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[bookmark: _Toc232426600]Appendix A: COREQ (Consolidated criteria for reporting qualitative research checklist)
Table A.1: Consolidated criteria for reporting qualitative research) checklist
	Topic
	Item No.
	Guide Questions/Description
	Reported on
Page No.

	Domain 1: Research team
and reﬂexivity

	Personal characteristics

	Interviewer/facilitator
	1
	Which author/s conducted the interview or focus group?
	7,9

	Credentials
	2
	What were the researcher’s credentials? E.g. PhD, MD
	2,9

	Occupation
	3
	What was their occupation at the time of the study?
	1

	Gender
	4
	Was the researcher male or female?
	

	
	
	
	29

	Experience and training
	5
	What experience or training did the researcher have?
	NA

	Relationship with
participants

	Relationship established
	6
	Was a relationship established prior to study commencement?
	7-10

	Participant knowledge of
the interviewer
	7
	What did the participants know about the researcher? e.g. personal
goals, reasons for doing the research
	

	
	
	
	6,7

	
	
	
	

	Interviewer characteristics
	8
	What characteristics were reported about the inter viewer/facilitator?
e.g. Bias, assumptions, reasons and interests in the research topic
	

	
	
	
	7

	
	
	
	

	Domain 2: Study design

	Theoretical framework

	Methodological orientation and Theory
	9
	What methodological orientation was stated to underpin the study? e.g. grounded theory, discourse analysis, ethnography, phenomenology,
content analysis
	

	
	
	
	7

	
	
	
	

	Participant selection

	Sampling
	10
	How were participants selected? e.g. purposive, convenience,
consecutive, snowball
	

	
	
	
	7-10

	
	
	
	

	Method of approach
	11
	How were participants approached? e.g. face-to-face, telephone, mail,
email
	

	
	
	
	7-9

	
	
	
	

	Sample size
	12
	How many participants were in the study?
	8-9

	Non-participation
	13
	How many people refused to participate or dropped out? Reasons?
	7-9

	Setting

	Setting of data collection
	14
	Where was the data collected? e.g. home, clinic, workplace
	7-9

	Presence of non-
participants
	15
	Was anyone else present besides the participants and researchers?
	

	
	
	
	7-9

	
	
	
	

	Description of sample
	16
	What are the important characteristics of the sample? e.g. demographic
data, date
	

	
	
	
	7-9

	
	
	
	

	Data collection

	Interview guide
	17
	Were questions, prompts, guides provided by the authors? Was it pilot
tested?
	26-28, 30-33

	
	
	
	

	Repeat interviews
	18
	Were repeat inter views carried out? If yes, how many?
	7-9

	Audio/visual recording
	19
	Did the research use audio or visual recording to collect the data?
	8-9

	Field notes
	20
	Were ﬁeld notes made during and/or after the inter view or focus group?
	8-9

	Duration
	21
	What was the duration of the inter views or focus group?
	8-9

	Data saturation
	22
	Was data saturation discussed?
	8

	Transcripts returned
	23
	Were transcripts returned to participants for comment and/or
	7

	
	
	correction?
	

	Domain 3: analysis and
ﬁndings

	Data analysis

	Number of data coders
	24
	How many data coders coded the data?
	8

	Description of the coding
tree
	25
	Did authors provide a description of the coding tree?
	

	
	
	
	10

	
	
	
	

	Derivation of themes
	26
	Were themes identiﬁed in advance or derived from the data?
	8

	Software
	27
	What software, if applicable, was used to manage the data?
	8

	Participant checking
	28
	Did participants provide feedback on the ﬁndings?
	21

	Reporting

	Quotations presented
	29
	Were participant quotations presented to illustrate the themes/ﬁndings?
Was each quotation identiﬁed? e.g. participant number
	

	
	
	
	34-38

	
	
	
	

	Data and ﬁndings consistent
	30
	Was there consistency between the data presented and the ﬁndings?
	11-18

	Clarity of major themes
	31
	Were major themes clearly presented in the ﬁndings?
	10

	Clarity of minor themes
	32
	Is there a description of diverse cases or discussion of minor themes?
	10




[bookmark: _Toc232426601]Appendix B: Interview guide
	ID: 
Date: 31 August 2023
Interview start time: 4pm
Interview finish time: 5pm


Introduction, thanks for participation, consent
My name is [insert name] and I am [insert position] at the [research institution]. I will be conducting the interview with you today. 
Also present with me are [insert names], who are researchers at [research institution]. Their role is to observe the interview as part of our qualitative research methodology and will therefore not ask questions. 
Thank you for agreeing to be interviewed. 
I will now run through some information related to this interview.  
Your participation is completely voluntary. Acceptance of our interview invitation suggests written consent to take part in the study. If you change your mind, you can withdraw at any time, and you do not have to give a reason. 
We will now turn on Zoom recording and ask you a series of questions to gain your views on the mental healthcare funding and investment environment in Australia. I will also share my screen at times to show the tables and figures that some of the questions refer to, which were included in the Consultation Paper we provided.
Prior to commencing recording, we would like to emphasize that strict confidentiality is to be maintained by all individuals present here. No information regarding the discussions here is to be disclosed to anyone outside of this group. We would also like to emphasize that we expect general responses and views to the questions we pose based on your experiences, but there is no need to identify individuals or other identifiable sensitive information within your responses.
Do you consent to us turning on Zoom recording?
Please feel free to ask any of us questions at any time during the interview. You may also contact [research institution] following the interview if you have any questions related to the study.
[Start recording]
We have written a consultation paper that I hope you have seen as these interview questions are based on that paper. 
We will mostly focus on two frameworks presented in the paper, the first on value-based funding and the second on making investment decisions in mental health care.
I would like to start with some questions that seek your views on recent mental healthcare funding and investment reform ideas and progress. 
Chapter 2
1. Do you think there is a case for exploring VBPs and alternative investment approaches in mental healthcare? 
2. Do you believe the National Mental Health and Suicide Prevention Agreement sets an appropriate agenda for funding and investment reform within state and territories? 
Chapter 3
As part of our research, we have developed a proposed approach for introducing VBPs in mental healthcare, as illustrated in Figure 1 of the Executive Summary. 
We are interested in your views on this approach. Let me share the figure on the screen and walk you through it. [Interviewer note: Walk through Figure 1].
1. What are your views on the proposed governance structure for VBPs in mental healthcare presented in the Executive Summary?
2. Do you agree that the development of VBP models should be governed by a federal independent VBP authority? 
3. What are the potential barriers to implementing this structure within states and territories?
4. What are the special characteristics we should consider within mental healthcare when thinking about VBPs?
5. Is there a specific patient population you believe VBPs should first target to improve outcomes and service delivery efficiency? 
Final Question
1. Is there anything you want to add that we haven’t covered in the interview today?
We would now like to offer you the opportunity to provide any feedback or concerns regarding the conduct of this interview or any of the discussions. You are also welcome to contact us with any concerns or questions via email following the interview.
Thank you very much for your time today.
[End recording]


2

[bookmark: _Toc232426602]Appendix C: Researcher credentials
HC (male): Professor [researcher name] (B.Bus, M.Economics (Hons), PhD, GAICD)
FR (female): Professor [researcher name] (BA (Hons), MPhil, PhD, Cert Ed, FRSA)
JF (male): Associate Professor [researcher name] (BA (Philosophy and Economics), MA (Economics), PhD)
AB (female): Dr [researcher name] (B. Economics / Applied Finance, M.Economics, M.Research, PhD) 
AN (female): [researcher name] (B.Science (Psychology), M.PH (Health Economics), M.Clinical Trials)
MA (female): [researcher name] (B.Sc (Applied Mathematics), M.SC (Health Economics and Management)


[bookmark: _Toc232426603]Appendix D: Workshop guide
	ID: 
Date: 26 September
Workshop start time: 10:30am
Workshop finish time: 12:30pm


Introduction, thanks for participation, consent 
My name is [Insert name]. I am a [Insert title] at the [research institution]. I will be facilitating the workshop proceedings today. Also present with me are [Insert team member names], who are health economics researchers at [research institution], and who will be helping with running the group sessions.
Thank you for agreeing to participate in this workshop. We would like to emphasize that your participation is completely voluntary. Acceptance of our workshop invitation suggests written consent to take part in the study. If you change your mind, you can withdraw at any time, and you do not have to give a reason. 
Our purpose here is to gain your views on the mental healthcare funding and investment environment in Australia, and how we could better embed value over the longer term to improve mental health outcomes and promote quality and evidence-based care. Ultimately, your insights will contribute to the to the development of a policy recommendations and a proposed framework to embed more value into Australia’s mental healthcare funding and investment environment. 
Prior to commencing, we would like to emphasize that strict confidentiality is to be maintained by all respondents present here. No information regarding the discussions here is to be disclosed to anyone outside of this group. We would also like to emphasize that we expect general responses and views to the questions we pose based on your experiences, but there is no need to identify individuals or disclose other sensitive information within your discussions with the group. 
We will be anonymizing all the responses collected here and no individual will be identified in the qualitative analyses we will conduct following this workshop, although we may use general quotes summarizing key themes. But these will not be attributed to any specific individual or organization.
We have allocated all the respondents present here to one of four groups with mixed stakeholder types. Over this workshop, we will present you with some questions to discuss within your breakout rooms. 
You will then reconvene with the broader group, with one ‘speaker’ from each group to present the group’s responses to the questions they were presented. The broader group will then also have the opportunity to participate in a group discussion and offer any comments or views.
There will be an observer and guide from [research institution] within each breakout room to facilitate the group activities and share the screen to show the questions and any diagrams or notes related to the questions. One group member will need to be a scribe or speaker. This person will take notes on the views and responses to each question presented, and summarize the views and responses of the group in the notes when reconvening with the broader group here.
Please feel free to ask the [research institution] research team member in your breakout room any questions at any time during the workshop. You may also contact [research institution] following the workshop if you have any question related to the study.
[Start recording]
[Start first presentation on current payment model reform environment and how our research fits into the policy debate]
[Start second presentation on defining and measuring value in mental health care]
[bookmark: _Hlk155800154][Start first breakout room activities. Researcher to identify a group leader to scribe and present summary of discussion. Group to discuss the following questions]
What does value in mental healthcare mean to you?
Should summary clinical surveys be used to measure changes in mental health outcomes from service delivery? 
What other outcomes are valued by people with mental ill health?
What are some challenges when measuring outcomes and costs?
[End first breakout room activities]
[Reconvene with broader group to discuss responses to questions. Host to ask each group leader to present summary of group discussion. Open the discussion to all once all group leaders have presented]
[Start third presentation on proposed payment model framework]
[Start second breakout room activities. Respondents allocated to the same group. Group to discuss the following questions]
Group 1
1. Should VBP models be used to fund mental healthcare?
2. What principles are most important to underpin mental healthcare investment?
Group 2
1. What principles are most important to underpin mental healthcare VBP models?
2. Should there be a unified approach to investment decisions in mental healthcare?
Group 3
1. Do you agree with the proposed governance structure for implementing VBP models in mental healthcare?
2. Do you believe investments should be implemented on a conditional basis before a final recommendation is made?
Group 4
1. Is there a specific patient population VBP models should target to improve outcomes?
2. Do you agree with the proposed process for considering investments and making recommendations?
[End second breakout room activities]
[Reconvene with broader group to discuss responses to questions. Host to ask each group leader to present summary of group discussion. Open the discussion to all once all group leaders have presented]
Workshop close
Thank you all for sharing your valuable insights and views today, which will help us in preparing recommendations on how to shift funding and investment in mental health care towards greater value over the longer term. Our hope is that this consultation process will help guide the Commonwealth Government and states and territories as they approach and consider new payment, commissioning and funding approaches in mental health care to help meet the needs of local populations, while promoting care quality, health outcomes valued by patients and adherence to best-practice care.
We would now like to offer you the opportunity to provide any feedback or concerns with regards to the conduct of this workshop or any of the discussions that have taken place. Please unmute yourself to share any concerns you would like to voice. Or if you prefer, you are also welcome to contact us with any concerns or questions via email following the workshop.
[End recording]
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Table C.1: Illustrative quotes from the thematic analysis of stakeholder interviews
	Clear payment model definitions and place

	Value in mental health
	
	Whilst absolutely, we should be moving towards better experiences, better outcomes, more cost effectiveness, all of those kinds of markers of value, they mean different things to different people. [Government Employee 3 (GE3)]

	Roles and responsibilities
	
	The starting point needs to be, who’s responsible for what? Who’s going to define that? And then how are we going to ensure that if the agency or level of government that is responsible for that, is responsible? How are we going to ensure that it funds it adequately? [GE1]

	Payment models and care pathways
	
	Do we have a consistent and agreed model of care? Do we have an agreed mental health strategy? … [an] overarching framework about where we want the funding to leverage and deliver on. [GE9]
How do we determine across that breadth of funding which models are going to be used? [GE12]

	Target cohort
	
	What proportion of people would that be relevant for? And whose decision would it be? … And who would then administer that? What’s the eligibility criteria? [GE3]

	Identifying and measuring outcomes
	
	It’s so fragmented, [there’s a] lack of consistency in definitions. There’s no standardization, outcomes are really hard to define and measure. [GE2]
Views of what is a positive outcome from the consumers’ perspective may differ to the outcome that a clinician may see as being a positive outcome… [the] consumer is separate from the clinical, government, other perspectives. [GE5]

	Purposeful payment model characteristics

	Existing payment models
	
	You’ve got these really disparate buckets of funding coming through, and there’s again no little – little form of any coordination between the [Medicare Benefits Schedule], between admitted, and between community mental health who are creating these silos again. [GE13]
I’m not sure that governments will be able to continue to fund mental health at the rate it has been. And how do we manage with what we’ve got to do better, but also to produce better outcomes for people that need the various supports and services? [GE8]

	System and service fragmentation
	
	Issues around fragmentation, lack of coordination, all speak to a bunch of parties who are trying to dip into a system to try and solve problems. And I think to join those up, to remove that fragmentation and get better coordination, you’re going to have to have entities and organizations and government bodies coming together to solve for that. [GE2]

	Flexibility and adaptability
	
	You could get those funding bodies some sort of funding flexibility to do what the patient needs to keep them out of hospital, keep them out of out-of-home care for children, or out of the justice system, etc. [GE2]
Hopefully it delivers a more agile service that’s locally based and responsive. [GE9]

	Stakeholder equity and inclusion
	
	It’s always that narrative of equity. So I think that these are really important conversations, and we want to get value for healthcare. But also appreciating the nuance of some of these really specific groups [in rural and remote areas]. I think we need it to work, but it needs to be a balance between where it’s a bit different. [GE7]

	Collecting evidence
	
	In terms of moving to these more values-based funding models, a complementary piece would have to be an investment in making sure that we are clearly measuring outcomes for patients. And collecting that data, you know, more, probably more than we are at the moment in order to understand the effects that funding is actually having. [GE4]

	Attributing outcomes to care
	
	My reflection on outcomes in mental health, it really does fluctuate quite a lot in a very short span of time, because of all these other factors, you know, whether someone’s just lost their job, or whether someone’s child’s just been diagnosed with cancer, or whether someone’s in a [domestic violence] situation and now needs emergency accommodation. [GE9]

	Risk management
	
	How do you minimize risk? Where does the risk sit, or how is the risk shared in all this will also be important. [GE2]

	Transitional funding
	
	People aren’t going to put their money on the table. So we just need to have some transitional money to be able to do that. Otherwise, I think services, it doesn’t matter where they fit in the system, public, private, NGO, will struggle to actually sign up and take part. [GE8]

	Circumventing barriers to VBP reform

	The necessity for change
	
	What is it about, is it not the case that this, the kind of advice on value-based funding models cannot sit within a department of state and the usual process of having civil society, academia, think tanks etcetera, feed into the process of government advice? What is insufficient about that model that would necessitate an independent authority to have to kind of oversee those things? [GE4]

	Past failures
	
	Just seeing these litany of attempts and failure gets incredibly frustrating… failure costs a lot. Not just for the program, but it costs you political capital, it costs knowledge in terms of how you design and implement these things. [GE13]	

	Real-world complexity
	
	There is this somewhat inevitable trade-off between efficiency and effectiveness in payment models, and what is within the realms of political and sectoral feasibility. [GE4]

	Funding as the way forward
	
	It feels like overloading what the ambition of what funding can do, like obviously funding is an important lever, and provides the incentives. But where does system design and service design sit in all of this, would be probably the main thing I’m thinking about. [GE2]

	Administrative burden
	
	If you do have one model of one payment, again, then it comes back to, well, who gets what, for what? There’s an administrative burden to then separate it out. [GE3]

	Where to start
	
	Our concern about value-based payments for mental health, is the readiness of the sector, and the appropriateness of mental health services… chronic disease has been deemed as not an appropriate way to start value-based funding. It’s considered that the more acute side is more appropriate. [GE2]

	Competing priorities
	
	Part of the underlying problem is, there’s not enough money. And that so state and territory government departments are never going to put money into an independent value-based payment authority, unless they’ve got enough money to run the hospitals and to manage their emergency departments and everything else. [GE1]

	Evidence deficit
	
	I think also some of those models don’t have an extensive evidence based or an evaluation base. [GE9]

	Ensuring patient focused care

	Holistic care
	
	We’ve got quite a tension between [a] medical model versus a social determinant, so community, a social model. And it’s not that one needs to win over the other, there needs to be consideration given to all. [GE11]

	Social determinants of health and wellbeing
	
	I think once we talk about value, you’re talking about outcomes, when you talk about outcomes, there’s all the social determinants of health, not just the provision of health itself. [GE3]

	Individual perspective and need
	
	Value is such an individualized thing. What is of value to one individual is obviously quite different to the next. And how do we build a mechanism that takes that into consideration? [GE3]

	Patient relevant outcomes
	
	I think there's significant benefit to be gained from looking at outcomes and particularly looking at outcomes that are of importance to consumers and their carers. [GE5]

	Patient autonomy
	
	Respect the right of people to choose their treatment pathway, which doesn’t necessarily lead to the most cost-effective outcomes for the community. [GE5]

	Addressing mental health workforce challenges

	Existing shortages
	
	We just have to be careful in a sector that is significantly stressed, significantly under-resourced in terms of workforce… if we reform but we don’t have the workforce to deliver it, it’s not going to help. [GE5]

	Reform fatigue
	
	There have already been significant funding reforms and significant changes, consolidation of providers etcetera. [GE5]

	Provider perspective and buy-in
	
	Really thinking about the provider perspective on these kind of frameworks and the value-based payments. So not just about whether or not they would accept them, but the viability under different payment models. [GE4]	

	Aligning incentives with objectives
	
	If you were going to say value-based, then the value has to include not incentivizing a market to distort it. [GE1]
To get to a better data collection you need to put some dollars next to it so that people are incentivized to do that. [GE13]

	Behavior change
	
	What are we trying to achieve? Whose behavior are we trying to change, and in what direction through the funding levers? We have to understand the other factors that are mitigating against people behaving in the way we think they should be behaving, or we want them to behave. [GE5]

	Embedding appropriate governance structures across government boundaries

	System level approach
	
	We’ve thought about more of a system design. And then funding is an enabler of that design, or the particular model of care, or making sure the service elements work together. [GE2]

	Governance tiers
	
	Having shared projects with the Primary Health Network is really helpful. So putting in state and Commonwealth dollars, it really makes us sit in the same room and have a think about what we’re trying to deliver and how could it work together, rather than the there’s a center over here and there’s a center over here. [GE11]

	Independent agency
	
	For me, it’s always better to have those things sit side by side, rather than completely independently… Because that independence doesn’t work unless you’re really working within the structures of the relationship between the Commonwealth and the state. [GE3]
It’s the missing agency in all the national bodies that we have. And, to me, it could change the conversation that we have around efficient pricing and efficient cost … [to] how to improve quality and efficiency, and potentially equity as well, through improved models of care. [GE13]

	Expertise
	
	In terms of having an independent authority … I think having a single focus, the level of expertise, and capability doesn’t reside in many parts of the country. So developing those and having that, and having a central body drive that, will be really important for this to work. [GE2]

	Capability
	
	You need big organizations with sufficient capability to be able to do the recording, do the collecting, do the workforce development. [GE1]

	Resourcing
	
	You do need additional investment for the support structures around this... a workforce, project management, etc. There has to be some sort of new supportive structure around it. [GE2]

	Timeframes
	
	I think governance arrangements such as this will take time to implement, really, that’s the main thing. Setting up the independent value-based payment authority will take time in itself. Getting the governance structure at that above provider level itself. Like [memoranda of understanding] will need to be formed, agreements, and things like that. [GE2]




