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Executive Summary

headspace' aims to improve the mental health and social and emotional wellbeing of young people in
Australia through the provision of evidence-based, integrated, youth-centred and holistic services. In
January 2013, the Australian Government Department of Health (DoH) commissioned a consortium
of researchers from the Social Policy Research Centre and the Centre for Social Impact, UNSW
Australia; Bankwest Curtin Economics Centre, Curtin University; and the Telethon Kids Institute,
University of Western Australia to evaluate the effectiveness of headspace.

The evaluation aimed to:

° examine young people’s access to and engagement with the centre-based program
including the demand for services at centres and barriers and facilitators to service use

» assess the outcomes of young people who have received services from headspace to
determine the effectiveness of the treatment

* assess the centre-based program’s service delivery model including aspects of the
model that are most and least effective in assisting headspace to meet its objectives, and

* conduct a cost effectiveness analysis of the program as it currently operates, as well as
an expanded version of the program that seeks national coverage.

This report presents the evaluation findings.

Evaluation Method

The evaluation used qualitative and quantitative methods to answer the evaluation questions. The
main methods and data sources included:

* program datasets (including the headspace Centres Service Application and the headspace
Centres Finance Application): these datasets contain information relating to over 45,000
young people who received almost 200,000 occasions of service across operational
headspace centres

* the 2011 Census of Population and Housing

* interviews with key program stakeholders including headspace clients (n=50), centre
managers and staff (n=25), and parents and carers of young people with mental health
concerns (n=38)

» surveys of 1,515 young people attending headspace and 4,774 young people? who were not
attending headspace to compare the outcomes of headspace clients with those who have
not used headspace or have received alternative forms of mental health care

* surveys conducted with various stakeholder groups, including 226 parents and carers of

"headspace is not capitalised throughout this report to align with headspace branding.

2 These figures relate to wave 1 of each survey.

Social Policy Research Centre 2015 1
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young people with mental health concerns; 207 headspace centre managers, professionals
affiliated with headspace and/or the mental health care service system; and 29 centre
managers

a cost effectiveness analysis including estimates of government investment directed towards
treating young people and estimates of the effectiveness of headspace centres

an analysis of centre expansion under the current headspace allocation model, an evaluation
of the effectiveness of the current centre allocation model to provide access to headspace
services, and a discussion of alternative methods of achieving national coverage for
headspace services.

The findings presented in this report are subject to the limitations and assumptions of the
underpinning modelling as well as the limitations of the data. The evaluators have sought to identify
and minimise, to the greatest extent possible, these limitations. While the analysis is firmly based on
best practice and has been subjected to rigorous quality assurance procedures, the use of different
datasets coupled with ongoing developments and improvements in data may potentially produce
different results in different components of the analysis.

The outcomes analysis reports the progress of young people over the course of their engagement
with headspace. One key issue for the evaluation is the existence of two datasets which were used
to examine the outcomes of headspace clients. The evaluation was originally designed to measure
outcomes using a single source of data: a survey of headspace clients and a comparison group of
young people. However, the implementation of a new administrative dataset (hCSA) at the beginning
of the evaluation (January 2013) presented an opportunity to examine client outcomes using a
comprehensive administrative data source. In using these two datasets the evaluation employed two
complementary approaches to examine the effectiveness of headspace in relation to client outcomes:

a difference-in-difference (DID) approach, and
the clinically significant change (CSC) method.

The CSC method utilises the administrative data collection (hCSA) and focuses on changes in
psychological distress for different groups of headspace clients over the course of headspace
treatment, comparing the progress of headspace clients with benchmarks derived from functional
populations.

The DID approach analyses survey data collected from a sample of headspace clients and a
comparison group of young people. The analysis compares the progress of young people in the
‘headspace treatment’ group with those in two comparison groups — an ‘other treatment’ group
comprising those in the general population who have sought mental health treatment outside the
headspace program, and a ‘no treatment’ group comprising those in the general population who have
sought no mental health treatment.

The results of these distinct analyses align; both show headspace has a small program effect. The
key findings related to client outcomes and the other evaluation scope areas are presented below.

A selection of key findings related to the scope areas are presented below.

Access and Engagement

The evaluation indicates that headspace is an accessible program. During the 2013/14 financial year,
67 headspace centres provided 194,968 occasions of service to 45,195 young people with mental
health or other issues (approximately 9,000-12,000 clients per month).

Findings show that the centre-based program is being accessed by a diverse group of young people
whose need for mental health care is evidenced by high levels of psychological distress. Almost
three-quarters of young people who sought help at centres during the 2013/14 financial year had high

Social Policy Research Centre 2015
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or very high levels of psychological distress? at first assessment (74.2%).

headspace has been successful in attracting some young people from marginalised and at-risk
groups, as well as young people traditionally disadvantaged in their access to mental health care.
Most notably, headspace is being accessed by significantly higher proportions of Indigenous
young people and those living in regional areas than the proportions of these groups in the general
population.

The strategic placement of centres in regional areas has been effective in facilitating access to
community based mental health for young people living outside of major cities. While this group
represents 26.2% of young people nationally, 39% of headspace clients lived in regional areas (inner
and outer regional).

Indigenous young people are also over-represented as headspace clients. Approximately 7.4% of
clients identified as Aboriginal or Torres Strait Islander, which is double their representation in the
general population (3.7%). This is another significant finding as research indicates that Indigenous
people have higher rates of mental health and substance misuse conditions than the general
population, but are more reluctant to seek help (Jorm et al, 2012). The proportion of Indigenous
clients varies greatly according to the geographic location of centres and qualitative data indicates
that some centres could do more to make their services more culturally appropriate for Indigenous
clients.

headspace is being accessed by a higher proportion of female young people (62.8%) than males
(37.2%). This finding is consistent with results from the National Survey of Mental Health and
Wellbeing, which reports higher rates of mental disorders in women (ABS, 2007), as well as the
higher overall usage of health services by women in general (ABS, 2010).

One in five headspace clients (20.2%) identify as lesbian, gay, bi-sexual, transgender or inter-sex
(LGBTI). While no age-specific comparison data is available, the Second Australian Study of Health
and Relationships reports that of the adult population, only 3% of men and 4% of women identify as
LGBTI (Richters et al., 2014).

Other groups of vulnerable young people over-represented at headspace are young people
disengaged from work or study (20.2% of clients compared to only 10.7% of the general youth
population); and young people who are homeless or living in insecure housing, such as couch surfing
or sleeping rough. This group represented one in 10 clients (11.7% of 12-25 year olds; 7% of 12-17
year olds; and 16.7% of 18-25 year olds). The latter group was far less likely to return to headspace
after their first visit than all other clients, indicating that sustained engagement with mobile young
people is challenging.

These findings indicate that headspace has achieved much in initially engaging a significant
proportion of vulnerable young people and disadvantaged groups. However, CALD young people are
under-represented as headspace clients. AlImost all young people attending headspace were born in
Australia (92.8%), compared to 82% of all young people across Australia. Of the 7.2% of clients that
were born overseas, only 6.6% speak a language other than English at home (compared to 19.3% of
Australian young people). This finding suggests that centres may need to target CALD young people
in promotion activities and connect more with local CALD services to facilitate integrated service
provision for this group of young people.

Stakeholders (clients, staff and parents) generally identified headspace to be an accessible and
engaging service. The youth-friendly environment and innovative engagement approaches; the
friendly, non-judgemental and relatable staff; the free or low cost service; wide-range of services
provided; and practical assistance (such as transportation) were all commonly mentioned as
important factors that helped young people access and stay engaged with headspace. Despite the
high value that many young people and their parents placed on these program features, a number of
barriers to service access were raised by stakeholders. These included the stigma of mental iliness,
practical barriers (such as standard opening hours and lack of transportation), centre waiting lists,
and concerns around the cultural appropriateness of services provided in some centres.

3 As measured by the Kessler Psychological Distress Scale (K10) which categorises distress levels into four groups:
low, moderate, high and very high.
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Parents played a critically important role in getting young people to attend headspace services
through the provision of practical support (e.g. transport, contacting services), emotional support,
discussion and encouragement. Surveyed parents encouraged their young person to attend
headspace because they believed they needed professional help, they would not get well without it
and/or they were concerned about their young person’s safety.

While surveyed parents played an important role once young people started attending headspace,
62% (58 of 93 parents who responded to survey question) had not heard of headspace or did not
know what headspace did before their young person started attending. A number of parents received
information about headspace from a health or community service worker (33 of 93 parents/carers
who responded to question).

Young People’s Outcomes

One of the primary research questions guiding the evaluation was whether treatment at a headspace
centre resulted in improved outcomes for young people. The evaluation findings from the two
different analytical techniques employed align well and show a pattern of small program effect.

Changes in levels of psychological distress were measured using the Kessler 10 (K10)4. The

mean average reduction in K10 scores for young people who received headspace services in the
2013/14 financial year was 2.3 points — from 28.8 at assessment to 26.5° at last recorded K10°8. This
general finding, however, masks significant differences evident in young peoples’ experiences with
headspace.

Overall, the psychological distress of almost half of headspace clients decreased (47%, n=12,233):
13.3% experienced a clinically significant reduction in psychological distress, 9.4% a reliable
reduction and 24.3% an insignificant reduction. Almost 29% of young people experienced no change
in their psychological distress level and psychological distress increased for almost one in four young
people (24.3%). Of this group, 4.5% experienced a clinically significant increase in psychological
distress, 4.9% a reliable increase and 14.9% an insignificant increase in their level of psychological
distress. Young people identifying as Aboriginal or Torres Strait Islander were over-represented in
the groups whose psychological distress increased clinically. In summary, the level of psychological
distress reduced significantly (clinically or reliably) for more than double the number of young people
than those whose psychological distress increased (5,908 compared to 2,457).

Suicidal ideation and prevalence of self-harm were analysed to further examine young peoples’
mental health outcomes. Suicidal ideation reduced significantly even among the group of young
people who recorded an insignificant reduction or no reduction in psychological distress (i.e.

suicidal ideation fell for this latter group by more than 16 percentage points; from 64% to 47.8%).
Self-harm also decreased for all groups, except those who experienced a significant increase in
psychological distress. The greatest reduction in prevalence of self-harm was for those who improved
clinically significantly (down 24.7 percentage points), and those who recorded a reliably significant
improvement (down 18.3 percentage points). These findings highlight the potential protective role that
headspace may have against extreme adverse mental health outcomes.

Young people treated by headspace and whose mental health improved also benefited from a range
of positive economic and social outcomes. The number of days that headspace clients were unable
to work or study dropped significantly by 4.5 days per month for those who showed significant
reductions in psychological distress, from 7.6 days at the start of headspace treatment, to 3.1 days
at the last occasion of service’. There was also a strong reduction in the number of days cut back

4The K10 is a self-complete questionnaire designed to measure psychological distress based on questions about how
frequently people have experienced negative emotional states in the past 30 days. A full description of this validated
scale, including the score categorisations used for analysis, can be found in Chapter 2. Reduction in K10 scores
means that the level of psychological distress has gone down.

5 As indicated in Table 2.3, K10 scores of 22-29 indicate high levels of psychological distress.

® Young people are asked to complete the K10 scale at various times throughout their treatment (first, 3rd, 6th, 10th
and 15th occasion of service). The last recorded K10 is not always an exit score and will include young people who are
still receiving treatment.

" The last occasion of service refers to the last recorded occasion of service within the hCSA data. A proportion of
young people may still be receiving services from headspace.
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through mental health issues among headspace clients that improved clinically, from 9.4 days per
month at presentation to headspace on average down to 3.1 at the final observed visit.

Responses to the number of headspace treatments varied by both age and gender. Young females
entered headspace with a higher level of psychological distress than males, and typically received
more occasions of service over a longer period of time. Females 23 years and over showed a high
level of clinically and reliably significant improvement over time: the combined rates of clinical and
reliable improvements rose from 16% by the third visit to nearly 29% by the tenth visit. The trajectory
of clinically and reliably significant improvement in psychological distress was relatively flat for

males by age, but the rate of clinical improvement in mental health functioning also increased as the
number of headspace visits rose.

Young people who only had 2-3 occasions of service were over-represented in the group who did
not experience any change or had an insignificant change. This finding is not surprising as the
initial occasion of service is generally an intake assessment rather than treatment and so this group
of young people would have received a very low dose intervention. Young people who had 7-10
occasions of service were highly represented among those who had clinically significant reductions
in psychological distress, while young people with 10 or more occasions of service were over-
represented in terms of their reliably and clinically significant reductions in psychological distress.

Evaluation findings show a small positive improvement in outcomes for young people that sought
headspace services relative to similar young people and a functional population. Specifically,

the ‘headspace treatment’ group recorded a greater reduction in psychological distress when
compared with both the ‘other treatment’ and ‘no treatment’ matched groups over time. Both results
are statistically significant. The effect size for this outcome indicator is -0.11 for the difference-in-
differences between the ‘headspace treatment’ and ‘no treatment’ group. Comparisons between the
‘headspace treatment’ and ‘other treatment’ group show an effect size of -0.16.

Service Delivery Maodel

The headspace delivery service model ensures that young people with a range of problems can
access different practitioner types in the one location. There is a low rate of formal referrals to other
services for headspace clients. Informal referrals to other services are not recorded in the hCSA,;
however, other qualitative data indicates that young people frequently receive informal referrals.
There is variability in the connections centres have with local services, with some working effectively
with local providers and tensions being evident in others.

The evaluation indicates that one of the best ways that the service model could be enhanced to
better meet the needs of young people and their parents and carers is to increase the capacity
of centres to provide family therapy for some young people. The maijority of staff interviewed
and managers surveyed (n=22/29) identified family-based treatment as the main service gap.
The increased provision of outreach services was the second most clearly identified strategy for
enhancing headspace services.

eheadspace was used by about 30% of clients that had accessed headspace services. eheadspace
was viewed by staff working within centres as an effective additional component of headspace that
can provide young people with information about headspace including what to expect at centres.
Some staff commented on the value of eheadspace in holding young people steady while they were
waiting to access services; however, assessing the effectiveness of eheadspace was beyond the
scope of the evaluation.

The evaluation produced mixed results about the role of headspace National Office. The
overwhelming majority of centre managers (n=23/29) rated hNO as useful or very useful to the
work of their centre; however, open-ended survey data indicates that some tensions exist around
perceptions of the centralisation of control by hNO.

Workforce issues present a challenge for many centres and impact on the provision of seamless
service provision. Almost half of the centre managers surveyed (n=14/29) stated that they were
operating with a staffing vacancy. In particular, there was an identified need to expand the amount of
time that GPs operated in centres as well as the range of GP services offered.

Finally, the evaluation indicates that headspace has been relatively effective in building brand
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awareness and promoting mental health and help seeking among young people. Awareness of
headspace varies among stakeholder groups, with surveyed GPs in particular showing generally
low levels of awareness about what headspace does, and a clear reluctance among some GPs to
refer young people with an emerging mental health problem to headspace. Further research may be
needed to better understand and improve GP engagement levels and referrals.

Costs of headspace

Government investment into headspace is facilitated through a number of funding streams.

These include the headspace grant, the Medicare Benefits Scheme (MBS), the Access to Allied
Psychological Services (ATAPS), the Mental Health Nurse Incentive Program (MHNIP) and Rural
Primary Health Services (RPHS). Together, the headspace grant and the MBS fund more than 81%
of services provided within headspace centres. The cost analysis presented in Chapter 6 does not
include the value of some minor funding streams as these were not able to be estimated with the
available data.

Findings in relation to government investment show that the average cost of a headspace occasion
of service is $339 (2013/14 financial year)®. However, there is considerable variation in average

costs per occasion of service at the centre level. Costs can range from $136 to over $1,000 taking
into account the headspace grant only. High unit costs could indicate inefficiency; however, to draw
firm conclusions about this requires further investigation at the centre level. Substantial surpluses
also existed in terms of the headspace grant within the 2013/14 financial year. It is recognised that
legitimate impediments may reduce the ability of some centres to realise operational efficiencies,
particularly in certain areas throughout Australia. However, it is recommended that centre level
operational inefficiencies are identified, assessed and resolved in order to make effective use of finite
resources. This could involve a number of measures, including:

review of funding grant allocation relative to historical and predicted need at the local area
level

targeted assistance to particular centres to ensure operational efficiencies are optimised
performance indicators and targets linked to grant funding.

Each of these initiatives would need to be carefully considered and implemented to protect against
unintended consequences for the headspace program, and to ensure that headspace can continue to
reach its objectives in improving the social, emotional and mental health of young Australians.

headspace is a highly accessible, complex program, serving a diverse range of vulnerable young
people with high levels of psychological distress and a range of social, emotional and health
problems. While some evaluation findings are mixed, results show that there are small improvements
in the mental health of headspace clients relative to two matched control groups. As expected,
changes in outcomes varied for different groups of young people.

Economic and social benefits from improved mental health functioning are delivered through a
number of positive outcomes, and to the extent that these can be attributed to headspace treatment,
add value to the headspace investment. The strongest economic benefits arise from a significant
reduction in the number of days lost due to iliness, the number of days cut down®, and the reduction
in suicide ideation and self-harm. These findings provide some indication of the economic and social

8 There is no similar program with which to directly compare and benchmark headspace program cost; however, this
occasion of service cost compares closely to ambulatory services which nationally averaged $303 per treatment day
in the 2012-13 financial year (excluding Victoria). Ambulatory care services (a form of community based mental health
services) are provided by outpatient clinics (hospital or clinic based), mobile assessment and treatment teams, day
programs and other services dedicated to assessment, treatment, rehabilitation and mental health care (SCRGSP,
2015).

9 At each occasion of service young people were asked to indicate the number of days in the last two weeks when they
were totally unable to carry out usual activities at school and work; and the number of days when they had to cut down
their usual activities. See Table 2.3 for further information.
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value to society of the improvements in mental health functioning being delivered through headspace.

The value of headspace cannot be restricted to its impact on individual clients. The mental health
promotion and community awareness work of headspace is valued by staff and clients, and appears

to be having a positive impact in reducing the stigma of mental illness and encouraging help seeking
among young people.
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|. Introduction

This is the final report of the second headspace evaluation. The Australian Government Department
of Health (DoH) commissioned a consortium of researchers, led by the Social Policy Research
Centre (SPRC) and Centre for Social Impact (University of New South Wales), to conduct the
evaluation. Other members of the consortium include researchers from the Bankwest Curtin
Economics Centre at Curtin University and the Telethon Kids Institute at the University of Western
Australia.

The two and a half year evaluation began in January 2013. The evaluation assesses the extent to
which the centre-based headspace program is achieving its objectives, with a specific focus on:

* young people’s access and engagement with headspace centres
* the centre-based service delivery model
» the outcomes of young people who have received services, and
* the cost effectiveness of headspace centre services.
A diverse range of methods were used to evaluate the headspace program. Methods included:
» fieldwork at five headspace centres including interviews with 25 staff and 50 young people

* analysis of program client, service provider and financial data across 56 fully operational
headspace centres opened during rounds 1-4 (see Appendix D for centre listing)

» surveys of 1,515 clients'® using headspace services and 4,774 comparative young people
* surveys of 207 managers at headspace centres, centre staff and affiliated stakeholders

* asurvey of 226 parents of young people with mental health concerns and interviews with 38
parents/carers.

This report brings together analysis from each methodological component of the evaluation, and
draws on the expertise and experience of multiple stakeholder groups.

The methodology used to evaluate headspace is summarised in Chapter 2, with further details
provided in Appendix C.

1.1 headspace background

headspace is the National Youth Mental Health Foundation. Since its establishment in 2006,
headspace has attempted to reduce the high prevalence of mental health problems, the low uptake
in service use, and poor outcomes among young Australians with mental iliness (Patulny et al, 2013).
The Foundation’s overarching goal is to improve the mental, social and emotional wellbeing of young

101,515 clients were surveyed at wave 1 but only 1,364 clients completed surveys at wave 2.

" 4,774 young people were surveyed at wave 1 but only 2,622 completed surveys at wave 2.

Social Policy Research Centre 2015 8
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people in Australia (headspace, 2012).

headspace receives funding from the Australian Government Department of Health (DoH), under the
Youth Mental Health Initiative Program, to deliver four clinical programs. These comprise:

a growing national network of headspace centres that operate in metropolitan, regional and
rural locations around Australia (formerly known as Communities of Youth Services)

a national online and telephone support service staffed by youth mental health professionals
(eheadspace)

headspace School Support, which provides assistance to secondary school communities
impacted by the suicide of a student

headspace Youth Early Psychosis Program (hYEPP): a specialist support service delivered
through headspace centres to young people experiencing, or at risk of developing, their first
episode of psychosis.

This evaluation focuses on only the first program: the effectiveness of the headspace centres.
However, it should be noted that headspace administers and coordinates a number of programs and
complementary activities that may have influenced some of the evaluation findings (e.g. community
awareness campaigns that seek to encourage early help-seeking and improve the outcomes of
young people with mental health concerns).

headspace centres are a network of enhanced primary care services where young people (12-25
years) with mild to moderate mental health problems are able to access a broad range of in-house
services or be connected to complementary services within the community. This age range is
targeted because the onset of mental illness is most likely to occur in adolescence and early
adulthood (de Girolamo et al, 2012). It is a time when young people need continuity in support and
services, rather than the interruption manifested in the traditional service delivery division between
adolescent and adult mental health care (Rickwood et al., 2014).

Unlike traditional mental health service options, headspace centres also provide integrated care
across four key domains: mental health, physical health, drug and alcohol use, and social and
vocational participation. The holistic care of young people is facilitated by the centre model that
draws on the expertise of a lead agency and a number of local partner organisations, each with
expertise in different areas (such as primary health care, mental health care and vocational training).

In recognition of the increased need for mental health services for young people in Australia, the
program continues to expand and has bi-partisan Federal Government support. headspace centres
have been opened in progressive rounds since 2006. Approximately 80 centres are currently fully
operational nationally; however, more are due to open each year until 2016. Most recently, the federal
government announced additional funding to expand the centre total to 100 by the end of 2016.

headspace was first evaluated by researchers at the Social Policy Research Centre in 2008/20092.
This independent evaluation adopted a longitudinal, mixed methods approach to examine the
achievements, limitations and future directions of the program, with a focus on the original 30
headspace centres (formerly known as Communities of Youth Services). The evaluation found

that headspace had made significant progress towards improving availability, appropriateness and
accessibility of mental health support for young people (Muir et al, 2009).

Limited outcomes data were available at the time of the first evaluation; however, the analysis
conducted suggested that headspace promoted and facilitated improvements in young people’s
mental health, social wellbeing and participation in education, training and employment (Muir et al,
2009).

2 The evaluations have had continuity in leadership, with llan Katz and Kristy Muir leading both evaluations. This
has ensured that the second evaluation has built on the processes, methods and knowledge gained through the first
evaluation.
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There have been many changes to the program since the first evaluation, including:

the introduction of a new administrative dataset from January 2013 that collects data from
both clients and service providers at each occasion of service (hCSA)

the introduction of a new financial dataset (hCFA)

an increase in government funding and number of headspace centres (from 30 to
approximately 80 currently operational, with a further 20 funded to open by December 2016),
and

the implementation of a new governance structure with headspace established as a
company limited by guarantee with a Board of Directors.

The second evaluation of headspace was conducted to determine if the program is meeting its
funded objectives and to ensure that program enhancements as well as future funding and expansion
decisions are evidence-based.

This report is structured according to the four evaluation scope areas: access and engagement,
client outcomes, the service delivery model, and the economic evaluation. Each scope area is
designated a chapter within the report and findings are presented according to the specified research
questions (refer Appendix A).

The document comprises six chapters. Chapter 1 provides some background to the evaluation and
the headspace program. Chapter 2 outlines the methodology used to evaluate headspace, with
further and more technical information provided in Appendix C. Chapter 3 presents findings related
to young people’s access and engagement with headspace. This chapter includes a comprehensive
profiling of headspace clients. Chapter 4 presents findings related to young people’s outcomes in
multiple areas following headspace treatment. Chapter 5 presents findings related to the headspace
service delivery model. Chapter 6 presents the costs of headspace; and Chapter 7 summarises the
key messages of the evaluation.

As part of the evaluation an analysis was conducted to consider the costs of national expansion. This
analysis is presented in Appendix B.
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2. Evaluation Methodology

2.1 Aims of the evaluation

The independent evaluation of headspace aimed to assess the extent to which the program is
achieving its objectives, with a specific focus on:

1. the processes of program access and engagement for young people and how these can be
enhanced

2. the effectiveness of the headspace program in achieving improved outcomes for clients
across multiple areas (mental health, physical health, drug and alcohol use, and social and
vocational participation)

3. the efficiency of the service delivery model, and
4. the costs and effectiveness of headspace.

These four areas comprise the scope of the evaluation as specified in the Department’s original
Request for Quotation. The evaluation methodology was designed to align with departmental
requirements that highlight two evaluation purposes: to assess program effect, and to identify ways
to enhance the program. Further, the evaluation was designed to answer key research questions that
were developed from departmental specifications (provided in Appendix A).

The multi-purpose evaluation and key research questions have informed the evaluation design which
is multi-method and longitudinal (2013-2015). This report presents findings by key research questions
where possible.

2.2 Evaluation data sources

The evaluation draws upon both quantitative and qualitative data. Some of these data are drawn from
sources which existed prior to the evaluation and others are primary data collected for the evaluation.
Table 2.1 provides a summary of evaluation data sources.

Table 2.1 Summary of evaluation data sources

Name Source type/description Dates

headspace Centres Services Administrative data collected by headspace 2013/14 financial year is evaluation
Application (hCSA) from clients and service providers reference period

headspace Centres Finance Existing administrative data source 2013/14 financial year is evaluation
Application (hCFA) reference period

Census of Population and Housing Secondary data source 2011

Social Policy Research Centre 2015 11
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Name

Survey of young people

Interviews with headspace staff
Interviews with headspace clients
Interviews with parents and carers
Survey of parents and carers
Survey of centre managers

Professional stakeholders survey

Source type/description

The evaluation drew upon data collected as
part of the National Child and Adolescent
Survey of Mental Health and Wellbeing. A
sample of this data comprises the W1 12-17
years comparison group data. Wave 2 12-17
years comparison group data; all 18-25 years
comparison group data; and headspace
treatment group data collected for evaluation

Primary data collected for evaluation
Primary data collected for evaluation
Primary data collected for evaluation
Primary data collected for evaluation
Primary data collected for evaluation

Primary data collected for evaluation

Dates

Wave 1 YMM data collection period:
Jun 2013 to Mar 2014. Wave 2 data
collection period: May 2014 to Nov 2014

Wave 1 18-25 years comparison group
data collection period: Dec 2013. Wave
2 data collection period: Sep 2014 to
Oct 2014

Wave 1 intervention group data
collection period: Dec 2013 to Jun 2014.
Wave 2 data collection period: Aug
2014 to Jan 2015

Fieldwork conducted Apr to Jun 2013
Fieldwork conducted Apr to Jun 2013
Fieldwork conducted Aug to Oct 2014
Online survey open Jun to Sep 2014

Survey open Jun to Aug 2013

Online survey open Sep to Nov 2014

The multiple evaluation methods enable a comprehensive assessment of headspace effectiveness
and efficiency. Where possible, the different methods were triangulated to strengthen the findings
and to provide more depth to the analysis. The evaluation methods are summarised in Table 2.2
below. Further information on each method including sampling, recruitment and analysis techniques

is provided in Appendix C.

Table 2.2 Summary of evaluation methods

Evaluation method

Analysis of program data:
headspace Centres Services
Application (hCSA)

Analysis of secondary data:
(Census)

Surveys of young people

Description of method

Analysis of the data contained in the headspace Centres Services Application (hCSA)
for the 2013/14 financial year. This dataset contains information collected from both
headspace clients and service providers. The hCSA data has been operationalised
to collect information about young people’s access and engagement with headspace,

aspects of the headspace service delivery model, patterns of client outcomes, government
investment in headspace, and the extent of clinically significant change in headspace
clients. Descriptive analysis was undertaken to profile headspace clients in comparison to
the overall youth population. The hCSA data was also used to provide further information
about the headspace survey intervention group.

The evaluation was informed by the analysis of secondary data: the 2011 Census of
Population and Housing. This secondary dataset was used to inform comparative analysis
of the demographic characteristics of headspace clients and young people across the
general population.

Three surveys were conducted to assess young people’s outcomes for the headspace
evaluation. The surveys were conducted in two waves, approximately 9 months apart.
However, this timeframe varied considerably.

The three surveys undertaken were: the ‘headspace treatment’ group (n = 1,364 at wave
2), a comparison group of 12-17 year olds (via the Young Minds Matter survey; n=1,686
at wave 2), and a comparison group of 18-25 year olds (sourced through a national online
panel; n=936 at wave 2).

The survey questions were largely drawn from the Young Minds Matter survey.

Issues with survey timing and comparability are addressed in the analysis where possible
and further information is provided in Appendix C.

The three surveys were used to compare outcomes in young people that had sought
services from headspace to those that had not sought any treatment and those that had
sought other treatment from another mental health provider. A difference-in-difference
approach was used to assess the impact of the program using survey cohorts. Propensity
score matching was conducted to align the intervention and comparison groups.
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Evaluation method

Fieldwork at sites

Survey of centre managers

Survey of professional
stakeholders

Parents and carers study

Cost effectiveness analysis

Additional economic analysis

Description of method

Fieldwork was undertaken at 5 headspace sites around Australia between April and
June 2013. Across these sites, a sample of 50 young people attending centres, 5 centre
managers and 20 staff members were interviewed.

Interviews were semi-structured and conducted face-to-face. All interviews were recorded
with the permission of participants. Interviews were then transcribed and imported into
QSR NVivo10, a qualitative data analysis software package to assist coding and thematic
analysis. Transcripts were coded using pre-determined coding frameworks (one for
headspace staff and another for headspace clients). Following coding, analytic memos
were written to summarise each node (or code) used and queries were run to identify
frequencies and relationships across nodes.

An online survey was distributed to centre managers at 40 operational centres (that is,
centres established during rounds 1-3). The survey collected data in June 2013 and valid
responses were provided by a total of 29 managers.

The survey collected data on the headspace service delivery model and program
implementation from a sample of respondents.

This survey was conducted to examine specific features of the headspace service model
as well as aspects of access and engagement that other data sources do not provide
sufficient information on.

In particular, the survey examined the perceptions of professionals affiliated with youth
mental health care, or providers connected to the broader service system with regard to
how headspace is collaborating with local services, and the impact of any collaboration.

Representatives from headspace consortium organisations were invited to participate in
the survey. In addition, a survey link and advertisement was posted on a number of forums
including AIFS’ Child Family Community Australia news section, and the RACGP Friday
Facts newsletter.

The survey was distributed online through direct email invitation and advertisements with
an embedded URL. The survey was open for approximately 4 weeks from early October
to early November 2014. A total of 207 professionals participated in the survey. The
KeySurvey system that hosted the survey has an automatic report function that provides
basic analysis (descriptive results). Further analysis was conducted by exporting the data
file into excel. Text provided in open-ended questions was thematically coded.

This study explored the views of parents and carers of young people with mental health
problems about their own mental health needs, their experiences with headspace services,
and how headspace compares to other services.

The study comprised two components: an online survey of parents and carers; and 6 focus
groups and 3 individual interviews with parents/carers. Study participants were recruited
through posters that were located in headspace centre reception areas, advertisements
posted on the Facebook pages of beyondblue and the Butterfly Foundation, and through
an advertisement and survey link that was posted on the parents and carers section of the
headspace website.

A total of 226 valid survey responses were received between 1 June and 30 September
2014. An additional 38 parents/carers participated in interviews that were held between
August and October 2014. All interviews were transcribed and uploaded to NVivo, a
qualitative data analysis software. Transcripts were coded using a pre-determined
framework. The survey data was analysed using KeySurvey, a software system that
enables analysis through an automatic report function. The analysis report provides basic
descriptions of data collected. Further analysis of the survey was conducted following
export of survey data into excel. Text provided in open-ended questions was thematically
coded.

The cost effectiveness analysis of the headspace program examines the government’s
investment in headspace and compares costs with the outcomes of young people in
comparison to a functional population and to other similar young people that did not receive
treatment at headspace. The analysis was undertaken by economists at the Bankwest
Curtin Economics Centre at Curtin University and is based upon both the difference-in-
difference methodology and the clinically significant change method.

This component of the evaluation builds on the cost effectiveness analysis to consider
different methodologies for increasing the efficiency and economy for the potential
expansion of headspace.

This analysis was undertaken by the Telethon Kids Institute at the University of Western
Australia. It is presented in Appendix B.
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The outcomes analysis draws upon data contained within the hCSA and the young people surveys.
The analysis has been conducted using two distinct approaches. These are:

Difference-in-difference (DID) approach, and
Clinically significant change (CSC) method.

Further information on how these methods have been specifically applied is contained in Appendix C;
however, summarised information is also provided here.

2.4.1 The Difference-in-difference Method

The young people survey data has been analysed using a difference-in-difference (DID) approach.
This non-experimental method is commonly used to evaluate the impact of programs or interventions.
The simplest design for a DID analysis calculates the effect of a treatment (headspace) on an
outcome (for example psychological distress). This is done through a comparison of the average
change over time in the outcome variable for the treatment group to the average change over time for
the comparison group.

The specific objective of the DID method for the evaluation is to assess the changes in young
people’s mental health, physical health, drug and alcohol use and social inclusion outcomes after
using headspace services relative to other comparable young people that did not receive treatment at
a headspace centre. A scoping analysis of the survey data demonstrated differences in the profiles
of the ‘headspace treatment’ group compared to those captured within the comparison surveys,
illustrating that the headspace survey clients were quite different to the general population. To
address this limitation, the evaluators sought to match the groups through propensity score matching
— a statistical matching technique that aims to better align intervention and comparison cohorts.

Two groups were extracted from the comparison surveys to match the ‘headspace treatment’ group,
those that received some other mental health treatment (the ‘other treatment’ group) and those

that received no treatment (the ‘no treatment’ group). A number of variables were tested to align

the groups, with four key variables - K10 score, age, gender, and days out of role - confirmed as
benchmarks for the matching technique. The propensity score matching has resulted in a smaller
sample but closer alignment between the groups of interest. Further information on the treatment
groups and propensity score matching, including the age and sex distributions of matched groups is
available in Appendix C.

The results of the DID analyses are presented in Chapter 4 below. Difference-in-difference estimates
are defined as the difference in the average outcome in the ‘headspace treatment’ group at two
points in time, that is at wave 1 and wave 2 data collection, minus the difference in the average
outcome in the matched comparison groups (‘other treatment’ and ‘no treatment’ groups). Six key
outcomes variables contained within the survey data are used to assess changes in mental and
physical health, social and vocational participation, and alcohol and drug use (see description in
Table 2.3 below).

Chapter 4 also reports on whether the differences in outcomes between the matched groups

are statistically significant (determined by using an orthodox t-test). Finally, effect sizes are also
reported. Effect sizes can be expressed in a number of ways, with Cohen’s d commonly reported as
a standard indicator in clinical evaluation. The Cohen effect size measure presents a standardised
difference in means across the course of an intervention (that is, the ratio of mean difference to a
pooled standard deviation measure).
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Table 2.3 Description of outcomes variables used for DID analysis
Outcome variable Description

Psychological distress One of the evaluation’s central outcomes of interest is the mental health of clients.
Psychological distress is widely used as an indicator of mental health. For this evaluation,
psychological distress is measured using the Kessler Psychological Distress Scale
(K10). The K10 is a 10-item questionnaire that asks respondents how frequently they
have experienced symptoms of psychological distress during the past 4 weeks. For each
question, there is a five-level response scale based on how frequently the respondent
has experienced particular feelings (from ‘none of the time’ to ‘all of the time’). Each of the
items are scored from 1 (none of the time) to 5 (all of the time). Scores for the 10 items are
then added with total scores ranging between 10 and 50. Low scores indicate low levels
of psychological distress and high scores indicate high levels of psychological distress.
There are a number of cut offs developed for analysis of K10 scores. For the analysis
conducted for the evaluation we draw on the categorisations used in the Australian Bureau
of Statistics health surveys. The cut offs used in this analysis are: low (10-15), moderate
(16-21), high (22-29) and very high (30-50).

Incapacity The number of days incapacitated because of psychological distress was gauged based on
two questions: ‘in the last 4 weeks, how many days were you totally unable to work, study,
or manage your day-to-day activities because of these feelings’ and ‘aside from those days
in the last 4 weeks, how many days were you able to work or study or manage your day to
day activities, but had to cut down on what you did because of these feelings’. Responses
to these questions are analysed and are referred to as days out of role (DOR) and days cut
back (DCB), respectively.

Social Inclusion Individuals’ feelings of being socially supported, or included, was gauged using the
question ‘do you feel like there are people who are there for you?’ with responses recorded
on a 5-point scale from ‘never’ to ‘all of the time’. The proportion of young people that
responded they felt like people were there for them ‘all of the time’ or ‘most of the time’
were assessed across waves.

Physical health Measure assesses the frequency in which physical health problems have been the primary
cause of psychological distress in the last four weeks. This measurement was based on
responses to the question ‘In the last four weeks, how often have physical health problems
been the main cause of these feelings?’ and was rated on a 5-point scale from ‘none of the
time’ to ‘all of the time’.

Binge drinking Binge drinking is classified as excessive consumption of alcohol on a single occasion.
Binge drinking was gauged using responses to ‘During the last 30 days, on how many
days did you have 4 or more standard drinks of alcohol in a row, that is, within a couple
of hours?’. Responses were recorded on a scale from ‘0 days’ to '20 or more days’ and a
midpoint mean calculation was derived. This question was answered only by those young
people who respond that they have had a drink of alcohol in the last 30 days.

Cannabis use Cannabis consumption relates to whether or not the young person has used cannabis
during the last 30 days. This question was only answered by young people who responded
that they have ever tried cannabis/marijuana.

2.4.2 The Clinically Significant Change Method

The evaluation was originally designed to assess young people’s outcomes only through the analysis
of survey data as the administrative dataset included in the first evaluation contained very limited
outcomes data. However, the new dataset launched at the beginning of the evaluation contains
robust outcomes data. The evaluators employed the Clinically Significant Change (CSC) method

to analyse these data. This method has been used to assess meaningful clinical changes in
psychological distress as measured by the Kessler 10 scale (K10) for all headspace clients captured
in the hCSA in order to examine the factors related to improvement and deterioration following
treatment. The CSC method also utilises the comparison surveys as a source to derive a functional
population, from which to compare changes in functioning of the ‘headspace treatment’ group over
time (Jacobson &Truax, 1991; Bauer et al, 2004; Atkins et al, 2005).

The CSC method groups the changes in K10 scores for all young people on a seven-point scale that
indicates improvement or deterioration in mental health functioning (clinically significant improvement,
reliably significantly improvement, insignificant improvement, no change, insignificant decline, reliably
significant decline, and clinically significant decline). Two measures of change are the most important:
— a reliable change and a clinically significant change. A reliable change (RC) in K10 scores between
two occasions of service is one that represents a statistically significant improvement (if the change
corresponds to a reduction in K10) or deterioration (if the change is an increase in K10) relative to an

Social Policy Research Centre 2015 15



initial K10 score. For this category, significance is measured at the 5% level. A clinically significant
change occurs when the change in K10 is both reliably significant and also moves the headspace
client below or above the threshold K10 that represents a benchmark for the general population. A
clinically significant improvement can be regarded as a change sufficient to revert the client to a level
of psychological functioning that is consistent with that of a functional population.

Thresholds for clinical significance require information on the distribution of K10 scores for a general
population as a comparison. The CSC analysis presented in this report derives threshold K10 scores
from information in the comparison surveys. The analysis presented in Table 4.1 shows the mean
change in K10 scores for each category of change. This analysis shows for example that those
young people in the clinically significant improvement category had a mean reduction between first
and last recorded K10 of 14.6 points; those in the insignificant improvement category had a mean
reduction of 4.8 K10 points; and those in the clinically significant decline category had a mean
increase in psychological distress as measured by the K10 of 14.1 points. Results of these methods
of analyses (DID and CSC) are reported in Chapter 4.

Like all evaluations of complex human service programs, a number of unanticipated challenges were
encountered during the course of the evaluation. It is important to consider these challenges and
limitations when interpreting the findings presented throughout this report. This section provides a
summary of the issues that were of particular significance for the evaluation.

Attribution

Attribution is a challenge in any evaluation, particularly those without an experimental design such as
a fully specified Randomised Control Trial (RCT). Due to the diversity of the headspace treatment,
clients, and service providers, it is neither feasible nor reasonable for an RCT to be conducted to
assess the overall impact of headspace services on young people accessing headspace centres
across Australia. Given this, one approach to attribution is to exploit the existence of a ‘natural
experiment’. This method seeks to compare the relative progress of a ‘comparison’ group of young
people who can be considered similar in their economic and social circumstances, and with similar
presenting conditions, to the headspace treatment group. To achieve a closer degree of alignment
between treatment and comparison groups, the evaluation team matched the two samples on a set
of observed characteristics using propensity score methods (see Appendix C for further information).
This can provide some degree of identification of effectiveness in principal, although there are
limitations with this approach relative to full RCT methods.

Comparison groups

As outlined above, the young people surveys were completed by a sample of headspace clients

and two comparison groups: a sample of 12-17 year olds who participated in Young Minds Matter, a
national survey of children’s health and wellbeing; and a sample of 18-25 year olds sourced through
a national online panel. For purposes of the evaluation, the comparison group was separated into a
‘no treatment’ group of young people from the general population who had not accessed headspace
or any other treatment for a mental health or drug and alcohol condition, and an ‘other treatment’
group who received alternative forms of mental health care between the two waves of data collection.
Due to data limitations, the evaluators are not able to assess the type, intensity or duration of the
alternative treatment received by young people in the ‘other treatment’ group.

In order to attribute changes in the intervention group to headspace, the comparison group should be
as representative as possible of the headspace population in terms of demography and wave 1 levels
of psychological distress. Comparative analysis of demographic data showed that the 18-25 year

old comparison group was somewhat different to the headspace population. To address this issue,
the evaluators undertook propensity score matching of survey groups. This method allows for a
closer comparison between the ‘headspace treatment’ and comparison cohorts but it is not a perfect
comparison. The evaluators were unable to match on more than four variables without significant
differences in distributions, and the method does not account for unobserved differences between
the treatment and comparison cohorts.
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Representativeness of participants in stakeholder surveys

Although strenuous attempts were made to distribute the Survey of Professional Stakeholders,
to a wide range of service providers, the response rate was lower than anticipated. In particular
the number of GPs who completed the survey was low (n=45). It is not possible to assess the
representativeness of stakeholders as there is no definition of the population. Nevertheless, the
analysis provides some important insights into the strengths and weaknesses of the headspace
model and how it works within the broader health and mental health service context.

Similarly, the surveys and focus groups with parents and carers were only conducted with a relatively
small number of parents who were self-selected. Again, this component of the evaluation provided
important insights into the strengths and weaknesses of headspace’s engagement with parents and
carers.

Reliance on the K10

The Kessler 10 Psychological Distress Scale (K10) was selected to assess the effectiveness of
headspace in relation to the mental health outcomes of clients. This instrument is designed to
measure psychological distress based on 10 questions about negative emotional states experienced
in the past 30 days. Young people are asked to complete the K10 at various times throughout their
treatment (first, 3rd, 6th, 10th, and 15th occasion of service), and in addition, the evaluators collected
K10 data at two different time points from a sample of headspace clients and a comparison group
via the young people survey. While the K10 has demonstrated efficacy in identifying mental health
outcomes, it does not provide an unequivocal means of gauging the social, emotional and physical
wellbeing of young people accessing headspace. This is important to consider as the program effect
reported using the Clinically Significant Change method only measures changes in K10 scores.

Because headspace is a holistic program that aims to improve young people’s wellbeing across
multiple domains, the evaluators also examined change across other outcome variables. The
difference-in-difference approach draws upon survey data to assess changes in young people’s
mental health, physical health, drug and alcohol use, and social inclusion.

These limitations, and the methods chosen to address them, are outlined to assist in the
interpretation of evaluation findings. A number of the analyses in this evaluation indicate that the
headspace model is highly variable and there are very significant variations between headspace
centres in the level of service provided, their collaboration with other mental health services, and
their engagement with the communities in which they are situated. This evaluation does not report on
individual centres and, therefore, the findings represent the whole of the headspace program rather
than the performance of particular centres.

Researchers sought and received approval to conduct evaluation activities from UNSW’s Human
Research Ethics Committee (HREC) (approval reference number HREC 13024). Approval to conduct
this project was sought in two separate stages. This was done to align with the staged evaluation
activities specified by the Department, and to ensure that approval processes did not delay milestone
reporting.

The application for ethics approval for stage 1 of the evaluation was submitted in February 2013.
Following a request for additional information, the HREC granted approval for stage 1 on the 21st of
March 2013. The application for ethics approval for stage 2 of the evaluation was submitted to the
HREC in April 2013. Again, following a request for additional information and some modifications,
approval was given in May 2013.
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3. Access and Engagement with

Centres

One of the main aims of headspace is to reduce the impact of mental health problems on young
people by enabling earlier access to and engagement with high quality and integrated services
(Rickwood et al., 2014). The evaluation examined young people’s access to and engagement with the
centre-based program as a priority focus by drawing on five data sources, including:

* hCSA (n=45,195 headspace clients)

* Centre Managers Survey (n=29)

* Professional Stakeholders Survey (n=207)

* interviews conducted with headspace staff (n=25) and clients (n=50)
* the Parents and Carers Study (interviews=38; survey = 226).

The findings show that headspace is being accessed by a large and diverse group of young people.
The socio-demographic analysis highlights centres have had mixed results in reaching different
targeted groups. Young people seeking treatment at headspace have significantly higher levels

of psychological distress than those in the general population. Centres have been successful in
engaging young people from some marginalised groups including those who identify as LGBTI,
those who are homeless, and those who are disengaged from work and study. The proportion of
Aboriginal or Torres Strait Islander clients is double their representation in the general population,
and young people from regional areas are also over-represented as headspace clients. This finding
suggests that headspace is increasing service access for young people who have traditionally been
disadvantaged in service options. In contrast, young people from CALD backgrounds are starkly
under-represented as clients.

A number of factors were found to promote service access and engagement. These included the
youth friendly nature of centres, friendly and non-judgemental staff, free or low cost services, the
wide range of services, and innovative modes of engagement. Many parents and carers support
young people’s engagement with headspace in practical ways such as driving them to a centre, but
as awareness of headspace is low among this stakeholder group, they are less likely to encourage
initial access. Other barriers to service engagement that emerged in the evaluation included standard
opening hours, the stigma of mental iliness, waiting times, culturally insensitive service provision and
the distance of a young person’s home to a headspace centre.

3.1 What is the current demand for headspace services?

Number of young people attending headspace in a year

During the 2013/14 financial year, 67 headspace centres provided 194,968 occasions of service to
45,195 young people with mental health or other issues. The number of young people accessing
services through headspace centres has increased substantially since headspace began in 2006.

Social Policy Research Centre 2015 18
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This is largely due to program expansion and the opening of new centres'. Of the 67 centres, all
were established in rounds 1-5 and were operating by the end of the 2013/14 financial year; however,
14 of these were opened during the year and so not all were operating at maximum capacity.

As shown in Figure 3.1, headspace centres generally saw between 9,000 and 12,000 clients each
month. The number of clients decreased in December and January, which may indicate lower service
availability and less service demand because many people, including young people, are on holidays.

Figure 3.1 Number of clients by centre round, 2013/14
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Note: Population are those young people that received a headspace service within the 2013/14 financial year.
Source: Authors calculations from hCSA data.

This section profiles the young people attending headspace centres and compares them to 12-25-
year olds across the population and to 16-24 year olds with identified mental health disorders.
This comparative analysis draws on hCSA data, the 2011 Census of Population and Housing and
evaluation survey data.

The socio-demographic characteristics of headspace clients compared to young people in the
population are reported in Table 3.1 and described below. The same analysis by different age
categories (12-17 years and 18-25 years) is reported in Appendix E.

'3 Total client counts reported in the first evaluation (Muir et al, 2009) and the preliminary output for this second
evaluation under-estimated client numbers as figures were calculated from the old MHAGIC administrative dataset,
which had large amounts of missing data.
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Table 3.1 Demographic characteristics of headspace clients, 2013/14 financial year

Characteristics

Gender

Sexuality

Country of birth

Indigenous status

Language other than English
(LOTE)

Security of living
arrangements

State

SEIFA (quintiles)

Remoteness

Participation

TOTAL

Male

Female

LGBTI male
Non-LGBTI male
LGBTI female
Non-LGBTI female
Australia
Overseas
Aboriginal

Torres Strait Islander
Both

Non Indigenous
English only

LOTE

Secure

Homeless/insecure housing

NSW

VIC

QLD

SA

WA

TAS

NT

ACT

1 (Most disadvantaged)
2

3

4

5 (Most advantaged)
Major city

Inner regional

Outer regional
Remote

Very remote
Studying only
Working only
Studying and working

Not studying or working

headspace Clients

14,816
25,022
2,345
12,463
5,683
19,324
37,461
2,905
2,970
150
148
37,106
37,713
2,645
35,489
4,711
13,953
11,208
8,931
2,594
3,306
2,553
1,097
1,247
7,499
9,446
10,665
9,763
7,469
26,417
13,167
4,345
932

28
17,807
3,906
7,794
7,483

%

37.2
62.8
5.9
31.3
14.3
48.5
92.8
7.2
7.4
0.4
0.4
91.9
93.4
6.6
88.3
1.7
311
25.0
19.9
5.8
7.4
5.7
2.4
2.8
16.7
211
23.8
21.8
16.7
58.8
29.3
9.7
21
0.1
481
10.6
211
20.2

%

51.1
48.9
NEA
NEA
NEA
NEA
82.0
18.0

3.7
0.2
0.2
96.0

80.7
19.3
NEA
NEA
31.3
24.9
20.6

7.2
10.8
2.2
11
1.8

19.7
19.8
20.0
2041
20.4
71.6

17.7

8.5
1.3
0.9
30.5
34.5
24.3
10.7

Australian Youth Population

12-25

3,992,042
2,038,302
1,953,740
“NEA
NEA
NEA
NEA
3,106,396
680,470
138,447
8,090
6,030
3,791,035
3,060,062
731,708
NEA
NEA
1,249,190
995,267
822,356
289,311
429,338
87,608
44,711
73,629
777,109
781,427
788,066
792,275
805,858
2,853,575
703,267
337,927
51,139
37,200
901,934
1,018,477
719,214
315,756

4 Data on sexuality status is not collected in the Australian census. In the Second Australian Study of Health and
Relationships (Richters et al., 2014) which used a representative sample of 20,093 men and women aged 16-69

years, 3.3% of men identified as homosexual, bisexual or other, in comparison to 3.6% of women. This information is

provided to assist in the interpretation of findings as it suggests that headspace has been successful in engaging a

larger proportion of LGBTI young people than exists across the population.
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Characteristics headspace Clients Australian Youth Population

12-25 12-25
N % % N
K10 Low 4,390 10.9 36.4 1,739
Moderate 5,968 14.8 29.2 1,395
High 10,942 272 19.5 931
Very high 18,900 47.0 14.9 709

Note: NEA = No equivalent available
Data Source: Authors calculations from hCSA and other data sources. The majority of population level statistics have

been derived from the 2011 Australian Census. Distributions of K10 scores are from survey data collected for this
evaluation.

Age and gender

Just over half of the young people using headspace services in the 2013/14 financial year were aged
between 12-17 years, and just under half were aged 18-25 years. As shown in Table 3.2, a very small
number fell outside of the target age group (0.6%). headspace staff reported that for the older cohort,
this was most likely to be clients not exiting as soon as they reached 26 years, but rather being
transitioned as appropriate to adult services. This transition was described as a slow process for
some older clients with entrenched problems and high needs. The slow transition of older clients may
also be a result of limited other appropriate, available services in the local area.

Table 3.2 headspace clients by age group, 2013/14 financial year

Age Number Percentage
<12 40 0.1
12-17 23,029 51.0
18-25 21,879 48.4
>25 247 0.5
Total 45195 100

Source: Authors calculations from hCSA data.

The highest proportion of headspace clients were 16 years, with 19 out of every 1,000 of this age
group across Australia having sought treatment from a headspace centre in the 2013/14 financial
year (Figure 3.2). This was closely followed by young people aged 15 and 17 years. These age
groups represent an important period for young people, where social and vocational pressures can
be many as they move towards the final years of high school.

Figure 3.2 Number of headspace clients per 1,000 population by age, 2013/14
25
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Note: Population are those young people that received a headspace service within the 2013/14 financial year.
Source: Authors calculations from hCSA data and ABS 2011 Census tables.

headspace services were accessed by more females than males in the 2013/14 financial year.
Almost two-thirds of 12-17 year olds who accessed headspace services were female (65.5%).
Similarly, 59.2% of 18-25 year olds were female. The higher service use by females is consistent with
other mental health programs. Approximately two-thirds (66.7%) of people who accessed the Access
to Allied Psychological Services (ATAPS) program in 2012/13 were female. As a funding stream for
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headspace, and a program designed to treat people with mild to moderate mental health problems,
this program provides a sound comparison. While ATAPS can be accessed by people of all ages,
the rate of ATAPS usage for females was more than twice that for males in the 15-24 year age group
(AIHW, 2013). Higher service use by females is also consistent with higher rates of mental disorders
among 16-24 year old females."

Sexuality

Around one in five headspace clients (20.2%) identified as lesbian, gay, bisexual, transgender or
intersex (LGBTI). While age-specific comparisons are not available, the 2013 Second Australian
Study of Health and Relationships'® found that of the adult population, only 3% of men and 4% of
women identified as LGBTI (Richters et al, 2014). This over-representation of LGBTI young people
seeking services is a success for headspace (who have targeted this group with campaigns,
resources and support groups) because Australian studies have shown that sexual minorities have
significantly higher rates of anxiety and depression, higher levels of psychological distress and more
frequent suicidal ideation and attempts than the general population (Smith et al, 2014; Rosenstreich,
2013).

The proportion of LGBTI young people was slightly higher in the 18-25 year category; however, the
difference was not significant, particularly for females (refer Appendix E. LGBTI females 12-17 years,
14.1%; 18-25 years, 14.5%). Finally, there was a significantly higher proportion of women identifying
as LGBTI (14.3%) than men (5.9%).

Indigenous Australians

Indigenous Australians constituted 7.4% of headspace clients (12-25 year olds) in the 2013/14
financial year, which is double their representation in the general population (3.7%). The proportion
of young Indigenous people accessing headspace centres is slightly higher in the younger age group
(8.4% for 12-17 year olds; and 6.3% for 18-25 year olds. Refer Appendix E). This may suggest that it
is more challenging to engage Aboriginal and Torres Strait Islander young people in services as they
get older and/or that need decreases as this group gets older.

It is recognised that Indigenous Australians experience high levels of psychological disorders
(Chenhall & Senior, 2009; Hunter, 2007). Research has shown that Indigenous Australians are
twice as likely to experience psychological distress as non-Indigenous Australians (Pink, 2008),
and 40% of Aboriginal youth (13—17 years) will experience mental health issues within their lifetime
(Westerman, 2010). The increased rates of mental health issues in the Indigenous population have
been associated with increased exposure to risk factors including high levels of social disadvantage
and discrimination (Hunter, 2007).

It is important to note that the proportion of headspace clients identifying as Indigenous can vary
substantially across headspace centres. Several centres with large local Indigenous communities
report more than 10% of clients with an Indigenous background, and for some centres this represents
around one in five clients. Regional areas of Port Augusta, Alice Springs, Tamworth, Broome and
Cairns are among those headspace centres where more than 15% of clients were Indigenous in the
2013/14 financial year.

Cultural diversity

Young people from culturally and linguistically diverse backgrounds (CALD) were under-represented
as headspace clients. While 18% of Australian young people were born overseas, this group only
represents 7.2% of headspace clients. Under-representation was more pronounced for young
people who were born overseas and who speak a language other than English at home. This group
accounts for 15.4% of young people in the general population, but only 2.4% of headspace clients.

'® 60.6% of those with a moderate or severe ICD in the 2007 National Survey of Mental Health and Wellbeing were
female (Patulny, et al, 2012).

6 The Second Australian Study of Health and Relationships is a national study consisting of sample of 20,094 men
and women aged 16-69 years. The study ran from October — November 2013.
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These figures are consistent with the small body of research that confirms the widespread under-
utilisation of mental health services by CALD young people (Gorman et al, 2003). One reason
cited by service providers for this under-representation was some centres’ inability to fully engage
local CALD services to facilitate mutual referral. The lack of CALD young people attending centres
may continue to perpetuate their under-representation because other young people from similar
backgrounds are less likely to hear positive stories about headspace and attend a centre.

Location of clients (state and remoteness)

The proportion of headspace clients by Australian states and territories generally aligns with
population distributions of 12-25-year olds (Table 3.1). Almost one-third of clients were located in New
South Wales (NSW). There was a small under-representation of clients from Western Australia and a
small over-representation of clients from Tasmania. This is likely to be a reflection of the placement of
centres and may also be related to centre-based engagement practices.

The majority of headspace clients (57.8% of 12-17 year olds and 60% of 18-25 year olds) live in major
cities. This is lower than the proportion of 12-25 year olds living in major cities throughout Australia
(71.6%)". Hence, there was an over-representation of headspace clients living outside of major cities.
While this group make up 28.4% of the population, they accounted for 42.3% of 12-17 year olds and
40.2% of 18-25 year olds accessing headspace. This result is positive for young people living in
regional areas. It is also important to recognise that judgement of over- or under-representation of
headspace clients throughout areas across Australia may not reflect relative need.

Disadvantage / Advantage

An analysis of headspace clients’ postcodes and the ABS SEIFA Index of Disadvantage shows that
the proportions of clients living in each SEIFA quintile roughly align with proportions of young people
across the population, except for those living in the most disadvantaged and advantaged quintiles.
There is a small under-representation of young people living in the most disadvantaged areas (16.7%
of headspace clients reside in the most disadvantaged SEIFA quintile in comparison to 19.7% of

the general youth population). While the difference is small, the result is surprising given that centre
allocation prioritises low SEIFA areas. This priority is important as research indicates that the stress
associated with poverty and social disadvantage may contribute to mental health disorders (see for
example Lawrence et al, 2015).

Table 3.1 indicates that there is also a small under-representation of young people living in the most
advantaged areas with 16.7% of headspace clients residing in the most advantaged SEIFA quintile in
comparison to 20.4% of the general youth population.

Security of living arrangements

The living arrangements of headspace clients vary significantly across age groups. Not surprisingly,
younger clients (12-17 year olds) were more likely to be living in secure housing arrangements than
older clients (93% versus 83.3%). This shows a stark increase in and risk of housing insecurity as
clients age.

Seven per cent of 12-17 year olds and 16.7% of 18-25 year olds were homeless or living in unstable
housing such as refuges, hotels, motels and boarding houses. Along with the distress, social
exclusion and other compounding challenges insecure housing can cause a young person, it can
also present a barrier to service access, engagement and effective delivery. Young people who
visited headspace only once were more likely to be living in insecure housing than all headspace
clients (15.2% and 12.6% respectively).

7 The under-representation of young people in major cities becomes slightly less pronounced in the older age group
(18-25-year olds).
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Levels of psychological distress

headspace is being accessed by young people with significantly higher levels of psychological
distress than those in the general population. Seven in every 10 young people attending headspace
had high or very high levels of psychological distress when they first sought help (based on the
Kessler 10'8). Large numbers of young people (43.4% of 12-17 year old clients and 50.9% of the
18-25 year olds) had very high levels of psychological distress, compared to only 6.5% in the general
population.

The mean K10 score of young people on entry to headspace services in the 2013/14 financial year
was 28.8 (a score indicating a high degree of psychological distress). While no program model

and client cohort can be directly compared to headspace, the Australian Mental Health National
Outcomes and Casemix Collection submissions from each state and territory in Australia recorded
an average K10 score of 26.8 for Australian young people (aged 15-24 years, 2012/13 financial year)
upon admission to ambulatory mental health services."® The mean K10 score for consumers of all
ages accessing services through the ATAPS program?° prior to treatment was 31 (Bassilios et al,
2013). These comparisons are provided to assist in interpretation of the findings; however, AMHOCN
and ATAPS data is not collected in the same way as headspace and the cohorts may be quite
different.

Figure 3.3 shows the K10 scores at presentation for headspace clients by age, sex and sexuality.
Older clients had higher levels of psychological distress than younger clients, females had higher
levels than males, and LGBTI clients had higher levels than heterosexual clients although male
LGBTI clients below the age of 19 had lower levels than heterosexual females. Female LGBTI clients
had the highest levels at all ages except for the youngest age group.

Figure 3.3 Average K10 score at presentation by age, sex-and sexuality, headspace clients 2013/14
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Note: LGBTI include young persons who reported their gender as trans or intersex and their sexuality as lesbian, gay,
bisexual, questioning and other. Not all young people record their age, gender, sexuality and K10 scores within the hCSA.
Young people aged less than 12 years and above 25 have been excluded. Cell sizes are provided in Appendix E.

Source: Authors calculations from hCSA data.

8 As described in Table 2.3, the K10 is a self-report, 10 item questionnaire that measures psychological distress based
on questions about anxiety and depressive symptoms that a person has experienced in the past 4 weeks. The K10

is scored between 10 and 50. Higher scores indicate higher and more severe distress, while lower scores indicate

less distress (Slade & Andrews, 2001). In this evaluation, K10 scores are categorised based on Australian Bureau of
Statistics health surveys into low (10-15), moderate (16-21), high (22-29) and very high (30-50).

9 Derived from the Australian Mental Health Outcomes and Classification Network, AMHOCN-NOCC, Standard
Reports data cube; https://reports.amhocn.org).

20 The ATAPS program was introduced by the Australian Government in response to low treatment rates for common
mental disorders. The mean age was 38.

Social Policy Research Centre 2015 24



Social and occupational functioning

Young people attending headspace aged 12-17 years were most likely to be in education only
(70.9%) or studying and working (19.2%). A small number (1.6%) were working only, and 8.3% were
neither in education nor work. Older young people (18-25 year olds) were much more likely to be
disengaged from economic participation. One in three were neither studying nor working (33%). Of
the remaining 18-25 year olds, 23.8% were studying only, 20.1% were working only, and 23.1% were
studying and working.

Despite the majority of young people still being engaged in education and/or work, most young
people (60.2%) on first presentation to headspace had at least some difficulty in social, occupational
or educational functioning (as scored by practitioners using the Social and Occupational Functioning
Assessment Score, SOFAS)?'. According to the SOFAS assessment on first presentation, around
one in four young people had a serious impairment in functioning, 13.6% had no more than a slight
impairment, 1.9% were experiencing an inability to function in almost all areas, and 0.1% were not
maintaining minimal personal hygiene.

On average, social and occupational functioning was higher for younger males and females when
they first presented at headspace (Figure 3.4). The older the young person was when they first
presented at headspace, the worse their functioning. Average SOFAS scores for male and female
headspace clients remained relatively consistent from the ages of 19 to 25 years.

Figure 3.4 Average SOFAS scores at presentation by age and gender, headspace clients 2013/14
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Notes: SOFAS is generally reported by the service provider at each occasion of service. Cell sizes are provided in
Appendix E.
Source: Authors calculations from hCSA data.

Levels of functioning at presentation to headspace also differed by sexuality (Figure 3.5). SOFAS
scores of heterosexual females were quite stable across all age cohorts throughout adolescence,
while members of the other groups (LGBTI females and LGBTI and heterosexual males) came to
headspace with varying scores. In general, the older the heterosexual males were when they first
visited headspace, the poorer their functioning. LGBTI males and females followed a similar pattern
to heterosexual males, but with slightly more fluctuation. The poor functioning of 12-14 year old
LGBTI males and females may be linked to the onset of puberty, and the decline at 18-20 years may
be linked with the transition from school to further education or employment.

2 Data on young people’s social and occupational functioning is collected at each visit to a headspace centre.
During visits, clinicians rate clients’ level of impairment due to mental and physical health problems using the Social
and Occupational Functioning Assessment Scales (SOFAS). Functioning is measured on a scale from 10 (serious
functional impairment) to 100 (optimal functioning) with scores of 80 and above representing normal functionality
(Romera et al., 2011). Scores around 60 indicate a person may have moderate difficulty in functioning, while scores
around 70 represent adequate functioning though with some difficulty (Chanen et al., 2007). SOFAS scores are
recorded at almost all (88 %) occasions of service.

Social Policy Research Centre 2015 25




Figure 3.5 Average SOFAS scores at presentation by age and gender-sexuality group, headspace
clients 2013/14
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Note: LGBTI include young persons who reported their gender as trans or intersex and their sexuality as lesbian, gay,
bisexual, questioning and other. Cell sizes are provided in Appendix E.
Source: Authors calculations from hCSA data.

Indigenous headspace clients recorded consistently lower functioning than non-Indigenous young
people across most age cohorts when they first attended headspace. Indigenous young people who
were 22-25 years old had the poorest levels of functioning (Figure 3.6).

Figure 3.6 Average SOFAS scores at presentation by age and Indigenous status, headspace clients
2013/14
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Source: Authors calculations from hCSA data.

Reason for attending headspace

As shown in Figure 3.7, the main reason reported by young people for attending a headspace
centre was because they were having problems with how they were feeling (68%). The second
most commonly self-reported reason was ‘problems with relationships’ (11%), followed by ‘problems
with school or work’ (6%). A very small percentage of young people sought help for physical health
problems (2%) or vocational assistance (1%).
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3. Access and Engagement with Centres

Figure 3.7 Client reported main reason for first visit to headspace, 2013/14

M Problems with how | feel (68%)

M Problems with relationships (11%)

I Problems at school or work (6%)

M Problems with my physical health (2%)

® Problems with alcohol or other drugs (2%)
m Vocational assistance (1%)

None of the above (11%)

Note: Population are young people that received a headspace service within the 2013/14 financial year. Main reason
for visiting headspace is taken at presentation.
Source: Authors calculations from hCSA data.

Of the young people who sought help for problems with how they were feeling, the largest proportion
reported that they were feeling sad or depressed (39%) or anxious (18%; Figure 3.8).

Figure 3.8 Main problem with how clients feel at the first visit, 2013/14

I'm sad or depressed
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Other problems with how | feel

I'm stressed

I'm angry

I'm having strange, unusual thoughts that bother me

I'm concerned about food, weight or body image

Source: Authors calculations from hCSA data.

Further, of those young people that sought help for relationship problems, this was overwhelmingly
related to problems with family relationships (65.2%) rather than intimate relationships (11.7%; Table
3.3).
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Table 3.3 Types of relationship problems reported by headspace clients

Main problem reported Number Percentage
1. I'm having problems with family 2,660 65.2
2. I'm having problems with my boyfriend, girlfriend or partner 476 1.7
3. Other problems with relationships 389 9.5
4. I'm having problems with bullying 214 5.2
5. I'm having problems with friends 21 5.2
6. I'm concerned about my sexuality or gender issues 118 2.9
7. I'm having problems with cyber bullying 13 0.3
Total 4,081 100

Source: Authors calculations from hCSA data.

Primary presenting issue

The primary presenting issue is recorded by service providers into the following categories:
Mental health and behaviour:
- Anxiety symptoms
- Depressive symptoms
- Suicidal thoughts/behaviour
Physical health
Vocational assistance
- Issues in engaging with education/training

- Assistance in engaging with employment.

This data is not a formal diagnosis of a mental disorder, but rather an assessment of the primary
issue at presentation. Formal diagnosis of a mental disorder by an appropriately qualified clinician is
available for only a small proportion of headspace clients (Rickwood et al., 2014), and consequently,
this data is not included in the evaluation.

Service providers’ assessment of young peoples’ primary presenting issues were largely consistent
with self-reported reasons for attending. The overwhelming majority of young people entered
headspace with mental health and behavioural problems (74%; Figure 3.9). The next largest

group presented with situational problems (such as conflict in the home or at school; 12%). A

small proportion of young people were assessed as having problems associated with sexual and
reproductive health (3%) or alcohol or drug use (3%) as their primary presenting issue. More than
half of the clients whose primary presenting issue was sexual and reproductive health were aged
between 16-19 years.

Problems related to physical health were identified as the primary presenting issue for only 167
clients. However, many more young people received physical health services through headspace. In
2013/14, 6,315 occasions of service were for physical health services. Although young people were
unlikely to come to headspace with a primary physical health problem, given the presence of GP
services within many centres and the multi-disciplinary nature of headspace and trust built up with
headspace centres, it is reasonable that young people sought and received physical health services
at headspace. These services may also help prevent or address comorbid health problems.

Six per cent of young people presented at headspace for ‘other’ issues??, including attention deficit
disorder, adjustment disorder, developmental disorder, communication disorder and other types of
disorders (Figure 3.9).

22 Categorisation within the headspace administrative dataset.

Social Policy Research Centre 2015

28



Figure 3.9 Primary presenting issue of clients as assessed by service providers at the first visit,
2013/14
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Source: Authors calculations from hCSA data.

Australian young people have a high prevalence of mental health problems, but low rates of service
use (Patulny et al, 2013). Findings from the 2007 National Survey of Mental Health and Wellbeing
show that more than one in four of the 16-24-year old participants were experiencing symptoms of
an anxiety, affective or substance use disorder, but less than a quarter of these young people had
accessed health services in the previous 12 months (Reavley et al., 2010). Moreover, other studies
show that when young people do access mental health services, they often disengage earlier than
recommended (Hoagwood et al, 2001; Booth et al., 2004).

In response to this problem, headspace designed its centres and services to both attract and meet
the needs of young people. As the section above has shown, large numbers of young people are
accessing headspace.

Factors that facilitate engagement

This section describes many of the factors that headspace staff, service providers, young people
and their parents/carers identified as facilitating young people’s access to and engagement with
headspace. Many of the factors that facilitate engagement were rated highly by young people in the
satisfaction survey that headspace clients are invited to complete at their second, fifth, eleventh and
sixteenth centre visits. This section also reports results from the satisfaction survey data collected
during the 2013/14 financial year from 22,614 clients. headspace clients reported a high degree

of satisfaction, with 88% reporting to be satisfied and a similar number indicating that they would
recommend headspace to a friend. Results for individual components of the satisfaction survey are
presented below.

Youth-friendly environment

The factor most frequently identified as encouraging young people to access services was the youth-
friendly nature of headspace centres. The importance of this feature is confirmed by research stating
that regardless of background or circumstances, young people are more likely to actively participate
in treatment if they feel comfortable and safe in the setting (Muir et al., 2012).

Social Policy Research Centre 2015 29




Many staff members contrasted headspace with more traditional, clinical settings and felt that young
people were drawn to headspace precisely because of the centres’ non-clinical presentation, which
they described as welcoming, relaxed and engaging. This was confirmed by a young male who
described how he felt about his local centre:

| love this place, | feel comfortable, | can just — | don’t know, | feel almost at home ...l used to
come here all the time, even if | wasn’t here for appointments I'd go down to [the centre] and
they’d have like youth events and stuff, and now | come here every Thursday ... | don’t know,
it’s just like the look of it, | guess it — they have plush lounges, and it’s not all really that
business like, it just looks comfortable (Male, 15 years)

In the Satisfaction Survey, where clients were asked to report responses on a 5-point Likert scale
(strongly agree to strongly disagree), 89.5% of respondents agreed or strongly agreed that they felt
comfortable within their headspace centre, 1.7% of respondents reported feeling uncomfortable, with
the remaining 8.9% of respondents indicating neutral feelings.

Staff that are friendly, non-judgemental and that ‘click” with you

In addition to the physical appeal of headspace centres, many stakeholders highlighted the key role
played by headspace personnel in actively engaging young people. A number of young people who
were interviewed spoke about how staff made them feel at ease:

Staff are here to help you, they’re not — they’re paid but they’re here to help you, it’s a little bit
hard to explain, they’re paid but they actually enjoy their job here (Male, 18 years)

A young female client was keen to emphasise how staff were welcoming and understanding:

These people are not biased, you know, they are understanding, they genuinely want to help
people. They recognise that mental iliness is not a good thing to live with, that you need

to have help if you need help and they’re very open. I've seen people when I've been in

the waiting room or whatever, and I've seen people just walk in and say “I need to speak to
someone. Can | speak to someone?”, and someone will be found for them — I've seen that
happen three times, | think. It's very efficient but it’s also very relaxed at the same time, you
know, you don't feel like you can’'t come here if you just need to which is important (Female,
18 years)

headspace staff members’ vibrancy, ability to engage and show interest in the young people
attending headspace sites were noted as being particularly important. Further, the importance of the
relationship between the young person and their counsellor was highlighted by both young people
and their parents. Both groups described situations where the young person had initially dropped
out because they did not ‘click’ with their counsellor, only to return a number of months later, and
successfully engage after being allocated a new counsellor that they did ‘click’ with.

Findings from the Satisfaction Survey indicate that even though young people reported high levels
of satisfaction for centres and the help they received, young people are most highly satisfied with
headspace staff. Ninety-three per cent of respondents strongly agreed or agreed with the statement
that they felt listened to by staff; almost 90% of respondents strongly agreed or agreed with the
statement that their worries and views were taken seriously by staff; and around 85% of respondents
felt that they were involved in decisions concerning their care and were able to raise concerns with
staff.

Free or low cost service

The fact that headspace services are provided free or for a small gap payment was also key to the
appeal and accessibility of the service.

I’'m glad that a service like this exists because that was another concern | think | had. | wasn’t
sure if I'd have to pay anything and | didn’t have any money when | first approached them
(Female, 24 years).

And the service is free which is just — | don’t have to — when | get older, and hopefully it’s still
here, | won’t have to pay for it. Well mum doesn’t have to pay for it so that’s just a blessing
really (Male, 18 years).
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Wide range of services

A number of headspace staff and service providers felt that providing a wide range of services
through the sites broadened headspace’s appeal because this helped to detract from the mental
health focus of the service, which could be stigmatising for young people. Consequently, the
provision of additional, non-mental health-related support services was considered important for
enabling young people to visit and become familiar with headspace in a non-stigmatising context.

Whilst there’s still the stigma there, we’ve gone a long way at kind of conveying to people that
this is a place where you can get help for all kinds of different things (Psychologist)

Innovative modes of engagement

Several staff members spoke of how innovative modes of engagement also heightened headspace’s
appeal to young people. Involvement in community events, visiting schools and music events were
seen as crucial for raising community awareness of headspace and for promoting the service to
young people. The wide range of youth-friendly events organised by the sites clearly facilitated young
people’s engagement with and awareness of the service:

They sometimes have — | haven’t been to them, but they have skating events, gaming events
and the ones I've been to were mainly music events where my friends singing, or playing
guitars or something, so | went along to support them. (Male, 18 years)

The adoption of information and communication technology, such as free Wi-Fi, iPads, and the use of
social media including Facebook, was also noted by some as important for engaging young people.

Other less frequently noted factors that staff and service providers considered important for
broadening headspace’s appeal to young people included: flexibility with appointments, extended
opening hours, a focus on quick response, group support (e.g. drumming, drama groups), reminder
calls about appointments, follow-up calls to check up on young people, consultation with the Youth
Reference Group concerning headspace promotional material, no geographical boundaries, no need
for a referral and high quality service.

Factors that hinder engagement

While stakeholders were largely overwhelmingly positive about headspace’s accessibility, they
also identified a range of factors that may hinder young people’s access to and engagement with
headspace.

Distance from a centre

The economic evaluation of headspace, which included an analysis of centre expansion models,
determined a strong relationship between the use of headspace services and the distance of a
centre from a clients’ home. The full analysis (reported in Appendix B) shows that there was a rapid
decline in the probability of young people accessing services as the distance to a headspace centre
increased. In addition, there was a correlation between knowledge of headspace and proximity to

a headspace centre. Again, with increasing distance there was a substantial decline in knowledge
of headspace services. As shown in Figure 3.10, the majority of headspace clients live within 10
kilometres of a centre.
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Figure 3.10 Distribution of headspace clients by travel distance to headspace centre
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Source: Authors calculations from hCSA data.

This finding indicates that additional support or alternative models of service delivery may be
required to engage young people who reside more than 10 kilometres from a headspace centre.
During interviews with young people and headspace staff, a lack of transport options or money to
afford travel costs to a centre were identified as problematic for young people living in regional and
remote areas. Some young people commented that they had received assistance in getting to a
headspace centre:

It's really easy because, like, my mum works so sometimes | can’t, but if you call them and
then they call a taxi and then the taxis have a thing that’s, like, it’s all free and everything.
So it makes it really, really easy to get here because there have been times that | can'’t.
(Female, 17 years)

As indicated in the quote below though, the provision of assistance with cost of taxis and train fares
is not only helpful for some young people that live a distance from the centre, but also for young
people who simply have no money:

We have some young people that ring up and say “My Centrelink payment hasn’t come in, |
can’'t get there”. They don’t have even the money to get onto the [transport] card to get onto
public transport to get here, so money is definitely an issue. (Receptionist/Admin).

Practical barriers such as centre opening hours and lack of transport

During interviews, a few young people commented on the challenges of attending centres that do not
provide extended opening hours.

Because it’s only open 8.00 to 5.00 Monday to Friday; it's not open on the weekends. Well, |
know some kids would be at school and they wouldn’t be willing to skip school or anything to
come and get help because then they get in trouble (Female, 24 years).

There’s kind of a general assumption made that people don’t have nine to five jobs, which

is, to be perfectly honest, generally true - quite a lot of people don’t. But also people have
school, and especially when they’re doing their [Year 12 or equivalent qualification] ... that’s a
difficulty, because they need to be at school, or | need to be at work. (Male, 18 years)

A number of parents were critical of centres that did not offer extended opening hours as this meant
that they had to take time off work to transport their young person to headspace. As indicated by
Table 3.4 below, a substantial proportion of clients had to wait for more than two weeks before
receiving a service from headspace.
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The stigma of mental illness

The most frequently identified service barrier mentioned was the stigma associated with mental
health problems and the inaccurate representations of people with mental disorders. Young people
frequently described their initial reluctance to attend headspace centres because they themselves
believed— or feared others saying— that this meant that they would be considered ‘crazy, psychotic
or anything like that’. For some young people who attended headspace, this meant that they were
careful about disclosing their help seeking:

If someone said, “Oh, why can’'t we catch up?” You said, “Oh, because I've got a headspace
appointment.” They’'d be, like, “What’s wrong? What’s going on with you?” People would be
all nosy and then people would, like, mock you for being depressed and stuff like that.
(Female, 14 years)

One participant felt that the stigma issue was greater for young people in small towns where they
could be recognised when entering headspace offices. She felt that this was probably less of an
issue for young people in urban centres, which afforded greater anonymity.

Wait times for service

Evaluation data identified wait times as a barrier to service engagement. Not surprisingly, young
people who expected to immediately access services mentioned this issue:

The waiting period was a little bit longer than | expected, but | know that that does happen;
services do have long waiting lists, and unfortunately in positions like mine, it does make it a
little bit hard to think well, you know, considering I've got to wait this long, is it really worth it
and is it going to help? (Female, 19 years)

The only bad thing was, is it took so long to actually see a psychologist. It took | think around
about three months ...2 (Female, 25 years)

While this last quote specifies an excessively long wait time, hCSA data indicates that the majority of
young people did not wait long to access services. At every occasion of service, clients are asked ‘do
you feel you had to wait too long to get this appointment?’. In the 2013/14 financial year, more than
90% of respondents answered ‘no’ to this question.

At each occasion of service, clients are also asked ‘how long have you waited for this appointment
(from when you or someone else tried to make an appointment for you)?’ Because of this method
of data collection, mean wait times are not able to be calculated; however, results for specified wait
times at any point in the services young people receive are provided in Table 3.4 below.

Table 3.4 Wait times for headspace clients, 2013-14 financial year

Appointment wait times Freq. Per cent
Less than 3 days 25163 12.91
Between 3 and 6 days 24,779 12.71
1-2 weeks 73,000 37.44
3 - 4 weeks 23,525 12.07
More than 4 weeks 7,540 3.87
| don't know 15,552 7.98
missing 25,409 13.03
Total 194,968 100

Source: Authors calculations from hCSA data.

Results indicate that a little more than a quarter of clients waited less than a week for services, and
almost two-thirds of clients waited less than two weeks.

2 This appears to be rather unusual in that less than 4% of clients recorded waiting times of more than 4 weeks in the
hCSA.
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Table 3.5 Proportion of clients and regional areas who felt that they had waited too long for
an appointment*

YP felt they waited too long for No Yes missing Total
appointment

major cities 80.7% 7.8% 11.5% 100%
regional areas 78.4% 6.8% 14.8% 100%

* Insufficient data to include an analysis of remote centres.
Source: Authors calculations from hCSA data.

As indicated in the Centre Managers Survey, the wait times vary according to the practitioner

type, with young people waiting longest to see occupational therapists, clinical psychologists and
psychiatrists (reported average waiting time in days of 18.4 to 19.6), and shorter waiting periods for
vocational workers, youth workers and social workers (reported average waiting time in days of 7.6;
8.6; and 12.4 respectively).

Cultural appropriateness

As indicated above, headspace is achieving some success in engaging Indigenous young people.
Analysis indicates that a significantly higher proportion of Indigenous young people have accessed
headspace services than Indigenous young people in the general population (7.4% versus 3.7%).
However, interviews with staff in five fieldwork sites confirmed that headspace could do more to
make the service more culturally appropriate for Indigenous clients:

As an organisation | think that we could be better at meeting young Aboriginal people and
finding out what they want from us (Youth Worker)

A number of staff who were interviewed raised concerns about staffing, with most being critical of
the fact that their centre did not have an Aboriginal worker. While it was acknowledged that lack of
suitably qualified Aboriginal staff was a sector-wide problem, it needs to be addressed as it was clear
that a number of non-Aboriginal staff found it challenging to engage Aboriginal young people.

As well as staff shortages, a few workers commented that the centre-based service model did not
meet the needs of Indigenous young people: ‘Aboriginal kids don’'t usually like coming into an office.’
One staff member further explained:

Of the Indigenous people that | have worked with - just the kind of way that appointments
are set up, attending at a scheduled time, that hasn’t always worked well | don’t think. | think
for that population perhaps it needs to be a little more open and flexible on an as needs
basis. So that when things arise there’s somebody there to talk to, not having to book in an
appointment a week later or something like that (Psychologist)

During interviews, staff suggested a number of measures that could improve the engagement of
Aboriginal young people. Suggestions included to:

provide training to non-Indigenous staff to implement culturally appropriate engagement and
treatment practices

employ more Aboriginal practitioners in centres

make connections and build relationships with Aboriginal organisations, Aboriginal workers,
and key figures in local Aboriginal communities

offer different forms of outreach that ‘take the service out to them’

provide more flexible services that do not follow a rigid, place-based, time allocated, clinical
model, but rather are flexible, non-threatening model based on the needs and lives of
Aboriginal young people.

A third of interviewed staff felt that headspace needed to improve engagement practices with
Aboriginal young people. Most of these staff spoke of the goodwill of centre staff to think creatively
and suggest ways to better engage local Aboriginal young people. However, it was clear that the
pressures of work restricted the enactment of these ideas.

CALD young people were found to be under-represented in the first evaluation of headspace (Muir
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et al., 2009) and remained so in this evaluation. This suggests that headspace needs to change its
engagement and/or treatment practices to better meet the needs of this group. This type of change
requires greater understanding of the barriers and facilitators of service access for CALD young
people, including the locations of centres relative to areas of higher CALD density, as well as the
key issues that affect them. Interviews with headspace staff indicate that this is not a priority area
(only 3 of 25 staff members interviewed spoke about CALD young people). Two interviewed workers
expressed concern that they were not seeing many young refugees despite being located in an
area where this would have been expected. They did, however, not know how to respond to this
circumstance:

Every now and then we get some clients with some level of language barrier and that have
migrated here and are on their own and that sort of thing. Often in that case we do refer to a
trans-cultural clinical service because there is that barrier and... we don’t have any
interpreters.

We don't get very many of the African communities and we’ve got a lot of African people
living locally.

Another staff member questioned why CALD young people were not attending headspace:

I haven’t had any referrals from non-English speaking backgrounds. Not really any referrals
for young people from the various ethnic groups in the area. There’s a lot of Turkish families
and there’s African families here now and they’re certainly not any of the young people that |
have had referred to me over the time that I've been here. So I'm not sure what’s happening
there.

Although the vulnerability and under-representation of this group was acknowledged by some
headspace staff, the majority did not comment on this issue, perhaps suggesting that staff do not
know how to respond. Only one staff member suggested community engagement as a strategy for
addressing the under-representation of CALD young people as headspace clients.

Personal barriers

Interviewees identified the mental and cognitive functioning of clients as a barrier to access and
sustained engagement with headspace services. A number of young people talked about their
reluctance to attend a centre because they were too scared to talk face-to-face to a counsellor.
Given that many of the young people who attend the service are dealing with crippling anxiety
issues, making initial contact was often described as a huge challenge.

The problem is themselves. It's the going out and seeking help and wanting to get better. The
problem is more to do with that than problems with the actual centre. (Male, 18 years)

Research has demonstrated that parents can play an important role in facilitating young people’s
access to mental health services and help-seeking behaviours (Wahlin & Deane, 2012). As
discussed above, 40% of young people reported that they mostly attended headspace because of
the influence of family or friends. This was further reinforced in the headspace Parents and Carers
Study.

Interviews with young people and parents/carers indicate that some young people were encouraged
to attend headspace because of the actions of their parents. Six of the 50 young people interviewed
(all were female and ranged in age from 13 to 24) described how their mother had made their first
appointment with headspace:

Mum found [headspace] online and then a few weeks after she made an appointment and

| don’t know, | just started going from there... | didn't even want to go in the first place
because | thought that | was okay and there was nothing wrong with me and that mum was
just over-reacting to me being upset (Female, 15 years)

The Parents and Carers Survey data indicates, however, that while parents employed many
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strategies to encourage their young person to keep attending headspace, they were unlikely to have
encouraged their young person to contact headspace to begin treatment. This is because awareness
of headspace and the services it offers was relatively low among this stakeholder group. The majority
of survey respondents (63% or n=58) either had not heard of headspace before their young person
started attending a centre, or had heard of headspace but did not know what they did. According to
survey data, most parents/carers first heard about headspace from a community service provider or
health worker such as a GP (35% or n=33). Another 14% had heard about headspace from a family
member, friend or partner. Smaller numbers of survey respondents had heard about headspace from
an advertisement (13% or n=12) or found headspace online, through social media or another website
(9% or n=8).

Interviews highlighted that young people often found their way to headspace through a multi-step
referral process (for example through recommendation from a school counsellor, followed by a visit
to a GP). Parents often helped their young people along this process (particularly by driving them
to appointments), but they were generally not the ones that suggested that their young person visit
headspace. A common complaint of parents interviewed in focus groups was that they used other
services first because they had not heard of headspace:

Then we went through another school psychologist and we wasted six months and in the
process he got worse. Nobody mentioned headspace.

I've lived in [this suburb] all my life [and] | didn’t even know about this place and | wish | knew
years and years ago.

Service providers were an important referral point to headspace, rather than young people and/or
their parents directly knowing about and seeking assistance from headspace centres. Despite this,
once they knew about headspace, these parents and carers were often actively involved in seeking
further information and supporting their young person’s engagement with the service. Survey data
indicates, for example, that a high proportion of parents/carers sought more information about
headspace prior to, or during the young person’s treatment at a centre. This was mostly from the
headspace website (n=55) or health or community service providers (e.g. school counsellors and
youth workers) (n=39; Figure 3.11).

Figure 3.11 Where parents/carers sought further information about headspace
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Source: The Parents and Carers Survey

Parents most frequently sought further information about headspace because they wanted to know
more about the services available (n=58), to make sure that headspace would make their young
person feel comfortable (n=37), that it was affordable (n=23) and safe (n=16). Less frequently cited
reasons were ensuring that headspace staff were qualified (n=11) and concerns about privacy and
confidentiality (n=12).

Parents who were interviewed reinforced the important role they played in supporting their young
person in attending headspace. Some participants commented that for their young person, fear of
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stigmatisation and having their friends find out was a strong disincentive to attending a centre, while
for others, their young person’s reluctance to talk to someone about their problems was a disincentive.

She was, like, ‘I don’t want to go there. I'm not dumb. I'm not this’. And | used to say, ‘It's going
to help you'.

Just general anxiety of going to a new place, and telling someone he didn’t know his problems.
Not being sure what to expect.

My daughter wouldn’t get out of the car.

The majority of participants noted, however, that this reluctance dissipated quickly after the young
person had visited the centre and spoken to staff members:

My daughter was resistant at the beginning but once we got here, no she was fine. It’s just a
matter of put it on the calendar; remember you've got that appointment, yes, yes. Okay.

They feel comfortable once they’re here.

The Parents and Carers Study found that parents who responded to the survey mostly encouraged
their young person to attend headspace because they felt their young person needed professional
assistance and/or because they feared for their safety:

| thought it would be good for my child/young person to talk to a qualified individual about their
problems (n=67).

| thought that my child/young person was not going to get better by themselves and needed
help (n=55).

| was concerned about the safety of my child/young person (n=40).
| was tired of dealing with my child/young person’s behaviour (n=14).

Parents and carers played an ongoing, active role to ensure that their young person continued

to attend headspace. These actions were practical (e.g. transportation / funding for transport,
appointment reminders and connections to other services) and emotional (e.g. listening, encouraging,
discussing; see Table 3.6).

Table 3.6 Actions taken by parents/carers to encourage their young person to attend headspace

Action undertaken by parents/carers N
| drove them to the headspace centre 68
| listened to what they wanted to share from their appointments with headspace staff 63
| reminded them of appointments with staff at headspace centres 56
| encouraged them to carry out whatever lifestyle or education-related suggestions the headspace staff made 53
(such as joining a gym or enrolling in a course)

| discussed ways that the family could help them to feel better (such as establishing health family routines like 46
regular walking)

| read information about their mental health, emotional and/or behavioural concerns 39
| contacted other services that were recommended to the young person by headspace staff 15
| gave them money for transport costs to travel to the headspace centre 8

Source: The Parents and Carers Survey
Some parents, however, indicated that they wanted to support their young person in their treatment
but were excluded from doing so:

| was never told of appointments, always kept in the dark, never received any input from staff
here.

Sadly, my son does not talk to me, so no conversation had.
My daughter won't talk to us about headspace.

These findings indicate that the majority of the parents and carers who participated in the surveys and
the focus groups felt that headspace is accessible and appropriate for their young people. However,
the level of knowledge about headspace among parents was relatively low, and a large proportion
had not heard of headspace before being referred by another health professional or other source.
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Related to this, most parents indicated that the pathway to the young person receiving headspace
services was often rather complex, and relatively few of the young people in this sample had directly
accessed a headspace centre. Many had a poor experience with another service before finding and
attending headspace.

As indicated in section 3.2 above, headspace is achieving some success in reaching young people
who live in regional areas, and who are over-represented as headspace clients in relation to their
numbers in the general population of young people aged 12-25 years. While the proportion of clients
living in remote locations is very small, it roughly aligns with population figures.

Despite this success, service provision to young people living in regional and remote areas is largely
dependent upon them attending a headspace centre. Many of these young people live a considerable
distance from a headspace centre, and a lack of transport is a restricting factor for many young
people. As indicated above, the majority of young people that attend a headspace centre live within
10 kilometres of the centre.

To ensure that services are provided to young people living in regional and remote areas, centres
have been established in a number of locations that can service nearby regional or rural communities
through outreach models. The headspace centre in Warwick, for example, provides a weekly
outreach service to the nearby town, Stanthorpe. In addition, the Townsville centre collaborates with
other local services to provide fortnightly outreach services at a local skate park.

Staff interviewed and some service providers surveyed reported the challenges associated with
providing face-to-face services and support to geographically isolated young people, as well as their
desire for headspace to do outreach:

I’'m originally from a rural area and I've lived in cities for quite a while, but | still have a big
love for making sure rural stuff gets looked at, and it is an area | still don’t think headspace
looks at enough. | think it's more looked at purely on the numbers of people that are around
and not really considering the fact that rural and remote areas have historically never gotten
the support that they need, and | think this model of service would be amazing in more rural
areas (Clinical Team Leader)

I would love to ideally set up a pop up counselling space in [name of regional town], and we'd
operate out of a bus, or we'd operate out of an office somewhere or something like that,
because there’s major gaps there. Young people out there don’t see workers (Youth Worker).

When asked how headspace could be improved to better meet the needs of young people, 13%
of respondents (20/157) to the Professional Stakeholders Survey called for increased ‘outreach’
services. For example:

There would be great value in developing a mobile headspace treatment space for young
people in isolated regional towns and villages.

There is a need for additional staff with appropriate resources to outreach to our outlying
communities as there is no public transport options for young people to access the service.

Providing service delivery within local communities through outreach satellite services would
be beneficial.

The need for outreach services was a clear priority for service provider respondents, but two staff
members from different headspace centres identified current barriers in the model’s structure. One
staff member, for example, expressed concern about the funding model for outreach:

| don’t think the business model we run here is likely to work in [in remote areas] because
people are going to expect to be paid more, or have some kind of incentives... The grants
for those sort of centres will need to be substantially higher. They are going to need corporate
partnering (Clinical Team Leader)

In another location, a manager described her centre offering a form of outreach to young people
who were not geographically isolated, but who were unlikely to come into headspace without an
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introduction in a space they were comfortable:

[Our consortium partner] has a youth engagement officer that works out of [headspace] once
a week. We had to be really creative in that position, so what I'm using it for is if we have
young people who are not quite ready to come in yet, but want them to, then what we do is
we send the youth engagement officer out to that home to facilitate community work...like an
outreach service (Service Manager)

Finally, the capacity of headspace to provide services to young people in regional and remote areas
is boosted by eheadspace, which provides an online and telephone counselling service. eheadspace
operates as both an alternative to centre-based treatment, and a form of support that complements
the centre-based program. The degree of online and face-to-face service integration is evidenced
by the fact that almost one third of headspace clients that received services at a centre in the
2013/14 financial year also used eheadspace. The contribution of eheadspace to the headspace
service delivery model is elaborated in section 5.6. Evaluation data shows that eheadspace is highly
regarded by centre staff and facilitates service access for young people, including those living in
regional and remote areas:

| think eheadspace is a great initiative. | know it's primarily meant to be for people who can'’t
access centres, so more rural and remote. We still use it a lot as another contact point for a
young person to be able to engage if they need support (Clinical Team Leader)

Mental health literacy refers to the knowledge and beliefs about mental disorders that aid in their
recognition, management or prevention (Jorm et al, 1997). Mental health literacy includes four key
components:

the ability to recognise specific disorders
knowing how to seek mental health information

knowledge of risk factors and causes, of self-treatments; and of professional help available,
and

attitudes that promote recognition and appropriate help-seeking (Jorm et al, 1997).

Incomplete mental health literacy is a significant barrier to service use among young people (Wilson
el al, 2011) and consequently headspace works to increase community awareness of mental health
issues, increase knowledge, and encourage help seeking. During interviews, staff identified two
strategies employed to increase awareness of mental health literacy: community engagement and
national branding activities.

Community engagement is an integral part of the headspace service model. Each headspace centre
employs a community engagement officer whose role is to coordinate and deliver activities in the
local area that focus on promoting the headspace brand and the service provided by headspace
centres, and building young people’s knowledge and reducing the stigma associated with mental
health problems to encourage earlier help-seeking. During interviews, staff described a number of
local events that their centre had arranged such as visiting local schools and talking to students
and staff, hosting drama and music events, facilitating drop-in sessions for local young people,

and holding information evenings for key stakeholders such as school counsellors and principals.
Further, headspace staff also worked to raise community awareness of mental health problems by
participating in national events such as Youth Week and NAIDOC Week. In a survey of headspace
centre managers (n=29), the majority of respondents self-rated their centre as ‘very effective’ in
raising the awareness of youth mental health issues (15/29). This result was supported by interview
data.

All the staff who discussed community engagement during interviews were very supportive of their
centres’ activities and discussed related benefits such as asserting the organisation’s focus on
early intervention and prevention, and enabling young people to become familiar with the centre
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environment and staff prior to receiving treatment:

We devote a lot of our resources here to community engagement and developing that
community partnership with schools and clubs and the community in general (Site Manager)

In the true sense of early intervention and prevention | think you have to have a very active
community engagement and community awareness model, as well as your clinical services
(Site Manager)

It's good that we have community engagement — what they call soft entry — so we can sort of
demystify headspace. We've got things like school holiday programs, so people can come in
and not necessarily see a worker and have an appointment, but still they come into
headspace and they’re getting to learn about us and getting to meet us as workers (Youth
Worker)

Some staff reported that community engagement events were successful in drawing in vulnerable
young people:

| think we're reaching more people with very few staff. | think — you know in the last few days
there has been a really good example of that — the community event, the connecting with
other agencies and other people in schools and a number a young people have come here
that would never have come here otherwise. It’s just a really good example of how we can
maybe make a difference to a lot more people (Clinical Leader)

Interviewed staff felt that the engagement strategies implemented by their centres were improving
awareness of mental health literacy at a community level. Indeed, in the Centre Managers’ Survey,
69% (n=20/29) of respondents rated their centre as very effective in raising the awareness of
youth mental health issues. The remaining 31% (n=9/29) rated their centre as effective in raising
awareness.

Finally, it was also clear in interviews with young people that positive engagement with headspace
practitioners helped to enhance mental health literacy at an individual level.
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4. Outcomes of headspace

Clients

The primary focus of the evaluation is to assess the effectiveness of the headspace program in
achieving outcomes for young people receiving headspace services. Three key research questions
guided our analysis:

* How do young people’s outcomes change after using headspace services?

* How do the outcomes of young people using headspace services differ from the outcomes
of young people across the population not using headspace services?

* According to clients, parents/carers and service providers, how and why has headspace
contributed to/not contributed to changes in client outcomes?

To answer the first two questions, we used the program minimum data set (hCSA) and survey data
collected from a sample of headspace clients and a comparison group of young people. The final
question is answered by drawing on qualitative data collected from program stakeholders.

hCSA data was used to examine changes in outcome indicators for clients at different points in
time throughout their headspace treatment. The hCSA data is advantageous in that it is population
level data. While the hCSA contains a smaller number of outcome indicators than the young people
surveys, it is a valuable source of data that provides specific information about services accessed
by clients as well as the dosage and duration of treatment. The survey data enabled evaluators to
examine changes in multiple outcome indicators for headspace clients, and to compare these with
changes for a comparative group of young people. The sample sizes differ for different outcome
areas. This is a result of both the data source and the completion and quality of the data within the
datasets.

As outlined in Chapter 2, the outcomes analysis uses two complementary measures of effectiveness,
and draws on measures of both statistical and clinical significance. These methods are also
supplemented by observed patterns of change in client outcomes throughout their headspace
treatment and triangulated (where feasible) with other analyses. The two primary methodological
approaches that have been used are:

* The difference-in-difference (DID) approach, and
* The clinically significant change (CSC) method.

The young people survey data has been analysed using the DID approach — a method of analysis
outlined in Chapter 2. This approach compares the results of a sub-set of the headspace client
population (the intervention group) with two comparison groups of young people (those that have
received an alternative form of mental health treatment, and those that have received no treatment).
To achieve a closer alignment between the treatment and comparison groups, the samples were
matched on four key variables using propensity score matching (K10 score, age, gender and days out
of role).

The hCSA data was analysed using the Clinically Significant Change (CSC) method as outlined
Chapter 2. The CSC method focuses on clients’ changes in psychological distress and classifies
individuals along a continuum from a clinically significant improvement to a clinically significant
decline. Significance includes two measures of change — a reliable change and a clinically significant
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change. A reliable change (RC) in K10 scores is one that represents a statistically significant
improvement over the course of the headspace intervention. Significance is measured at the 5%
level. A clinically significant improvement occurs when the change in K10 score is both reliably
significant and also moves the headspace client below the threshold K10 score that represents the
functional benchmark for the general population.

Results of these methods of analyses (DID and CSC) are reported in this chapter. These methods
are complementary and provide similar results, revealing a pattern of small program effect.

Overall results for young people attending headspace

The mean baseline K10 score for the 26,058 young people recorded in the hCSA who attended
headspace in the 2013/14 financial year and had more than one recorded K10 score was 28.8.

The mean last K10 score?* for the sample was 26.5 indicating an average decrease of 2.3 points.
However, as shown in Table 4.1 below, there were significant differences within the sample. Overall,
almost half (47%, n=12,233) of young people’s K10 scores decreased: 13.3% experienced a clinically
significant improvement, 9.4% a reliable improvement and 24.3% an insignificant improvement. Table
4.1 below shows the mean reduction or increase between the first and last recorded K10 scores

for those in each categorization. The mean reduction for those who showed a clinically significant
improvement was 14.6 points. Almost 29% of young people experienced no change in their K10
score. As shown in further analysis presented below (suicidal ideation and self-harm), it is possible
for headspace to make an impact on clients’ wellbeing even if their psychological distress does

not improve. For example, a few parents interviewed for the evaluation commented that while their
young person had not improved noticeably in terms of their mental health functioning, they had not
deteriorated and this for them represented a successful intervention. As one parent commented, ‘if it
wasn’t for headspace my son would be dead or in gaol’.

Almost one in four young people (24.3%) experienced an increase in their K10 score (that is a
deterioration in their psychological distress). Of the latter group, 4.5% experienced a clinically
significant decline, 4.9% a reliable decline and 14.9% an insignificant decline. Overall, the level of
psychological distress reduced significantly (clinically or reliably) for more than double the number of
headspace clients whose psychological distress increased (5,908 compared with 2,457; Table 4.1).

Table 4.1 K10 changes for all young people and by first and last K10 recorded

Characteristics CS RS Insig no Insig RS Cs Total
improve improve improve change decline decline decline
N=3,455 N=2,453 N=6,325 N=7,477 N=3,891 N=1,274 N=1,183 N=26,058
% % % % % % % %
All young people 13.3 9.4 24.3 28.7 14.9 4.9 4.5 100
K10 Score  Mean First 32 36.6 29.6 27 26.6 28.3 18.1 28.8
Mean Last 17.4 25.8 24.8 27 31.3 39.2 32.2 26.5
Change 14.6 10.8 4.8 0 -4.7 -10.9 -14.1 2.3

Notes: Calculations are based on the change in the Kessler K10 measure of psychological distress of headspace clients
between the first and last recorded visit to registered headspace centres. A reliably significant improvement (RS improve)
or decline (RS decline) represents a statistically significant change at a size of 5%. A clinically significant improvement
(CS improve) occurs when the change in K10 is both reliably significant and moves the headspace client below the
threshold (age and gender specific) for the general population. Thresholds for clinical significance are calculated using the
combined (c-threshold) method of Jacobson and Truax (1991). Figures are based on those young people who received

a headspace service within the 2013/14 financial year.

Source: Authors calculations from hCSA data.

Young people who first attended headspace with very high or high levels of psychological distress
(49.1%) were most likely to experience clinically or reliably significant improvements in their levels
of distress. Almost two in three young people (64.9%) who experienced clinically significant

improvements had very high levels of distress when they first attended headspace. The remaining

2 Young people are asked to complete the K10 at each occasion of service. The last recorded K10 score is not always
an exit score and will include young people who are still receiving treatment.
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35.1% had high levels of distress. Of the group who experienced a reliable change, 82.2% had
commenced headspace with very high levels of distress, 8.7% with high and 9.1% with moderate
levels of distress.

Young people who attended headspace with low or moderate levels of distress were over-

represented in the group who experienced a clinically significant decline (a worsening of their distress

levels). While 8.4% of the sample had a low K10 score when they first attended headspace and
14.4% a moderate K10 score, they accounted for 24.5 and 54.4% respectively of the group who
experienced a clinically significant decline (Figure 4.1).

Figure 4.1 K10 changes by commencing K10 group (%)
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20 211
80 431 == 434
51.5 49.1
70 64.9
60 82.2
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20 26.5 2 Commencing K10 group Very high
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15.8
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8.7 163 245
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14.7 118
9.1 : 8.9 2.4
0 0 o 36
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N=3455 N=2453 N=6325 N=7477 N=3891 N=1274 N=1183 | N=26058

-13.30% -9.40% -24.30% -28.70% -14.90% -4.90% -4.50% -100%
CSimprove RS improve Insig no change Insig RS decline | CS decline Total
improve («2) decline

Source: Authors calculations from hCSA data.

Changes in K10 scores differed for young people presenting with different primary issues and

by the number of occasions of service they received. Young people presenting with a primary

issue of mental health and behavioural problems experienced decreases in their K10 scores (i.e.
improvements in their psychological distress). In contrast, psychological distress deteriorated
between visits 2 and 3 for the group of young people who presented with a primary issue of sexual
or physical health problems. Young people with alcohol and other drug issues experienced an initial
deterioration in psychological distress, but levels fluctuated across their occasions of service, with a
steep increase in average K10 scores displayed between visits 9 and 10 (Figure 4.2). The findings
may be influenced by the smaller sample size.

Social Policy Research Centre 2015

43



Figure 4.2 Cumulative average change in K10 scores - by the primary issue the young person
presented with at initial consultation and total number of visits
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Note: The data is right censored and some headspace clients may have had further treatment than what has been able to
be observed within the data. Not all clients are observed at each data point, either because the service provider has not
recorded a primary issue at first presentation, or the young person has not recorded their K10 score, or the young person
has ceased treatment at a certain point. headspace clients are not requested to record their K10 score at each visit. This
information is generally asked at the initial, 3rd, 6th, 10th and 15th visits; however, some clients record this information at
other intervals. Further, not all clients provided information about their level of psychological distress when asked. Smaller
numbers of clients are observed as the number of occasions of service increases. Smaller cell sizes are also present for
clients presenting with certain issues, in particular vocational assistance, physical and sexual health. Cell sizes for these
data can be found in Appendix F. It is also important to note that a client may have more than one issue that they require
help with when presenting at headspace. The information provided here relates to the primary issue as recorded by

the service provider.

Source: Authors calculations from hCSA data.

Demographic characteristics

K10 changes by demographic characteristics are detailed in Table 4.2 below. Most of the K10
changes reflect the distribution of these characteristics across the cohort. There are, however, a
couple of interesting deviations. Women (who made up 64.9% of the cohort) were over-represented
among young people who experienced a clinically or reliably significant decline in their mental health
functioning as indicated by a change in K10 scores (73.5% and 66.3% respectively). Nonetheless,
women were also over-represented in the reliably improved group. Men were slightly over-
represented in the group who experienced a clinically significant improvement. Although the cell size
was small, young people with insecure housing were over-represented in the reliably improved group.

Table 4.2 K10 changes by demographic characteristics

Characteristics Cs RS Insig no Insig RS CS Total
improve @ improve @ improve & change decline decline decline

N=3,455 @ N=2,453 N=6,325 N=7,477 | N=3,891 N=1,274 | N=1,183 N=26,058

% % % % % % % %
All young people 13.3 9.4 24.3 28.7 14.9 4.9 45 100
Gender  Male 37 30.7 36.3 36.9 34.2 26.5 337 35.1
Female 63 69.3 63.7 63.1 65.8 735 66.3 64.9
Sexuality LGBT male 5.9 5.3 6.1 5.8 6.1 4 5.8 5.8
Non-LGBTI male 311 25.3 30.1 311 28.1 226 27.9 29.3
LGBT female 12.7 18.8 14.6 14.7 15.7 18.1 13.7 15.1
Non-LGBTI female 50.3 50.5 49.2 48.4 50.1 55.4 52.6 49.8
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Characteristics Cs RS Insig no Insig RS CS Total
improve @ improve @ improve @ change decline decline decline

N=3,455 @ N=2,453 N=6,325 N=7,477 | N=3,891 N=1,274 | N=1,183 N=26,058

% % % % % % % %
Country  Australia 93.5 92.1 93.1 927 93.3 93.6 93.7 93
ofbirth 5 erseas 6.5 7.9 6.9 7.3 6.7 6.4 6.3 7
Aboriginal Yes, Aboriginal 6.1 6.6 6 5.6 6.7 8.5 7.2 6.2
or Torres Yes. T Strait
Strait | 'TS' do"es ral 0.3 0.3 0.3 0.3 0.3 0.2 0.3 0.3
Islander slander
Yes, Both 0.2 0.4 0.4 0.3 0.3 0.5 0 0.3
No 93.4 92.6 93.4 93.7 92.7 90.7 92.6 93.1
Language No, English Only 94 92.3 941 93.7 931 95 93.6 93.7
other than v A
English es 6 7.7 5.9 6.3 6.9 5 6. 6.3
Culturally English Lang & 89.5 87.2 89.1 88.5 88.4 89.6 89.6 88.7
and AUS Born
Linguis-
tically ggr‘;” Lang & AUS 4 49 4 4.2 48 41 41 43
Diverse .
English Lang & 45 5 5 5.2 47 5.4 4 4.9
Overseas Born
Other Lang & 2 28 1.9 21 2 1 23 21
oversea Born
Security Secure 89.7 86 90.5 90.7 90.4 87.2 93.3 90
of living .
arrange- Homeless/insecure 10.3 14 9.5 9.3 9.6 12.8 6.7 10
ments housing : : : : : :
Partici- Studying only 49.3 48.9 48.6 49.4 51.8 521 49.9 49.7
pation .
Working only 10.1 9.5 10.8 9.9 9.5 7.9 1.4 10
Studying and 225 21.4 22.9 21.8 21.2 20.4 21.5 21.9
working
Not studying or 18.2 203 17.7 18.9 17.4 19.6 17.3 18.4

working

Source: Authors calculations from hCSA data.

Table 4.3 shows a more detailed analysis of differences in the pattern of improvement in
psychological distress between males and females in headspace, as measured by the change in K10
score by age. The calculations again relate to the change in K10 between the first and last visit to
headspace.

The analysis shows that young women aged 14 and under, or 15 to 17, have relatively high
psychological distress on entry into headspace, with average K10 scores of 28 points at 14 and
under, and rising to 30.5 for those aged 15 to 17. The proportion of young women aged 14 and under
who improve clinically over the course of their engagement in headspace is 10.9%, with a further
7.9% showing a reliably significant improvement.

Males in younger age categories typically have lower presenting levels of psychological distress (K10
scores) on entry to headspace compared to young women of the same age. For example, young men
aged 14 have a mean K10 score of 22.5, which is 5.5 percentage points lower than the K10 score

for young women in the same cohort. K10 scores are 26.1 on average for young men aged 15 to 17,
some 4.4 percentage points lower than for young women of the same age. The change in K10 is also
a little stronger for younger men over their time in headspace (between 2.2 and 2.5 points reduction)
than for younger women (who reduce by between 1.8 and 2.1 points).
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Table 4.3 Changes in K10 score between first and last headspace treatment: by age and gender

Females

up to 14
15-17
18-19
20-22
23+

All
Males
up to 14
15-17
18-19
20-22
23+

All

Total

presen-
ting K10
at head-
space
(mean)

28.0
30.5
30.7
30.2
29.2
29.9

225
261
281
28.6
28.8
26.7

28.8

K10
change
(mean)

-1.8
=21
-21
2.7
-2.8
-2.2

-2.5
-2.2
-2.4
2.7
-2.9
-2.5

-2.3

CS
threshold improve

21.2
247
275
25.6
255
247

18.1
20.2
23.9
25.0
25.3
25.3

23.7

CS

10.9
13.0
13.3
15.4
16.2
13.5

15.0
13.2
14.2
14.5
13.5
13.8

13.3

RS
improve

Insig
improve

7.5
9.4
9.3
9.1
8.3
9.6

71
8.1
8.6
8.7
9.4
8.5

9.4

26.8
23.8
22.7
247
26.0
23.8

26.8
247
234
24.6
26.8
251

243

no
change
(<2

K10pts)

28.0
274
30.0
27.0
27.2
27.9

29.9
30.2
28.9
30.4
31.2
30.1

28.7

Insig
decline

16.6
16.0
14.2
15.0
14.0
15.1

14.0
14.3
16.6
14.3
131
14.5

14.9

decline

5.9
5.4
4.8
4.6
4.2
5.2

4.0
5.3
4.2
3.5
3.0
3.9

4.9

decline

4.4
5.0
5.7
4.3
4.2
5.0

3.3
4.2
4.2
4.0
3.1
4.2

4.5

2,805
6,203
2,858
2,891
1,634
16,391

1,503
2,757
1,584
1,913

1,11
8,868

26,058

Notes: Calculations are based on the change in the Kessler K10 measure of psychological distress of headspace clients
between the first and last recorded visit to registered headspace centres. A reliably significant improvement (RS improve)
or decline (RS decline) represents a statistically significant change at a size of 5%. A clinically significant improvement
(CS improve) occurs when the change in K10 is both reliably significant and moves the headspace client below the (age
and gender specific) threshold for the general population. Thresholds for clinical significance are calculated using the
combined (c-threshold) method of Jacobson and Truax (1991). Figures are based on those young people who received

a headspace service within the 2013/14 financial year. headspace clients are not requested to record their K10 score at
each occasion of service. This information is generally asked at the first, 3, 6™, 10" and 15™ visits; however, some clients
record this information at other intervals. Further, not all clients provided information about their level of psychological
distress when asked. Cell sizes for these data can be found in Appendix F.

Source: Authors’ calculations from hCSA data.

Analysis of change in K10 scores by gender shows that there is a steadily rising trajectory in mental
health function by age for females in the headspace program, as shown in Figure 4.3. The proportion
of young women showing a clinical improvement rises from 10.9% for those aged 14 and under to
16.2% for those aged 23 or more. In contrast, the age profile of clinical improvement for males is
relatively flat. Around 15% of young men in the 14 and under age group improve clinically over the
course of their engagement in headspace (see Figure 4.4). These rates fall a little for older males,
but not to any significant degree.

Figure 4.3 Changes in K10 score between first and last headspace treatment: FEMALE clients, by age
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Note: headspace clients are not requested to record their K10 at each occasion of service. This information is generally
asked at the first, 3, 6, 10t and 15" visits; however, some clients record this information at other intervals. Further, not
all clients provided information about their level of psychological distress when asked. Cell sizes for these data can be
found in Appendix F.

Source: Authors calculations from hCSA data

Figure 4.4 Changes in K10 score between first and last headspace treatment: MALE clients, by age
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Note: headspace clients are not requested to record their K10 score at each occasion of service. This information is
generally asked at the first, 3¢, 6", 10" and 15™ visits; however, some clients record this information at other intervals.
Further, not all clients provided information about their level of psychological distress when asked. Cell sizes for these
data can be found in Appendix F.

Source: Authors calculations from hCSA data

Occasions of service intervals

The amount and type of treatment a young person receives at a headspace centre can vary
considerably. Reasons for this include the needs of the clients, their willingness and ability to stay
engaged with the service and the capacity of headspace centres to provide appropriate services.
This section explores the relationship between the number of occasions of services and changes in
psychological distress.

Figure 4.5 displays the average K10 scores recorded by occasion of service, and groups headspace
clients by the number of occasions of service. Overall this figure indicates that the higher the

initial K10 score, the more occasions of service a client is likely to receive. The highest K10 scores
(indicating higher levels of psychological distress) for each group are recorded at initial consultation.
While fluctuations are seen in most groups as the number of occasion of services increases, all
groups show decreasing K10 scores.
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Figure 4.5 Average K10 score by visit number and total number of occasions of service

1-2 occasions of service 3-5 occasions of service 6-9 occasions of service
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Note: headspace clients have been divided into mutually exclusive categories based upon how many occasions of service
they received from headspace. The data is right censored and some headspace clients may have had further treatment
than what has been able to be observed within the data. headspace clients are not requested to record their K10 score

at each occasion of service. This information is generally asked at the initial, 39, 6™, 10" and 15" visits; however,

some clients record this information at other intervals. Further, not all clients provided information about their level of
psychological distress when asked. Smaller numbers of clients are observed as the number of occasions of service
increases. Cell sizes for these data can be found in Appendix F.

Source: Authors’ calculations from hCSA data.

The group who had 15 or more occasions of service had declining levels of psychological distress;
however, this was smaller and more gradual than groups who had fewer occasions of service. This
is not unexpected given they recorded the highest K10 scores on initial presentation. Further, the
number of occasions of service suggests that these young people were dealing with more acute
issues.

Figure 4.6 below illustrates the proportion of headspace clients by age and gender who show a
clinically (CS) or reliably (RS) significant improvement in K10 for different occasions of service (OoS)
intervals. The analysis differentiates the rates of clinical or reliable improvement both by age and
gender, and by a series of O0S intervals — specifically comparing K10 between the first and third
008, the first and sixth OoS, the first and tenth O0S, and finally between the first and last OoS in a
single episode of treatment.

As reported earlier, female clients typically enter headspace with a higher presenting K10 score than
males, and females often access treatment for a longer period of time. Females also show a higher
level of clinically and reliably significant improvement with age. For example, the proportion of young
women aged 14 and under who clinically improve is around 8% by the third visit, rising to 12.6% by
the tenth visit (see Figure 4.6). For young women aged 23 and over, the rate of clinical improvement
rises from 10% at the third visit to nearly 18% by the tenth. Combining rates of clinical and reliable
improvements, the percentage of females aged 23 and over rises from 16% by the third visit to nearly
29% at the tenth.

In contrast, the trajectory of clinically and reliably significant improvements in K10 by age is relatively
flat for males, but generally shows a steeper rate of clinical improvement in mental health functioning
as the number of headspace visits rises. This is especially the case for the youngest cohort of
males who received headspace treatment. Around 12% of males aged 14 and under show a clinical
improvement by the third visit, with this figure rising to 22% by the tenth visit (Figure 4.6). When
clinical and reliable improvements are combined for young men, around one in four males improve
significantly.
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These patterns are likely to reflect the cumulative impact of occasions of service on K10 outcomes;
however, the temptation to interpret the patterns of change in K10 by OoS interval in Figure 4.6 as a
response to increased treatment ‘dose’ should be resisted. It is likely that those who received more

occasions of service had complex issues, and therefore required extended treatment to improve their
condition.

Figure 4.6 Proportion of headspace clients showing clinically (CS) or reliably (RS) significant
improvement in K10, by age and occasion of service (OoS) interval
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Notes: Calculations exclude those who are observed to engage with headspace for only a single OoS. Furthermore, the
K10 change for each OoS interval is generated only for those clients where there is an observed K10 at both OoS in the
difference (for example, the average difference in K10 between O0S1 and O0S6 is calculated only for those headspace
clients who have their K10 recorded on both the first and sixth visits. headspace clients are not requested to record their
K10 score at each occasion of service. This information is generally asked at the first, 39, 6™, 10" and 15" visits; however,
some clients record this information at other intervals. Further, not all clients provided information about their level of
psychological distress when asked. Smaller numbers of clients are observed as the number of occasions of service
increase. Cell sizes for these data can be found in Appendix F.

Source: Authors’ calculations from hCSA data.

Additional analyses and findings related to changes in K10 scores by Indigenous status, gender and
sexual identity, socio-economic status, and remoteness are provided in Appendix F.

Suicidal Ideation and Self-Harm

Changes in young people’s suicidal ideation and reported instances of self-harm were examined as
additional indicators of changes in mental health. This was undertaken to balance the substantive
weight placed on changes in K10 scores in the evaluation, and to highlight that relative stability in the
level of psychological distress as measured by K10 may not necessarily indicate a poor outcome.

Survey respondents were asked in each wave whether they had considered suicide in the last year.
A clinically significant change analysis was replicated using the intervention survey to categorise
respondents according to their prevalence of suicidal ideation by changes in K10. The results show
that focusing only on K10 scores can mask important changes in mental health functioning.
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Figure 4.7 Percentage of headspace clients who considered suicide in the last year, by K10 change
and intervention survey wave
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Note: Data for this analysis is sourced from the headspace intervention survey. Estimates of clinically significant change
were tested for the survey data and were shown to align well with hCSA data. Suicide ideation data was specifically
collected within the survey data and is not available in the hCSA dataset. Sample sizes can be found in Appendix F.
Source: Authors’ calculations from headspace intervention survey data.

Figure 4.7 reports the proportion of survey respondents in each K10 change category who had
contemplated suicide for both survey waves. The results reveal two highly significant findings.
First, the propensity to consider suicide falls by more than half among those whose K10 had
improved clinically during their progress through headspace, from 59.2% in the first survey period
down to 29.4% at the second. Rates also fell for those who showed either reliable or insignificant
improvement, by around 10 percentage points and 18 percentage points respectively.

The second significant finding relates to those headspace clients who exhibited no real improvement
in K10, i.e. a change of less than two K10 points between survey waves. Even for this group, the
propensity to consider suicide fell by more than 16 percentage points, from 64% to 47.8%.

These findings indicate that significant change in critical outcomes may occur for headspace clients
at high risk of suicide despite there being no evidence of change in psychological distress through
the K10 measure. The finding is an important one in that it highlights the potential protective role that
the headspace program may have against such extreme adverse mental health outcomes.

The change in prevalence of suicidal thoughts for young men and women that had received
treatment from headspace are considerable, as shown in Figure 4.8. Males appear more responsive
than females in relation to lower rates of suicidal ideation, showing a 41.6 percentage point reduction
in suicidal ideation for those who clinically improved in terms of their psychological distress levels.
Young women in the same group showed a decrease in suicidal ideation by 27.2 percentage points.
For young men who improved reliably, suicidal ideation rates decreased by more than 25 percentage
points and for young women, the response is lower at 6.4 percentage points. The rate of reduction

is also positive across a number of other groups. Young males and females whose mental health
functioning declined reliably and young males whose K10 declined clinically, as measured by
changed in K10 scores, experienced increases in suicide ideation.
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Figure 4.8 Change in prevalence of suicidal thoughts between waves, by gender and K10 change
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Note: Data for this analysis is sourced from the headspace intervention survey. Estimates of clinically significant change
were tested for the survey data and were shown to align well with hCSA data. Suicide ideation data was specifically
collected within the survey data and is not available in the hCSA dataset. Sample sizes can be found in Appendix F.
Source: Authors’ calculations from headspace intervention survey data.

The analysis of reported instances of self-harm shows a similar pattern of reduction. Figure 4.9
shows a decrease in the rates of self-harm across all K10 change groups between Waves 1 and 2,
except for those who declined reliably. The greatest reduction in prevalence of self-harm was for
those who improved clinically significantly (down 24.7 percentage points) and those who recorded a
reliably significant improvement (down 18.3 percentage points).

Figure 4.9 Percentage of headspace clients who self-harmed in between waves, by K10 change and

intervention survey wave
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Note: Data for this analysis is sourced from the headspace intervention survey. Estimates of clinically significant change
were tested for the survey data and were shown to align well with hCSA data. Information about self-harm was specifically
collected within the survey data and is not available in the hCSA dataset. Sample sizes can be found in Appendix F.
Source: Authors’ calculations from headspace intervention survey data.

Disaggregation of this analysis by gender is shown in Figure 4.10. Young women display a higher
prevalence of self-harm than young men, yet those that improve or have no change in psychological
distress have broadly the same rate of reduction in self-harm regardless of gender (around 23-24
percentage points). However, for those whose psychological distress increases over the two survey
waves, female rates of self-harm remain high whereas rates for males reduce for all categories.
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Figure 4.10 Prevalence of self-harm in the last year across grouped K10 changes: by intervention
survey wave and gender
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Note: Data for this analysis is sourced from the headspace intervention survey. Estimates of clinically significant change
were tested for the survey data and were shown to align well with hCSA data. Information about self-harm was specifically
collected within the survey data and is not available in the hCSA dataset. Sample sizes can be found in Appendix F.
Source: Authors’ calculations from headspace intervention survey data.

Economic and Social Participation

The evaluation examined the degree to which headspace clients reported a change in the number of
days out of role and days cut back in the last four weeks due to psychological distress. Clients were
again categorised according to the level of change in K10 scores between survey waves, and for
each grouping, the average number of lost days were calculated.

Figure 4.11 reports on the number of days in the last two weeks that headspace clients were

totally unable to work or study because of psychological distress, using information from the hCSA
administrative survey. The findings show a decrease in the number of days lost for those who
experienced a clinical improvement in K10 from 3.8 to 1.6 days. Those who showed a reliable
improvement in K10 also saw a similar reduction of days lost between their first and last occasion of
service — from 4.7 to 2.5 days in the last two weeks.

Figure 4.11 Number of days lost in last two weeks due to psychological distress, by K10 change and
OoS interval
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Note: Young people attending headspace were asked how many days in the last two weeks they were unable to carry
out most of their usual activities at school, study, work or home. The available responses included 1. None; 2. 1-3 days;
3. 4-6 days; 4. 7-9 days; or 5. Most or all days. A midpoint was used to derive an average days lost measure. Cell sizes
can be found in Appendix F.

Source: Authors’ calculations from hCSA administrative data.
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A similar pattern was evident for clients and the days cut back. headspace clients who improved
clinically, when compared with a normative population, reported a reduction in the number of days
cut back from 9.4 on average in each month to 3.1. Those who showed a reliably significant change
also saw gains in economic participation — from 8.4 days reduced activity on average to 6.7. Young
people who improved statistically insignificantly, and those with no change in their K10 score, also
reported an increased ability to participate in daily activities. Young people that reported greater
psychological distress over the period reported increases in the average number of days cut back.
This number was highest on average for those young people whose mental health functioning, as
indicated by the K10 score, declined significantly.

These results further demonstrate outcomes for young people and the importance of considering
multiple outcome measures when assessing program effect.

Figure 4.12 Number of days in last four weeks cut down due to psychological distress, by K10 change
and OOS interval
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Note: Data for this analysis is sourced from the headspace intervention survey. Estimates of clinically significant change
were tested for the survey data and were shown to align well with hCSA data. Information about the number of days cut
back was specifically collected within the survey data and is not available in the hCSA dataset. Sample sizes can be
found in Appendix F.

Source: Authors’ calculations from hCSA administrative data.

Social inclusion

Social inclusion indicators show that young women and men who demonstrated a clinical or reliable
improvement in psychological distress between waves 1 and 2 also reported improvement in how
supported they felt and in their levels of socialisation with friends. In wave 1, 39.2% of young women
who improved clinically or significantly reported feeling supported. By wave 2, this rate increased

to over two-thirds. Young men experienced similar improvements in feeling supported. Those that
experienced no significant change in their levels of psychological distress also reported no change
in feeling supported. Young people with increased levels of stress also felt less supported; this was
particularly the case for young women.

Findings for the relationship between changes in psychological distress and the level of socialising
online are mixed. Groups with improved mental health functioning reported relatively little change in
their online socialisation practices. Young men whose levels of distress fell over the course of their
time in headspace also tended to show increased levels of online activity on average, from 62% to
71%. However, little change was observed among women whose psychological distress improved.
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4. Outcomes of headspace Clients

Figure 4.13 Social inclusion indicators among headspace clients, by gender and intervention survey
wave
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Notes: Calculations show the percentage of headspace clients (i) who responded “Most of the time” or “all of the time”
when asked “Do you feel like there are people who are there for you”; or who (ii) participated club or social activities,

(iii) socialized with friends, or (iv) engaged in online social activities more than once each week. The percentage of
positive responses to each question were recorded for females and males, and for wave 1 (W1) and wave 2 (W2) of

the intervention survey. Results are presented for those who improve significantly - Improved (CS/RS) — or declined
significantly — Declined (CS/RS) — as well as for those who exhibited no significant change. Data for this analysis is
sourced from the headspace intervention survey. Estimates of clinically significant change were tested for the survey data
and were shown to align well with hCSA data. Information about self-harm was specifically collected within the survey
data and is not available in the hCSA dataset. Sample sizes can be found in Appendix F.

Source: Authors’ calculations from intervention survey data.

Social and Occupational Functioning

The evaluation uses the Social and Occupational Functional Assessment Scale (SOFAS) to

assess how young people’s physical impairment and mental health issues may be impacting on

their functionality across a number of different areas (Pederson & Karterud, 2012; Romera et al.,
2011). Functioning is measured on a scale from 1 (serious functional impairment) to 100 (optimal
functioning) with scores of 80 and above representing normal functionality (Romera et al., 2011).
Scores around 60 indicate a person may have moderate difficulty in functioning, while scores around
70 represent adequate functioning though with some difficulty (Chanen et al., 2007). SOFAS is
scored by practitioners using the scale in Table 4.4.

Unlike the K10, which is recorded at a particular point of service by the young person, the SOFAS is
recorded at almost all points of service by the service provider.
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Table 4.4 Social and Occupational Functional Assessment Scale scoring
Practitioners enter a score on a scale of 1-100, as follows:

91-100:  Superior functioning in a wide range of activities

81-90: Good functioning in all areas, occupational and socially effective

71-80: No more than a slight impairment in social, occupational, or school functioning

61-70: Some difficulty in social, occupational or school functioning

51-60: Moderate difficulty in social, occupational or school functioning

41-50: Serious impairment in social, occupational, or school functioning

31-40: Major impairment in several areas such as work or school, family relations

21-30: Inability to function in almost all areas

11-20: Occasionally fails to maintain minimal personal hygiene.
1-10: Persistent inability to maintain minimal personal hygiene
0: Inadequate information

On average, young people’s social and occupational functioning improved over time as they received
headspace services. Functioning improved most within the first six occasions of service and
continued to improve until it stabilised when young people reached around 15 occasions of service.
SOFAS scores fluctuated thereafter. Males improved slightly more than females, but males started
from a lower base (Figure 4.14).

SOFAS scores for young people with different sexual identities increased steadily. Similar gains were
found between heterosexual and LGBTI young people (males and females) until around 6 visits,
after which functioning continued to improve but at varied rates (Figure 4.15). Non-LGBTI females
had lower improvements in social functioning. This cohort was also more likely to record higher
functioning levels at the beginning of treatment.

Figure 4.14 Cumulative average of individual SOFAS changes by gender and total number of visits
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Note: SOFAS is generally reported by the service provider at each occasion of service. The data is right censored and
some headspace clients may have had further treatment than what has been able to be observed within the data. Smaller
numbers of clients are observed as the number of occasions of service increases. Cell sizes for these data can be found
in Appendix F.

Source: Authors calculations from hCSA data.
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Figure 4.15 Cumulative average of individual SOFAS differences by gender-sexuality and total number
of visits
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Note: SOFAS is generally reported by the service provider at each occasion of service. The data is right censored and
some headspace clients may have had further treatment than what has been able to be observed within the data. Smaller
numbers of clients are observed as the number of occasions of service increases. Cell sizes for these data can be found
in Appendix F. LGBTI include young persons who reported their gender as trans or intersex and their sexuality as lesbian,
gay, bisexual, questioning and other. Not all young people reported their gender and sexuality within the hCSA data.
Source: Authors calculations from hCSA data.

Young people’s social and occupational functioning improved irrespective of young people’s initial
presenting problem, with the exception of young people presenting with sexual or physical health
problems as their primary issue. As the sample sizes of young people presenting with sexual

or physical health problems are low (3% and 1% respectively), further investigation of whether
headspace is helping young people with sexual or physical health problems is needed.

Figure 4.16 Cumulative average of change in individual SOFAS scores - by the primary issue at initial
consultation and total number of visits
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Note: SOFAS is generally reported by the service provider at each occasion of service. The data is right censored and
some headspace clients may have had further treatment than what has been able to be observed within the data. Smaller
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numbers of clients are observed as the number of occasions of service increase. Smaller cell sizes are also present for
clients presenting with certain primary issues, including vocational assistance and other. Cell sizes for these data can be
found in Appendix F.

Source: Authors calculations from hCSA data.

Changes in SOFAS classification bands

Between the first and third occasion of service, most young people’s SOFAS classification
remained stable (58.1%). Twenty-three per cent of young people experienced an improvement in
the classification of their SOFAS within these three appointments. These increases in functioning
were observed in the 61-80 (4.3%) and the 41-60 (16.7%) groups. However, 18.1% experienced
deterioration. Moderate decreases in average functioning occurred in the 61-80 (12.3%) and 81-100
(4.7%) classification groups (Table 4.5).

Table 4.5 Transition in SOFAS classification bands from the first (row) to the third occasion of
service (column) (%)

SOFAS at visit 3 Total
SOFAS at visit 1 1-20 21-40 41-60 61-80 81-100
% % % % % %

1-20 - - - 0.1 - 0.2
21-40 - 0.7 17 0.8 - 3.2
41-60 - 1.1 16.6 15.8 21 6.8
61-80 0.1 0.4 11.8 38.7 43 55.3
81-100 - - 0.8 3.9 21 6.8
Total 0.2 23 30.9 59.2 7.4 100.0

Notes: Cells report percentages of young people who transition between bands of SOFAS score during the visit interval.
Calculations are based on 23,577 young persons for whom scores are observed over the two visits in the interval. Cells
that constitute less than 0.5% of the population are marked *-. See Table 4.4 above for SOFAS classification definitions.
Source: Authors calculations from hCSA data.

Changes in young people’s classifications between the first and sixth occasion of service were
similar, but slightly better than between the first and third occasion of service. Just over one in four
young people (26.1%) had experienced a shift to a high classification of functioning (20.1% improved
within the 41-60 classification and 4.8% within the 61-80 classification). Just over half (54.0%)

of young people did not change their classification over this time while 17.7% of young people
experienced a deterioration in their functional classification. This was mostly within the 61-80 (12.2%)
and 81-100 (4.5%) brackets (Table 4.6).

Table 4.6 Transition in SOFAS classification bands from the first (row) to the sixth occasion of
service (column) (%)

SOFAS at visit 6 Total
SOFAS at visit 1 1-20 21-40 41-60 61-80 81-100
% % % % % %

1-20 - - 0.1 0.1 - 0.2
21-40 - 0.5 1.9 1.0 - 34
41-60 - 0.9 14.5 19.0 11 35.6
61-80 - 0.4 11.8 37.4 4.8 54.6
81-100 - - 0.7 3.8 1.5 6.1
Total 0.1 1.9 29.0 61.5 7.5 100.0

Notes: Cells report percentages of young people who transition between bands of SOFAS score during the visit interval.
Calculations are based on 13,433 young persons for whom scores are observed over the two visits in the interval. Cells
that constitute less than 0.5% of the population are marked ‘-’. See Table 4.4 above for SOFAS classification definitions.
Source: Authors calculations from hCSA data.

Young people’s changes in their SOFAS classification between their first and last visit at headspace
were similar to both visits 1 and 3, and visits 1 and 6. Around half of young people (54%) recorded no
change in their SOFAS classification between their first and last occasion of service at headspace.
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Twenty-nine per cent improved in their functional classification and 16.6% declined. Where there
were changes, young people mostly moved up or down one, rather than multiple, classification
bands.

There were similar changes in SOFAS classification bands for young people by gender and sexuality.
All groups display similar results: approximately 54% remained in the same functional classification,
around 29% moved up and 17% moved down. However, heterosexual females were slightly less likely
to experience a change and LGBTI males were slightly more likely to improve (Figure 4.17).

Figure 4.17 Proportion of young people who transitioned in SOFAS classification bands from first to
last occasion of service by gender-sexuality
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Notes: SOFAS is generally reported by the service provider at each occasion of service. The data is right censored and
some headspace clients may have had further treatment than what has been able to be observed within the data. Smaller
numbers of clients are observed as the number of occasions of service increases. Cell sizes for these data can be found
in Appendix F. LGBTI include young persons who reported their gender as trans or intersex and their sexuality as lesbian,
gay, bisexual, questioning and other. Not all young people record their gender and sexuality within the hCSA data. Cell per
cent of 28,284 young persons.

Source: Authors calculations from hCSA data.

Improvements in functioning that resulted in a transition between SOFAS classifications were slightly
more likely as the number of occasions of service increased (Figure 4.18).

Figure 4.18 Proportion of young people who transitioned in SOFAS classification bands from first to
last occasion of service by total number of visits
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Notes: SOFAS is generally reported by the service provider at each occasion of service. The data is right censored and
some headspace clients may have had further treatment than what has been able to be observed within the data. Smaller
numbers of clients are observed as the number of occasions of service increases. Cell sizes for these data can be found
in Appendix F.

Source: Authors calculations from hCSA data.

Changes in young people’s mental health, physical health, drug and alcohol use and social inclusion
were assessed using data collected from the young peoples’ surveys. Survey data was collected
from a sample of headspace clients as well as two comparison groups: a sample of 12-17 year olds
who participated in the Young Minds Matter study and a sample of 18-25 year olds sourced through
a national online panel.

The analysis compares findings for three specific groups:

the ‘headspace treatment’ group: young people who received services from a headspace
centre

the ‘other treatment’ group: young people who reported receiving mental health services, but
said these were not from a headspace service

the ‘no treatment’ group: young people who reported receiving no mental health services
from either headspace or another service.

The ‘headspace treatment’ group was recruited from headspace centres over a 6-month period:
between 6 December 2013 to 6 June 2014. The ‘no treatment group’ was drawn from the comparison
surveys and comprises of young people who have not sought any substantial headspace treatment
and who also did not seek any treatment from any other health professionals between the two survey
waves. The ‘other treatment’ group comprises of young people within the comparison surveys and
includes all those who sought mental health support from a health professional other than headspace
between Waves 1 and 2. The results presented below, first compare the ‘headspace treatment’ with
the ‘no treatment’ group, and then the ‘headspace treatment’ with the ‘other treatment’ group.

Changes in various outcomes are compared over the two survey waves. Those who only responded
to one wave were excluded from the analysis. Further, during preliminary analysis, steps were taken
to match the headspace survey intervention group to administrative data (hCSA) in order to assess
the timing of the survey collection against the period of treatment at a headspace centre. This
process uncovered 340 observations (32.3%) of young people who had completed their headspace
treatment prior to the wave 1 collection data. These observations were excluded from the analysis.
Finally, young people within the comparison surveys that sought a substantive headspace treatment
between Wave 1 and Wave 2 were also excluded from the analysis (n=90).

Propensity Score Matching

A complexity of the DID methodology stems from the fact that those in the ‘headspace treatment’
group are often dissimilar in their observed and unobserved characteristics when compared to other
young people within the comparison surveys. In order to mitigate these differences, a propensity
score matching technique was applied to the datasets. It is, however, important to note the limitations
of this technique, especially in accounting for unobserved differences between the groups.

Results - headspace treatment compared with no treatment

This section reports the changes in a number of outcomes between the two survey waves for

the matched ‘headspace treatment’ and ‘no treatment’ groups. Changes between waves 1 and 2,
including effect size and difference-in-differences of those treated at headspace and those without
treatment, are reported. The statistical reliability of these changes is also assessed given that the
data operationalised is a survey sample.
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Psychological Distress

As shown in Table 4.7 below, the mean commencing K10 score was similar for the ‘headspace
treatment’ group and the matched ‘no treatment’ group (28.7). A reduction in the average K10

score between Wave 1 and Wave 2 was observed for both groups. The mean K10 score for the
‘headspace treatment’ group decreased by 3 percentage points, while the mean score decreased
by 1.6 percentage points for the matched ‘no treatment’ group — both changes are significant at the
1% level. The effect size of the change over time, as measured by Cohen’s d, shows a bigger effect
for the ‘headspace treatment’ group (-0.34) than that observed for the matched ‘no treatment’ group
(-0.21).

The observed difference-in-differences shows that the ‘headspace treatment’ group had a 1.39
percentage points greater reduction in psychological distress when compared to the matched ‘no
treatment’ group. This result is significant at the 5% level. The effect size of these differences is
relatively weak, with Cohen’s d = -0.16.

Turning to the distributional analysis (Table 4.7), a considerable proportion of young people in the
‘headspace treatment’ group transitioned to low or moderate K10 groups over the survey period.
Young people in the low K10 classification increased by 6 percentage points and those in the
moderate grouping by 9.2 percentage points. Both increases are highly statistically significant. A
highly significant decrease in the proportion of young people in the very high K10 grouping was also
observed. The matched ‘no treatment’ group recorded a statistically significant reduction in young
people within the very high K10 classification between waves 1 and 2; however, this reduction was
lower than that experienced by young people treated at headspace.

Difference-in-difference results show that three of the four K10 groupings demonstrated more
improvement for young people treated at headspace compared with those with similar commencing
K10 scores and distributions who had no treatment. These results are statistically significant at the
5% level. Effect sizes of these differences are weak, with Cohen’s d = 0.12.

Incapacity

The ‘headspace treatment’ group displayed a general reduction in incapacity as measured by the
number of days out of role (DOR) and the days cut back (DCB) (Table 4.7). There was an average
decrease in days out of role from 2.8 to 2.3 and days cut back from 7.9 to 5.9 for the ‘headspace
treatment’ group between Waves 1 and 2. Both differences are significant at the 1% level. The
matched ‘no treatment’ group also experienced a decrease in the days out of role between the two
waves, from 2.8 to 2.6, which is significant at the 5% level. Days cut back increased slightly for this
group; however, the result is not statistically significant. Effect sizes for the ‘headspace treatment’
group are larger than that observed for the ‘no treatment’ group for these indicators of incapacity
caused by mental health issues.

The difference-in-difference results illustrate that the ‘headspace treatment’ group does slightly better
in terms of the reduction of days out of role and days cut back when compared to the matched ‘no
treatment’ group between the survey waves. These results are significant at the 1% level.

The distributional analysis of days out of role reveals an overall improvement, particularly in the
proportion of young people who reported zero days incapacitated by mental health in the last

30 days. This effect is much stronger for the ‘headspace treatment’ group than the matched ‘no
treatment’ group (Cohen’s d = 0.37 and 0.18 respectively). Difference-in-difference results show that
the ‘headspace treatment’ group increased reports of zero days out of role by 8.6 percentage points
more than the group that received ‘no treatment’ over time. This result is statistically significant. A
greater reduction in reports of between 15-28 days out of role was observed for the ‘headspace
treatment’ group when compared to the ‘no treatment’ group — 4.84 percentage points. This result is
also highly statistically reliable and the effect size is estimated at -0.18.

Days cut back show similar results, with greater improvements for the ‘headspace treatment’ group
in this outcome indicator when compared with the matched ‘no treatment’ group. Of note, however,
are the differences in the wave 1 distributions of each treatment group, indicating that the ‘headspace
treatment’ group is likely to be experiencing more complex issues, even if the K10 measure is similar.
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Social inclusion

Social relationships, or social inclusion, are recognised as having a number of factors that benefit
psychological health. While social support is recognised as providing companionship, it can also
provide emotional sustenance and act as a buffer to stress by assisting with coping mechanisms.
These factors can combine to act as protective factors against psychological distress (Thoits, 2011).

Changes in the degree to which young people felt they were socially supported were compared over
time. The ‘headspace treatment’ group had lower proportions of young people who reported feeling
that people were there for them either all or most of the time when compared with the matched

‘no treatment’ group at Wave 1 (42% compared to 54% of young people felt supported). These
differences are highly statistically significant and illustrate the differences that remain between the
two groups after propensity score matching.

Both the ‘headspace treatment’ group and the matched ‘no treatment’ group reported an increase

in feelings of inclusion between Waves 1 and 2 (5.5 and 6.2 percentage points respectively). These
changes were not significant for the ‘headspace treatment’ group but were significant at the 5% level
for the matched ‘no treatment’ group. No significant differences were observed between the two
groups.

The impact of physical health problems on psychological distress

The matched groups were used to compare the proportion of young people who felt that physical
health problems were a cause of psychological distress. The ‘headspace treatment’ group
experienced a slight decline in the proportion of young people citing physical health being a cause of
psychological distress, and the matched ‘no treatment’ group a slight increase, although neither result
is statistically reliable. No significant differences exist between the two groups at Wave 1, and no
significant differences between the groups can be observed over time.

Drug and alcohol use

Analysis was undertaken to assess two outcomes related to drug and alcohol use: binge drinking and
cannabis use. For young people within the ‘headspace treatment’ group, the average number of days
binge drinking in the last 30 days changed from 1.5 to 1.7 between the two survey waves; however,
this result was not significant at the 1% or 5% level. The matched group that received ‘no treatment’
experienced a decrease in binge drinking, from 1.5 to just under 1 day on average each month.

This decrease is statistically significant (p<0.001). No significant differences exist between the wave

1 values for each group; however, the difference-in-differences observed over time are significant

at the 1% level, with the ‘no treatment’ group reducing binge drinking by 0.7 days more than the
‘headspace treatment’ group.

Cannabis use was similar for both the headspace and matched ‘no treatment’ group at wave 1, with
14.8% and 14.5% of young people having used cannabis in the past 30 days. Cannabis use for the
‘headspace treatment’ group was 14.8% at Wave 1 and 17.0% at wave 2; however this difference
was not significant at the 1% or 5% level. No change was observed for the matched ‘no treatment’
group, and there are no statistically significant differences between the groups at wave 1 or within
the differences.

Results - headspace compared with other treatment

This section reports changes in a number of outcomes between the two survey waves for the
matched ‘headspace treatment’ group and young people who received other treatment (that is, a
non-headspace mental health treatment). Changes between waves 1 and 2, including statistical
reliability, effect size and difference-in-differences are reported.

Psychological Distress

The mean psychological distress score (captured by K10) was similar for both the ‘headspace

treatment’ group and the matched ‘other treatment’ group at wave 1 (28.7), as was the case with the
‘no treatment’ group (Table 4.8). A reduction in the average K10 score between Wave 1 and Wave 2
was observed for both groups. The mean K10 score for the ‘headspace treatment’ group decreased
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by three percentage points, and 2.1 percentage points for the matched ‘other treatment’ group. Both
changes are significant at the 1% level, and the effect size of the change over time within each
group, as measured by Cohen’s d, shows a bigger effect for the ‘headspace treatment’ group (-0.34)
than that observed for the matched ‘other treatment’ group (-0.24). These results were similar to the
comparison between the ‘headspace treatment’ and the ‘no treatment’ group; however, a greater
reduction in psychological distress occurred for young people who received headspace treatment.

The difference-in-difference results demonstrate that the ‘headspace treatment’ group had a greater
reduction in psychological distress over time when compared to the matched ‘other treatment’ group
- 0.96 percentage points. This result is significant at the 5% level. The effect size of these differences
is relatively weak with Cohen’s d = -0.11.

The distributional analysis shows an increase in the proportion of young people in both the
‘headspace treatment’ group and matched ‘other treatment’ group in the low and moderate K10
groups over the period, and a corresponding decrease in the very high K10 group. All changes are
highly statistically significant. Difference-in-difference results show that only one of the four K10
groupings reveals a stronger improvement for young people treated at headspace compared with
those that received another mental health treatment. The proportion of the ‘headspace treatment’
group with high levels of distress decreased 5.4 percentage points more than the ‘other treatment’
group. This result is statistically significant at the 10% level and the effect size is -0.09.

Incapacity

A reduction in incapacity, as measured by days out of role and days cut back occurred for both the
‘headspace treatment’ group and the matched ‘other treatment’ group (Table 4.8). The ‘headspace
treatment’ group had an average decrease in days out of role from 2.9 to 2.4, and days cut back from
8.2 to 6.0 between Waves 1 and 2. Both differences are significant at the 1% level. The matched
‘other treatment’ group also experienced a decrease in the average days out of role (0.21, 5%
significance) and days cut back; however, the decrease was smaller and insignificant for the days

cut back indicator. Effect sizes for the ‘headspace treatment’ group were larger than for the ‘other
treatment’ group.

The difference-in-difference results for these outcome indicators illustrate that the ‘headspace
treatment’ group did slightly better in terms of the reduction of days out of role and days cut back
when compared to the matched group of young people that received an alternative mental health
treatment between the survey waves. The difference-in-differences for days out of role is -0.34
percentage points greater for the ‘headspace treatment’ group and -2.01 greater for this group when
assessing days cut back. Both results are significant at the 1% level; however, the commencing wave
1 differences for days cut back need to be considered when interpreting these results.

The distribution results of changes in days out of role and days cut back are similar to that observed
between the ‘headspace treatment’ and ‘no treatment’ group. An overall improvement in days out

of role, particularly in the proportion of young people that report zero days incapacitated by mental
health in the last 30 days was observed. This effect is much stronger for the ‘headspace treatment’
group than the matched ‘other treatment’ group (Cohen’s d = 0.35 and 0.19 respectively). Difference-
in-difference results show that the ‘headspace treatment’ group increased reports of zero days out
of role by 7.8 percentage points more than the group that received ‘other treatment’. This result is
statistically significant at the 5% level. A greater reduction in reports of between 15-28 days out of
role is observed for the ‘headspace treatment’ group when compared to the ‘no treatment’ group —
4.3 percentage points. This result is also statistically reliable and the effect size is estimated at -0.15.

Days cut back show similar results, with greater improvements for the ‘headspace treatment’
group when compared with the matched ‘other treatment’ group. As with the above analysis, clear
differences in the wave 1 distributions of each treatment group exist, again indicating that the
‘headspace treatment’ group is likely to be experiencing more complex issues in relation to mental
health, even with similar K10 distributions.
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Social inclusion

As with the previous comparison, the ‘headspace treatment’ group had much lower proportions of
young people feeling included at Wave 1 when compared with the matched ‘other treatment’ group
at the same reference point (42% compared to 53% of young people felt supported). The differences
between the Wave 1 reference points are highly statistically significant (p<0.001), and again illustrate
the differences that remain between the two groups after propensity score matching.

Both the ‘headspace treatment’ group and the matched ‘other treatment’ group were more likely

to report feeling included at Wave 2 — an increase of 5.5 and 10.6 percentage points respectively.
These changes are significant at the 5% level for the ‘headspace treatment’ group and at the 1%
level for the matched ‘other treatment’ group. The difference-in-differences show a greater increase
in the ‘other treatment’ group in terms of their feelings of inclusion over time; however, as the
commencing values are statistically different between the two groups, the result is inconclusive.

The impact of physical health problems on psychological distress

No significant differences were found between waves 1 and 2 in the proportion of young people
who felt that physical health issues were a cause of psychological distress for the ‘headspace’ or the
‘other treatment’ group (Table 4.8). Further, no significant differences were observed between the
two groups and no significant difference-in-differences were seen. These results are consistent with
those observed for comparisons between the ‘headspace treatment’ group and the ‘no treatment’

group.
Drug and alcohol use

Consistent with the matched ‘no treatment’ group, the matched ‘other treatment’ group reported a
decrease in binge drinking, from 1.4 to under 1 day on average each month. This decrease was
statistically significant (p<0.001). No significant differences exist between the wave 1 values for each
group. However, the difference-in-differences observed over time for each group was significant at
the 1% level, with the ‘other treatment’ group reducing binge drinking by 0.75 days more than the
‘headspace treatment’ group.

The matched ‘other treatment’ group had slightly higher reported cannabis use than the ‘headspace
treatment’ group at wave 1 — 17.3% compared to 14.8% respectively; however, these differences
were not statistically significant. No significant change is observed for the matched ‘other treatment’
group, and there are no significant difference-in-differences between the groups over time.

Summary

This analysis has sought to provide evidence to assess the changes in young people’s mental health,
physical health, drug and alcohol use and social inclusion outcomes after using headspace services.
It has also sought to compare these changes to other groups of young people that are not using
headspace services.

A difference-in-difference approach was undertaken using a matched group of young people that
either sought some other form of mental health treatment between the two survey periods (the ‘other
treatment’ group) or did not seek any other treatment (the ‘no treatment’ group). Propensity score
matching was used to try and identify a similar sample of young people to those that were treated at
headspace. Statistical reliability and effect size of the results are estimated.

Results suggest improvements in mental health outcomes among young people using headspace
services relative to young people not receiving treatment or young people receiving treatment
elsewhere. Changes recorded over time in measures of psychological distress and incapacity due
to psychological distress point out the efficacy of the headspace treatment relative to its absence

as well as to alternative form of treatments. The effect of the headspace treatment is larger when
compared to matched young people that did not seek any treatment between the survey waves and
those that sought treatment elsewhere. The ‘headspace treatment’ group reveals a greater reduction
in psychological distress (K10) when compared with both groups over time, with both results
statistically significant. The effect size for this outcome indicator may be considered relatively small
(-0.11 for difference-in-difference in ‘no treatment’ and -0.16 for difference-in-difference for ‘other
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treatment’); however, as outlined above, classifying the magnitude of the strength of an effect size
should be undertaken with caution (see for example Baguley 2009).

Noting the limitations that exist within the propensity score matching, outcomes for other indicators
are not as strong for the ‘headspace treatment’ group. While there was an overall statistically
significant improvement in feeling socially included for the ‘headspace treatment’ group, they did not
experience as large an increase when compared to matched ‘other’ and ‘no treatment’ groups. No
results for physical health as a cause of mental health are statistically significant.

Mental health

The statistical analysis conducted for the evaluation demonstrates that a greater proportion of
young people showed clinically and reliably significant improvement in mental health functioning
than those that showed deterioration in functioning. Moreover, the survey data analysis makes clear
the effectiveness of headspace, as the sample of headspace clients showed greater improvement
in mental health outcomes than young people receiving no treatment and alternative forms of
treatment. While the task of attributing these results to headspace service provision has been a
methodologically complex and contested issue during the course of the evaluation, most of the
stakeholders that spoke of young people’s positive change had no hesitation in attributing results to
headspace.

The story is not so explicit in relation to other outcome areas examined for the evaluation. The data
does not show consistent patterns of improvement in measures of physical health, drug and alcohol
use and social inclusion. The qualitative findings are relatively consistent with this story; however,
they remind us that there is often an intersection between mental health and other outcome areas.
Poor mental health is linked to a range of negative outcomes including poorer physical health, greater
likelihood of substance abuse, lower educational achievement, social isolation and reduced quality of
life (World Health Organisation, 2011). This intersection is evidenced within the data.

hCSA data shows that 74% of young people accessed headspace with mental health problems as
their primary presenting issue. Interviews with young people (n=50) indicated that the overwhelming
majority felt that attending headspace had led to improvements in their mental health. This is
supported by findings from the Survey of headspace Centre Managers, where 24 of the 29 survey
respondents rated headspace services as ‘very effective’ in improving clients’ mental health. The
remaining 5 respondents rated their centres’ services as ‘somewhat effective’ in improving clients’
mental health.

The positive outcomes described by young people included experiencing none or fewer depressive
episodes, improved self-confidence, a change in attitude/perspective, decreased suicidal ideation
and fewer instances of self-harm, and an increased ability to regulate emotions and better manage
mental health symptoms.

Many young people spoke about how headspace had helped them to reduce or eliminate depressive
symptoms that first caused them to seek support from headspace.

I’'m not the same person as | was when | first came here and | was more depressed and stuff
like that, and after coming here for a year and a half or something, I’'m more happy and | can
walk in here now with a smile on my face rather than just being upset. (Female, 17 years)

They helped me a lot... | don’t think | would have been able to get through last year without
them. | was that bad that | wouldn’t even move off my bedroom floor to get up on my bed and
go to sleep, | just laid there. (Female, 15 years)

A 25-year-old male described how he had started attending headspace because of long-term
feelings of depression and hopelessness. He felt that as a consequence of the support he received
from the headspace counsellor his depressive symptoms had lessened:
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I've noticed my depression has been a lot more under control. | take anti-depressants and
yes, since | started coming here | found them to be not really necessary. | still take them but
basically for at least the last few months I've been lowering my dosage slowly. So basically |
should be able to sort of get off of them completely because, yes, | think this has helped me
and it's made my moods a bit more stable. (Male, 25 years)

Many young people talked about how their self-confidence had improved since they started
attending headspace. For example, young people spoke about how their depression and anxiety

had prevented them from participating in different areas of their lives, but that the support they
received through headspace enabled them to overcome their fear and anxiety. A 20-year-old man
who had experienced anxiety and depression for some time felt that the support he received through
headspace had enabled him to try things he was too anxious to try previously. This included catching
a bus, getting his driver’s licence, and seeking employment assistance. He believed that improved
mental health had led to greater self-confidence, which in turn led to improvements in other life
domains:

They’ve helped me build up my confidence. A lot of my confidence went down a lot. Not only
did they help me build up my confidence, they also helped me and supported me

with a lot of things | needed, like Centrelink... He’s helped me with filling out forms, to see
doctors and organise appointments, to help me start studying again and to look for

jobs.... Because of [my headspace counsellor] I've got my own place now. Yeah, I've got my
full driver’s licence because of [my headspace counsellor], helped me with my confidence,
where before | couldn’t do that. (Male, 20 years)

A number of young people felt that they had gained a different perspective on life since they started
receiving support through headspace. For some, this amounted to a change in attitude. For others, it
was about feeling more positive about life in general:

| used to just think there’s nothing, like, there’s no point to life. | might as well not try at school.
I might as well not, you know, not get anywhere in life, just drink this stupid stuff. Then | just

- | come here and they talked to me and | kind of realised, well, there is a point. You know,
I've got to do stuff. Then kind of got that attitude out and, yeah, better - I've got, like, a whole
future plan and stuff now. (Female, 14 years old)

Some days | thought, ‘What’s the point in getting out of bed?’ Now | focus on new things
which I've been taught to do and it’s not just trying to get out of bed it’s just, you know,
tomorrow’s going to be so exciting. So I'm looking at life differently. So, yeah, it's certainly
helped. (Male, 24 years)

It's also helped me realise that, there’s a bigger picture and, like, how messed up my life is
when really it’s not really that messed up, which is really good because | really needed that.
(Male, 16 years)

I'd definitely link the optimism at least to the headspace. Yeah, and the calm. | feel a bit more
in control and less stressed out, because | know I've got somebody there who'd help.
(Female, 20 years)

When asked to explain what specifically had contributed to these positive changes, several young
people spoke about how they had learned to recognise and manage their mental health symptoms as
a consequence of attending headspace. The young people spoke of the strategies they had learned
to help them work through their negative feelings or to help them deal with their anger:

Now | know how to deal with the downs a bit more, because they tell you - like, with [my
psychologist], he'll say certain ways to think when you’re doing - when you're down. Then
they just help you get through it a bit more than you would have otherwise. So just having that
kind of helps. (Female, 17 years)

Well they just kind of let me talk about it and they kind of just let me know that that’s not
normal stuff. And they don’t tell me to ignore it — | mean, they just kind of give me strategies,
like they say, ignore it, but then they give me strategies to do it, like go to your room or read
or something like that. (Female, 15 years)

A number of young people reported having fewer thoughts of suicide following headspace
intervention. An interviewed 18-year-old female felt that had she not started attending headspace,
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she may well have committed suicide. She spoke highly of having the opportunity to talk to people at
headspace and to learn coping strategies to help deal with her anger issues:

Certainly looking back, | don’t think | would have coped, you know, deep down | can
recognise that | was using failing Year 12 as an excuse, if you follow that. You know, | wasn’t
planning on sticking around if | failed Year 12, so it was probably a very good thing that |
found headspace. (Female, 18 years)

A 26-year-old male who first came to headspace to manage his depression and anger issues
similarly felt that the assistance he received through headspace had ‘saved’ him. He described how
learning strategies to manage his anger and experiencing fewer depressive episodes had helped turn
his life around:

If it wasn’t for headspace | would not be - | would be probably - God knows the way | would
be. I'd be probably in jail or dead or something like that. So, I'm a lot — because | used to try
and kill myself at points too. And that was the anger and the depression mixed up together
wasn’'t too good. | don’t think about doing that anymore. I’'m grateful for this place because |
think the best words to say is, they saved me. (Male, 26 years)

Others spoke about how attending headspace had helped them to overcome their desire to self-
harm. One young female particularly valued having the opportunity to speak with a mental health
professional who could validate her feelings and experiences and help her work through them:

There’s something about getting told ‘this is what is happening to you’ by a professional that
makes it all so much better, if that makes sense, and so | like that. Yeah, so what I've learnt
has really helped me in a short amount of time and | will miss coming here once my 12 weeks
is up. (Female, 24 years)

A 23-year-old woman who was homeless and pregnant when she first started attending headspace
felt that she had come a long way as a consequence of headspace. She no longer engaged in self-
harm:

So | came at a time where my mental health was ridiculous and I've come so far, I'm a
completely different person and it’s all thanks to headspace. Just had that constant help,

it’s just helped me so much to become the person | am. | used to be addicted to cutting and
| don’t - | haven'’t cut since I've been coming here and everything like that. They’re a great
support team who'’ve always been there for me. (Female, 23 years)

Overall, of the 50 young people interviewed, all but two had experienced improvements in mental
health due to their involvement with headspace. Only one young person did not feel that his improved
mental health was attributable to headspace while another reported that she had not been attending
long enough to have experienced any improvement in her mental health.

Drug and alcohol use

Three per cent of headspace clients were identified as having problematic alcohol consumption
and/or drug use as the primary presenting issue for which they sought headspace services. This
proportion is likely to under-report substance abuse issues as the analysis identified only the primary
presenting issue recorded by headspace practitioners. As a result, the analysis does not report on
the prevalence and patterns of co-morbid conditions. It is acknowledged, however, that co-morbidity
in young people is an increasing problem and frequently involves mental health and drug and alcohol
problems (Raphael, 2000).

Only one in five young people spoke about their alcohol consumption and drug use during interviews
(n=11/50). All of these young people self-reported improved outcomes in this domain. This result is
somewhat supported by findings from the survey of headspace Centre Managers. Overall, managers
rated the headspace services provided at their centres as less effective in reducing alcohol and drug
use than improving mental health. Eight of 29 respondents rated their service as ‘very effective’ in
reducing clients’ alcohol and drug use; two respondents rated their centre as ‘neither effective nor
ineffective’ in reducing clients’ alcohol and drug use; and the maijority of respondents (19) rated their
centres’ services as ‘somewhat effective’ in reducing clients’ alcohol and drug use.

Eleven young people reported different types of improvement in this domain including reductions
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in the frequency and/or volume of alcohol consumption and illicit drug use, ceasing illicit drug use
altogether, reductions in craving alcohol, and increased ability to manage drug use because of a
greater understanding of personal triggers and habitual behaviours.

All but one of the young people who spoke about their alcohol consumption and drug use attributed
their improved outcomes to the support, information and counselling that they had received from
headspace practitioners:

She managed to talk me into quit smoking [marijuana]. Like both times I'm like no, it’s not
going to happen, not going to happen. But she worked her little magic dust and then | quit.
(Female, 20 years)

[My headspace counsellor] told me you know, don’t try and give it up straightaway if you don’t
want to, but gave me a whole heap of pamphlets, which | read. She was like maybe just try
one day on and one day off and | think it was about a day or two after that | was just

sitting there and | had a cone and | thought you know, | don’t want to do this anymore.... A lot
of the stuff she said really sunk in. So the next day | went cold turkey and | haven’t smoked
anything since. (Female, 20 years)

This last quote was from a young person who had been smoking marijuana for four years prior to
attending headspace. A headspace practitioner confirmed similar results stating:

A lot of my clients have quit marijuana in the time that I've seen them... yeah a lot of people
are just ending drug use for good, which is fantastic. (Youth Worker)

Two young people commented that they had reduced their alcohol consumption because they had a
greater awareness of how they had used alcohol to self-medicate, and this knowledge helped them
to change their behaviour.

Physical health

hCSA data indicates that service providers identified problems with physical health as the primary
presenting issue for less than 1% of clients (n=167 clients, 2013/14 financial year). Sexual and
reproductive health problems were identified as the primary presenting issue for another 3% of
clients. Service data indicates, however, that many young people received general health services
that are offered as part of the model to provide holistic care, and also because mental and physical
health are fundamentally linked. In 2013/14, 6,315 occasions of services were for physical health
issues. Service usage data therefore shows that general health services are needed. General
healthcare was also identified in interviews with headspace staff as an important soft entry point for
young people who may require mental health support, but who are unlikely to actively seek treatment
for fear of being stigmatised.

During the site interviews, young people and their parents described a range of behaviours and
lifestyle factors that lead to poor physical health. This included smoking cigarettes, substance abuse,
physical inactivity, poor nutrition, poor sleep and poor hygiene. Young people typically attributed a
positive change in health behaviours and consequently an improvement in their physical health to the
practical support and advice they received from their headspace practitioner(s):

What headspace has taught me is if you don’t like something then do something about it. So
I’'ve never been really happy with my body so now | go to the gym and I'm going to the gym
three days a week and everything like that and that’s just a part of headspace. So | can get
— | can vent when | go to the gym, get it all out and then | can handle my son better. (Female,
23 years)

[My headspace practitioner] has tried to help me with my sleeping pattern as well and she’s
been showing me some relaxation exercises. So it’s good with that and my sleeping pattern
has gotten a lot better. (Male, 17 years)

After sorting out all the problems | was really skinny. [My headspace practitioner] is always
shoving food in my face [laughs] or offering to help me out. She’s even raided out the
staffroom downstairs when | had no money for food and she gave me a big bag of food and
helped me out a lot. (Female, 20 years)

General health services were often described as invaluable by staff members who were interviewed

Social Policy Research Centre 2015 69



because they offer those young people who are reluctant to access mental health services a soft
entry point into headspace. The survey of headspace Centre Managers indicates that the maijority
(27 of 29 respondents) also believe the services to be ‘somewhat effective’ or ‘very effective’ in
improving clients’ physical health. Only two respondents felt that the services at their centre were
‘neither effective nor ineffective’ in improving clients’ physical health.

During interviews, a number of young people acknowledged the connection between mental and
physical health, and the reality that they were unlikely to change unhealthy behaviours until they felt
emotionally healthier:

| chafe easily. That’s because of my weight. I've unfortunately put on a bit of weight but it's
because | don’t walk around enough. So that one’s just about me making a mental change
to be able to make a physical change. I'm not going to be able to do one before the other....|
want to sort out my head before | sort out the rest of me really because it’s the things in my
head that’s preventing me from getting out, going for walks, eating healthy. (Male, 22 years)

Research confirms that people with mental health problems are likely to have significantly lower
levels of physical activity (MIFA, 2011). It is therefore an important qualitative finding that a number of
young people reported that they were now more physically active because their mood had improved
and they were feeling more hopeful about their future.

Social outcomes

headspace aims to assist young people to participate in activities that reduce social isolation and
develop a supportive network of family and/or friends to aid recovery. headspace practitioners offer
a variety of specific social support services as part of the multidisciplinary model of care offered at
centres. This includes the provision of therapeutic counselling that can assist in reducing conflict
and improving relationships with family and friends. One practitioner at a fieldwork site described a
weekly program run in partnership between headspace, another local agency and the local school.
The aim of the program is to help those at risk of social isolation to build friendships and learn social
skills:

It's learning about what are the skills that we use in terms of building good relationships, what
are the skills that we use in terms of managing our emotions, what makes us good
communicators, what do we do when we feel stressed out, how can we best support each
other? So it’s a whole lot of different social skills. (Youth Worker)

A number of headspace centres also run a drop-in space and conduct community-based activities
such as concerts where young people can meet and socialise.

A number of young people spoke of having few or no friends at school, of disengaging through non-
attendance and/or dropping out, and of becoming socially isolated:

| was horrible with school, | had no friends... Before that | was fine because | would just
ignore everyone, and then they started picking on me. So | would shut myself away from
the work and | couldn’t concentrate so | was failing at school... Then we moved here and |
started at [name] high school and they started picking on me, and | stopped going to school
because | had panic attacks at 5am in the morning, and I'd end up throwing up and feeling
really crap, so | wouldn’t go to school. | just ended up dropping out completely. (Female, 15
years)

| wasn’t very social a while ago, especially with my [abusive] ex just because | didn'’t feel like
my mates were like his scene... so | didn’t socialise with them for ages, and barely ever
went out and all that but now I've got a new boyfriend but I’'m seeing my mates more at the
moment because | haven’t seen a lot of them since high school... | was hiding under a
massive rock for a while. (Female, 20 years)

Interview data indicates that support aimed at improving the social participation of young people is
necessary. About half of those interviewed reported improved relationships with peers at school and
with family and friends since they had started attending headspace centres. While some interviewees
could not articulate a reason for improved relationships with family and/or friends, a few felt that it
was at least partly due to their improved mental health as well as feeling more confident and happier
in themselves:
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When | first came | was feeling really unhappy about myself, and now I'm not. Because like
[in the past] | got ‘you're so ugly’, ‘you're so fat’, ‘you're a ranga’, ‘no one must like you'. |
remember when | started coming | felt much better about myself. (Female, 13 years)

This result reflects both the interconnection between mental health and social functioning and
the effectiveness of headspace as a holistic intervention. For many young people, it appears that
headspace services aimed at improving mental health (such as psychological counselling) had
beneficial effects on their confidence and ability to engage socially.

Other interviewees felt that it was easier to make and keep friends now that they were no longer so
irritable or stressed:

It used to be the fact that | was very irritable and sometimes not that nice to be around, and
now I'm trying to be a bit more happy with [my friends] just sort of be — like instead of trying
to hide myself away, I’'m being more open to people and it seems to be working out so far.
(Male, 17 years)

I've never been good at friends and when | was going through everything | closed off a lot

of my friends to the point where | had no friends. I've really in the past two years actually
started making friends and being able to keep them, and it’s very good. My mental health
sometimes gets in the way but | come to headspace and | calm down and everything like that
and | see people again. (Female, 23 years)

Some other young people talked about having family relationships characterised by high levels of
conflict and mistrust. During interviews, examples were provided of headspace staff mediating some
family relationships and helping young people and parents better understand each other’s feelings
and needs:

[My counsellor] was there when [mum and I] were having an argument and she sorted it out
a little bit... It was good because my mum had to listen to what | had to say, she couldn’t just
leave. (Male, 18 years)

| love my mum... she’s always been so supportive, and she put up with everything. So | guess
after last year and treating her horribly | feel a lot better — headspace kind of led me

in the way that — they were like ‘dude, she’s the one supporting you, she’s been helping you
through everything, you can’t see that?’ Then | finally opened my eyes. (Female, 15 years)

During interviews, headspace practitioners acknowledged the importance of family as a primary
support for recovery.

While practitioners also referred young people to supports such as housing and accommodation
services, few interviewees discussed the impact of headspace on the housing status of young
people. Appropriate, stable and secure housing is fundamental to mental health (Mental Health
Coordinating Council, 2007) as it provides a base to focus on recovery. One young person
interviewed acknowledged the positive impact of an improved housing situation:

I've gotten a lot better than | was back then and | think it's a mixture of headspace and
improved kind of living situation. | don’t think | would have been able to make those steps and
simply go back to uni and all that without first having help with headspace. (Female, 25 years)

However, many interview respondents spoke of living in places that were temporary, unsafe and
crowded. A number of respondents spoke of ‘couch surfing’ at friends’ places because of high
conflict in the family home. Three young people spoke about being referred to a local housing and
accommodation service, but none held real hope that contacting the service would be beneficial:

[My counsellor] and my psychologist tried — like they spoke about [emergency housing]... It's
just that there’s no emergency housing places around here. (Female, 20 years)

These qualitative reports suggest that more may need to be done to effectively support young people
at risk of becoming homeless. The proportion of young people attending headspace who live in
unstable accommodation (see Chapter 3) reinforces the importance of this.
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As evidenced in Chapter 3, young people receiving services and support from headspace centres
represent a diverse group in terms of their presenting issues, family circumstances, demographic
characteristics, past experiences and their service needs. It is clear that most of the young people
and parents/carers who participated in interviews viewed headspace positively. They attributed

a range of improved outcomes, across the four key domains, to the supports and services they
received from headspace practitioners. The few young people who did not directly attribute
improvements to headspace felt that their increasing ability to handle frustrations and difficult
situations was a result of their growing maturity and/or support from their family.

The qualitative results are decisive and they align with the improvement in young people’s mental
health that is evidenced in the quantitative findings. The quantitative data does not, however, show
consistent patterns of improvement in measures of physical health, drug and alcohol use and social
inclusion. The qualitative findings in this area were positive but less pronounced than in relation to
mental health outcomes. It needs to be remembered that interviews were not conducted with young
people who dropped out of the service following an intake assessment. These young people are
included in the administrative data, and this perhaps helps to explain the divergence between positive
qualitative and equivocal quantitative findings in relation to drug and alcohol use, physical health and
social inclusion.

During interviews, young people provided varied examples of positive changes in their lives. While
many discussed improvements in specific areas, a number spoke in more general terms, perhaps
indicating the interconnectedness of mental health and wellbeing. Further, young people often talked
about their mental health problems interacting with as well as intensifying problems in their behaviour
and wellbeing. Importantly, they gave examples of improved mental health motivating and/or enabling
them to make positive changes in other areas of their lives and to better cope with daily problems.

Another clear finding relates to the importance of relationships in youth mental health care. For
most young people, the individual relationship with their headspace practitioner formed the core of
their experience with headspace and was fundamental to improved outcomes. Many young people
expressed a genuine regard and appreciation for their headspace practitioner(s). Data indicates
that two characteristics were particularly valued by young people: practitioners who encouraged
and motivated young people to enact their own ideas for improving their life, and practitioners who
listened to young people while still respecting their right to share as much or as little information as
they wanted.

The headspace evaluation included an examination of the centre-based service delivery model to
identify features that help or hinder the achievement of headspace program objectives. The findings
related to the specific research questions are provided throughout this chapter and a summary of key
findings is presented at the end of this chapter.

The headspace service delivery model was designed to encourage earlier help seeking among
young people at risk of mental health problems, and to ensure that they receive a range of high
quality services that flexibly meet their needs and improve their outcomes. The services provided
at centres relate to the key health needs of the targeted age group and include physical and mental
health services, drug and alcohol services and services to support increased vocational and

social participation. Evaluation data indicates that this range of services available at centres helps
headspace to engage with young people who may initially be unwilling to address mental health
concerns. In addition, it ensures the treatment of co-morbid conditions or circumstances.
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5. Service Delivery Model

For the analysis of the headspace service delivery model we draw on five main data sources. These
are:

* The headspace Centres Services Application (n = 45,195 young people)

* Interviews with a small non-random sample of clients, parents and carers and centre staff
(young people = 50; parents and carers = 38; centre staff = 25)

* The Professional Stakeholders Survey (n = 207)
* The Parents and Carers Survey (n=226), and
* The Centre Manager’s Survey (n = 29).
There are five key elements of centre-based service delivery (headspace, 2014). These are:
* Clinical service delivery
» Delivery of vocational and other youth services
* Services targeted to 12-25-year olds, delivered in a collaborative, youth friendly environment
* Local referral network, and
* Mental health promotion.
Each feature is examined separately below.

5.1 What aspects of the headspace model are most and least effective in assisting
headspace to meet its objectives?

There are multiple service model features that impact on the extent to which headspace is able to
achieve its strategic objectives (headspace, 2012) to:

* build awareness of who headspace is and what it does
* enhance access to appropriate services for all young people
° provide seamless services that are responsive to the individual needs of young people
* develop a long-term, sustainable funding approach with multiple funding streams
» deliver the best, most effective model through continued research and evaluation.
The service model features that impact on the achievement of these objectives are examined below.

Build awareness of who headspace is and what it does

All headspace centres run community-based activities to raise awareness of the headspace brand
and the services provided by headspace centres (headspace, 2012a). The purpose of these activities
is to ensure the sustainability of the centres by building awareness of who they are and what they do,
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and to improve the mental health literacy?® of young people. This latter goal is significant as young
people are more likely to seek help if they recognise signs that they may have a problem.

Interviewed headspace staff and service providers held largely positive views about the extent to
which headspace’s presence and activities had contributed to improved community awareness of
their centre as well as the importance of help-seeking for mental health and related problems. The
two strategies most valued for raising awareness of headspace and improving mental health literacy
were: community engagement activities and the co-location of headspace with other services.

During fieldwork, staff gave examples of many community engagement activities such as visits to
local schools by headspace staff, the promotion of free leisure activities such as cooking classes

at headspace drop-in centres, and drama and music events. Other events and activities noted

as raising the profile of headspace in the local community and helping to engage young people
included having a presence during Youth week and NAIDOC week. The appointment of a community
engagement officer to all centres was seen as essential in facilitating this important work. Staff

at one of the fieldwork sites spoke of the challenges of trying to visit all the schools in their area.

To assist in the dissemination of information, this headspace centre planned to host information
evenings for school counsellors, nurses and principals. They also planned to send headspace
promotional materials to the schools, such as water bottles and wristbands for the school counsellors
to distribute.

In the survey of headspace Centre Managers (n=29), all except two centres reported that they were
co-located with other services. headspace centres were most frequently co-located with vocational,
drug and alcohol and youth services. The co-location of headspace with other youth services was
identified as a key factor contributing to young people’s awareness of headspace, providing a ‘soft
entry’ point for young people interested in finding out about headspace.

Evaluation data indicates that community awareness of headspace is stronger among some
stakeholder groups. More than two-thirds of headspace clients who visited a centre in the 2013/14
financial year claimed at their first visit that they had heard about headspace from someone they
knew. About 32% of clients had heard about headspace from family members or friends, and another
33% of headspace clients gained awareness from health workers such as doctors and school
counsellors. Awareness of headspace is, however, relatively low among general practitioners (see
section 5.10).

Finally, in spite of the progress attributed to headspace for raising awareness of young people’s
mental health, it was felt by some that there was still a long way to go in terms of lessening the
stigma attached to mental illness:

So someone telling you they’'re embarrassed to talk about their mental health means that it’'s
still not on the level where if you're sick you go to the GP to get antibiotics. Mental health is
still not at that level. (Youth Engagement Officer)

It was noted by staff that there is still stigma in using mental health services and many young people
revealed that they felt this way in interviews.

Provide seamless services that are responsive to the individual needs of young people

Referrals to and from headspace centres as well as centre connections to other services within the
broader service system are examined in detail in sections 5.8 and 5.9 below, and so these findings
are not repeated here. In summary, it is clear that headspace centres provide a range of services
that frequently meet the varied needs of young people. To this end, only a small proportion of young
people receive formal referrals to other services in the system. This ensures that young people
frequently receive a variety of services in a single location, thereby reducing the likelihood that they
will disengage from the service.

Evaluation data does indicate, however, that workforce issues present a continuing challenge to

25 Mental health literacy is defined as the ‘knowledge and beliefs about mental disorders which aid their recognition,
management or prevention’ (Jorm, 2000). This includes the ability to recognise specific disorders or symptoms;
knowledge about how to seek mental health information or professional help; and an attitude that promotes recognition
and help seeking.
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the provision of seamless service provision. Data indicates that many centres operate with staffing
vacancies and/or service gaps. In the Centre Manager’s Survey, 14 of 29 respondents confirmed that
they were operating with a staffing vacancy. Twenty-two of 29 respondent managers also stated that
they were operating with a service gap (defined in the survey as a need for a practitioner type but no
funding to fill the position). Service gaps were for a range of different positions but most commonly
managers reported needing additional GP and psychiatrist hours (13 of 22 managers identified this
service gap). Some respondents mentioned that due to service gaps they were operating with a
greater demand for services than could be met by available staff:

The main issue we are facing with headspace is the difficulty in attracting GPs and clinical
psychologists into the service (Survey Response No?. 38)

Need staff recruited who have relevant qualifications, skills and knowledge to provide clinical
services (Survey Response No. 192)

More staff needed to meet the ongoing mental health of young people in [location name]
(Survey Response No. 187)

The headspace model has inherent difficulties associated with being able to recruit qualified
staff (Survey Response No. 191)

These responses are not surprising as headspace is operating and expanding during a period
marked by a nationwide skills shortage in the mental health sector. The undersupply and
maldistribution of skilled mental health workers typically impacts young people in regional and
remote areas (MHWAC, 2011). However, as indicated in Chapter 3 above (which details the over-
representation of young people from regional areas as clients), headspace is helping to build
greater equity in service access for young people in regional and remote areas within a challenging
workforce environment.

During fieldwork, staff and service providers were also asked to identify any gaps in service delivery
at their site. The most frequently reported service gap was in the area of family and carer support.
Not surprisingly, the second most frequently identified gap was in relation to GP services — this was
identified as a service gap by staff at all fieldwork sites. Some interviewed staff reported a need to
increase the amount of time that a GP was providing services to headspace clients. There was an
identified need to expand the amount of time that GPs operated and the range of GP services on
offer in three fieldwork sites. Staff described how one GP was unable to offer any expanded services
because they spent almost all their time developing mental health care plans:

We thought when she first started that we'd like to get to the point where — she does all of
our mental health care plans — she'd like to start getting to other areas, like sexual

health check, promoting good sexual health, contraception and stuff. And she tries to get
there, but then we swamp her again with all of these new clients coming in to do our mental
health care plans (headspace non-practitioner)

This quote highlights the important role of GPs as gatekeepers to MBS funding. A GP at another
site commented on the need to have another GP in-house. He felt that employing and training GPs
onsite was preferable to using external GPs because ‘there’s a higher consistency with prescribing
guidelines and evidence-based practice. | often see people under the age of 18 who are prescribed
something not appropriate’.

Staff in three other sites identified sexual health counselling as a service gap. Finally, the provision of
drug and alcohol services, outreach mental health services, and free legal advice for young people
were also identified as service gaps. The data suggests then that local resource issues and difficulty
recruiting staff with particular expertise in certain areas may result in some young people receiving
care from practitioners without specific expertise in a particular area. Further, data suggests that the
provision of physical health services to young people may be most affected by staff vacancies and
service gaps.

% This is the number automatically given to survey respondents during online survey implementation. The number is
reported here to distinguish between respondents.
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Develop a long-term, sustainable funding approach with multiple funding streams

The economic evaluation highlighted that headspace operates with multiple funding streams,
however, is overwhelmingly reliant on government funding. Delivery of services at headspace centres
are partly funded by the Australian Government Department of Health through the Youth Mental
Health Initiative. This grant payment covers site costs such as rent, infrastructure and some staff
salaries. In addition, multiple funding streams are leveraged through headspace to pay for direct
services. These funding streams comprise the Medicare Benefits Scheme (MBS), Access to Allied
Psychological Services (ATAPS), the Mental Health Nurse Incentive Program (MHNIP), and the
Rural Primary Health Services (RPHS). In addition, services are funded by centre lead agencies and
consortium members who are required to co-contribute to the running costs of headspace centres.
This is typically managed through the provision of in-kind support and staffing to increase service
capacity.

The economic evaluation highlights great diversity in unit costs across centres and this suggests that
more efficient use of government funds may be achievable. One way to achieve greater efficiency
and less variation in unit costs could be the organisational development and implementation of
performance targets or service goals. A small number of centre manager survey respondents (n=5)
suggested other ways that they believed would make the funding model more equitable across
centres. Suggestions included allocating funds based on client numbers and/or occasions of service
provided, as well as taking into account characteristics of the region to be serviced by the centre
(such as remoteness, local cost of living, and workforce availability).

Evaluation data suggests then that headspace is yet to develop a long-term, sustainable funding
approach. A few stakeholders suggested that this will require greater equity in funding across
centres. The rating of importance given by centre managers to alternative sources of income
suggests that they understand that a diversification of funding sources, particularly an increase in the
contribution of private funding to headspace (through for example philanthropy, social investment and
business partnerships) is required for long-term sustainability.

Model fidelity may be defined as the extent to which the delivery of an intervention or program
adheres to the protocol or program model as originally developed (Mowbray et al, 2003). Fidelity
measurement, which is increasingly used in program evaluations, is difficult to apply in this context
as the centre-based headspace program model is not clearly prescribed or manualised. Rather,
each centre operates differently to meet the needs of the local community, and the composition and
expertise of the centre consortiums.

Evaluation data highlights diversity in the implementation of the service model across headspace
centres. During interviews with staff, variation in model implementation was attributed to multiple
factors, in particular local community needs, available resources and differing Lead Agencies. A
small number of staff valued the flexibility in the service model:

Having some from such a long history in the public mental health sector, the adjustability of
the headspace model is really quite good. It’s not rigid with layers of bureaucracy
(Psychologist)

However, not all viewed this as a potential strength that enabled services to fit local community
needs. Rather, a small number of stakeholder respondents viewed this diversity as problematic:

Headspace has been developed as a one size fits all and this limits its capacity to be flexible
around different needs both from a locality perspective and a client’s perspective (Survey
Response No. 8)

[Need to be] more clear about model of care (Survey Response No. 169)
Little clarity of headspace program and service delivery focus (Survey Response No. 17)

headspace National Office is taking steps towards ensuring greater consistency and quality in
service delivery. headspace National Office is undertaking a large project to identify and document
a best practice headspace model. An outcome of this project has been the development of the
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headspace Best Practice Framework. This framework identifies four key outcome areas, along with
a set of objectives and implementation indicators which enable the provision of appropriate service
responses for young people.

In the organisational strategic plan (headspace, 2012), headspace specifies that the key elements of
the centre-based program are:

clinical service delivery

delivery of vocational and other youth services

services targeted for 12-25-year olds and delivered in a youth friendly environment
local referral network, and

mental health promotion.

For the purposes of this evaluation, we have used these key elements to assess implementation

of the service delivery model (refer question 5.1 above). These elements are too broad to be
operationalised as criteria for assessing model fidelity; however, the development of the headspace
Best Practice Framework suggests that the organisation is moving towards further specification of
the service model. The elements are also too broad to support an analysis that links key service
elements with client outcomes.

Evaluation data indicates that all elements were implemented at centres but it does not support an
assessment of the extent to which service components impact the outcomes of young people.

The evaluation has highlighted a number of factors that enhance and threaten headspace’s long-term
sustainability. These factors are described below:

Risk factors

As previously stated, headspace operates with multiple funding streams; however, there is a heavy
reliance on government funding. This reliance on government funding is a potential risk to long-term
sustainability as any cutbacks to headspace funding streams could impact service provision. The
mental health service system competes for finite funding and a reduction in the total amount could
negatively impact headspace service delivery.

The economic evaluation also highlighted much variation in unit costs across centres. The analysis
identified a number of centres that have very high headspace grant investment with relatively low
occasions of service. It was out of the scope of the evaluation to assess operations at individual
centres so we are not able to provide an explanation for this diversity in unit costs. It is suggested
that centres established during rounds 1-4 with significantly high unit costs be investigated to identify
any operational inefficiencies that may exist.

The headspace service model relies upon collaboration between the centre’s lead agency,
consortium partners and other local service provider organisations that refer young people to centres
and/or receive referrals from headspace. Collaboration is therefore crucial to centre-based services.
The evaluation highlighted mixed results regarding collaboration with services at the community level.
Evaluation data suggests that only a small proportion of young people (3-5%) are referred to other
services within the community. This suggests that the headspace model is effective in holistically
meeting the needs of young people. Collaboration of headspace centres across the national network
is not supported by a database holding contact information. As discovered during the recruitment
phase of the Professional Stakeholders Survey, there is no centrally held database of headspace
lead agencies and their related consortium organisations. The Department of Health and headspace
National Office holds contact information on all lead agencies, but not on consortium partners. It is
suggested that such a database of lead agencies and their partners be developed. Such a database
would need to be updated regularly given the high turnover of staff within the sector.

Results from the subsample of general practitioners (n=45) who participated in the Professional
Stakeholders Survey suggest that greater engagement of this stakeholder group is required not only
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to ensure that they view headspace as a preferred treatment option for young people with emerging
mental health and related issues, but also to facilitate greater collaboration with the aim of improving
young people’s outcomes. This issue is described here as a risk to organisational sustainability
because general practitioners are important gatekeepers to mental health care treatments, including
funded psychological services. Survey findings indicate that a little more than half of the general
practitioners surveyed (51%, n=23/45) were more likely to refer a young patient with an emerging
mental health problem to another youth mental health provider rather than headspace. Many
general practitioners reported that this was because they had established referral networks that they
preferred to use or had developed relationships with individual practitioners that they relied upon.
Moreover, findings from survey data analysis indicate that some brand awareness activities could
better target GPs as almost a sixth of the sample (7/45) did not understand what headspace does or
how their own patients could benefit from headspace.

Workforce issues were identified in evaluation data as a risk to the sustainability of centres. This
centred on the difficulties in recruiting qualified staff, particularly to work in regional or remote
centres.

Finally, the Stakeholder Survey highlighted tensions between centres, consortium members and
headspace National Office. This is examined below and is posed here as a risk to organisational
stability.

Protective factors

The rapid expansion of headspace centres as a result of increased government funding demonstrates
the organisation’s ability to promote the brand and secure increased funding. This suggests that
headspace may be successful in seeking diversified funding sources. This would provide a protection
against any reduction to government funding or cutback to specific funding streams.

Another protective factor to headspace sustainability is the organisation’s ongoing commitment to
improving the quality and impact of its service delivery. This commitment is evident in a number

of projects that have been implemented by headspace National Office including the Data Capture
Project that resulted in the development of a new, fully customised web-based system to collect

data on service delivery, thereby supporting ongoing monitoring and evaluation; and the Service
Innovation Project, one outcome of which has been the development of the headspace Best Practice
Framework. This framework summarises Best Practice within centres with the aim of optimising
outcomes for young people (headspace 2014b). Facilitation of the National Collaborative Learning
Network that acts as a forum for knowledge sharing and network formation is another initiative that
signifies the organisations’ commitment to improving its practices and impact.

Evaluation data also identified strong community links as a key factor that enhances the sustainability
of headspace. In a non-compulsory open-ended question contained within the Centre Managers
Survey, in seven of the total 12 responses, managers identified community support as a key

factor in enhancing centre sustainability. Community connections were described as valued local
relationships, forged through a positive approach to partnership. The consortium model forms local
connections for each centre and as evidenced in evaluation data, some centres are successful in
building bigger networks by partnering with other organisations. While the Professional Stakeholders
Survey identified some tensions with local service provider organisations, not part of the headspace
consortium, it is clear that some centres manage relationships with local stakeholders well, thereby
facilitating easier transition to services that young people cannot access through the headspace
centre.

Finally, the community awareness work also highlights headspace’s commitment to promoting help
seeking among vulnerable young people. This component of work is important to the sustained
viability of centres that rely on young people seeking assistance.

There was a high level of consistency among stakeholders about the three main gaps in headspace
service provision. These were: the provision of family based services, the expansion of outreach
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services, and the provision of more GP services. It is suggested that the service model could be
improved to better meet the needs of young people by addressing these gaps.

Twelve staff members across all five of the fieldwork sites believed that headspace should be
providing family support for some young people. A number of reasons were provided for offering
family services. Some staff argued that family support is required because a young person’s
problems are often intertwined with family problems and hence cannot be treated in isolation. This
was evident in the Parents and Carers Study where parents often talked about the whole family
struggling to deal with problems such as multiple family members with mental health problems, family
breakdown, and the suicide or death of a family member. Other staff members simply wanted to help
families in crisis:

We get a lot of parents in crisis on the phone; they don’t know where to go, they don’t know
where to start if they’ve sort of just discovered that their son or daughter is self-harming

or using drugs or something. They’re in complete crisis themselves as well as the young
person and they’ve just got nowhere to go. We sort of don’t have access to the funding

to support the family, but because we're human we try to do as much as we can
(Administrative Officer)

| think that's a gap because it really means that when young people have come here and
they're feeling a lot better, if they’re going back into the same environment, well what does
that mean for that young person? (Service Manager)

Moreover, some staff felt that the provision of family based services, and treating the young person in
the family context, was required for headspace to offer a truly holistic preventative service.

There is a rigidity about what headspace will provide to young people. There is a lack of
family therapy skills, which is crucial to an early intervention service for this age group.
(Clinical Leader)

| think the more that there can be a focus on how do we produce or provide preventative
interventions — so parenting groups would be a great place to start (Clinical Psychologist)

Staff and other stakeholders also identified the provision of outreach services as a way to better
meet the needs of some young people, particularly those located in more isolated areas.

headspace is achieving some success in engaging young people with high levels of psychological
distress; however, some enhancements could be made to better meet the needs of specific
vulnerable groups. The profile analysis and qualitative data indicates that meeting the needs of CALD
young people with mental health problems is a challenge that headspace is not yet meeting. Further,
while a higher proportion of Indigenous young people than those in the general population are
accessing headspace services, the qualitative data indicates that engaging with this is a challenge
for some centres. Evaluation data suggests that engagement with more marginalised groups will
require partnerships with community organisations, as well as ongoing relationship building activities
that include local community members and leaders. Further research may be required to determine
if specific Indigenous and CALD workforce development as well as changes to treatment practices
(such as provision of outreach services, and/or increased capacity to see those that drop in to
centres without a pre-arranged appointment) would improve the engagement and outcomes of these
highly vulnerable young people.

Finally, while young people offered valuable insights into the services that they have received at
headspace and the impact of these, they were generally not able to suggest any changes to improve
the service. This is because the overwhelming majority of those interviewed were satisfied with the
treatment they had received:

| couldn’t think of anything right now, to be honest. | think it’s great with what they’re doing
already. Improvements — | couldn’t say that they need improvements, and the staff are all nice
and | think it's a great place (Female, 20)

There wasn’t anything | didn’t like (Female, 13)

Of the few young people that offered suggestions for improvement, one recommended that
headspace should do more work in schools to make them more accessible; two young people
suggested that the service should be advertised more; and another wanted the counsellor to exclude
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her mother from her counselling sessions:

The only thing that wasn’t useful was | couldn’t really tell her everything because Mum was

there. That’s something | think that annoyed me. | didn’'t want to say ‘| don’t want mum to be
here’ because then mum would be like ‘oh what have you been up to’... Mum just wanted to
come, like, all the time she wanted to be there and sit with me and | didn’t want her to but |

didn’'t want to tell her to go away (Female, 14)

When probed further, it was clear that this young person had seen her counsellor separately at times,
but she did not want her mother included in any counselling sessions.

The Parents and Carers Study collected data on how the headspace model could be improved to
better meet the needs of this important stakeholder group. This section reports study findings that
can be classified into two areas: ways that the model can be enhanced to better meet the needs of
parents and carers in supporting young people, and ways that the model can be expanded to better
meet the needs of the family as a whole.

The study found that parents and carers, in general, were highly satisfied with the services their
young person was receiving at headspace, and they reported improvements in their young person’s
mental health outcomes since receiving services. Despite this high level of satisfaction, study
participants did suggest ways that the service model could be improved to better meet their needs
as a carer. Firstly, a common complaint of focus group participants whose young person was using
headspace services was that they had not heard of headspace before their young person started
receiving services, and they wished they had known about it earlier:

Then we went through another school psychologist and we wasted six months and in the
process he got worse. Nobody mentioned headspace.

I've lived in [suburb] all my life [and] | didn’t even know about this place and | wish | knew
years and years ago.

The Parents and Carers Survey confirmed this by showing that awareness of headspace was
relatively low among parents and carers. In fact, 40% of parents that participated in the survey had
not heard of headspace prior to receiving a referral or recommendation to the service. This finding
suggests that headspace could be improved for this stakeholder group by implementing strategies
that promote community awareness — thereby ensuring that parents have more choice regarding
youth mental healthcare.

The Parents and Carers Study included a significant proportion of participants whose young person
had received services through other mental health services. Although parents and carers generally
felt that headspace was more accessible than other services, they identified several barriers to
accessing headspace. The most commonly-mentioned barrier was the difficulty that some parents
had in making appointments for their young person outside of school or working hours:

I've had to take [my child] out of school so many times just to come to an appointment which
— it’s not the service’s fault because that’s the hours they operate but if they were a little bit
altered... that would suit me.

She didn’t have a problem going but the only appointments were in school hours. | was
struggling to get her to school and then taking her out of school to go to appointments was
defeating the purpose.

You’re a working parent too, like | finish at 3.30pm every day. | can come for the afternoon but
each time they make an appointment that’s a day off work for me.

A few parents commented — as in this last quote — that taking their young person to headspace
appointments had negatively impacted on their work productivity. A few other parents commented
that they had to wait a number of weeks if they wanted an appointment outside of school or work
hours. It is therefore suggested that the service model could be enhanced to better meet the needs
of parents by increasing the capacity of centres to offer more appointments and, as a consequence,
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services outside of school and work times.

The study identified confidentiality and privacy as an issue that is negotiated well in the mental health
care of some young people, but not all. With few exceptions, participants understood and accepted
the legal and ethical reasons for confidentiality as well as the more pragmatic justification that young
people are more likely to open up to a clinician if they are able to completely trust that clinician.

[My daughter] likes her and trusts her and the big deal for that for [my daughter] is it’s her own
doctor. It's not my doctor, it’s not my husband’s doctor, it's her own doctor. So she can go in
and see her on her own or she can come, most of the time she gets me to go in with her but |
think that gives them a sense of independence for the fact that they have got their own doctor
there, some privacy.

However, it was still common for parents and carers to feel some frustration at not knowing the
confidential details of the young person’s treatment, even if they understand why it had to be
confidential. Reactions to the confidentiality measures ranged from complete acceptance to
frustration.

The only difference with me is my daughter has allowed them to talk to me. So she’s given
them permission. She trusts me. The issues that - the issues that you guys are having aren’t
necessarily headspace, they’re the government’s privacy laws.

I’'m never told of appointments, always kept in the dark, have never received any input from
staff here.

It's not about sharing the information it's about actually being able to communicate without
breaching confidentiality and realising that you can actually do that.

| have found it incredibly difficult to get any information about my son’s mental health. | hope
headspace is helping him, and would like to know how he is going, but understand privacy
issues, so not expecting any information. Very frustrating.

Some participants also felt that they would have liked more information about the young person’s
treatment in the broader sense or to be more ‘involved’ in their treatment in some way. This could,
for example, be through more communication with the counsellor on what they as a parent or carer
could do to help their young person, or to discuss wider contextual aspects of the young person’s
personality, background, or treatment.

The family involvement was non-existent, this was and still is very disappointing. | understand
that my young person deserves to have privacy and confidentiality but | need some feedback
or even just to talk to me would have been appreciated.

I’'ve had no phone call to say, “We’ve decided, both your son and | as a clinician, have
decided that he’s okay for now. And when he’s ready or he has an episode or he feels that he
needs to talk to me, he can give me a call. Are you okay with that? How do you feel about
that?” I'm still waiting for that phone call.

Some parents commented that headspace staff did not make use of their knowledge of their young
person’s issues to assist in the development of a treatment plan.

The Parents and Carers Study identified overwhelming support among this stakeholder group for
their direct inclusion in services, particularly through family counselling. The centre-based headspace
program is, however, not funded to provide a direct service to parents and carers as part of its
delivery protocol. Yet despite this, and in recognition of the crucial role that parents and carers play
in the recovery and sustained wellbeing of headspace clients, headspace does provide some support
to parents and carers. There is a specific section for parents and carers on the headspace webpage
that contains information and advice. This includes the publication of a position paper about the
important role that family and friends can play in supporting a young person’s recovery (headspace,
2012), links to videos and free webinars on specific youth mental health issues such as anger and
drug use, and contact details for mental health services for parents and carers (such as Parentline).
In addition, a number of individual headspace centres offer support to parents and carers through
regular support groups and targeted information sessions that cover topics such as ways to help their
young person, working effectively with their young person’s clinician, and family therapy options.

In the Parents and Carers Survey, parents identified the types of supports and services that they had
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accessed through headspace as well as the types they would like to access. The results, shown in
Figure 5.1, indicate that very few participant parents had received support from headspace. Further, it
is clear that the provision of written information is not the type of support that parents desire. Instead,
parents overwhelmingly wanted to participate in family counselling. A significant number of parents
also indicated that they would like to receive advice and support about how to better manage mental

health and related concerns.

Figure 5.1 Access to supports/services for parents/carers at headspace

| currently receive it

| currently receive it from another service

| don’t receive it but | would like to

43
40 | don’t receive it and | don’t need this support
32 33
30
28 28
19 20
17
6 6 /
5
3 4
1 2 2
0
Family counselling eheadspace Advice and support Access to family Written information on
about how to manage support workers specific mental health,

mental health and
related concerns

Source: The Parents and Carers Survey

emotional and/or
behaviour issues and
how to manage these in
young people

The Parents and Carers Study showed that many parents were struggling to cope with their young

person’s acute issues:

My second daughter has had severe depression for eight years. So we’ve been through the
[private hospital] system, back and forward. We’ve been hospitalised, suicidal many times
over the years, heavily medicated... The suffering that she has been through is unbelievable.

[My daughter] actually overdosed on Panadol and tried to commit suicide and then had a
period of depression and then that has kind of evolved now... Now she is just quite anxious...
She had been having some problems and seeing the school counsellor but then when she
took an overdose and we were in the Women’s and Children’s Hospital she saw a psychiatrist
there who basically said that she is not in any harm and so then we came home. But of

course we were quite traumatised as a family.

| lay in bed in the morning and burst into tears because | know that | have got to try and get
two children out of bed... My son is failing year 11 because he just can’'t get to school
because he’s up until 3am or 4am in the morning and then just can’t get there.

Further, it was clear that many of the problems that the young people were seeking help to cope
with were family problems. Examples included family members that had suicided, violence within the
family, family breakdown and divorce, and dealing with grief following the death of a family member.
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Further, in some interviews, it was clear that young people and parents were struggling with similar
mental health problems:

The first time somebody actually noticed would have been in year seven when | refused to go
to school because people were picking on me, and | vomited out of anxiety, and | couldn’t
breathe at all. Then mum drove me to the doctors and she’s like — she just threw up and
couldn’t breathe, and she just explained everything that | was feeling, and the doctor was like
you should really go somewhere, you should go somewhere to find help. Then mum looked
online and found headspace (Male, 15 years)

The gap in services for parents was identified by a number of headspace staff who wanted to offer
family counselling:

It would be useful if there was more of a focus on parents... If there was more of a focus on
being able to do family work (Clinical Psychologist)

Often you can do more work with the family than you might with the young person, but it

can have an effect for the young person. And | also think that [the headspace model] just
doesn’t encourage a lot of inclusive family practice, working with families, which | think makes
a huge difference (Clinical Leader)

If 'm working with a family and | can see that there’s no point just working with a young
person in isolation, we need to work with the family as well, then | will try to access adult
counselling for the parents. So I'll refer them because we can’t do that here (Youth Worker)

The evaluation therefore identified a need among some families for family counselling and a desire
by some staff to offer this service.

While the evaluation is focused on examining the effectiveness of the centre-based program in
improving outcomes for young people, it is acknowledged that centres are supported by additional
components that help headspace to meet its strategic objectives. The additional components include
eheadspace, headspace National Office and the Centre of Excellence. The contribution of each of
these additional components to headspace achieving its objectives is examined below.

eheadspace

eheadspace is a clinical health service that provides online and telephone support and counselling to
young people aged 12-25 years and their families. The service began in 2011 through funding from
the Australian Government. The aim of eheadspace is to increase the reach of headspace services
around Australia by operating like a virtual headspace centre. The online chat and direct phone
service is free, confidential and available seven days a week from 9am to 1pm (AEDST). Services
are provided by qualified youth mental health professionals, including specialist family counsellors
who are available on particular days.

As shown in Figure 5.2, about 30% of clients that had accessed headspace services in the 2013/14
financial year reported that they had also used eheadspace in the past week, month and/or year. This
is a significant proportion of the client group and shows that eheadspace is an important component
of the service model. Patterns of eheadspace usage are relatively consistent across states and
territories; however, clients in South Australia, Western Australia and the Australian Capital Territory
have lower rates of eheadspace use.
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Figure 5.2 Proportion of headspace clients that received support from eheadspace, 2013/14
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Source: Authors calculations from hCSA data.

Interview data sheds some light on young people’s usage of eheadspace; however usage among
the group of clients interviewed was considerably less than that reported above (only 3 of 50 clients
interviewed 6%). During interviews with young people, a number commented that they knew about
the eheadspace service but had not used it:

I've got almost no knowledge of [eheadspace] to be honest. | know that it’s there, | know that
if | feel the need to that | can use it... but I've never felt the need to use it (Female, 18 years)

| know what it is but I've never used it (Female, 23 years)

A number of young people commented that they knew about eheadspace only because they were
asked at every appointment if they had received services or support from eheadspace?’. Three young
people described how they had used eheadspace. For one young female, eheadspace was her
pathway to centre services:

| was on eheadspace and basically they referred me here (Female, 24 years)

Two other young people spoke about using eheadspace to ‘check out’ headspace prior to attending a
centre:

| went on eheadspace and asked a few questions... When my Mum was checking out the
place the first time, | asked a few questions online sort of saying ‘what should | do about
this?’ and | got a quick reply... | was sort of making sure it’s safe, basically (Male, 20 years)

[After using eheadspace] | had that sort of sense of these people are kind of in tune with
today’s youth by the way they use the internet and everything, they weren’t sort of back
in time, writing everything down, not using computers. But yeah, it gave the impression of
they understand basically what this generation is about (Male, 17 years)

During fieldwork, only four headspace staff members (4/25) spoke about eheadspace, but they all
spoke highly of it. Those that spoke about eheadspace felt it was important for young people who
had difficulty accessing headspace sites due to transport or distance issues. It was also regarded as
an alternative mode of contact and communication with young people who were not comfortable with
the idea of face-to-face counselling.

In addition, staff described using eheadspace as a way to offer young people some support while
they were on a waiting list to access centre services.

We give out [eheadspace contact information] to every new person that comes on our
waitlist. When we get a new referral we actually ring that young person, acknowledge

27 This question is contained in the hCSA data collection.
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that we’ve received the referral, ask them about availability of appointments, let them know
that eheadspace is available while they’re waiting if they need to talk to somebody...
So every new referral is made aware of eheadspace. It's great for us to have something to
give the young person to utilise if they just need something extra (Practice Manager)

Most recently we got referred [from eheadspace] someone who had engaged in headspace
services but then disengaged and reconnected with eheadspace and they identified that she
wanted to come back to us but her counsellor has moved to [location] headspace now so
we have a waitlist. But | said ‘can you maintain contact with her until she gets connected
with a clinician here’, and they were really receptive of doing that (Youth Engagement
Coordinator)

Data suggests therefore that eheadspace is an effective additional component of headspace that is
valued by some staff and accessed by a significant proportion of clients (approximately 30%). Data
indicates that young people use eheadspace to access information about centre-based services. In
addition, eheadspace often fulfils the function of holding young people steady while they are waiting
to access centre-based treatment and/or provides support to young people that are unable to
attend a centre. In this way, eheadspace plays an important role in enhancing service access and
improving the outcomes of young people with mental health problems.

headspace National Office (hNO)

The large network of headspace centres is administered and supported by headspace National
Office (hNO). The multiple support functions undertaken by hNO include:

providing advice and support on financial, operational and clinical management
requirements. Direct support is provided to centres through State Managers that are
employed by hNO.

developing information technology systems and processes that are efficient and support
quality mental health care and evaluation of practice. During the course of the evaluation,
hNO has led a project that has resulted in the funding, design, development and delivery
of a new administrative dataset that collects information from both clients and service
providers.

facilitating workforce training and education through for example online training workshops
and the Collaborative Learning Network (CLN) that links staff from different centres.

developing and maintaining the headspace website and social media profile that works
to enhance community engagement, promote headspace, and disseminate best practice
information and research.

administering and delivering eheadspace — the online and telephone support service that
ensures that young people on a waiting list for centre-based services, as well as those that
are unwilling or unable to attend a centre, can receive some support.

administering and delivering the School Support program.

Respondents to the Centre Managers Survey were asked to rank the usefulness of hNO in
supporting the work of centres. Twenty-three of 29 respondents reported that hNO was useful

or very useful (79%). One respondent stated that hNO was ‘somewhat useful’, and another 5
respondents reported that hANO was ‘neither useful nor not useful’ to their centre (17%). Ten survey
respondents completed a non-compulsory open-ended question that invited further comments
about the supports provided to headspace centres. Six of the 10 comments received related to the
support provided by hNO, with all expressing a degree of dissatisfaction:

Obviously the funding support received from hNO is useful but that is about it (Survey
Response No. 2)

Support from national office is good in many ways and there is definitely value in some of
the national campaigns and the ‘muscle’ that comes with this. However, it is sometimes
delivered in somewhat paternalistic ways, and not as collaborative as we’d like. There is
limited appreciation at times of local knowledge and expertise about how our community
and centre operate. Parts of national office sometimes feel quite removed from what our
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centre actually does (Survey Response No. 3)

As the headspace initiative has expanded, there seems to be less time from National
Office to deal with local issues at centre level. All centres are seen as homogenous.

The communication from National Office regarding campaigns, high level partnerships is
inconsistent. The older centres seem to be penalised for the way they are set up, with little
resourcing to support centres to come up to speed with how new centres are being rolled
out (Survey Response No. 28)

During fieldwork, it was clear that centre staff had differing levels of knowledge about and contact
with hNO. A small number of interviewed staff commented on hNO, with most agreeing that they
play a useful support function as centre staff know who to speak to if an issue arises. The training
opportunities provided through hNO, particularly through the Collaborative Learning Network, were
highly valued by some staff members.

The opportunity for learning and development — that’s phenomenal and the fact that they
are even including our private practitioners in that access to learning — it's sponsored by
hNO. | just think that’s phenomenal (Site Manager)

The high regard of managers for the Collaborative Learning Network was evident in the Centre
Managers Survey, with 23/29 respondents (79%) reporting this component to be ‘useful’ or ‘very
useful’ in supporting the work of centres.

In the Professional Stakeholders Survey, a small number of respondents (8/207) wrote comments
about headspace National Office in non-compulsory open-ended questions that asked for
suggestions about how headspace could be improved. All of these comments were critical of the
National Office, with comments focusing on two issues: centralisation of control, and the role of the
National Office in promoting collaboration and integration.

The national office needs to encourage close liaison and integration rather than
continually promoting ‘stand-alone’ sites and services (Survey Response No. 5)

headspace National Office could work on communicating better and being more
consultative with headspace centres, after all the headspace model is meant to be
collaborative (Survey Response No. 41)

Less authoritarian approach and more responsive support from hNO.Divestment of hNO
dollars to local services, with direct contracting with DoH (Survey Response No. 177)

Returning to the original vision for developing strong local collaborations, building local
capacity (not replacing it with a ‘vanilla’ solution), re-orienting primary care to the needs
of young people etc. Fundamentally the ‘command and control’ approach of hNO must
end or headspace will be a failure as a service innovation... headspace National Office
is a constant source of frustration and interference in the management of the centre and
the development and enhancement of local partnerships. hNO has a strong emphasis on
control, engages in continual micro-management, runs ‘interference’ in local partnerships
and community engagements. hNO has not focussed on its prime roles — workforce
development, evidence based practice development, systems development, monitoring
and evaluation (Survey Response No. 57)

Need more local control over budget, facilities, marketing, community engagement,
service integration (with existing service providers) etc. will all help build community
ownership and commitment to services to young people. hNO appears to believe IT is
the service for all young people. This is simply wrong and counter-productive (Survey
Response No. 57)

These comments indicate that there are some tensions between headspace National Office and
centres, focusing around how much authority the National Office should have over centres. As
these quotes illustrate, some stakeholders believe that centres should have more autonomy to
meet local needs and develop the services in different ways. The development of the headspace
Best Practice Framework implies, however, that the National Office is seeking more control in
relation to the range and quality of activities provided at centres.

The economic evaluation indicates that around 1/8th of centres’ funding is allocated to hNO, which
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is a considerable portion. On the other hand, the economic evaluation points out that there are
potential economies of scale in further centralisation of some ‘back room’ processes. It should be
noted that this evaluation did not collect data on the effectiveness and efficiency of hNO itself.

Centre of Excellence (CoE)

The Centre of Excellence collates, analyses, conducts and disseminates research in youth mental
health care and related issues to ensure that the practices adopted by headspace staff are evidence
based. Information provided by the Centre of Excellence is distributed to centres and is made
available to service providers and others on the ‘resources’ section of the headspace website.
Resources for headspace practitioners include ‘Evidence Summaries’?®, which provide up-to-date
information on a range of topics, including Mythbusters? which expose common myths that are
contrary to research evidence (such as that self-harm is an attempt at suicide) and Fact Sheets and
videos for workers on how to engage young people dealing with specific issues.

The evaluation collected very little data on the contribution and effectiveness of the CoE. In

the Centre Managers’ Survey, respondents were asked to rate the usefulness of the Centre of
Excellence in supporting the work of their centre. Seventy-two per cent of respondents (21/29) rated
the Centre of Excellence as ‘useful’ (65%) or ‘very useful’ (17%) to their centre. However, as shown in
Figure 5.3 below, when compared to managers’ ratings of other headspace components, the Centre
of Excellence was rated the least useful of all listed components.

Figure 5.3 Usefulness of range of headspace components (n=29)
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Source: The Centre Managers’ Survey.

During interviews, most staff did not comment on the CoE. Only two staff members spoke about the
CoE, with one stating that they found some of the fact sheets ‘a bit technical’ and only marginally
useful, whilst the other felt that the information and support provided was very valuable. This may
suggest that staff hold mixed views about the contribution of the CoE, but interviews with a larger
sample would need to be undertaken to confirm this.

2 Nine Evidence Summaries are available on the website and titles include ‘working with same sex attracted young
people’; ‘using SSRI antidepressants and other newer antidepressants to treat depression in young people’ and
‘diagnosing borderline personality disorder in adolescence’.

2 Three are available on the website and topics comprise eating disorders; suicidal ideation and self-harm.
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5. Service Delivery Model

The Professional Stakeholders Survey did collect some information on one of the primary functions
of the Centre of Excellence — to disseminate best practice information. Results indicate that while

the majority of respondents rated headspace to be ‘effective’ or ‘very effective’ (113/199 respondents
or 57%) in disseminating best practice information about youth mental health care to local service
providers, a significant sample (30/199 or 15%) rated headspace as ‘ineffective’ or ‘very ineffective’ in
this role. Further, a higher proportion of survey respondents rated headspace as ‘very ineffective’ or
‘ineffective’ in disseminating best practice information about youth mental health care (15%) than they
were in undertaking other tasks including facilitating connections between local service providers
(23/198 or 12%), providing increased treatment options for young people (13/198 or 7%), or increasing
the capacity of local service delivery (25/199 or 12%).

5.7 To what extent are headspace services linked with other government funded
programs?

As described above, headspace utilises existing government funding streams, in particular the
Medicare Benefits Schedule (MBS); the ATAPS, the Mental Health Nurse Incentive Program (MHNIP)
and the Rural Primary Health Services (RPHS) to provide direct services at centres. As evidenced

in Figure 5.4 below, just under half of headspace services are funded through the MBS (45.5%) and
just over a third by the headspace grant (36%), with the remaining 14.9% of occasions of service
funded through other government funding programs (ATAPS, MHNIP, RPHS), in-kind contributions
from centre lead agencies and consortium members, and other sources of funding. While the

funding source for 3.6% of occasions of service are not known, the results shown highlight that the
overwhelming majority of services provided (89.9% of occasions of service) are funded through
government programs and grants.

Figure 5.4 Direct funding source for headspace occasions of service?
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Source: Authors calculations from hCSA data.

The results highlight the great extent to which headspace services are linked to other government
funded programs. In the Centre Manager’s Survey, respondents acknowledged the important

30 Funding source is reported for occasions of service. Funding source is not reported for approximately 3.6% of
occasions of service within the 2013/14 financial year. Authors calculations from hCSA.
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connection to the government funding programs for clinical service delivery; however, three
managers (3/29) commented on the ‘uncomfortable fit' between MBS funding and a holistic service
model. As one manager commented ‘the fact that practitioners such as private psychologists cannot
bill for case conferences with a school or GP means there is a financial imperative in conflict with
good clinical practice’. The MBS cap on psychology sessions was also described by a few managers
within interviews and the survey as incompatible with the provision of high quality care:

The limitations of the MBS model is something that we frequently get feedback about from
young people and parents who state it is not enough (Site Manager)

A notable result from the Centre Manager’s Survey is that respondents rated non-government
sources of funding such as donations as equivalent in importance to in-kind support (mean score
of 4.5 out of 5). This suggests that managers understand the need to diversify funding sources if
headspace is to develop a long-term, sustainable funding model.

Young people can access headspace services through a number of informal and formal referral
sources. Further, to ensure that the young person receives appropriate treatment, headspace
clinicians can refer young people to other services within the community. This section examines
referrals into and out of headspace.

headspace allows for young people to visit a centre without any formal referral. This is an important
feature of the service model as it can facilitate earlier help seeking from young people who may be
reluctant to visit a GP simply to get a referral to headspace. Analysis indicates that many clients
make use of this service model feature. During the 2013/14 financial year, only a little more than a
quarter of headspace clients (26.4%) had a formal referral for their first visit. During fieldwork, staff
in all five sites spoke of receiving multiple referrals from other services in their local communities.
One psychologist reported that half of her referrals came from doctors at the local medical centre
as a consequence of the good connections they had built up over the years. For one site manager,
the sheer volume of referrals they received was indicative of local service providers’ awareness of
headspace.

As indicated in Table 5.1 below, the overwhelming majority of young people who attended headspace
with a formal referral received one from a primary healthcare provider such as a GP.

Table 5.1 Source of formal referral into headspace

Formal referral source Percentage
Primary health care e.g. GP 84.0
Specialist health care e.g. psychiatrist, paediatrician, inpatient service 3.5
Community based mental health service e.g. CAMHS, AMHS 25
Community based allied health professional 0
School based service e.g. school psychologist, guidance counsellor 4.5
Alcohol or other drug service 0.2
Community service/welfare agency 31
Employment agency 0.8
Legal, justice, corrections service 1.0
eheadspace 0.3
headspace School Support staff 0.1

Source: Authors calculations from hCSA data.

Interview data also indicates that while it is frequent for young people to first attend a headspace
centre without a formal referral, if they are assessed at intake as requiring psychological services,
they are often asked to visit their own GP or one connected to the headspace centre to get a mental
health care plan so that they can access psychological treatments funded through the MBS.

As can be seen in Figure 5.5, the number of clients accessing headspace each month with a formal
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5. Service Delivery Model

referral is relatively stable, while the number of clients who visit headspace without any formal referral
fluctuates across the year. The number of young people who visit headspace without a formal referral
decreases significantly during the end of year holiday period (December and January), although

less clients in total attend headspace during this period. Analysis of referrals by state indicates that
Tasmania and Queensland have the highest proportion of clients that enter headspace without a
formal referral. In contrast, New South Wales and Western Australia have the highest proportion of
clients accessing headspace with a formal referral (Figure 5.6).

Figure 5.5 headspace clients with a formal referral at first visit, 2013/14
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Figure 5.6 Proportion of headspace clients with formal referral at the first visit by state, 2013/14
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Program data also indicates that headspace staff infrequently referred clients to other services within
the community. Table 5.2 below reports the future care decisions for clients after specific occasions
of service during the 2013/14 financial year. As shown, the data indicates that only 3 to 5% of clients
received formal referrals to other services during their first and last visit.
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Table 5.2 Proportion of future care decisions for clients after specific occasions of service (0o0S)3!

Future care decisions All OoS First OoS Last OoS*
Commence treatment at headspace 15.6 52.3 5.3
Continue current treatment 65.8 23.2 61.9
Treatment goals have been met, not further treatment required at this time 2.7 2.3 11.4
Allocate to other headspace service in conjunction with current treatment 3.6 5.4 2.8
Allocate to other headspace service and cease current treatment 1.3 2.7 1.4
Formal referral to other service in conjunction with current treatment 241 2.8 2.5
Formal referral to other services and case current treatment 0.8 21 1.7
Young person has decided not to continue 1.0 2.7 2.7
No referrals made 3.6 1.6 6.0
Other 34 5.0 4.4

* Last occasion of service refers to the last recorded occasion of service within the hCSA data.
Source: Authors calculations from hCSA data.

Thus the overwhelming maijority of young people access headspace services without a formal
referral, and are treated by staff within the centre. This latter finding is likely because the consortium
model ensures that young people are able to access a diverse range of services within a centre. The
interview data does not, however, align easily with the findings that only a very small proportion of
headspace clients receive referrals to other services. All interviewed staff (n=25) spoke of referring
clients to other services in their community when the support the young person required could not
be provided in-house. Indeed, 93% (n=26/28) of centre managers rated headspace as ‘somewhat
effective’ or ‘very effective’ in providing referrals to other services within the broader service system.

Respondents in the Survey of Centre Managers most commonly identified referring young people
to Child and Adolescent Mental Health Services (CAMHS). Qualitative data indicates that referral

to CAMHS and Adult Mental Health Services (AMHS) is likely to be made when young people are
assessed as having severe and complex mental health problems that require intensive intervention.
Some data indicates that CAMHS and headspace staff see each other as a referral option and
resource. CAMHS, for example, includes links to headspace factsheets on their website. Some
data also indicates that the connection between headspace and CAMHS is variable, working well in
some sites and not so well in others. Evaluation data indicates that headspace and CAMHS do not
share clients and that in instances where young people had sought treatment from both services,
one service would discontinue treatment following a discussion on what would be best for the young
person.

The next most commonly reported referral locations (in order and according to respondents in the
Survey of Centre Managers) were tertiary mental health services for children and young people,
youth services, non-government community service organisations providing non-clinical services (for
example Salvos and Mission Australia) and housing and accommodation services.

Interview data provides some additional insight into referral processes with three of the 25 staff
interviewed expressing concerns about referrals to and from CAMHS. As evidenced in the final quote
below, some of the difficulty is related to the fact that both services treat young people with mental
health problems and that assessment of the most suitable service is often done during treatment.

We have specifically had a meeting at CAMHS because there was misunderstandings
between our services and what we actually do and can provide and how they refer to us
and vice versa. Following that meeting... they had concerns that we were talking about
clients, yet no identifying information was used... So instead of taking from that meeting that
we need to refer properly with the referral form, they decided that we had problems with
confidentiality... So stuff like that is really difficult. | think we get some resentment from their
service (Intake Officer)

A GP might say that they have a 12 year-old with a behavioural disturbance for instance

3 There are 5% of occasions of service with missing service type information. Clients who visited headspace only
once during 2013/14 are not counted as the last visit. Authors calculations from hCSA data.
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and they’ll send that person to headspace because | can get them in quicker or because

| can choose the clinician that they’ll see or for whatever reason. But that kid may not be
suitable to come here. That 12 year-old may be better suited and better serviced by going to
CAMHS. So that’s not being triaged anywhere, that’'s not actually being done. There needs
to be some sort of clinical liaison between the two services that sorts these issues out on a
case-by-case basis and that’s not happening (Psychiatrist)

The Professional Stakeholders Survey collected information on collaboration between headspace
and other organisations — an activity that supports referral making. Survey respondents were asked
to identify the form and extent of collaboration that their organisation had with headspace. Twenty-
two per cent of respondents were from headspace lead agencies (n=46), and another 35% were
representatives from consortium partners (n=72) — organisations that collaborate with headspace
centres in the delivery of services.

Of the respondent organisations that were not lead agencies or consortium partners (n=89), only
25% stated that they collaborated with headspace. This is significant and suggests that headspace
connects mainly to organisations that make up centre consortiums rather than independent service
providers within the community.

Eighteen percent of all survey respondents stated that their organisation had not collaborated

with headspace. Of the 35 organisations that had not collaborated with headspace, 16 (or 46%)
responded that they would like to collaborate with headspace. Representatives from another 16
organisations (46%) were not sure if they wanted to collaborate, and another 3 organisations (9%) did
not want to collaborate with headspace. The primary reason given for no collaboration was distance
to the headspace centre and the existence of other local services that provided similar services.
However, a number of respondents commented that they did not collaborate with headspace because
they did not know how to engage. Some respondents had made attempts to collaborate but had
received no response:

| have never been approached by headspace nor have | received any information re it’s role
or services. As a practicing GP with an interest in mental health I, like other do not have

a knowledge of all the resources or agencies in the community. There really needs to be
some sort of coordinating service to direct referrals to the most appropriate agency (Survey
Response No. 148)

The one time | did make a referral, | never heard back (Survey Response No. 190)

I have had minimal exposure to services headspace provides. Information has been via
local Medicare Local newsletters. | am unaware of details of referral process. | am unsure of
benefits of headspace compared to other services (Survey Response No. 137)

We refer patients there but no collaboration (Survey Response No. 108)
How do we connect? (Survey Response No. 126)

The analysis of evaluation data presented above suggests that the headspace service model is
effective in providing young people an entry into the youth mental health care service system. In

the 2013/14 financial year, 73.6% of young people accessed headspace services without a formal
referral. As shown in Table 5.3, mental health services are the main service type provided at centres;
however, young people also receive physical health, sexual health, drug and alcohol, and vocational
services at centres, as well as general assistance, dietary counselling and other forms of support.
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Table 5.3 Proportion of main service type at headspace??

Main service provided during this visit All visits First visit Last visit
Mental health 65.0 14.2 73.9
Engagement and assessment 23.7 774 11.2
Physical health 34 2.5 4.0
Sexual health 1.5 24 2.6
Group work 1.7 0.7 1.4
Alcohol and/or drug specific intervention 1.2 0.6 1.6
General assistance 11 0.6 1.6
Vocational 11 0.5 1.4
Family-based intervention 0.3 041 0.5
Dietary counselling 0.0 0.0 0.0
Other because not matched 11 1.2 1.7

Source: Authors calculations from hCSA data.

Future care decision data provided in Table 5.2 indicate that few young people are formally referred
from headspace to external services. This suggests that headspace is largely successful in providing
comprehensive health care that meets the multiple needs of young people, as intended by centres
which were established to provide holistic care in a single location. Interview data indicates that the
range of services provided in-house by the sites’ consortium partners/co-located services/private
practitioners influenced the degree to which staff needed to source additional support services from
the community and/or broader service system. Sites with a large number of consortium partners
servicing a broad range of support needs could often provide integrated services in-house. This is
a positive result as young people are more likely to disengage from a service if there are multiple
contact points; however, it also suggests that the service model may not be effective in connecting
young people to other services the community.

Qualitative and survey data indicates that this is not the case and presents a picture of staff
frequently referring young people to other services. Staff in all five fieldwork sites spoke of making
referrals to other services in their community when the support the young person required could not
be provided in-house. It is suggested that the future care data captured in the hCSA under-counts
the extent of formal or written referrals as limited exit data is collected, which is due to the fact that
many young people simply stop attending a centre when they feel better. In addition, headspace
staff frequently make informal referrals (that is, those made verbally) and these are not counted in
the hCSA data. Importantly though, these referrals do connect young people to relevant services
available within their community.

While connections with the broader system were considered to be good for the most part, several
staff felt that there was always room for improvement. Some felt that links with schools, Centrelink
and GPs could be strengthened in order to increase referrals to headspace.

The Survey of Professional Stakeholders included a section that examined whether and how
headspace had impacted on the practices, skills and confidence of general practitioners in the
provision of youth mental health care. Of the total 207 that completed the survey, 43 were General
Practitioners (GPs). While this sample size is small and cannot be used to generalise findings, the
results provide a clear picture of limited collaboration, and suggests ways that this can be changed to
enhance service delivery.

%2 3.6% of occasions of service have missing service type information. Clients who visited headspace only one during
the 2013/14 financial year are not counted as the last visit.
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Of the 43 GPs surveyed, 19 (44%) had previously referred patients to headspace. All GPs reported
referring young people in the last 12 months to a psychologist; however, only 24 (56%) said that they
had referred a young person to headspace (Figure 5.7).

Figure 5.7 GP referral of young patients to services within the last 12 months (n=4333)

50
45 43

40
35

35 31

30
- 25 24
Yes
19
20 No

14
15

10
10

5
0
0

Psychiatrist Psychologist Drug and alcohol  Specialist mental headspace
service health service

Source: Survey of Professional Stakeholders.

Psychologists, psychiatrists, specialist mental health services and drug and alcohol services were
more popular referral pathways for the GPs surveyed. Further, 53% of respondent GPs (n= 23)
reported that they were more likely to refer a young patient with an emerging mental health problem
to another youth mental health provider rather than headspace.

The open-ended responses help to explain these results. A number of GPs reported that they
had established referral networks that they preferred to use or had developed relationships with
practitioners that they relied upon:

Our local headspace does not have psychiatric services, so if psychiatric oversight is
needed | prefer our local Child and Adolescent Mental Health team. For psychology — if the
family can afford it, | would usually refer to private child psychologists with whom | have an
established relationship. Our local Medicare Local provides a good service with no gap for
uncomplicated 10 session psychology so | have traditionally used this (Survey Response No.
55)

We have 2 psychologists in the clinic who are very good at what they do (Survey Response
No. 85)

I know a good bulk billing psychologist and | prefer to be able to recommend to a person
rather than an organisation, which can be hit and miss (Survey Response No 91)

Other GPs did not refer to headspace because there was no centre within the immediate local
community. In some of these cases, GPs were also unaware of headspace and the services offered:

headspace is not in the immediate locality. I'm not clear of the nature of their services, and
have other services which | already use (Survey Response No. 42)

I’'m not aware of what headspace do and have my own referral network (Survey Response
No. 65)

| don’t know the level of service provided by headspace (Survey Response No. 100)

33 Responses do not total 43 for each referral option indicating that some referral options may be inapplicable for some
respondents.
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| don’t know enough about [headspace] or what they do (Survey Response No. 103)

| don’t know how to [refer to headspace]. Phone calls haven’t been helpful (Survey Response
No. 102)

A larger group of GPs were critical of headspace services and/or reported unsatisfactory responses
from the service:

The service is too far away and run in an incompetent and substandard manner (Survey
Response No. 88)

| didn’t get any response from my one and only referral. Good patient outcomes rely on
effective communication and collaboration (Survey Response No. 154)

Integration with mainstream is not very good. Sometimes difficult to get [headspace]
appointments. Feedback [from headspace] is sporadic (Survey Response No. 28)

I have not had much success in getting patients accepted [to headspace]. | have found it
easier if patients self-refer, OR if | refer elsewhere for quicker and more effective service
(Survey Response No. 112)

So far | have not had much support from this organisation in managing young people
(Survey Response No. 89)

Better liaison with other providers (Survey Response No. 37)

Impression that referral is easy and swift [but] rarely does this happen. Different to referring
to other private psychologist or psychiatrist when reception can give a sense when client
or GP rings when the appointment will be. But [with headspace] referral goes off and client
leaves GP a bit up in the air (Survey Response No. 68)

These comments indicate that headspace needs to do more to educate general practitioners about
headspace, the services it can provide, and how these can be accessed. In addition, staff at some
headspace centres need to undertake activities to build genuine, collaborative relationships with local
general practitioners. This engagement should be founded on the position that general practitioners
are partners in the provision of mental health care for young people rather than mere gatekeepers to
funded treatment through headspace:

[the centre] often sees us as a means of getting access to Medicare funded psychologists
and [we] are not valued as a team member (Survey Response No. 119)

We did some clinics located in headspace. Many of the youth had their own general
practitioners. It was difficult for us to provide a GP service. We like to provide a holistic
service. headspace saw us as the mental health care plan generators. Unfortunately | like
to treat the whole patient, so there is a direct disconnect between their aims and my own.
There was too much paperwork cross-over — need for us to do our own notes as well as
headspace notes as well as potential health care plans. Many of their staff did not know
what a GP role was — called up and asked for patient results etc. | think headspace needs
to make an effort and engage their local GPs who will do a much better job at collaborating
care compared with a ring-in GP service onsite (Survey Response No. 101)

The Professional Stakeholders Survey shows that the connection between general practitioners and
centres is satisfactory in some locations. Fifty-six per cent of GPs surveyed (n=24/43) had referred
young people to headspace, although only a little more than a third (n=15/43, 35%) reported that they
would refer a young person with an emerging mental health problem to headspace in preference

to another youth mental health provider. Open-ended explanations provided by some respondents
indicate, however, that the preference to refer to headspace is more to do with the quality and
accessibility of the service rather than any direct relationship between the GP and the centre:

Only youth mental health provider | know (Survey Response No. 94)

headspace more likely to have service in young person’s geographic area (Survey Response
No. 100)

Because it is accessible and no out of pocket expense (Survey Response No. 110)

As it is predominantly for that particular age group with specialised services (Survey
Response No. 98)

Social Policy Research Centre 2015

95



Given the low levels of engagement that the surveyed GPs had had with headspace (19/43 have

not referred patients to headspace), it is perhaps not surprising that very few GPs reported feeling
more confident in identifying and treating young people with mental health problems since the
establishment of headspace. As Figure 5.8 below shows, the majority of respondent GP’s reported
feeling confident in their ability to provide best practice care for young people with emerging mental
health problems (n=35, 81%), and an even larger proportion reported feeling confident in their ability
to identify young people with emerging mental health problems (n=40, 93%). In contrast, very few
GPs reported any changes to their confidence levels or practices since connecting with headspace.
Only 5 GPs (12%) reported feeling more confident in identifying young people with emerging mental
health problems; a further seven (16%) indicated that they had changed how they treat young people
with emerging mental health problems, and a slightly higher number still (n=9, 21%) reported that
since connecting to headspace, they have developed a more up-to-date knowledge of local services.
As shown in Figure 5.8 below, a significant number of respondents marked ‘not applicable’ to these
questions (approximately 42% of respondents).

Figure 5.8 GP referral of young patients to services within the last 12 months (respondent numbers)

| feel confident in my ability to provide best 8 27
practice care for young people with emerging 3 6
mental health problems
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| feel confident in my ability to identify young 23
people with emerging mental health 1 3
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Since connecting with headspace | have 5 Agree
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developeld a morle up-to-date knowledge .Of 8 Neither agree nor disagree
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mental health and related concerns 18 Disagree
Since connecting with headspace, | have 2 5 Strongly disagree
changed how | treat young people with 89 Not applicable
emerging mental health problems 2 18
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emerging mental health problems 1 18
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Source: Survey of Professional Stakeholders.

None of the GPs surveyed had been invited by headspace to participate in youth mental health care
training.

These results are reported from a small subsample of general practitioners and, therefore, should be
used with caution. The Professional Stakeholders Survey findings suggest, however, that headspace
needs to engage in information sharing and relationship building activities with this important
stakeholder group. The Centre Managers Survey identified GP services within centres as a gap

in service delivery — identified by one-third of respondents (13 of 29 respondents). The headspace
model currently aims to provide GP services within centres and relies upon a connection to local
GPs that refer young people to centres. This feature of the service model is not working well at all
centres and, as suggested by one survey respondent, successful sites could provide mentoring:

| know some headspace sites are very good at their GP engagement — perhaps they could
mentor or share resources with the sites that are not so strong (Survey Response No. 78)

Finally, and as identified above, increased and genuine engagement with local GPs could result
in the development of alternative modes of collaboration and shared care. While sample sizes are
small, evaluation data provides a warning that genuine engagement with this important stakeholder
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group is required. Fourteen per cent of survey respondents who provided suggestions for improving
the headspace service delivery model (22/161) focused on improving collaboration with GPs:

[headspace could be improved with] a person who could liaise with GPs and keep it simple
and to the point, who could facilitate communication between headspace and general
practices (Survey Response No. 100)

Requires liaison officer to visit GP practice and enhance working relationship (Survey
Response No. 107)

Come to our clinic and talk to up to a dozen GPs (Survey Response No. 116)
Meet your local GPs and liaise and follow up (Survey Response No. 114)
Start active liaison and education with GPs (Survey Response No. 127)

Lots of talk about collaboration with GPs but | haven’t seen any here. Happy to cross refer
but no direct connections made (Survey Response No. 155)

Active and ongoing liaison with GPs is required if headspace seeks to change the practices of GPs
in providing youth mental health care. Evaluation data suggest that, to date, headspace has had
minimal impact on the practices of GPs, with few reporting any change to their confidence levels
(5/43) and treatment practices (7/43), and the majority surveyed (23/43, 54%) reporting that they
would refer patients to other mental health treatment options in preference to headspace.

The process of transitioning older headspace clients to adult services was examined in the
Professional Stakeholders Survey. Almost 20% of survey respondents (38/199) stated that they had
worked with headspace staff to ensure a smooth transition for the client to a new adult service. The
survey automatically directed these respondents to answer further questions exploring the transition
process and results from this sample are reported below.

Ninety-four per cent of the sub-sample (34/38) reported that headspace staff had worked with their
organisation to ensure a smooth transition for clients from headspace to an adult service. Figure
5.9 below highlights the strategies that headspace staff implemented to transition clients to adult
services. The most commonly used strategy was the shared care of clients. During interviews with
centre staff, one site manager confirmed this:

There’s always a period of sharing care, and the understanding that even if they’ve reached
their 25th birthday and they need to come back for a bit, it's okay (Site Manager)

Other strategies employed were contacting staff at the adult service to follow up on a client referral,
and accompanying the client to their initial appointment at the new adult service. headspace staff
were least likely to engage in service planning to ensure that the new adult service was close to the
client’s home — a result that perhaps reflects a shortage of available services more than inadequate
transition practices.
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Figure 5.9 Strategies implemented to transition clients from headspace to adult service
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Source: Survey of Professional Stakeholders.

When asked to rate their satisfaction with the process, 86% of respondents (31/36) reported that they
were very satisfied or somewhat satisfied with the level of liaison and collaboration with headspace
staff to ensure a smooth transition of the headspace client to an adult service. Only two respondents
(5%) reported that they were strongly dissatisfied with the level of collaboration. Figure 5.10 below
shows survey results.

Figure 5.10 Level of satisfaction with liaison and collaboration to transition client
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5
2 2
1
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Very satisfied Somewhat satisfied  Neither satisfied or  Strongly dissatisfied Not applicable
dissatisfied

Source: Survey of Professional Stakeholders.

Survey respondents were also asked to indicate the extent to which the young person was supported during
the transition process. The results for this question were mostly positive with 78% of respondents (28/36)
stating that the young person was supported ‘quite a bit’ or ‘completely’ (Figure 5.11).
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Figure 5.11 Extent to which young person was supported by headspace during transition
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Source: Survey of Professional Stakeholders.

Interview data provides little additional insight and of the seven staff (7/25) who were asked directly
about their experience in transitioning clients, most of these had not engaged in this process:

The other thing that | haven’t had much experience with yet, and that’s interesting because
I’'ve been here for five years... | haven’t had to do a lot of transitioning people into the adult
system... So | guess my concern [is] I'm just not quite sure how that will go for some people
when they have to move from a youth service like this into the adult system (Psychiatrist)

[clients needing to transition to adult services] are such a small percentage of who we
service. | rarely get someone who'’s 24 or 25 (Youth Worker)

| don’t think I've had experience of that because | don'’t think I've had anyone that’s needed
to transition, but | think one of the other workers has (Social Worker)

Despite the limited information provided by interviewed staff, the survey results suggest that
headspace staff are successfully implementing a number of strategies to help transition clients to
adult services and that service providers who collaborate with headspace are generally satisfied with
the processes being implemented and the level of support provided to the client. Improvement in

this area is possible as a few respondents have clearly had unsatisfactory experiences; however, the
overwhelming majority reported that liaison had taken place and that the client had been supported
during the transition process.

Evaluation data provides some insight into how services for some young people could be enhanced.
Firstly, the evaluation identified a need for family counselling to be included as part of the treatment
options provided at centres. It is clear that the problems that many young people are dealing with are
family problems, and so the family should be the unit of analysis.

Further, the service model could be enhanced to better meet the needs of parents by increasing the
capacity of centres to offer more appointments and therefore services outside of school and work
times.

This chapter also examines clients and other stakeholders’ views about and satisfaction with the
service delivery model. headspace clients were overwhelmingly positive about headspace, and
generally satisfied with the services they had received. It needs to be remembered when interpreting
the results, though, that we did not interview any young people who had dropped out of treatment
after a single visit. Moreover, the profile of headspace clients presented in Chapter 3 suggests that
the service delivery model is not meeting the needs of CALD young people who are starkly under-
represented as clients.
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It was out of the scope of the evaluation to examine any differences in the service model as
implemented by specific lead agencies.
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6. The Costs of headspace

One of the main aims of the evaluation was to conduct an economic evaluation of headspace.

The economic evaluation aims to assess whether headspace offers good value for money and to
estimate future program costs based on possibilities for national expansion. This chapter presents
the main findings of the economic evaluation by key research question. The economic evaluation
was conducted by different consortium members. The cost effectiveness analysis was conducted

by researchers at the Bankwest Curtin Economics Centre (BCEC) at Curtin University, and the
centre expansion and national coverage analysis was conducted by researchers at the Telethon Kids
Institute at the University of Western Australia. The centre expansion and national coverage analysis
is contained in Appendix B.

Findings for the economic evaluation reported in this chapter were informed by multiple data sources
including:

* headspace Centres Service Application

* headspace Centres Finance Application (centre-level)

* headspace National Office program management cost data

* additional data on MBS expenditure obtained from the Department of Health, and

* evaluation survey data collected from headspace clients and a comparison group of young
people.

6.1 What are the overall costs of headspace?

The first step of the economic evaluation was to estimate the total cost of services provided by
headspace centres. To this end, the goal was to estimate the total costs and the total number of
occasions of service as indicated in the following formula:

Total in-scope costs ($)

Cost per occasion of service = ) ) )
Total in-scope occasions of service

In-scope occasions of service

headspace centres throughout Australia deliver a variety of services to young people, ranging from
services specifically related to physical and sexual health problems to services targeted at mental
health and behavioural issues and those that relate more closely to vocational and alcohol and drug
problems. Services are provided by different practitioner types for differing durations and intensity.

A young person visiting a headspace centre can receive any combination of service types throughout
the course of their treatment. Generally, the majority of young people that visit headspace receive a
mental health service as their main type of service — 63% of services (Figure 6.1). The second most
common service provided to young people is that related to engagement and assessment. These
services constituted 23% of headspace services in the 2013/14 financial year.
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Figure 6.1 Main type of service provided at each visit, 2013/14 financial year
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Note: Main service type is reported by the service provider for each occasion of service. Main service type has not been
reported for approximately 3.5% of occasions of service within the 2013/14 financial year. It is important to note that young
persons can receive more than one type of treatment at a particular service and that results reported relate to the main
service received. Source:
Authors’ calculations from hCSA administrative data

While the majority of the main service types provided were for mental health, it is important not to
conclude that only two-thirds of headspace services were mental health related. This is because
consideration must be given to both the primary and secondary issue that young people were
assessed as initially presenting with. For example, of the 122,125 (63%) mental health occasions
of service provided at centres within the 2013/14 financial year, approximately 80% were provided
to young people whose primary issue was reported to be mental health and behavioural issues
(Table 6.1). A further 12% of mental health services were provided to young people whose primary
presenting issue was reported to be situational problems. The majority of engagement and
assessment type services were also for those young people whose primary presenting issue was
mental health and behavioural (79.5%), followed by situational problems (12.1%).

Table 6.2 below, which compares young people’s primary presenting issue with their secondary
presenting issue, shows the complexity and interaction of issues addressed by staff at headspace
centres. Of those occasions of service where a young person presented with a primary issue
recorded as mental health and behavioural, 17.4% also had a secondary issue related to situational
problems such as conflict in the home, bullying at school or were at risk of becoming homeless.
Further, many occasions of service were provided to young people whose primary presenting issue
was not recorded as mental health and behavioural, but whose secondary issue was identified as
such. For example, of the total 93,584 occasions of service where the secondary presenting issue
was recorded as mental health and behavioural, only 17,623 services did not have mental health and
behavioural as the primary presenting issue. As indicated in some of the qualitative data presented
earlier, this shows the interaction between mental health and other problems for young people.

The administrative data (hCSA) shows that a young person visiting headspace for treatment

(which constitutes on average 5 occasions of service) can receive any number of combinations of
services and present with varying primary and secondary issues over the course of their headspace
treatment, with the services all working together to improve the emotional, social and mental
wellbeing of the young person.

Given this analysis, and taking into account the overarching and holistic goals of the headspace
service model, all headspace occasions of service are considered to be either directly or indirectly
related to the overall wellbeing of young people in terms of their emotional, social and mental health.
Within the 2013/14 financial year, headspace centres across Australia delivered 194,968 occasions of
service and all of these are considered to be in-scope for the cost per unit estimate.

Social Policy Research Centre 2015 102




€0l L0z 2us) Yoleasay Aoljod [e100S

VSOU Wolj suoie|ndjed sioyiny :991nos
Jeak [eloueul) 1/€10Z 9Yl UIYNIM 92IAISS JO SUOISBID0 JO 96 ¢ Ajgjewixoidde 1oy pajiodas usaq jou sey uonejuasald
uodn anssi Atewiid pue adA) 801AJ18S UIB\ "9DIAISS JO UOISED00 Uoed 10} Japiaold aoiaies ay) Aq payiodal si uonejuasald uodn anssi Asewrid pue adA) ao1Alas ulel) 810N

950°2 2L0'C 8 68G 090°C ¥60°c z6L'e Gel'eel 160°C €28 Gle9 69V Vv N

ool ool ool ool 00l ool ool (0]0]3 (00]% ool 00l ool lejoL

00 00 00 00 00 00 00 80 00 00 00 Buissin

00 L'Le 8'86 [ 1'6 2'el 80 80 L0 €¢ [ €l paydjewun

00 L0 00 0¢ vl L0 €0 60 ¥'0 [20] ¥'0 0l JByio

1’0 ads 00 L'1€ 0'9¢ Lcl L'y L'cL 6'¢C S0 90 L'ch leuoneniis

1’0 Ll 00 ¢0 gl 0L 199 [ Al 0 60 6'¢C sBnup Jo/pue joyooly

00 x4 00 [ 4 6'8 Ve 80 €l 861 00 1’0 vl SJUEB]SISSE |EUOIIEOOA

00 (0% 00 z0 6'L €0 €0 S0 €0 068 194 60 yjiesy [enxss

00 9l 00 20 0¢ 1’0 €0 S0 €0 L'e L'29 0l yeay |edishyd

60 €Ly 'l €'€g A4 9'69 glC 8'¢8 L'yl L'y Gg'Ge G'6L |elnoireysq pue yijeay |ejusiy
Buissiy  payolewun  Bulj@sunod  UONUBAIBIUI  BDUE)SISSE 3}Jom sBnip yyeay  |euonesop yyeay yyesy juswssasse
KJeyaiq paseq |eJouss) dnoig Jojpue [eyus| lenxag  [eaisAud pue

-Aiwe loyoopy Juowabebus anss| Atewd

adA) aoiaias utep

Jeak [eioueuly $L/SL0Z ‘YISIA Yyoed je ypum sjuasald uositad BunoA ayjy anssi Arewrid Aq papinoad adA} aoiAalas uley |9 ajqel



70l §L0Z 81usD Yolessay Aoljod [e100S

:82In0g

896761
9LL'S
vov'Le
625l
86.
L1Z°)
o€l
0SLLy
¥85°€6
9ps‘y
€08°L
L€0°L
ejoL

200°L

o | o o o o o

—

0
0

G00°.
Buissi

szi'e
8¢
6.}
v

L

¢l

3
802'C
89
14>

€l

€
payojewun

8L
€9

(14
4

0cy
S06
A
€G

U0

'$92|S 199 8y} yb1ybiy 0} siequinu [ejo} Ul pajuasald ale siSAjeue Siy} Joj S}Nsal ‘Onoge |'Q 9|qe) 0} JSBJJUOD U| ¢

VSOY Wolj suonenojes sioyiny

"1eak [eloueuly f1/€1L0Z @Y} UIYHIM 92IAISS JO SUOISEID0 JO %G ¢ Ajojewixoldde oy pajiodas usaq
jou sey uonejuasald uodn anssi Aiepuodas pue Alewlid "921AI8S JO UOISBI20 YIead 10} Japinoid 921A18s 8y} Aq paliodal si uonejuasald uodn anssi Aiepuodas pue Alewlld :8)0N

avL'le eee'y

Gl 4"

20y €19

12l 8l

6l 14

e 8l

Sl 4

9¢€’'s 16

S50l 992°C

YXA% oLe

£ee L

€ 0

|euonenys Bnip Jayjo
10 |0Yo2|y

anss| Aiewnd

sol'y
129

904
€l

450"
8911
S9
29

0
aoue)sisse
|euoeso)

198°¢
0¢
6€¢
SO
8¢
ovl
€
156°L
80.
[44

45

€
UHeay [enxes

T4 A
8¢
¥0¢
c8l
29l
Lyl
€l
ELL'e
vyl
€l
Ll

ueay
[ea1sAud

L6S‘EhL
LOL'Y
L€6'VC
0€L

962

26

06

9v9'LE
196°G.
8€5'e
z6g'L

9l
|ednoiAeysq
pue yjeay

|elusin

lejol

9OUEBJSISSE [BUOIJEOOA
leuoneniis

yieay |enxss

yyeay annonpoidal pue |enxas
uyeay edishAud

Jayi0

aA0Qe 8y} JO BUON
|eJnoiAByaq pue yyeay |ejusiy
sbnup 10 joyoo|y

slaplosip [euohippy

Buissip

anss| Alepuodsag

sed29K [eIouRUL PL/SLOZ ‘USIA Yoea Je yym sjuasald uosiad BunoA anssi Alepuooas Aq anssi Aitewlld Z'9 ajqel



In-scope government investment

Government investment into headspace services is facilitated through a number of funding streams.
Leveraging off the headspace platform, these funding streams include the headspace grant, MBS
and other funding streams such as Access to Allied Psychological Services (ATAPS), the Mental
Health Nurse Incentive Program (MHNIP) and the Rural Primary Health Services (RPHS).

Out of the 194,968 occasions of service recorded in the 2013/14 financial year, 70,140 (36%) were
directly funded by the headspace grant, and 88,691 (45.5%) occasions of service were funded out of
MBS (Figure 6.2). The remaining 36,137 (18.5%) occasions of service were funded from a variety of
other sources, including ATAPS (5.6%), MHNIP (1.8%) and the RPHS (1.0%).

Figure 6.2 Direct funding source for headspace occasions of service, 2013/14 financial year

ATAPS, 5.6% In-kind Nlel:/IP RPHS
31% 0 1.0%
headspace Other
grant 3.4%
36.0% Not stated
3.6%

MBS
45.5%

Note: Funding source is reported by the service provider for each occasion of service. Funding source has not been
reported for approximately 3.5% of occasions of service within the 2013/14 financial year.
Source: Authors calculations from hCSA

It is important to note that while a particular occasion of service may attract a certain funding stream,
the overall course of treatment for a young person can have a large degree of heterogeneity. For
example, a young person may initially visit headspace and receive an engagement and assessment
service, with the service provider being funded by the headspace grant. The young person may then
be referred to a psychologist within the centre with each occasion of service delivered being funded
by the MBS. This same young person could then be referred to an alcohol and drugs specialist who
is funded by headspace, or a mental health nurse who is funded by the MHNIP.

Furthermore, individual services and treatment courses delivered at a headspace centre have been
made possible by both direct (staffing) and indirect (operational) costs related to that service. These
costs can be borne by multiple funding sources. For example, an occasion of service may attract the
MBS for direct salary component, while other components related to the occasion of service such as
the physical space and administrative support required and other indirect components may be funded
from the headspace grant.

Consequently, it is not practical or prudent to separate out government investment for a headspace
treatment into the various funding streams. The headspace grant component that is directed towards
centre operations (indirect costs) is an important component of valuing a headspace treatment
against outcomes for young people.
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Valuing the in-scope headspace grant component

In order to further understand the way in which the headspace grant is utilised and to estimate the
average cost per occasion of service, an analysis of each headspace centre operating within the
2013/14 financial year was undertaken and these results are presented below by implementation
round.

An assessment of Round 5 centres has shown that these centres are anomalous across a number
of financial and operational indicators. This is to be expected because these centres were only
beginning operations when the analysis was undertaken. This means that expenditure undertaken
by these centres at this time is over-estimated relative to occasions of service and that including
these amounts in an overall cost per unit will distort estimates. To this end, all Round 5 centres
have been excluded from the analysis.

Total revenue, direct and indirect costs, along with other approved expenditure and operating
surplus/deficits for Round 1-4 centres are presented in Table 6.3 below. Across these rounds,
headspace centres are operating with net surpluses, adding to a value of approximately $7.6
million for the 2013/14 financial year out of a total grant value of $57.2 million. Net surpluses as a
proportion of total revenue (which largely represent unspent headspace grant funding and interest
on grant funds) range from 11.5% to 17.7% across each round, with an overall average of 13.4%.
It is recognised that it is general business practice to maintain a surplus cash flow; however, the
value of this cash flow could be reviewed.

The differences observed between total revenue received and total expenditure are important to
take into account when estimating the headspace grant contribution that can be assessed against
outcomes. For our purposes, we have selected total expenditure within the financial year (both
direct and indirect) rather than total revenue received.

Table 6.3 Revenue, expenditure, average costs by centre round, headspace grant 2013/14 financial
year

Revenue/ Round 1 Round 2 Round 3 Round 4 Total (Rounds 1-4)
Expenditure

Total Revenue $11,403,738 $20,574,466 $10,580,177 $14,628,086 $57,186,467
Total Direct Costs $6,791,396 $13,495,240 $6,889,569 $9,587,400 $36,763,605
Total Indirect Costs $2,472,083 $4,303,059 $2,311,328 $3,206,762 $12,293,232
Total Approved

Other Expenditure $123,241 $177,555 $24,801 $154,503 $480,100
Total Expenditure $9,386,720 $17,975,854 $9,225,698 $12,948,665 $49,536,937
Net Surplus /

(Deficit) $2,017,018 $2,598,612 $1,354,479 $1,679,421 $7,649,530

Net Surplus/Total
Revenue 17.7% 12.6% 12.8% 11.5% 13.4%

Direct Costs/Total

Expenditure 72.4% 751% 74.7% 74.0% 74.2%
Indirect Costs/Total

Expenditure 26.3% 23.9% 25.1% 24.8% 24.8%
Other/Total

Expenditure 1.3% 1.0% 0.3% 1.2% 1.0%

No. of headspace

centres 10 20 11 15 56
Average cost per
centre within round $938,672 $898,793 $838,700 $863,244 $884,588
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Revenue/ Round 1 Round 2 Round 3 Round 4 Total (Rounds 1-4)
Expenditure

No. of Occasions of 44,669 68,067 36,846 41,189 190,771
service

Average cost per $210 $264 $250 $314 $260
OoS

Note: Round 5 centres have not been included in this analysis.
Data Source: Authors’ calculations from hCSA and hCFA

In assessing the allocation of headspace grant funding to individual centres within the 2013/14
financial year and the value of total expenditure as a function of the number of occasion of service,
we observed a large degree of heterogeneity at the centre level (results not shown). This variation
can be caused by a number of factors including:

operational phase relative to start-up time

an undercount of occasions of services in the headspace centre services allocation data
collection®®

reporting errors in either datasets
variation in centre location and lead agency partnership.

Taking only those centres that could be considered fully operational within the 2013/14 financial year
(primarily Rounds 1-4 centres), there remain a number of centres that have very high headspace
grant investment with relatively low occasions of service. These centres require further investigation
as to the underlying causes and operational efficiencies that could be achieved as well as the
necessity of the overall grant revenue in receipt.

Turning to the variation among centre rounds, we can observe that centres operating in rounds 1-4
record an average cost per occasion of service of $210 - $314. Round 1 centres have the lowest
average cost per occasion of service and Round 4 the highest, which is also likely to be a product of
the relative newness of these centres in 2013/14.

Our estimate for government investment via the headspace grant within the 2013/14 financial year is
$260 per occasion of service. This estimate takes into account that the expenditure component only
and includes Rounds 1-4 centres.

headspace national office

headspace centres also receive ongoing support from headspace National Office (hNO). This
involves a range of services and support including human resources, compliance training and
assistance, information technology, specialised training, clinical support, contract management

and community engagement and awareness. The Department of Health has allocated $96,000 per
centre annually for hNO to be able to deliver these services. The actual expenditure from this grant
component varies, and it is not possible to extract a precise value from the current financial data due
to the inter-relationship with other headspace services. The grant allocation of $96,000 per year is
taken to be an estimate of the actual expenditure towards support from hNO for each centre. This
equates to a value of $6,336,000 for those centres that are in-scope, within the 2013/14 financial
year (Rounds 1-4).

Medicare Benefits Scheme (MBS)

More than 45% of services received at headspace centres attract a Medicare subsidy. This pattern
reflects the headspace model and funding arrangements, which were designed to leverage from
the MBS. Given the substantial MBS benefit that is realised through headspace centres, we

have considered that government investment via the MBS is in-scope for analysis of the overall
government investment to provide services to young people at headspace centres across Australia.
It is recognised that a number of services that are related to headspace and also attract the MBS

3% This has been an issue in Broome for example, but has recently been addressed.
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(and potentially other funding streams) are not able to be observed. This would entail, for example,
young people that are referred to services outside a headspace centre during an initial consultation
within a headspace centre.

Valuing the in-scope MBS component

Using data sourced from the headspace centre Service Application (hCSA) database, we are able
to observe those services that were reported as being directly funded by the MBS and the type of
service provider who administered the service. From published Medicare data, we are also able to
estimate an average benefit paid for services that generally attract the MBS. These data are shown
in Table 6.4 below.

Table 6.4 Average MBS benefit by service provider, 12-25 year olds, 2013/14 financial
year

Service Provider No. Services Benefits paid Average Benefits Paid
Clinical Psychologists 393,358 $50,443,299 $128.24
GPs 533,740 $44,317,337 $83.03
Other allied health 536,113 $47,116,390 $87.89
Psychiatrists 327,721 $51,155,399 $156.09
Total 1,790,932 $193,032,425 $107.78

Data Source: Medicare tables

Within the 2013/14 financial year, young people aged 12-25 years received 1.79 million services that
were funded through the MBS. These services have a total benefit paid of just over $193 million.

An average benefit paid per service for each service provider has been estimated, with a service
provided by a psychiatrist receiving on average $156 in Medicare benefits, clinical psychologists $128
and GPs around $83. In order to calculate the contribution of MBS to headspace services, these
averages have been applied to services observed within headspace centres that have reported being
funded through the MBS.

Table 6.5 Estimated MBS benefits for headspace clients, by service provider, 2013/14 financial
year

Service Provider Average Benefits Paid No. of headspace occasions Estimated MBS benefit
of service towards headspace services

Clinical Psychologists $128.24 55,851 $7,162,201

GPs $83.03 17,865 $1,483,393

Other allied health $87.89 11,332 $995,923

Psychiatrists $156.09 3,642 $568,567

Total 88,691 $10,210,085

Notes: Only those service providers that are generally eligible to receive the MBS have been included. Data within the
hCSA is completed by the service provider and may be unreliable in some circumstances.
Data Source: Medicare tables and hCSA

For this analysis, a total of 88,691 occasions of service were deemed to be in-scope firstly because
they reported attracting the MBS, and secondly because they were eligible to receive MBS benefits
(Table 6.5). The majority of these services (more than half) represents those provided by clinical
psychologists. These services have an estimated MBS benefit value of $7.16 million. Services
provided by GPs are the second most common service that attracts the MBS within headspace
centres. Almost 18,000 headspace GP services within the 2013/14 financial year received Medicare
funding, with a total value of $1.48 million. Other allied health services and services provided by
social workers comprise 11,332 occasions of service at an estimated value of $995,923. Lastly, 3,642
psychiatric services received MBS funding at an estimated value of $568,567.

The total estimated MBS value that has gone towards a headspace client’s treatment is
approximately $10.2 million. This value is added to the overall government investment towards
providing services at headspace centres within the 2013/14 financial year.
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Other government investment

As discussed earlier, a number of other government funding streams are operating within headspace
centres. The value of some of these funding streams is not able to be estimated with the current
available data, and hence this analysis represents an under-estimate of total government investment
directed at headspace services. These streams are described below.

The Access to Allied Psychological Services (ATAPS) is a targeted, discretionary fund that was
previously administered through the Divisions of General Practice and Medicare locals (ATAPS
Operational Guidelines, 2012). Estimates gained within the hCSA data show that 5.6% of services
are funded directly from ATAPS. Services funded under ATAPS tend to be provided by psychologists
(48%), mental health nurses (17%) and social workers (10%).

The Mental Health Nurse Incentive Program (MHNIP) provides a non-MBS payment to community
based general practices, private psychiatrist services, Divisions of General Practice, Medicare Locals
and Aboriginal and Torres Strait Islander Primary Health Care Services who engage mental health
nurses to assist in the provision of coordinated clinical care for people with severe mental disorders.
A smaller proportion of services are provided through direct funding from the MHNIP (1.8%). As
expected, these services are primarily mental health nurses (77%). A small number of headspace
centres, mainly Barwon, Geelong, Camperdown, Coffs Harbour and Knox are utilising this funding
stream.

The Rural Primary Health Services (RPHS) was established on 1 July 2008 as a response to the
Audit of Health Workforce in Rural and Regional Australia. It involved the amalgamation of a number
of health programs to generate efficiencies in service provision in rural and remote areas throughout
Australia. The primary objective of the RPHS is to provide and maintain access to supplementary
allied health and primary care services that are based on identified needs in each community.
Aligning with the RPHS’s service provision guidelines, rural and regional headspace centres receive
funding through the RPHS and constitute 1% of all headspace services. Launceston, Morwell,
Bendigo and Warwick are more likely to be utilising the RPHS funding stream to provide services
within their headspace centres.

It is important to note that while these funding streams do not represent a substantial component

of headspace centre operations, variation exists across each centre, with some utilising particular
funding sources more heavily than others. Any changes to these programs could compromise centre
operations for some centres.

The estimated total value of government investment towards headspace services received at
headspace centres within the 2013/14 financial year is valued at around $67.2 million (Table 6.6).

The majority of this value is sourced from the headspace grant ($49.5m), which constitutes 75% of
government investment into headspace services. This is followed by the MBS ($11.4m) and hNO
allocation per centre ($6.3m). It is important to note that the MBS component is an estimate based
upon averages within the entire Medicare system. Other government investment including that related
to the Mental Health Nurse Incentive Program and the Access to Allied Psychological Services are
unable to be valued at this time, but only constitute a small component of the overall government
investment.

Overall, it is estimated that an average occasion of service within headspace centres costs $339
per occasion of service®®, taking into account the full government investment. An average treatment
for all headspace clients (5 services per client) is estimated to attract just over $1,695 in total
government investment.

36 There is no similar program with which to directly compare and benchmark headspace program costs; however, this
occasion of service cost compares closely to ambulatory services which nationally averaged $303 per treatment day
in the 2012-13 financial year (excluding Victoria). Ambulatory care services (a form of community based mental health
services) are provided by outpatient clinics (hospital or clinic based), mobile assessment and treatment teams, day
programs and other services dedicated to assessment, treatment, rehabilitation and mental health care (SCRGSP,
2015).
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Table 6.6 Funding source, 2013/14 financial year

Funding source/Occasions of service
headspace grant

hNO

MBS

Total

No. Occasions of service

Average total cost per occasion of service

Value
$49,536,937
$6,336,000
$10,210,085
$66,083,022
194,968
$339
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/. Conclusion

The evaluation of headspace focused on assessing the effectiveness of the program. This
assessment included an examination of young people’s access to and engagement with the program,
the service delivery model and client outcomes. This scope oriented the project towards a mixed
method evaluation, informed by multiple data sources. The evaluation findings are somewhat mixed
— a result that complicates a simple synthesis of findings. Moreover, as evidenced in Chapter 4, any
assessment of program effect must consider multiple outcome indicators as a narrow focus on K10
scores can obscure other important effects. This is most evident in the analysis of suicidal ideation
which showed that some young people who did not show a clinical or significant improvement in
psychological distress levels did show significant reductions in suicidal ideation.

As evidenced throughout this report, headspace is a complex program, serving a diverse range of
vulnerable young people with high levels of psychological distress and a range of social, emotional
and health disorders. The evaluation found that headspace is generally accessible and effective. As
is typical in large human service evaluations, the qualitative data is overwhelmingly positive, with
most young people and their parents attributing improvements across a number of outcome areas to
headspace while the statistical data shows a more modest pattern of program effect.

The key findings and conclusions related to the evaluation scope areas are outlined below.

Access and Engagement

headspace was established to provide a highly accessible mental health program for Australia’s
young people, and the findings indicate that this program goal is being achieved. Evaluation data
shows that headspace is being accessed by a diverse group of young people whose need for
mental health care is evidenced by young peoples’ K10 scores on entry. Three in four young people
were recorded as having high to very high levels of psychological distress at first assessment.

The evaluation shows that headspace has had success in engaging groups of young people who
traditionally have been disadvantaged in their access to mental health care. Most notably, young
people living in regional areas as well as those from Aboriginal and/or Torres Strait Islander
backgrounds are over-represented as headspace clients. These findings are important. The first
indicates that headspace is providing services to a significant proportion of young people within
communities that traditionally have few or no options for specialised local-based youth mental health
care. Young people living in regional areas represent 26.2% of the population nationally, but make up
39% of the headspace client population.

Further, Indigenous young people comprise 3.7% of the youth population nationally but make up
7.4% of headspace clients. This over-representation is significant as Indigenous young people are

a high risk group for emotional and psychological problems but are less likely to seek help than
non-Indigenous young people (Price & Dalgleish, 2013). While the proportion of Indigenous clients
varies greatly according to the geographic location of centres, this over-representation works
towards balancing inequalities in mental health provision and outcomes for Indigenous young people.
Qualitative data indicates that some centres could do more to make their services more culturally
appropriate for Aboriginal or Torres Strait Islander clients. Data suggests that more flexible and
infor