivery, which in some instances were addressed by having an initial face-to-face consultation and developing listening strategies with service users.73 However, having a mix of face-to-face and T-CBT services resulted in changes to program costs and was identified as a factor that could impact funding.73 Other barriers to service delivery that the program encountered included poor cellular reception for service users trying to access services in some areas, limited marketing of the service to external organisations and increased paperwork for service users to complete.73 Training in T-CBT services provided through the Australian Psychological Society was highlighted by mental health professionals as being beneficial to service delivery.73
[bookmark: _Toc453677740]Better Access
Better Access is a government initiative to increase access to GP, psychiatrist, psychologist, and social worker and occupational therapist-delivered mental health services for individuals with moderate to severe common mental health conditions (e.g. anxiety, depression and substance use) by including specific mental health service items in the Medicare Benefits Schedule (MBS).80 Individuals who have accessed mental health services through Better Access were ineligible to access ATAPS in the same calendar year, barring a significant change in personal circumstances that precluded ongoing treatment through Better Access.74
[bookmark: _Toc451182333]There has been strong and continued demand for Better Access services reported since its introduction, with approximately 7% of the population receiving a Better Access service in 2012-13, at a total cost of $520.7 million, $426.2 million of which was paid for through MBS funding.82 However, research has shown that there have been inequities in access to these services, with lower levels of service received by people in remote and more disadvantaged areas.83
As Better Access will not be funded by PHNs, it will not be described in great detail in the body of this report. However, the availability and uptake of Better Access services will be an important factor to consider when determining the demand for PHN-commissioned services in a given area, therefore some additional details about the program and its uptake have been included in Table 11, Appendix B.
[bookmark: _Toc453612416][bookmark: _Toc453677741]Key issues identified in the implementation of high intensity mental health interventions
In the Australian health system, high intensity interventions are delivered by registered and highly-trained health professionals including GPs, psychiatrists, psychologists, and qualified social workers, nurses, occupational therapists and Aboriginal and Torres Strait Islander health workers.72, 74, 80 As a result, the effective delivery of high intensity mental health services is directly impacted by workforce shortages and poor distribution of health professionals employed in these fields. This is likely to represent the greatest challenge to delivering high intensity interventions in an Australian stepped care model.

[bookmark: _Toc453677742]Limited access to services in rural and remote locations due to long travel distances and low service provider numbers is routinely reported as a barrier to the effective and equitable provision of mental health care, particularly in relation to more intensive face-to-face therapies. While mechanisms such as telephone-based services are being introduced to help address such gaps in service delivery, reports have indicated that these initiatives are not without their own implementation challenges and may not be readily accepted by service users and providers.73

In commissioning high intensity psychological interventions, PHNs should consider the strategies for managing demand that were previously identified in the ATAPS program literature,  such as limiting the number of referrals available per GP, re-allocating unused sessions and promoting other referral and treatment pathways.73 While the Better Access program does not fall under the control of PHNs, it currently represents the major avenue for providing high intensity mental health services.73 Balancing the needs of the population with the resources available, including relative levels of access to Better Access and capacity to commission additional psychological interventions, will be vital to maximizing cost-effective delivery of high intensity mental health services within the PHNs and should therefore be given consideration in the planning and implementation of a stepped care model.
d. [bookmark: _Toc453745191][bookmark: _Toc453745442][bookmark: _Toc453745513][bookmark: _Toc453677743][bookmark: _Toc453745443][bookmark: _Toc474314901]Specialised mental health interventions and multiagency services 
The highest intensity interventions in a stepped care model are designated for individuals with severe episodic or persistent mental health issues and complex needs. Optimally, the interventions employed at this level should address not only the symptoms of severe and long-term mental health disorders, but also the physical, social and functional impairment issues that typically accompany these conditions and impact on the individual’s mental wellbeing and ability to live independently in the community.
As previously outlined, it is expected that 3.5% of the population (3.1% of adults aged 18 to 64) will have severe disorders, of whom two-thirds (2.2% of the population) will have episodic disorders and one third (1.1% of the population) will have persistent disorders. Just over a third of those with severe and persistent disorders (0.4% of the population) will have the most significant functional and psychosocial impairment and complex multiagency needs. Within Australia in 2015, this translates to 496,000 people experiencing severe mental illness, of whom 165,000 had persistent disorders requiring ongoing services and 59,000 had complex needs requiring multiagency support.84 While this latter group has been identified as the target for individualised Tier 3 support within the National Disability Insurance Scheme, it is likely that a significantly larger group will require access to some level of psychosocial support, either for limited periods when problems are acute or on a more ongoing basis. The survey of people living with psychosis found that significant proportions of participants were receiving housing or accommodation assistance (40%) and/or psychosocial support from a non-government service provider (30%).84
Factors such as persistent symptoms, discontinuity in course of treatment and poor premorbid adjustment have been identified as increasing the likelihood of disability associated with mental illness. In addition, a common set of difficulties has been described as being associated with complex needs, including more frequent relapses, active treatment resistant symptoms, severe negative symptoms, cognitive impairments and comorbid problems such as substance misuse.84 While the majority of people with severe mental illness are able to achieve and sustain successful community living with appropriate support, outcomes are poorer for those with additional complexities such as challenging behaviours, comorbid substance abuse or where lack of coordination results in discontinuity, service gaps and unmet needs.85 As a result, people with severe mental illness and complex needs experience high rates of unemployment, poverty, homelessness, discrimination, social isolation and incarceration (OECD 2014).86
Integrated treatment and support services are required, involving specialist mental health, primary health, psychosocial support, housing, employment and education services. The specific services or interventions required and goals to be achieved should be individually determined and set in collaboration with the service user, their carer and family or other supports, within a recovery framework. As previously discussed, people with severe mental illness have a lower life expectancy than the general population, due in most part to higher rates of chronic disease. Integrated physical health care including screening, diagnosis and management of health issues is therefore an essential aspect of care for people with severe mental illness, and should be a priority within collaborative service models.
While delivery of coordinated, integrated care across multiple agencies has been a core objective of mental health policy in Australia for some time, achievement of this has proved challenging.87 A range of mechanisms have been used to promote integration, including formal interagency agreements; joint planning and staff training; information sharing through shared case records, multiagency teams, or service user tracking systems; and service collocation.88 Formal mechanisms of integration have been shown to lead to better system and individual service user outcomes than less formal processes. For service users, these have included improved clinical functioning, employment, accommodation stability and reduced involvement with child protection and justice systems. Positive outcomes for services have been demonstrated in increased cost efficiency and capacity to manage mental health needs.88 Effective, streamlined communication, leadership within sectors, mechanisms for monitoring partnership effectiveness and early resolution of issues have all been seen as facilitating integration. In contrast, resource constraints, including funding, staff time, workloads and technology, and concerns regarding confidentiality and information sharing have been identified as significant barriers to collaboration. The need for a common understanding of the shared purpose, including respect for complementary roles and responsibilities across providers, has been seen as both fundamentally important and one of the most difficult aspects of integration to achieve.88
The Partners in Recovery (PIR) program was specifically established to facilitate coordination of care for people with severe mental illness across agencies. Despite this clear objective, challenges and barriers were encountered in implementing the PIR program, which demonstrate the complexity of integrating care across this spectrum, and highlight the disconnected and fragmented nature of health and social care sectors. Problems in communication with stakeholder organisations were identified as a major barrier, particularly in relation to interactions between non-clinical Support Facilitators and clinical services, such as GPs and public mental health services. Differences in embodied knowledge between clinical and non-clinical sectors and providers, including in language used and paradigms for understanding service user needs, were seen as creating the potential for conflicting boundaries and approaches to care. Even within the nonclinical support sector, a history of competitive funding amongst non-government agencies has been seen as providing a disincentive for collaboration.87
The Mental Health Nurse Incentive Program (MHNIP) was established in 2007 to support engagement of mental health nurses in primary health and private psychiatry services and enable delivery of more comprehensive and coordinated clinical care to people with severe mental disorders. MHNIP funding has been transitioned to the PHN primary mental health flexible funding pool, and is quarantined until the commencement of 2017-18 to ensure stability of services during the transition period. MHNIP nursing positions undertake clinical functions, reviewing mental state and monitoring medication adherence and side effects, as well as linking service users to other services and liaising with other professionals involved in their care. Services can be provided in the clinical setting or in other locations, including the service user’s home. Evaluation of the program reported that In 2011–2012, 41,535 service users received services under the MHNIP.89 
Where implemented, MHNIP has been shown to improve continuity of care, timely access to support, increased compliance with treatment plans, and reduced rates of hospitalisation and length of hospital stay for service users referred to the program. However, there have been a number of barriers and difficulties identified, including lack of awareness among GPs regarding the delivery and benefits of MHNIP, differences in clinical governance practices across sites, inequities in access to MHNIP services across geographies boundaries, and inconsistent program uptake across organisations.89, 90
Similar issues have been identified in establishing collaborative care arrangements with other health services in primary care settings, including for other chronic health conditions. Gucciardi et al91 reported that collaborative care challenges the existing complex and socially constructed organisation of health services, and that negotiation of space, roles and relationships is required as existing structures are unlikely to readily adapt to the flexibility required of new modes of collaboration. Fuller et al92 identified five strategies to increase collaboration between primary care and specialist mental health services:
1. Provide organisational level support for integration to legitimise allocation of time and resources;
2. Facilitate joint clinical planning and problem solving to ensure common goals and mutual understanding;
3. Jointly develop local care guidelines (crisis plans, referral protocols and follow up arrangements) through regular meetings and a common planning process;
4. Provide training, support and supervision of staff committed to work in primary care and mental health (recognising individual staff interests and attributes); and
5. Monitor and feedback evidence about outcomes to service partners.
Two key infrastructure elements were identified:
· Physical infrastructure and capacity to provide appropriate space for collaborative activities such as joint meetings and collocated services; and 
· Access to information systems which support collection and sharing of necessary clinical and nonclinical information across the range of services providers involved in an individual’s care. 
The use of a single care plan across primary and specialised mental health services, and ideally across all services involved in providing care to an individual, has been identified as a potential mechanism for enabling coordinated care, sharing information and minimising gaps and discontinuity in care. At a minimum, this requires use of a shared unique service user identifier, so that individual service users can be reliably identified and relevant information linked across service providers. Most effective, however, would be the use of a single record providing immediate access by all relevant providers to appropriate updated information, including the care plan goals, intervention strategies and current progress reports. To achieve this, an electronic platform would be required which could support real time access and data entry by multiple users, across service providers and agencies.  Establishing such a system would require the availability of an effective information technology solution, as well as resolution of issues such as data ownership, processes for authorising access and rights to read or enter information, and broader confidentiality concerns. Systems of service user enrolment with a primary care provider and identification of lead agency would also be required to ensure effective information management. While the My Health Record platform has the potential to provide some sharing of information between health service providers, further development would be required to achieve optimal functionality and extend information exchange to non-health services.


5. [bookmark: _Toc453677744][bookmark: _Toc453745444][bookmark: _Toc474314902]Describing system requirements for implementing a stepped care approach
In addition to ensuring the relevant service elements are available across the spectrum of intervention, implementing a stepped care approach requires a system to be established which effectively links components and facilitates the flow of service users within an integrated pathway of care. A review of the current literature has identified key system attributes, which contribute to the effectiveness of stepped care approaches within mental health care.
1. Engaging stakeholders in collaborative process
For stepped care to be successful, all stakeholders, including community members and health professionals, need to be aware of the available service options and levels of intervention, and committed to participation in the stepped care processes. Implementing stepped care needs to be recognised as a complex change process which will challenge established expectations and processes, and may require overcoming barriers, such as resistance to change in routine clinical practices by individual professionals or mistrust in the effectiveness of low intensity interventions.93, 94 The importance of ensuring a shared understanding of the objectives of the change and commitment to participation, has been shown to be helpful in in achieving change in practices in primary care settings.95
2. Matching service user need to interventions and monitoring progress
Differentiating service users’ needs and determining the appropriate level of intervention required is critical to the process of stepped care, and consistency is required amongst providers for the stepped care approach to deliver the anticipated benefits at a regional level. The published literature typically describes the use of standardised measures for assessing severity at intake and monitoring improvement, including the use of defined thresholds for allocation to an appropriate interventions level and protocols for reviewing progress and increasing or decreasing intensity. A range of standardised measurement instruments have been used successfully as the basis for assessment and monitoring. However, anecdotal evidence suggests that the use of multiple measures can be perceived as excessive by service users and be a barrier to ongoing participation. While the requirement for use of standard measures can be readily established within a single program or organisation, implementation across an extended group of independent practitioners is likely to be more difficult.95
While use of standardised assessment instruments offers advantages in consistency of assessment, NICE guidelines emphasise that assessment should not be on the basis of a single criteria, such as a measure of symptom severity.52 Referral to higher intensity interventions may need to include complexity indicators not covered by standard measures or allow for more subjective clinical judgement. Experience within ongoing delivery of the IAPT program suggests that some blurring of thresholds between levels of intervention has occurred over time, highlighting the need for supervision and monitoring to ensure program integrity.57, 96
3. Managing referral processes
Referral is key to the effective implementation of stepped-care. Two kinds of referral process predominate in the context of primary mental health care: referral by a primary care practitioner (i.e., GP) with whom a service user interacts, ideally in an ongoing capacity; and service user directed (self) referral. Self-referral will likely play an increasing role in mental health care as a key pathway to low intensity and digital mental health interventions. It is important to the efficient implementation of stepped care that the right incentives are in place so that services are not incentivised to retain service users in their care who would be better served in other parts of the system nor cast-off those who are most suited to the level of care they are currently receiving.97 Similarly, incentives should be designed to promote inter-professional, and inter-service collaboration that facilitates the redirection of service users in line with a stepped care approach. Facilitating self-referral for low intensity care will necessitate awareness-raising among the general population regarding the availability of new, low intensity, pathways.
4. Enrolment
The benefits of encouraging service user mobility across different treatment platforms must be balanced against the need to ensure continuity of care. The risk of discontinuing care during navigation of a complex system is particularly pertinent for those with severe and persistent mental illness. For this group, encouraging enrolment with a primary care provider may help facilitate care coordination. Encouraging enrolment of people with severe mental illness with a primary care provider may also help facilitate improvements in the physical health care of people with mental illness. Enrolment may be incentivised using capitation payments, weighted by outcomes.98, 99
5. Maintaining system integrity 
A shift to PHN commissioning of primary mental health services means an increased focus for PHNs on contracts management with external providers.  A variety of different contract types may be utilised with each representing different trade-offs in terms of commissioner control over service delivery and the distribution of risks.100
Competitive tendering for contracts offers one way in which commissioners can enhance performance and efficiency for mental health care delivery. However, competition that results in a rapid cycling of providers across a complex system risks creating confusion for providers and service users alike, stimulating inter-service competition rather than collaboration, and may serve as a barrier to uptake of novel services.101 Emphasising contestability rather than competition may facilitate an optimal trade-off between incentivising performance whilst maintaining continuity of providers.102  High trust contracts between PHNs and providers should be considered.102
6. Sharing information for care planning and coordination
Introducing additional programs and service providers into the spectrum of interventions that an individual may receive could be seen to increase the potential for gaps between services and discontinuity in care. As identified in the review of services by the National Mental Health Commission, lack of integration and appropriate transfer of information between service providers contributes significantly to poor outcomes for service users.7 Hermens et al93 identified low levels of communication between GPs and other primary and specialist mental health service providers as a major factor in failure to fully implement a stepped care approach to depression care. Functional information and communication mechanisms will be required, including protocols and technology for sharing sensitive information between organisations and facilitating care pathways across providers. Development of these mechanisms will require external support to overcome the wide variability currently evident in areas such as clinical record keeping and tracking service user progress in primary care settings.95 Establishing appropriate consent processes for the transfer of information that respect service users’ wishes for privacy will be important to ensuring that data sharing does not create a barrier to accessing services.
7. Monitoring system performance and quality
Enabling more efficient use of resources is one of the fundamental objectives of stepped care.  For this to be achieved, referral to low intensity interventions must result in significant gain for a substantial proportion of service users and reduce the need for progression to more intensive and costly interventions. At a local level, systems for outcome measurement are required which monitor the effectiveness of care pathways, including measuring outcomes, progress, recovery, and relapse rates.42, 43, 52, 103 Use of a low intensity intervention is inefficient if it results in high rates of service users subsequently seeking progression to a higher intensity intervention.9 It is critical therefore that at a systems level, data is collected which allows service user flow between service providers to be monitored and reviewed against appropriate indicators and outcomes. Gunn et al95 caution that involving GPs in systematic monitoring is unlikely to be possible without substantial improvement in organisational infrastructure and ongoing financial support.
8. Clinical governance and risk management
Review of literature into stepped care models for mental health highlighted two areas where oversight of clinical processes is vital: ensuring appropriate processes for assessing and managing service user risk, and ensuring the quality of services provided by trained providers of low intensity services. Consideration of risk of adverse outcomes, particularly immediate risks to self or others, is critical in assessment of service user suitability for digital and low intensity interventions and monitoring of progress, and may not be fully apparent where automated assessment tools are relied on. Mechanisms for facilitating rapid identification of high levels of risk and referral to more intensive interventions, including crisis response services, must be ensured.104
Where use of a non-health professional workforce is involved, monitoring of standards of initial training and skill development, and ongoing mechanisms for oversight of scope of practice and clinical supervision, will be required to ensure service quality and fidelity to the specific intervention. The costs of these functions are likely to be substantial and need to be considered fully in planning for implementation of such services.105
9. Supporting service user choice and preference 
Involving service users in decisions about treatment and care is a principle of person-centred mental health service delivery and as important in access to low intensity services as it is in treatment for severe disorders. There are multiple references in the stepped care literature regarding the potential barrier to uptake of digital and low intensity services posed by service user expectations of what is appropriate treatment, reluctance to use minimal interventions and lack of awareness of the effectiveness of these interventions (for example, Bower and Gilbody, 20059). NICE guidelines for stepped care identify the need to provide a range of interventions at each level and support people in their choice. A review of the uptake of digital mental health services indicates that treatment preferences are complex, with factors reported as barriers by some people (such as the privacy, anonymity and lack face-to face interaction offered by online therapy) being seen as advantages by others.33 Furthermore, there are a range of personal, cultural, economic and logistic factors that may influence whether a particular treatment type is suitable to a person’s circumstances. For example, pharmacotherapies may have fewer out of pocket costs than face-to-face therapies for the service user, and they have lower time and travel commitments associated with them; while travel time and costs are not associated with internet delivered programmes.106 Internet or telephone delivered programmes may not be a suitable option for people who cannot privately access a programme via a desktop, laptop or smart device (e.g., adolescents with restricted ability to access family computers privately or people living in crowded households). There is a possible bias evident in online treatment seeking, towards more socioeconomically advantaged groups.33 Groups who may not benefit from internet-based services are any group who may have difficulty understanding written or spoken English, such as people from cultural and linguistically diverse backgrounds and people with certain disabilities (e.g., visual or cognitive impairment). Conversely, the effectiveness of pharmacotherapies does not depend on written or oral language competencies.
Bennet-Levy et al36 suggest that the high drop-out and nonattendance rates reported for intensive therapies may reflect a lack of fit for service users and may be reduced if service users are offered an option to choose less intensive alternatives, such as brief or group interventions. Stepped care systems need to balance the potentially conflicting aims of supporting person-centred care and service user choice, with system requirements for efficient use of resources, and should ensure that service user choice within levels is maximised, even if movement between levels is constrained.9
10. Commissioning digital mental health interventions
Digital mental health interventions are rapidly evolving with new approaches to mental health care continually being developed and older iterations being retired. The evidence-base to support the range of available digital mental health tools varies and more technologies exist that are based on evidence-based principles than have been directly evaluated themselves using strong experimental designs. At this stage, commissioners should give priority to commissioning digital information services, digital treatment services for anxiety and depression, and virtual clinic services that include online assessment as well as treatment for anxiety and depression.
Technologies are being developed that may expand the scope of digital treatments in the future, at both ends of the spectrum of severity, to provide further prevention and promotion options as well as treatment for less common more severe illnesses. Consequently, both the Commonwealth government and PHN commissioners should engage in periodic health technology assessments of existing and prospective mental health technologies to ensure they are delivering best practice, cost-effective care whilst also providing incentives to developers to continually improve the evidence-base regarding digital mental health care.
Several resources are available to help commissioners assess the quality of existing and proposed mental health care technologies: DISCERN is a tool for assessing the quality of information provided by online services107; The Mobile App Rating Scale (MARS) is a tool that may be useful to commissioners in assessing, formulating recommendations, or funding the development and use of mobile mental health apps.28 Additionally, Bakker and colleagues’ provide 16 evidence-based criteria that can be used for scrutinising mobile apps.29 The possible impacts of industry sponsorship on advice provided via online sites should be considered in commissioning or promotion decisions.
6. [bookmark: _Toc453677745][bookmark: _Toc453745445][bookmark: _Toc474314903][bookmark: _Toc447100366][bookmark: _Toc451178262]Identifying issues to be considered in implementing stepped care in primary health networks

The information outlined in previous chapters provides an overview of current mental health needs in Australia, population targets for levels of care, and description of the interventions, programs, service formats and strategies that have been or may be utilised in a stepped care approach. On the basis of the information reviewed, this section aims to provide a brief discussion of issues identified within the literature that could impact on the success of a stepped care model in Australian primary health networks.

While international research provides considerable support for a stepped care approach to mental health services, the evidence base to clearly establish the clinical and organisational superiority of stepped care is yet to fully emerge.108 Stepped care is recognised as a ‘complex intervention’ with multiple clinical and organisational components, such that effectively implementing the model is not without its challenges and the model itself is not without potential shortcomings.109

Many of the challenges to introducing stepped care mental health services are consistent with those faced by mental health services more broadly. These include the stigma associated with accessing mental health services, service user concerns regarding confidentiality and social exclusion, and a lack of awareness about available services among professionals and the general public. Other challenges are common across all health services, such as resource constraints, workforce shortages, long wait times, cost to service users, underserved and hard-to-reach populations, transport and mobility issues, and poor collaboration between service providers, governing bodies and disciplines.  These challenges present important potential barriers to the use of stepped care services and should be addressed in planning and implementation processes that seek to optimize service user access.

Some challenges to effectively implementing stepped care are more closely linked to the design of the model itself. Key factors to consider are the designated entry points and intake criteria for service users as well as the circumstances in which individuals should be able to access services at any given step. While systematically commencing treatment with the least intensive services (digital and low intensity therapies) may be an effective means of reducing the burden on mental health services, it may also lead to dissatisfaction and early disengagement among service users who do not feel that their needs are being met by these services.6 There are also ethical factors to consider regarding the duty of care mental health services have to provide people seeking services with access to adequate treatment, which may be compromised if the intake or “stepping up” criteria are too restrictive. Conversely, offering high intensity services too early may result in greater resource expenditure on people who would have improved with less intensive and costly interventions.
Another issue that may lead to dissatisfaction and early disengagement among service users is a lack of diversity in the types of treatments offered to individuals whose symptoms are not improving.6 For example, a service user who has not responded to a CBT-based therapy delivered online may also see no benefit from a similar therapy delivered face-to-face, even if the latter is offered at a higher step in the stepped care echelon.6
Limiting the interventions and modes of delivery available to service users at each step could also present a barrier to service use. For example, while face-to-face service delivery is recommended for high intensity interventions in the traditional stepped care model, this may not be feasible for some service users, such as those living in rural or remote settings, those with mobility issues and those with debilitating symptoms of anxiety or depression. Other service users may be reluctant to engage in face-to-face consultations due to concerns surrounding confidentiality and social exclusion. There will likely be service users whose degree of symptomology would be well-suited to digital therapy or low intensity interventions that would prefer to have face-to-face consultations. Without readily available alternative therapy modalities at these lower steps, some groups may miss out on treatment.
One strategy for counteracting these issues surrounding service user dissatisfaction, failure to initiate treatment and early disengagement, would be to incorporate service user input or preference more heavily into decisions regarding treatment selection and provision at intake and over the course of service delivery.5, 71, 110, 111 This would require increased flexibility in the treatment types and modalities offered in the lower steps of the traditional stepped care framework. Flexibility in the degree of clinician contact and involvement at lower treatment intensities may also be considered as a mechanism for increasing service user satisfaction. Mindspot, for example, has begun to make strides in this area having recently conducted a preliminary trial of digital services in which participants were offered the option to modify the level of contact they have with a clinician over the course of their treatment, while still having a clinician monitor their progress at given intervals (N. Titov 2016, personal communication, 30 May). However, allowing such flexibility may complicate workflow patterns and resource modelling, necessitating complex evidence-based service uptake and service user preference algorithms as well as relatively flexible work arrangements with service providers.
Unlike the IAPT services in the UK, the Australian high intensity programs that may be incorporated into a stepped care model currently operate independently of one another. While PHNs will have varying levels of leverage over some service components, establishing effective mechanisms for coordinating care across the extended system represents another likely set of challenges. The criteria and processes for stepping service users up or down the service model will need to be clearly defined for providers to facilitate adherence to the stepped care principles of maximizing improvements in service user outcomes while delivering the least intensive and most cost-effective services. This is particularly relevant considering the difference in the average cost of services for low intensity interventions ($93-130/session through NewAccess)47 compared to high intensity interventions ($219/session through ATAPS)72 as delivered in Australia. Ensuring continuity of care between different service providers and programs will require effective communication, good working relationships and a secure platform for sharing information; however this has previously been difficult to accomplish. Past program experiences such as those of headspace, have shown that failure to adequately involve local providers in the planning and implementation process can lead to a lack of awareness, disengagement and even hostility towards new programs, particularly if these are viewed as competing services.112 This in turn may negatively impact referrals to the service as well as the willingness to share information between health providers.112
Maintaining an adequate workforce of health professionals to deliver services has been identified as another important challenge in implementing stepped care services. The IAPT services in the UK have reported a particularly high turnover of low intensity therapists looking to advance their careers, leading to therapist shortages and an unsustainable workforce of high intensity intervention service providers.56, 57 In addition, workforce shortages among health professionals delivering high intensity interventions have already been identified in the Australian system.73 Various strategies and incentives should be considered to promote the recruitment and retention of health professionals to stepped care services.
Finally, developing realistic cost and timeline projections for effectively rolling out mental health services has proven to be a difficult task for many programs.44, 112 Previous experiences have shown that new programs and changes to existing services may require additional time and resources before accessibility and cost-effectiveness targets can be achieved. Therefore, the successful introduction of a stepped care system, particularly one involving the establishment of new programs, may require some flexibility in the implementation process and funding models.44, 112 However, this may be a difficult task in the face of high service demands and budget constraints.
PHNs will require a clear process for planning and undertaking the implementation of a stepped care approach. While there is insufficient published information available to support a formal analysis of steps to be taken in implementing stepped care, it is proposed that six steps will be required:

1. Determining the demand for services
2. Identifying service providers and programs that may be incorporated into a stepped care model
3. Planning the stepped care model
4. Implementing the stepped care model
5. Evaluating delivery of the stepped care services, and
6. Implementing changes to service delivery as required.

A suggested checklist of elements to be covered within these steps has been compiled for reference, as shown in Appendix B.


7. [bookmark: _Toc453677747][bookmark: _Toc453745446][bookmark: _Toc474314904]Summary and conclusion
This project was undertaken to assist in the development of a stepped care approach to mental health within PHNs. Population estimates and care package specifications within the National Mental Health Service Planning Framework have been used to describe the expected patterns of demand for particular intervention types within a stepped care model. Relevant literature relating to stepped care models of mental health care and the design and effectiveness of specific interventions has been reviewed to provide guidance on key areas for consideration in implementation.
This project has focused on describing the spectrum of interventions required from digital and low intensity services for those with early symptoms and mild disorders, through to integrated multiagency services for people with severe mental illness involving collaboration between primary health, specialist clinical mental health services and disability support services. Although not identified as a priority focus for this report, information relating to use of high intensity psychological interventions, such as those delivered through Better Access and previously through ATAPS, has also been included to provide a more complete description across the spectrum, and to support consideration of the need for rebalancing of investment implicit in implementation of a stepped care approach.
The availability of appropriate, effective interventions in the lower levels of care, which ensure timely access to services for people with low level needs and minimise escalation to higher level interventions is critical for the success of stepped care. In addition, for the system to be cost effective, these interventions must be available at lower cost than more intensive interventions.  Within Australia, digital mental health and low intensity interventions are not yet well established and require further development to be able to meet the level of demand expected in a stepped care model. At the other end of the spectrum, intensive, coordinated multiagency clinical treatment and nonclinical psychosocial support services are required to ensure people with severe and persistent mental illness and complex needs are required to ensure optimal outcomes for service users and efficient use of resources across the system.
Application of the NMHSPF in developing estimates of demand for services across the spectrum has highlighted the significant numbers of people requiring access to all levels of treatment, and the importance of maintaining a system-wide view of service delivery. Substantial challenges have been identified relating to implementing particular interventions and service models, and to establishing a stepped care approach more broadly.
Digital mental health services
A detailed review was undertaken of the range of digital mental health services and interventions currently available, and the key attributes and dimensions against which these could be distinguished. A wide variety of services were identified, ranging from passive sources of online information, through to virtual clinics providing clinician moderated online treatment supported by assessment and referral functions equivalent to those provided in face-to-face clinical settings.

Review of the literature shows that there is now good evidence that internet therapy can provide positive therapeutic outcomes for a range of mental health disorders, particularly online CBT for mild to moderate anxiety and depression, and has the potential to improve the efficiency and cost effectiveness of mental health care. However, there are concerns that uptake of these services is not uniform across all sectors of the population, that attrition rates are high and that user preferences impact significantly on the use of digital mental health services. Capacity within government funded services providing no or low cost digital treatment is also currently well below the estimated potential demand.

PHNs should consider mechanisms to identify needs, preferences and acceptability of digital and low intensity services relevant to their regions to inform local level services planning. Commissioning of new digital mental health services will require both funding and ability to assess the quality of service offerings in the context of rapidly evolving technology. Ensuring that providers undertake rigorous evaluations of their interventions will benefit future commissioning activities by developing the evidence-base regarding cost-effectiveness and improve understandings of who is most likely to benefit from these treatments.
Low intensity interventions
Low intensity interventions are aimed at providing less resource-intensive psychological therapies to a large number of people, either through face-to-face, digital or telephone-based mediums. These are typically delivered by providers who may not have health professional qualifications but who have received specific vocational training to deliver standardised treatments to individuals with mild to moderate symptoms of mental health disorders.
The outcomes associated with low intensity interventions have been mostly positive, however cost estimates for services delivered through the IAPT program in the UK have been found to be inconsistent. High turnover rates among low intensity therapists have also been reported in the IAPT model, impacting cost and resource projections, therapist availability, and service quality. Implementing low intensity services as described also requires considerable resource commitment as they necessitate the creation of an entirely new workforce and treatment program.
High intensity interventions
There are currently high levels of demand for high intensity psychological treatments such as delivered within Better Access and previously under the ATAPS program. However, these programs have been shown to be directly impacted by workforce shortages and poor distribution of health professionals with reduced access to services in rural and remote locations. While use of telephone and electronic modes of delivery have been used to overcome such barriers, these have not been uniformly successful. The potential impact of service user costs and co-payments needs to be considered in ensuring these programs function in a way which facilitates access to this level of intervention and supports continuation in treatment for the period required for appropriate clinical outcomes.

During the time that ATAPS and Better Access were concurrently operational, they functioned as complementary programs aimed at delivering similar mental health services to different target groups.  Although Better Access services will not be commissioned by PHNs under the new funding arrangements, it will be important to consider the program’s target population and the uptake of services when modelling the demand for PHN-commissioned high intensity psychological treatment services in catchment areas.  Other important factors to consider will be the referral pathways between low intensity and high intensity services, demand management strategies and the service user criteria for accessing PHN-commissioned high intensity psychological services.
Specialised mental health interventions and multiagency services 
It is well recognised that integrated service models are required to ensure coordinated care for people with severe mental illness, particularly those with persistent mental illness and complex needs. These need to encompass clinical mental health and physical health services, as well as nonclinical psychosocial support services and broader community services such as housing, education and employment assistance. However, establishing effective integrated service mechanisms has been shown to be difficult to achieve, requiring formal mechanisms of communication, leadership and mechanisms for monitoring partnership effectiveness. Workforce, infrastructure and technology constraints and concerns regarding confidentiality and information sharing have been clearly identified as potential barriers, and establishing mutual understanding and respect for complementary roles and responsibilities across providers frequently challenging. Use of a single care plan across relevant providers has been identified as the optimal mechanism for establishing integrated care, but is likely to require substantial investment in technology as well as stakeholder input to resolve issues of data ownership, access and confidentiality.
System level issues
Review of the literature also highlighted a range of key system attributes, which contribute to the effectiveness of stepped care approaches within mental health care and must be addressed in implementing a stepped care approach. These include:
· Ensuring stakeholder engagement in development and implementation of the desired model, recognising the complexity of the change process required
· Establishing clear and reliable mechanisms for matching service user need to the appropriate intervention and monitoring progress to identify changing needs
· Managing referral processes and mechanisms such as incentives and enrolment to facilitate best outcomes for service users and optimal use of resources
· Maintaining system integrity through contracting and commissioning arrangements that support collaboration and continuity, as well as contestability
· Sharing information for care planning and system coordination, including establishing mechanisms and protocols for transfer of sensitive clinical and administrative data between organisations
· Monitoring system performance and quality to ensure service user flows reflect targeted utilisation and outcomes for services across the levels of intervention
· Clinical governance and risk management to ensure appropriate identification and management of clinical risk, particularly in digital and low intensity interventions, and for oversight of training and supervision of low intensity workforce
· Supporting service user choice and preference in selection of appropriate interventions, while balancing the need for efficient use of resources 
· Ensuring digital mental health interventions utilised or commissioned are evidence based, reflect best practice and are cost effective. 
Conclusion
Review of available literature and other material related to stepped care approaches to mental health care and the particular interventions identified has highlighted the complexity of the implementation task required. Although there are significant benefits to be achieved, there have been a range of barriers and issues identified which require consideration and resolution. The relatively recent emergence of stepped care models and digital and low intensity interventions means that the evidence base is still being accumulated, with few large scale examples or long term studies available to draw on. Review of research and outcomes for the IAPT program and associated models of low and high intensity psychological interventions has shown the potential for problems such as increasing costs, workforce shortages and loss of program integrity to emerge over time. It will be important that PHNs are well informed regarding these risks and develop clear processes for planning a service system which best meets local needs and evaluating its implementation and performance over time.
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	Governing body
	The NHS in England.

	Workforce
	Services are delivered by therapists called psychological wellbeing practitioners (PWPs) trained to deliver largely CBT-based low intensity interventions such as guided self-help and e-mental health.37, 57  PWPs include individuals from various professional backgrounds including educators, administrators, police officers and other healthcare workers.37, 57  
PWP’s practices are monitored by experienced clinical supervisors and may incorporate advice from a consulting GP or social service provider.43, 57

	Funding mechanisms
	Services are publicly funded through the NHS.15, 42
Therapist salaries represent the largest cost of services.  The typical starting salary as of 2014 was approximately £19,000 for a trainee PWP and £22,000 for a credentialed PWP.113
Low intensity service cost data based on financial data obtained from 108 PCTs in 2011-2012:
· Griffiths and Steen44 calculated the estimated average cost of low intensity interventions using actual budget data at £102.38 per session for January 2011.  This is compared to the Department of Health’s cost estimate of £32.50 per session.44
· Using the estimated cost per session of £102.38 and the projected number of low intensity therapy sessions (978,072), the total cost of low intensity interventions for 2011-2012 would have been approximately £100.14 million.44
Program costs for 5 PCTs in East England from 2009 to 2010 evaluated by Radhakrishnan et al50:
· Average cost per session for low intensity services was £99.
· Average cost per course of therapy for low intensity services was £493, £699 for service users who stepped down to low intensity services, and £1514 for service users who stepped up from low intensity over the course of treatment.  
· Average cost per recovered service user for low intensity therapy was £1043, £1653 per recovered service user who stepped down to low intensity services throughout their course of treatment, and £2914 per recovered service user who stepped up from low intensity to high intensity.  

	Service user populations
	A report on services provided between 1 April 2014 and 31 March 2015 identified 1,267,193 referrals to IAPT services, 815,665 (64.4%) of which entered treatment.39
Demographic service user data:
· 6.6% of service users in 2013-2014 were ≥65 years of age, versus 12.8% of the population.61
· 13.5% of service users seen in October 2015 to December 2015 identified as black or an ethnic minority.69
· 63.6% of the 1,227,415 referrals in 2014-2015 were female and 36.4% were male.39
Clinical service user data:
· According to the 2014-2015 report39:
· Anxiety and stress-related issues were the most common problem accounting for 27.3% of referrals.
· Depression was the second highest problem, representing 14.8% of referrals.

	Therapist caseload
	The expected annual caseload for a trainee PWP is 170 service users and 250 service users for a fully qualified PWP (starting from month 10 of practicing and onwards).57

	Supervision
	IAPT guidelines recommend 1 hour of weekly case management supervision for PWPs and 1 hour of fortnightly clinical skills supervision delivered to PWPs individually or in a group.57

	Access routes
	Self-referral in person, over the phone, by post, fax or online, or via referral from a GP or other professional 37, 54, 114.

	Intake and assessment
	The standard intake assessments, intake or caseness thresholds (x) and indicators of reliable change (x, y) for all service users are as follows52:
· The GAD-7 scale (≥8, ≥4)
· The PHQ9 (≥10, ≥6)
· Work and Social Adjustment Scale (W&SAS)
· IAPT Phobia Scales
Additional instruments used for service users who might be affected by specific anxiety disorders include52:
· The Generalised Anxiety Disorder Penn State Worry or PSW (≥45)
· Obsessive Compulsive Inventory (≥40, ≥32)
· Social Phobia Inventory or SPIN (≥19, ≥10)
· Agoraphobia Mobility Inventory or MI (item average >2.3, ≥0.73)
· Impact of Events Scale Revised or IES-R (≥33, ≥9)
· Panic Disorder Severity Scale or PDSS (≥8)
· Health Anxiety Inventory Short week version or SHAI (≥15 for 14 or 18 items, ≥4)
The PHQ9 and GAD-7 are repeated at every session.52

	Interventions and service delivery structure
	Low-intensity treatment delivered face-to-face, through computerized programs, online, over the telephone or via email.43, 115  Interventions are based on NICE guidelines and vary according to disorder as follows116:
· Depression: CBT-based guided self-help, computerized CBT, behavioral activation, and structured physical activity
· OCD: CBT-based guided self-help
· GAD: CBT-based self-help, psychoeducational groups, and computerized CBT
· Panic Disorder: CBT-based self-help and computerized CBT
Service users are provided with a maximum of 6 guided self-help therapy session, 8 computerised CBT sessions and 8 face-to-face CBT sessions over a maximum of 12 weeks before stepping up if there is insufficient improvement or exiting the service.42, 43

	Infrastructure requirements
	Requirements for IAPT implementation:
· The development of an entirely new workforce and service delivery system to operate alongside existing health services.42
· The development of training programs for low intensity therapists delivered at tertiary institutions.42, 57
· Creation of new therapist and supervisor positions at Trusts, GP clinics, healthcare centers, etc.42
· Development and implementation of service user data and incident reporting frameworks.42
· Advertising and marketing for the new program to raise awareness in the general public and among health professionals.42

	Workforce training
	PWP and supervisor training programs are accredited by the British Psychological Society.117
PWP training is provided at tertiary institutions and details regarding the program include:
· The availability of two different education streams, one for graduates as a post-graduate certificate and one for non-graduates at the undergraduate level.117
· Course delivery is part-time over a total of 45 days (1-2 days per week) and consists of three modules 51, 118:
· Module 1: Engagement and assessment of service users with common mental health problems (15 days)
· Module 2: Evidence-based low-intensity treatment for common mental health disorders (15 days)
· Module 3: Values, diversity and context (15 days)
· All components of the course must be completed within one year.51, 118
· Skills-based competencies are assessed as pass/fail, independently of academic level.118
· Trainees must fulfil the following clinical requirements 118:
· 80 hours of face-to-face service user contact
· 20 hours of case management supervision
· 20 hours of clinical skills supervision
· Graduates and individuals with professional experience in mental health may be eligible to receive recognition for prior learning, in which case they are only obligated to complete the first two course modules and clinical supervision requirements.57
· The ratio of trainees to qualified staff recommended to ensure adequate services and supervision is 2:1.57
· Trainee caseloads should reflect level of training and experience beginning at zero and increasing in small increments to 80% of a full caseload by course completion.118
· Registration with a governing body is not mandatory for PWPs, but encouraged.119
Recommended supervisor competencies and training include:
· A working knowledge of the therapies being delivered by the PWPs under their supervision.66
· Completion of a short five-day training course consisting of an introductory 2-day workshop on basic supervision competencies, 2 days of case management supervision training and a final 1-day workshop to review clinical evaluation skills and integrate the knowledge and skills obtained.66  Course delivery may be extended over several (6-9) months if required.66

	Monitoring and evaluation
	Raw service user and service delivery data is reported monthly to IAPT by service providers and published by the program online, including figures on overall service use and service user outcomes.15, 41  Reports on IAPT services are released monthly and 
annually.39, 69

	Program evaluation results
	Access
According to the data reported for all IAPT services* in February 201640:
· 123,179 referrals were received.
· 52.9% of referrals were self-referrals.
· 80,979 initial assessments were conducted.
· 39,348 cases ended prior to assessment.
· 84,834 referrals entered treatment.
· The mean wait time from referral to initiating treatment for service users who entered services was calculated at 24.7 days and 28.4 days for those exiting services. 
· 86.3% of service users began treatment in less than 6 weeks. 
· 96.5% of service users entered treatment in under 18 weeks. 
Service user outcomes
For all IAPT service data reported in February 201640:
· 39% of the 110,355 referrals ending that month had finished the course of treatment.
· Reliable improvement reported in 63.9% of the 43,485 service users who completed treatment.
· Reliable recovery reported for 46.4% of the 39,835 service users who had initiated therapy at caseness and completed their course of treatment.
Data from all IAPT services in the first three years of program implementation (2008-2011)15:
· Of the >1 million people treated, 680,000 completed a course of treatment.
· Recovery rates exceeding 45% were regularly reported in those who completed treatment.
· Reliable improvement was seen in 2 out of 3 service users who completed a course of treatment.
· More than 45,000 service users transitioned off sick pay and benefits.
Data analysis for a study on 100 service users (low intensity, n=50, and high intensity, n=50) from May 2008 to February 2011120:
· Completion rate for low intensity therapy was 32%.
· Drop-out rate for low intensity therapy was 18%.
Cost-effectiveness:
According to studies by Griffiths and Steen44, and Radhakrishnan et al50, the average costs per session appears to significantly exceed projections outlined by the Department of Health.  However, Radhakrishnan et al50 found that the total cost of services was only marginally higher than predicted and reported that services remained consistent with the initial model’s principle of cost-effectiveness.
Another study conducted at an IAPT demonstration site in 2007-2009 showed that the services were likely cost-effective when compared to alternative services, however the authors also reported a notable level of uncertainty in the findings.121

	Challenges
	A number of important challenges have been identified throughout the implementation of IAPT services in the UK.  These include:
Accessibility:
· Variability in acceptance of self-referrals between sites and providers.53, 54 
· Misconceptions among health providers and general public about the appropriateness of services for older people resulting in reduced access.54, 61
· Long wait times.15, 69
Program development and service delivery:
· High rate of transition from PWP to higher level positions reducing services available and resulting in unsustainable workforce. 56, 57
· Significant number of therapist vacancies.38
· Significant upfront costs for developing and implementing training programs.

	Key success factors
	Key success factors identified for the implementation of IAPT include various aspects of the service and program structure as well as the quality assurance measures in place.
Service features and program structure:
· Services are accessible via self-referral.15, 53
· Available at locations across the UK.15, 122
· Publicly-funded, reducing socioeconomic barriers.15, 122
Quality assurance measures: 
· Standardised therapist and supervisor training programs.51
· Specific training for PWPs to provide appropriate services to specific service user populations (e.g. older people).54, 67 


Note: IAPT=Improving Access to Psychological Therapies, NHS=National Health Service, PWP=psychological wellbeing practitioner, CBT=cognitive behavioural therapy, and GP=general practitioner.
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	Governing body
	The NewAccess pilot initiative is commissioned by beyondblue.58

	Workforce
	NewAccess coaches: service providers from a range of backgrounds with or without mental health qualifications trained to deliver low intensity cognitive behavior therapy (LiCBT).58
Each site also employs intake officers to receive referrals and perform intake duties, and program managers to oversee service delivery.47

	Program funding
	Services are funded through donations made to beyondblue and the Movember Foundation.58
The total pilot program cost in 2014-2015 was $5.6 million.47
The total annual program cost at a site employing 3.8 FTE coaches has been calculated at $496,362.60 A breakdown of program costs is provided below60:
· The annual salary for a NewAccess coach was $70,000
· The estimated cost of training a new coach was $10,000
· The hourly rate for supervision was $110
· The average cost per session in was calculated at $93
· The average cost per course of treatment with a first year coach was $460, including:
· $240 for coach’s salary, plus $23 (9.5%) super
· $37 for support staff
· $35 for training
· $58 for supervision
· $60 for infrastructure and management
· The average cost per course of treatment with a second year coach was $390, including:
· $240 for coach’s salary, plus $23 (9.5%) super
· $37 for support staff
· $23 for supervision
· $60 for infrastructure and management

	Service user populations
	A total of 2,767 referrals were received between October 2013 and August 2015 and an independent evaluation of the program using data collected from 1,571 service users reported the following characteristics47:
Demographic service user data:
· 39% of service users were male and 60% were female (no available data for 1%)
· 32% of service users were employed
· 2.23% identified as Aboriginal or Torres Strait Islander
· The mean age of service users was 42.8 years (SD = 14.4 years, Range = 18 to 104 years) with residents in aged care facilities being seen in at least one site
Clinical service user data:
· 82.9% of 1,096 service users discharged with two different sets of measures initiated treatment at caseness level.47
· Mean PHQ9 score of 12.46 (SD=5.68, n=1,472) where caseness is set at ≥10.47
· Mean GAD7 score of 11.55 (SD=5.11, n=1,472), where caseness is set at ≥8.47
· Mean WSAS score of 17.91 (SD=9.14, n=1,470), where significant functional impairment is indicated at 10-20 and moderately severe or worse psychopathology is indicated at >20.47
· Of 837 individuals included in a matrix analysis47:
· 7.89% reached caseness on the PHQ9 alone
· 12.78% reached caseness on the GAD7 alone
· 54.96% reached caseness on the PHQ9 and the GAD7
· 24.37% did not reach caseness
*No specific evaluation data was available for Indigenous and remote rural communities.47

	Therapist caseload
	The average caseload for a FTE coach is 300 service users per year and 30 (25-35) sessions per week.47, 60  The weekly caseload figures vary between coaches practicing in rural and urban areas.47

	Supervision
	Coaches are provided with 2.5 hours of supervision per week.60  Supervision includes47:
· Weekly case management supervision
· Fortnightly individual coach supervision sessions to monitor and/or discuss clinical skills, progression, ongoing training, education and development.
· Monthly 2-hour group supervision sessions to share experiences and encourage learning
The caseload for supervisors from October 2013 to August 2015 was between 4-6 coaches, however when queried, supervisors preferred a caseload of 4 coaches.47
The level of supervision required for second year coaches is lower than for first year coaches.60

	Access routes
	Direct access through self-referral by phone or email, or via referral from another health professional.58

	Intake and assessment
	In the pilot program, clinical assessment data was collected at intake, every session, discharge, and at one and six months follow-up. 47  The assessment instruments, caseness criteria (x) and indicators of reliable improvement (x, y) used in the program are as follows47: 
· GAD-7 (≥8, ≥3.5)
· PHQ9 (≥10, ≥5.2)
· K10
· Phobia scale
· WSAS (significant impairment at ≥10)
Recovery is defined as a reduction in GAD-7 and PHQ9 scores to below caseness thresholds where caseness had been established prior to treatment.58

	Interventions and service delivery structure
	Treatment consists of LiCBT delivered face-to-face, over the telephone or online (using video chat programs such as Skype or Facetime).48
Service users are delivered a maximum of six LiCBT sessions including an initial 60-minute assessment session and five 30-minute treatment sessions.46

	Infrastructure requirements
	As a novel and independent program in Australia, NewAccess has necessitated the development and implementation of a new service infrastructure.  Key elements of the new infrastructure include:
· The creation of a new workforce of NewAccess coaches and clinical supervisors.46
· The development of a training program for coaches at the tertiary level of education.46
· The funding of coaching and supervisor positions.46, 58
· The procurement of office space for NewAccess staff and consultations.46
· Marketing of the NewAccess program through beyondblue.46

	Workforce training
	Training for NewAccess coaches is currently provided at Flinders University and is both academic and skills-based.47, 59  The program involves47:
· Six weeks of full-time training including:
· Two weeks on campus at the university
· Three days of local shadowing with an IAPT Flinders staff member
· Two weeks of clinical supervision onsite
· Ongoing monthly training sessions over five months
The curriculum is delivered via a combination of face-to-face and online components covering47:
· Recovery, recognition, respect and reflection (one module per topic)
· Anxiety and depression
· Low intensity therapies, such as:
· Behavioural activation
· Problem solving; and 
· Cognitive restructuring
· Service user assessments:
· Risk assessment;
· Outcome evaluation; and
· Relapse prevention
· Values, policy, culture and diversity
Both academic and practical skill-based assessments are evaluated as pass or fail.47

	Monitoring and evaluation
	To date, one independent evaluation of the program has been released in December 2015.49  The evaluation was conducted over the span of two years and included data obtained at four collection points.58

	Program evaluation results
	Results from the final independent report on program data collected from October 2013 to August 2015 is presented below.
Access
· 80.4% of 1,232 service users discharged from the program were assessed within two weeks of referral.47
Service user outcomes
· Total recovery rate for service users who entered treatment at caseness level (n=1096) was measured at 67.5%.47
· Reliable improvement was reported in 76.3% of service users (n=909) at discharge.47
· Significant overall improvement in functional status indicated by a reduction in mean WSAS score from 17.91 (SD=9.14, n=1,470) at assessment to 8.93 (n=1,094) at discharge.47
Cost-effectiveness
· Cost to benefit ratio for the pilot program was calculated at 1.5 (economic benefit of program = $8.7 million, versus program cost = $5.6 million).47

	Challenges
	While information on the program is limited, a number of challenges to its implementation have been identified, including:
· Negative clinician and service user attitudes regarding the appropriateness and effectiveness of internet interventions that may impede access.47
· Services may recruit a higher proportion of higher socio-economic service users than present in the general population.47
· Service user concerns regarding data security, confidentiality and diagnosis on basis of self-reported information.47
· Services tend to be focused on a single disorder and may not address comorbidities.47

	Key success factors
	Key success factors identified for the implementation of NewAccess include various aspects of the service and program structure as well as the quality assurance measures in place.
Service features and program structure:
· Program incorporates and collaborates with both health and social services.63
· Services are delivered at easily accessible locations, over the phone or online.63
· Services are publicly funded through the government and offered at no out-of-pocket cost to the service user, facilitating access across different socioeconomic groups.58
· Services are easily accessible through self-referral.58
· Services are non-stigmatising.58
· Widespread awareness and acceptance of the services among other professionals and the general public.63
· Service is connected to other providers including employment, housing and financial support programs facilitating the coordination of service delivery to meet service user needs.63
Quality assurance measures:
· Specific and appropriate selection criteria are used for recruiting coaches.63
· Coaches undergo competency-based training.63
· Treatment provided to service users adheres to the recommendations established by the NICE and NewAccess principles.63
· Appropriate LiCBT interventions are clearly defined to ensure coaches deliver treatment within their scope of practice.63
· Well-established and consistently employed guidelines and mechanisms for stepping service users up and down the service framework to more or less intense forms of treatment to meet their needs.63
· Clinical supervisors employed to oversee treatment, monitor risks and outcomes and ensure that interventions delivered by therapists comply with NewAccess LiCBT principles and guidelines.63
· Regular evaluation and monitoring of coaching and e-mental health services’ clinical outcomes, application of evidence-based NICE practices, clinical risk management, safety and effectiveness.63
· Integrated electronic case management system with instant reporting updates and notifications for issues that require immediate attention.63


Note: LiCBT=low intensity cognitive behavioural therapy, FTE=full-time equivalent, NICE=National Institute for Health and Care Excellence, and IAPT=Improving Access to Psychological Therapies.
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	Governing body
	The Department of Health

	Workforce
	Services were delivered by psychologists and appropriately qualified social workers, occupational therapists, mental health nurses, and Aboriginal and Torres Strait Islander health workers.74
Mental health professionals were directly employed and paid a salary, or contractually employed either as an individual provider or through a third party.73 Direct employment was more common in rural areas and became more prevalent over time.73
Between 2011 and 2012, a total of 3,037 mental health professionals delivered services through ATAPS.73

	Program funding
	Services were primarily publicly funded by the Commonwealth Government through Medicare Locals and in a small proportion of instances through service user co-payments.73
The average cost per session was $219 ($57-$1155) in 2007-8 and the median cost was $171.72
Co-payments were reported for 203,412 or 14.2% of sessions between July 2003 and December 2012, for which the mean charge was $18.15/session, resulting in an overall cost of $3.58/session for all service users.73 A co-payment was not reported for the majority of Tier 2 services, indicating that these were more likely to be fully funded.73

	Service user populations
	Demographic service user data for 2013-2014:
· A total of 73,550 (85%) of 86,593 referrals engaged with services.75, 76
· Across Australia, there were 316 ATAPS service users per 100,000 people.76
· Use among Aboriginal and Torres Strait Islander people was 831.1 per 100,000.75, 76
· Use among people aged <15 years was 315.9 per 100,000.76
· Use among people aged >65 was 103.7 per 100,000.76, 123
· In the Northern Territory, there were 352 ATAPS service users per 100,000 people, the highest rate in any state or territory.75, 76
· In the Australian Capital Territory, the rate of uptake was 346 ATAPS service users per 100,000 people, the second highest in any state or territory.75, 76
· Tier 1 (General ATAPS) service users totalled 45,226 (61.5%).76
· Tier 2 service users totalled 28,324 (38.5%), including76:
· 3,972 (5.1%) service users who identified as Aboriginal and Torres Strait Islander and 200 (0.3%) of which accessed suicide prevention services.
· 11,955 (16.3%) children.
· 629 (0.9%) service users experiencing or at risk of experiencing homelessness.
· 3,316 (4.5%) service users experiencing perinatal depression.
· 486 (0.7%) service users located in rural and remote locations.
· 6,731 (9.2%) service users accessing suicide prevention services.
· 1,235 (1.7%) service users impacted by extreme climatic events.
Clinical service user data for 2013-201476:
· Depression was the most commonly diagnosed mental health issue, reported in 48% of ATAPS service users
· 40.2% of service users were diagnosed with an anxiety disorder.
· 4.6% of service users were diagnosed with an alcohol or drug use disorder.
· 1.6% of service users were diagnosed with a psychotic disorder.
· 1.1% of service users were diagnosed with an unexplained somatic disorder.
· The remaining 27% of service users had ICD-10 diagnoses categorized as “other”, “other children's mental/behavioural diagnoses”, “unknown” or “no formal diagnosis”.

	Access routes
	Referral from a health provider, primarily GPs, to a mental health professional via a Mental Health Treatment Plan and using a register system, third party broker or treatment voucher.73
From 2011 to 2012, a total of 13,157 health professionals provided 47,200 referrals to ATAPS services.73

	Intake and assessment
	Clinical assessment tools such as the Kessler Psychological Distress Scale (K10) and Depression Anxiety Stress Scales (DASS) were generally used to obtain pre- and post-treatment mental health and wellbeing measures.73
Other instruments may have also been used for service users from certain groups or with specific risk factors or symptoms, these included73:
· The Edinburgh Postnatal Depression Scale (EPNDS);
· The Strengths and Difficulties Questionnaire (SDQ) for children;
· The Kessler Psychological Distress Scale (K5); and
· The Modified Scale of Suicidal Ideation (MSSI).

	Interventions and service delivery structure
	Six 1-hour individual sessions per referral with a maximum of 12 per year (18 in exceptional cases), and a maximum of 12 group sessions.77 The average number of sessions delivered per referral was 5.2 according to data collected between July 2003 and December 201273, and 4.7 between 2013 and 201476. 
Treatment was primarily CBT-based and was generally delivered face-to-face, but may have also been provided over the telephone, internet or video conferencing.73  The majority of sessions provided were 46 to 60 minutes in length, however ones lasting less than 30 minutes were frequently reported among some Tier 2 services.73

	Infrastructure requirements
	ATAPS services relied on good referral pathways between service providers.  This included direct referral from a GP to a mental health professional or referral through one of three systems73:
· A voucher system;
· A brokerage system; or
· A register system.
Sessions may have been delivered at sites where GPs and mental health services were co-located, from the mental health professional’s own room, or at community health centers.73
Telephone equipment and adequate connectivity were required to deliver T-CBT services.73 

	Workforce Training
	Specific Level 2 training was available for clinicians providing certain Tier 2 services.73 This included mandatory training on delivering suicide prevention services, and telephone-based CBT (T-CBT) training provided by the Australian Psychological Society.73, 124 

	Monitoring and evaluation
	The Centre for Health Policy, Programs and Economics, at the University of Melbourne was commissioned to conduct ongoing data collection and evaluation of ATAPS services and service users from the program’s inception.72

	Challenges
	Important challenges highlighted in the implementation and delivery of ATAPS services included:
· Workforce shortages.72, 73
· Difficulties engaging and retaining mental health professionals, especially in rural and remote areas.72, 73
· Funding restrictions.73
· High demand for services, particularly in densely populated urban areas.73
· Distance barriers and increased travel costs associated with delivering face-to-face sessions in rural and remote locations.73
· Of the three referral systems, the voucher system was the least beneficial for all parties involved in treatment.73
· Initial confusion among health providers regarding appropriate service user criteria and the administrative requirements associated with service delivery, however these issues eventually resolved.73
· Initial remuneration issues.73
· Inadequate feedback regarding service user status provided to referring GPs by mental health professionals.73
· Constraints in the nature of treatment sessions offered as well as the number of consults allotted under the first referral.73
Specific challenges associated with implementing and delivering T-CBT services:
· Low referral to and uptake of services.73
· High staff turnover.73
· Service user preference for face-to-face consultations.73
· Difficulty establishing a therapeutic relationship, actively engaging with service users and limiting distractions to therapy over the telephone.73
· Referral system challenges were reported by some service providers.73
· Limited mobile phone coverage in some areas, leading to negative experiences among service users.73
· Burden of additional paperwork required for service users to access services.73
· Services were not marketed to organisations outside of ATAPS.73

	Key success factors
	Important success factors highlighted in the implementation and delivery of ATAPS services included:
· The co-location of GP and mental health services was reportedly the most advantageous for referrers, service providers and 
service users as it promoted communication between health providers, facilitated referral processes, and eliminated the need for travel between service delivery locations. 73
· Direct referrals by GPs were associated with better service user outcomes, and among the three referral systems used, the register system was found to be the least disadvantageous for all parties involved in treatment. 73
· Direct employment of mental health professionals may have been associated with better service user outcomes compared to contractual arrangements.73
· Monitoring and restricting referral numbers, and establishing administrative systems/procedures were identified as the most effective means of managing service demands.73
Specific success factors associated with implementing and delivering T-CBT services:
· T-CBT training for service providers delivered by the Australian Psychological Society.73
· Capacity to improve accessibility for service users in rural and remote locations.73
· Positive response to the initiative by service providers.73
· The capacity to deliver services within the established ATAPS framework.73


Note: ATAPS=Access to Allied Psychological Services, GP=general practitioner, CBT=cognitive behavioural therapy, and T-CBT=telephone-based cognitive behavioural therapy.
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	Governing body
	The Department of Health

	Workforce
	Better Access services are delivered by registered health professionals including GPs, psychiatrists, and eligible psychologists, social workers and occupational therapists.80

	Service user populations
	In 2014, 588,911 people or 25.1 per 1,000 received Better Access services.82
Demographic service user data collected from 2006 to 2010 showed that82:
· 10.9% of service users were ≤14 years of age.
· 4.5% of service users were 65≤ years of age.
· 18.7% of service users resided in inner regional areas.
· 5.8% of service users resided in outer regional areas
· 0.5% of service users resided in remove or very remote locations.
· Only 35.3% of service users were categorised as being in the two lowest SES quintiles.
Clinical service user data collected between 2009 and 2010 showed that80:
· 37.7% of service users were diagnosed with depression and anxiety.
· 36.7% of service users were diagnosed with depression without anxiety.
· 18.6% of service users were diagnosed with anxiety without depression.
· 7.0% of service users were diagnosed with other mental health issues such as alcohol and drug use disorders, psychotic illnesses, unexplained somatic disorders, etc.

	Program funding
	Services are partially funded by the Commonwealth Government through Medicare rebates and by service users through co-payments.78, 80, 82
The total cost of services in 2013 was $520.7 million, $426.2 million of which was paid for through Medicare.82  Overall, 51.7% of the services provided included a co-payment, for which the median co-payment fee was $46.56.82

	Access routes
	Services are accessible upon referral by a GP, psychiatrist or pediatrician.78

	Intake and assessment
	A clinical assessment is conducted at intake using standardized validated instruments (unspecified) and clinician judgment.125

	Interventions and service delivery structure
	Treatment offered includes a maximum of 10 individual and 10 group allied mental health sessions per service user per year barring exceptional circumstances necessitating additional services.78  The average number of sessions delivered to service users is approximately 5 per year.82
Interventions are delivered face-to-face and include:
· Individual psychological therapy delivered by a clinical psychologist.126 
· Focused psychological strategies delivered individually or in groups by psychologists, social workers and occupational therapists.126

	Infrastructure requirements
	Services are delivered through privately managed mental health practices and are partially funded through Medicare rebates.  The program relies on effective referral pathways between GPs/pediatricians and mental health professionals.78, 82, 127

	Monitoring and evaluation
	Routinely collected MBS, Pharmaceutical Benefits Scheme (PBS), and Medicare provider data has been used to conduct evaluations of Better Access services including uptake, accessibility, affordability, and the program’s impact on the mental health professional workforce.  However, these do not report on symptom severity or service user outcome.80
Individual studies have also been conducted to evaluate Better Access service user outcomes and stakeholder experiences with the program.80

	Challenges
	Program evaluations have highlighted the following challenges in implementing and delivering Better Access services:
· Poor reach of services among some groups, including Aboriginal and Torres Strait Islander populations, and those living in lower income, rural and remote areas.127
· Psychiatrist shortages.127
· Difficulty obtaining services provided by private psychiatrists, especially ones that charge low fees or bulk-bill service users.127
· Reductions in program funding introduced in 2013.79
· Restrictions on the maximum number of treatment sessions allotted per service user per annum have reduced access to services and resulted in undesirable changes to treatment scheduling among providers, particularly following the reduction from 18 to 10 sessions introduced in 2013.79
· Issues related to providing culturally appropriate mental health services.127

	Key success factors
	Program evaluations have highlighted the following key success factors in implementing and delivering Better Access services:
· Positive response to the program among GPs.127
· Service locations are generally easy to reach and treatment is offered at a low-cost, improving access to mental health services for many individuals.79


Note: SES=socioeconomic status, and GP=general practitioner.
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Checklist of elements to be covered in six-step process of planning and implementing stepped care approach for catchment population
1. Determining the demand for services
· Collect and outline important population data (total population and demographic profile including age, gender, socioeconomic status, rurality and other relevant attributes) in catchment area;
· Integrate available population data with modelling data from the National Service Planning Framework to establish estimates of the prevalence of mental disorder across levels of severity
· Stratify levels of need and expected demand by age and severity
· Identify key factors determining service user preferences for treatment, especially for common mental disorders, that are likely to influence help-seeking
· Determine target levels for services and intervention types across PHN catchment.


2. Identifying service providers and programs that may be incorporated into a stepped care model
· Map currently available services including type, capacity, location, and accessibility (considering transport, cost or other relevant variables)
· Map and review current service utilisation and referral flows, including strengths and weaknesses of referral processes
· Engage local service providers in collaborative process of identifying local service capacity and needs, and facilitate understanding and willingness to participate in a stepped care model
· Determine how current services match to need and identify areas of overlap or gap in current services
· Identify existing or exemplar programs that may address gaps in services
· Identify intersections and gaps between LHN and PHN delivered services to facilitate continuity of care
· Estimate costs of additional services required and potential efficiencies or areas to offset.

3. Planning the stepped care model
Collaborate with local stakeholders and key decision-makers, including LHN representatives, to outline a service delivery plan:
· Based on identified targets, estimated demand, available (or potentially available) services, population distribution and composition, preferences, costs and funding sources, outline:
· Appropriate interventions to be provided across levels of severity 
· Assessment process and criteria for determining severity level at entry and step-up /step-down procedures
· Services and providers to deliver interventions at each level, including mechanisms for supervision and monitoring where required, and workforce requirements at each level
· Identify the planning requirements and strategies for implementing the model including
· Identify governing bodies or groups and representatives from professional bodies and service user groups to be included as stakeholders
· Training needs for service providers and supervisors (i.e. engage with tertiary institutions to deliver courses if necessary, develop course structure, identify criteria for acceptance into program, etc.).
· Infrastructure requirements for service delivery (for example website, information technology and system requirements, offices and consultation rooms)
· Specify requirements for coordination and information sharing between services (e.g., establishing standards to facilitate interoperability and data sharing) that incorporates specific stakeholder needs and concerns (e.g., usability, privacy etc.) and avoids task duplication and undue administrative burden that detracts from clinical time
· Describe framework for monitoring progress and facilitating step-up and step-down
· Describe framework for evaluating profile and effectiveness of service delivery against stepped care model
· Consider options for use of funding/payment structure to incentivise inter-professional collaboration and optimise referral and retention across care providers
· Develop processes for feedback and monitoring including adverse incidents 
· Project costs and secure funding where required.

4. Implementing the stepped care model
· Commission services required to deliver required interventions within stepped care model, including use of tendering, procurement and contract management procedures consistent with recommendations of the Harper review128, focussing on principles of contestability
· Implement information systems to collect clinical and administrative data required to support delivery of stepped care and evaluation of the model
· Develop and implement communication and marketing strategy to inform the public and local professionals about the services
· How to enter the services
· What is provided and by whom
· Any associated costs
· Address any confidentiality concerns
· Where/how to ask questions about available services.

5. Evaluating stepped care services
· Involve stakeholders in development of an evaluation framework and implementation of data collection and reporting strategies
· Develop and implement collection of appropriate indicators including:
· Service use and service user data 
· Wait times and drop-out rates (overall and in specific areas)
· Service user outcomes and satisfaction
· Staff turnover and workforce shortages
· Service provider satisfaction
· Costs for cost-effectiveness analysis 
· Where possible, consider developing partnerships with other organisations (such as research units and other PHNs) to facilitate contribution of information to a broader evidence-base to facilitate strategic improvements in the implementation of stepped-care.

6. Implementing changes to service delivery as required
· Review system performance and evaluation results 
· Plan and implement changes to services where required 
· Ensure ongoing cycle of quality improvement.
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