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1.0 Executive Summary

Context

The Wairarapa District Health BoartMairarapa DHBIis budgeted to spen@#12.525million in Mental
Health and Adiction Servicesin 2018/2019%or the Wairarapa district witla population 044,030 people
(2017/2018 estimate}. Despitethe investment, access to thguite ofservices across the mental health
and addictioncontinuumcan be difficul; many area®f servicesoperate in a fragmented manner; and
primary care providers point to a significant shortfall in responses to-fmighialence mental health and
addiction issues.

In February 2018 he Wairarapa DHBommissioned a review dflental Health and Addiction @lcohol and
Other Drug (AOD) services fotheir populatiorf to develop a clear and considered viewtlodé need for the
people ofWairarapawho are experiencing harm related toental health andaddictionissues

The reviewtook pla@ betweenthe periodMarch2018to May 2018ed bya Working Grougomprisingof
representativegrom personnel involved in deliveringyairarapa DHBecondary community mental health
servicedAdult andChild Adolescentanda n 2 H\Alth Unit, Service Us@Nairarapa DHBeniormanager
involved in strategy and planning activitisd an independenReview Manager who providesdipport of
the review.

Method

Theprocesdor the reviewwasled by thePlanning and Performance GroapWairarapa DHBKey

processes included review of relevannational and locaflocumentsincludings | . Qa ! y¢gdzl £t t € Iy
stocktake of fundednental health and addictiotreatment and support services for young peomedults

and older people 65+analysis of utilisation data (wheewailable), anén extensiveengagementvith
stakeholdersvho have an active interes improved mental healttand addictionservicedor individuals,

FILYAf @Y gKnyl dzZ K WhikarapediftRet. A 6 A f AGAYy3I Ay (KS

The five key strategic themes from thiew Zealand Health Strateg916-2026provided a frame of
reference for consideration of the reviefindings

The review terms of reference were broadly defined to inclisdmtifyingopportunitiesfor current
NBE & 2 dzNOAyYy 3 Wa LIS ad addctlonsérdicestnd 1oine Iével afidtdgratipriKand
collaboration betweerproviders and otheagenciesTheterms ofreference for theservicereviewand
Working Groupre includedn Appendix Onend Appendix Two

Understanding the needs of people exj@cingmental health and addiction issuasthe Wairarapa
context is critical to determining how best to meet those ned®isway of a summary of findings and
recommendations, the review found riskidalert factors, strengths, and areas needing develepn

Service Investment

The reviewhighlighted that the nental health andaddiction (drugs and alcohol) programmes and services
in the Wairarapa, like those around other parts of New Zealand, have evolved, focussed mom@noften
adult mental health sergies and have incorporated many of the cultural responses into mainstream DHB
specialist services and/or staraione NGO services. This has resultesbimeservices that may not be
appropriate are not responding to specific population groups are oftenlpaoctegrated.

1 HVDHBCopy of Pop ProjectionSummary File (2017 Updai@®) May 2018)
2 The review focused on treatment services; health promotion and community services.
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A snapshotofthé I A NI NI LJ 51 . Qa O2 YY A KeéntalHgakhyaad Addicyo@dSedvideY Sy G (
available in Wairarapa is shown in Table @alw. [Rtailed information orthe type of serviceprovided
by providerin each servicelusterisoutlinedin AppendiXThree

Tablel: TotalWairarapa DHBbudgetedfunding by Service Clustéy population age grou2018/2019

Older Person All Total 2018/19

Service Cluster by Population Age Youth 0-18 yrs| Adult 19-64 yrs 65+ Population| IDF Funding
Acute and Inpatient Services 181,972 1,520,065| 630,304 - 2,332,341
Community-based clinical treatment and therapy servicds 1,699,741 2,341,366 - - 4,041,107
Services to promote resilience, recovery and connectedfess 36,200 2,542,292 - - 2,578,492
Addiction - 999,350 - 999,350
ChYAf® YR 2Knpyl dz - - - 85,315 85,315
Yl dzZLJ- LI an 2 NA - 735,294 - - 735,294
Pacific

Asian migrant and refugee services - - -
Eating Disorder Service 17,303 27,611 - - 44,913
Services providing Consumer Leadership - 47,268 - - 47,268
Mental Health of Older People - - 309 - 309
Perinatal Mental Health Services - - 73,329 73,329
Mental Health Other 9,288 71,300 - 21,816 102,405
Primary Mental Health 70,996 275,963 - - 346,959
Forensic Youth 34,299 - - - 34,299
Forensic Adult - 1,103,396 - - 1,103,396
Total Funding 2,049,799 9,663,906 630,612 180,460| 12,524,776
Funding % by Age 16.49 77.29 5.0% 1.4% 1009

Summary Findings

The reviewfoundthat thereis a much needetnproved responsiveness of mental health and addiction
services Briefly, the review found:

)l

Overall there was sizeableariabilityand gapsn the mental health and addiction servisdelivered
to service uses and their familyg K n y' | dz

Wairarapa mental health and addictieervices must provide for people across the age spectrum
who are experiencingiental health or addictiomelatedissuesand theirfami A SAk g Kn y I dzZ Ay
children, adolescents and youth.

National researcth Yy RA Ol 1S4 GKIG an2NA SELSNASYOS KAIKSNI

an 2 N percenpf2 I A NI NRB LIdZ & ( A 2wth nioad mann ABNOSY i 2F GKS ¢
< 18 year®ld and49.50 percent are between 14 years

Theoverallpogzt | GA2Yy ol asS Aa avrft yR 3IS23INILKAOKTTES
Mastertonis not local for thosén SouthWairarapa and in rural and coastal ardaswhom the

requirement to travel to Mastertoffor the majority of servicesan be a signifant barrier to access

The majority okervicesare input based rather than outcome focused for measuring the impact they
KI @S 2y LISwuwi opike ndedirgsSoasipemary and secondarservices, particularly
youth aged between 15 to 24 year$n Wairarapathis age groupnakes up 25.5 percent (or one
guarter) of the population.

Current esourcesare weighted tomental healthadult services rather than childreadolescents
and youth older peopleand addiction service
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1 Atailored treatmentpathway forservice users is required-here was aakck of aclearreferral
pathway andlirectory of services, what they do, how to access them and vitweyshouldbe
accessedNeedtols Of S| NJ 2y (KS LIdzNhdptheSuite of sedcésipordvidadd a G S Y ¢
1  Ahighnumber of people have unmet neeftsr housing/residential setting. Thesembers vary
over timeas theneeds of individuaservice userfluctuate as they progrestheir mental healthrand
or addiction issu®n a continuum between sere and recovery and wellness or stability

1 Thereisduplicationand/or gaps in someervice clusters creating barriéi@ equity of access.
f a2NB &GN} GS3IAO0 YR STFAOASY( dzi Sanéskillga duldpariral £ A &
sustaindle workforceacross allevels of mental health and addiction support

1 Alck of an greed Pathway of Care. This includes pathwaystbfromboth mental health and
addiction services.

1 Identify and respond to a ore flexible use of acuteespite care more frequent accest® crisis
respite in a community setting not on a hospital canpust 2 Yy ISNJ LISNA2Ra 2F (A Y
maintenance option rather than only for those currently being supported by the Specialist Services,
availability for peofe with coexisting problems

1 More employment and housing responses includingrsterm and emergency accommodation is
hard to findin Wairarapa due to the lack of social housingvafiety of accommodation options
should be considered as amdividuali®d package provided into wherever tervice usewas
living
f  The aldiction servicénterventions offereddo not includestepup-2 1 SLJ R26y Q | 002YY2R
options specifically for addiction service users.

1 L (caigalto further developearly interventio initiatives, in particular at a primaoare level The
current mental health and addictiosystemis heavily weighted to treatment rather thagarly
intervention andprevention

1 There is a need to better inform people in the community about the mergalth and addition
services availabléduch more (and specific) mental health promotion and mental illness prevention
activitiesrequired

1 Operational and linical governancéssues of clarity around the new MHAfR8countability
pathway. There is uncexinty about how the mental health and addiction system now works
between MHAIDS and/airarapa DHBIinical teams. This is complicated by the ambiguity of
accountability and operational management lines of MHAIDs\@adarapa DHBervices

Each of thesessues is considered in more defaiiitlined in Section9.0.

Conclusion

LG Aa ONMXzOALFE GKIFG YSydrf KSIFIfGK Aa 3IA@ESh a LI NRG &
Foundation, 2016) with physical health. Not only because mental health andcphesalth are

inextricably linked, but because of the impact that mental ill health causes. Thesets are significant

YR 6ARS NBIOKAYIT I FFSOGA Y IwidargdRiatytidrglzibdthésacial@idn y | dzz
economic costs. In the New &and context, thecontribution of poor mental wellbeing to health,

educational and social inequities is key.

The findings contained in this report are wide ranging and some aspects of service opportunities identified
will be challenging to implement withu the appropriate resouges.

3 Mental Healthand Addiction Intellectual Disability Service (MHAIDS) 3 DHB (Wairarapa, Hutt Valley, Capital and Coast)
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It is clear that there ifurther work to be done to enhance, develop and reshéapk A NJ Nentall Q a
Health and Addiction Service, but doing so will enable the service to proactively respond to national and
local developmenand population need against a challenging financial background.

Certain populations were identified (and had been identified by stakeholders prior to the review
commencing) as needing more or better service responses, includirgdbeperson those wio have
high and complex needs related to their mental health andiddiction issuemany of whom have not
engaged well witlsecondaryservice responses to date.

Despite the challenges posed by the factouslined in this reportthe review found many sténgths and
creative and forward thinking initiatives in place in Wairarapa along with a relatively well resourced and
well-functioningmental health and addiction sector.

CKSNBE INB LI aaAaz2yladS €tSIFIRSNER Ay héDHBRidMIha 2F GKS
community, close relationships generally between the people involved in delivering services in the
community; good comparative rates of access to specialist mental health and addiction services and a
reasonably high level of involvemerfo an 2 NA AgelivenKkS & SNIBAOS

B2iK GNIRAGAZ2YIE an2NA Y2RSta yR AW\PNANINEGY (1 FILIN
servi@ provision are useful and that in genemalental health and addiction services are aligned to

Government priorites. Howeverjn some cases, it was not clear how effective the services are and

whether they target those with the highest needs.

Improvement in services is reliant on substantial changes to improving abeg#sis must be balanced

against the risinglemand for both mental health and addiction services which is rising across the whole
spectrum of care. Wairarapa will need to balance competing and conflicting priorities for service users and
GKSANI FFYAf&kgKny!|l dmeatil BealtR SBatdd®thhsénbcs @ NI Ij dzA NB

There is a significant need for improved responsiveness of mental health and addiction services, driven by
an overarching commitment of all parties ittervene early (early in terms of the age of those presenting

with mental health elated needs, early in the course of an evolving mental healthaaldittion issugand

early in theeventof arelapse of an established condition); and to identify and respond flexibly to
AYRAGARIZ t ySSR& YR LINPJDARBE| S§SNOROSEASOEHORE DY a6
The review emphasises the need for further development of a continuum of interventions which ranges
from broad population based and also targeted mental health (and alcohol and other drug related)
promotion and prevention initiatives; ey (and most often brief) interventions in a variety of community

and primary care settingsyell-structuredservice delivery for people with episodic but serious mental

health problems; and well designed and comprehensive integrated arrangements fdepelop have

enduring and serious mental health issues.

Although the DHB has yet to decide on what is the best level and configuration of Mental Health and
Addiction services required, the review found services in place already have many of the elemeiets nee
to meet the needs of the population, albeit often isolated and not always properly coordinated, but this
gives a sound basis upon which tinental health andaddiction service can move towards delivering high
guality interventions.

This draftreport does not specify timelines for implanting change where opportunities exist, however, it
shouldbe recognised that a substantial period of time will be required to reshap&uthiearapa DHB
Mental Health and Addiction ServiseOther issues outside of thegme of this report are contractual
obligations, union agreements and the wider context of the healthcare system.
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The combination ofhe review findingsontributes toopportunitiesregarding the potential future mental
health and addictions service neeascording to population projectioandfurther contributing to
discussions and development of: more effective and targeted population prevention; early intervention;
and new models of care.

Any findings from the @&ernmentinquiry report due at the end ddctober 2018 will be considered
alongside the findings of the locAlairarapa DHBeview. There is nothing being promoted in the review
opportunities, which cannot be referenced in one or more of the key national strategic or policy
documents and nothinfeing suggested that contradicts any of these key national directions.

1.1 Recommendations

On the basis of review findings, recommendations are set out batwhcovertwo broad areas;
operationaland frvicerecommendationsTherecommendations are based stakeholder inputs,
literature, key stakeholdeclinical knowledgandidentifieswhere service opportunitiegan make the
greatest impact on the greatest number of people, with an emphasis eskilling professionals and
services that people interact with

Recommendationincrease access to communityental health andaddiction treatment.

It is recommended thathe Wairarapa DHB

1. Develop a Referral Pathway and access criteria for secondary mental health and addiction services
whichprovides clear servie and program pathways famcreasing access and streantigthe
treatment pathway Servicesrould be delivered around clinical care pathways with a focus on
recoveryandaddress unmet needs that are the single greatest contributor to poor health aral so
outcomes at an individual, family and population level.

2. Develop mental health funding model adapted to the needs of the older person with mental
health/physical health issues.

3. Development of new assessment pathway that meets the particular rdedider people with mental
health and addiction issues which is essential to help prevent admission and promote early discharge.

4. | 2y GAydzS (2 o6dzAfR 2y GKS GNBYR G246l NRa Tl YAf& I
Of SFNJ LINP@AAAZY F2NJ FF YA &k g Kn gebpin thedr ownSigh?2 ¥ F SNB R
This could include individual sessions, family educatiad support groups and mufamily treatment
groups.

5. Proactively managing the impact of mental health services for the older person by increasing access to
interventions that enable older people to retain or recover functioning, avoiding or delagimgéal
for more intensive and costly support.

6. Develop funding models which enable flexible application to fund brief intervention support for service
user and familys K n y-floamsed and tailored service provision.

7. Establishacutecrisis respite beds for specific populations, including the young, the older person and
those with particularly complex conditions such as Coexisting Prol#R Services to be provided
in the community rather than on the hospital grounds

8. Modify the provision of supported residential services to best fit demand including high and complex
people under 65 years. This would mean increasing the number of housing and recovery beds.

9. Resource m#al health and addiction community services to be mobile to ensure that services can
reach those who need therBnsure services are available and easily accessible to service users and
0§ KSANI Tl YA fwighin eaghRocateKitoriesotieVairarapawith decreased waiting times in
order to avert future adverse outcomes and improve outcomes.

WairarapaDHBMHA Service Reviewinal Draft Repor2018 9| Page



10. Support access to seres for those living on the rural and coastal areas, for example by ensuring flexi
funds are available to support people to get to Masterb@sed services such as acute crisis respite
and managed withdrawal.

11. Increaseimited resources fodrop-in serviesto reduce theisks of social isolation and relapse for
service users and their famigg/K n y | dz

Recommendation YYdzy A ié ASNBAOSa F2NJ &2dzy3 LIS2LIX S FyR (F
It is recommended thathe Wairarapa DHB

12. Review the purpose of YouMicohol and Other Drud\QD Multi Systemic Therapy Service. Consider
levelof resourcesequired for young people who lack secondary and primary level support particularly
under 12 year olds. Overall there is limited community services available to youth.

13. Develop meaningful day activity options for youth to improve their health and wellness skife
directed life and strive to reach their full potential.

14. Develop aange of brief intervention options (individual and group based) are available in settings
GKSNB e2dzy3a LIS2LX S IyR GKSANI FFHYAEASAE YR 6Knyl
2LI0A2ya I NB OdzZ (GdzNF f & NBalLlRyairgdgsS (2 an2NA O

15. Resource aebalaned mix ofrehabilitation optiongesponses across a life course continutEnsure
servicesarel @ Af 6t S yR Straiate I 0O0SaaraofsS (G2 aASNBAOS
waiting times in order to avert future adverse outcomes and impooNeomes.

16. Increase access to respite for yoathd youth AOD d@existingProblems (CBP

RecommendationAddresscommunity serviceT 2 NJ a n 2 NA
It is recommended thathe Wairarapa DHB

17. Establish a multicultural Mental Health and Addiction Seifeica rori. Services thatdcus on the
drivers of inequalities imental health anchddictiond dzZNRSy | yR 2dzi 02YySa GKIF G |
particular as well as other high needs populatiddsnsider a relesign of the mental health and
addiction servicéleliverytol RRNBXa & aSNIWAOS 3L LA F2N) an2NAT GKAA
locating the service into a marae community setting, developing programmes that are more explicitly
K2f AaUAO YR NBFESOUGALBS 2F an2NA I LIINRI OKSasx &as
18. Developmaraebad SR LINR INI YYSa (2 V&&libnbed BactifeSapdroiaichesF an 2 N
| 2y &ARSNI g Kny FdzyY2d&ikicezdiinkuGppfodck, &vhich builds on the strengths of
and development-ealth services are provided for the improvement of health outcomes and reduction
2F KSIFIfOGK AySlidzkfAGASE F2NJ an2NR ¢gK2 dzaS aSNBAO

RecommendationAddictionservice continuum;

It is recommended that the Wairarapa DHB:

19. Develop a mixed DHB/NGO addiction service delivery madile Wairarapa Population. Resource
skilled staffing irthe community andhe Wairarapa DHB Provider Arm secondsegviceto include
Community Based Alcohol and other Drug Treatment Servicediaiodl support to service users
requiringOpidd Substitution Treatment (OST)

20. Resource addictiortstep up and step dovérrespite care for addiction service uséksnsider a sub
regional (Wairarapa, Hutt Valley and Capital and Coast DHB) service.

21. Estblish adistrict-wide model of managed withdrawal which includes integrated community
supportedresidential options and ensure equity of access acrosdistréct.
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22.

23.

24.

25.

Establisha small multipurpose residentiadervice (hubjhat providesa mix of optionsieededfor
addiction treatmentand not currently provided locally Wairarapa, including social residential
managed withdrawal (social detogareand supported accommodation available to support a period
of stability for service users to cement gainstireatment

Expandthe scope/models used in community services to include outreach compoadptskages of
Care (APO@) provide capacity tohose who needddictiontreatment.

Develop a tailored treatment pathway for those who are dependent ahanghetamine and their
FIYAfASA FYR 6Knyldz 42 SyadaNBE 'y STFFSOUAGBS GNBI
partnerships with other stakeholders and preferably as part of a community wide response to
methamphetamine related problems. The pathwaye linked to national treatment provisions

(available out of district and regiong., methamphetamine packages of care which includes residential
treatment.

Partner with keyagencies and provideeross sectors to develop a comprehensive planppart
delivery of communitaddictioneducation (as related to other key issues such as family violence,
vulnerable children, mental health, crime etc.) which identifies the objectives, mechanisms,
responsibilities, evaluation methods and resources reduior delivery.

Recommendation: Workforce:

It is recommended thathe Wairarapa DHB

26.

27.

28.

29.

30.

31.

32.

33.

Develop asubregional (Wairarapa, Hutt Valley and Capital and CoasijkférceDevelopment Plan
that is designed to address the core component of future changes/sémitovementnitiatives

Develop mobile mental health and addiction specialist resources which are capable of operating across
the entire Wairarapa district and which serve primarily to support the effective delivery of services
through locality based teas.

Build the capacity and capability alf service providers to work in partnership with the service users
through supporting and strengthening knowledge, experience and expertise of health wot&force
mitigate the loss of experienced workforce.

Identify priority areas and develop strategies focreasinga n 2wakforce (includinglinical and
community based workers)n particular.examine options for career pathways anévelopment;
develop closer training links with other sectors to diversify the existing skill basedeohtt@e NJA
workforce;and evaluate recruitment and retention policiésr a n 2vakkforce.

Identify priority areas tgrow the Community Support workforcehis includes development of peer
support roles within the mental health and addiction teams as a further consideration

EstablishAdvisor role/s (Adult Consumer Advisors, Youth Advisors, and/or Family Advisors) in the
Wairarapa DHB Provider Arm.

Leadership and development of the workfor@upport a diverse workforce that is recovery focused,
fosters independence and is well cented, to ensure we build trust, respect and confidence. This
includes continued development of the community support workforce. A focused development of
capacity and capability across the spectrum of support including enabthreya&pies selfcare

wK n y ¢adzand peer support.

Develop a subegional (Wairarapa, Hutt Valley and Capital aboastDHB) workforce strategy for

both mental health anéddictionas a core component of future change/service improvement
initiatives. Thiswould include strateigs to reduce recruitment and retention issaesl the

development of mental health and addiction career pathways both for those already working in health
and social services and for new recruits
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Recommendation: Integration and Collaboration

It is reconmended thatthe Wairarapa DHB

34. Revise intake and assessment arrangements to remove the requirement for separate intake and
assessment pathways for service users to address theaggarcy service coordination requirements
of servicausers includingoungpeople and the homeless.

35. Develop new or revisairrentservice programmeenabling integrated service modules for service
users with Cdexisting Problems (CEP) with the aim of redusilogd service provision lveten sectors
for people with CEP

36. Providean environment that supports integration and collaborative practice across service delivery
boundarieqincluding primary care 2 Sy ddzNBE Wk yeé R22NJ A& (GKS NRIKIG
addiction sector builds the capacity and capability to resporiieémeeds of service user and their
family/ ¢ Kn y' I dz

37. Take a whole of person approach by ensuring strong intra and intersectorial relationships to ensure
people access the range of support available to achieve recovery and optimal outcomes.

38. Working partnershp with Oranga Tamariki, Ministry of Social Development, Education and Justice
organised through a lead entity for influencing the pathways through high risk mental health, care and
protection, and justice services

Recommendation: Prevention arigarly Intervention

It is recommended thathe Wairarapa DHB

39. Qonsider the intelgenerational perspective for improving mental health and addictions with the view
to decreasing the incidence of health issues in future generations. This is thought to be due to the
limited services funded for early intervention and strengthening prirapegialistcommunity
(including social) integration.

40. Developa continuum of early interventions which range from broad population based, targeted
mental health and addiction relatgatomotion educatiorand prevention initiatives; early (and most
often brief) interventions in a variety of community and primary care settings including schools.

41. Undertake amulti-disciplinary approach to tackle mental health issues in schools, including
coordination between: a social worker, adolescent psychologist, general practitioner, and drug and
alcohol counselling available @ite at school

42. Increasedlexibility of counselling sessions. Information to be provided to the sector to explain the
basisfor the fundingearly intervention (mental health and addictiamgunselling sessions.

43. Resource services and programmes that intenearber in the life course where there is strong
evidence for effective interventions that reduce the burden and cosépfal health and addictiog
with at risk families, children and adolescents.

44. Increaseanti stigma anddiscriminationresourceto enable service users to gain support, protection
and redress if they are discriminated against

45. Reviewsuicide postventiogovernance and clearly delineables and accountabilitiefer the co-
ordination and integration of suicide prevention activities and other suicide prevention programs
across all levels of providers in the Wairarapa.

Recommendation: Health Informatioand Education

It is recommended thathe Wairarapa DHB

46. Develop a mental health and addiction service map aimed at informing people in the community of the
range of services available.
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47.

48.

Develop information and educatigmogrammesappropriate to the sédA OS dza SNE G KSANJ T
and the community at large includirmg line(ie out of hourg ¢quality of information provided to

families{ SNPA OSa (2 060S RS&aA3IAYSR (2 AYLNRBOS I LISNERZ2Y!
and developing life dks which are available and easily accessible to service users and their family and

g Knyl dzo

Undertake a communitgponsored marketing and information campaign promoting awareness of
mental health andaddiction serviceand how these are accessed.

Recommaendation: Quality, Process anBrocedures

It is recommended thathe Wairarapa DHB

49.

50.

51.

52.

53.

54.

55.

56.

57.

58

Develop alinical governance structure to support the work osff (cliniciansand support staff)n
the subregional mental health and addiction servitieis include supporting and monitoring services
to be integrated, flexible and responsive; a high performing network of people and agencies.

DevelopgzA RSt AySa G2 LINRPBY2GS 3I22R LINI OlG-dz@®ntah y NBf I
health and addictioserviceplanning forpeoplewith multiple service needs including homeless people

Planeffective triage systems fg@roviding more group programmeaind ensuring robust systems are
in place for prioritising need and monitoring demand and delivery.

Undertake the dvelopment o updatng and maintenance of lmical guidelines and standards for
improving high standards afare (clinical and nealinical.

Develop tansparent responsibility and accountability for those standagdsiiredfor the delivery of
caretothelJS2 LI S ¢K2 dzaS GKS YSyidlf KSIfGK FYR I RRAOI
Plan for theuse ofii KS a A y A & (i Mjulat®ribasedluttoinés Brametvork for Mental Health and

Addiction The mental health and addiction service should be outconmes$ed (that is, have in place

a routine outcome monitoring programme) and the outcomes should link to agreed clinical and service
performance measures.

Undertake a review girices being provided for one service categuedyich isdisproportionate to the
price for other services. Develop equitable prieteivewith the expected resources/costs of
delivery.

Develop guidelines fangagement with familig K n yir tdeservicedza Srétkvary plan. This
includesknowing who should be contactedhen a service usedoesnot want family involved,
and/or there is not the time or inclination to engage with faéhK n y | dz

Establish gstems for monitoring outguesto ensure seriges are sufficiently resourcetkveloped or
in place to report on service delivery expectations which should be clear and consistent as part of a
Service Framework for each service cluster.

Ensure robust service user feedback compliatdback systems are in place

Recommendation: @laborative leadership group:

It is recommended that the Wairarapa DHB:

59.

Review the Terms of Reference (TOR) focolaborativemental health addictioteadership group to
maximise positive outcomes foe@ple experiencinmental health and addiction issuasd their

FI YAf ASa ICohslderrdsaunédo tirdgroup to enable them to implement key projects to
meet identified priorities.
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2.0 Background

2.1 Review Setting

Epidemiological studies indicate thae in five New Zealanders at any one time experience a mental
illness or addiction (Oakley Browne et al 2006Jhe New Zealand Health Strategy (26X6ins to ensure
GKFG a!'ft bSg %SItlFyRSNaE tAQS ¢Stttz adle ¢Sttt FyR

To achieve thisim, five strategic interconnected themes are articulated: Pequiwered; Closer to home;
Value and high performance; One team and Smart systems.

Innovation will also meapurchasing outcomes rather than specific inputs and moving resources to the

most efective services irrespective of whether they are provided byrararapa DHBr Non

Government Organisations (NG@bviders The Strategy notes that systems need to find a balance

between conflicting needs and priorities and make the best use of skild)kR NB & 2 dzZNDOS&a G2 LINE
AYGSaANFriSR YR 02KSaA@S aeaidSy GKIFIG ¢g2NjyJa Ay (GKS
TheWairarapa DHB funds a mix of mental health and addictions hospipaitient services and

communitybased services for its \ndrable people (children, young people, adults and older people) from

its Provider Arm and Ne@overnment Organisatiorend Primary Mental Health from its Primary Care

provider. The services are provided within the broader context of health and othealssaivice provision,

all of which are underpinned by government priorities and local community imperatives.

Over recent years, the DHB has closely assessed its mental health and addition services. It recognises that
51 . Qa4 Ay@SadyYSyl aiigions&wed I &8 & S 10K K| hhgsRidpiogrésset 51 . Q& 0
sufficiently b respond to the changing environment, demographics, and community reggadastthe
governmentand localpriorities.

Until 2009, the DHB had been contracting with seven semrioviders, covering mental health, alcohol
and drug addiction, mental health day programmes and community residential care services which had
been in place for some years.

In 2008/2009 a review of the Mental Health & Addiction Services was undertaidamnew service model
was developed as part of the mental health and addiction component of Tihei Wairarapa, a Wairarapa
wide initiative which explored how all services could integrate more closely to provide better and more
holistic health care.

The TiheWairarapa set a fivgear (201Q; 2015) direction for progressing the delivery mental health and
I RRAOGAZ2Y ASNBAOSA Ay (GKS 2FANIFNILIZ FEAIYSR (G2
| 2y @Sy A Sy G £Tihe Bairbrapk aindetl tdBddressoplems facing the district including:

1 The ageing population and escalating incidence and impact of long term conditions;

9 t22N) KSFfGK 2dzi02YSa F2NJ an2NAX tFOATFTAOT LIS2 LI
longterm mental iliness;

 Setor wide workforce constraints and restraints;
1 Unnecessary levels of primary care services being provided in the secondary care setting

1 Rigid primary care contracting models, acting as an impediment to the development of the
Integrated Family Health Ceetnetwork;

4 https://nsfl.health.govt.nz/acountability/servicecoverageschedule/serviceoverageschedule201718
5 Ministry of HealthNew Health Strategy 2018026 (2016)
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1 Limited funding increases forecasted, with reductions of funding and efficiencies expected to be
realised from the existing PHO infrastructure; and

1 The need to improve the sustainability of Wairarapa DHB funding and service provision.

There'A S 2F 2 FANI NI LI 51 .Qa aSyialft 1SHfGK YR ! RRAO
several factors, includingge51 . Qa4 AYONBIF aAy3 RSYlIYyRa 2y AGa aSydatl
time when there are also significant fiscal pressuaeross the DHBI he reviewepresents a significant

and timely opportunity to improve wellbeing outcomes for té&irarapaDHB population. Further, this

approach is an important step towards addresgijogernment and public expectations about how sesgic

respond to people with mental healtnd addictions issues

Key fctors consideredbr undertakingthe revieware outlined below.

Tihei Wairarapa

Tihei Wairarapa implemented in 2010, expired in June 2015. Services should be reviewed least every three
years to update any traditional responses and/or practices. In accordance with the principle of continuous
guality improvement, to achieve the expected outcomes, the Wairarapa Mental Health and Addiction
Services are overdue for review, evaluation and aidapwvhere necessary

Mental Health Addiction and Intellectual Disability Services (MHAIDS)

In 2014 it was agreed that the Mental Health Addiction aridllectual Disability Services Capital and

[ 2F&a0% 1dzid 1 tfSe& | yR % tedpdiibeNd gtdvingSiémard andaa fechayisnt 3 NJ-
to support the sustainability of specialstrvicesacross the Wellington sub region. The new MHAID

Service 3DHB was launched in February 2015.

As a 3DHB service, MHAI&fans three DHBSNairarapa, Hutt V&lS& |y R / F LA Gkabd | YR /[ 2
includes local, regional, and national services. The local MHAID services are provided from multiple sites
within the 3DHB sulbegiont ONR a & 2 St f Ay3id2y T t 2NANMHzZ = YeLIAGAZ GF
Korowai Wiariki services include regional forensic and rehabilitation services covering the Central region

while the intellectual disability services extend the length and breadth of the country from six bases

located in Whangarei, Auckland, Cambridge, Wellingtbnis€hurch, and Dunedin.

Strengthening the locality perspective Outcomes focused

¢CKNBES 1Se aidNIGS3IASa (KIF G Rausddibe cédning yehrd\arelsttt oubin . Q&
their Annual Plan 2017/£8Improving equity of health outcome8§; K S W{ NA LX S persosQ 2 F o |
experience with quality and safety and wise use of resources; and taking an inteiaeapproach to

improving the health of the Wairarapa population

Addressing local needs and providing services closer to homigevatthieved by identifying where

opportunities to free up resources for4avestment and/or identify where Wairarapa DHB needs to create
longer term service sustainability to meet the needs of their population, will provide better directing of
investmentil 2 I RRNBaa AySldzatAade IyR AYLINRGS LIS2LX SQa f

Cultural responsiveness

'S Y2NRGFA hNIXy3alrs bSg %SFHtlIyRQa an2NA | SItdK {GN
Government and the health and disability sector to achieve the best healt?otit€ & F2 NJ an 2 NA & |
refreshed in 2014 so that it continues to be relevant and builds on the initial foundatiérkoh yokadz

(healthy families) to include mauri ora (healthy individuals) and wai ora (healthy environments

8 Wairarapa DHB 2017/2018 Annual Plan
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An integrated care pathway iictral to transforming to a more integrated service. Both within and across

the Wairarapa DHB, the range of mental health and addiction services required do not always match a
LISNAE2YQa ySSRa a GKS& LINROSSR ( KsN@l d4AcK of iintEgBaioN @I NA
and poor ceordination among service providers. There are some services for which there is a demand but

do not exist, and other services cannot cope with the numbers seeking the service

Alcohol and Other Drugs (AOD)

Priorto October 2016, Mental Health Solution Limited (delivered by Pathways Health Ltdpstrbcted
to Care NZ for the Alcohol and Other Drugs (AoD) Service components. Changes from October 2016, saw
the AoD services being fully delivered by Pathways foMflagrarapa DHB population

Government Rules of Sourcing

The third edition of the Government Rules of Sourtjmgvide a framework that promotes responsible
spending when purchasing goods, services and works, proactively managing procurement proches and t
delivery risks.

Government Rules of Sourcing Rule 7 applies when a) the procurement of goods or services or
refurbishment works, or a combination of goods or services or refurbishment works, and b) when the
maximum total estimated value (Rule 9) oéthrocurement meets or exceeds the value threshold of
$100,000 (excluding GST). Even if the value of a procurement is less than the value threshold (set out in
Rule 7), agencies are still expected to follow good procurement practice

Thisfinal draftreport sets out a summary of findings and provides recommendations aimed at setting out a
realistic pathway to addresdentified gaps and improve integration of the current models of care that are
operating withinWairarapa DHB Mental Health and Addiction &&w.

2.2 Strategic Context

Nationally the health system is facing intense pressure for change stemming from rising costs,
demographic shifts, growing consumer expectations and modern technologies. Demand for mental health
services has also grown. More thaaif of New Zealanders are likely to experience a mental health

disorder at least once in their lives. Each year approximately 20 percent of New Zealanders present to
mental health services, and over 500 people die by suicide.

Responding to mental healénd addiction needs in our population has been the focus of a number of
government policies and programmes. Most recent strategies includdehgand for future services to be
Gl yedayYs s reduiyirgeffcaliBaels that inform the delivery of seres and responses.
Strategic direction for mental healdindaddiction is guided by the New Zealand Health Strategy, mental
health and addiction service delivery outlineddRising to the Challenge: The Mental Health and Addiction
Service Development RI2012;2017, BluePrint II: Improving mental health and wellbeing for all New
Zealanders 20P2nd Better Sooner More ConvenidPulicy?®.

Key strategies currently in place are:

1 New Zealand Health Strategy
i Primary Health Care Strategy
1 New Zealand Disability Strategy

7 Aproved by the Ministers of Finance and State Services and was endorsed by Gal80étlarch 2015. It applies from 1 July
2015

8 Ministry of HealthRising to the Challenge: The Mental Health and Addiction Service Development PiR028Xthe Plan),

9 Ministry of HealthBluePrint IIl: Improving mental health and wellbeing for alvi\Zealanders (2012)

10 Ministry of HealthBetter Sooner More Convenigbare in the Community (2011).
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T I'S Y2ZNRSIFA hNIy3IlLY an2NA | SIHEGK {GNXrdS3eo

While there remains attention on improving mental health and addiction services, there is also

understanding that there remains variability service delivery around the country, and tli@fportant

inequities exisg LJ- NIi A Odzf | .NIS& RRONIfdrnyZRNIEA an2 NR | S| 9 K { G NI { ¢
continues to set the framework that guides the health sector to achieve the best health outéomes

a n 2 Ni& srategy was updated during 2013/14 to ensure its relevance for the futuféde Strategy

aims to achieve the vision of Pae Ora (Healthy Futures), building on the foundatioik af yQralz

(Healthy Families) to include Mauri Ora (Healthgividuals) and Wai Ora (Healthy Environments).

In addition to the key national strategies, a variety of plans have been developed that guide DHBs at a
YEGAZ2YylFES NBIA2ylLE FyR 20t §S@St YR gKAOK f Ay

1 Rising tole Challenge: The Mental Health and Addiction Service Development Plat?RQT2

1 BluePrint II: Improving mental health and wellbeing for all New Zealanders 2012

1 Ala Mo'ui: Pathways to Pacific Health and Wellbeing 20048

1 Central Region Regional Servidlan 201718

f 2FANINFYLIFI 51 . an2ARNRA |1 SIEGK tfFy Hnmc

f 2FANINILIF OFYyR 1 dzidd FffSe0 tFEOAFTAO ! OGA2Yy tf I

Plan 20181 n my €

Attention to mental health need therefore also requires an understanding of broaderrGoeat
priorities such as:

f ¢KS tNAYS aAyArailiSNDa ,2dzikKk aSydlf 1 SIFHfiK t NB2SH
1 The Drivers of Crime work programme, with a focus on conduct disorders and alcohol and other

drugs.

Suicide Prevention Action Plan.

Vulnerable Children and the work of Oranga Tdkia

2 Knyldz hNY AYyAGAFIGAGSa®

T Welfare Reforms.

= —a -

Referto AppendixEightfor further details of mtionalstrategies angholicy documents AppendixEightis
far from exhaustivéand their content only selectively highlightetipwever,they outline key
developmentsationallyand illustrate the alignment of the review findings at a broad level.

Government Inquiry on Mental Health

On 31 January 2018 the Government established an inquiry into mental health and adddétisasponse
to widespread concern about menthéalth and addiction services in the mental health sector and the
broader community. The ultimate goal of the Inquiry is to improve the mental health and addiction
outcomes of New Zealanders.

The Inquiry is wide ranging and will look at how good mergalth is promoted and supported in New
Zealand and how the services currently respond to the needs of people experiencing mental health and
addiction challenges, including people affected by suicidembers of the public were invited to meet

with the Goernment Inquiry panel iWairarapain May 2018.

1 https://www.health.govt.nz/publication/hekorowaiorangaa n 2-Neklth-strategy
2Ministry of Health! f I a2 QdzAY tF GKgl &a ihg2014p0d& FAO | SHEGK YR 2StftoS
B https://www.mentalhealth.inquiry.govt.nz/
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The Inquiry panel wanted to hear from the public about:

1 2KIFIGQa ¢2NyJAy3 6StfK

1 2KIFIGQa y2i ¢2NyJAy3 6SttK

1 What could be done better?

1 What sort of society would be best for the mental health of all of ourgbe®
1 Anything else you want to tell us?

The Government Inquiry into Mental Health and Addiction is chaired by former Health and Disability
Commissioner, Professor Ron Paterson, and will report back to the Government by the end of October
2018.

Any findhgs from the government inquiry will be considered along$\tErarapa DHBlental Health and
AddictionService review findings.

Wairarapa DHB Priorities

Over the last few years, thé&/airarapa DHBas faced the increasing demands on its mental health and
addiction services at a time when there are also significant fiscal pressures across the DHB with many
competing demands on their resources. This is placing a strain on ensuring appropriate levels of services
are available for the suite of mental health aaddiction services required Wairarapa DHB

The priorities foWairarapa DHRBre clearly outlined in a number of plans includiigirarapaDHBANnual
Plan 201718,

Wairarapa DHAR &y rdsponsslinked to NZ Health Strategy deliverimprovedperformancefocus
includespecifically identified actions aimed at improving equity of health outcorié® two key priorities
of the WairarapaDHBare:

f LYLINR@GS GKS ljdzfAGe 2F YSydarf KSFEtGK aSNIBAOSaA
treatment orders.
1 Improve population mental health, especially for priority populations including vulnerable children,

1

@2dzi KX an2NR YR tIFOAFAOFY o6& AYONBFAAY3I dzLJil |

mental iliness, further integrating mentahd physical health care, and-oodinating mental health
care with wider social services.

4 http:/Iwww.wairarapa.dhb.org.nz/newsand-publications/reportsand-publications/annuablan/wairarapadhb-annuakplan-
2017-18.pdf
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3.0 ServiceAssessment

An assessment of current mentaalthand addiction service needsr the Wairarapa DHB population
including the needs of the person usitlg services and their familg/ K n yWwadzundertaken to identify

OKIFftSy3sSa (2 OdNNNByld aSNWAOSas ¢gKIFGQa OdzZNNBylf e

The assessment process was complex due tadhaired analysis of a large amount of information,
including interviewsand a number okey Stakeholder Hui feedback

3.1 The District

Wairarapa DHB services a population of 44,030 people (2017/2018 estifreatd)occupies the south
eastern corner of the North Island, east of Wellington and sewist of the Hawke's Bay region. It is
lightly popuated, havinghree district councils: Masterton, Carterton and South Wairarapa

The South Wairarapa encompgasthe towns of Greytown, Featherston and Martinborough. Carterton is
one of the fastest growing area in New Zealavith Mastertondistrict being the largestovering areas up
to the Tararua District.

Characteristics relevant to considerationméntal health and addictioservice delivery include

1 Wairarapa DHB hassdightly higheiproportion of people living in higheprivation areas than in Vo
deprivation area¥.

T TheWairarapapopulation is getting proportionately older: the §8us age group is projected to
increase by more than 78 percent by 20Rgarly a third of Masterton's population will be aged
over 65 by 2031, according to census datajections. This showed roughly 30 per cent of people
living in Masterton district, would be over 65.

f 2FANINFYLIFI KF& F KAIK LISNOSydl3S an2NR LI Lz | {A:;

average of 16 percent. Children and youth®yeas make up nearly half of the total Wairarapa
an2NR LRLIz I GA2Yy G nmodm: 02 N -64yeas at 49.3%3drI{8E00
people).

1 The Pacific population is@percentmuch lower than the national average abercent.

Age, ehnicity and deprivation are all factors which are relevant considerationg/firarapa DHBervice
planning, development and resourcing

3.2 ServiceProvision in context

The pecialist mental health and addiction services are funded for those people whoaaeseverely
affected by mentahealth andbr addictionissues In addition to the access expectations set ouRriging

to the Challenget is expected that DHB&iIll provide access to specialist services for a minimum of 3% of
their population. A focuson early intervention strategies meagnpecialist serviceare delivered to people
who are at risk of developing more severe mental iliness or addiction

Te Rau Hinengaro The New Zealand Mental Health SOidgy Browne, Wells and Scott (Eds) (2006)
provides guidance as to thmental health and addiction disordeby ethnic group and by severity and
examines access to health services and sec@momic variablesThe Service Coverage Schedule (8CS)
describes the expectations of all DHBs for fundihgeovices.

15 HVDHB Analyst_Population Projectiet@ummary File (2017 Updaté)iay 2018

16 Ministry of Health My DHB available at: http://www.health.govt.nz/neaalandhealth-system/mydhb; retrieved August 2018.
17 Te Rau Hinengaro: The New Zealand Mental Health Survey

18 Ministry of Health Service Coverage Schedule 2018/19
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The DHB of Domicile (DoD) is the DHB responsible for funding services for its resident population. The
WNBAARSY (G L2 LIz I (AR 622FF (FK S5 I b. %tAla5 R SORIA VPSSR YAGYK S St
0KS 3IS23INILKAOIE IINBIF 2F GKS 51.Qd ! 51 . |yR Ada
and ward boundaries outlined iBchedule 1o the NZPHD Act.

The DHB of Service (DoS) is the DHB that provides the servitgterAbistict Flow (IDFputflow occurs
when an eligible person receives treatment and the DHB of Service is not the District of Domicile for that
persort®.

When assistance is raged under the Mental Health (AT Act 1992, 90% of people presenting should be
assessd within four hours. DHBs with isolated rural communitiestoensure that effective

arrangements are in placéf a person is assessed as needing hospital care under the Mental Health (CAT)
Act 1992, 90% should be admitted to a hospital within sirbof being assessed by a doctor or health
professional.

Different levels of care are provided depending on the level of need dadahece useiand different
population groups that have varying needs fioe mental health and addiction serviceServices are
delivered across the continuum of care, regionalybregionally and locallfrom a District Health Board
and/or NGO(i.e. approximately 36.6 % of its mental health and addiction service spehades NGO
contracts for community residential faities).

The services include mix of mental health and addictions hospitajpiatient services and community

based services for its vulnerable people (children, young people, adults and older people) from its Provider
Arm andb D h.Iee ommunity-basedaddiction,residential, day care drejm, recreational and vocational
services are predominantly provided BsOservice providers utilising bottegistered clinicianandnon-

clinical workforcFTE

There are a number of community providers that du receive mental health funding directly from

Wairarapa DHB but receive health funding through-sahtracting arrangements with mental health

providers. Such services include: talking therapies, counselling, advocacy and peer support, education and
information, respite care, family and community support services to individuals, their families, friends and
the community at large.

Other providers; excluding health community service groupmay access funding from: Ministry of
Justice, Ministry of Sodi®evelopment, Local Government, Department of Internal Affairs, Lotteries
Grants Board, the Hillary Commission, Philanthropic Trusts or private sponsors/donations.

The teatment and care for mental health and addicticelated issuesire provided in a vdety of settings.
The environment, and level or type of care, depgod multiple factors: the nature and severity of the

LIS N& 2 v QigsueXteiyphyisi€al health, and the type of treatment indicatéthile someservice uses

are able to lead relativg healthy lives and manage their mental and/or addiction issue, others rely on full
time care within specially designed residential programmes that provide 24 hour, seven days a week
serviceboth at a regional and local level.

Currently, the greatestevice configuratiorgaps exist imental health and addictioservice provisioffior
a n 2 R&kific peoples, children and young people, and gteeple,particularlyin gaining access to crisis
and acute services

3.2.1 Service Continuum

Access was the mosteononly raised issue in the review feedback. Certain population groups were
identified (and had been identified by Stakeholders prior to the review commencing) as needing more or

19CCDHBINE PARSa GKS YIFI22NRGe 2F GKS NBIA2YyIlt WwWalLlSOArftdeQ aSNIBAO
for rangatahi, adults and older people.
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better service responses, including children and young people, older pebpleafid those who have
serious high and complex needs related to their mental health and/or alcohol and other drug problems.
Many of whom do not engage well with mental health and addiction service responses.

Although the number of Wairarapa mental hisahnd addiction specialist services for children and young
people has increased, gaps in access still remain, and lag well behind those of adult services.

Difficulties accessing mental health and addiction services for older people was an area ofgromdgarn
forserviceuseh YR GKSANI Fl YAt @& | YR dhéedidbedobsistent WithNS | & A y 3
trendsreflectingpopulation growth, growing social awareness, and increasingly open discussion of mental
health issues for older people population of Wairarapa.

Both DHB ecialist and NGO community services have an element of outreach and/or mobile component
but these services are considered lacking across both adult and youth services. Services are not seen to be
working in close partnership (i.e. having a shared paty) with peer and community support service

delivery.

The review identified the need for further development of a continuum of early interventions which range
from broad population based, targeted mental health and addiction related promotion and piexen
initiatives; early (and most often brief) interventions in a variety of community and primary care settings
including schools.

To achieve better mental health outcomes for individuals, families and communities, it is essential that the
different pats of the Mental Healttand AddictionSystem and other social services work well together, in
order to provide continuity of careThiscomplete range of programs and services is referred ta as
continuum of care.

The continuum of mental healthnd addction servicas complex andequiresmany levels of care to align

with the needs of service user For the Wairarapahere is not a consistent continuum of services i.e.
ONRaAira (2 K2dzaAy3d FyR NBO2OSNE (2 likkeW&ceFsaoNJ f A TS
supported accommodation in the community.

Thecontinuum of responses is reflected in a basic form inftflewing diagran®’.

Figure 1 Continuum ofMental Health and AddictiorResponse

A continuum of Mental Health and Addiction response

Mental health Responsive services, Integrated and
promotion & families supported to coordinated
prevention care for their own specialist services

Parent attachment training® ¥ 2 dzy’ R i Comprehensive community based mental
AS0dzNR e Q 7T 2wite awlarendss health services, linked closely with primary

raising andnformation re access care, for people with episodic moderate to

severe of Mental Health and Addiction neet

of all types
Early interventiorg both Comprehensive community based
early in the carse of Mental and integrated clinical ansupport
Health and Addiction issues, but services for people with enduring
also earlyin life, via a stepped mental health problems and high
model ofprimary mental health support needs, support lead single
care, supported by responsive point of caordination, driven by
secondary mental health clinical GeKIG AG GF18a G2
and support services RAFFSNBYy OS¢

20 Tairawhiti DHBA Pathway to Better Mental Heal2008

WairarapaDHBMHA Service Reviewinal Draft Repor2018 21| Page



Thecurrent service structureloes notconsider theinter-generational pespectivefor improving mental

health and addictions with the view to decreasing the incidence of health issues in future generations. This
isthought to be dueo the limited services funded f@arly intervention and strengthening primary
specialistcommunity (including social) integration.

An intergenerational perspective would provide for a continuum of effective responses where the health
of current and future generations can be nurtured and protected, where those who develop mental health
and addition issues have ready access to needed help before their problems becomes too severe, and
where there are excellent resources available for people who despite the best efforts of all develop
enduring or serious illnesses.

The Wairarapa DHB fuad numberof services (r progranmes)on theresponsecontinuumso most

mental health and addictiostaff have experience or knowledgeas$ervice continuuni.e. which services

might bemost appropriate given BJS NEreef$) and what to expefor each serviceype. There are

20KSNI adFTF R2y Qi 62N 6 A ( Krasylt injp&ofle bieiBodabdditiédité O2 y U A Y
acute care i.e. an inpatient unit or communitysed crisis respite

Thecurrent Wairarapaervices in placeas part of the continuum of ¢e, are being limited byother
factors not necessary related to staff resources. There are gaps in services for people with mild to
moderate mentaissuesand people with multiple problems who may be passed between seckwos.
example, m some cases, p@le (including youth) who are turned away from mental health serviceg
later be picked up by the justice sector.

Recovery and resilience focused services form an essential part of the continuum of care in the mental
health and addictions system and wan an integrated way with specialist services and other service
providers. Although adequate staffing levelay be foundn the recovery and resilience services, services
are not reaching all the target population groups.

Planning to meet the agbaseal needs of specific populationgas found to bdacking as aecent focus.

With the population of people aged 65 years and older projected to increase significantly in Wairarapa by
2040, the Wairarapa mental health and addiction service responses feldrdy will need to take into
account this growth, which although relatively slow for the immediate period, is growing.

Wairarapa receives acute inpatient services fidott Valley DistricHealth Board at their Te Whare Ahura
inpatientunit in Lower Hutt Other inpatient services are provided from Capital and Coast District Health
Board and its associated regional forensic seryiedsbilitation and extended care, mental health for
older persof2 gsychogeriatric service and child, adolescent and yoattigatahiservicebased on Ratonga
Rua campus in Porirua City.

Alongside the strengths, and as is likely to be found in any mental health and/or addiction service system,
the review found there are opportunities for change both structurally and functigrzaross many parts

of the service and continuunmi-or example,he review found there were gaps in the-oadination and
integration of suicidgostvention activities and other suicide prevention programs across all levels of
providers in the WairarapaThere is a need for better governance and more clearly delineated roles and
accountabilities for suicide prevention.

3.2.2 CommunitybaseddinicalTreatment andTherapy

There are differenservice delivery modefor the Wairarapacommunitycbased clinical gatment and
therapy service$or children, adolescent and youthdult andolder people The current types of

treatment settings for receiving mental health and addiction care or services are hospital inpatient,
community based acute crisis and commurbgsed services which include mobile crisis teams, providing
home-based acute treatment, and caseanagement services for ongoing treatment.
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Ther core business is specialist mental health assessment, treatment and 4gtiowhe key input fothe
services are the workforce

The Wairarapa DHB Community Mental Health tefon adult (CMHT) and children, adolescent and youth
(CAMHS) operate as individual teams, with-furictions within the teams addressing various specialty and
functional areas of serviaelivery e.g. crisis assessment, community mobile intensive treatment, maternal
mental health etc.

Referrals to the Service may be made from any source, includingegsifal. Somef the speciality

services have specific requirements before accaptimeferral. In these circumstancése services have

clear documented access criteria and protocoldiese ar® 2 Y Y dzy A OF 6 SR gAGK T YAf ez
making contact with the Service

There is digh level of responsivenef®m the CMHT and CAMKSprimary care locallg GPs report that
they canaccess telephone consults with a psychiatrist readily, anddieitsthey needassessed can in
general be seen. There are regular primary/secondary semeings between senior staff enabling good
relationships anérrangements

There are two types of compulsory treatment orders. One is for treatment in the community (a section 29
order) and the other is for treatment in an inpatient unit (a section 30 ordédost people subject to
compulsory treament access it in the community (approximately 88 percent in 2616)

The national @erage number of people per 100,000 on a given?dsybject to section 28f the Mental
Health Act, by DHB, 1 January to 31 December 2@687 with Wairarapa DHB at, Futt Valley DHB at
72 and Capital and Coast DHB at?$13

These statisticseinforcethe need for theWairarapa DHB to addrefise disparity of mental health

outO2 YSa ¥ Isisaamspedifik abtion outlined in Rising to the Challenge (Ministry of Health 2012¢)

and Wairarapa DHB AnnuRllan 2017/2018. Int RRA G A 2y T (i K Ssubjedizd6 8eSta 29 8f a n 2 NA
the Mental Health Actis now an indicatorintaen 2 NA | S f 6K tflya GKFIG GKS a.
every DHB to producé.

Gaps irtlinicalservice provisiorurrentlyexistfor older people 65-because differeniodelshave been
created for different purposes (mental health treatmeptjmarycare or social support). Thesrodels

have developed in response to different historical pressures rather than because someone overlooked
elements while rationally laying outservicefor older adults

This has beefurther complicated because older aduégperience coexisting physical health and/or social
difficulties, making ieasy for individual servicés transferNB & LI2 y aA oAt AG& G2 | y23§KSN
servicei.e. Health of Older People Service.

Finally, cultural differences betweganysicaland mental healttand addictiorproviderswere thought to

hinder service useoutcomesP at K& A A O f ¢ or gdlictiondy SYSIMIDA BSE I GIKNE 2 Fi
clinical, orgargational, policy and financial levels. Mental headiid addictioncare regiires more of a

team effort between psychiatrists, social workers, psychologists and case manaiiersental health

visits typically longer, due to the nature of tigsues.

21 Office of the Director of Metal Health Annual Report 2016, page 20

2hy + IAGSY RIFEQ A& GKS F@SNr3IS 2F G(KS fLad RHe 2F Sk OK Yz2yi
23 Source: PRIMHD data, extracted on 26 July 2017, except for data from Southern and Counties Manukau DHBs, which was

supplied manually.

24\Wairarapa DHB Awal Plan et al,: page 15

25This is a specific action outlined in Rising to the Challenge (Ministry of Health 2012¢).
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3.2.3 Services to promote resilience, recovery and connectedness

A clear sense &fodal connectedness and a sense of commuhég been developenh the Wairarapdo
supportcommunity resilience Many Stakeholderseported that their communieswerevery connected

however, thee are challenges in the equity of access by different comtias geographically within

Wairarapa which have different needs and capacities for teiviceusedi I YR G KSA NI FlF YAf AS

Many service uses and their familiess K n y padicularly in South Wairarapa and rural areas do not have
access to suitable expertise to give them the support they n@igds can create disconndattween the
services avi#able and theservice uses need oftenleading toan escalation of mental healtand/or
addictionissuesand can create vicious circland a rerolving door forservice uses and their family/

g K n Y Thidissueis exacerbated for those who live outsidEMasterton.

Stakeholdersioted thatin the socioeconomically disadvantaged communitieany people were already
living in hardshipFor example:

1 Access to services can be difficult for people who have limited transport opt8omae people have
limited resources to get to appointments for example cars are in need of repair, some do not have
money for petrol or for public transport.

1  Thelevel ofresourcesequired for different geographical locatiodses not meet theneeds of the
local population While services are mobile to some extent, resources are liniitegbuth
Wairarapa and remote coastal locations.

3.2.4 AddictionService

Abroad range of services to meet the addiction needs of young people, adults, older adults, and those
linked to the DHB via thcriminal justice systemre provided in the WairarapaTheseservicesrange from
brief early interventions to withdrawal services and longer treatment and support programmes, which
address the physical and psychological needseofice usesand theirfamilies, as well as wider social
issues.

Themajority of the Wairarapa addiction services are badedally,howeverthere is a general agreement
from Wairarapa stakeholders that teeservices are siloedith often limited interface with theéWairarapa
DHBProvider Arntlinical teams. Aere are ndDHBProvider Arm addiction serviceghe majority of
addiction servicegexcluding intensive residential treatment service) eoatracted to Pathways Health
Limited, an NGO servicand Te Hauora Runanga O WWaapaprovidingsome community basedddiction
serviceghrough itsKaupapa Maori contract

The clinical skill base of the NGO addiction service differs substantially from mental health NGO service
with the level of competencyor addictionservice beig registered practitioners e.g. registered nurses and
addiction clinicianslelivering theaddiction service Thelimited DHB Provider Arm addictiarsourcehas
been raised as a key issue by many stakeholdérs? | A NI NJ ladult GVMHT Hasithree dittion
clinicians and CAMHS has @addictionclinician. Stakeholders voiced a need fibie resourcingsenior

medical offices and skilled clinicianis the Provider Arm secondary teams.

While the addictionritensive residential treatment based servigeake up only a small part of the overall

addiction service profilethe youth andadult addiction treatment has historically used residential

treatment as a major treatment intervention@veral of these services are based outside ofdistrict,

withbSR&a 0SAy3 TFTdzyRSR o6& (G(KS aAE /SyidaNlrf wS3aazyaQ 5|
Theaddictiontreatment programmes providebbcallyare valued by the Wairarapa stakeholddrewever,
stakeholder feedback indicad¢here is insufficient management of accesstblevels ofddiction

treatment bothat a local and regional levis ensureservice uses get the right level of support when they
need it.
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This includes preparation for residential treatment and continuing support and care beyond the period of
residential treatmentand lackof local supported accommodation available to support a period of stability
for service uses to cement gains post treatment

Underlying all of the above is the need for ongoing leadership and development of the workforce.
Feedback suggests there itagk of understanding about the overall addiction treatment continuum and
gaps in understanding the differences between residential and other treatment options to meet the
diverse range of addiction treatment needis has resulted wariability in thedelivery of effective
addiction services and interventions feervice usesboth locally andacross thesub-regional addiction
services for thé&VairarapaHutt Valley and Capitand Coast DHBopulations

This means theurrentaddiction service configation across the sulegionis suboptimaland itis not
always possible for staff to deliver care in line with an evidence based five tiered approach developed by
the Central Region in 203%

A standardised service model was developed by the CentradiRadgiction working group early 2014,

gl a | ANBSR GKNRBAAK | ¢gARS a20AltAal G§AZFhsmhdemadSaa |
not been fully implemented in the Central regioThe newmodel for people who enter into and from

residertial addiction servicegequires

1 A greater focus on respite care (step up step down)

1 Capacity to treat c@xisting mental disorders

1 Development of addiction peer support services

I Capacity to manage the provisions of the new SACAT Act.

Innovation and flebbility is required to meet the constant changes in the wider addiction environment.
Feedback strongly supports the need for development of shared craedalear pathways to support an
integrated journey foservice uses and their family and K n y I dz

3.2.5 Qiltural

WSRdzOAY 3 AySljdzZ f AGA-8a2BB50095¥6y08nRPRKABPRBRYEY SYLRS
their own health and development goal3he current service configuratiotacks abroad rangeof quality

and choice mental health and addiction sees fora n 2 NJA

The DHR @ultural assessment and service delivery functmtegrated witlin both community mental
healthteams(CMHT/CAMHSWhere possible, @ith a cultural andtlinical team membewill undertake all
newassessment8 ¥ a n 2 NPheLaNRALY2UNLEA hhiciahd( FalnSRyNAF & | LINB L2 NI A 2y
populationin Wairarapaijs not equivalent tothe levelrequired to reduce inequality

Although there aré&kaupapabased cultural tears situated in the NGGommunity workngtogetherto
provideculturalresponses,tiere is limited, if any, evidence of continuity of c&& NJ aemm2dhi
mainstream andaupapaMnori services, between mentakalth and addiction servicebetween mental
health andaddiction and other health serviceand between health and widegovernment social services

This is creating barriers fenablinga n 2tdlfvesent earlier to mental health aratldiction serviceand

for promoting choice ifKaupapaa n 2mMalels of practice More work needs to belone to ersure

services are responsive ton 2adddwhen models of practice incorporatebetter understanding of the
importance of wimnau,a n 2dgfvoaches to health, and the interface between culture atwical

practicea n 2pddicipation in the planning and tleery of mental health and addiction services fom 2 NJA

26 Central Region AOD Service Model 2014
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3.2.6 Workforce

There are many creative and forward thinkipgople working in the Wairarapa mental health and

addiction services anthere isareasonably resourced sectar placefor the Wairarapa poplation. There

FNBE LI aaAaz2ylraS €tSIFRSNER Ay |ff LI NEd@N@OECloseKS Wa SNIIA
relationships generally between the people involved in delivering services in the communities; good
comparative rates of access to some sjpéist mental health services; and examples of providers working

well beyond their minimum contractual requirements, with passion and flair.

Wairarapaservice F Sy WdzydaSSy Q 4 2 NJ¢thas# faniilKrSembeys laftd friénhdsgvBaN T 2 N.
provide essatial ongoing care for those with serious and enduring mental health and/or addiction
illnesses.

In the main, theWairarapa DHBpecialised teams appeared to hag@odmorale and team cohesion.

While staff in alberviceteams(DHB and NGQ)poke aboutlemand pressures and the challenges of
service changesg)ll agreedhese issues wereelevant to both theadult andCAMHServices. Staff involved

in the acute end of community services (crisis and community teams) appeared to be particularly under
pressue with their dual role of supporting community mental health and crisis respite services.

Issuegelating to a sustainable workforagas a key concern for stakeholdessiggesting a shift in the
practice of specialist cliniciamsuld be based on more cortgmentary service provision. This would
require relationships of trust and a high degree of collaboration betweerNtB&support workforce,
primary care angecondarynental health and addiction clinicians.

Key to thidssues ould be removing the welg of care coordination from clinicians and freeing up the

time pressure on clinicians who generally have the greatest extent of technical and professional training.
This has the possibility of freeing up clinicians time to advance practice in new odexdm®mped areas

such as primary mental health; trainiigcludingNG®); further development of more specialisation in
areas such aaddiction andmaternal mental health etclt has been suggested thatsapport worker in a
NGOcouldperform the care oordination roleusing thismodel.

WhilstWairarapa DHBas a number of innovative initiatives and/or workforce development, there is
limited development in a subegional and/or districtvide integratedmental health andaddiction
workforce approachwith ahigh level of leadership, innovation and collaboration.

a n 2\Mdrkforce

The development of the kbri health workforce is a strategic priority for improvilogal responsiveness to
a n 2dddsumers and n 2dddice performance iairarapaDistrict.

¢tKS NB@ASE F2dzyR GKSNB A& | ymehtyf heRitS ndzddictiony dzy 6 SNJ 2 F
professionals across all disciplines who can draw on their culture and professional skills to provide services
G2 an2NAR LIS2L} So 5S@St2LIAYy3 GKS 2y32Aay3 OF LI OArGe
workforce would ontribute to the establishment of incentives to recruit and retain the health workforce.

¢KS YSyGlf KSIfGK FyR RRAOGA2Y 62N] F2NDS yS8Ra
professionals to develop and provide culturally competenZs8rOS & Ay KA OK gKnyl dz I N
being central to providing support to the service user in understanding their situation and working towards
recovery. In whatever rolea n 2rgRtal healthand addictiorprofessionals should be given adequate

culturally appropriate support and mentorship.

WairarapaDHBMHA Service Reviewinal Draft Repor2018 26| Page



Ly NBfLGAZ2Y (G2 an2NA &2dz2iK YR GKSANI gKnyl dzz NB&S
OKAtR YR FR2tS53a0Syid YSyidlt KSIHfGK aSNBAOSE KN
workforce developmert’.

Community Support Workforce

The results of thedult mental health and addiction workforce: 2014 survey of Vote Health Funded

service& identified that the community support workforg¢éncluding peer supportvas the largest part

(31%)of the adult mental health and addiction workforc&wenty one per cent of community support

workers were employed by DHB services, 72% were employed by adult NGO mental health services and a
further 7% were employed by adult NGO addiction services. Beaaammunity support is the largest
workforce, it has a significant role to play in implementipportunities identified as a result of the

review.

Support workers comprise 31 per cent of the adult mental health and addiction workforce (2,988 FTE
positions). Whilst 21 per cent of community support workers worked within DHB MH&A services, 72
percent (2,142) are employed by adult mental hedMBO services and 7 per cent (209) are employed by
adult addiction NGO services. The difference between mentattheall addiction services can be

explained by the number of staff working in addiction services who are now classified as Dapaanz addiction
practitioner<®.

In 2014, community support workers comprised 8 per cent of the total child and adolescent mental
health/addiction(CAMASAOD) workforce. Of this total (141.7 actual FTEQOCAMFEAODservices
employed 81 per cent of this particular occupational group (115.1 actual FTES).

Same of the key issues for the development of the community support workfimdede
1 The breadth and diversity of community support roles (including peer support roles)
f Retention and recruitment challengesf6rl . Qa4 | YR bDhQa®
1 The need for an education and career pathway for community support workers
1  The possibility of creating distinct professional identity.

Stakeholdersdentified a greaterinvestment in workforce developmentasrequiredso that staff are
better equipped to respond to the needs sérvice uses from a persoftentric, nonservice defined
perspective Wairarapa Hutt Valley and Capital and Coast , as aregion,lacks avhole-of-system
approach to workforce&evelopmentfor staff recruitment andretention, leadership development at all
levels, and developingnd supporing NGO and Primary Caoeganisationgo deliverbetter services more
efficiently.

3.2.7 Operational and Clinical Governance

{dF1SK2f RSNRAa KA Blikitah@enargdvasa (iority forslmhidabearé del@&ynd for
ensurirg that regulatory and statutory policy, processes and proces are in place. Thatinical
governance structurgvould need to support people to receive appropriate, timely, quality and safe care
across a wide range of providers at a regional, sub regional and local level.

720/ tAYyG201Z YI ¢l dz2NRPFTZ w3 FyR aStfazllr mz3a &NWACEE YRINIGA R I NR
®& 2 dzitK Bdolés¥outh2016; McClintock, K, Moelke} E6 St f = ¢35 | yR aSff&2L) bnientdl! LILINE LINK
health service (CAMHS).

28 Adult mental health and addiction workforce: 2014 survey of Vote Healttiel servicee Pou, 2015

29 Fast Track: Discussion paper. Challenges & opportunities for the mental health & addiction community support
workforce(2017)
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As part of change® the wider MentalHealth and Addiction structure in 2015 féfairarapa Hutt Valley
andCapital and Coa&t| . Qa > (KS yS¢ al!L5{ ¢6Fa AYLI SYSYGSR G2
growing demand, and provide a mechanism to support the sustainability of specialisieseaeross the

Wellington sub region.

A professional reporting line now exists from the General Manager of MHAIDS clinical services to the
Wairarapa DHElinical services. The establishment of MHIADs Service 3DHB saw realignment of the roles
of the CCDB operations managers: i.e. CCDHB extended the role of the mental health and addiction
operations managers across the 3DHB space.

Stakeholders highlighted issues of clarity around the new MHAIDS accountability pathway. There is
uncertainty about how the mntal health and addiction system now works between MHAIDS and
Wairarapa DHBIinical teams. This is complicated by the ambiguity of accountability and operational
management lines of MHAIDs awdhirarapa DHBervices. For example, people are not surewbkals

with complaints¢ MHAIDS oWairarapa DHBThe Stakeholders saw an accountability pathway as

enabling a focus on managing across the boundaries to ensure good integration of care for the Wairarapa
population.

328 / 2y adzYSNI ' yR 6Knyldz £t SFRSNAKALI yR Sy3l3sSy

Stakeholdersaised the issuavherealack of funded or lowcosttreatment options was resulting in an
over-relianceby GPs on medication. Mental health prescriptibase increased by 50% over the last five
years, withthe number of antidepressant prescriptions risingm 1.1 million in 2001 to 1.7 million in
2016, andhe number of antipsychotics rising from 392,06®006 to 551,000 in 2018 Similarly, people
who have improved in mentdlealth and addictio services but need suppax maintain their wellness
and/or recovery areeporting that they are unable to get that support

These views were reinforced by feedbdiekm serviceproviderssuggestinghe current contracting
environment tends to focus oimtensive interventionsvhen people are most unwell, and overlook the
support people need on the pathway in and thpathway back out into their life in the community

Wairarapa has Mental Health and Addiction Leadership GrdMHALG)n placeas partof the Tihei
Wairarapamodel of careTheMHALQeads tte integration of mental health and addiction service with
t NAYFENE /INB dzaAaAy3 | W GSLIWISR /I NBE {SNBAOS az2RStQ

Issues for the MHALG have been citegbasrities shifting capacity to take a lead or picipate inplanned
changeinitiatives; perceived power imbalance amongst DHigl&d and non DHB funded members.
Improvingwider community connectors and forumsuld require reviewinghe existing group Terms of
Reference (TOR) and membersfipthe right focus This would meanelvelogng MHALG into something
more meaningfufor the community.

3.3 ClientAccess

During 2016/2017approximately2,138people with awairarapadomicile codevere seen inin either
Mental Health and/or Addictioservicegqor 4.8% of the population) Thisincludes anyerviceactivity
provided bythe 6 central region DHB3.he data was grouped as follows:

1. According to whether the activity was recorded by a locally funded Wairarapa provider (local) or
whether the provider was faded under another DHB (IDF).

2. Grouped on service categories i.e. Community Support or Child Adolescent Mental Health Service;
and

30 https://www.pharmac.govt.nz/about/2016/mentahealth/. Note that some prescriptions will be dtibel, that is, prescribed for
a reason other than mental health.
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3. 2 KSNBE GKS OlI S 3tzelbs tod giovidet oyitdidé the 3DERIbregion.

The percentage of people using mertalalth and addiction services who liveWairarapa DHBistrict

and the proportion of services provided the DHE2 & | Yy Rdo IndDmatzh the individual DHB
population split. The key groups of people who experience health disparities are recoghised @ 2 NA X
Pacific, Refugees, and people with disabilities and long term physical health con@ituading older
people)

Usingthe Ministry of Health 2017/2018 Population Access éathis translates t@,085 unique client
32(or 4.67 % population) in ehWairarapalistrict accessing services in a oyearperiod. Refer to Table
One.

Table 1:Total Unique ClienAccesgMental Health and Addictionppr2017_Mar2018

Unique
Clients Clients Total Unique
Ethnic [seen Agq Age 0-19 Clients seer Age 20-64] Age 20-64| seen Age| Age Over 69 Age Over | Clients Total %
DHB of Domicile Group | 0-19 [ Pop |Age0-19% Age 20-64| Pop % over 65 Pop 65% | Seen | TotalPop |Clients seel
Wairarapa District Health Board|Maori 172 3330 517 449 3820 11.7Y 25 570) 439 646) 1720 8.37
Wairarapa District Health Board|Other 325 791() 411 101 2012 5.02 103 8875 116 1439 36910 39
Wairarapa District Health Board |Total 4971 11240 442 1460 23943 6.1 128 9445 136 208 44630 467

Of the 2,085 total unique clients accessing the Wairarapa Mental Health and AddietiaceSn

2017/2018, a total of 792 unique clients or 38.0 percent total client access, accessed addiction service only:
1 111 adolescents and youth were between the ages-290
I 668 adults were between 264 years
1 13 people were over the age of 65+.

Tabk 2: Total Unique Client AddictioAccess Ap2017_Mar2018

Unique

Clients see Clients seerl Clients seen Age Over 65| Age Over 65 Unique Total Total %
DHB of Domicile: ADDICTION Ethnic Groug Age 0-19 | Age 0-19 PopAge 0-19 % Age 20-64 [Age 20-64 PopAge 20-64 % Age over 65| Pop % Clients Seen | Total Pop |Clients seel
Wairarapa District Health Board Maori 63 333() 189 246 3820 6.44 570) 309 7720 4
Wairarapa District Health Board Other 48 7910 0.61 422 20125 2.1 13 8875 0.15 483 36910 131
Wairarapa District Health Board Total 11 11240 0.99 668 23949 219 13 9445 0.14 192 44630 117

The total 2,085 unique clients accessing the service is further broken down as:
1 odgdp LISNOSyid 2F GKSasS Ot ASyida 6SNB aSSy oe& 51
f ncodm LISNOSyi aSSy o6& bbDhQa 2yfeéeo
1 14.3 percent seen by bot DHB and an NGO.

Table3: Total Unique Client Accety DHB/NGO or botpr 2017_Mar 2018

% Clients % Clients
Clients Seen| Seen by DHE Clients Seen|% Clients See| Clients Seen by | Seen by Botf{Unique Tota|
DHB of Domicile Ethnic Groug by DHB Only| ~ Only by NGO Only] by NGO Only Both DHB and NG| DHB and NG{Clients See
Wairarapa District Health Board [Maori 190 29.49 351 54.39 105 16.3Y 646
Wairarapa District Health Board |Other 634 44.19 611 4259 194 13.59 1439
Wairarapa District Health Board |Total 824 39.59 962 46.19 299 14.3Y 2085

31 Ministry of Health Priority Policy PP6 Improving the health status of people with severe mental illness through improved
accessPP6_mhp1621_Apr 17_Mar 18.

32 A unique client is based on thedividual NHI but who may access mental health and addiction service once or multiple times
during the time period of the reporting.
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4.0 StocktakeProfike

A stocktakeand profiling of all currenMental Health and Addictioservices available to people domiciled
in the Wairarapa DHB distriatas undertakeras part of the review.

4.1 Operating Environment

Achievingwellness@ Kn y2INdr A& SOSNEB2y SQa NBalLRyaixoAftAdey

service uses, familiesg K n yahddhe wider community. The operating environment the Waipa DHB
Mental Health and Addiction Service recognises this and putsehdce useat the centre of care,
surrounded by the family, friends and the partners who are most likely to provide support to the
individual.

The spectrum of Mental Health and Adtion servicesprovidedby theWairarapa DHBnclude Primary
mental Health, Secondary, Hospital (Acute Inpatient, Rehabilitation and Extended Care, Managed
Withdrawal, Psychogeriatric), community residential treatment and support services. The sareices

delivered by the Wairarapa DHB Provider AmaNon Government Organisations (NGO) and from out of
RA & i NX O lothér NGOQ dia Intey Bistrict Flow (IDF) across the continuum of care, both regionally

subregionally and locally.

The wider Wairarga communityprovides different types of treatment programs and services for people

asSy

with mental health and/or addiction issues. The complete range of programs and services is referred to as

a continuum of care or system of care. Not every community invflagarapahas every type of service or

program on the continuum. Providing an integrated and coordinated system of care across the health and

other sectors, includes general practice and primary care providers.

No single provider delivers the full rangemental health and/or addiction services, therefore all services

in the mental health and addiction sector must work collaboratively andpmratively to provide a well
integrated and seamless continuum of care. The majority of these providers hamepbaviding mental
health and addiction services for over ten years, with several for over twenty geersTwo providers are
national organisations and th&thersare either local Wairarapaesvices or sub regional service.

A key step in achieving Rig to the Challenge goals is developing a culture of responsiveness where

serviceused S FF YAfASAY 6Knyldz FYR aA3IYATFAOIYG 20§KSNA

recovery. This includes social and economic inequalities associated with poor health outcomes.

Effective, robust planning and partnerships within and achesgth service providers, other government

funded services and private sector service providers are critical in enabling better recovery outcomes for

ASNIDAOS dzaSNES>X GKSANI FIYAf@S gKnyldz FyR O2YYdzyAlAa

There are a range of specialist services availablehe Wairarapa population. The national expectations
and requirements for secondary mental health and addiction services are thdevigh nonnegotiable
conditions that set theservices available

In the operating environment of mental health anddaction, relationships with primary care services are
essentiabnd are complementary with secondary level mental health and addiction services e.g. acute
inpatient services and consultatidiaison services to other medical departments.

Services for Yaug People

The contracted range oksvices for young people < 18 years is provided in Figure
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Figure 2:Mental Health and Addictiorservices forchildren, adolescents and youth.
' Communit
Secondary Inpatient .
Treatment Support

Services for Adults
A snapshot of contracted mental health and adidin services for adults 284 yearsand older people
65+s provided in Figur8.

Figure3: Overview of contractedMental Health and Addictiorservices forAdult and Older People.

Inpatient, Residential Community
Rehabilitation & Treatment Suppot
Managed W/D and Support

Secondary

A mental health or addiction service is funded usingaionaly consistenpurchase unit classification
system to measure, quantifgnd value a serviceThepurchase unidefinition describes the nature of the
service where it is delivered (setting), who delivers the sengag Secondary or Primary Care antothe
service caters for (adults, children, youth, adolescents, older peaple?) HtB.

Thepurchase units have been grouped by sendkeester(or areato identify sets ofservices.g.

communitysupport servicesacute inpatient antbr culturalservicesThese major servicgusterswere

developed to match thinistry of Healh cost pools relevant to the National Cost Collection and Pricing
Programme.t S2 LJ SQ&4 ySSR& OKIy3aS 2@FSNJ (A Y. JheselvigeR 2 SN
clustering allows for a degree of variation in the combinatiah services provided to meée service user

need within the cluster.

The nationally consister@ervice Clusters amimmarised in TablEourbelow:

Table4: MHA Service Cluster 2018/2019

Service Cluster Description

Acute and Inpatient Acute services provide assessmentidreatment forpeoplewith severe mental
Services illness either in a hospital or through intensive home treatment.

Communitybased  An integrated model of treatment in the community. It includes services from
clinical treatment  detoxification through to aftercare and also involves the coordination of any numb
and therapy service! of nonspecialist services that are needed to meet client's need.

Services to promote Communities working together to increase our communitieghtal resilience and
resilience, recovery reduce their risks of mental illness.
and connectedness

Addiction Continuum of Addiction services will offer a range of high quality treatment optior
varying intensity and delivered in various settings

Cl YAf & | y Mental healthand addictiy & SNIBDA OS NBalLkRyasSa G2 7Tl
adzZLIL2 NI FIl YAf AS&K 6 Kny | dz sérdce Lses bidil &nSukekJr
GKFG FTFYAETASAaKGKny | deivicduged) hadeRakegs3to (i K S
information, education and support.

YIFdzLJE LI a YFdzLJ LI an2NR ALISOALFE A&

Mental Healthand &4 LISOATAOI & RS@St 2LISR |

Addiction Services
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Service Cluster

Description

Pacific Mental
Health and

Addiction Services

Servces that provide a holistic approach to mental health and addiction issues, fri
initial engagement, assessment, and treatment through to discharge; that recogn
Pacific frameworks as necessary to increase the service access rates of Pacific |
and engage them within a service for the duration of treatment

Asian migrant and
refugee services

Refugee Services a holistic approach to mental health and addiction issues, from
engagement, assessment, and treatment through to discharge.

It recognies cultural frameworks as necessary to improve the access to services
Asian, Migrant and Refugee people and to support them within a service for the
duration of treatment and facilitate the recovery process

Eating Disorder
Service

91 GAy3 R isommpabERGaNEnge of3ghditions that have overlapping
psychiatric and medical symptoms. These conditions are considered to have mu
factorial aetiology with strong genetic as well as environmental factors

Services providing
Consumer
Leadership

Servics specifically refer to mental health and addiction services provided by pec
who identify as current or former mental health and/or addictesvice uses.

Mental Health of
Older People

Service is a muldisciplinary Specialist service for older pkop

Perinatal Mental
Health Services

Service covers pregnancy and the first postnatal year. This focus allows for grea
recognition of the profound effects that parental mental iliness can have on the
foetus, infant and toddler

Primary Mental
Health

Primary care service offerings through ongoing interventions

Mental Health
Other

Nonspecific mental health and addiction servicd$ese purchase codes do not hav
specific nationwide mental health and addiction service specifications, but may b
includedunder a Tier Oneationalservice specification.

Youth Forensic
Specialist

Community Service

Youth forensic services are specialist mental health and addiction services that e
respond to the needs of young people who are or may be severely affbgtatental
health and or alcohol and other drug (AOD) problems and have seriously offende
are alleged to have seriously offended.

Adult Forensic
Mental Health

Community Service

Service is facility centred with a range of outreach services delivengdsons,
courts, community based and horlmsed settings, delivering safe, recovery focuse
culturally responsive specialist forensic mental health care including effective
assessment, treatment and rehabilitation

For people with mental health andr co-existing (mental health and addiction) need
who are currently in the justice system and or who:ag®cial patientdeclared to be
restricted patients under section 55 of the MBAT) A¢tremandees per SS 38/44
CPMIP Act 2003, Section 25s (CCRMO3) or Hybridse., SS 34 i (b) 1 CPMIP 2003
and dients of General Mental Health Adult Services (GMHAS) that have behaviot
that present a high level of risk to others

4.2 ServicelType

Therangeof mentalhealth and addiction servicesurrently availal® to Wairarapa population in the
service clusterare summarisedh TableFivebelow. Further details on thelescriptionof mental health
and addiction services can be foundAppendixSix
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Table5: Wairarapa DHBMental Health and Addiction Servicdzrovided 2018/2019

Service Cluster Service type

Acute and i
Inpatient
Services

==

Acute inpatient: an inpatient unit at Hutt Valley DHB hospital (inclusive intensiv
care beds).

Psychegeriatric inpatient service (Ratonga Rua Porirua).

Rehabilitéion SubAcute/Exended Care Ingtient Beds. An inpatient recovery
oriented for people who are assessed as requiring care in a more structured
environment (Ratonga Rua Porirua).

Managed Withdrawallnpatient Services. Hospital or communlitgsed medically
managed withdrawh

Child, Adolescent and Youth Inpatient Beds for people under the age of 19 witt
acute mental health disorders, and cannot be treated safely in an outpatient se
(Ratonga Rua Porirua).

General Hospital Liaison Service (Auckland Starship)
Infant, Child Adolescent and Youth Crisis Intervention Service (Auckland Starsl

Acute Crisis Respite Service: Respite care: predominantly designed for Adult
although there is a bed for Child and Youth crisis respite.

9 Hospital Liaison: provides psychiatric assesgso Hospital inpatients.
9 Clinical Rehabilitation / Sulscute / Extended Care Inpatient Beds.
Community 1 Adult Community Mental Health (CMHT): community based assessment and

based clinical
treatment and

treatment services to people thtgh community followup and outpatient clinics.

1 Intensive Residential AOD service. Treatment services for people who have
therapy particular requirements.
Services 9 Consultation, liaison, advice, information and education service provided for ol
people with dementia.
1 Mental Health Older People Dementia Behavioural Support
9 Consultative service within a specialist eating disorder service in an outpatient
community setting. The service is integrated with an inpatient or residential eat
disorder service.
1 Clinical Pagdtric Outpatient Services for Eating Disorders.
1 Community Mental Health ServiceEarly Intervention for people with first time
psychosis.
9 Child and Youth Mental Health (CAMHS): a community based assessment anc
treatment service for children and youth wp eighteen years
1 Infant, child, adolescent, and youth package of care. Dual Disability (Mental He
with Intellectual Disability)
1 Infant, Child, Adolescent and Youth Community Clinical Services
1 Child, adolescent and youth intensive clinical support NMogervice to provide
intensive clinical assessment.
1 Child, adolescent and youth alcohol and drug Community with accommodation
1 Maternal Mental health regionalclinicianand local psychiatrist
9 Primary Care and Hospital consult Liaison
Services to 1 Enhanced community support service (ECS) and community mobile support s
promote f Mental Healthhousing and recovemesidential service
:zgl\(/a:ri/eén q 1 Infant, Child, Adolescent and Youth Package of Care (Wrap Around)
connectedness 1 Activity bagd service. A recovemyriented service to assist people with mental

illness to develop their life and living skills and enjoy their relationships with oth
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Service Cluster Service type

Addiction i
1

=A =4 -4 -4 -4 -4

Managed Withdrawallnpatientand community basedesvices

Intensive Residential@D treatment services. Community assessment and
treatment intensiveaddiction servicavith accommodation

dinical treatment/ counselling-1

Social Detox residential service

Opioid substitute therapies (OS§Methadone Programme

Child, Adolescent andouthcommunity alcohol and other drugs (AOD) service.
Kaupapa Maori clinical addiction service

Single Point of Entry Community based offenders alcohol and other drug speci
services

Community based service to provide iatensive outreaclalcoholand other drug
day treatment programme.

Coexisting Disorderg For those people who may have-egisting mental health
and addiction issues

Family and i
2 Knyl dz

CrYAf@koKnyldz adzLJL2 NI / 2YYdzyAde { dz

Y dzLJ- LI §

Y I dzLJ LJ-comempntyddsedclinical andsupport ®rvices. Oriented
O2YYdzyAGe olFaSR FaasSaayvySyids GNBIFGYS
Kaupapa n 2d€dkicesardl & SR gAGKAY | Y| dzLJ LI a
NEalLR2yairgsS (2 GKS ySSRa 2F ldny3ar il

Perinatal q
Mental Health

Specialist Community TeanPerinatal Mental Health. Service to provide direct
specialist perinatal mental health care to mebetneeds of the mother and her
infant.

1 Perinatal Mental Health Respite Service
Services 1 Consumer Advocacyn advocacy service provided by current or former mental
providing health and/or addiction peer supposervice uses
Consumer
Leadership

Eating dsorder
service

Specialist Eating Disters Service with Accommodation.
Clinical Outpatient Services for Eating Disorders
Consultative Service within a Specialist Eating Disorder Service

Other

Mental Healthg workforce
Mental Health flexifund Youth MST
Mental Healthg flexifund¢ AddictionAdult

il
1
1
Mental Health §
1
1
il

Mental Health
of Older People

Mental Health of Older People: Dementia Behavioural Support Advisory Servic

Primary Mental §
Health

Primary Mental Health Child, Adolescent and Youtkegisting Disalers, Mental
Health & Alcohol & Other Drugs.

1 Primary Mental Health Adult. Strengthening primary care service offerings thro
ongoing interventions such as talking therapies
9 Services providing suicide prevention and postvention support, including those
under the current Suicide Prevention Action Plan
Forensicand § Youth forensic services are specialist mental health and addiction services
Rehabilitation ¢ Forensic Mental Health Medium Secure Service
1 Forensic Mental Health Prison Mental Health Service
M Faensic Mental Health Court Liaison Service
1 Forensic Mental Health Community Based Forensic Intensive Service for Reca
9 Forensic Mental Health ServiceSommunity Based Intensive Service for Recove

Stepdown House
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4.3 PrimaryMental Health

Primary mentahealth (PMH) care is an integral part of services delivered by primary care. It encompasses
health promotion, prevention, early intervention, and treatment for mertehlth and/or addiction
issuegs.

PMH care is aimed at those with mild to moderate mehedlth and/or addiction issues (estimated at 17
percentof the population). Primary care also supports people with low prevalence mental health and/or
addiction issues, in conjunction with specialist mental health and addiction services.

As part of the Pmary Healthcare Strateé¢fyDHBs provide a general primary care response to the needs of
people of any age with mild to moderate mental illness. In addition to this, access to primary mental health
interventions are funded for the following specific popidet groups

f ¢KS SyNRffSR LRLzZFGA2y F20dzZaSR 2y an2NRZI t I OA"
increased access to psychological and psychosocial interventions for thesle gitoups.

1  Youth primary mental health services, available to all youth in the I®tyear age group
(regardless of PHO enrolment) who require such a service. The expected outcomes are to enable
early identification of developing mental health and/or addiction issues and better access to timely
and appropriate treatment and follow up.

The aim of PMH services is to increase access to talking therapies and other psychosocial interventions and
the specifically funded components include

1 Extended general practitioner or practice nurse consultations
9 Brief interventions (for both mental heditandaddiction)

1 Individually tailored packages of care (which cover a variety of services such as cognitive behavioural
therapy, medication reviews, counselling and other psychosocial interventiposp therapy.

PMH services are being delivered acrds@DHBs (mostly through contracts with PHOs but some with
NGOs and one DHB delivering directly). The population groups noted above have free Rtidss.
services are based on a stepped care mo&épped care is a model of matching interventionseedh so
that the most effective, yet least resource intensive, is delivered first.

In additional to these services, many Primary Mental Health coordinator roles have been established.
These roles provide consult liaison and clinical assessment and supeal¢livery of primary mental
health services across New Zealand.

33 https://www.health.govt.nz/ourwork/primary-health-care/primaryhealth-care-subsidiesand-services/primarymentathealth
34 https://www.health.govt.nz/publication/primaryhealth-care-strategy
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5.0 ServicecCommissioning

I GNAyYy3a FSyOS¢ Aa Ay LI IFOS G2 LINRGSOG alLISyRAy3 2y
0dzZRIASGd ! OO2NRAY3I (2 (K SPolmy\FyameworR)DHB2 dannbt &tutdiieia h LIS
annual spending on mental health and addiction services unless they can show that a change in service
delivery would reduce costs while keeping or improving service levels.

Nationally, in 2015/16, community meaithealth services and community suppdtogether received 35%

of DHB mental health and addiction funding, followed by adult inpatient services (17%), child and youth
mental health services (11%), alcohol and other drug services (10%, including opsitigab therapy),

and forensic services (9%). Primary mental health and mental health of older people received 2% and 4% of
DHB funding respectivety

Health Workforce New Zealand (HWNZ) estimates that, by 2020, the demand for health servicesgincludin
mental health and addiction services will have doubled while funding will increase by only 30.0 to 40.0
percent. In addition, the government has clear expectations that service quality will be maintained while
access to mental health and addiction seegisignificantly increases.

The mental health and addiction serviddgirarapa DHBunds are provided by either a DHB service or an
bDh LINEBGBARSNI 0AyOf dzRAYy 3 O2 YY doypkiriady healhBigafisafionsi A 2 y &
DHBs provide a greatshare of services overall, including all inpatient services.

In the Wairarapa, all of alcohol and other drug services are provided by an NGO. The Ministry of Health
funds and coordinates problem gambling services, and these services are deliveredoywiNGOs.

The review team was asked to include an analysis of the relative investments betwee(CAHIT)and
children,adolescent&and youthmental health services (CAMHS).

Although definitions of commissioning differ, the literature agrees thatritese than traditional planning
and funding and more than procurement proces§e€ommissioning encompasses all three of the goals of
the NZ Triple Aim model:

1 Improved quality, safety and experience of care
1 Improved health and equity for all populations
9 Best value for public health system resources (Begured).

35 https://nsfl.health.govt.nz/accountability/operationgdolicy-framework0/operationakpolicy-framework201819

36 Community support services help people to engage with their commuinitiyding accessing and maintaining accommodation,
employment, and social activity.
37www.hdc.org.nz/media/4688/mentahealth-commissionersnonitoring-and-advocacyreport-2018.

38 Ministry of HealthCommissioning Framework for Mental Health and AddictiéiNew Zealand guid@016
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Figure4: The New Zealand Triple Aim for quality improvement
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5.1 Population Group

The review was asked to provideamparison of funded mental health and addiction services against the
age range of the population i.e. <18 years;6Byears and 65+ yeats determine whether the services
are sustainable within the current health sector environment .

In 2018/2019 he Wairara@a DHBis budgeted to funé12,525million pecialist mental health and

addiction services for those people who are most severely affected by mental illness or addictions. Despite
the investment, access to the suite of services across the menaéthhand addiction continuum can be

difficult; many areas of services operate in a fragmented manner; and primary care providers point to a
significantshortfall in responses to higbrevalence mental health and addiction issues.

Total fundings budgeed to be contracteds follows:

1 Wairarapa DHB Provider Arm $4,522,419
T 21FANI NI LI bDhQa $3,991,026
9 IDF District Health Boards $2,310,524 (exclusivEop slicd~orensic)
T L5C bDhQa $ 593,380

1 Top sliced~orensic and Rehabilitation $1,107,428

Fornational consistency, the range of services are clustered using provider reporting to PRIMHD and the
use of appropriate mental health and addiction purchase unit codes.

Thecurrentbudgetedfundingfor Wairarapa DHhental health andaddiction services @oss specific
service clusters is set out in Talgi
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Table6: Total Wairarapa DHBoudgetedfunding by Service Cluster 2018/2019

Service Cluster

Total Funded 2018/2014

Acute and Inpatient Services 2,332,341
Addiction 999,350
Asian migrant and refjee services i

Communitybased clinical treatment and therapy services 4,041,107
Eating Disorder Service 44,913
CrYAf& I[YyR 2Knyl dz 85,315
Forensic Mental Health Services 1,103,396
Y I dzLJ bdl Memtap Health and Addiction Services 735,294
Mental Health and Addiction Other 102,405
Pacific Mental Health and Addiction Services -

Perinatal Mental Health Services 73,329
Primary Mental Health 346,959
Senvces providing Consumer Leadership 47,268
Services to promote resilience, recovery and connectedness 2,578,492
Youth Forensic Mental Health Service 34,299
Grand Total $12,524,776

[ FNBSt&s 2 AN NI LI Q& n 48percent of thipdpldatidn Heing /18 graryaidA & (i &

52.4percent are between 184 years and 212 percent are 65+ yearslhereis an inequity of funding

between CAMHS, adUity R 2 f RSNJ LIS2 L)X SQ&

YSyialrt KSFftGK FyR

The prevalence of serious mental healtidéor addiction problemdor the group aged 65+ yeais1.1%
who met criteria for serious disordes. Children, youth an@ f R S NJ hih&llhiathand addiction
serviceneeds further investmentindareas of adult mental healtvould benefit fromreprioritisation of

resources in some community services.

Table7: Total Wairarapa Populationby Age Group

Total
Population
Population Youth 0-18 yrs| Adult 19-64 yrs| Older Person 2018/2019
Population # 11,200.00 23,715.00 9,115.00 44,030.00
Population % 25.449 53.869 20.709 100.009

Totalbudgetedfunding2018/2019for mental health and addictiotreatment and therapy byService

Clusterby population groups outlined in Tabl&ght.

39 Te Rau Hinengaro, Ministry of Health, 2006, p.31.
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Table8: TotalWairarapa DHBEunding for PopulationGroupby Service Cluste2018/2019

Older Person All Total 2018/19
Service Cluster by Population Age Youth 0-18 yrs|Adult 19-64 yrg 65+ Population| IDF Funding
Acute and Inpatient Services 181,972 1,520,065 630,304 - 2,332,341
Community-based clinical treatment and therapy servicgs 1,699,741 2,341,366 - - 4,041,107
Services to promote resilience, recovery and connectedpess 36,200 2,542,292 - - 2,578,492
Addiction - 999,350 - - 999,350
ChYAt& FyR 2Knpyl dz - - - 85,315 85,315
Yl dzZLJk LI an 2N - 735,294 - - 735,294
Pacific
Asian migrant and refugee services - - - - -
Eating Disorder Service 17,303 27,611 - - 44,913
Services providing Consumer Leadership - 47,268 - - 47,268
Mental Health of Older People - - 309 - 309
Perinatal Mental Health Services - - - 73,329 73,329
Mental Health Other 9,288 71,300 - 21,816 102,405
Primary Mental Health 70,996 275,963 - - 346,959
Forensic Youth 34,299 - - - 34,299
Forensic Adult - 1,103,396 - - 1,103,396
Total Funding 2,049,799 9,663,906 630,612 180,460 12,524,776
Funding % by Age 16.49 77.29 5.0% 1.4% 1009

The population by age shows:

1 Although a quarter of the population are < 18 years, funding for this age graptieximatelyl6.4
percent of the total funding.

1 There isa digproportionate distribution ofunding for alult community supporto the population
group 1964 years at 77.2 percent of the funding.

1 Wairarapa DHB has a higher than national average of older peopl& &bercent with limited
resourcing abnly 5.0 percent.

f Children, youth an@ f RS NJ mh&llhkaihend addiction services require appropriate level of
fundingwith areas of adult mental health bendfig from reprioritisation of resources in some
community services.

The population by tnicity shows:

1 Mnori population in the Wairarapa is 17.2 percent. 43.10 percent oMineri population are < 18
years old, 49.50 percent are between-@9 years and 7.40 percent are 65+ years.

1  The Pacific population is 2p@rcent of the total populatin. Within the 2percent, 43.60 percent are
less than 18 years old.

9 Asian population numbers are similar to Pacific population at 2.70 percent with the largest number
at 63.4 percent between 164 years.

f £t ahOGKSNE LI Lz | (A 200, 54.605ercent drehethieNINSgaisard My & !
24.50percent are 65+ years.
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Table9: TotalPopulation by Age and Ethnicity

Total Population
Ethnicity Youth 0-18 yrs | Adult 19-64 yrs| Older Person 2018/2019
an2NRA 3,310 3,730 540 7,580
an2NRA t 2 LIz I G A 2 4B.7% 49.29 7.19% 17.229
Pacific 395 450 45 890
Pacific Population % 44.49 50.69 5.1% 2.02%
Asian 315 755 120 1,190
Asian Population % 26.59 63.49 10.19 2.70%
Other 7,180 18,780 8,410 34,370
Other Population % 20.99 54.69 24.59 78.069
Total Population Group 11,200 23,715 9,115 44,030
Total Ppopulation % 25.449 53.869 20.709 100.009

5.2 Servicdnvestment

The types of mental health and addiction servigésirarapadelivers (or funds other providers to deliver)

are summarised in this section. Some specialist and high cost services are provided by other District Health
Boards as these are not clinically or financially feasible to provide at a local logédieamsic and

residential rehabilitation and extended reg however, these services are available to the districte

population.

The array oWairarapacommunity mental healttand addictiorservices vary depending on whisérvice
isprovided. It refers to a system of care in which thervice usecommunity, not a specific facility such as
an acute inpatient unitis the primary provider of care for people with a mergatl/or addiction issues
The mental health and addiction services currently available to Wairarapa population by sarsieeack
outlined below.

Acute and Inpatient Response

Acute inpatient and acuterisis respite alternativeareis provided fopeople in the acute stage of mental
illness, who are in need of a period of close observation and/or intensive investigation, support and / or
intervention, where this is unable to be safely provided within a community setting.

The Wairarapa DHB Community Mental Health Team (CMHT) act as the point of entry for all individuals
being referred into adult and child/youth mental health services.

Wairarapa grvices for acute inpatient response are includ®t(2) bedgor 730 bed nightsprovided to

Wairarapa DHB Populatiang | dzi G =+ f f S& 5TwAQadedvi a fekfor SdBricd K dzNXz 0
arrangement Other urgent aute inpatient responseesvices are provided by five (5) District Health

Boards: Auckland, Capital and Coast, Hutt VailkgCentral DHBnd Whanganui DHRusone (1) NGO:
Bizcomvia IDF arrangement

Theacute inpatientservices are complemented by Community Mental Health TeamspDaity Alcohol

ayR 5NHzZA { SNBAOSaz LYyFlyilix /KAfRZI ! R2fSa0Syid FyR |
ServicesMaternalMental Health, Forensic Liaison and Prison Services, Specialist Eating Disorders Services,
and Methadone Treatment.

Acute AlternativeRespite Service

Acute crisis respitas anoption for people who would otherwise require admission to acute inpatient
mental health services or who need a period of support to maintain or prevent deterioration of their
mental health status Overall,acutecrisis respite arvices are expected to reduce the number of
emergency department presentations and/or acute hospital admissions.
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Acute crisisalternatives to inpatient care are available to Wairarapa population for people who are in
crisis. Currenglthe mental health crisis respite servisedelivered in a dedicated six (6) begfvicein
Wairarapa hospitabased ward.It is operated 24 hours/7 days per weakd includedive (5) beds for
adult CMHT andne (1) crisis respite beds for children, @dscent and youth delivered by CAMHS

Note: The Wairarapa acute crisis respite service (adult and youth) is funded by clinical FTE and is not
included in thetotal for the Acute and Inpatient Service Clusteather,isincluded in theCommunity
based Ghical Treatment and Therapy Serv{crister.

Community-based Clinical Treatment and Therapy Service

Communitybased Clinical Treatment and Therapy Servicesgideclinical geciality or longeterm
treatment services The bulk of clinically relevant s@es for child and youth and adults are
predominantly mental health nursepsychiatrists, clinical psychologists and other skilled workforce.

Serviceneed andaccess for adults over 65 years is relatively complicated by a rangeootuaing

physicalnd cognitive conditionslhe evidence for beneficial impact interventions such as talking

therapies for the elderly is strong. Dementia is predicted to become the largest single resource use area in
the health sector. Evidence also indicates that appnately 40% of elderly acute medical bed usage

relates to depression forming the largest single driver of total USage

Services are provided by two (2) District Health Boards: Capital and Coas#adapaDHB plushree
(30 b CCknf2a HealthEmergeAotearoaand Mental Health Solutions hiited (Pathways Health
Limited).

Services toPromote Resilience,Recovery andConnectedness

The povision ofservices to promote resilience, recovery and connectedness. The goal of these services is
to keep people kalthy and out of hospital and improve mental health outcomes. At the service level,
these services build community resilience and wellbeing as part of a whole-oblifese approach, whole

of government and whole of community approach to mental headiid importantly also to wellbeing

The workforce are predominantly nealinical mental health community Support workers.

These srvices are provided byairarapa andHutt Valley DHR @ndtwo (2) b D h: KiAg Street Artworks
andMental Health Solutionkimited (Pathways Health Limite8Specific services in this cluster include:
T Community mobilesupport rviceg services are delivered Monday to Friday 8:30am top 4:30pm.

1 Enhanced community support servigelelivered 7 days a week from 7am to 10pm. Beivice is
more intensive support focused on living independently in the community and included medication
management/supervision.

1 Mental Health residential servicesResidential services are provided 7 days a week
1 Day Activity and Living Skills Senfisdult and Youth)
1 Infant, Child, Adolescent and Youth Package of Care (Wrap Around)

Community Support Service

Community Support is a key service is supporting people with mental iliness to live well in the community.
The services are provided predominbniby nonrclinical workers that da range of support work such as
assistance with household activities

) yRSNE2YZ 5FGAR SG td wnnpd a¢KS ySSR G2 GFO1tS F3S RAAONXK
41Blueprint Il Improving mental health and wellbeing for all Némalanders (page 16)
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These activities includeooking and cleaning; supporting access to commudatyactivities and events;
and accompanying consumers to appointments. avith Work & Income or health services. Helbrased
support service coordination and residential coordination services are also incorporated into the
Community support services.

Housing and Recovery Service

The housing and recovery support servicesfargeople who experience mental health disorders, and
who would respond positively to a housing and recovery environment and actively agree to access this
type of service. Staff sleep overnight on the premises but are available to respond if requirgzeople

who experience mental health disorders with higher levels of acuity withd#t support, are provided by
appropriately trained and qualified support workers and access to clinical staff are required to meet
individual needs.

Wairarapahaseight (8) housing and recovery residential beds 20820beddays) both awake staff and
responsive staff, supporting its population 1:5,003 It is important to note that the services is funded on
a nonclinical FTE basis not on an occupied bed day Mterarapahas a considerably lower number of
residential beds per head of population in relation to Capital and CoastOEIBHB The optimal level of
housing and recovery beds for CCDHB (excluding long term deinstitutionalised clients) hasdussted

at 110 or 1:2,891 people. This suggests an optimal level of residential bedgii@rapapopulation

should bel5.5beds or5,657.5bed days.

Addiction Service

TheAlcohol and Other Drug @D continuum of care includes treatment and support options afyireg
intensity provided in various settings and utilising a range of treatment and support modalities and
includes a continuum of care which operates as an integrated whole with linkages to other services or
agencies.

Service usey move between communitgnd residential settings, with all services providing support that is
mutuallystrengtheningi 2 G KS LISNA2Yy Qa NBO2@SNE LINROSaao® t S2 L
generally require a more intensive response.

The importance of partnership betweesevice userand treatment provider is underscored. The best

outcomes are achieved when treatment options are availaddeyice uses are well informed about

options and their goals and choices are respect¢dii N2y 3 Fl YAt & YR 6Knyldz 02y
2T NBO2OJSNESX (GKSNBF2NBE FlLYAfE& YR gKnyldz Ay@2ft @Sy

Addiction Supported Accommodation Service

Wairarapahasfour (4) addictionsupported residential beds (or825 beddaysavailable for its population
Set up for addiction support, this service includes social detox residential sandpdanned respite
includingenhanced community supposervice usesfrom time to time

While service uses are supported bgtaff and can attend other outside programmes, they are
independent in the majority of their daily activities. The duration of stay depends varies depending on
their need.

Community addiction service for adults and youth

These services are delivered®¥TE (two 0.50 FTE for youth and four for gduit a team leader for

both population groups. There is one registered withdraw management clinical FTE who works within a
tight scope related to detox cases. The services are delivered Monday to FBGayn8o 5.00pm.

Service usey can be seen outside of these hours in exceptional c&sgsprogrammeare also provided.

Referrals are viaelfreferra> ¥l YAf ASaX Dt Qa aoOKz22fax SYLX2esSSa I
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Opioid Substitution Treatmet Service (OST)Methadone programme

This service is delivered by three (3) clinical BETeam Leader and 0.4 FTénidr MedicalCOfficer (GP) It
is felt that additionamedicalandclinical presencen site within the Wairarapa DHBovider Arm would
increasethe provision of treatment for OSService uses and other drug related issues.

Other national changes to consider when developivgirarapa DHRddiction services are:
Substance Addiction Compulsory Assessment and Treatment (SACAT) Act (2017)

The Substance Addiction Compulsory Assessment and Treatment Act (2017) states that compulsory status
will generally be for a maximum of eight weeks but may be extended for a further eight weeks for people

with suspected brain injury. The Act requires thevelopment of flexible treatment options, including
LINEGAAAZ2Y F2NJ YIYyFr3ASR gAGKRNI gl f GNBFGYSYyd Fa Of 2
includes provisions for new roles and systems that to be developed or formally assigned within the secto

An implication foWairarapa DHEs consideration of the infrastructure and workable pathways which have
been developed for this client group. This will require appropriate treatment settings being available to
stabilise and treat those who are subj¢o the Act, such as an inpatient or residential managed
withdrawal facility and appropriate residential treatment options.

Proposed devolution of methamphetamine withdrawal management funding

The Ministry of Health has indicated that for residential nettiphetamine withdrawal management will
be devolved to DHBs (currently managed nationally). This funding will be applied to support all adults
requiring withdrawal management (rather than being limited to those with methamphetamine related
issues) in oneramore of the following ways:

T  To support existing social managed withdrawal service provision and/or pathways

1 As part of any renodelling of withdrawal management care Review of Addiction and Other Drug
(AOD) Services November 2016.

1 To assist DHBs to rempd to updated compulsory addiction assessment and treatment legislation
anticipated to be introduced in the near future.
Devolved funds are likely to be-a#located on the basis of identified need rather than necessarily at the
current level of fundingo the region or population share. There may be opportunity for\tth@irarapa
DHBto access some of this resource.

{ SNAOSa | NBE LINPOARSR 0@ anilfaNieSBay RHS affld (5 QB Qatet LIA O | €
NZ,Mental Health Solutions (Pathwalktealth Ltd)Nova Tust Board, Odyssey House Trust ding
Salvation Army New Zealand.

YIFdzLJ LI an2NR aSydrt 1 SIHftdK FyR ! RRAOGA2Y { SNBAOS

TheY I dzLJF LI an2NR aSyidlt | &dthoseKl dzyIRLI RRA DA 2 ¥ LIE SNDR .
health and addictin services that have been specifically developed and are delivered by providers who
ARSYUATFE A4 anz2NAo

Providers of these services miag within a District Health Board (DHB) Provider Arm, a community or iwi
organisation, and maybe be accountable tolldc = ¢ Kny |l dzZ KIFLInXZ AgAZ dnm2NRA O
the main, the CMHand CAMH& S NI A OS & liutaNEAG grovideg asiich.

Wairarapa funds one (1) NGO: Te Haoura Runanga O Wairarapa to pravidelaLJ LJ-sendca 2 NJA
Ay 02 N1J2 NIbéliafs/aAd uadergtahdlingShe services NS RSt AJSNBR & F LINR3IN
an2NAX FT2NJ an2NRé YSFEYyAy3d aSNOAOSa aLISOAFAOILIffte &

WairarapaDHBMHA Service Reviewinal Draft Repor2018 43| Page



Pacific Mental Health and Addiction

The findings fronTe Rau Hinengarm@soshow that Pacific peoples carry a higher burden of mental iliness
GKFY GKS 3ISYySNIf LRLMAFGA2Yy ® ¢tKS LINPFAES Ay NBE
complex, with compounding risk and protective factors that are different from oslenic groups. Access

rates to services are low compared to need, particularly for Pacific children and adolescents.

When Pacific peoples do access services, evidence shows it tends to be a later presentation, at the more
severe end of the continuufh Satus and setting are important to help address engagement issues.

Service approaches such as home visits, face to face, and the identification of the key person in the family,
who is recognised as the decision maker are critical.

Wairarapa DHB currentidoes not specifically fund therovision of Pacific Mental Health and Addiction
Servicedor population although Wairarapa Pacific population makes up 2 percent of its populdtiohe
main, the CMHBnd CAMHServices targePacificbut are not prouviled assuch.

CFrYAt@ YR 2Knyl dz

The Wairarapa DHB fusimited resources fothe provisiy/y 2 F CF YAt & FyR 2 Knyl dz { S
barriersforf YA £ & | ywhowisK tohelindalved in assisting the recovery of their family member
andareoftents F2dzy RFGA2y F2N) G§KS SyKIyOSYSyid 2F (GKS LIS
identity.

¢CKS FlLYAfe&k gKnyldz &SNBAOS LINPOPARSE 620K I OOSaaAro
YR @gKnyldz G2 F00Saa (0KKSS AKNS fTLD YOAKE S28  YHBEdEaiRsthaCRs vicd R @ F20N
funding is limited, he service includes; information, education, advocacy, training and support. The
ASNIBAOS FT2NJ FILYAf&@ YR gKnyldz NEO23ayAasS ItghR odzf R
and affirm their experience of supporting someone with a mental iliness or addiction.

Supporting Families Wairaragal YAt & YR 2.Knyl dz { SNIWAOSaA
Asian migrant and refugee services

Theservice provides a holistic approach to mental health and adifiaggsues, from initial engagement,
assessment, and treatment through to dischardgesian, Migrant and Refugee people are defined as:

w Asian People originating in the Asian continent, east of and including Afghanistan and south of and
including Chindased onStatistics NZ Asian ethnicity categories.

w Migranty aA3ANF yiGa 2N WAYYAINIryGaQ +FNB LIS2LX S GKI G
Zealand.

w Refugee People from a refugee background arrive in NZ under one of three categories. (Each year

around 750 people enter NZ under the UNHCR quota system, 300 enter with family reunification
migration status and a further group of varying size enter as asylum seekers.)

Wairarapa DHB currently does not specifically fund the provisidsiahmigrant and réugee services.

42 BluePrint Il et.al.; page 17
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Eating Disorder Service

Wairarapa DHB fundbe provisionfor Eating Disorder Service. This service is provided by HVDHB Provider
Arm as a Central Region Service.

As outlined irFuture Directions for Eating Disorders Services inZ¢aland?, the eating disorders service
provides:

w Seamless service delivery across primary, secondary and tertiary settings, sivaigdrd
transitions between services, continuity of care and appropriate discharge planning
Effective early identificatioand treatment

A range of services and a medisciplinary approach to care

€ € ¢

Enableservice uses to actively participate in the planning of their own recovery
w Supportservice uses as close to their home as possible
Services providing Consumer Leadeifs

Service Userare the past, the present and the future Wfairarapa DHB Mental Health aAdidiction
services. To ensurgervice useand familyg K n yphrtizpation in the development and quality
improvement of service delivery; I y & 5 | .AQuit @riclin@SAdvisors, Youth Advisors, and Family
Advisors based itheir Provider Arm secondary services.

TheAdvisor roles are part of service leadership advising management and do not provide individual
advocacy or supportWairarapa DHB does not fund Adwisolesin its Provider Arm.

2 | A N} NI LI BriicespeovidihgzyoRsimedLeadership. The service place emphasis on the value
of the lived experience and expertise of people with experience of mental illness or addiction and provide
Advocacybasedon the concepts of mutual support and the importance of shared experience.

Theservice is provided b®asis Network Inc.
Mental Health of Older People

The mental health of older person servisea multidisciplinary Specialist service for older peogiel
excluding psychogeriatrityairarapa DHB | & ¢ A (0 K 2 Uafe 8ntedi the Mehtal HéaltizyoR &
Older People service cluster. This service cluster insk@lwices that provide a holistic approach to
meeting the complex health and social ntal health and addiction needs of older people, from initial
engagement, assessment, and treatment through to transition and discharge.

OlderPeople pathway of care

LG KIFIad 06S02YS S@OARSYy(G GKIFIG Ay 2NRSN G2sowé&SiG GKS R
people with complex physical and mental health issue, there is a need to change the way in which mental
KSFf 0K YR IRRAOGAZ2Y &aSNBAOSA N5 RSt ADSNBRO® 550
alternative to hospital admission drwhich supports an early intervention approach is crucial to stemming

the flow of admissions to hospital. This would include the development of new assessment pathway that
meets the particular needs of older people with mental health and addiction isghie$ is essential to

help prevent admission and promote early discharge.

Cdzy RAy3d AyOfdzRSa !'f1 KSAYSNDa {

2 wS3IA2yl+f 5S8Y
YR b2NIKSNYy wSaizylt 1ftAly0OSQ

ue
SYGiNrt wS3IAZ2YI§

43 Ministry of Health Future Directions for Eating Disorders Services in New Zg210®)

WairarapaDHBMHA Service Reviewinal Draft Repor2018 45| Page



Perinatal Mental Health Services

ThePerinatal Mental Health Servicesprovidedio Wairarapa DHBy Capital and Coast DHBpast of a
Central Region Servicdhe Service covers pregnancy and the first postnatal year. This focus allows for
greater recogriion of the profound effects that parental mental illness can have on the foetus, infant and
toddler.

PrimaryCare Mental Health Services

Primary care is a critical component of health systems and population mental health improvement, with
social goals asiuch as clinical service goals. In recent years, the role of primary care in mental health care
has been enhanced by the provision of dedicated funding including Primary Mental (radlth)

In 2003, the Ministry of Health obtained funding for specifiovision for primary mental health care.

Prior to this funding for mental health and iliness had been directed at those with severe and enduring
illnesses, nominally 3% of the population. The target population for the new PMH initiatives was those
GAGKERYXY2RSNI 0SQ YSyidltf RAA2NRSNEBEI | y2YAYylFf wmms

2 | A NJ Ndmbdy eatal health care is an integral part of services delivered by primary care teams.
Services encompasses health promotion, prevention, early interventiahtraatment for mental health

and/or addiction issues. Access to primary mental healthritietions are funded for specific population
ANRdzLJA A PSP GKS SyNRffSR LRLJA I (A Aypaf&haFdhaiyd 2y a
Wairarapa modeltwo Primary Card/lental health clinician rolesere set up (10 FTE funded by Compass

Heath and 10 FTEestablished in WairarapgHB AdulCMHT

The expected outcome is increased access to psychological and psychosocial interventions fofrtblese at
groups. Youth primary mental health services is available to all youth in the 12/&at8ge group
(regardless of PHO enrolment) who require such a service. The expected outcomes are to enable early
identification of developing mental health and/or addiction issues and better access to timely and
appropriate treatment and follow up.

Mental Hedth Other

Thed h G KSNJ aSy il téaré dienflinked tofotBeNggnvica Slivery models to cover the costs for
flexible funding for mental health services in addition to specific services with a unit of measure client,
available bed day, occupied thelay or FTE and/or cover service development projects.

Cdzy RAy3 AyOfdzRSa YSydlf KSIFfGK &adzh OARS LINBGSyYyidAz2y
Emerge Aotearoa, Oasis Netwdric, Presbyterian Support Northern and The Salvation Army New Zealand
deliver these services.

Adult and Youth Forensic Mental Health Community Service

TheForensic &rvices are manageuiationallyas a top sliced funding pool. In previous years only, Inpatient
Forensic services were top sliced. From 2013/14 the Forensklitaphas included funding for inpatient,
outpatient and community Forensic services. This covers services provided [Rr@fter N Q& | y R
NGOs. There are no Inter District Flows for Forensic services for:

w Youth forensic services are specialist mehtdlth and addiction services.

w Adult Service is facility centred with a range of outreach services delivered in prisons, courts,
community based and horAeased settings, delivering safe, recovery focused, culturally responsive
specialist forensic mentaldalth care
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Other Community Services

There are a number of community providers that do not receive mental health funding directly from
WairarapaDHB but receive health funding through stintracting arrangements with mental health
providers. Such seras include: talking therapies, counselling, advocacy and peer support, education and
information, respite care, family and community support services to individuals, their families, friends and
the community at large.

Other providers; excluding healtitommunity service groupsmay access funding from: Ministry of
Justice, Ministry of Social Development, Local Government, and Department of Internal Affairs, Lotteries
Grants Board, the Hillary Commission, Philanthropic Trusts or private sponsors/d@natio

Refer to AppendiXhreefor detailsof Provides service byserviceCluster

5.3 Inter District Flow Outflow

Inter District Flow (IDF§rrangement i.e. servicesetivered by either a out of districtDHB or NG@ndon
behalf ofWairarapapopulation arebased on contract information, local knowledge, PRIMD data or data
held in hospital patient management systems. There is no agreed methodology for theEsgutdDHB
groupmakes their own decisions on how best to split these contracts.

2 1 A NJ NJ IDIFs (Imtedistici flows) and associated funding arrangements ensure the DHB manages
inflows and outflows as effectively as possible given their populations needs.

The review oiWairarapa DHBundingdid not includeits IDF INFLOW funding
Non IDFservices aralelivered at a local level Biyairarapa DHB N2 @A RSNJ | N 2NJ f 20+ f |

IDF- DHBs Provider Arm

Mental health and addiction services are provided by 96 of districtDHBdProvider ArmAuckland
District Health BoardGapital & CoasDHB Hutt Valley District Health BoartMidCentral District Health
Board Northem Regional Alliancand Whanganui District Health Board

IDF- Non Government Organisation (NGO)

Mental health and addiction services are providedabyumber ofother out ofdistrict ND h Q &
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6.0 ServiceOpportunities

This section outlines thosservice opportunitieselating primarily to servicgaps and/or improving models
of care.lt isunderstood that it will take significant time and dedicated resources to implement the
opportunitiesidentified by this review

6.1 ServiceChange

Many areas of the Wairarapa mental health and addiction services benefit from the positive collaboration
and working relationships that exist between the Wairarapa DHB and its proideese areas tad to

enable a positive environment in which discussions about sercarede supported. However, there are

still too many areas where services are not resourced to improve services for the service user and their
TFIYAt ko Knyl dzo

It is difficult to quantifythe levels of unmet neeébr the Wairarapa populatioms there is ol limited data
available Neverthelessthe review has found that theystemO | yaQiiiis now, preverthe numbersof
peoplewho need the services froincreasingNewthinking and new organisation around mentadalth
and addiction service deliveryrisquired.

Central to the way mentdiealthand addiction servicedeliver caren the futureis a reorganisation of
support services to thpeople using the servicsgo that the way in which interactions occane focussed
on the individual in need, nain the priorities of the servicdeliverenas.

The reviewrevealsthe current service configuratioassub-optimal, meaningthat it is not always possible
for WairarapaDHBand its providergo deliver care in line with an evidence basggproach. The serices
currently consists of a number of professionstiff groups, some of whom appear to have limited formal
interaction with one another Anumber of adhoc arrangementarein place with stafind providers
providing good services bthese are often ot properly integrated within the widecontinuum of care

The Life Course of lliness Mottadlerived from the Blueprint Il and Rising to the Challenge provides
guidance on how the DHB might meet the future needs of its population based on a steady naye aw
from institutionalisation and in recent years focusing on:

1 Care thatis close to home and famgyK n y &ndXeeping the person connected to their
communities

1  Focusing on a recovery philosophy where the person is able to build resilience

1 The person and familg/ K n yirvalzement in treatment planning and decisions

1 Recovery environments that is comfobla, therapeutic and safe for the person using the service.
I 1Se8 202S0GAG®S FT2NJIFLff 51 .Qa A& aeadasSy AyaSaNt Ga
are well integrated provide a sustainable system where people receive services faighhperson, at
the right time and in the right place.

To improve mental health and addition outcomes $ervice uses and their familyg K n y'Waiarapa

DHBwill need to be more innovative in the range of interventions it offers. Improvement in addiction
services is reliant on substantial changes to improving access, however, this must be balanced against the
rising demand for mental héth services which is also rising across the whole spectrum of Gée.

Wairarapa DHBill need to balance competing and conflicting priorities for investment for people who
desperately require both service types.

44 https://www.platform.org.nz/uploads/files/orirack-knowingwherewe-are-going(1).pdf(p 9)
45 Ministry of HealthBlueprint Il: Improving mental health and wellbeing for all New Zealarddmsv things need to hep 14
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Opportunities exist fofunding to beprioritised and madevailable to help local areas develop new
approaches tdahe delivery ofmental healthand addictiongnsuring that services are better connected
with physical health care and othbealthservices.

Workforce shortages in some mentadddth and addictiorprofessionsieed tobe addressed. Theilisalso
aneed to investment in training and education aimed at giving GPs, nurses and other staff in all parts of
the continuum of carethe skills to help people with mental healéimd addictiorissuesenjoy the same

care and outcomes as anyone else

For each of the ten key Themes, Stakeholders at the Closing of the Loop Hui (29 March 2018) were asked
to prioritise opportunitiesfor service changaspart of thisreview. The priority servicepportunitiesare
an essential starting poirfbut not limited to):

1
1

|l

Develop a Referral Pathway and access criteriadoondary mental health and addiction services.

Establistrrisis respite bedfor specific populations, including the yourtlge older persm and those
with particularly complex conditiorsuch as Coexisting Problems. Services to be provided in the
community rather than on the hospital grounds.

Acute Rickage of Care (APOC) available farperson which is delivered in theiwn homerather
thangoing into crisis respitecility.

Providing additional resourcing and enhancing access to peer sup@lservice areas including
crisis respiteservices.

Enhance the response for peopeer 65 yearsvith mental health issues. Opportunitiesfiind a
service with support workers who have a special interest in working with over 65 population
including day programmes.

Modify the provision of supported residential services to best fit demand including high and complex
people under 65 years. This uld mean increasing the number of housing and recovery beds.

9adGlFoftAaK | YdzZ GAOdzZ GdzNI £ aSydalrft 1SFfEGK yR ! R
Enhance response for Addiction services. This includes:
0 Respite (Step up and step down) Residential

o EstablisiProvider Arnclinical support teservice uses for Opioid Substitution Treatment (OST)
and addiction treatment services

Establish additionahddiction Supported Accommodation

Addiction Packages of Care (APOC)

Addiction Peers Support Service

Youth AOD COEXISTING Rrobl(CEP)

Youth AOMulti Systemic Therapy Service

Local options for youth intensive addiction treatment and follow up

O O O O o o

o Develop a crossector approach or communiyide strategy for Methamphetamine use.
NASC. Mental Health and Addiction NASC coordinafigervices impacts on housing and other social
AaadSa NBEFGSR G2 | LBNR2yQ&a YSydlf KSIfGK FyR |
Outreach models to support and address long term mental health and addiction issues, homelessness
etc.
Youth: There is a section of lostyouh2 K2 NIi 2 F @dzf ySNI 6t S &2dzi Ko ¢ K¢

primary level support particularly under 12 year olds. Overallghglimited community services
available to youth
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91 Day activity: Create more safe places for socialising and activity basetureacross the
geographical spread of Wairarapa particularly in South Wairarapa.

1 Employment Support (Individual Placement and Supguf)ported employment etc. dérsity of
services and options

1 Greater availability of marabased programmet meetthe needs ok n 2 NJA

1 Development of a subegional Work Force Development Plan (including addressing the lack of
jdzZ f AFASR an2NRA YSyidlft KSIfOGiK LINRPFSaarAz2ylfao

1 Amulti-disciplinary approach to tackle mental hea#thd addictionssues in schoals

 Increased preventonanf NI @ Ay GSNBSyiGAz2y aSNBAOSa FT2N) OKAfF
particularly intergenerational issues such as addiction or family violence.

1 Address discrimination and to enaldervice uses to gain support, protection and redress if they are
discriminated agairts

f Develop information and educaticservicesappropriate tothe service usex G KSANJ T YA @ K & K
the conmunity at large is a priority including out of houwguality of information provided to families.

91 Improveclinical governancprotocols and standardised processes.

6.1.1 Service Schedule

The review found severabpportunities for changeThese includgaps inthe range of services fgriority
population groupsyouth and older peopl&vho are severely affected by mental ilines®d oraddiction
issues improvingoverallunderstanding o n 2mMllels of mental health and wellbeing; and ensuring
primary health caresskilledin recognising early signs of mental iliness and addictisumes

Feedbackdentified the lack of standardised models of care across the sector contiimiplace b deliver
Value for Money (VfMin practice interpreted as improved quality and performanceméntal health and
addictionservicg. The service schedulgpraises the issues identified bye reviewand identifies
opportunitiesthat are potentially feaible for resolution/mitigationfor closing service gagnd mproving
models of careelating specifically talevelopment andmplementationof more operational elements

Thesearethoseprojectsthat can be undertaken to improve models of caross aontinuum of care i.e.
manyoperational opportunities are systemide acros$oth the MHAID3DHB subsegional space and/or
at a local levelor all population groupsdosing Service Gaps are scheduled over a two year period and
ImprovingModels of @retaking longerpver three year periodThe Service Schedutritlines
opportunitiesin the following service clusters:

Increase access to community mental health and addiction treatment

Community services for young people and their families@idn y | dz

l RRNB&da O02YYdzyAd.e aSNBAOSa FT2NJ an2NR

Addiction service continuum

Workforce

Integration and Collaboration

Prevention andzarly Intervention

Health Information and Education

Quiality, Process and Procedures

= =4 =4 =4 =4 4 -4 4 4 =4

Qollaborative LeadershiprGup.

Refe to Appendix-our. ServiceScheduleon details ofservicegaps andmproving models of care
opportunities
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7.0 Methodology and Scope

7.1 Methodology

The reviewWorking Groupmembership comprisedf:

1 Nigel Broont, Executive Leader, Planning and Performai@eair). Planning and Performance leads
the delivery of Wairara@5 | . Qa | yhiyigihdtbudgding infludingorecasts and reviews,
ongoing performance monitoring, reporting, analysis and financial modelling of emerging business
opportunities.

1 Dr Nichdas PascoePsychiatrist with Wairarapa DHB specialist mental health service.

1 Waka SabaManager for the MHAIDS Operations Centre (Te Haika) & Kaihautu (Adviaon f8rNJA
Waka is member of the MHAIDS 3DHB; Leadership Board, Clinical Governanc&Gatityp,Patient
Safety Group and the Kaumatua Kaunihera.

9 Clarissa BroderickTeam Leader of the Addiction Service for the last 13 years and is currently
seconded to the role of Associate Operations Manager for the Adult Community Mental Health and
Addictions, MHAIDS 3DHB.

1 Jayne CoombesOperations Manager for Adult Community Mental Health and Addictions Teams
(CMHT). Manager for a team of different health professionals and support workers which provides
assessment, treatment and support for peopletwibental iliness, MHAIDS 3DHB.

1 Helen MitcheHShandg Quality assurance and improvement (QA/I) systems and Project Coordinator
for Mental Health and Addiction, MHAIDS 3DHB.

 JasonKerehi9 ES Odzii A @S [ S{WirampaDNBi froth i 5 afieKsix ygas CEO of
wlky3aAadnyS 2 2 ANINF LI P an2NR |1 SFHfGK 5ANBOG2NI G
an2NAR | SIfdK 3AFAYy FONRaa tNAYFENE FyR {SO2yRI NE
1 Holly Coombesg ClinicalPsychologistWairarapa Child Adolescent Mental Health Servicé/ME3)

1 Pete Critchley MemberWairarapaMental Health and Addiction Consumer Network and Leadership
Group

Thereview has been undertakethrough a mix of methods includiregdesktopreview of literature, data
collection and considerable stakeholder engagat. In the undertakingthe review considered the
following:

1 Assessment of curremlental Healthand Addiction Serviceneeds ofthe Wairarapa population
includingthe needs of the person using the services and their familygaidn y Ftdg include
identifying challenges to current services, whatscurrently working well and whawvasnot working
well.

9 Service stocktake and profiling to establish an accurate view of all civiental Healthand Addiction
Services available tpeople domiciled in Wairarapa DHB district

1 Review of currenMental Health and Addiction services available and the extent to which they provide
value for money, their alignment with health priorities and how the services could be improved.
Identify oppatunities to improve value for money.

1 Identify opportunitiesfor proposed changes to future mental health & addiction serviodse
provided to the Wairarapa population
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Literature and document resources

Thisdraft report drew on a number of source$ imformation, the majority of which emerged from the
engagemenprocess. Otheinformation was gathered from a range of written resources. The review
included a desltop analysis that comprised:

1 Scanning relevant strategy, policy and planning documedestified byWairarapa DHBor the
purposes of the review.

T PNE2 @A RS NIeéntal®idaiiNaBdyAddictionontracts (or specifications) feervices andill related
Inter District Flow Servicéé

1 Service utilisation data for the period 1 July @130 June 2017 for alWairarapa DHPublically
funded Mental Health and Addiction services (inclusive of IDF services) was collated and analysed.

7.2 Scope

In Scope

For the purposes of theeview,Wairarapa DHBcluded all Wairarapa based Mental Health and Addiatio
services and programmes delivered by the DHB Provider Armgiieernment Organisations (NGO),
Primary Mental Health and any services provided by other DHBs. Specificalgyidve includel:

1 Provider Arm Services (Child, Adolescent Mental Healthc@gf@ AMHS) Adult Community Mental
Health) and Crisis Respite Service.

Wairarapa DHBunded NonrGovernment Organisation (NGO) Services.

All services provided t@/airarapa DHBomiciled population via Inter District Flows (IDF).
Primary Mental Health (Genal Practice).

Any other Ministry of Health funded Mental Health & Addiction Services i.e. Single Point of Entry for
Community Based Offenders.

= =4 =4 =4

Out of scope

This review focuses soledy Wairarapa DHBental Health and Addiction Services. It does not carey
other Wairarapa DHRealth services.

7.3 Stakeholder Engagement

The Stakeholder engagement process useWMayrarapa DHEBor the review focused on undertaking a
number of stakeholdeHui and individual interviews to assist the DHB to finalise recomménd
opportunitiesfor future service delivery, scheduled for submission to the Board.

The reviewengagedvith the followingcategories obtakeholders

f NGOt NP GARSNEQ (1S@ LISNE2YYSt R8&thand® Ndligtiah SeryicRx 2 NJ Y I
1 Wairarapa DHBpersonnel involved in delivering secondary and community mental health services
(Adult and Child and Youth)

Wairarapa DHBenior personnel involved in strategy and planning activities.
anz2zNho
Consumer: 2Gervice usexin attendance

=A =4 =4 =4

Family: Fanily members in attendance

46 Inter District Flow2018_19 IDF ForecasMental Health All Regions MERGED V2.1_September 2017
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Primary andSecondargchools
Primary Car€General Practice)
Suicide Postvention Group
Emergency Department (ED)

=A =4 =4 =4 =

31 Individual interviews.

TheWairarapa DHRlentified and arranged Hui and individual interviews with stakdars for the review.
The first round of Hui and interviews were undertaken during March 20#8y 2018 with over 135
people involved in the engagement process.

Engagement with stakeholdevgs principally via face to face meetingA. set of(7) questionswere asked
to all:

What is working well?

What is not working well?

What are the gaps?

How well are the needs of tangata whaiora met?
How well are family6 K n yircldded/supported?
What are the opportunities

No ok wbdRE

Anything els@

A small number of peoplho were unable to attend either a Hui or an individual intervadso provided
feedback via emadnd inwritten submissions.

A written summary othe feedback/views wasecorded with over more than 1,700 individual responses
recorded. The $akeholderresponses were collated and analysed to provide a more detailed picture of
current service provision. This information contributedd®velopinga set of reoccurring Theme$he
review team is aware that, although this process has been reasonably conmgiedgit is not a perfect
process. Undoubtedly there are views, which have not been heard that should have been.

I a/f2aAy3d GKS [22L¥ 1dzA g1 a KSEtR i GKS /2L K2NY
approximately 95 attendees. The ten reaming themesdentified through the stakeholder engagement

process were fed back to the stakeholders with an opportunity to proaitéitionalfeedback and to
ensurefeedbackhad been captured correctly. Participants also workshopped their top three tymtes

for the future.

A list of stakeholderengaged with as part of the revigw set out in Appendikive

WairarapaDHBMHA Service Reviewinal Draft Repor2018 53| Page



8.0 Wairarapa Population

8.1 PopulationProfile

Every year thousands of New Zealanders use mental health and addiction clinical secondary $ejces.
come from all communities, age groups and ethnic groups. An increasing proportion of these people are
f Saa GKIyYy wn @S krépfesestdd i dcute sedibkl ant AgowiBgdmGmber have-drug
related/ mental illnesses.

In reviewingthe mental health and addictioservices in Wairarapd, was important to consider the
nature of the area and its peopld.heWairarapa DHBerves a population ¢f4,630people (20Z/2018
estimate)who call theWairarapahomeandincorporates Masterton, Cartesh, and South Wairarapa
(Featherston, Greytown and Martinborough).

Population by Age

2 ANF NF LI Q& LR LIz | GA2y GSYyRa G2 0SS &aAIguhireA OF yif @
additionalfunding for the older and more expensive element of thgpulation compared to the
averager.

Table10: number and percentage of Wairarapa population in age grouping

Total
Age Maori Maori Pacific Pacific Other Other [ Population| % Pop
0-18 3,330 29.79 395 3.5% 7,475 66.79 11,200 25.49
19.64 3,820 16.19 455 1.9% 19,440 82.09 23,715 53.9%
65+ 570 6.3%] 55 0.6%4 8,490 93.19 9,115 20.79
Total 7,720 17.5% 905 2.1% 35,405 80.49 44,030| 100.09

Graphl: percentage of population in each age bracket, within the DHB and nationally

B DHB population

145 —| Mational population

12% —|
10% |
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6%
455
2%
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10-12 Z0-22 20-32 50-58 TO-78 BO+
A-ge group (years)

Population (%)

47 https:/iwww.health.govt.nz/newzealandhealth-system/mydhb/wairarapadhb/populationwairarapa-dhb

WairarapaDHBMHA Service Reviewinal Draft Repor2018 54| Page



Population by Ethnicity

In 2017/2018, Wairaraf@proportion ofa n 2p¥gulationat 175 percent,slightly higher than the
national average of 16 percent.

Only 2 percent of the Wairarapapulation identifies as Pacifimuch lower than the national average at
6.5 percent 804 percent of Wairarapa population ideffiaséOthet ¢ KA OK A ad KAIKSNI GKI
average of 77.7 percent.

Graph2: percentage of population in different ethnic groups, within the DHB and nationally.

M DHB population

20% — Mational population
70% —
0% —
5096 —
“40%: —
20% —
20% —
o% — T T

Other MSori Pacific
Ethnicity

Pepulation (%)

an2NR Ll2LJzZ | GA2Y

Wairarapa has a n 2gdfulation of7,720people(or 175%population) with both a high childre& youth
population andadult population between 19 and 64 years

1 0-18 years = 3,33(br 41.1% totah n 2p¥dulation)
1 1964 years 3,82Qor 49.5% totah n 2 p@¥@ulation)
1 65+ years =57(r 7.4% totah n 2 p@édulation)

Graph3NY G SNJ 2F an2NR LR LzZ I GA2y Ay RAFFSNByYyG 38 INRdzLIA
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Pacificpopulation

2 | A NJ Racifidpépalation 0805people(or 21%)havesimilar numbers for ckdren and youth
population and the dult population between 19 and 64 years:

1 0-18 years 395(or 43.6% total Pacific population)
1 1964 yearsA55(or 50.3% total Pacific population)
1 65+ years =%(or 6.1% total Pacific population)

Graphb5 percentage of Pacific population in different ageaups

%0 Pacific Population by Age
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Wairarapa has a total h (i KpSphilEtion 0f35,405people(or 80.4%) Theadult populationagedbetween
19 and 64 years represents over 50% of the ta@there with alarge number of aging people 65 yearsd
over.
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1 0-18 years 7,475(or 20.9% total Other population)
1 1964 yearsl9440(or 54.6% total Other population)
1 65+ years 8,490(or 24.5% total Other population)

Graph6 Numberof Other population in different age groups
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Graph7 percentage of Other population in fferent age groups

% Other population by Age

9.0%
8.0%
7.0%0
6.0%0
5.0%
4.0%
3.0%
2.0%
1.0%
0.0%

Deprivation

Wairarapa has a slightly higher proportion of people in the more deprived section of the population when
compared to the nationahveragewith a higher proportion of the population in quintile 4 and a lower
proportion of the population in quintile 1.

Te Rau Hinengaro established that for the most highly deprived population (thdseilas NZDep 9 and
10) there is a higher prevalence of serious mental disorder at 6f3f population meeting criteria over
the past 12 moth period, as opposed to 4.7% thie total population of New Zealand.

Figure5 - Deprivation by quintile, 2016/17
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Source:Data provided by Ministry of Health; Sapere analysis

Graph8: Deprivation 2016/17.
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Projected Population Growth

Over the next 1§ears, the Wairarapa population is expected to grow slamitii anexpected growh
averageof 0.36 percent each year. This growth rate is below the national annual average which is 0.77
percent increase.

In the Wairarapa between 2013 and 2028, the numdiiepersons aged under 17 is forecast to increase by
211 (2.1%), and will comprise 21.4% of the total populafidre number of persons aged over 60 is
expected to increase by 4,320 (39.1%) and comprise 31.4% of the total population.

Figure6 - Average anmial population growth 2016/172026/27
1.80% - —
1.30% - —

0.80% - — National average: 0.7

0.41% 0.36%
0.30%0

Average annual population growth (202027)

| —
| —
| —
South Canterbury 4:|
 —
-
-
m

-0.20% -

Auckland
Waitemata
Counties Manukau
Canterbury
Bay of Plenty
Waikato
Northland
Capital and Coast
Taranaki
Southem
Nelson Marlborough
Lakes
Hawke's Bay
Midcentral
Hutt
Tairawhiti
Wairarapa
Whanganui
West Coast

Source:Data provided by Ministry of Health; Sapere analysis

Figurer - Growth 2016/172026/27, by ethnicity & age
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Source:Data provided by Ministry of Health; Sapere analysis
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Figure8 - Population growthon 2016/17 by age group, Hutt and Wairarapa DHB
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Source:Data provided by Ministry of Health; Sapere analysis

Population summarfor Wairarapa Local Territorie$

1 Masterton district is projected to increase by 2.6% by 2027, which represents 650 rsatents.
9 Carterton district is projected to increase by 6.8% or about 600 residents.

1 South Wairarapa district is projected to increase by 3wbichrepresents an increase of 375
residents.

Table11: Wairarapa Forecast Change between 2013 an820

Area 2013 | 2018 | 2023 2028 2033 | 2038 Total Avg.
change | annual
%
change
WairarapaTotal 42,390| 45,062 47,048 48,931| 50,718| 52,775| +12,615] +0.87

Carterton District 8,490 9,214 9,721 10,147| 10,473| 10,914 +2,945 +1.00
Council

Masterton District 24,100| 25,41 26,428 27,364| 28,425| 29,571 +6,738 +0.82
Council

South Wairarapa 9,800| 10,406 10,899 11,421| 11,820 12,290 +2,933 +0.88
District

Demand

It is expected that the number of people accessamgconfigured integrateanental health and addiction
servicewithin the Wairarapawould increase However, current data at this time does not provide
sufficient granulation to determine which local territory withime Wairarapa DHBistrict will be impacted
accurately predicting the numbers by age and ethnicity.

48 Population and household forecasts, 2013 to 2043, prepared by .id, the population experts, M#&ch 20
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9.0 Review Bicussiorand Findings

9.1 KeyThemes

From thestakeholderfeedback and discussiotie review founden themes emergeds key directions for
the future. Additional cetaild definition can be found iAppendixSeven

Table12: Key Review Thmes

Theme:Kaupapa

Definition: Whakamaramatanga

Access:.Tuwheratanga

Services is available and easily accessibéertace uses and their family and
g K n ywlittddecreased waiting times in order to avert future adverse outcor
and improve outcomes

Recovery and resiliencée
Ta Ora me Te Tu Kaha

People improve their health and wellness, live a-dekcted life and strive to
reach their full potentl.

Reducing disparities for
a n 2 N whakaore | ng
mate e panei Ki a Ngai
anz2NRA

Health services are provided for the improvement of health outcomes and
NBRdzOGA2Y 2F KSIFfGK AySldzadtAirsSa

Workforce:Kaimahi

Building the capaty and capability of the Service providers to work in
partnership with theservice uses through supporting and strengthening
knowledge, experience and expertise of health workforce.

Communication and
relationship:Te hononga
Korero me te

Whakas K n yidatdinga

Collaborative communication which supports and strengthens positive
relationships

Integration and
collaboration:Te Mabhi
yandl KA

Providing an environment that supports integration and collaborative practic
across service delivery boundariesto eNdd Wl y& R22NJ A &
mental health and addiction sector builds the capacity and capability to resy
to co-existing disorders.

Physical health and
wellbeing:Te Ora alinana
a-wairua ahinengaro

Improvingservice userccess services reqad for improving physical health
needs for overall physical, mental, and social wellbeing.

Prevention and Early
Intervention:Hei Rongoa

Preventing illness and promoting health to reduce the need for secondary o
tertiary health care

Health informationand
education:Matauranga
Hauora

t NEGARAYA KSFHEGK AYyF2NNIGAZ2Y YR
health literacy, including improving knowledge, and developing life skills wh
are available and easily accessibledovice uses and their famil andg K n y |

Quality, process and
proceduresTikanga

Accepted clinical guidelines and standards are maintained for improving hic
standards of care (clinical and natfinical), transparent responsibility and
accountability for those standards for the deliyesf care to the people who us
the mental health and addiction services, their fandiyk n y | dz
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¢KS RA&OdzaaA2Y FYR FTAYRAYIAE NBTFt SO0 (K§ NBOASs (S
literature, engagemenandthose who providedvritten feedbad. The review team is of the opinionah
the common themeslerived from stakeholders argburce informatiorsupportsthe validity of the

findings

Key theme feedback is discussed below on how well the needs of the Wairarapa population is being met in
these areas.

9.1.1 AccessTuwheratanga

Access to Services

Access to Wairarapa DHB mental health and addiction services needs attefitiosss tdreatment is

seen as siloed with aeater coordination and integration required through a shared system respohse. T
would involve primary andecondaryspecialist services collectively agreeing on how they will work
together and support one another to provide seamless, effective services for people experiencing mental
and addiction issues.

Access issues identified the review found many young people, especially those without psychosis, had
RAFFAOdzZ G& I O0O0SaaAry3d aSO2yRINE YSydalt KSFHfaGK as
a4 GKS& gSNByQil O2yaARSNBR ipl2 mdtdérafeSssugsqdh asimental a & dz
illness and intellectual disability).

NI

Youth often had a period of decline when they sought help from people such as doctors and school

guidance counsellors. Most were unable to access secondary services until @accusied. Suicide

attempts and serious selfarm were common at this point. Young people who received treatment through
GKS 9YSNHSyOe 5SLJ NIiYSy-ipc&d dRgreférral kofsezdndaly seNBed.SA S T2
Some Stakeholders commented that themand for addiction services in the Wairarapa was growing and

that alcohol and other drug issues for youth were occurring at an earlier age. There was a need for better
access to addiction services for people in Wairarapa The review also found thaddiction service is

generally under resourced. This situation is not consistent with what is known about the potential need
for youth services.

Feedback suggests it is timely to considerYloeith AOD Model of Care and Service Developmerff Plan
developelasasuNBS IA 2y LI Ly F2NJ /I LAGEE FyR /2Fadz | dzii
to consider developinglKdzLJl LJI addigtiéghptdgrammes based in a community settings such as

marae.

Referal Pathway

A wellunctioning mental health andddictionsystem should be able to deliver across a continuim

care. Stakeholders raised concerns that pathways in and out of the services are not always understood
and a referral Pathway should be mappékhe citeria and pathway to counsellirig primary caris not

clear exasperated bipadequate referral managemeprocesses

Stakeholders raised concerns aroutifficulties transitioning youth to adult services due to the lack of

pathway clarification.Transition to adult servictr a youthis hghly problematic as the entry criteria is

interpreted in different ways depending on the providérhere is a lack of opportunity to maintain up to

RFGS (y2¢ftSR3IAS 2F aGagK2 Aad R2Ay3I gKIFidGeé yR K2g fAY

49 CCDHB, HVDHB, Wairarapa DHR&ith AOD Model of Care and Service Development Plan, (2015)
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Acute Response

Many stakeholders interviewed in the course of this review sawatt®ence of safe secure facility in the
Wairarapa foipeople in crisi@san issue inthat New Zealand étice become the transport services for
acute service® K KIK al y R 02 eedingddrissindSeh adtitéinpafient unit must travel to
Hutt Valley or Capital and Coast inpatient units. This results scartiection from family

Service usey have to travel to other DHBs inpatient units which was not always seen as apprdpriate.
particular, young people who used adult inpatient units generally found them traumatic, especially if they
were subject to compulsion and seclusion. Females reported feeling unsafe in the inpatient units.

Areas highlighted were around the followisgvices

Need to evisit dedicated ofcall team

Consideration of a specific triage/crisis position at CAléglable during public holidays

hLILR2 NI dzyAGe G2 NBEOASSE | FGSNI K2dzNR&A aSNIBAOS
Private and safe area and Bimergency Departmerfior any in mental disess

= =4 4 -4 -

Secure unit with appropriate support in place in Wairarajuespital.

CommunitybasedAcute Support

Key ssuesarosearound the lack of clarity on what crises respitedfien people think they are in hospital
while in crisis respite and expect inpait unit level of care. Stakeholder feedback suggests that the
current configuration is nathe idealarrangememand crisis respite would be better placed in a home like
environment in a community settingThe review foundhere are not enouglerisisrespite bedgor

specific populations, including the yournle older persorand those with particularly complex conditions
such as Coexisting Problems.

The review foundte arrangement forcrisis respiteanental health care for thelder persoris prodematic
as it carbe difficult to provide a safe and protected environment for older people inctims respite
facilities. Community-basedcrisisrespiteoptions should provide more effective alternatives for this
populationgroup.

Feedback suggestsisisrespiteshouldinclude stepup and stepdown care as an alternative to inpatient
admission or to provide support after an acute episode of illn€ksre are exciting communiyased
initiatives thatcan be modelled fromsuch aounties Manukau fuded Tupu Ake in Papatoetoe. Itis a
peer-led acute service for people struggling with mental illness in the community and provides a real
alternative to hospital admission.

There are few options for a person requiring crisis respite care other thanéd aie to the limited Acute
Packags of Care (APOC) available farperson which is delivered in the&iwn homerather thangoing into
crisis respitdacility.

Feedback found a lacK dinical leadership and accountability in parallel with oversdinagenent
responsibility and accountabiliboth of whichare identified asssues throughout many levels of the
serviceat both a local andlental Health Addiction Intellectual Disability (MHAIDS 3DHB) level.

The lack of integrated clinical governance #atership idelt to beimpacting on delivering aeffective
andintegrated continuum ogerviceresponses includingolicyfor Wairarapa DHIpopulation and
individual need.
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There is a need tatrengthen clinical governance processestweenWairarapaDHB MHAIDS 3DHB and
Community Providers. Developingallaborative leadership which support closer working relationships in
and between services across the whole district was identified as a priority and would inchadierg
partnership leadershipand participation ofservice usesandii K SA NJ F | Yirksystemvwidé n y | dz
decisionmaking processes.

In addition, thelack of clarity of funding sources, mechanisms and processes for service prisssaking
it difficult to specify the nature of the service that should be proditiemonitor performance and to
redesign the serviceeffectively.

9.1.2 Recovery an&esilienceTe Ta Ora me Te Tu Kaha

Mental health and wellbeing are fundamental to a strong, functional and resilient soéetmoting
wellbeing for everyone means targeting thasealth andsocial factors that foster good mental health and
the development of resilience, including access to housing, education, employment or other meaningful
activity when employment is not available

Services to address the full spectrum of need faental health and addictions support fhe community,
includes servicefor those people who present with a dual diagnosis, challenging behaviours and
fluctuating support requirementsServices fopeoplewould flex appropriateljto meet the different stag
2T | LISNERjolRey, their age andcludenatural supports.

Key gaps inecovery and resilienceental health services identified were:

¢ DS&AAIYIGSR an2NR YSyidlf KSIFfGK LINRPFSaarzylt LA
out to work in respectiv&pecialist clinical teams.

T NASC. No Mental Health and Addiction NASC coordination of services impacts on housing and other
social ssues related to a pers@mental health and addiction issue.

T Outreach models are needed to support and address long term mental health and addiction issues,
homelessness etc.

1 Youth: There is a section of lost youth; cohort of vulnerable youth. Theéselzy 3 LIS2 LX S | O°
and primary level support particularly under 12 year olds. Overall there is limited community
services available to youth.

1 Day activity: Create more safe places for socialising and activity based structure. Support recovery
from mental illness and addiction is vital, however, there are very few group based programmes.
There are minimal service available older people. King Street is good but not so good for those
without disability. Providelrop in centréday activity for youngeople.

1 Housing. The review teafoundthat Iwi services often work with people with difficult social
circumstances when it would be highly desirable to access a range of housing aitioesl to the
housing strategies of Housing New Zealand.

1 Employment Employment Support (Individual Placement and Supgufported employment etc.
diversity of services and options

T  Supported Accommodation. Ideally for those with housing needs and enduring mental health issues,
there would be an increase in supported agunodation responses available. This would include a
flexible pool of community support or peer worker staffing as required. Currently there are time
delays in accessing such accommodation solutions (including suitable housing availability and a
period d time needed to determine the preferences and needsastice usey due to the limited
service in place. This would include supported accommodation for addiction.
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i Peer Support. A potential gap is peer support delivered services. Establishing a peerfeervi
mental health and addiction community and crisis respite services, has the potential to change
culture and improve servicgelivery.

1 Access to services for older people also remains well below expectations. An poiration
means that addressg the mental health needs of this group willipereasingly important in the
years to come.

1 Mentalillness in older people is often complicated by conditions more comnaaslyciated with
ageing, in particular physical and cognitive conditions. Wherk soimplications occur, specialist
expertise is required.

1 Quality services will recognise and respond to these multiple and complex tieedgh effective
multidisciplinary ceoperation.

1  The primary health care sector is often tliesf point of contact wien peopleexperience a mental
illness. The capacity of providers to recognise and determd®e2 LJf SQ&4 Yy SSRA Aad A YLE
people gain access to appropriate services

The requirement for a crossector approach or communityide strategy was seely Stakeholderas
important as was developing a better more integrated treatmerthpaay tailored to those who have
addition issuesThe need for some or a large improvement inedstingproblems capabilityhrough a
mixed addictiorservice deliverynodd.

For example a key issue for Stakeholders wagtmtinuity with specialist car® ¢KSNBQa | 3 LI
Arm clinical support to service usdos Opioid Substitution Treatment (OSAf)daddiction community

treatment service Whilst the currentNGO addiction provider is required atign (link) with secondary

servicesas reflectedn contracts and service specificatioige eligibility criteria and structure that

supportsthe Wairarapa funded addictiogerviceis siloed.

A mixedaddictiondelivery modelwouldinclude both the Provider Arm and N@©Cthe addiction service
delivery.

Keygaps in theaddictionservice continuumvere identified as:

I Existing community support services tend to focus on mental health and not addistoas It was
noted that packages of care are available atited as theyare often difficult to access/implement.
Social work service is available but seen as a very limited resfouraddiction serviceandare
mainly for mental healttservice usesrather thanaddiction service uses.

1 Methamphetamine use Anecdotally methamphetamine use is a concern in Wairarapa. Stakeholder
feedback reinforced this view with a number®&ékeholders raising methamphetamine use as a
significant issue in Wairarapa district.

1 Social [@tox. Peoples substance abuse have changed dramatically over the last decade, with the
primary substance of abuse more recently shifting from alcohol to an increase in other opioids The
limited number of social detox beds available to Wairardgentifies a serious need for an increase
in communitybased social detox services which may include beds and addition packages of care
(APCQ)

f ,.2dzy3 an2NR YItSa oF3ISR mp (42 Hn &SFENRARO | NB |
ensure that effectiveesponses are targeted at this graup

1 Addiction ®rvice continuity is required for people from referral to treatment and aftercare post
discharge, and including community level support throughout

1 Managed withdrawal serviceéccess to managed withdrawsgrvices across the continuum is
patchy. While there is a planned inpatient medically managed withdrawal option available through
L5CQa 6//51. Fa tNRPOARSND dGKAA&a | LIISIFNBR (G2 0S5 &
process to access this servicatd necessarily understood by all of those involved in referring to it.
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1  There arevery limitedlocal options foladdictionsupported accoomodation.

1 There is nBep up- Sep downservicein the Wairarapa (and across the stdgion)for those who
requirebefore and/or afterintensiveresidential addictionreatment. This represents a lack of
opportunity to prepareservice uses for intensivaesidentialtreatment, or integration back into the
community.

1 There ardimited intensive day programmes in th&airarapa for additiorservice uses to access
Stakeholders noted that the option of holistic programsnproviding integrated cultural and clinical
approaches would bkelpful.

1 People withCoExisting ProblemsCEPRparticularly those who are under thdental Health Act have
very limited access to intensive residengaldictiontreatment facilities.

1 Local options foyouth intensiveaddictiontreatment and follow up There are no local options for
youth addictionsupported accommodatianYouth addictionresidential treatment isurrently
available, but the service is delivered out of district in the Hawkes Bay and not well utfigetdrs
cited include the high cost, distance franK n y thedaeed for theyoung persono be motivated
and to maintain motivation.

9.1.3 ReducindA a LJ- NA & A $&WKT 2 NJ2aNgS2 NA W 3In YL OGS S LI ySA

An overarching aim dhe health and disability sector is the improvement of health outcomes and

reduction of health inequalities fa n 2 Ne&rvice providers aexpected to provide health services that

will contribute to realisingthisaimC2 NJ an2 NA X &S OdzNB Odzf (dz2N>F £ ARSYyGAd
G2 ARSYUGATE A an2NR odzi Ffaz2 KIFI@GAy3d STaEWEsA dS | O
GAGK oKnyldz FyR 2y GKS YIFEINIS FyR O2yil Ol 6AGK 20K

The Stakeholders noted that the curréesuesk Yy an2 NA YSydlf KSIfGK FyRk2NJ
documented. fie most common 1:2nonth disorders among n 2viéfe anxiety disordex(19.4%), mood

disorders (11.4%) and substance use disorders (8.6%jnd$iecommon lifetime disorders amorgn 2 NJA

were anxiety disorders (31.3%)ybstance use disorders (26.5%), mood disorders (24.3%) and eating
disorders(3.1%°

Lifetime suicidaldeation was reported by 22.5% afn 2, With 8.5% makinguicidal plans and 8.3%
making suicide attempts n 2fé&ldales reportechigher rates of suicidal ideation, suicide plans and suicide
attempts comparedvith a n 2makes across lifetime and Bonth periods

Responsiveness @ n 2idEksobuilt on the recognition o K n yokadar healthy families, whidbuilds on
the strengths o K n yahddencourageg K n ydevélopment Despite service improvements,ridri still
tend to access mental health servia a later stage of illness and with more severe symptorhsre is a
strong link between health and culture, and the wellness of tangata wh§imaple seeking wellness)
both depends on and is affected by the wellnes3df YA f e Kk 6 Kn Yy | dz

Services impraa when Maori take an active role in planning and delivering serviaad,when models of

practice incorporate a better understanding of the importanc&df Y A f & kahKtipeyhtedace
between culture and clinical practices

The review founaverall grviceswere lacking in mechanisms that facilitaten 2 addess to servicesnd

the provision of appropriate pathway of care which include but not exclusivesterrals and discharge
planning ensuring services are culturally competemdthat tangata wienuaare actively involved in
planning for mental health and addiction services and service provision provided that meet the health
needs ofa n 2 NA

50Te Rau Hinengaro: The New Zealand Mental Health Survey, p 139
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Specificakeholderfeedbackrecognisedservics¥ 2 NJ @ 2dzy 3 LIS2LX S ySSRa G2 oS

senicesYy SSR (2 0SS OfSINIé& RSaA3IySR (2¢F.NRa YSSliAay3a ¢
The review identified NBt F G A @St & KAIK f SO SNairataFa menfalh2dtiee8dy Sy & 2
additionservicét 3 K2 g SOSNE G(GKS an2NA ohscinthie tekcedd Goazil $ NK 2 & LIA {
and these are similarly matched by concerns over service utilisation, how they are accessed and the

LI GGSNYy& 2F an2NR | RYAA3aA2Yyao C2NJ YIye an2NRI Ay
or welfare sevices, and under compulsion.

2 Kny |l d&nhicddontinuum

Stakeholders strongly agree that servicethia Wairarapa districinust be designed to meet the needs of
a n 2 KkFearer availability of marabased programmes was suggested by many

Sustainedongoing efforts are required to develop pathways of care, environments and a workforce that
FNBE Y2NB STFTSO0A QD Sandar addlician@riNde usesguydihei  KSE BUK g Kn y | dz

2 KnyhNE oNRXRy3Ia dopiratisns &rGind menakidth and provides an approach which
buildsg K n ychpdbility and provided dzLJLJ2 NIi  F 2 NJ a n 2 NAir nkimoh hetl® and G 2 OK
wellbeing?.

The reviewhighlighted theémportanceof supporing effectivepartnershipsg A ( K a ng2KNahyfdr-dy R
addNBaaAy3d | WKAIK (2isseNlyy @92 NA2 NI ooy indided 3 f § K
aspirations to provide car®r their own and to create local initiatives that are seen to influence change
Stakeholders also said it wamsportant thatall serviceswvere safely provided, riskaere minimised and

that clinical carevould bemaintained and not compromised

Thismeansfod SNIA OS&a (2 06S STFSOGALBS F2Nl an2NRA (GKSeé& ySS
1 Be culturally appropriate.
l RRNB&da 0GKS 0F NNA S NE ealihaandaddtiddservicesdSaaAy 3 YSy il f
Increase access farn 2tdldppropriate mental health and addiction services.

Understand the circumstances of tservicceugrQa f A¥S FyR 321 f ao

1

1

1 Meet the broader health and mental health needs of gevice usein the context of thei K n y | dz

1

f wSO023ayAasS | an2NR ¢62NIR OASs Ay aSNBAOS RSt AQDS

9.1.4 Workforce:Kaimahi

Thefuture, emerging workforce will need to ensure that it can deliverthe g A EQ 2 F a SNIIA O0S &
with perhaps the most significant factor shaping theedéor new skills and areas gpecialised knowledge

being the change in the make of demographics, with an increase in the number of youth alaigr

people making up the population

The findings from the review found that role clarity was one of thetrimaportant features forthe

workforce to operate at topf scope. Thereere mixed findings in relation to workforce capacity for

child, adolescent andiouth, adult and Older People, i.e. some stakeholders feeding back that services are
under capacity ath some with an inability to meet demand, which can be reflected in long waiting times.

All agreed that an integrated mental health and addiction services workforce across all levels of need
provided by a workforce that has competency and skills to detigevices that match the persons need
was a priority foMWVairarapa DHB

51 Mauriora Ki Te Aq Living Universe Limited. 2010.Kn y I dz h NI} Ly S 3 Nawéliadeon: (Mfistiy af @&h. 5 St A @S NJ
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Thea A Y A & (i NB LésTGetIRESF desitrives dhe essential knowledge, skills and attitudes required to
deliver effective mental health and addiction services in New Zealdmthes not replace any of the
existing professionalompetencyframeworks, and has been designed to complement them.

Stakeholders commented on the workforce issues nationally (and locally) and acknowledged tio¢i@ is
large enough workforce to deal withe currentmental health and addictioneedwhich will impact on

the service quality Difficulty around recruitment and retention of mental health staff was a common
theme. Extensive training ancktraining are essential to bring the workforce up tetrelevant level of skill
in the relevant numbers.

Treatment andsupportcould beprovidedby a broader range of professionals than is the case. now
Workforce capabilities and strategiase neededfor the development ofa range of professional roles,
including clinical ones either within communityanaged organisations or as part of a collaborative team
with other services, while also blending social support and peer worker roles into the comrmanigged
workforce

It was also suggested that thabrsideration needs to be given to workforce planning given that the
workforce is ageing.

a n 2 \Ndkkforce

There is a need to focus @enn 2rBsHience and apecial opportunity to learn and use insights from

Yn (I dzedn EiBdke widely. a n 2axdunderrepresented in the health and disability workforce in
almost everyarea, holding back both n 2 @xdvider development and improvements in mainstream
delivery toa n 2 BXending workforce development initiatives, such as targétaithing programmes and
scholarships, is therefore vital

It has been arguedhat 2 NJ a gnEedskultural factors are formaltpnsidered during assessment and
RAIFI3Iy2airiaszs GKS 3JIFL) 6SG6SSy K Scons@nérs will newer3ddided K a I
ThiswasregaRSR & | (S@ A&dadzS oeé 020K an2NAXA YR YIAyad
aSO02yRINE Ol Nibrkfar& dev@didment needsmédlkation and greateoadination.

Wairarapa is fortunate to consist of strong marae baseddvwi 2sQdal, economic and political structures
are operating and led bgxcellenta n 2 NA K S I f (SkakehofiérRé&dghised thddnutual benefits

in a cross sectoral approachaon 2 Hediith workforce development, highlightirige needfor a culturally
compeent mainstream mental healtand addictionworkforce to respond to the needs afn 2 gedple

and deliver informed supportProfessional education, training and development for all health and mental
healthand addictionvorkers should strongly emphasiaerori perspectives on health and wellbeing

Peer Workforce

Having support from people with lived experiermfemnental iliness and/or addiction and recovésych as

a peer support worker, or famity ¢ K n)ywvasdaised by manyPeer workers, have been empkxy by the
mental health sector for years but they do not always encounter positive acceptance. Stigma and
discrimination, sometimes subtle and sometimes obvious, can cause a divide between the peer workforce
and other staff. Formal structures, policies gardcedures that support the peer workforce and provide a
development pathwayave been identified as a key priority.

52Ministry of Health] SG Q& 3SG NBIFtY wSFf {{1{Aftfa F2NI LIS2LIXS g2NJAy3I Ay Y
B9t RSENE | FyR ¢FLASEES ws dan2NRA FyR H&S @Syl yROBIUDERIN Ok &
Practice Wellington:VUW Press; 2013: Chapter 14.
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Addiction Workforce

Changes to the currerthinking about alcohahnd otherdrug usewas identifiedbecause excessive and
inappropriateuse are both symptoms of and causesma#ntal health issuesThe addiction workforce
needs tofoster a persorcentered approach with a focus on setinagement, complementing clinical
treatment and the recovery journey.

It is acknowledged that the eexisting mental health and addiction problems (CEP) result in worse
outcomes for people. It is expected that providers would utilise the tools and resources that have been
developed by Te Pou and MatuakiRto assist staff to work with people with @xisting mental health and
addiction issues.

Managed withdrawal services ardimited and almost invisible iWairarapa In anaddictioncontinuum of
service, managed withdrawal treatment is often a starfi@int in supporting a person to stabilise and
regain some capacity to engage in further treatment. There is a priority to engage key stakeholders
(including peer and community support workers) in definirdistrict-wide managed withdrawal model, to
strengthen the inpatient medical service and to consiflerdingto fill the gap irthe locally provided
social residential managed withdrawssrvice.

Methamphetamineusehas been noted as a key concern for many stakeholders in the community. A
skilled workface providingoutreach services applies not only to those who use methamphetahibe
needs to beconsidered across both adult and youwtidictionservices. Working in close partnership (i.e.
having a shared pathway) with peer and community support sessloguld also beconsidered.

Synthetic cannabisNew Zealand is being overwhelmed by synthetic cannatésder than
methamphetamine synthetic cannabis, better known as the "zombie drug”, is being churned out in
underground labs and is up to 70 times ragrotent than naturallygrown cannabis Thissubstance is

usually a dried herb or plant material that is sprayed with a synthetic cannabinoid. It can also come as a
liquid, which can be used invaporiser

There are hundreds of synthetic cannabinoighjch were all invented in the past 20 years. The chemicals
aim to imitate the effects of THC, the ingredient in cannabis which makes you high. However they are
significantly more toxic, dangerous and react in unpredictable ways to cannabis. All sycémetibinoids
are illegal to purchase and use, there are no longer any approved products.

Wairarapa DHB (as with otheuthorities) are struggling to cope with the damage the controversial drug is
inflicting on communitie®©ne of the difficulties of addres®w) the use of synthetic cannabis is that there
doesn't appear to be a clear profile of a uddospital emergency rooms are coping with the physical-side
effects that synthetic cannabis cause in some people, including paranoia, panic attacks, headdches an
prolonged vomiting, and, in extreme cases, psychosis, kidney failure and heart conditions

Different age groups are using the drug, altholdgw Zealand Polideave found it is popular among the
homeless and members of vulnerable populations

Leadershp

The review foundte mental health and addiction workforce requireffective leadershipvith a
commitment to improving health and wellbeing of people using the servibes, family andg Kn y I dz
Leadership would need to inclu@ad the active engagement of the health, justice and social sectors to
support recovery.

54 https://www.matuaraki.org.nz/initiatives/ceexistingproblems/141
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The review highlighted thepportunity to provide a mechanism for collaborative leadership across the
Wairarapa mental hedftand addiction services support closer working relationships between services
and across the wholdistrict.

9.1.5 Communication an&elationship:TeHononga Korero me te Whak& n yidgatdnga

Positive relationships betweemental health and addictiogervies was a common theme in feedback.
Many stakeholders noted that relationships are good and people work well together. This was expressed
from a range of perspectives including mental healtidl addictionstaff, community service managers,

Tl YA e xaddun of disttct providers

Althoughclose relationships generalgxistedbetween the people involveth delivering services in these
communities Stakeholders acknowledge the challenge of improving accessrface uses and their

FI YA &« ¢ KhaoppodanitiesidRmakie improvements. Comments indicate that maintaining
effective relationshipsvasseen as key to good access and reinforces that distance is a barrier.

Many services in the community are ideally placed to identify people showingsears/of mental health
issuesThe review found, étter relationships must be developed between primagalth care, housing,
employment, education and welfare servic&rong partnerships and networks will give more co
ordinated support to peoplaffectedby mental illness or addiction.

9.1.6 Integrated and Collaborative ServicesS al KA y3In il KA

The review found a high level of responsiveness to primary care locally. GPs report that they can access
telephone consults with a psychiatrist readily, and that patsehey need assessed can in general be seen.
There are regular primary/secondary service meetings between senior staff enabling good relationships
and arrangements to be made at that level.

The cultural assessment and service delivery function is iatedmithin the adult and youth community
mental health teams, such that all sections of the community service work together and provide cross
cover.

The community mental health inpatient service provided by the Hutt Valley DHB inpatient Unit Te Whare
Ahur, operates well from the perspective of clinical staff, however, titerboursCrisis Respite Service
(CRS) isot as responsive as needadd is thought to bespread too thin

Stakeholders commented that for the benefitsdrvice uses and their family 6 Kn y I dzz G KSNB & K:
more coworking between services and in some cases between the different disciplines working within
services. Continuity of care and follayp services was required, for example when a young person is

discharged from hospital folwing a sehharm event.

The following comment illustrates this theme overall:
GThere is a sense that people are working in silos across sectors and community groups. It needs

leadership to pull it togethér

Recognising the growing importance and compiegitcommunitybased careStakeholders
acknowledgel the need for better integration of health care witdther gpvernment agencies and
communitymanaged providers that serve the public need.

Multiple stakeholders identified theommunity hub modelvhich wauld see servicelocated under one
roof. Thiswould enable healthjusticeand social servicgo work as an integrated care team and will help
avoid duplication of efforfor the service useand their family/ég K n y | dz®d
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Anintegrated careteam would seéseneral Practitioners (B9 and communitymental health and
addiction andother health professional®getherin multidisciplinary teams, including pharmacists, public
dentd services angbrivate allied health professionals

There are also major socialfinences on health and wellbeing, such asieation, unemployment, housing
and discriminationANJ y3S 2 F a SO0l 2 Néen axéhira2ty tRe sieseSslof infelratend &
collaborative service deliveryncluding income support services, eduoat employment and housing
supports provided bpther government agencies amdmmunitymanaged organisations.

Overall, the review found while th&/airarapahad good links with other organisations, there was a general
need for greater collaboration betw@eservices such as between primary and secondary mental health
and addiction services and between sectors such as health, education and justice.

9.1.7 PhysicaHealth andWellbeing:Te Ora a@inana avairua ahinengaro

Wairarapa has the country's highest sd&rate per capita One in four secondary students report poor
emotional weltbeing, and 16% of female studerasd 9% of male students have clinically significant
RSLINBAaA@dS aeYLi2zYaod mbegaredBdndsithé Rabshin the20dK & dzA OA RS
Thesuiciderate for 15 19-yearolds in 2013 was 18 per 100,0@@counting for 35% of all deaths in this

age groupWe need to intervene earlierYoung people should be a priority, as it is an opportunity to

intervene early, before mental health and/substance disorders are fully established. This can improve
long-term health and social outcomes such as remaining engaged in eduation

Stakeholders voicedreeed for better governance and more clearly delineated roles and accountabilities
for suicideprevertion. At present, there are gaps in the -@rdination and integration of suicide prevention
activities andbdther suicide preventioprograms across all levelsmfoviders in the Wairarapa.

Youth in Schools

Schools are critical for the health an@Nbeing ofyoung people. Effective learning environments, adults
having high expectations of students, adults providipgropriate caring relationships for students, safe
school environments and opportunities for meaningfatticipation in school lifera all important
predictorsof good outcomes for teenagers

The need to build primary mental health services and collaboration across primary and secondary care has
been identified. The primary care services such as GPs are a key point of contaadsingceecondary

mental health services, however, young people, in particular young males, are less likely to access primary
health.

Amulti-disciplinary approach to tackle mental health issues in schools, including coordination between: a
social workeradolescent psychologist, general practitioner, and drug and alcohol counselling available on
site at schoal A South Wairarapa GP highlighted challenges in managing patients with mental health and
addition issues that are unique to their distfitt Theg included:

1 Access to diagnosis and treatment particularly with some specialty services either-sib¢ @n only
available during office hours.

I Maintaining related or relevant skills due to infrequency of exposure

1 Suboptimal governance structure acrabe Wairarapa

®pSgsg wSItlFyRQa YSyidlt Krdeénioiitkring afdadvodady fedit ¢f the'Meatd Ndalth G&@rinisioner
(Februay 2018)

56 Available athttp://www.pmcsa.org.nz/wpcontent/uploads/1707-26-Y outhsuicidein-New-Zealanda-Discussio#Paper.pdf
57Wairarapa Times Age, Wairarapa by Cal Roberts, 30 Apr 2018
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1  Workforce constraints.

Compared to the general population, people with severe mental illnesses are less likely to have their
physical health needs identified or to receive appropriate treatment for thé%t of the problemis seen
as a &ck of clarity over whether responsibility for providipgmary health care to this group of people lies
principally with GPs, mental healteams, or both

Stakeholders proposed integratipipysical and mental health cavenich would involvdull participation
of both professional teamsEfforts to develop an integrated care must focus on the integration of physical
and mental health, addressing in particular challenges well known for this population group for example:

1 High rates of mental health conaihs among people with lorgerm physical health problems.

1 Reduced life expectancy among people with severe mental illness, largely attributable to poor
physical health.

1 Limited support for the wider psychological aspects of physical health and iliness.

9.1.8 Prevention and Early InterventioHei Rongoa

The review identified early intervention as cruciaround 4% of children ageda P4 years havalready
been diagnosed with emotional andf behavioural problems at some time in théifie>®. The review

found nore is needed to effectively intervene early when people are unwell and to help them maintain
their wellbeing. By intervening early this would support people towards a quicker recovery.

The Ministry of Health strategic and policy documents such as ¢hwe Zéaland Health Strategy 2016 and
Rising to the challenge indicate this early intervention work is judged a high priority. This sugdpf$tsfa s
focus, from crisiglriven responses towards prevention and early interventi@he costs fonot

intervening earlyto issues as they emerder the person community and government are well
documented.

A large number of the Stakeholders commentkdt early intervention is essentiahd something that can
be readily influenced by thdevelopmentand orienation ofservices andnust bea priority for the
Wairarapa DHB

WONI & Ay (S NBifesert thiagg 9 difiérdrit gontextFor some Stakeholdersmeant
encouraging earlier access to help foopé&e with less serious problems. For othemnéant responding at
the first opportunity to signs or symptonud relapse with people who have loitgrm mental health or
addiction, with a view to averting fdtllown issues.

an2NRAR @&2dzil K $SE LIS Nhadnys0iSde,kdditisn, ahl iedtal heRligsues Shis Fas
implications for a greater rate of adversgental health and psychosocial outcomes that camyinto
adulthood®if early intervention, preventiomand treatment are ineffective. Effective interventiand
support are imperative, includg a focus on cultural identity and holistic wiedling.

BpSy wSItlyRQa YSydlf &3$He méniring afidadvodady kefoit af shg Meitdl Naalth @énamissioner,
2018

59 Gibson, K, Abraham, Q, Asheetlal., Child poverty and mental health: A literature revie\uckland: New Zealand
Psychological Society and Child Poverty Action Group; 2t5s://re searchcommons.aikato.ac.nz/handle/10289/11484.

WairarapaDHBMHA Service Reviewinal Draft Repor2018 71| Page



Primary Caren Mental Healthand AddictionCare

The common mental disorders such as anxiety and depression that are most often seen in primary care
contribute a greater proportion of the popuian burden of iliness than the kinds of disorders more often
seen in secondary care, simply because of their high prevéfence

The aims ofhe Primary Mental Healtimitiativesareto: develop prevention, early intervention and
treatment activities thatvould reduce the prevalence of common ment&ialth illnessdevelop PMH
workforce capacity and capability; and build effective links with othental health care providers,
especially but not solely secondary care, so tivahary cares an eféctive cardinator of care for people
with enduringillness

The review found currently the Wairarapa DetBnmunity mental healttand addictiorservicesffer a
variety of forms ofiaisonand collaboration with primary care, for the care of both people with seard
enduring mentahealth and addiction issuesd thosepeoplewith mild to moderatemental healthand
addictionissues

Although there is an increasing degreecollaboration i.e. psychiatriss clinics in GPracticesthe mental

healthand addiionOF NB A& adAftf Yz2ad arlGSpfacticisBrdusétfomandlidg | W
0KS ASNIBAOS dzaSNJ 6KSyaSt@Sa FyR R2y Qi KF@S | f2i
Feedback from primary care providers suggest that systemic issilescistsuchas the difficulty in

accessing specialist services in a timely way, poor or no communication back toiteel&frs/intake

assessments not sharéBEmergency Department, Mental Health Services, Pathways Health Lgmited

Addiction) the tendency of segalary services to accumulatdientsand hold them in the service for long
periods contributed tgrimary/secondary service integratiossues.

Particularissues raisedelevant to the role of primary care in menta¢althand addictiorincludes:

E ]

Multiplicity of funders make it difficult for referrals

MDT coordination of service provision for service users

CAMHS service very limited difficult to engage i.e. more youth sped#fi@ OK 2fin@3 A & G Qa
Culturally appropriate services need to 8K n yblasgxd including a focus on youth.

Lack of a single point of entry for referral to social services.

Siloed mental health and addiction servicgsot integrated in Wairarapa.

After hours addiction service.

Counselling services especially younger peop

= =4 =4 -4 -4 -—Aa -2 -

Mental health and addiction training for engaging long term condition (LTC) service users with
primary care.

1 Capacity in primary care
T  GP prescribing for Opioid Substitution Treatment (OST).

Inter-generational

Forthey dzNIi dzNA y3 2 F O Kjitliele NB yeerio foc yaitieularly pesenting skills,
prevention of family violence, encouraging opportunitiesgtay, exercise, and learning setintrol skills,
fostering healthy humamteractions, behaviours, and skills in the cyber workdywell as underlying
drivers of stress, particularly poverty and housing problems.

60 Toolkit for Primary Mental Health Care Development: Report 2010
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For everyonementathealth services need to be part of the social infrastructure that ieerbusiness of

fostering health as well as shegircuiting the descent intdespair for individuals, familg, K n y éndz

community’. Many people mentioned the need for prevention and early intervention for children, youth

FYR GKSANI FIYAfASAKGKnyYy !l dzZ LI NILGAOdzZ I NI & gKSy (GKSN
family violence.

In addition, someStaleholdersbelieved more support was required to meet the needs of children whose
parents had mental disordeiReaching families early, even as early as pregnara&y seen asnportant

for supporing parentchild attachment and the socigmotional develoment of infants and young
children

Early intervention inSchools

Schools were seen as playing an important role as they were often the first point of contact for children
with mental illness. Children and youth do not necessarily visit their GP and mpyesent with mental
health issues. dly interventionin schoolshas the potential to reduce adult crime activity and associated
poor outcomesfor those children by 5€70%.

CGo-ordination and ceoperation across services that contribute to the menteahh and wellbeing of
children and young people and their familiess education, socialelationships and communities was seen
by the reviewasa priority. This includes social workers support in schools and in primary care.

Stigma and Discrimination

Stigmaand discrimination can be both a consequence and a cause of social exclusion, andlzamiajor
to successful participation in society for excluded groups and individsiggnacreates a barrier for
accessigmental health and addictioservices.e. prevents early access to servicgghough one in fie
New Zealanders experience a mental illness or addicti@my peoplewith mental illness and addiction
are marginalised and stigmatised as a resifisunderstanding about mental illness and adidin in the
general community remains.

A priority for Stakeholders was the normalisation for seeking mental health and addietiviceso
address discrimination and to enalservice uses to gain support, protection and redress if they are
discriminaed against.

9.1.9 Healthinformation andeducation:Matauranga Hauora

Review participants commented thatrvice uses with mentalhealth issuesre increasingly becoming

more active participants in their treatment and recovedowever, atimes, their partigbation may be

limited by incomplete, unclear, or insufficient information.N&A Y NB / I NB oDt Qauv ¢ SNB
the suite of community based mental health and addiction services.

People who need the services need to know how to accessthése &t SRIS 2F GKIF G Qa | @I
other community services are provided is lacking. The review found there was a general lack of
information/visibility on what services are available to the Wairarapa population.

Better information and educatioappropriate tothe serviceuseE 0 KSANJ FF YAf @k g Kny l dz |
at large is a priority. This would be centred deel of understanding, assistance with interpreting and
comprehending information when necessary, and informationth@treatment.

61 Sir Peter Gluckmafoward a Whole of Government/Whole of Nation Approach to Mental Health, May 2017
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Other health information and education issues identified were:

I Health literacyg needs more public awareness for mental health and addiction including schools.
1 Information on mental health and addiction services. Make it transparent.

1 Communication to parentahere to go for support and understand why/where/how to help.

1  Out of hourscquality of information provided to families.

9.1.10 Quality,Process andProceduresTikanga

Quality issuesvas highlighted by the revieas one of the most pressing issues in mental theahd
addictionservices and the implementation of quality assurance and improvement systems as one of the
most promising means to improved catenprovingthe S/stemwas seen aa priority for improvingthe

guality of mental healttand addictioncare complemeningthe clinical treatment

Clinical Governance

Theclinicalgovernancearrangement would see asignment of policy and legislation with the attainment

of good quality mental healtand addictioroutcomes. Improvemens would includecoordinationacross
different providers, involvement of consumer advocates, and leveraging of resources and incentives from
across thenealth care systemKey partneravould be brought into the quality improvement process
correctly aligned to meet policy objectivesdato promote evidencdasedmental health and addiction
interventions.

Otherclinicalgovernance issues were:

1  The upskilling of treatment protocols and staff\airarapa DHBor treating people with mental
health issues presenting to EBspecially psydatrists and support staff in crisis respite.

1 Agreed protocols and standardised agreed processes.

1  Schools/providers need clear expectations of what each other provide. Thistmadthieved via
agreed protocols.

1 Clear service descriptionsole clarityand regulaly monitoring service delivery
1 Better performance management

Quality Policy and Procedures

The review highlighted number of quality issues includiragedures for managing risikcident reporting
andfor identifying and addressing poor perfoancestandards Stakeholders noteduality improvement
shouldbe brought into routine service management and deliwsith accreditation procedures anthat
guality standards need to Heetter developed and resources allocated for their implementatidinese
would be embeddedor awhole system approach.

The establishment of lines of responsibility and accountabpitygramme of qualitymprovement,

including clinical audivas also seen as a key issi@ck of standard8R A Y F2NX I A2y G SOKY ;
data sources, limited evidence for mental health quality measures, lack of provider training and support,

and cultural barriers to integrating mental health care within general health environnvegrs also

identified as keyssues

In addition,the review foundthe mental healthand addictionacked consistent outcome measures and

tools embedded in current information systems and other changing technoldgigsomeswould need

G2 0SS FaaSaaSR Y2NB MNBsddicaresBduld ecomg/part of the-odedaNAINGS of (i Tt
the mental healthand addictioncare system
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Thel ©1 2F FoAftAGE FT2N) A2adSYNsARS NRd2iAyS RisiGl O2¢
seen asmpedng continuous quality improvemd for service uses and their familys K n y Maleover,

many of the challenges that providers address with teivice used | Y R T I Y indludexsendc& n y | dz
needs beyond health care (employment, housing, education, criminal justice and weldegjuality of

this care isnot alwaysmeasured to ensure improved mental health outcomes and recovery.

Feedback suggesthdse servicemust becoordinated across different providers, settings, agencies and

even sectorsto improve qualitywherethere areno measures to assess accountability for these services.

To mitigate this challenge, embraciigk S dzaS 2F (GKS aAyAadNRB 2F | St (KC
is suggested

Thereare nomeasuremens for working withg K n ytd gdz best and equitable outcome for thedluch
depends on the individual worker and how they work as opposed to service commitfeet|-

integrated localitybased cross agency service delivery system based on good working partnerships
amongst tke Mental Health and Addiction Servjdbe Wairarapa DHB, primary care and a number of other
key stakeholders is key.
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Appendix One: Review Terms of Reference

X

Review MHAS
Wairarapa Terms of

Appendix Two: Review Working Group Terms of Reference

2. Wairarapa DHB
MHA Service Reviev
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AppendixThree ServicdProvision by Provider

Wairarapa DHB services provided by the Wairarapa DHB ProvideNArsGovernmenth NBF YA &l GA2y a4 o6bDh0O FyR FTNRBY 2 dz

Distria¢ Flow (IDF) arrangements.

Local Wairarapa delivered mental health and addiction services

Provider Provider

Organisation

Service Description

b Dh Qa | Limited

Group

Wairarapa | Mental Health Pahways Health Limited has provided mental health Mental Health

DHB Solution (sub services in the Wairarapa since 2011/E2om 1 Novembe i i i i i
Locally contracted to 2016, hey are also contracted to provide addiction PthW‘?‘yS deliver comm_umty and residential mental health service
funded Pathways Health | serviceqpreviously subcontracted to Care NZ ugdl which include the following:

October 2018 Services are provided by dtial and non
clinical FTE.

T Community mobile support service
1 Enhanced community support service (ECS)
1 Mental Health residential service

Addictions

Pathways deliver community based alcohol and other services
including AOD addition counseling to adults and youth. They deliv
opioid substitute therapies (OST) clingtgbcontracted with docal
general practitioner.

Addition services include:

9 SociaDetox residential service

1 Community alcohol and other drugs (AOD) sergiéelult

1 Community alcohol and other drugs (AOD) sergihild,
Adolescent and Youth

1 Opioid substitute therpies (OSTQ Methadone Programme.
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g K n yslipgprt, information and advocacy service.

Provider Provider Organisation Service Description
Group
Te Hauora TeHauora Runanga o Wairarapa (THROW) is a local | Alcohol and other drug (AOD) service. Oriented community baseo
Runanga o Kaupapaa n 2rhEhRtal health and addiction provider that| assessment, treatment and therapy service for mental health and
Wairarapa has been operating in Wairarapa for over twenty years. | addictionissueghat is accessible, coordinateand effectively
Integratinga n 2tikKdnga / beliefs and kaupapa / practice targeted fora n 2 N service will be based within a Kaupapa 2 N
with western psychiatry and facilitating linksam 2 NA | F NI} YS$g2N] +FyR NBalLRyairg@gsS G2 i
whaiora / consumer with other servisesuch as whaiora | 6 Kn Yy I dz
has producedgositiveoutcomes for the whaiora and their
g Knyl dz
King Street King Street Artworks is a local mental health provider | A recoveryoriented mental health activity based service to assist
Artworks whose main purpse is to provide a safe and inclusive | people with mental illness to develop their life and living skills and
community in which individuals can maintain or regain | enjoy their relationships with others.
their mental wellness through creative expression. King
Street Artworks' open door policy is essential as it
recognizes that early intervention and sdifected are
which uses creative art as the modality and environmen
to promote individuakervice uses recovery journey. The
have been successful in maintainggyvice useR & NI
or initiate any addition support or care through a well
established networlof health and social services.
Supporting Supporting Farties Wairarapa have been delivering Supporting Families Wairarapa is funded by the Wairarapa DHB f
Families family /¢ K n yserdee folWairarapa population for one Community Support Worker and was tlrstfnongovernment
Wairarapa several decades. This service includesl family / organisation (NGO) in the Wairam@fo employ a Consumer Advisor

Oasis Network

Oasis Network has been delivering Peer / Consumer
service in the Hutt Valley since 2006. Services commen
in Wairarapa in 2016 to provide Peer suppand
advocacy across Wairarapa five days a week.

An advocacy service provided by current or former mental health
and/or addiction peer suppodervice uses and service to cover the
costs for mental health workforce development.
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Provider Provider Organisation Service Description
Group

Compass Health | Primary health care management throughout the T Primary Mental Healtlg Youth- Child, Adolescent and Youth-Cg

Wairaram Wellington, Kapiti & Wairarapa regions since 1995. existing Disorders, Mental Health & Alcohol & Other Drugs

1 Primary Mental Health Strengthenipgimary care service
offerings through ongoing interventions such as talking therapi

Wairarapa | The Wairarapa Community Mental Health Service comprise of services for|  Acute Crisis Respite Service

DHB and children and adolescents. Their core business is spenialigtl health 1 Adult Community Clinical Mental Health Service (inclusive of
Provider assessment, treatment and folleup. They have a local crisis respite and cris Psychotherapy and Primary Care Liaison)
Arm assessment, treatment team. These services work closely with the NGO sg § Infant, child, adolescent & youth community mental health

and primary care services. Acute inpatient services are delivered from Hut services

Valley DHB. {1 Kaupapa n 2@bfmmunity Based Clinical and Support Service
1 Mental Health- workforce
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Inter District Flow delivered mental health and addiction services: Other DHB

Provider Provider Organisation Service Description
Group
Inter District | Auckland DHB Auckland Hospital Rapid assessment and intervention service for infants, children, adolesce
Flow (IDF) | Provider Arm and youth experiencing a mental health crisis. The services are highly m
District and are available in the setting andthe time when the crisis is occurring.
Health Capital & Coast | Community Mental Health Service comprise of | 1 Adut Acute Inpatient
Boards- DHB Provider Arn| services for adult and children and adolescents,  Rehabilitation Suifcute/Extended Care hpatient Beds
Other Their core business is specialist mental health | § Child, Adolescent and Youth Inpatient Beds
assessment, treatment and folleup. 9 Coexisting Disorderg Mental Health Addictions
1 Community Clinical Mental Health Service (inclusive of Psychotheray
and Primary Carddison)
9 Dual Disability (Mental Health with Intellectual Disability)
1 Community Mental Health ServiceEarly Intervention for people with
first time psychosis
1 Infant, Child, Adolescent and Youth Community Clinical Services
1 Managed Withdrawallnpatient Sevices
9 Perinatal Mental Health Specialist Community Service

1 Psychogeriatric

Hawkes Bay DHB
Provider Arm

Community Mental Health Service comprise of
services for adult and children and adolescents.
Their core business is specialist mental health
assessmenttreatment and followup.

Intensive Residential AOD service. Treatment services for people who h
particular requirements that are unable to be met in less structured or
supported settings.

Hutt Valley DHB
Provider Arm

Community Mental Health Sergéicomprise of
services for adult and children and adolescents.
Their core business is specialist mental health
assessment, treatment and folloup.

1 Adult Acute Inpatient

1 Child, adolescent and youth intensive clinical support Mobile service t
provide intensive clinical assessment

9 Clinical Pediatric Outpatient Services for Eating Disorders

Consultative service within a specialist eating disorder service

1 Consultative service within Specialist Pediatric Eating Disorder Servig

=
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Provider
Group

Provider

Organisation

Service Description

MidCentral DHB
Provider Arm

Community Mental Health Service comprise of
services for adult and children and adolescents|
Their core business is specialist mental health
assessment, treatment and folleup.

9 Adult Acute inpatient

Whanganui DHB
Provider Arm

Community Mental Health ®éce comprise of
services for adult and children and adolescents|
Their core business is specialist mental health
assessment, treatment and folleup.

Adult Acute Inpatient

Consultation, liaison, advice, information and education service provic
to the community includingservice uses, carers, and other service
providers to older people with dementia, and thus enable a greater
community awareness of dementia

Northern
Regional Alliance

The Northern Regional Alliance (NRA) was
formally established in 28 by the Northern
Region District Health Boards. The Alliance is a
amalgamation of two former companies, the
Northern DHB Support Agency Limited (NDSA)
the Northern Regional Training Hub (NoRTH).

Mental Health Older People Dementia Behavioral Support

Supports the DHBs where there is benefit from working regionally to
YSSGiY aAyAraidsSNRa 202S00A0Sa I yR
the Northern Region Health Plan and in their individual DHB Annual
Plans.

Total Other District Health BoardDF
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Inter District Flow delivered mental health and addiction services: Other NI

Organisations
Other

Limited

DHBsand Correction in multiple locations such as prisons g
probation. They deliver community based alcohol and othe
services to adults and ydut

Provider Provider Organisation Service Description

Group

Inter District BzCommNZ Ltd Manor Park Private Hospital is céigd to provide hospital Clinical Rehabilitation / Sulscute / Extended Care Inpatien
Flow (IDF) level care for up to 54 psychogeriatric and mental health | Beds. An inpatient recovegriented service that enhances
Non residents the skills and functional independencesgrvice users.
Government Care NZ (Est 1954) | Care NZ delivers a range of addiction services across mul] Single Point of Entry Community based offenders alcohol

other drug specialist services

Central Health
(previously Te
Whatuiapiti Trust)

The service is based in a rural setting in Otane, Hawkes B
Approximately every two months there is an ingatf 1517
youths with a maximum number of 6 intakes a year.

Child, Adolescent and Youth Communigaccommodation

Emerge Aotearoa

Emerge Aotearogrovides a wide range of communibased
mental health, addiction, disability support and social hous
services nationwide

Child, adolescent and youth alcohol and drug community
services. A community based assessment and treatment
service for children, adolescents and youth with alcohol a
or other drug issues and or dependence.

Nova Trust Board

NovaTrust providesa three to six month residential alcohol
and drug rehabilitation programme, offering supported
accommodation alongside a skills development programm
Novahas a 67 bed lodge providing 24hr custodial supervis
and an irRhouse nursevailableduring office hours.

Intensive Residential AOD service. Treatment services fq
people who have particular requirements that are unable
be met in less structured or supported settings.

Odyssey House Tru:

Odyssey House Try&hristchurchprovides herapeutic
support and education to clients with drug and alcohol
addictions.Its mission is to improve the wellbeing (Life
quality) of individuals, family and community affected by
addiction, mental health and related issues.

Intensive Residential AODrsize. Treatment services for
people who have particular requirements that are unable
be met in less structured or supported settings.
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Provider
Group

Provider

Organisation

Service Description

Presbyterian
Support Northern
(Lifeline Aotearoa)

LifelineAuckland was established in the mid 1960s by seve
churches,andhas been an activkifelinesupporter since that
time.

Services providing suicide prevention and postvention
support, including those under the current Suicide
Prevention Action Plan

The Salvation Army
New Zealand Trust

The Salvation Army MeZealand Trugs a national
organisation. The salvation Army provide a safe, integrate
high quality treatment service to people whose lives have
been affected by the harmful use of, or dependency on
alcohol or drugs

1 Community based service to provide alcohol and
other drug day treatment programme for people with
alcohol and other drug dependence issues

1 Intensive Residential AOD service. Treatment service
for people who have particular requirements that are
unable to be met in less structured orpported settings.

Total Non Government OrganisatiorOther IDF
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Inter District Flow delivered mental health and addiction services: Other BHBp Sliced

Provider Group

Provider

Organisation

Service Description

Inter District
Flow (IDF)

Top sliced
Forensic and
Rehabilitation

Capital & Coast
DHB Provider
Arm

Youth Forensic
Specialist Community
Service

1 Youth forensic services are specialist mental health and addiction services that exist to res
to the needs of young people who are or maydeverely affected by mental health and or
alcohol and other drug (AOBsuesand have seriously offended, or are alleged to have serio
offended. More specifically youth forensic services have a core responsibility to provide in
developmentally ad culturally appropriate

Adult Forensic
Mental Health
Community Service

1 "Service is facility centered with a range of outreach services delivered in prisons, courts,
community based and homeased settings, delivering safe, recovery focused, culjural
responsive specialist forensic mental health care including effective assessment, treatmen
rehabilitation for people with mental health and or-eaisting (mental health and addiction)
needs who are currently in the justice system and or whoSyeeial patients
1 Mental health patients who are declared to be restricted patients under section 55 of the
MH(CAT) Act

1 Remandees per SS 38/44 CPMIP Act 2003, Section 25s (CCPMIP 2003) or.¢lyB6d34 i
(b) 1 CPMIP 2003

9 dients of General Mental Hahl Adult Services (GMHAS) that have behaviors that preser
high level of risk to others"

Total Forensic Specialist Community Servio®ther IDF
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AppendixFour. Service Schedule

Service Gaps

F2NJ A&SNIBAOS dzaSNE |yR (KS

Service Cluster Re®mmend | Service Issue | Service Ga@®pportunity Youth | Adult | Older Year 1 Year 2
# 0-18 | 1964 | Person
Yrs Yrs 65+
Increase Access to 7. Community Establish crisis respite beds for specific populations, K K K 30 June | 30 June
Community Based acute including the young, th older person and those with 2019 2020
Mental Health and crisis respite particularly complex conditions such as Coexisting Probl
Addiction (CEP). Services to be provided in the community rather 1
Treatment current delivery model i.eon hospital grounds
8. Community Modify the provision of supported residential services to K 30 June | 30 June
Housing ad best fit demand including high and complex people unde 2019 2020
Recovery 65 years. This would mean increasing the number of
Service housing and recovery beds
9. Mobile Resource mental health and addiction community servic K K K 30 June | 30 June
Outreach to be mobile to ensure that services can reach those wh 2019 2020
Services need them. Ensure services are available and easily
I 00SaaArofsS G2 aSNBAOS dza$s
within each local teitories of Wairarapa with decreased
waiting times in order to avert future adverse outcomes
and improve outcomes.
10. Flexi funding Support access to services for those living on the rural a] K K K 30 June | 30 June
coastal areas, for examplsy ensuring flexiunds are 2019 2020
available to support people to get to Mastertdrased
services such as acute crisis respite and managed
withdrawal.
11 Day Activity Increase limited resources for adult and algeeople drop K K 30 June | 30 June
Service Adult | in services to reduce the risks of social isolation and rela 2019 2020
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Service Cluster Reommend | Service Issue | Service Ga@®pportunity Youth | Adult | Older Year 1 Year 2
# 0-18 1964 | Person
Yrs Yrs 65+
Community 13. Day Activity Develop neaningful day activity options for youth to K 30 June | 30 June
Services for young Service Youth | improve their health and wellness, live a sdiffected life 2019 2020
people and their and strive to reach their full potential.
family/6 Kn y |
14. Brief Develop a range of brief interventi options (individual K 30 June | 30 June
Intervention and group based) in settings where young people and th 2019 2020
Options for FIYAEtASE YR ¢6Knyldz f A0S=3
youth. 9y adaNBE (KSasS 2LJiA2ya | NB
Brief intervention, refers to first responses to young pleoy
presenting at lower levels of stepped care. This differs fr
brief therapy which refers to the targeted, higher intensity
interventions that can be delivered at secondary level of
care.
15. Youth Resource a rebalanced mix of rehabilitation options K 30 June | 30 June
Rehabilitation responses across a life course continuum. Ensure servi 2019 2020
Service are available and easily accessible to service users and
FILYAf& YR gKnyldz 6AGK RS
avert future adverse owomes and improve outcomes.
16. Youth Planned | Increase access to respite for youth and youth AOD Co K 30 June | 30 June
Respite Service| existing Problems (CEP). Note in addition to acute crisis 2019 2020
respite service.
Community 18. Maraebased Develop maraéased programmes to meet the needs of K K K 30 June | 30 June
Address programmes |an2NA ol aSR 2y 06Sad LINI Ol 2019 2020
community 2NF 2N KSIFfdkKe FlLYAfASaAQ
services fom n 2 N buildsonthea t NBy 3G Ka 2F gKnyl dz
RS@St2LISyido 9y 3+ 3AS an?
re-design and development. Health services are provide
for the improvement of health outcomes and reduction o
KSFEt 0K AySldatAdiArasSa F2N a
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Service Cluster Reommend | Service Issue | Service Ga@®pportunity Youth | Adult | Older Year 1 Year 2
# 0-18 1964 | Person
Yrs Yrs 65+
Addiction (Alcohol 19. Mixed Develop a mixed DHB/NGO addiction service delivery K K 30 June
and Other Drugs DHB/NGO model for the Wirarapa Population. Resourskilled 2019
addiction staffing in the Wairarapa DHBd®ider Arm secondary to
service delivery | include Community Based Alcohol and other Drug
model Treatment Services and clinical support to service users
Opioid Substitution Treatment (OST)
20. Respite (Step up Establish acceds Addiction Step ustepdown service K K 31
and step down) | when the person is ready to enter treatment and lack of December
Residential follow up and support increased the chances of continue 2018
addiction and return to use.
22. Addiction Establish amall locally provided mukpurpose residential K K 30 June | 30 June
Residential service (hub) that provides a mix of options needed for 2019 2020
Service (hub) addiction treatment and not currently provided locally in
Wairarapa, including social residential managed withdra
(social detox) care and supportagdcommodation beds for
people who have alcohol and other drug dependency for
period of stability for service users to cement gains post
treatment.
23. Addiction Expandhe scope/models used in community services to K K K 30 June
Packages of include outreach components i.e. Packages of Care (AP 2019

Care (APOC)

to provide capacity to those who need addiction treatme

Addiction Packges of Care (APOC) are available but
difficult to access for the provision of individually tailored
packages of care/treatment for youth and adults who are
experiencing an acute episode of alcohol and other drug
abuse. The packages of care can includensive Home
Treatment (IHT) as a rapid response service provided to
people in their own home.
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for service users to address the inrt@gency service
coordination requirements of service users including you
people and the homeless.

Service Cluster Reommmend | Service Issue | Service Ga@®pportunity Youth | Adult | Older Year1l | Year?2
# 0-18 | 1964 | Person
Yrs Yrs 65+
Workforce 26. Workforce Develop a sulbegional (Wairarapa, Hutt Valley and Capit K K K 30 June | 30 June
Development and @ast) Workforce Development Plan that is designed 2019 2020
Plan address the core component of future changes/service
improvement initiatives
27. Mobile Develop mobile mental health and addiction specialist K K K 30 June | 30 June
Specialist Team| resourcesvhich are capable of operating across the entir 2019 2020
Wairarapa district and which serve primarily to support th
effective delivery of services through locality based tean
29. an2NR Identify priority areas and deV@p strategies for increasing K K K 30 June | 30 June
workforce an2NA 62N] F2NOS 6AyOf dzZRAY 2019 2020
workers). In particular: examine options for career
pathways and development; develop closer training link:
with other sectors to diversify the existing skill basethef
an2NR ¢2N] F2NOST FyR SgI f
L2fAOASAE FT2NJ an2NAR @g2N] F2
33. Workforce Develop a sulbegional (Wairarapa, Hutt Valley and Capit K K K 30 June | 30 June
Strategy (3DHB] and Cost DHB) workforce strategy for botemtal health 2019 2020
and addiction as a core component of future
change/service improvement initiatives
Integration and 34. Intake and Revise intake and assessment arrangements to remove K K K 30 June
Collaboration Assessment requirement forseparate intake and assessment pathway 2019
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Service Cluster Reommmend | Service Issue | Service Ga@®pportunity Youth | Adult | Older Year1l | Year?2
# 0-18 1964 | Person
Yrs Yrs 65+
38. Integration with | Workingpartnershipwith Oranga Tamariki, Ministry of K K K 30 June | 30 June
Partner Social Development, Education and Justiganised 2019 2020
Agencies througha lead entiy forinfluencing the pathways through
high risk mental health, care and protection, and justice
services.
Prewention and 41. Multi- Undertake a multdisciplinary approach to tackle mental K 30 June | 30 June
Early Intervention disciplinary health issues in schools, including coordination between 2019 2019
approachto social worker, adolescent psychologist, generakfitioner,
Mental Health | and drug and alcohol counselling availablesitie at school.
in schools
42. Gounselling Increased flexibility of counselling sessions. Information K K K 30 June | 30 June
Sessions be provided to the sector to explain the basis for the 2019 2019
fundingaddiction counselling sessions.
43. Prevention Resource services and programmes that intervene earliq K 30 June | 30 June
Intervention the life course where there is strong evidence for effectiv 2019 2019
interventions that reduce the burden armbst of mental
health and addictiorg with at risk families, children and
adolescents.
44, Sigma and Increase stigma and discrimination resource to enable K K K 30 June | 30 June
Discrimination | service users to gain support, protection and rediigégsey 2019 2020
are discriminated against.
45, Quicide Review suicide postvention governance and clearly K K K 30 June
Postvention delineate roles and accountabilities for the-oination 2019

and integration of suicide prevention activitiescaother
suicide prevention programs across all levels of provider
the Wairarapa.
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and Addiction

health and addiction services and how these are access

Service Cluster Reommmend | Service Issue | Service Ga@®pportunity Youth | Adult | Older Year1l | Year?2
# 0-18 | 1964 | Person
Yrs Yrs 65+
Health 46. Service Develop a mental health and addiction service map aime K K K 30 June
Information and Mapping at informing people in the community of the range of 2019
Education services available.
47. Information and | Develop information and educatigegrogrammes K K K 30 June | 30 June
Education I LILINPLINRA FGS G2 GKS aSNWAO 2019 2020
the community at large including out of hourquality of
information provided to families. Services to be designed
AYLINR @GS | LISNBR2YQa KSIf K
knowledge, and eveloping life skills which are available
and easily accessible to service users and their family ar
g Knyl dzo
48. Marketing of Undertake a community sponsored marketing and K K K 30 June | 30 June
Mental Health | information campaigmromoting awareness of mental 2019 2020
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outcomes for people experiencing m@l health and addiction
AadadzSa yR GKSANI FlIYAfASAE

Service Cluster | Re@mmmend | Service Issue | Service Ga@®pportunity Youth | Adult | Older Year1l | Year?2
# 0-18 | 1964 | Person
Yrs Yrs 65+
Qualty, Process 49. dinical Develop a clinical governance structure to support the work K K K 30 June | 30 June
and Procedures Governance | all clinicians in the sulegional mental health and addiction 2019 2020
service This includes supporting and monitoring services to
integrated, flible and responsive; a high performing netwo
of people and agencies.
50. Process and | Guidelines developed to promote good practice in relation t K K K 30 June | 30 June
Procedures |0 KS RS@St 2 LAY YW (W3 2det88 R 2019 2020
Guidelines service planning for people with multiple service needs
including homeless people
51. Improved Effective triage systems, providing more group programmes K K K 30 June | 30 June
Trage ensuring robust systems are in place for ptising need and 2019 2020
Systems monitoring demand and delivery.
52. Clinical Clinical guidelines and standards are developed or updated K K K 30 June
Leadership maintained for improving high standards of care (clinical an 2019
non-clinical.
53. Responsibility | Transparent responsibility and accountability for those K K K 30 June
and standards for the delivery of care to the people who use the 2019
Accountability | YSy Gl f KSIfGK YR I RRAOGA?Z2
56. Family/ Develop guidelines for engagement with famdyK n Vi thiz K K K 30 June
GKnyl dz|aSNBAOS dzaSNna NBO2PSNE LI 2019
engagement | be contacted, when a service users does not want family
involved, and/or there is not the time or inclinati to engage
with family/é K n y' | dz
Collaborative 59. Leadership Review the Terms of Reference (TOR) for the collaborative K K K 30 June
Leadership Grouf mental health addiction leadership group to maximise positi 2019
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Improve Model of Care

Service Clusterl Reommend | Service Issue | Model of CareOpportunity Youth Adult | Older | Yearl | Year2 | Year 3
# 0-18 Yrs| 1964 | Person
Yrs 65+
Increase 1. Integrated Develop a Referral Pathway and access criteria f K K K 30 June | 30 June| 30 June
Access to Referral secondary mental health and addiction services 2019 2020 2021
Community Pathway which provides clear service and program pathwsé
Mental Health for increasing ecess and streamlining the
and Addiction treatment pathway. Services would be delivered
Treatment around clinical care pathways with a focus on
recovery and address unmet needs that are the
single greatest contributor to poor health and soc
outcomes at an individual, familynd population
level
2. Older person | Develop mental health funding model adapted to K 30 June | 30 June
Funding Model| the needs of the older person with mental 2019 2020
health/physical health issues.
3. Older Person | Development of new assessment pathway that K 30 June | 30 June
Assessment meets the particular needs of older people with 2019 2020
Pathway mental health and addiction issues which is
essential to help prevent admission and promote
early discharge.
4. CFrYAtek/BdZAt R 2y (KS GNBYyR (2¢ K K K 30 June | 30 June| 30 June
inclusive practice and ensure that there is clear 2019 2020 2021

LINEGAAA2Y F2NJ Fl YA &k ¢
treatment and support as people in their own righ
This could include individual sessioranfly
education and support groups and mefimily
treatment groups.
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Consider a ralesign of the mental health and
addiction service delivery to address service gap
F2N) an2NRT GKA&a O2dz R
locating the servicento a marae community
setting, developing programmes that are more
SELX AOAGEE K2t AAGAO Iy
approaches, settings and governance.

5. Older Person | Proactively managing the impact of mental health 30 June | 30 June| 30 June
services for the older person by increasing acces 2019 2020 2021
interventions thatenable older people to retain or
recover functioning, avoiding or delaying the nee
for more intensive and costly support
6. Flexible Develop funding models which enable flexible 30 June | 30 June| 30 June
Funding application to tind brief intervention support for 2019 2020 2021
Models service user and familg/ K n yfocazed and
tailored service provision
Community 12. Youth AOD Review the purpose of YoutkOD Multi Systemic 30 June
Services for MST Therapy Service. Consider redeployment of 2019
young people resources for young people who lack secondary :
and their primary level support particularly under 12 year
family/é6 Kn y olds. Overall there is limited community services
available to youth.
Address 17. Multicultural Establish a multicultural Mental Health and 30 June | 30 June| 30 June
Community Mental Health || RRAOQGA2Y { SNIBAOS F2NJ 2019 2020 | 2021
services for and Addiction | the drivers of inequalities in mental health and
an2NR Service for addictionburdy | yR 2dzi O2YSa
anzNA particular as well as other high needs populations
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addiction education (as related to other ke
issues such as family violence, vulnerable
children, mental health, crime etc.) which
identifies the objectives, mechanisms,
responsibilities, evaluation methods and
resources required for delivery

Service Reommend | Service Issue Model of Care Oppdunity Youth Adult Older | Yearl| Year2 | Year3
Cluster # 0-18 Yrs | 1964 Yrs| Person
65+
Addiction 21. Managed Establish a distrietvide model of managed K K 30
Withdrawalservice | withdrawal which includes integrated June
community supported residential options ang 2019
ensure equiy of access across the district.
24, Methamphetamine| Develop a tailored treatment pathway for K K K 30 30 June
Treatment those who are dependent on June 2020
Pathway methamphetamine and their families and 2019
gKnyl dz 402 SYyadaNbk |y
response is avkable, in the context of
partnerships with other stakeholders and
preferably as part of a community wide
response to methamphetamine related
problems. The pathway to be linked to
national treatment provisions (available out g
district and region) i.e., sthamphetamine
packages of care which includes residential
treatment.
25. Addiction Partner with key agencies and providers [ K K 30 30 June | 30 June
Education and across sectors to develop a comprehensiv June 2020 2021
Information plan to support delivery focommunity 2019
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connected, to ensure we build trust, respect
and confidence.

This includes continued development of the
community support workforce. A fased
development of capacity and capability acros
the spectrum of support including enabling e
therapies, selcare/g K n ycareland peer
support.

Service Reommend# | Service Issue Model of Care Opportunity Youth Adult Older | Year1l| Year2| Year3
Cluster 0-18 Yrs | 1964 | Person
Yrs 65+
Workforce 28. Workforce Build the capacityrad capability of all service K K K 30 | 30 June| 30 June
Capacity and providers to work in partnership with the June 2020 2021
Capability service users through supporting and 2019
strengthening knowledge, experience and
expertise of health workforce to mitigate the
loss of experienced workforce.
30. Community Identify priority areas to grow the Community K K K 30 | 30June| 30 June
Support Worker | Support workforce. This includes developme June 2020 2021
(includingPeer | of peer support roles within the mental healtt 2019
Suppon) and addicton teams as a further consideratio
Mental Health | Note: Peer service user support in Addiction
and Addiction an emergent discipline and has experienced
Services rapid growth over the last few years. Itis
increasingly recognised as a valuable
component of addiction service delivery.
31. Consumer Establish Advisor role/s (Adult Consumer K K K 30 30 June
Advisor Advisors, Youth Advisors, and/or Family June 2020
Advisors) in the Wairarapa DHB Provider Ar 2019
32. Leadership Leadership and deelopment of the workforce K K K 30 30 June| 30 June
Support a diverse workforce that is recovery June 2020 2021
focused, fosters independence and is well 2019
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Service Clusterf Reommend | Service Issue Model of CareOpportunity Youth | Adult Older Year1l | Year2| Year 3
# 0-18 | 1964 | Person
Yrs Yrs 65+
Integration 35. Integrated Develop new or revise current service programm{ K K K 30 June| 30 30
and Service Mdules | enabling integratedgervice modules for service 2019 June June
Collaboration for service users| users with Ceexisting Problems (CEP) with the ai 2020 2021
with CoExisting | of reducing siloed service provision between
Problems (CEP)| sectors for people with CEP.
36. Integrated Provide an environmentit supports integration K K K 30June| 30 30
Service Delivery| and collaborative practice across service delivery 2019 June June
02dzy REFNASE (2 SyadaNB Y 2020 | 2021
and mental health and addiction sector builds the
capacity and capability to respond to the needs 0
service user and their famdy ¢ Kn y | dzd
37. Intra and Take a whole of person approach by ensuring K K K 30June| 30 30
Intersectorial strong intra and intersectorial relationships to 2019 June June
Relationships ensure people access the range of support availg 2020 2021
to achieverecovery and optimal outcomes
Prevention and 39. Inter- Consider the integenerational perspective for K K K 30 June 30 30
Early generational improving mental health and addictions with the 2019 June June
Intervention Issues view to decreasinghe incidence of health issues i 2020 2021
future generations. This is thought to be due to t
limited services funded for early intervention and
strengthening primanspecialistcommunity
(including social) integration.
40. Continuum of Develop a continuum of early interventions which K 30 June| 30
Early range from broad population based, targeted 2019 June
Interventions mental health and addiction related promotion an 2020
prevention initiatives; early (and most often brief)
interventions ina variety of community and
primary care settings including schools.
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Service Clusterf Reommend | Service Issue Model of CareOpportunity Youth | Adult Older Year1l | Year2| Year 3
# 0-18 19-64 Person
Yrs Yrs 65+
Quality, 54. Mental Health | The mental health and addiction service shouldj K K K 30
Processand and Addiction outcomes focussed (that is, have in place a routif June
Procedures Outcome outcome monitoring programme) and the 2020
Framework outcomes should link to agreed clinicaidaservie
performance measures. Consider the use of Men
Health and Addiction Outcome Framework.
55. Price Parity Undertake a review of prices being provided for K K K 30 June| 30
one service category which is disproportionate to 2019 June
the price for other service Develop equitable 2020
prices relative with the expected resources/costs
delivery.
57. Monitoring and | Systems for monitoring outcomés ensure K K K 30 30
Performance senices are sufficiently resourcedeveloped or in June June
place to eport on service delivery expectations 2020 2021
which should be clear and consistent as part of a
Service Framework for each service cluster.
58. Consumer Ensure robust service user feedback K K K 30June| 30 30
Feedback complaint/feedback sysims are in place 2019 June June
system 2020 2021
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Appendixdive StakeholdeEngagement

Stakeholder Group

Stakeholder Attendees

Wairarapa DHB i
personnel involved in
delivering secondary anc q
community mental

health services:

Adult CommunityMental Health Team members: 20 CMHT in
attendance
Child Adolescent Mental Health Teab® CAMHS in attendance

CA@S o6p0O bD Y
key personnel delivering 1§
and/or managing MHA ¢
services 1

f

Mental Health Solutions Ltd (Pathways Health Limited)
King Streefrtworkslinc.

Oasis Networknc.

Supporting Families Wairarapa

Te Hauora Runanga o Wairarapa

a n 2HwuRh

e R

Wairarapa DHR n 2Réfationship Board.

Te Kura Kaupapa n 2 d\Mairarapa Board member
Wairarapa DHEonsumer Council

Maraeroa Marae Health Centtac.

Supporting Families Wairarapa

Te Hauora Runanga o Wairarapa

2 K n yrhedzer

a n 2Nightal Health Support WorketWAIRARAPA DHB
Kaimahi @ Whaiora artdd K n yrepdesentative

a n 2Nehtal Health Professional @ TE R.A.M.A CAMHS
Clinical Psychologist @ TE R.A.MAMMBS

Consumer Hui: 28ervice
users in attendance

Hosted by King Street Artworks.

Family Hui 15 Family
members in attendance

Hosted by Supporting Families Wairarapa. In attendance 15 Family
members

Primary and Secondary
schools Hui

Rathkeale College
Fernridge School
Kahutara School
Greytown School
Makoura College

Kuranui College (3 people)

Primary Care Hui

Featherston Medical Centre
Masterton Medical (4 people)
Compass Health (7 people)
Carterton Medical Practice
Pathways/CMC

Suicide Postvention

Lifeline Aotearoa

Open Home Foundation
Supporting Families Wairarapa
Victim Support

Masterton Medical

Supporting Families Wairarapa
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Stakeholder Group Stakeholder Attendees

1 Wairarapa DHB
1 Changeability
9 Rural Support Trust

Emergency Department 4 in attendance: Dr Norman Gray and 3 chhitaff
(ED)

31 Individual 9 Senior Medical Officers,
interviews: 9 Clinical staff,
1 Wairarapa DHBenior personnel involved in strategy and plannin
activities,

1 Family members,

1 DHB Mental Health and/or Addiction clinicians who services are
provided to the Wirarapa population via Inter District Flow
arrangement.
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AppendixSix Service Description

Service Group Service Type

Service Description

Adult Mental ~ Crisis Services for peoplein =~ T
Health crisis, or at risk of or having ar
Services acute episode (gpecially when

GKSANI 26y 2NJ ¢
safety is at risk) including:

Acute services provided within an inpatient setting,
such as a specialist psychiatric hospital ward or mel
health facility where clinically appropriate (and an
efficient use of reources), 24our acute intensive
home-based treatment and/or alternatives to
hospitalisation

Assessment and referral from hospitadsed accident
and emergency departments (these services may b
delivered by visiting community mental health team:
or by impatient liaison teams)

Communitybased crisis respite, including a treatmel
component (services that provide people, including
carers, with a break, so crisis can be eased)

Consultation, liaison and collaboration, including wit
PHOs and other primary higa care services,
secondary and tertiary services, for people with bott
addictions and mental health disorders

Recovery and Resilience T
services to support people to
recover and develop resilience
¢ to enable people with
experience of mental illness
andaddiction to participate in
the everyday life of their
communitiesandd Kn y | dz

=

Assessment and brief interventions

A comprehensive range of treatments including, but
not limited to, a range of psychotherapeutic and
psychosocial options

Liaison and suppostith education, employment and
housing forservice uses, includingservice useted
recovery services and peer support

Consultation, liaison and collaboration with PHOs,
other primary health care services and other social
service agencies

Liaison, educabin and support for carers, family,
g K n yahddgignificant others

Mental health and addictions education, prevention
and mental health promotion, and early intervention
skills.

=

Long Term Support for people
with mental health and/or
addictionsissues andbr
damage from alcohol and othe
drug abuse and other causes
needing long term support.

= =4 -4 - =

=

{ SNBAOSa (2 lraasSaa | LIS

Coordination services (service to ensure people get
the services they need)

Kaupapaa n 298dices

Social support services.{, selfhelp groups)

Support for carers

WSAARSYUGAIf &dzLJJ2 NI 0 & d
own home), including home support services
Residential care, including hospital rehabilitation
Rehabilitation
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Information services

Treatment and ongoing illness mayement and
clinical care

91 Planned respite
1 Consultation and liaison.
Adult Addiction (Alcohol and Other T Assessment
Addiction Drugs) services for people witt ¢ Brief and early intervention
Services alcohol and other drug 1 Withd | t
problems in the context of the ithdrawal managemen
mental health and addiction 9 Treatment irtluding a range of psychosocial
services relates dw to alcohol interventions
and other drug use and/or Day programmes and residential treatment
problem gambling. It refers to i _ _
maladaptive pattern of 1 Alcohol and other drug services for people with co
substance abuse, or problem existing mental health or pathological gambling
gambling leading to significant problems
impairment or distress. 1 Opioid substitution treatment services
1 Rehabilitation
1 Peer spport
9 Consultation, collaboration and liaison, including wit
PHOs, other primary health care services, secondal
and tertiary services and other social service agenc
Children and ~ Services for children and youn T Inpatient care
Young People people are avagible upto and  q Provisionof specialist advice to crisis services
Services including the age of 19 years, q

and adult services are availabl
from 18 years; this overlap is
managed according to the
clinical and developmental
needs of the consumer. Some
flexibility will be allowed to
manage the transition betweer
childand youth services and
adult services through to 25
years in order to best meet the
needs of the young person.

Services will promote effective
engagement with both the
young person and their family
andg K n y{Wwhen
appropriate).

Specialist consultation and liaison services to other
professionals working with children and young peogp
who require mental health servicesncluding
Ministry of Education, Ministry of Social Developme
(Child,Youth and Family), youth justice, other health
services in the primary care, secondary and tertiary
sectors, and other agencies

Participation in interagency processes such as
Strengthening Families, Family Group Conferences
and high and complex needs eamanagement

Education, prevention and early intervention activitie
for children and young people, and for families,
¢ K n y ¢amdzs and others affected

Liaison, support and respite care for familigsk n y I
carers and others affected

Youth Court liaisoservices and liaison with the
Department of Corrections, the Ministry of Justice a
the Ministry of Social Development (Child, Youth an
Family).

WairarapaDHBMHA Service Reviewinal Draft Repor2018

101 Page



Services tailored to the needs ¢ 1
specific groups.evices for q
offenders in the criminal justice
system and alleged offenders
with mental illness and 1
addictions as follows:

Forensic and
Rehabilitation
and Extended
Care Service

Inpatient treatment in secure settings
A secure unit for people needing lotgym care
Regionally based community forensic teams

Monitoring and management of special patients an
restricted patients as defined by the Mental Health
(Compulsory Assessment and Treatment) Act 199:
(Mental Health (CAT) Act 1992)

Court liaison services and liaison with the
Department of Corrections and Minigtof Justice

Consultation and liaison services to community
services provided by the Department of Correction:
and Ministry of Justice in each region

Suicide Prevention. Coordinai 1
suicide prevention activities.

Suicide
Prevention

This includes imphaenting a district suicide
prevention plan, facilitating and enhancing cross
agency collaboration in respect of suicide preventiol
and, when necessary, implementing a suicide
postvention plan and a coordinated response to
suicide clusters/contagion.

Primary Mental Health T
Services. Primary mental heal
and addiction services provide
interventions for people q
presenting with mild to

moderate mental health and
addiction problems. In additior

to the general primary care
responseto the needs of i
people of any age, access to
primary mental health
interventions is funded for the
following specific population
groups:

Primay
Mental Health
Services

Primary mental health interventions are based on a
stepped care model with interventions matched to
service useneedsin terms of level of intensity

The enrolled adult population focused ann 2, NJA
Pacific and/or low income. The expected outcome i
increased access to psychological and psychosocia
interventions for these atisk groups.

Youth primary mental health serds, available to all
youth in the 12 to 19 year age group (regardless of
PHO enrolment) who require such a service. The
expected outcomes are to enable early identificatior
of developing mental health and/or addiction issues
and better access to timely arappropriate treatment
and follow up.

It is known that women with 1
mental health problemsg
particularly women with a
history of bipolar disorder,
psychosis or postnatal/severe
depressiorg are at risk of an
escalationof symptoms during
the pregnancy and postnatal
period.

Perinatal and
maternal
mental health

M

Women who are identified as needing mental healtr
services when pregnant or in the period after birth w
be able to access appropriate services to meet their
needs and keep themselves and theibis safe.

It is expected that all women will have access to
perinatal and maternal mental health services.
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Older people  Older people should have access t« T Specialist services for older adults with serious men

(65 plus the same range of mental health health disorders, including serious behavioural and

years) and addiction services as other psychological symptoms of dementia (BPSD)
eligible peopleprovided in a manner
and setting that are safe and age
appropriate. Older people with a

Specialist consultation and liaison services from oth
professionals working with older people who require
mental illness and/or an addiction mental health servicesincluding the older persons
are also eligible for the range of services, communitpased support and advocacy
specific health services for older servces, PHOs, other primary health care services :
people. Current adult specialist other social agencies.

service uses over 65 years il

remain with their current specialist

service provider unless their needs

change. They will not be excluded

from specialist services due to age.
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AppendixSeven TheméSubtheme Definition

Theme Kaupapa Definition Sub Theme Definition: Whakamaramatanga
Access Services are available and Referral Pathway  Timely access, safe, effective high quality care for people in mental health crisis tc
Tuwheratanga easily accessible t8ervice reduce inappropgate conveyance to emergency departments.

users and their family and
¢ K n yulithddecreased Acute Response

Getting the right response 24/7 for people experiencing a mental health crisis.

waiting times in order to

avert future adverse Communitybased  Services adequately resourced to offer intensive home like treatment (including C
outcomes and improve acute support respite facilities) as an alternative to an acute inpatient admission.
outcomes
Distance Arrangements that ensure the people in their geographical area have access to m
health and addiction services at a local level.
Equity Health outcome disparitieare addressed including social and economic factors suc
income, poverty, employment, education and housing.
Recovery and People improve their Communitybased  Responsive services focus on recovery, reflect relevant models and take into acce

resilience-Te Ta  health and wellness, live a clinical treatment
Ora me Te Tu Kah selfdirected life and strive and therapy service:
to reach theirfull

the clinical and cultural needs of people affected by mental illness and addiction.
Services worikg together to ensure adequate referrals between mainstream servic
and those developed to meet the unique needs of specific population groups.

potential.
Community support
promote resilience,
recovery and
connectedness

Services that support individuals to lige independently as possible within the conte
of their treatment and support needs, and in an environment that is consistent witt
their goalsand the wishes of their familg/ K n y I dz

Respectful
engagement and
partnerships with
service uses

A respectfliprocess wher&ervice user of mental health and addiction services are
encouraged and empowered to actively participate in decisions about the treatme
services and care they need and receive.
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Family Kn y | dz

Family andd K n yplaya key role in th&ervice userroad to recovery when
providing mental health and addiction services in a family inclusive way. Services
to listen to family andd K n yahddzspond to their specific needs, including providit
education on recovery and referral of fdgnandé K n yid agipropriate support
services.

Reducing Mental Health and
disparities for Addiction services are
an 2-N& provided for the

Responseta n 2 N

Response ta n 2iddirengthened by relationships, networks and cross agency
working. Services take into account the needs, values, and beliafs c ifh:uding
gender and geographical inequalities importanéas for action.

g KI 1 2NB improvement of health
mate e panei Kia outcomes and reduction of
Ngaia n 2 NJA health inequalitiesdr

a n 2vihh use services.

Family$ Kn y | dz

More awareness fofamily/ég K n yahddzeeping the focus on persdiamily/é K n y |
centred care.

Workforce- Building the capacity and

Kaimahi capability of the Service
providers to work in
partnership with the
Service userthrough

Capability

Workforce development needs to be part of the focus for every service to build the
capabilities required to deliver higuality, evidencebased angersoncentred care.

This involves building the capacity and capability of all Service providers to work ii
partnership with theService uses.

supporting and
strengthening knowledge,
experience and expertise
of health workforce.

Training and
Development

Investment in the training and development of the mental health and addiction
workforce is key to ensuring the delivery of effective services. Integrated care and
treatment will be achieved through a competent workforce appropriately trained ta
recognise and respond to mental health and addiction issues.

Retention and
recruitment

Caeer pathways for retention and recruitment of the required clinical and-olimical
expertise.

Culturally
appropriate
workforce

a n 2dilural competencies needed and merged with other clinical competencies
reflecting what is described a8V K 2 f A& @ A Dy Gt ATSQD
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Communication Collaborative Interagency
and relationship  communication which

Improved relationships to ensure a greater ability to respond &ntal health and
addiction local needs through open and clear communication.

Te hononga Korer« supports and strengthens

me te positive relationships Wairarapa Providers Improved relationships and communications to address local needs ensuring strol
Whakas K n yhgac collaboration between NGO and DHB meihiahlth and addiction services.

tanga

Integration and Providing an environment Integration and Mental health and addictioservice uses often access other services. Services to w

collaboration- Te  that supports integration  service delivery
al KA y 3n ( and collaborative practice
across service delivery

together in a shared care arrangements that best meets#twice useRa y $SR
those with a mental illness and/or addiction. This includes their physical health ne
met.

02dzy RF NRSa
R22NJ A& (KS Leadership
mental health and

addiction sector builds the

Strong leadership to share innovative ideas, solve problems and improve access
services and provide eordinated support to people affected byental illness and/or
addiction.

capacityand capability to

Innovative funding streams for mental health sand addiction service availability foi
priority population groups i.e. children and youth and/or older people.

Mental Health and Addiction services addressing physical health issuesdhocating
gAOGK 3ISYSNIf KSIfGK aSN@WAOSa G2 I RRN

Increasedemphasis on early intervention by focusing attention on early interventiol
and strengthening primaggpecialist integration.

respond to ceexisting Funding approaches
disorders.
Physical health Improvingservice user Physical health
and wellbeing Te access services required
Ora aTinana a for improving physical
wairua & health needs for overall
hinengaro physical, mental, and socii
wellbeing.
Prevention and Preventing illness and Early intervention
Early Intervention promoting health to
- Hei Rongoa reduce the need for
secondary or tertiary Stigma and
health care Discrimination

Continuing national efforts to reduce stigma by informing others who would stigme
or discriminaé against people who use mental health and addiction services. In tt
way Wairarapa can create inclusive communities that play their part in supporting
recovery.
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Suicide Postvention

Collectively implement plans to decrease the incidence of suicidmgrihose people
known to mental health and addiction services, and have systems and processes
place to respond effectively to suicide clusters when they emerge.

Health Promotion

Provide evidencénformed, culturally appropriate mental health promoti for
family/g K n y Thdzaim will be to increase awareness of how to recognise and
respond to mental health and addiction issues.

Health
information and
education-
Matauranga
Hauora

Providing health
information and education
designed to improve a
persoQa KSI f 4K

Health Information

Difficult to know who you need to contact in mental health and addicervices.
Information and resources to help guide thervice userfamily/ég K n yahddhe
community find mental illness and addiction services i.e. a list of helplines and acc
other resources to help you find services, where to go and how to do it.

including improving
knowledge, and
developing life skills which
are available and easily
accessible t@ervice uses
and their family and
gKnyl dz

Health education

9RdzOF A2y tNBINIY @g2NJa sA0GK O2yadzysS
understanding of mental health and mental illness. This includes better mental he
and addiction education in schools.

Quality, process
and procedures
Tikanga

Accepted clinical
guidelines and standards
are maintained for

Clinical Governance

Clinical governance required to deliver seamless,-imtdigrated service. This would
include integrated guidelines, protocol and standards and allocating responsibility
accountdility for those standards.

improving high standards
of care (clinical and nen
clinical), transparent
responsibility and

Technology Support
Tools

Increase uptake of-therapy programmes that are culturally appropriate, evidence
informed and aimed at enhancing s&klp skills for preventing or managing mild to
moderate mental health and addion problems.

accountability for those
standards for the delivery
of care to the people who
use the mentahealth and
addiction services, their
family/é Kn y' I dz

Leadership

Clinical leadership needs to play a greater role in the delivery of seamless mental
health and addiction services to deliver a watkgrated suite of mental health and
addiction services across primary and secondary care.
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AppendixEight National Strategy and Policy

Nationwide Mental Health and Addiction service specifications cover specialist mental health ¢
Service addiction services targeted at those most severely affected éytai iliness or
Framework addiction. However, it is recognised that a focus on early intervention and integrat
(Mental health between specialist, primary and community services will lead to increased access
and addiction those who may be more at risk of developing mental health orcidali issues.

Primary mental health services provide a general primary care response to the net
people of any age with mild or moderate illness. The national expectations are
outlined.

Commissioning The mental health and addiction secisrshaped by what is purchased and how thes
Framework are purchased. We need innovative and integrated responses that are better matc
to those who need them.

The development of the Ministry of Health (2016) Commissioning Framework is ar
action from Rising tthe Challenge, the Mental Health and Addiction Service
Development Plan 2012017 (Rising to the Challenge). The Commissioning
Framework proposes a clear agenda of peeq@atred commissioning of Mental Healt
and Addiction with a focus on achievingdqii 6 f S 2 dzi O2YSa da g ¢
GKIFGSOSNI GKSANI OANDdzvail yoSa¢ o

To provide the least intensive means of achieving the best possible clear and acce
pathways between specialist and NGO services the Commissioning Framework ta
into account he social determinants of health by taking a much broader health and
wellbeing approach.

This approach provides a nationally consistent approach to commissioning and
supports innovative commissioning practices, supports thfooeising of resource to
acheve the goals of delivering care closer to home, provides a national infrastructt
that supports new and innovative ways of working, ensures accountability for publ
funds and continuous quality improvement to improve outcomes for investment.

Populaton The mandate for developing the Mental Health Population Outcome Framework c¢

Outcome from Rising to the Challenge and its clear aim is transformative; to put people and

Framework equity at the centre of what we do and to improve results for peogdige high level
purpose of the framework is:

G¢ KNRdzAK (GKS FNIYS@g2N)y Aa (G2 1yz26 Iyl
experience inequity in outcomes, help orient services to meet the needs of these
population groups and to demonstrate and measuredlfference we are making to
iKSasS LIS2 L) Soe

The seven broad key result areas in which the framework will measure chidegéthy,
safe and secure homgBinancial securitfEmployment, education and participatipn
Social, cultural and spiritual connectidiellbeing and respegMental distress, illness
and Addictionand Physical health.

Four macrepopulation targets that need to be considered: all people in New Zealar
people experiencing challenges to their wellbeing, people who are experieneing ill
heatk ' yYRk2NJ F RRAOGAZ2ya o6lny3al (b Kool dz2
Gny3alLadr gKFAZ2NI @
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T e Hau ¢tKS D2@SNYYSy(aa 288thiSsOKinl yorade ry 2 fafidies)
an NR NB Y supported to @hieve their maximum health and wellbeing (Ministry of Health, 2002

Addiction Rising to the Challenge (Ministry of Health, 2012) also promoge&a) yofadz
Workforce approach.

Strategic ¢2 YS8SG (KS SELISOGFGA2ZYa 2F wAaAyan i
Framework

Addiction Wakforce Strategy 201-:2025targets the workforce required to minimise
addictionrelated harm fora n 2 NEXectively minimising the harm associated with
substance misuse and problem gambling requires that workforce across a range ¢
sectors have the knowlegk and skills, within the context 6f K n ycentizd practice,
to identify addictionrelated issues and, where appropriate, be part of an integrated
response towards the desired outcome®fK n yoradz

(20152025)

Kaupapa Kaupapaa n 2NEhtal Health and Addiction Services are well established indigeno
a n 2NMEhtal  solutions to addressing n 2 mMERtal health and addiction needs. The Kaupapa 2 N.
Health and Mental Health and Addiction Services: Best Practice Framewasrkeen developed

Addiction from the evidence available to support the effectiveness of Kaupapa2 NiEktal
Services: Bés Health and Addiction Models of care and service delivery.
Practice

Intended as a resource to guide best practice, the Best Practice Framework identi

Framework core dimengns, and the associated descriptions, exemplars and implications. Cer
to each dimension is the identification of what is required for Kaugapea2 N\&Rtal
Health and Addiction Services to realise optimum outcomes for tangata whaiora ai
theirg Kn y I dz

Suicide Every year over 500 people die by suicide in New Zealand. This has a devastating

Prevention on the lives of the people involved and impacts all of us in some way. The New Ze

Outcome Suicide Prevention Strategy 2@@®16, whth has guided suicide prevention activity i

Framework bSs6 %SItlyR aAyOS Hnncz KFa 0O02YS G2 |
%SEFEFYRY 5NFFOG F2N) Lzt AO O2yadz G GA:
together to reduce suicidal behaviour in Newalgnd. It also identifies a set of priority
areas for action.

The Suicide Prevention Outcome framewarks developed for the Ministry of Health
in 2015 using a populatiebased outcome framework methodology. The suicide
prevention outcome framework haseen designed to support a coordinated
nationwide response across the health, social and justice sectors to reduce the rat
incidence of suicide in Aotearoa/New Zealand and draws from and supports the N
Zealand Suicide Prevention Strategy 2(HIBL6 and the New Zealand Suicide
Prevention Action Plan 2043016.

Better, Sooner, ¢ KS RS@St 2LIYSylG 2F D2@SNYyYSyaQa oSida:

More 2009 focuses on keeping people healthier in the community for longer.mental
Convenient health and addictions this means DHBs will need to develop comroaitgd health
Policy services. This would include ensuring mental health and addiction services have t

capacity to deliver more intense and more frequent services as an altegnativ
inpatient admission, and to enable the person to receive effective treatment in thei
own home
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National Drug The addiction landscape continues to evolve, and new evidence will continue to er
Policy 201%; about the issues that need tcebaddressed and the effectiveness of the intervention:
2020 aimed at addressing them.

¢KS blFiA2ylFf 5NHzZA t2ftA08 Hnun 2dzif Ay

1 Delaying the uptake of AOD by young people.
1  Reducing illness and injury from AOD.

1  Reducing hazardousidking of alcohol.

9  Shifting our attitudes towards AOD

This Policy makes a commitment to an initial set of actions, and these will be revie
and updated by the end ¢f017.

Dewelopments in the Alcoholism and Drug Addiction Act (1966) as outlined in the

tan .
isgi:téilorfe Substance Addiction Compulsory Assessment and Treatment (SACAT) Act (2017
generate changes in the role of compulsory treatment as part of a treatment pathw
Compulsory . . . .
Assessment for addiction ad increased demand for this pathway. Changes to the Act will impac

across the Addiction service continuum.
and Treatment

(SACAT) Act ( Tentative estimates suggest that approximately 2800 people per year nationally,

2017) compared with the current 7080 people, could become subjdo the proposed new
O2Y Lzt a2N® GONBIFGYSYyd NBIAYSD ! yRSNI Gl
capacity to make informed decisions about treatment. The duration of compulsory
treatment, therefore, is limited to the length of time required to enabie individual
to gain the capacity to consent to participate in ongoing treatment.

Like Minds, Like Minds Like Mine is a New Zealand wide programme to counter stigma and we
Like Mine released on www.gets.govt.nz on 1 August 2017. Submissiorsfevehe next three
2017 years and include approaches to increase leadership by people with experience of

mental iliness; to reducing stigma both internal and external; to provide evidence k
education and training and for specific counter discriminatiod afigma initiative for
an2NRA yR tI OAFTAO LIS2LX So

Workforce ¢CKS aAyAadNER 2F | SFHfGKQa aSydalt 1 g f

Action Plan 2021 (the Action PlaB? identifies the priority areas and actions required to develop
integrated, ompetent, capable, higlquality and motivated workforce focused on
improving health and wellbeing. It will guide decisions about investment and resou
for the next five years to ensure the workforce continues to develop and grow.

The Action Plan recogges the importance of a combined effort to address the socia
determinants of health by working across health, justice and social sectors to ensL
equitable positive outcomes for all New Zealanders. It includes actions to develop
workforce with the ridpt skills, knowledge, competencies and attitudes needed to
design and deliver integrated and innovative responses

62 Available athttps://www.health.gowt.nz/publication/mentathealth-and-addictionworkforceaction-plan-2017
2021
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AppendiNine Glossary

Acronyms that have special meanings are set out below. The following acronyms are used in this

document.

AOD
Addiction

Bl
CADS

Carers

CaseManagement

CEP

CAMHS

Central Region

CMHT

CRS

DHB

DHB Domite

Funding DHB
GP

HBT

LOS

a n 2/Racific
cultural workers

Mental Health

WairarapaDHBMHA Service Reviewinal Draft Repor2018

Aloohol and other drugs

Addiction is the repeated involvement with a substance or activity, despite the
substantial harm it now causes, because that involvement was (and may contint
be) pleasurable and/or valuable.

Brief Interventions
Community Alcohol and Drug Services

People who support users of mental health and addiction services when they ar¢
unwell

A team approach to psychiatric care in the community. The team may include a
Worker, Mental Health Nise, Psychiatrist, Clinical Psychologists; Community
Agencies (e.g. voluntary organizing dealing with mental illness such as SF). Fal
members may also be included

Coexisting problems, refers to when an individual has both substance use and
mentalhealth issues occurring at the same time, (CEP does not necessarily reqt
threshold of clinical diagnosis to be reached).

Child and Adolescent Mental Health Services

Geographical area covering, Palmerston North, Whanganui, imitiéle Hawkes
Bay in the east, Wellington region in the south including Kapiti, Porirua, Wellingt
central, Hutt Valley and the Wairarapa.

District Health Board Secondary Service.
Crisis Resolution Team
District Health Board

The District Health Board area in which the client resided at the tincerthct with
the mental health service or health event.

The DHB funding the mental health/AoD service provided
General Practitioner

Home Based Treatment

Length of Stay

Help mainstream services provide culturally respectful services for2/IRdcific
Island peoples

The Mental Health Foundation defines mental health as the capacity to feel, thin
and actin ways that enhance our ability to enjoy life and deal with the challenges
face. It is a positive sense of emotional and spiritual wellbeing that respects the
importance of culture, equity, social justice and personal dignity.

The World Health Organisan defines mental health as being a state of wellbeing
which the individual realises his or her own abilities, can cope with the normal
stresses of life, can work productively and fruitfully, and is able to make a
contribution to his or her community.
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Mental healthand
addictionsector

Mental Health
Service

Mental health
support worker

MHAIDS

MST

NGO

Peer Support Worker

PHO
PRIMHD

Provider Arm

Responsible clinician

Sigma and
discrimination

Service User

SMO

3DHB
SACAT
WKnyl dz

Includes mental healtand/or addictionservice providers, consumer and carer
organisations, public health service providers active in mental health and primar
care providers.

Organisations whasprimary function is the provision of care, treatment, and
support and education for recovery to people with mental iliness, or mental healt
problems

Nontclinicians who work with people with mental illness. The mental healthport
workforce is mainly employed in the nggovernment community support services
sector. They provide support and practical assistance and deliver rehabilitation
services or programmes that facilitate the recovery process for people experienc
serbus mental illness or emotional distress.

Mental Health, Addictions and Intellectual Disability Ser(@2HB) providing
services across Wellington, Porirua, Kapiti, the Hutt Valley and the Wairarapa, a
as some central region and national @ees.

Multi Systemic Therapy is an intensive family and community based treatment tt
addresses the multiple determinants of serious antisocial behaviour in young pe:
MST is trademarked and provided under an exclusive license granted by MST N
Zealand, which is part of a parent company based in a university in the USA.

Non-governmental organisatian A group or organisation contracted by a DHB to
provide treatment or support services to individuals and their families.

Work alongside individuals and groups who experience addiction or mental distr
to nurture hope and personal power and to inspire them to move forward with thi
lives. Someone who has experienced their own journey or difficulties in the area
work. Peer support worker is an umbrella term for several other roles and job title
with similar functions, such as peer navigator, peer recovery coach, peer recove
guide, peer mentor, voice worker or peer support specialist.

Primary Health Organisation

Data (Programme for the Integration of Mental Health. PRIMHD) provided by the
Ministry of Health. The database does not include any data related to primary mi
health care such as that provided by general practitioners; nor dasmitain any
information on unmet need those with a mental illness and/or addiction who do
not access care and/or face unsurmountable barriers to the delivery of care.

DHB Povider Arm deliveringpredominately hospital services, however it also
includescommunity services, public health services, and assessment, treatment
rehabilitation services.

This is usually a psychiatrist and is the person responsible for a person's treatme
while they are under the Mental Health Act.

A mark or sign of shame, disgrace or disapproval.

A person who experiences or has experienced mental iliness, and who uses or t
used mental health services. Also refers to consumer, survivor, patient, resident
client, tangata whaiora.

Senior Medical Officer, sometimes referred to as a consultant.
Wairarapa, Hutt Valley and Capital & Coast District Health Boards
Substance Addiction (Compulsory Assessment and Treatment) Act

Extended &mily, family group, a familiar term of address to a number of people,
close.
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