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1.0 Executive Summary 
Mental disorder is common.   Of the Nelson Marlborough District Health Board (NMDHB) 
population it is estimated that just under 27,000 people experienced a mild to serious 
mental illness within the previous 12 month period.1   This comprises of 8,585 (6.6%) with 
a mild disorder,   12,226 (9.4%) with a moderate disorder and 6,113 (4.7%) with a serious 
disorder.      It is also predicted that 46.6% of the population will meet the criteria for a 
disorder at some time in their lives.   That is just under half of our population.  
 
This report used the best available sources to try to estimate the prevalence and incidence of 
mental health in the Nelson Marlborough district,  identified existing service provision and 
best practice interventions,  and concluded by identifying issues and challenges for 
consideration in the development of a Mental Health and Addiction Action Plan 2008- 2015 
for NMDHB.      
 
The report has found that in taking a Populations of Need approach.   There are a number of 
service gaps and challenges facing our communities.   These are (in no particular order): 
 

(a) Primary mental health care provides assessment, diagnosis and treatment for the 
mild to moderate (with referral to specialist mental health services for those 
with serious disorders). This equates to just over 20,000 people.    There are a 
number of challenges in improving access to general practice services that are 
being articulated in the Primary Care Mental Health Plan.  These will cover 
issues such as cost (patient and practice),  length of consultations,  patient 
perceptions of general practice and whether the patient should seek help,  
general practitioners confidence in mental health, to name a few.   

(b) Of the 100 General Practitioners within NMDHB region,  45 are based in 
Nelson,  26 in Tasman and 29 in Marlborough.   The NMDHB  population is 
evenly split between the three districts.  This suggests further exploration in 
terms of whether there are access issues to general practice services for Tasman 
and Marlborough.   

(c) Of Specialist Mental Health Services,  50% of clients reside in the Nelson 
district,  with the other 50% relatively evenly split between Tasman and 
Marlborough.   The bulk of specialist mental health services are based in Nelson 
which indicates easier access for the Nelson communities.    

(d) The need and risk is higher for younger people (across age ranges),  people with 
less education,  people with less income and people who live in more deprived 
areas.    There are a number of high deprivation areas within NMDHB region,  
some are centrally located to health services,  others are rurally based.     

(e) For young people,  access is an issue as they are less likely than any other age 
group to have had a health visit for a mental health reason.  The challenges 
facing most Children of Parents with Mental Illness (COPMI) have not been 
well addressed. 

(f) There are challenges for those living in rural areas in terms of access,   
particularly Tasman (e.g. Tapawera  and Murchison),  and Marlborough (Picton 
and the Marlborough Sounds). 

                                                 
1 Te Rau Hinengaro – the New Zealand Mental Health Survey national findings were extrapolated to the 
NMDHB 2006 Census population data.  Te Rau Hinengaro researchers used a survey design and sample 
frame consistent with best practice,  so the survey generates estimates of acceptable precision that can be 
generalized to the New Zealand adult population. 
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(g) Maori have higher 12 month prevalence rates (than Pacific and ‘Other2’ 
populations),   8.7% mild disorders,  12.6% moderate and 8.2% with serious 
mental disorders.    Maori are also less likely to make contact with health 
services for mental health reasons.   Given the near double prevalence for 
serious mental disorder, this identifies a need to prioritise Maori3.  Of note the 
Maori access rate to Nelson Marlborough specialist mental health services is 
higher than the ‘other’ population.     Maori access rates are similar between the 
three territorial local authorities with 11.11% (90 out of 810 clients) in 
Marlborough, 9.48% (159 out of 1676 clients) in Nelson and 8.18% (65 out of 
794 clients) in Tasman.   The Maori population is 8% (10,953). 

(h) Pacific people also have high 12 month prevalence rates (than the ‘Other’ 
population),  7.6% mild,  11.5% moderate and 5.9% serious mental disorders.   
Pacific people are less likely to make contact with health services for mental 
health reasons.   

(i) There is a growing Asian population4,   and while prevalence is not as high as 
Maori and Pacific,   there is a need to look at how this population is catered for.   
In addition,  in many instances there are a number of high and complex need 
refugee/migrants moving into the community that require specialist 
interventions. 

(j) There are some health promotion/prevention resources within the region (7.23 
FTE).  None of these resources are based in the Tasman district.  

(k) Many of those experiencing mental health disorders,  have higher prevalence of 
several chronic physical conditions and chronic physical condition risk factors 
compared to those without mental disorders (and those with chronic physical 
conditions also have a higher prevalence of mental disorder).    There is strong 
mental-physical co-morbidity and this poses some opportunities in terms of the 
NMDHB chronic conditions framework. 

(l) The voluntary, community and Maori sectors play a pivotal role in maintaining 
wellness,  and supporting service users across the populations of need.     This is 
often achieved with volunteers,  and limited resourcing.    There are 
opportunities to work with the Ministry of Social Development (and its 
subsidiaries) in terms of supporting the sector. 

(m) NMDHB has an aging population and for those aged 65 years and over,  this is 
expected to increase from 14% to 22% by 2020.     Further exploration is 
required to meet the Specialist Health of Older People Guidelines,  that is ‘an 
integrated specialist geriatric and psychiatry of old age, assessment and 
rehabilitation with a palliative approach when necessary’.  There are no 
specific services purchased for Older Persons Specialist Mental Health.  

(n) Ensuring services are based on best practice,  embedded in an environment of 
continuous quality improvement,  is a challenge in itself,  and further 
information/support is required for voluntary/community, Maori, primary and 
specialist mental health services. 

(o) Strong messages from tangata whaiora/service users in the development of this 
report,   that the bio-medical model and recovery model must work in tandem. 
One is not prioritised over the other.    Medication and other specialist 
interventions are recognised as important,  but must be implemented within the 

                                                 
2 The ‘Other’ population is all ethnicities excluding Pacific and Maori.  
3 Note that all Te Rau Hinengaro percentage rates are unadjusted rates,  unless otherwise stated.  
4 2001 Census of Population and Dwellings 1,494 people of Asian ethnicity across the three Territorial Local 
Authorities,  and in the 2006 Census this increased to 2,271.  
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context of the individual tangata whaiora/service user recovery journey.  This 
would include issues such as accommodation,  physical and spiritual health,  
employment,  family/whanau relationships,  recreation and sports etc. 

 
The challenges must be seen in the context of an environment where the level of funding 
available for Nelson Marlborough District Health Board is limited and scarce resources 
have to be prioritised.  NMDHB has reached its population based funding formula (funding 
provided by the Ministry of Health),  and for specialist mental health service provision 
NMDHB is 91% achieved in terms of blueprint funding.   The scope for further investment 
is therefore limited and one of the challenges is to improve existing service provision that 
create synergies across the continuum of care. 
 
It is envisaged that the Mental Health Populations of Need Report will be used to inform 
the development of the Mental Health and Addiction Action Plan, alongside the Older 
Persons/Kaumatua Mental Health Report, COPMI (Children of Parents with Mental 
Illness),  the Mental Health/Disability Interface Report and the Primary Care Mental Health 
Plan.  
 
Mental health is everyone’s responsibility and it is now time to take a more collaborative 
intersectoral approach to improving the mental wellbeing of our communities.   

 

2.0 Introduction 
In 2006, NMDHB approached Te Roopu Tupu Tahi (the mental health service advisory 
forum to NMDHB) to discuss the Mental Health Populations of Needs model.   Te Roopu 
Tupu Tahi endorsed the view of taking a more comprehensive approach to mental health 
service planning and accordingly included this project in their annual workplan. 

 
The Mental Health Populations of Need project is included in the NMDHB District Annual 
Plan (DAP) for 2007/2008.   It focuses on taking an all inclusive approach to mental health 
service planning, capacity and capability building and provision of services. Its intent is to 
blend the needs of our populations from those requiring general protection to those that 
require more intensive and enduring chronic condition management.     

 
The report is a stocktake of service provision, prevalence and incidence (where applicable) 
using existing 2006 census data across the Nelson Marlborough (NM) three territorial local 
authorities, the identification of best practice,   discussion of needs for special populations,  
and consequently identifies opportunities for future exploration under the NMDHB Mental 
Health and Addiction Action Plan. 

3.0 Background  
The last decade has been a period of significant change for mental health services 
development.  The catalyst for change originated from the 1995 government inquiry to 
investigate mental health services (known as the Mason Inquiry5), of which several major 
developments for the sector commenced. The most significant outcome of the inquiry was 
the government’s commitment to improving mental health and the establishment of a 
framework for change.  This included an ongoing ring fenced funding stream which has 
                                                 
5 Inquiry under Section 47 of the ‘Health and Disability Services Act 1993 in respect of certain mental health 
services. A report of the Ministerial inquiry to the Minister of Health, Hon. Jenny Shipley, May 1996. 
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enabled Nelson Marlborough to increase service provision to those tangata whaiora that 
require specialist services.      The predominant developments for the Nelson Marlborough 
region in the last decade have been: 

 
 The closure of Ngawhatu, establishment of Wahi Oranga (Mental Health Admissions 

 Unit),  Tipahi Mental Health (specialist rehabilitation services) and associated 
 establishment of community support services through the NGO (Non Government 
 Organisation)sector. 
 Increased number of specialist mental health services,  Early Intervention,    

         Primary Care Liaison, Psychology,   Child and Youth Psychiatrists,  Adult  
         Psychiatrists,  Child and Youth Teams,  Adult Teams,   Alcohol and Drug  
         services,  Methadone  and  Home Based Treatment. 
 Development of Non Government Organisation (NGO) community mental health  

         support services, inclusive of residential services,  community support,   
         employment and education services,  rural  outreach,  specialist dialectical  
         behaviour therapy (DBT)  services,  adult crisis respite, child and  youth services,  
         alcohol and other drug  counselling and day activity services.  
 Development of the service user/tangata whaiora movement. 
 Expansion of family/whanau services. 
 Expansion and development of Kaupapa Maori Mental Health Providers. 
 Management of mental health service funding from $10.5 million in 1997/1998 to $34 

 million in 2007/2008 financial year. 
 Establishment of mental health advisory forums/groups. 
 Reconfiguration of funding models. 
 Recent developments in primary mental health initiatives through Kimi Hauora  

         Wairau and Nelson Bays Primary Health Organisation (PHO).   
 Mental health shared care services between general practice teams and specialist   

         mental health services.  
 Increased resourcing for Public Health mental health promotion initiatives. 

 
While this growth is to be celebrated, to a certain extent it has been achieved through a silo 
approach to service development.   Currently most mental health services are configured to 
treat only the people with the most severe mental health problems (approximately 3% - 
4.7% of our population).  Therefore there has been unequal growth in the health 
promotion/prevention, and primary mental health sectors resulting in no systematic 
approach to reducing the impact and incidence of mental illness overall.    

 

4.0 Why a Mental Health Populations of Need approach? 
The mental health sector landscape has changed and within the context of the New Zealand 
Public Health and Disability Act 2000, NMDHB has responsibility to improve, promote 
and protect the health of our communities.  This responsibility includes improving service 
integration, promoting social inclusion, providing effective health care and supports, 
reducing health disparities for Maori and other population groups and improving health 
outcomes.  To facilitate this, it is timely to take a wider populations of need approach.  

 
In addition, the following drivers support the approach. 
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4.1 Alignment to Government Strategies: 
 
The New Zealand Health Strategy 
This strategy highlights 13 population health objectives.    Arguably all 13 have a 
direct link to mental health, however specific related mental health and addiction 
objectives have been highlighted.    
 
• Reduce smoking 
• Improve nutrition 
• Increase the level of physical activity 
• Reduce the rate of suicides and suicide attempts 
• Minimize harm caused by alcohol, illicit and other drug use to both 

individuals and the community 
• Reduce the incidence and impact of cancer 
• Reduce in the incidence and impact of cardiovascular disease 
• Reduce the incidence and impact of diabetes 
• Improve oral health 
• Reduce violence in interpersonal relationships, families, schools and 

communities 
• Improve the health status of people with severe mental illness 
• Ensure access to appropriate child health care services including well child and family 

health care, and immunization 
 
 

 The Primary Health Care Strategy 
Primary health care is pivotal as a first point of contact with our health system.   The 
primary health care vision is that ‘people will be part of local primary health 
services that improve their health, keep them well, are easy to get to and co-
ordinate their ongoing care.  Primary health services will focus on better health for 
a population, and actively work to reduce health inequalities between different 
groups’.      
 
There are six key directions for achieving the vision: 
 

• Work with local communities and enrolled populations 
• Identify and remove health inequalities 
• Offer access to comprehensive services to improve, maintain and restore 

people’s health. 
• Co-ordinate care across service areas. 
• Develop the primary health care workforce. 
• Continuously improve quality using good information. 

 
 
He Korowai Oranga – Maori Health Strategy 
He Korowai Oranga has as its overall aim, whanau ora,  Maori families supported to 
achieve their maximum health and wellbeing.   The outcomes sought for whanau 
include: 
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• Whanau experience physical, spiritual, mental and emotional health and 
have control over their own destinies 

• Whanau members live longer and enjoy a better quality of life. 
• Whanau members (including those living with disabilities) participate in Te 

Ao Maori and wider NZ society.  
 
Four pathways for action specify how the aim of improving whanau ora is to be 
achieved;   the development of whanau, hapu, iwi and Maori communities;  Maori 
participation in the health and disability sector,  effective health and disability 
services; and working across sectors. 
 

 Te Tahuhu – Improving Mental Health  
The second national mental health plan takes a more comprehensive approach to 
improving mental health and addiction services. The strategy builds on the first 
national plan and takes a stronger emphasis by the inclusion of health promotion 
and primary health care.    The ten challenges outlined in Te Tahuhu are: 
 

• Promotion and prevention 
• Building mental health services 
• Responsiveness 
• Workforce and Culture for Recovery 
• Maori mental health  
• Primary health care 
• Addiction 
• Funding mechanisms for recovery 
• Transparency and Trust  
• Working together 

 
 

Building on Strengths- A Mental Health Promotion Strategy  
Building on Strengths establishes a platform for continued improvements in mental 
health and well being and outlines the way in which mental health promotion can 
contribute to a wide range of sectoral health-promoting agendas and policy 
priorities. The framework identifies key directions and opportunities including, 
goals and action streams that the health sector can support to achieve improved 
mental health outcomes. 
 
Building on Strengths further seeks to promote health and contribute to a reduction 
in inequalities by enhancing the mental health and well being of people who are 
affected by their socio-economic status or who are vulnerable as a result of their 
social isolation.  
 
The priority actions outlined by the strategy document focus on:  
• strengthening individuals by increasing resiliency through programmes that 

promote coping skills 
• building community cohesiveness through activities that make them safer  
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• reducing structural barriers to mental health through partnerships to improve 
access to conditions that promote positive mental health, such as education, 
meaningful employment and suitable housing. 

It is intended that this strategy will support the development and implementation of 
programmes and information dissemination activities, aimed at promoting the 
achievement of “maximum levels of positive mental health and well-being. 
 

The above five key strategies underpin the Mental Health Populations of Need Report, 
which will inform the NMDHB Mental Health and Addiction Plan 2008 to 2015 
development. 
 

4.2 NMDHB Vision ‘Towards Health Conscious Families’: 
In 2006, Nelson Marlborough District Health Board developed a conceptual framework for 
its strategic intent of working towards achieving ‘Towards Health Conscious Families’.     
Implementing the framework requires a more pro-active collaborative approach from our 
communities, private and public sector agencies, social services, public health, primary care 
providers and secondary health care services. 
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Five key strategies were adopted to align to the framework,   they are: 
• Improving wellness 
• Improving long term condition management 
• Improving participation and independence 
• Improving healthcare and disability support services 
• Improving sustainability 
 
Operationally, mental health falls under the long term condition management strategy, 
but also has direct linkages to improving wellness, improving participation and 
dependence,  and improving healthcare and disability support services.  
 
The intent of the Mental Health Populations of Need is to take a cohesive approach to 
community, primary, secondary and tertiary planning across the Nelson Marlborough 
population, therefore sitting most comfortably within the ‘Improving healthcare and 
disability support services’ strategy direction. 

 

4.3 Consequences of Poor Mental Health 
People with mental health problems are more likely to have co-morbid (secondary) 
conditions, both mental and physical. Many individuals who experience a long term mental 
illness have a higher incidence of poor physical health.  High proportions of these people 
have lost essential life roles and are severely impaired in daily life.   Social isolation is a 
major problem.    Te Rau Hinengaro identifies that people with mental health disorders 
have higher prevalence of several chronic conditions;  namely chronic pain,  cardiovascular 
disease, high blood pressure and respiratory conditions.  This goes someway to endorsing 
the Mental Health Commission estimate that service users die at 2.5 to 4.3 times the rate of 
the general population even when suicide is factored out.  Male service users can expect to 
live 14 years less than the general male population and female service users can expect to 
live almost 6 years less than the general female population.     

 
In terms of the impact of these disabilities Te Rau Hinengaro estimates that 3% of the New 
Zealand population report days completely out of role due to mental health problems in the 
past month, with at least 7.8% to 8.2% reporting partial role impairment due to mental 
health problems.    This impacts on service users’ education, employment and relationships. 

 
There is a strong relationship between poor mental health and social deprivation.  
Individuals who live in areas with a high rate of unemployment are at an increased risk of 
developing mental health problems, while profound levels of stigma, ignorance and 
subsequent discrimination can limit education, employment and housing opportunities.     

 
The long term impact on relationships between service users, family/whanau, partners, 
children, friends and significant others can be significant.   
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5.0 What does the conceptual framework look like for mental health? 
The conceptual framework aligns to ‘Towards Health Conscious Families’.  Achieving wellness 
or whanau ora is everyone’s responsibility, service users/tangata whaiora,  families/whanau and 
the wider community.  The framework recognises the important role of health promotion for the 
majority of our community, the role of community/voluntary services, general practice teams and 
specialist mental health services.    
 
 

 
 

 
 
 
 

Taking a tangata whaiora/service user view, an Integrated Recovery Model of Care6 sets the 
tangata/whaiora/service user at the centre of care, which is central to the modelling of services.  
The circles directly surrounding the person are the individuals or groups such as family, friends, 
and partners who are most likely to provide support to the individual.      

 
 
 
 

                                                 
6 Developed by Rob Francis, Project Manager,  Primary Care Mental Health Plan. 
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“Integrated Recovery Model of Care” 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The outer circles comprise those community, primary and secondary services that the person may 
contact to seek assistance and advice around their illness.    The model is supported by Nga 
Poupou Wha (four upright slabs that normally form the framework of a house), which are 
integral to the provision of a continuum of quality care.   Nga Poupou Wha are networking, 
training,  information/communication and tangata whaiora pathways.    Without Nga Poupou 
Wha in place, service users/tangata whaiora may experience fragmented services, poor co-
ordination and collaboration and a reduced quality of care and service. 
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6.0 What should the client pathway look like? 
 

 
 
The suggested client pathway identifies that there is a level of consistency and similarity across 
the sectors.  An individual may self refer or their natural supports will assist service users/tangata 
whaiora to enter community/voluntary, primary care or specialist mental health services.  Upon 
entering the service an assessment is undertaken, a treatment or intervention is then offered and 
provided,  the client/service then evaluates achievement against the objectives and finally once 
wellness is achieved,  the client discharges or exits the service.      
 
The pathway goes further to suggest that to improve access to services, a Mental Health 
navigation role is essential to support entry to and across services.    
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7.0 Understanding the funding models: 
The purpose of this report is to provide baseline data to inform the development of a NMDHB 
Mental Health and Addiction Action Plan.   Taking a populations of need approach could 
encompass several different funding sources: 

 
(a) Mental health funding for the three percent of our population with severe mental illness is 

ringfenced.  That is, it must be used for this target population and has tight accountability 
and reporting measures back to the Ministry of Health. 

(b) Personal health funding services the primary care sector.   This includes Primary Health 
Organisations (PHO’s), General Practice teams, pharmacist services etc. 

(c) Public health funding pays for health promotion and prevention activities such as Like 
Minds Like Mine,   Kia Piki etc. 

(d) Maori health funding is targeted to implementation of He Korowai Oranga and Whanau 
Ora.   This could encompass service provision for the mild to moderate.  

(e) Some government agencies fund specific mental health services for their key target 
populations.  For example the Ministry of Social Development (MSD) have initiatives 
such as PATHS and Primary Mental Health, which are operational in Nelson 
Marlborough. 

(f) Some government agencies fund social and community support services.    For small 
voluntary organisations,  this support is important in terms of  their ongoing survival.    

 

8.0 What informed this report? 

8.1 Mental Health Programme Board 
A Mental Health Programme Board was established in September  2007.   Their role is the 
approval of programme briefs, providing support, advice and guidance to the Programme 
Manager in terms of the implementation of a number of projects, including the Mental Health 
Populations of Need project. 

  

8.2 Mental Health Advisory Groups 
(a) Te Roopu Tupu Tahi(TRTT):  TRTT is the mental health service advisory forum to 

NMDHB.  TRTT had input into the development of project briefs;   members provide 
advice and expertise as required.  TRTT workplan includes mental health projects 
identified in the annual plan, and a six weekly report to the Community and Public Health 
Advisory Committee (CPHAC).    

 
(b) Mental Health Populations of Need Working Group:    This  group  was 
 specifically established to provide advice and guidance to the project.     

8.3 Mental Health Stocktake 
Dr Sue O’Reilly was engaged to undertake a stocktake of NM mental health services including 
public health, primary health,  specialist mental health services and generic social services that 
deliver services to the mild to severe service users/tangata whaiora.    The point of difference in 
relation to the Mental Health Service Directory is the identification of interventions delivered by 
each provider.    
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8.4 Best Practice Interventions 
Health Technology Assessment were engaged to provide annotated information packages (from 
the year 2000) on best practice interventions for the top five diagnoses experienced by service 
users/tangata whaiora within the Nelson Marlborough service coverage area.   These were then 
provided to the Mental Health Clinical Director to facilitate feedback, comment and endorsement 
from the Psychiatry team.   Due to time constraints,  endorsement had not been received from the 
Psychiatry team at the time of publication. 

 

8.5 Demographic Analysis 
Extrapolating Te Rau Hinengaro findings, across the provisional 2006 Census data,   an 
assessment was completed that identifies the current and predicted prevalence of mental health 
disorders in our communities.  

 

8.6 Existing data information sources 
This includes Mental Health Information National Collection (MHINC) and Blueprint analysis.  

 

8.7 Other NMDHB Mental Health Reports 
In 2007/2008 the following reports were completed: 

 
 COPMI (Children of Parents with Mental Illness) 
 Primary Care Mental Health Plan 
 Alternative Models of Care (Residential services) 
 Health of Older People  
 Older Persons/Kaumatua Mental Health Project 
 Post Natal Depression Report 

 

8.8 Limitations 
There are a number of limitations associated to the production of this report: 

 
(a) Te Rau Hinengaro (as discussed in Section 9.0) 
(b) There is limited data available from the community/voluntary and primary care sectors in 

terms of prevalence/incidence data. 
(c) The report is a snapshot in time and will change over time. 

 
9.0 What do we know about prevalence of mental health? 

9.1 Te Rau Hinengaro  
Te Rau Hinegaro is the first national mental health survey conducted in New Zealand.   
 
The intent of this survey was to: 
 

 18



 describe the one-month, 12-month and lifetime prevalence rates of major mental disorders 
among those aged 16 and over living in private households, overall and by sociodemographic 
correlates  

 describe patterns of, and barriers to, health service use for people with mental disorder  
 describe the level of disability associated with mental disorder  
 provide baseline data and calibrate brief instruments measuring mental disorder and 

psychological distress to inform the use of these instruments in future national health surveys. 
 

It is a comprehensive piece of work with a robust methodology and is becoming widely used to 
inform future mental health service planning at a local, regional and national level. 
 
However, there are several limitations of the survey that need to be noted for the purposes of this 
report.    For Te Rau Hinengaro, four groups of mental disorders were assessed: anxiety disorders 
(panic disorder, agoraphobia without panic, specific phobia, social phobia, generalised anxiety 
disorder, post-traumatic stress disorder and obsessive–compulsive disorder), mood disorders 
(major depressive disorder, dysthymia and bipolar disorder), substance use disorders (abuse or 
dependence on alcohol or other drugs) and eating disorders (anorexia and bulimia).   These 
disorders comprise an estimated 45% of our specialist mental health service, but do not take into 
account schizophrenia/psychotic disorders or adjustment disorders which account for another 
15.8% and 3.2% respectively of NMDHB specialist mental health service provision.   
 
In addition,   the survey does not provide estimates of rates of dementia and associated cognitive 
impairment in older people.   People living in institutions (such as rest homes, hospitals,  
sheltered accommodation, university colleges, prisons and armed forces group accommodation),  
homeless people and those aged 15 years and under were not included in the sampling frame,   

 
Te Rau Hinengaro view is that it does not make any significant difference excluding psychotic 
disorders as ‘the expected numbers are small and would not significantly affect the overall 
prevalence rates.  It is thought the majority of people with psychotic disorders will be known to 
services’. 7  
 
Taking this into account,   Te Rau Hinengaro is useful in terms of indicating prevalence across 
the populations of need, however NMDHB, in its planning, includes schizophrenia/psychotic 
disorders which in terms of specialist mental health service contact is the third highest ‘need’ 
disorder. 

 
The following table outlines the estimated number of people with mild to serious mental health 
issues across our population (all ethnicities, all ages) based on Te Rau Hinengaro. 
 

Districts 
Total Population 

130,086 

Well 
Population  

Mild 
6.6% 

Moderate 
9.4% 

Serious 
4.7% 

Total 

Tasman  33752 2809 4000 2000 42561 
Nelson  34021 2831 4032 2016 42900 
Marlborough  35389 2945 4194 2097 44625 

Total 103,162 8585 12,226 6113 130,086 

                                                 
7 Estimated prevalence for psychosis quote is 0.3% of the population.  Ministry of Health Media Release 19 
September 2006. 
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The table identifies that just fewer than 27,000 people over a twelve month period would need 
support for their mental wellbeing.     Te Rau Hinengaro definition for severity is that the 
disorders had to have occurred in the previous 12 months.  Impairment in the Sheehan Disability 
Scales was for the worst month,  in the past 12 months.    
 
The mild, moderate and serious disorders classifications were determined as follows: 
 
• Serious Disorder:  Twelve-month bipolar I disorder, 12 month substance dependence with 

substantial impairment,  a suicide attempt in the past 12 months and a DSM-IV,  CIDI 3.0 12-
month disorder;  at least two areas of severe role impairment due to a 12 month psychiatric 
disorder in the disorder-specific Sheehan Disability scales,  or a combination of other criteria 
found in the NCS-R to predict a global assessment functioning of 50 or less in conjunction 
with a DSM-IV CIDI 3.0 disorder (12 month disorder and 51 or more days out of role in the 
past 12 months,  and no more than one Sheehan domain with a maximum score less than 7 
for work or social domains less than 8 for home and personal relationship domains). 

• Moderate disorder:   Cases not classified as severe were classified as moderate if they 
reported at least moderate interference in any Sheehan Disability Scales domain or if they had 
substance dependence without substantial impairment. 

• Mild disorder:   Everyone else with any 12-month diagnosis, not classified as serious or 
moderate, was classified as mild. 

 
However, it is important to acknowledge that not all individuals will seek help.  Te Rau 
Hinengaro suggests that in terms of seeking help from a health professional, visits to the health 
sector are low.    Of all people who met criteria for a mental disorder in the last 12 months,   
16.4% had a mental health visit to a mental health specialist, and 28.3% had a mental health visit 
within the general medical sector8.    Of all 12 month cases,   38.9% had at least one mental 
health visit to a care provider within either the health sector or non-health sector.9 
 
There are a number of reasons for delaying seeking help,  the three most frequently endorsed 
reasons identified in Te Rau Hinegaro were ‘ I wanted to handle the problem on my own’,   ‘I 
thought the problem would get better by itself’  and ‘The problem didn’t bother me very much at 
first’.    
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                 
8 The general medical sector includes nurses and other healthcare professionals as well as doctors. 
9 Non health sector includes complementary or alternative medicines, human services and any non healthcare 
provider. 
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The following description,  outlines where health promotion/prevention,   primary and specialist 
mental health services fit across the continuum. 
 
 

 
  
In some instances the situation may resolve itself without any intervention.  In addition, support 
may be sought from family/whanau, friends and partners, community and voluntary agencies, 
family/whanau, friends/partners,  general practice teams,  Maori health providers or specialist 
mental health providers. 

 

9.2  Te Rau Hinengaro Key Findings 
The survey found that one in five (20.7%) of the people surveyed experienced a mental disorder 
in the last 12 months.    The survey estimates that the lifetime risk (up to 75 years of age) of 
experiencing any common mental disorder such as depression, anxiety or an alcohol and drug 
disorder is 46.4%.       
 
(i) Prevalence of disorders are; serious (4.7%), moderate (9.4%),  mild (6.6%).     
(ii) Anxiety disorders were the most common group of disorders in the past 12 months (15%) 

followed by mood disorders (8%), substance abuse (3.5%) and eating disorders were rate 
at (0.5%) 

(iii) All disorders were most common in 16-24 year olds and declined with age.  This is 
particularly true for substance disorders.  

(iv)  Anxiety and depression were more common in women and substance abuse more 
common in men (double the rate of women). 

(v) People with mental health disorders are more likely to be physically unwell,  and vice 
versa. 
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(vi) There is a significant unmet need for people with mental disorders.  Of all the 12 month 
cases of mental disorder only 39% had visited health services in the past 12 months for 
mental health reasons. 

(vii) Younger people were less likely that any other age groups to have had a health visit for a 
mental health reason. 

(viii) People with mental disorders had higher prevalence’s of chronic conditions. 
(ix) It is common for people to have had two mental disorders in the previous 12 months.  
(x) Maori and Pacific people had higher prevalence of disorder and serious disorder in the 

past 12 months than the general population.  
(xi) Thinking about suicide is common (15%) though planning (5.5%) and attempting (4.5%) 

were lower.   Individuals with mental disorders were at higher risk of suicide, particularly 
people with depressive or mood disorders.   The risk of suicidal behavior varied with 
ethnicity, with Maori and Pacific people reporting higher rates than the ‘Other’ 
population group.10 

(xii) Prevalence of mental disorders are higher for people who are disadvantaged, whether 
measured by educational qualification, equivalised income or using the New Zealand 
deprivation index. 

 
 

                                                 
10 The ‘Other’ population group are all ethnicities excluding ‘Maori’  and ‘Pacific’ populations.   
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9.3 Specialist Mental Health Data 
This information was gathered from MHINC (Mental Health Information National Collection).11    
This specialist mental health database records at an individual service user level,  date of birth,  
sex, ethnicity, domicile codes,  referral details,  services provided, access details,  diagnosis 
details,  legal status details and discharge details.  The following table outlines the average 
monthly number of clients and diagnostic groups under the DSM IV (Diagnostic and Statistical 
Manual of Mental Disorders): 
 

MHINC:    Number of Clients Presenting to Specialist Mental Health 
Services 2006-2007 Financial Year 

Diagnostic Group 

Average Number of 
Service Users per 

month 
Average % rate per 

month 
Mood Disorders 

263 18.60% 
Substance-Related Disorders 257 18.10% 
Schizophrenia/Psychotic Disorders 224 15.80% 
Anxiety Disorders 105 7.40% 
Adjustment Disorders 46 3.20% 
Infancy/Childhood/Adolescence Disorders 34 2.40% 
Personality Disorders 18 1.30% 
Eating disorders 13 0.90% 
Other Conditions 10 0.70% 
Impulse-Control Disorders 4 0.30% 
Delirium/Dementia/Amnestic/Cognitive 
Disorders 4 0.30% 
Mental Disorders Due to Medical Condition 

4 0.30% 
Somatoform Disorders 2 0.20% 
Dissociative Disorders 

1 0.10% 
Sexual/Gender Identity Disorders 1 0.10% 
Additional Codes12

431 30.40% 
Average Number of Service Users for 
Month 1417 100% 

 
 
 

 
 

From the 2006-2007 financial year,  the NMDHB specialist mental health service on an average 
monthly basis saw 1,417 service users,  the majority of them being seen for Mood Disorders,  
                                                 
11 Note that the MHINC details provided here include all specialist mental health service provision within NMDHB.  
There are currently no Mental Health NGO’s that manually report to MHINC.   
12 The ‘additional codes’ comprising 30.4% of the diagnostic group is all other codes not already listed above in the 
main diagnostic groupings.   This will include those clients where a code of ‘observation for suspected mental or 
behavioural problems’; or ‘diagnosis deferred’; is applied or ‘z’ (codes where  the issue isn’t a formal diagnosis 
but an indication as to why the contact is occurring, for example marital relationship problems).  These codes are 
 frequently used until a formal diagnosis is made which can take up to 90 days from the date of admission. 
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Substance Related disorders,  Schizophrenia/Psychotic Disorders, Anxiety Disorders and 
Adjustment Disorders.  

 
Taking a MHINC snapshot view of the specialist mental health service over a one year period, 
including the number of clients currently case managed across services,  we find that in total 
there are 3280 Nelson Marlborough tangata whaiora.13   
 
The breakdown across districts and ethnicities are as follows: 

 
 Districts Other Maori Pacific Asian Total 

Tasman 726 65 1 2 794 
Nelson 1478 159 23 16 1676 
Marlborough 704 90 11 5 810 

Total 2908 
(88.65%) 

314 
(9.57%) 

35 
(1.06%) 

23 
(0.7%) 

3280 
100% 

 
 
 
 
 
 
If we take the total ethnic populations and determine access rates14 for specialist mental health 
services,  the Other population (total 110,793) has a 2.62% access rate,   Maori (10,962) 2.86%,  
Pacific (1689) 2.07% and Asian  (2271) 1.01%.   

 
For the Nelson area, 48.2% (808) of specialist mental health service users reside in Deprivation15 
7 to 9 areas, Tasman area 27% (216) and Marlborough 42% (341). 

 

9.4 Primary Mental Health Data 
General practice teams as a first point of contact for health services already deliver the largest 
share of mental health treatment in New Zealand.   At its most basic level,  any individual 
accessing a primary health care service with concerns around their mental health,  should be able 
to have their mental health needs identified and assessed and be offered effective treatments,  
including referral to specialist services for further assessment,  treatment and care if needed.    
 
There is no current primary health care information system that captures the incidence of mild to 
moderate mental health for patients registered within the practice so actual incidence data is not 
available. However, a World Health Organisation (WHO) study identified that 24% of people 
presenting to primary care services have a major psychiatric disorder. 
 
Closer to home, the New Zealand MaGPIe study16 reported that one third of patients visiting a 
GP had experienced a DSM-IV psychiatric disorder during the previous 12 months (even though 
up to 50% are not detected explicitly).    
Te Rau Hinengaro is the most recent study and identifies that 16% of the general population have 
mild to moderate mental health needs.  This equates to over 20,000 people living within Nelson 
Marlborough service coverage area.  

                                                 
13 Please note that this excludes interdistrict flows,  that is those service users who are not residents within  Nelson 
Marlborough District Health Board area.  There were 84 service users accessing our specialist mental health service 
within the 2006/2007 financial year.    
14 Access rates are calculated by taking the total number of each ethnic service user groupings who have accessed 
specialist mental health services,  multiply by 100 and dividing by the total number of the ethnic population group as 
identified in the 2006 census. 
15 Deprivation works on a scale of 1 to 10, one being the least deprived and ten being the most deprived areas. 
16 http://www.otago.ac.nz/wsmhs/academic/psych/research/magpie.html 
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There are a number of barriers for general practice teams and service users.  The most common 
being the cost to the General Practice (e.g. lengthier consultation required for screening, 
assessment and treatment),  cost to the service user and General Practice confidence and 
competence and a belief that General Practice teams is not the place to go for mental health 
problems.   
 
Within Nelson Marlborough there are two Primary Health Organisations, Kimi Hauora Wairau 
based in Marlborough, and Nelson Bays PHO covering Nelson and Tasman districts who are 
committed to reducing those barriers.   Most recently both PHOs have made significant 
investments in establishing primary mental health initiatives,  supported by the District Health 
Board and the Ministry of Health.  However, the volumes purchased are small in comparison to 
the total estimated need.   
  

9.5  Health Promotion Data: 
There is no health promotion programme data available locally.  From Te Rau Hinengaro the aim 
should be to promote population health of over 130,000,  Nelson Marlborough people.     The 
Ministry of Health organises its funding of population based mental health services around three 
core service areas; mental health promotion, suicide prevention and reducing stigma and 
discrimination.  

 
The New Zealand mental health promotion strategy, ‘Building on Strengths:  A Guide for Action 
200’, defines mental health promotion as: 

 
“the process of enhancing the capacity of individuals and communities to take control of their 

lives and improve their mental health.  Mental health promotion uses strategies that foster 
supportive environments and individual resilience, while showing respect for culture, equity,  

social justice and personal dignity”   
 

Accordingly a number of public health programmes have been initiated to support that objective.  
 

9.6 Community and Voluntary Sectors 
Service users/tangata whaiora require a multitude of services that primary and secondary 
specialist mental health services cannot provide in isolation. The community and voluntary sector 
play an important complementary role in keeping our population well and supporting tangata 
whaiora recovery.  Examples of these groups include Post Natal Depression Support Groups,  
Budget Advisory Services,  Magenta Art Group,  Church Groups,  Iwi/Maori, Bi-polar support 
group,  Bereaved by Suicide,  Lifeline, Citizens Advice,  Alanon, Pacific support groups to name 
but a few.      

 
Understanding this sector is considered necessary in terms of providing an integrated continuum 
of care.   However, there are numerous community and voluntary groups across the service 
coverage area.  Nationally it is estimated that there are 95,000 groups and organizations that 
make up the tangata whenua, community and voluntary sector17.  If we take into account that 
NMDHB comprise 3% of the national population then one could estimate there are 2,850 groups 
within our community.  Not all of these groups would have a direct impact on mental health, 

                                                 
17 Office for the Community and Voluntary Sector 
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however it does give some indication that being able to capture information and navigate access 
across a diverse range of agencies/groups could be difficult.   

 
Given the complexity of the sector,    Family and Community Services (FACS) are working to 
improve access to the information and support for not-for-profit organizations need, to be viable 
and sustainable.     The government has also recently announced a $446 million four year boost 
in funding to Non Government Organisations running essential social service such as parenting 
and family violence programmes and programmes for at risk youth.    

 

9.7 Suicidal Behaviour 
Utilising Te Rau Hinengaro prevalence estimated for suicidal behaviours,  the following tables 
extrapolate the number of possible cases in NMDHB over a 12 month and lifetime period are as 
follows: 

 
12 month Prevalence Suicidal Behaviours  

Territorial Local Authority Suicide 
Ideation 3.2% 

Suicide Plan 
1.0% 

Suicide Attempt 
0.4% 

Marlborough (44,625) 1428 446 178 
Tasman (42,561) 1361 425 170 
Nelson (42,900) 1372 429 171 
Total 4161 1300 519 

 
 

Lifetime Prevalence Suicidal Behaviours  
Territorial Local Authority Suicide 

Ideation 
15.7% 

Suicide Plan 
5.5% 

Suicide Attempt 
4.5% 

Marlborough (44,625) 7006 2454 2008 
Tasman (42,561) 6682 2340 1915 
Nelson (42,900) 6735 2359 1930 
Total 20,423 7153 5853 
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For the NMDHB Maori population the following estimated prevalence applies: 
 

 Maori 12 month Prevalence Suicidal Behaviours   
South Island DHB Suicide 

Ideation  
5.4% 

Suicide Plan 
1.8% 

Suicide Attempt 
1.1% 

Marlborough (4275) 230 77 47 
Tasman (3063) 165 55 33 
Nelson (3615) 195 65 39 
Total   590 197 119 

 
The risk of suicidal ideation, plan and suicide attempt is higher for both Maori and Pacific ethnic 
groups. 

 
For the NMDHB Pacific population the following estimated prevalence applies: 

 
 Pacific 12 month Prevalence Suicidal Behaviours – unadjusted  

South Island DHB Suicide 
Ideation  

4.5% 

Suicide Plan 
2.6% 

Suicide Attempt 
1.2% 

Marlborough (642) 28 16 7 
Tasman (336) 15 8 4 
Nelson (711) 31 18 8 
Total 74 42 19 

 
 

Actual incidence data for NMDHB notes trends for increasing self-harm hospitalization rates and 
suicide rates.  On a positive note the 2002  suicide rate declined significantly.  

 
From 2001 - 2003,  NMDHB were fifth out of 21 District Health Boards with a suicide death rate 
of 14.3 per 100,000 population.     This is higher than motor vehicle fatalities (total 10) across 
Marlborough, Nelson and Tasman for 2006.18   However,  from 2003-2005 the age specific 
incidence rates per 100,000 population have changed significantly (10.7 per 100,000) in 
comparison to the other 20 District Health Boards19.  
 

10.0 What number of providers do we have within our communities? 
The following table depicts the number of public health, primary health and specialist mental 
health providers we have working across the service coverage area.   A word of caution in that 
identifying the number of providers does not reflect the volumes of clients served.  For example, 
Nelson City only has four adult specialist mental health providers compared to Tasman District’s 
seven.  However encompassed within the NMDHB Hospital Provider Division are several sub-
specialty services, for example Continuing Care, Home Based Treatment, Alcohol and Other 
Drug,  and Acute Inpatient. Whereas Tasman has seven adult providers including the NMDHB 
Hospital Provider Division,  and smaller community based NGO services.      Many services are 
also district wide services, and provide components of services at a smaller scale to Tasman and 
Marlborough. 
 
 

                                                 
18 LTSA Briefing Notes 2006 
19 Suicide Facts 2005-2006 Data – Public Health Intelligence Monitoring Report No 15. 
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Tasman 0 26 9 8 3 5 0 2 4 1 
                
Nelson 4.8 45 21 8 3 4 0 3 4.25 1 
                

Marlborough 2.23 29 9 9 3 5 0 1 3.25 1.2
Total 7.03 100 39 25 9 14 0 6 10.25 3.2
 
 
Within primary health,  practices often provide satellite services to rural areas and these are not 
included in the table, for example Springlands Health provide general practice services to the 
Havelock community.   There are similarities with pharmacy, for example Murchison has an 
arrangement with Wakefield Pharmacy in terms of filling prescriptions.  
 
As stated previously, the community/voluntary/Maori sectors play an important role as 
complementary services.   At this point in time we do not have a good understanding of the 
number and nature of these groups to assist inform this report. 
 

11.0 Tasman 
11.1 Prevalence   
The provisional 2006 census results identify a population of 42,561 people.   Utilsing Te Rau 
Hinengaro findings, and extrapolating this to the Tasman community,  an  estimated 8,809 
members of this community will have experienced a mild to serious mental health problem in the 
past 12 months that is 20.7% of the population or just over one in five individuals. 

 
 Well 

Population 
at 79.3% 

Mild at 
6.6% 

Moderate at 
9.4% 

Serious Mental 
Health at 4.7% 

Tasman District total 
population 42,561 

33752 2809 4000 2000 

 

11.2  Service Provision 
Given the geographical expanse of the Tasman district, descriptions have been provided on 
services provided in four localities being Golden Bay, Motueka,  Richmond and Murchison. 

 
Also note that some services are district wide services.  For example, Care Solutions provide 
Child and Youth Planned and Crisis respite.    
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(a) Golden Bay  
With a population of approximately 5,500 Golden Bay has taken a community development 
approach to mental health service provision.      
 
There is one medical practice and pharmacy that has a close liaison with Te Whare Mahana 
(specialist NGO mental health service).   This relationship is based on an integrated model of 
care and is pivotal for smaller rural communities. There are five GPs working in the practice20, 
one of whom is the Medical Advisor for Te Whare Mahana and another serves on the TWM 
Board. There is a Public Health Nurse position in the bay that has the flexibility to promote 
mental health as it arises from community need.    
 
Te Whare Mahana has a number of services for those service users with severe mental health 
needs.    The core service foundation is Dialectical Behaviour Therapy (DBT) based on a bio-
social theory of borderline personality disorder.    Its core aim being to learn and refine skills in 
changing behavioural, emotional and thinking patterns associated with problems in living that 
cause misery and distress.      The services include a district wide support package for between 
nine to twelve clients per annum; this includes residential accommodation, respite and a DBT 
intervention programme.    
 
Other services provided by the organisation specific to the Golden Bay community include a 
Child and Youth Community Support Worker (0.2 FTE),   Consumer Advocacy and Peer 
Support (0.2 FTE), Work Rehabilitation (0.5 FTE), Clinical Rural Outreach (2.5 FTE), Outreach 
Adult Community Support Workers (1.6 FTE). The Outreach Service also provides 24 hour crisis 
intervention, support to GPs and clients in assessments for acute unit admissions and transport to 
the MHAU in Nelson as required.  
 
The NMDHB Hospital Provider Division service also provides a number of clinics to the 
community.   Child and Adolescent Mental Health Services (CAMHS) sub-contracts 0.2 FTE for 
Clinical Psychology services which are based in the bay, with Child and Youth Psychiatrist 
provide face to face consultations on an as needs basis in Nelson.   Care Solutions provide child 
and youth crisis and planned respite.  
 
NMDHB Alcohol and Drug service provide 1.0 FTE to cover Motueka and Golden Bay.  
Historically this was based in Golden Bay and 0.4 FTE has remained due to the staff member 
being a resident.   The balance 0.6 FTE has not been able to be recruited at this point. 
 
A NMDHB Psychiatrist currently visits the bay once a month for face to face consultations. 
 
Supporting Families in Mental Health and COMPASS provide service user and family advocacy 
and support services to the community depending on need.  

 

 

 

                                                 
20 This report specifies the number of General Practitioners within each territorial local authority,  however we were 
unable to determine how many are full time equivalents.  The next update on the Needs Assessment should look at 
actual GP FTE’s against their local populations.  For example for Golden Bay if all five GPs worked full time that is 
1,100 patients per GP,   if all Nelson GPs worked full time then that would be 950 patients per GP. 
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(b) Motueka  
This community has six General Practices (including Mapua) which includes 16 General 
Practitioners.  There are three pharmacies. 
 
There are a number of specialist mental health and addiction services based from Motueka: 
 

i. Te Awhina Marae have 1.68 FTE Alcohol and Drug Counsellors,   0.25 FTE  
Kaupapa Maori Advocate and 1.0 FTE Kaupapa Maori Community Support Worker.    

ii. Gateway Housing Trust operate a community mental health residential service with 
six beds (four Level III,  two Level II),   2.0 FTE Adult Community Support 
Workers,  1.3 FTE Child and Youth Community Support Workers (covers Richmond 
also) and 0.4 FTE Day Activity Programme.      

iii. Te Ara Mahi have 1.0 FTE Work Rehabilitation and Employment Support.    
iv. SF Nelson have a 0.5 FTE Family/Whanau Support Worker (also covers Golden 

Bay). 
v. Health Action Trust have a flexible 0.8 FTE Consumer Advocate depending on need 

(covers all of Tasman).   
vi. Care Solutions offer adult and child/youth respite and have a number of carers 

registered from this community. 
vii. Health Action Trust have recently developed a four bed pre-acute crisis service which 

while based in Motueka is open to all residents from Nelson Marlborough. 
viii. NMDHB Provider Division Service have 1.0 FTE Continuing Care Manager and,  1.0 

FTE Primary Care Liasion based at Motueka hospital.    
ix. Other NMDHB outreach services include CAMHS clinics on a weekly basis (1.0 

FTE) ,   Kawai St Psychologist and Counsellor (0.6 FTE) 
 

NMDHB Alcohol and Drug Service provide 1.0 FTE servicing the Motueka and Golden Bay 
areas and other outreach services such as Senior Medical coverage,  Forensic and Youth worker 
support.  

 

(c) Murchison 

Murchison is a 1.5 to 2 hour drive from Nelson with a small population of just over 1200 people.      

One General Practitioner operates from the Murchison Hospital two days a week.      For after 
hour services, families will present to the hospital and if required staff will make a call to the 
Nelson after hours service for advice.   Murchison has an arrangement with Wakefield Pharmacy 
in terms of the provision of pharmaceuticals. 

There are no specialist mental health services delivered from this community, including outreach 
services.    

NGO Specialist Mental Health Services are delivered to this community as required, but these 
requests are limited. 

For residents who require Provider Division crisis response services,  in normal instances local 
emergency services are called.  If required the emergency service calls the crisis on call service 
for advice and support via phone unless in extreme circumstances i.e. (armed defenders callout).  
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Specialist mental health services provide consultation,  education and support to medical staff in 
this community upon request. 

(d) Richmond 
There are five general practice services and three pharmacies (one based in Wakefield). 
 
Most specialist mental health services are delivered from Nelson, with only one NGO physically 
based in Richmond being Te Ara Mahi 1.0 FTE Work Rehabilitation, Employment and Training 
Support. 

 

11.3   Other points to take into consideration: 
(i) The following areas are classified as rural, Golden Bay (3678  people)Murchison (1092 

people),  Motueka outer and Riwaka (4659 people).  Providing services to rural 
communities has its own challenges in terms of access. 

(ii) The NZ Dep06 Index works on a scale of one to ten, one being the least deprived and ten 
being the most deprived. Several communities have the following NZ Deprivation Index 
7 to 10 classification; Tapawera (9),  Kaiteriteri (7), Rabbit Island (7),  Motueka East (7), 
Motueka West (7),  Jackett Island (8).      

(iii) Mental health promotion services (Public Health, Community Action on Youth and 
Drugs, Youth Health Promotion,   Kia Piki,   Like Minds Like Mine) based from Nelson, 
offer support to these communities,  often on request.     

  

12.0 Nelson 
12.1 Prevalence 
The provisional 2006 census results identify a population of 42,900 people.  Utilising Te Rau 
Hinengaro findings, and extrapolating this to the Nelson community,  an estimated 8,429 
members of this community will have experienced a  mild to serious mental health problems in 
the previous 12 months,  that is, 20.7% of the population or just over one in five individuals. 

 
 Well 

Population at 
79.3% 

 Mild at 
6.6% 

Moderate at 
9.4% 

Serious Mental 
Health at 4.7% 

Nelson 
Population 42,900 

34021 2831 4032 2016 

 
Also note that a number of specialist mental health services are district wide.  For example, Care 
Solutions provide Child and Youth Planned and Crisis respite.  Te Wahi Oranga Mental health 
admissions unit, family/whanau advisor and the consumer advisor. 

 

12.2 Service Provision 
Most Public Health Unit mental health promotion services are based from the Nelson 
community.  There is 1.0 FTE Mental Health Promoter based in Nelson working from the Public 
Health Unit and delivering a level of service to both Nelson and Tasman district;  Health Action 
Trust have a Public Health contract that includes 2.0 FTE Community Action on Youth and 
Drugs (CAYAD) and Youth Mental Health Promotion;  Te Kahui Hauora o Ngati Koata Trust 
have a 1.0 FTE gambling intervention service (Nelson community only);  and Te Rapuora o Te 
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Wai Harakeke have 1.2 FTE Maori Like Minds Like Mine service (covers Te Tau Ihu o Te Waka 
a Maui  –0.8 FTE based in Nelson/0.4 FTE based in Marlborough) and Poumanawa Oranga have 
1.0 FTE Kia Piki – Suicide prevention position based in Nelson. 
  
There are 21 general practice teams,  45 General Practitioners and eight pharmacies.    

 
The NMDHB Hospital Provider Division Service delivers a wide range of services:    

i. There is a 26 bed acute and sub acute facility (24 adult/2 child and youth) and a 13 bed 
rehabilitation facility which is available for the whole of Nelson Marlborough’s 
population.     These are serviced by 6.9 FTE Psychiatrists who share an 
inpatient/outpatient role and 42.5 FTE (Psychology, Social Work,  Registered Nurses, 
Support Workers and Occupational Therapists).   

ii. Early Intervention Service 3.7 FTE.  
iii. Kawai St Psychology Services/Psychiatrist Outpatients/Counselling 11.7 FTE. 
iv. Nikau House Day Activity Service 5.3 FTE. 
v. Alcohol and Other Drug Service (including methadone) 17 FTE.  

vi. Home Based Treatment Service 5.0 FTE. 
vii. CAMHS services17.10 FTE (including 1.0 Psychiatrist) 

viii. Forensic services at 2.1 FTE. 
ix. Crisis and Continuing Care 
x. Family/Whanau advisor at 1.0 FTE (covers all of Hospital Provider Division mental 

health services). 
xi. Consumer advisor at 1.0 FTE. (covers all of Hospital Provider Division mental health 

services). 
xii. Needs Assessment Service Co-ordination 2.0 FTE and Home Based Support Services 

(district wide services - budget holding for adult/child and youth respite and other home 
based support). 

 
The NGO specialist mental health sector provides the following: 

1. Mental Health Support Services – 35 Level III and Level IV beds. 
2. Gateway Housing Trust – Youth Residential Facility 5 beds,  Adult Community Support 

Workers 9 FTE,    Child and Youth Community Support Workers 2 FTE,  18 Level II and 
Level III beds.  

3. Te Kahui Hauora o Ngati Koata Trust – 3.7 Addiction Counsellors and 1.0 FTE Adult 
Community Mental Health. 

4. Te Rapuora o Te Wai Harakeke – 1.0 FTE Kaupapa Maori NASC (district wide),  2.0 
Community Support Workers,  1.8 FTE Kaupapa Maori Day Activity programme,  0.55 
FTE Kaupapa Maori Advocacy (covers Blenheim and Nelson),  

5. Te Awhi Marama is aligned to Care Solutions and provides a small Kaupapa Maori 
respite programme (140 bed nights). 

6. Te Ara Mahi provide 2.0 FTE Work Rehabilitation and Employment services. 
7. Health Action Trust provide 1.0 FTE consumer advocacy,  however this is a flexible 

service model depending on need. 
8. The White House (and in association with Health Action Trust) provide 2.25 FTE for 

Day Activity services. 
9. Care Solutions provides adult and child and youth respite (child and youth 343 bed 

nights) and has a number of carers based in the Nelson community. 
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12.3  Other points to take into consideration: 
(i) The following areas are classified as rural,   Aniseed Hill (636 people),  Glenduan (456 

people),  Golden Downs (912 people),  Ranzau (729 people) and Whangamoa.   (867 
people).    Providing services to rural communities has its own challenges in terms of 
access. 

(ii) The NZ Dep06 Index works on a scale of one to ten,  one being the  least deprived   and 
ten being the most deprived.  Several communities have the following NZ Deprivation 
Index 7 to 10 classification;   Port Nelson, Maitai, The Brook and Nelson Airport are all 
(7),  Tahunanui,  The Wood, Kirks, Broads, Isel Park and Grampians are all (8),  with 
Toitoi a (9).  

 

13.0 Marlborough 
13.1  Prevalence 
The provisional 2006 census results identify a population of 44,625 people.  Utilising Te Rau 
Hinengaro findings and extrapolating this to the Marlborough community,  an estimated 9,236 
members of this community will have experienced a mild to serious mental health problem in the 
previous 12 months, that is 20.7% of the population or just over one in five individuals. 

 
 

 Well 
Population at 

79.3% 

Mild at 
6.6% 

 Moderate at 
9.4% 

Serious 
Mental 

Health at 
4.7% 

Marlborough 
Population 44,625 

35389 2945 4194 2097 

 
Given the geographical expanse of the Marlborough district, descriptions have been provided on 
services provided in four localities being Blenheim, Picton/Waikawa/Marlborough Sounds,  
Seddon/Awatere/Ward,  and Havelock. 

 

13.2 Service Provision 
(a) Blenheim 
For health promotion there is 0.83 FTE that covers the Marlborough district.   This mental health 
promoter supports rural communities upon request.    Kia Piki have 1.0 FTE based in Blenheim 
and 0.4 FTE Like Minds Like Mine. 
 
There are eight general practices and seven pharmacies located in the Blenheim area.   
 
NMDHB Provider Division have a number of services.  The Witherlea Mental Health team 
incorporates 23.0 FTE,  that include Forensic 1.0 FTE,  Primary Care Liasion 1.0 FTE,  2.0 FTE 
Psychiatry,  Crisis Team, Continuing Care and Psychology is 19.0 FTE.   CAMHS have 6.5 FTE 
and 0.6 FTE Psychiatrist.   

 
The NMDHB Alcohol and Drug service have 4.0 FTE which includes methadone services. 

 
There are a number of specialist mental health NGO services: 
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(a) Care Marlborough have 2.25 FTE as a Day Activity service.  
(b) Te Rapuora o Te Wai Harakeke deliver a Kaupapa Maori Day Activity 

programme 1.4 FTE,  Adult planned respite,  Youth Community Support Worker 
1.0 FTE,   Tamariki and Rangatahi Kaimahi 1.0 FTE,  Adult Community Support 
Workers 1.5 FTE,  Adult Community  Mental Health 1.0 FTE,  Alcohol and 
Other Drug Services 3.25 FTE. 

(c) Supporting Families in Mental Illness (SF Marlborough) 1.2 FTE. 
(d) Marlborough Consumer Advocacy Service 1.0 FTE. (Umbrella by Richmond NZ). 
(e) Richmond New Zealand,   12 residential flexi beds,  2.6 FTE Community Support 

Workers,  1.5 FTE Day Activity programme and an adult respite programme. 
(f) Gateway Housing Trust provides an intensive community support  worker service 

2.0 FTE. 
(g) Care Marlborough, SF Marlborough and Gateway have recently  formed a Joint 

Venture to deliver pre-acute crisis bed service. 
(h) St Marks Society Inc, which has 11 AOD  South Island regional residential beds,  

social detox and addiction respite services. 
(i) Horizon Youth Trust, who run an Alcohol and Other Drug Youth Day Activity 

Programme with 3.0 FTE. 
(j) Te Ara Mahi 2.0 FTE Work Rehabilitation, Employment and Training Support. 

 
(b) Seddon/Ward/Awatere 

There is no general practice service based in Seddon.  However ELANZ provide an 
outreach clinic to the community based from Blenheim.   Patients need to travel to 
Blenheim to pick up their pharmaceuticals. 
 
All specialist mental health services are based from the Blenheim area with the provision 
of mobile coverage as required. 
 

(c) Havelock 
There are no general practice services based in this area, however Springlands Health 
provide an outreach clinic which are held two and a half days per week.    Havelock have 
three ‘holding stations’ where scripts/pharmaceuticals are sent by courier.   
 
All specialist mental health services are based from the Blenheim area with the provision 
of mobile coverage as required. 
 

(d)  Picton/Waikawa/Marlborough Sounds  
There is one general practice situated in Picton,  and two pharmacies. 
 
All specialist mental health services are based from the Blenheim area with the provision 
of mobile coverage as required. 
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13.3 Other points to take into consideration: 
(i) The following areas are classified as rural,  Marlborough Sounds Coastal Marine 

 (54 people),  Marlborough Sounds Terrestrial (3,414 people),  Omaka (1,269 
people),   Wairau (4,575 people),  and Ward (903 people).  Providing services to 
 rural communities has its own challenges in terms of access. 

(ii) The NZ Dep06 Index works on a scale of one to ten, one being the least deprived 
 and ten being the most deprived. Several communities have the following NZ 
Deprivation Index 7 to 10 classification;   Mayfield (8),  Blenheim Central (7)  and 
Picton (7).  

 

14.0 Regional Mental Health Service Provision 
The South Island Regional Mental Health Network (SIRMHN) was established in 2001 with one 
of its functions being to facilitate the development of a regional mental health plan, including the 
provision of regional mental health services and funding direction for the region.   There are a 
number regional mental health services that NMDHB are able to access that come at a net 
estimated cost of $3.5 million per annum.  The regional services currently are: 
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Access to/from these services are predominantly through specialist mental health service 
providers.   

Provider Service Description NMDHB share/volume  
The Salvation Army New 
Zealand Trust Residential Treatment - Alcohol and Drug Service 

3.53 Beds 

Alcohol Drug Association New 
Zealand (ADA) 

Advocacy/Peer Support – Consumers (Alcohol & 
Drug) 

0.25 FTE 

Alcohol Drug Association New 
Zealand (ADA) Workforce Development 

.50 Care Packages 

He Waka Tapu Limited Residential Treatment - Alcohol and Drug Service   

Nova Trust Board Residential Treatment - Alcohol and Drug Service 3.15 beds 

Odyssey House - Auckland Residential Treatment - Alcohol and Drug Service 0.1 beds (Dual Diagnosis) 

Odyssey House Trust - 
Christchurch Residential Treatment - Alcohol and Drug Service 

2.72 Beds 

Odyssey House Trust - 
Christchurch 

Child and Youth Community Alcohol and Drug 
Residential Services 

1.72 Beds 

Schizophrenia Fellowship NZ Inc - 
National Office Advocacy/Peer Support - Consumers 

0.12 FTE 

Vincentian Recovery Centre 
Trust Residential Treatment - Alcohol and Drug Service 

2.58 Beds 

Canterbury District Health 
Board Detoxification - Medical Inpatient 

0.86   beds 

Canterbury District Health 
Board Child and Youth Inpatient Beds 

2.29 Beds 

Canterbury District Health 
Board Medium Secure Forensic 

2.32 Beds 

Canterbury District Health 
Board Long Term Secure Forensic 

1.0 Beds 

Canterbury District Health 
Board Community Forensic Service 

1.83 FTE 

Canterbury District Health 
Board Prison/Court Liaison 

0.52 FTE 

Canterbury District Health 
Board Mother and Baby – Inpatient 

1.86 beds 

  Eating Disorder Service   

Canterbury District Health 
Board Outpatient  Service Mother and Baby  

0.46 FTE 

  Eating Disorder Service   

St Marks Society Inc Residential Treatment - Alcohol and Drug Service 
2.57 beds (based in 

Blenheim) 
Nelson Marlborough District 
Health Board Community Forensic Service 

0.29 FTE 

Nelson Marlborough District 
Health Board Prison/Court Liaison 

0.16 FTE 

Downie Stewart Foundation Residential Treatment - Alcohol and Drug Service 1.57 beds 

Southern Consumer Network 
Trust Advocacy/Peer Support - Consumers 

0.29 FTE 

Southern Consumer Network 
Trust Workforce Development 

0.14 Care Packeges 

Otago District Health Board Child and Youth Inpatient Beds 0.29 Beds 

Otago District Health Board Medium Secure Forensic 1.86 beds 

Otago District Health Board Community Forensic Service 0.64 Beds 

Otago District Health Board Prison/Court Liaison 0.26 Beds 

Southland District Health Board Community Forensic Service 0.54 FTE 

Southland District Health Board Prison/Court Liaison 0.29 FTE 
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The South Island Regional Mental Health Network (SIRMHN) are currently in the process of 
undertaking a Regional Mental Health Services Review which may reclassify the existing 
services identified above and consider ‘new’  services that need to be provided by a specialist 
regional mental health service. 

 

15.0 Special Population Groups 
15.1 Maori 
      Demographics: 

Te Tau Ihu o Te Waka a Maui (Nelson Marlborough) comprises eight manawhenua iwi,  
Ngati Rarua,  Ngati Toarangatira,  Ngati Tama,  Te Atiawa,  Rangitane,  Ngati Apa,  Ngati 
Koata and Ngati Kuia.  Manawhenua comprise about 8% of the total Maori population for the 
district. 
 
The total Maori population for Te Tau Ihu is 10,953.  The higher number of Maori reside in 
the Marlborough district,  followed by Nelson and then Tasman.   

 
Te Rau Hinengaro: 
Te Rau Hinengaro has identified that Maori have the highest prevalence of serious mental 
health disorders followed by Pacific and then Other21 (29.5% Maori compared to 19.3% 
Other).  This suggests a higher health burden for Maori as a result of mental disorders.     

 
Twelve month prevalence 

Maori Population 
10,953 

(2006 Census) 

Well 
Population

Mild 
at 8.7% 

Moderate 
at 12.6% 

 Serious 
Mental Health 

at 8.2% 
Tasman 3063 2159 267 386 251 
Nelson 3615 2550 314 455 296 

Marlborough 4275 3015 372 538 350 
Total 7724 953 1379 897 

 
• Over half (50.7%) of the Maori population will have at least one disorder over their 

lifetime, with (29.5%)  50.7% of Maori with at least one disorder in the past 12 months 
and 18.3% (2004 people) with one disorder over the past 30 days.   

 
• Maori are less likely than the ‘Other’ population group to make contact with health 

services for mental health reasons.  Nearly a third of Maori with a disorder were classified 
as serious but less than half of these had any contact with health care services for their 
mental health problems.     

 
• Maori have different needs that the Other population group and Pacific peoples.   The 

most common disorders among Maori were anxiety disorders (19.4%), mood 
disorders (11.4%) and substance use disorders (8.6%).   However, the most common 
lifetime disorders were anxiety (31.3%),  substance use (26.5%),  mood disorders 
(24.3%) and eating disorders (3.1%).   

                                                 
21 ‘Other’ 
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• Having co-morbid disorders is common.   In the past 12 months, among Maori who 
had at least one disorder, 55.5% had only one disorder,  25.7% had two disorders and 
18.8% had three or more disorders. 

 
• Maori had high levels of suicidal ideation (3.8%, compared to 3.1% of the Other 

population),  suicidal behaviours and suicidal planning (1.3% compared to 0.8% of 
the Other population),  especially among younger people;  and more likely to make a 
suicide attempt (0.7% compared to 0.3% of the Other population).22   

 
Specialist Mental Health Data: 
Taking a snapshot view of MHINC (Mental Health Information National Collection) data for 
NMDHB specialist mental health service provision,  we find that of the 3,280 clients 
currently case managed (all ethnicities) within specialist mental health services: 

• Total Maori clients are 9.5% (314 out of 3280 individuals). 
• Maori access rates are similar between the three territorial local authorities with 

11.11% (90 out of 810 clients) in Marlborough, 9.48% (159 out of 1676 clients) in 
Nelson and 8.18% (65 out of 794 clients) in Tasman.   The Maori population is 8% 
(10,953). 

• The percentage of male Maori within the service is high in comparison to females 
with Marlborough having 65% males and 35% females; Nelson 61% male and 39% 
female,  and Tasman 60% male and 40% female. 

• For those Maori living in deprivation areas 7 to 9,   total number of Marlborough 
clients within the specialist service totaled 34%,   total number of Nelson clients 
35.22%,   and for Tasman 52.3%.     

• For the 0 to 14 year age range, Marlborough had two clients within this age range,  
Nelson 17 and Tasman 8. (8.5% of Maori accessing the service) 

• For the 15 to 19 year age range, Marlborough had eight clients within this age range,  
Nelson 22, and Tasman 14. (14% of Maori accessing the service) 

• For the 20 to 44 year age range, Marlborough had 62 clients,  Nelson 99 and Tasman 
36. (62% of Maori accessing the service) 

• For the 45 to 64 year age range, Marlborough had 17 clients within this age range,  
Nelson 19 and Tasman 8. (14% of Maori accessing the service). 

• For the 65 years and over age range, Marlborough had one client,  Nelson had two 
and there were no clients in the Tasman district. (0.95% of Maori accessing the 
service). 

 
It is generally accepted that 90 to 95% of all tangata whaiora in a NMDHB Hospital Provider 
Division service are supported by the Mental Health NGO sector.   The volumes in fact could 
be lower, as for some Kaupapa Maori services clinical responsibility has shifted from the 
Provider Division to the Kaupapa Maori provider in terms of case management (therefore not 
counted in MHINC data).  For example,  for Te Rapuora o Te Wai Harakeke Tamariki and 
Rangatahi services (2.0 FTE),  CAMHS have transferred clinical responsibility of their 
caseloads which are on average around 40 tamariki/rangatahi.    This gives some reasoning 
around why CAMHS Maori caseloads registered on MHINC are low. 

 
 
 

                                                 
22 Adjusted rates for age, sex, educational qualification, and household income have been used in this section. 
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Dedicated Maori Mental Health Service Provision: 
There are three Kaupapa Maori specialist mental health community providers.    In the 
Tasman region Te Awhina Marae provide 1.0 FTE Mental Health Community Support 
Worker,   1.68 FTE Alcohol and Drug Counsellors and a 0.25 FTE Consumer Advocate.      
In Nelson, Te Kahui Hauora o Ngati Koata provide 3.7 FTE Alcohol and Drug Counsellors 
and 1.0 FTE Adult Community Health; Te Rapuora o Te Wai Harakeke provide 1.0 FTE 
Needs Assessment and Service Co-ordination (district wide service), Day Activity 
Programme 1.8 FTE,   Tamariki and Rangatahi 1.0 FTE and 1.5 Community Support 
Workers;  Awhi Marama hold a small adult planned respite contract.       In Marlborough,  Te 
Rapuora o Te Wai Harakeke provide 3.25 FTE Alcohol and Drug Counsellors,  1 Alcohol 
and Drug Wananga programme,  1.0 FTE Tamariki and Rangatahi,  1.0 FTE Adult 
Community Mental Health,  1.4 FTE Day Activity Programme, adult planned respite and 1.5 
FTE Community Support Workers.  

 
There are several Maori health services provided within Te Tau Ihu o Te Waka a Maui 
(Nelson Marlborough).   A number of whanau ora (family well health) providers while not 
specifically identified within their service agreements, assist whanau in terms of navigating 
and accessing assistance for mild to moderate mental health issues.     For the Tasman 
district, these include Te Awhina Marae and Te Amo Health.  For Nelson, Whakatu Marae,  
Te Korowai Trust and Te Kahui Hauora o Ngati Koata; and for the Marlborough District 
these include Mata Waka,  Te Hauora o Ngati Rarua and Te Rapuora o Te Wai Harakeke.  

 
Maori Views of Mental Wellbeing: 
Can be best described by the following:  “When it comes to our minds and our wairua, it is 
not appropriate to receive treatment based on just the Mainstream services model.   We have 
Maori minds and a Maori wairua and therefore need to be treated by Maori under the 
concept of whakawhanaungatana.  We know that practicing this way produces far better 
results for Maori people with a mental illness”.23  
Cultural assessment refers to a process through which the relevance of culture to mental 
health is ascertained.  This is inherent for all cultures.   There are a number of Maori health 
models, (for example Te Whare Tapa Wha, Te Pae Mahutonga, Poutama, Te Wheke) that 
providers embed within their service. What ever model is in operation,   it will implement 
Maori tikanga, values, beliefs and practices,  recognizing that these are an important part of 
the recovery process. 
Commentary: 
A number of challenges arise for Maori living within Te Tau Ihu if they are experiencing 
mental health problems.   First of all the inverse case law applies for Maori, that is those 
populations in greatest need of care are less likely to receive the services they need.  
 
Maori adults are less likely than non-Maori adults to report having a usual health practitioner 
in the last 12 months than non-Maori males.   The contrast between self reported unmet need 
from a General Practitioner (all health needs) in the last 12 months is higher for Maori 
(16.6% Maori males, 23.6% for Maori females,  10.9% for non-Maori males and 13.6% for 
non-Maori females)24 which is indicative that Maori are leaving general practice settings 
without having their health needs addressed.   In addition Maori are less likely than non-

                                                 
23 Mental Health Commission (1998)  Report on Key Messages to the Mental Health Commission – From hui held 
February to April 1998. Mental Health Commission  
24Ministry of Health (2006) He Tatau Kahukura – Maori Health Chart Book 
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Maori to pick up their prescriptions,  60% of Maori (compared to 66% of non-Maori) had 
received a prescription in the previous 12 months,  of those, one in five compared to one in 
seven for non-Maori did not pick it up from the pharmacy.25   

 
Access to services and satisfaction of services is also reflected in Te Rau Hinengaro findings.   
Over a 12 month period, for Maori with serious disorders 52.1% had no contact within the 
health sector, those with moderate disorders 74.6% had no contact, and those with mild 
disorders 84.3% had no contact.  However for those Maori that did have contact with some 
form of provider to address their mental health needs,  most Maori reported being very 
satisfied or satisfied.  With this in mind, there needs to be a focus on improving access to all 
services. 

 
From the MHINC data supplied we can estimate that there are a further 583 tangata whaiora 
(Te Rau Hinengaro extrapolated estimate of 897 people,  less the 314 people currently 
accessing specialist mental health services) with serious mental health issues that should be 
receiving specialist care.     The question is where are these whanau now.   Are they being 
serviced within the primary care area,   or is the illness not being addressed therefore tangata 
whaiora presenting to specialist services at higher acuity.   
 
The majority tangata whaiora group identified in terms of access to specialist services is for 
the 0-19 year age group at 22.5%  (of total Maori accessing specialist services) followed by 
the 20 to 44 year age group at 62%.  

 
There are 1,379 Maori who require a mix of general practice intervention or other community 
and natural supports for their mental health.   Given Te Rau Hinengaro findings we can 
estimate that 1,028 will not make contact with the health sector, and for those Maori with 
mild needs 803 (out of 953) will also not make contact.    
 
What is transparently clear is that there is a demonstrated need to enhance service provision 
and access to services for Maori. 
 
Challenges: 
 
(i) How does NMDHB improve access for Maori to primary and secondary based mental 

health services?   
 
(ii) Does NMDHB have the right mix of services for Maori who have  mild to serious 

mental health issues?  If not,  what could the mix look like? 
 

(iii) What role could there be for Maori mental health promotion?    
 

 

 
 
 

                                                 
25 Ministry of Health (2004) The New Zealand Health Survey 
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15.2 Pacific 
Demographics: 
The three main Pacific ethnic groups in Nelson Marlborough are Samoan, Cook Island Maori 
and Tongan. Fijian and Niuean are the next most common groups.  

Pacific people make up 1% of the total population for Nelson Marlborough district.  
Region 1996 2001 2006 

Tasman 180 237 336 
Nelson 405 600 711 
Marlborough 276  411 642 
Population Total 861 1248 1689 
 

The age distribution of the Pacific population is similar to the national Pacific population. It 
is a young population, with approximately 75% under 35 years of age.  There are 
proportionately more than twice as many Pacific children than non-Pacific children aged less 
10 years. Less than 2% of the total Pacific population are aged 70 years and over.    
 
However, Pacific community support groups  advise that the census data is under-estimated 
and anecdotally there are reports that the population could be as high as 5,000 pacific people 
living in the district26.  NMDHB is now reviewing the health of the Pacific population and 
will develop a Pacific Health Action Plan to guide future developments across the district 
supported by the Pacific Health Reference Group.   

 
Te Rau Hinengaro – Prevalence and Access: 
Smaller proportions of Pacific people make visits to any service for mental health reasons in 
comparison to Maori and Others. Even after adjustment for sociodemographic correlates,  the 
findings were not changed.    Te Rau Hinengaro identify that historically the low volumes of 
Pacific people accessing services was due to the low prevalence of mental health disorders 
within their communities,   which is now known not to be the case. The Pacific community 
have a high prevalence of mental health disorder in comparison to Other groups but under-
utilise services.    Only 25% of Pacific people with a serious mental health disorder had a 
mental health visit in the health care sector in the previous twelve months.  In comparison 
58% of the total New Zealand population with serious disorders had a mental health care 
visit, which is more than double that of Pacific peoples.  

 
Te Rau Hinengaro found that 25% of Pacific people had experienced a mental disorder of any 
severity in the past 12 months, compared to 20.7% of the total New Zealand population.    
Interesting to note is that the survey identified that 31% of New Zealand born Pacific people 
had a 12 month prevalence of any mental health disorder compared with 15% of Pacific 
people who migrated here after the age of 18.  
 
In the past 12 months, 4.5% of Pacific people reported suicidal ideation with 1.2% having 
made a suicide attempt.  
 

                                                 
26 Due to the Census not capturing the transient population,  and the increasing seasonal workers for the viticulture 
and horticulture industries. 
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Pacific people are often protected from substance use by abstinence, but are at greater risk 
than other groups if they do use drugs.  

Twelve month prevalence 
Pacific 

Population 
1689 (2006 Census) 

Well 
Population 

Mild 
7.6% 

Moderate 
11.5% 

Serious 
Mental Health

5.9% 
Tasman 336 252 25 39 20 
Nelson 711 533 54 82 42 

Marlborough 642 482 48 74 38 
TOTAL 1267 127 195 100 

 
Specialist Mental Health Data: 
Taking a snapshot view of MHINC (Mental Health Information National Collection) data for 
specialist mental health service provision, we find that of the 3,280 clients currently case 
managed (all ethnicities): 

 Total Pacific clients are 1.06% (35 out of 3280 individuals). 
 That Pacific access rates are similar between the three territorial local authorities with 

1.35% (11 out of 810 clients) in Marlborough, 1.37% (23 out of 1676 clients) in 
Nelson and 0.12% (1 out of 794 clients) in Tasman. 

 The male/female distribution is 54.3% for males, and 45.7% for females. 
 There were no Pacific clients within the specialist mental health service aged 0 to 14 

years of age. 
 There were five pacific clients (14.28%) aged 15 to 19 years of age within the service. 
 There were 20 pacific clients (57.14%) aged 20 to 44 years of age within the service. 
 There were 10 clients (28.57%) aged within the 45 to 64 age range. 
 There were no clients aged 65 years and over within the service.  
 For those Pacific people living in deprivation areas 7 to 9,   total number of 

Marlborough clients within the specialist service totalled 8 out of 11, or 72% of the 
total pacific client group, total number of Nelson clients were 11 out of 26 or 42%. 

 Just over 85% of Pacific people presenting to specialist mental health services are in 
the 20 to 64 age range, with the remaining 14.28% in the 15 to 19 age range.  

 
Pacific Peoples Views 
All pacific cultures have a different view of mental illness, how you get it, why and what it 
means.  Providers should not treat one culture the same as others as each pacific culture has 
its own customs, traditions and rules of conduct and accordingly should not be treated 
according to others values and traditions.  
 
In supporting recovery, three of the key elements in aiding recovery are faith, family and 
personal strengths.27 Other support mechanisms for recovery included a responsive 
Community Mental Health Service;  supportive staff that treat tangata whaiora with  
humanity, respect, understanding and patience;  Pacific Island services and staff;  providing 
the right medication;  and employment  in the mental health sector.   Barriers to hinder 
recovery included loss of hope; lack of understanding by families;  lack of information 
available in the community;  exclusion by the church;  lack of access to services;  stigma and 
discrimination; services that were authoritarian in their approach; cultural inequality and 

                                                 
27 Vito Malo (2000) Pacific people in New Zealand Talk About Their Experiences With Mental Illness.  Mental 
Health Commission.  
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misunderstanding in services;  lack of care and support from staff;  uninspiring rehabilitation 
services;  coercive practices and breaches of trust;  and finally, side effects of treatment. 

 
Commentary: 
There are no dedicated Pacific people mental health services in Nelson Marlborough.  While 
the volumes for mild to serious mental health needs could be considered low (422),   there is 
a further estimated 65 Pacific people in the community that need specialist interventions and 
treatment and 322 requiring support from general practice teams or community/natural 
supports.      

 
Challenges: 
 
(i) How could NMDHB improve access and service provision for the Pacific community 

to primary and secondary based mental health services?    
 

15.3  Asian Community 
Demographics 
The Asian community is one of the fastest growing ethic communities in New Zealand.   
Within Nelson Marlborough this population now exceeds the census results for Pacific 
peoples. 

 
Asian 

Population 2271 (2006 
Census)  

Well 
Population 

79.3% 

Mild 
6.6% 

Moderate 
9.4% 

Serious 
Mental Health

4.7% 
Tasman 567 449 38 53 27 
Nelson 1065 845 70 100 50 

Marlborough 639  507 42 60 30 
TOTAL 1801 150 213 107 

 
Te Rau Hinengaro – Prevelance and Access 
Te Rau Hinengaro did not publish findings about Asian prevalence of mental illnesss.  
However, the Mental Health Commission (2003)28 identified that previous international 
studies endorsed that prevalence rates are similar to that of the generic population both in 
severity and scope.  Similar to that of Maori and Pacific, Asian communities tend not use 
mental health services until they are more acutely unwell. 
 
Specialist Mental Health Service Data: 
Taking a snapshot view of MHINC (Mental Health Information National Collection) data for 
specialist mental health service provision, we find that of the 3,280 clients currently case 
managed (all ethnicities): 

 Total Asian clients are 0.7% (23 out of 3280 individuals). 
 That Asian access rates are similar between the three territorial local authorities with 

0.61% (5 out of 810 clients) in Marlborough, 0.95% (16 out of 1676 clients) in Nelson 
and 0.25% (2 out of 794 clients) in Tasman. 

 The male/female distribution is 65% for males, and 35% for females. 
 There were three clients (13.04%) within the specialist mental health service aged 0 to 

14 years of age. 
                                                 
28 Beven Yee (2003) Asian Mental Health Recovery – Follow up to the Asian Report.  Mental Health Commission. 
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 There were three clients (13.04%) aged 15 to 19 years of age within the service. 
 There were 12 clients (52.17%) aged 20 to 44 years of age within the service. 
 There were 5 clients (21.73%) aged within the 45 to 64 age range. 
 There were no clients aged 65 years and over within the service.  
 For those people living in deprivation areas 7 to 9,   total number of Asian clients 

within the specialist service totalled 11 out of 23 or 47.8%.  
 Just over 50% of clients within the specialist mental health services are in the 20 to 44 

age group, with relatively even splits between 0-19 and 45 to 64 age groups. 
 
 
 
 
 
Asian Views: 
Asian peoples cultural differences from other ethnic groupings in conceptualizing mental 
illness, community attitudes amongst them with mental illness (shame, unembracing of 
mental illness); some preferred treatment approaches and a preference to engage with people 
of their own culture.  There are a different and large number of cultures and languages 
amongst Asian peoples.  Many Asian people are second, third and fourth generation New 
Zealanders but there are some new immigrant issues.  Asian people are the fastest growing 
sector of the New Zealand population.  
 
The Asian view of recovery is developing within the sector.   The adaptation problems the 
Asian communities face include language problems,  employment problems,  disruption of 
family and social support networks including separation from family,  acculturation attitudes,  
lack of friendly reception by surrounding host populations,  traumatic experiences prior to 
migration which could include severe trauma and torture,  and a drop in personal socio-
economic status following migration.   The Mental Health Commission suggests that 
understanding the underlying cultural values, morals and philosophies is needed but 
recognises the complexity of the task.    The western model of individualism doesn’t 
necessary fit an Asian paradigm.  They suggest an Asian concept where the individual has a 
level of interconnectedness with immediate family, extended family,   community and wider 
society.  From this, they are embedded in layers of social relations that are seamless and 
clearly ordered.  An individual is never separated from family this connectedness.  
Everybody has a place and the maintenance of that place, in what creates social harmony.    
An appropriate response to Asian mental health concerns for example in a mental health 
acute unit setting would focus more on ‘family connectedness and spirituality’, with less 
emphasis on ‘independence and personal responsibility’.   

 
Commentary: 
There are no specific Asian mental health services in Nelson Marlborough.   While  the 
volumes for mild to serious mental health needs could be considered low (470 total),  there is 
an estimated further 84 Asian people in the community that require specialist interventions 
and treatment and 363 requiring support from general practice teams or community/natural 
supports.        

 
Challenges: 
(i) How could NMDHB improve access and service provision for the Asian community 

to primary and secondary based mental health services?    
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15.4  Child and Youth 
Demographics: 
NMDHB Child and Youth population 0 to 14 years of age comprise 18.6%  (25,779),  the 15 
to 19 years of age comprise 6.3% (8,640) of Nelson Marlborough population.    

 
Child and Youth 

Population  (2006 Census 
– all ethnicities)  

0 – 9 years of 
age 

10 to 14 
years of age 

15 to 19 
years of 

age 

Total  

Tasman  6,108 3,501 2,817 12,426 
Nelson  5,175 3,069 3,126 11,370 

Marlborough  5,013 2,913 2,697 10,623 
TOTAL 16,296 9,483 8,640 34,419 

 
Maori comprise 14.5% of the child and youth total population (4990). 
 
Te Rau Hinengaro – Prevalence and Access: 
Te Rau Hinengaro eligibility criteria was for those individuals aged 16 years and over, 
therefore there is no prevalence data for 0 – 15 years of age.   
 
However,  the Mental Health Commission suggests an ‘access’ target of 1% for under 10 year 
olds,  3.9% for 10 to 14 year olds and 5.5% for 15 to 19 year olds,  which is approximately 
3% for all three groups for specialist mental health services. 
 
Taking 3% of the 0 – 14 year age group (25,779), then an estimated 773 children  require 
access to specialist mental health services.   Using Te Rau Hinengaro findings for the 15 to 
19 year age group at 4.7%, 405 young people require specialist intervention.   An estimated 
combined total of 1,178 children and young people require specialist mental health services.    
There are currently 754 children and young people within the Child and Adolescent Mental 
Health Service (CAMHS) (171 Marlborough, 362 Nelson and 221 Tasman). The volumes are 
probably higher given that CAMHS has transferred clinical responsibility for some services 
back to the NGO sector. 
 
Te Rau Hinengaro identified that most people first experience their disorder early in their 
lives.  Half of all cases start before the age of 18.   The median age of onset of a disorder is 
13 years for anxiety disorders,   31 years for mood disorders, 18 years for substance use 
disorders and 17 years for eating disorders.    
 
Across all age groups, young people have the highest prevalence of substance use disorder at 
18.8% (25-44 years 14.6%, 45-64 10% and 65 and over 4%). 
 
Younger people have a high prevalence of any disorder in the past 12 months (28.6% as 
opposed to 20.7% of the general population) and are more likely having ever had a disorder 
by any particular age.  Young people are less likely than any other age groups to have had a 
health visit for a mental health reason.29 
 

                                                 
29 Page 130 Te Rau Hinengaro – 95% Confidence Interval 
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Reports of suicidal behaviours were more common among the young and decreased with age.   
Unmet need for treatment was greatest in younger people and Pacific People.  

NMDHB Estimated Prevalence30 
 

Child and Youth 
Population 

15 –19 years 
8,640  (2006 Census) 
(all ethnicities – mild 

to serious)  

Anxiety 
Disorders 
at 17.7% 

Mood 
Disorder

s at  
12.7% 

Substance 
Use Disorders 

at 9.6% 

Eating 
Disorders 
At  0.6% 

TOTAL 

Tasman 2,817 498 357 270 17 1142 
Nelson 3,126 553 397 300 19 1269 

Marlborough 2,697 477 342 258 16 1093 
TOTAL 1528 1096 828 52 3504 

 
Child  and Youth Views: 
A young adult’s journey into mental health services stems predominantly from narratives of 
childhood adversity and trauma. 31  From the Mental Health Commission study,  for those 
young adults that were psychotic most did not seek help even though there were signs of 
distress,  for those that were non-psychotic,  help seeking did occur but this wasn’t effective. 
These young adults then began to fall between the cracks resulting in a mental health crisis 
(usually a serious suicide attempt or family incident) even though there were warning signs 
over a long period of time. When a crisis occurred, the young adults were then assessed 
through community mental health teams with two thirds admitted to acute inpatient services 
and the remaining third using acute alternatives (e.g. respite house which were viewed 
positively).    Young adults admitted to inpatient services considered this distressful in itself.   
Most young adults viewed the supports provided from non-acute services, and after their 
discharge from inpatient services as the first step towards their recovery.  These services 
included supported accommodation, community mental health teams, early intervention, 
culturally based services, peer support etc.  
 
Young adults identified that recovery oriented services need have the following 
characteristics: 
 
(a)       In inpatient settings, young adults prefer the company of others in their own   
       age group.  
(b) Adult inpatient units are found to be extremely distressing for young adults.  The 

preference is to be in smaller,  more home like settings with peers where 
psychological treatments are provided,  or home based treatment options. 

(c) Services should be available when the client is going ‘downhill’ as opposed to waiting 
until they are in crisis situations. 

(d) Holistic, comprehensive, therapy-based,  values based services that provide 
psychotherapeutic help for particular problems for their particular age groups. 

(e)       Culturally based, relevant to the tangata whaiora own cultural  identity. 
 
Other principles reported as relevant in the 1994 publication ‘Feeling Stink’32 are: 

                                                 
30 Note that Te Rau Hinengaro commences at 16 years of age,  and this table has been extrapolated to start at the age 
of 15 years to align to Census population data. 
31 Mental Health Commission (2006)  Journeys of Despair,  Journeys of Hope.  Young adults talk about severe 
mental distress, mental health services and recovery.  
32 Ministry of Health 1994 Feeling Stink 
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(a) The basic services should be available to the young person as a normal part of their 
environment. 

(b) Unless there has been a thorough assessment and there is a clear benefit in doing so,  
using labels should be avoided,  and  intervention in the young persons life should 
be no more than  absolutely necessary.  

(c) As necessary, the worker should work together with the young person and his or her 
support network to refer on to professionals  with different skills. 

(d) Where possible,  the primary worker should be fluent in the young  persons first 
language and knowledgeable about their culture. 

 
Child and Youth Mental Health Service Provision: 
A number of dedicated Child and Youth specialist mental health services are provided across 
the Nelson Marlborough service coverage area.  They are: 
 

 Service 
Tasman  Gateway Housing Trust 1.3 FTE Child and Youth Community 

Support Workers. 
 Te Whare Mahana 0.2 FTE Child and Youth Community Support 

Worker. 
 Consultant Psychology 0.3 FTE.  

Nelson  Gateway Housing Trust 5 Youth community residential beds 
(district wide).. 

 Gateway Housing Trust 2.0 FTE Child and Youth Community 
Support Workers. 

 Te Rapuora o Te Wai Harakeke 1.0 FTE Tamariki and Rangatahi  
 CAMHS (Child Adolescent Mental Health Service) 16.10 FTE,  

and 1.0 FTE Psychiatrist.  (This base covers from Rai to Golden 
Bay). 

 Care Solutions (based from Nelson but covers Tasman and 
Marlborough).  Child and Youth Crisis and Planned Respite. 

 Alcohol and Drug Service has 1.0 FTE Youth Counsellor. 
Marlborough  Horizon Trust 3.0 FTE Alcohol and Drug Day Programme. 

 Te Rapuora o Te Wai Harakeke 1.0 FTE Tamariki and Rangatahi 
 Te Rapuora o Te Wai Harakeke,  1.0 FTE Child and Youth 

Community Support Worker 
 CAMHS 6.5 FTE and 0.6 FTE Psychiatrists. 

 
Public Health have Health Promoting Schools which is a whole of school approach to 
promoting student, staff and community health and wellbeing.   Most secondary schools 
provide some level of health care service including guidance counsellors.   
 
Funded by the Ministry of Health, Health Action Trust provide 2.0 FTE for the Community 
Action on Youth and Drugs,  and Youth Mental Health promotion. 
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In terms of achievement against Blueprint the following table outlines our percentage 
achieved,  which also includes share of regional services.   
 

Child and Youth Blueprint Achievement 

Service Description 
Blueprint 
Volumes Actuals % Achieved 

Child and Youth Community Mental 
Health Teams 38.6 27.94 72
Acute Inpatient Child and Youth 2.7 4.59 170
Respite Services Child and Youth 1.1 1.64 149
Day Programmes Child and Youth 5.4 1 19
Community Residential Child and Youth 2.7 5 185

 
Best Practice: 
The Werry Centre has recently launched ‘Evidence-Based Age-Appropriate Interventions – A 
Guide for Child and Adolescent Mental Health Services’.   This reference guide was designed 
to clarify for clinicians and managers,  the range of child and youth mental health and 
addiction disorders that would be expected to be seen in primary, secondary and tertiary 
services (and the expected prevalence); and to identify the range of age appropriate 
therapeutic skills/interventions that are needed to work effectively with children, young 
people and their family/whanau.     Copies of this document can be found on 
www.werrycentre.org.nz 
 
Commentary: 
This sector is less likely than any other age group to have a health visit for their mental 
health.   The PHO’s through the primary mental health initiative are working on individual 
packages of care which would be useful to children and youth.  A key  issue is how to 
improve their access to primary care services.   
 
There are a number of useful youth friendly websites to assist with providing up to date 
useful mental health information but a number of at risk youth may find difficulty in 
accessing the web.   Access to telephone counselling services are available through services 
such as 0800WHATSUP and Youthline. 
 
Te Tahuhu the Second National Mental Health and Addiction Plan acknowledges that there 
needs to be immediate emphasis on increasing services that are funded for children and 
young people.   Te Raukura – Mental Health and Alcohol and Other Drugs:  Improving 
Outcomes for Children and Youth33 sets out key issues and priorities for this sector requiring 
action in the next three to five years.  
 
 
 
Challenges: 
(i) How could NMDHB improve access and service provision for children and youth?    
(ii) How can we improve the recognition of the need for mental health intervention when 

children and young people present at early education, primary, intermediate and 
secondary schools etc? 

(iii) What new specialist mental health services should be explored?    

                                                 
33 Published February 2008 Ministry of Health 
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(iv) What opportunities are there for shared case management and shared treatment  
  planning with paediatrics?  

(v) What intersectoral activities need to occur to improve co-ordination and continuity of 
care? 

 

15.5  Adults 
The 25 to 44 year age group comprise 28.2% of our population, and the 45 to 64 year age 
group 27.9%.  Collectively this comprises the bulk of our population at 56.1% and of our 
mental health service provision within general practice and specialist services. 

 
Twelve month Prevalence – Mild to Serious Mental Health Needs 

Adult Population  
25 to 44 year group 

34,092 
 (2006 Census) 

Anxiety 
Disorders 
at 18.2% 

Mood 
Disorders at 

9.2%   

Substance Use 
Disorders at  

4.2% 

Eating 
Disorders 

0.7% 

TOTAL 

Tasman 11,625 2115 1069 488 81 3753 
Nelson 11,595 2110 1066 486 69 3731 
Marlborough 

10,872  
1978 1000 456 76 3510 

TOTAL 6203 3135 1430 226 10994 
 

Twelve month prevalence – Mild to Serious Mental Health Needs 
Adult Population  

45 to 64 year group 
36,345 

 (2006 Census) 

Anxiety 
Disorders 

at  
13.2% 

Mood 
Disorders at  

6.8% 

Substance Use 
Disorders at 

1.2% 

Eating 
Disorders 
at 0.3% 

TOTAL 

Tasman 12,708  1677 864 152 38 2731 
Nelson 11,388 1503 774 136 34 2447 
Marlborough 

12,249  
1616 832 146 36 2630 

TOTAL 4796 2470 434 108 7808 
 

Commentary: 
Community/voluntary, primary and secondary mental health services in 2006 would need to 
have serviced an estimated 18,802 adults with mild, moderate and serious mental health 
needs. 
 
Challenge: 
How can NMDHB improve service provision for the adult population? 
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15.6 Older Persons  
Demographics 
NMDHB has an aging population.    The 65 to 74 age group comprise 7.8% of our total 
population.  The 75 and over age group comprise 6.9% of our population.  

 
Older Population  

(2006 Census – all 
ethnicities)  

65-69 70-74 75-79 80-84 85+ Total  

Tasman  1872 1473 1137 921 666 6069 
Nelson  1626 1419 1332 1023 831 6231 

Marlborough  2091 1656 1425 993 711 6876 
TOTAL 5589 4548 3894 2937 2208 19,176 

The number of Maori over the age of 65 is 432 or 2.25% of the total elderly population. 
 
Te Rau Hinengaro – Prevalence and Access 

 
Twelve month prevalence – Mild to Serious Mental Health Needs 

Older Persons 
Population 19,176  

(2006 Census) 

Anxiety 
Disorders 

at 6% 

Mood 
Disorders 

at  2% 

Substance Use 
Disorders at 

<0.1% 

Eating 
Disorders 
At  0.1% 

TOTAL 

Tasman 6069 364 121 0 6 491 
Nelson 6231 373 124 0 6 503 

Marlborough 
6876 

412 137 0 6 555 

TOTAL 1149 382 0 18 1549 
 

Specialist Mental Health Data: 
Taking a snapshot view of MHINC (Mental Health Information National Collection) data for 
specialist mental health service provision,  we find that of the 3,280 clients currently case 
managed (all ethnicities): 

 There are 113 elderly clients aged 65 years and over within specialist mental health 
services.  3.4 % (113 out of 3280 individuals). 

 Out of the 113 clients, 3 are Maori, 110 Other and  there are no Pacific or Asian 
clients. 

 There are less elderly accessing specialist services in the Tasman area with 25 clients, 
Marlborough 42 clients and Nelson 46. 

 Only in the Tasman region do males out number females in terms of access.   There 
are 42 clients from Marlborough, 29 female and 13 male;  46 clients in Nelson 27 
female and 19 male;  and Tasman 25 clients 14 male and 11 female. 

 For the Marlborough district 33.3% of elderly  accessing the specialist mental health 
service are living in Deprivation areas 7 to 9, in Nelson 45% and in Tasman 4%.  

 Peer support agencies report that older persons take up to 20% of their existing case 
load.  Support is usually ongoing or permanent.  

 
Note that Alexandra Hospital for Pyschogeriatric care is not included in MHINC data.  
 
Health of Older People Strategy:  
The vision of the strategy is that older people participate to their fullest ability in decisions 
about their health and wellbeing and in family, whanau and community life.   Key elements 
in an integrated approach to older person’s health are: 
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• Services are older person focused 
• The wellness model is promoted 
• Services are co-ordinated and responsive to needs 
• Family, whanau and carer needs are also considered, where appropriate 
• There is information sharing and a smooth transition between services 
• Planning and funding arrangements support integration 

 
These key elements are consistent with a mental health recovery approach. 
 
Commentary: 
At the community/voluntary sector level, there are a number of groups that provide 
complementary services to this population,  for e.g. Alzheimers Society, ADARDS,  Marae 
and Greypower.   These groups are important in terms of the support role they provide to the 
older population. 
 
At the primary health care level, general practice services are predominantly used by the very 
young and older people.   People aged 85 years and over visit GP services around nine times 
per year, compared to three to four visits for people aged 45 to 64 years34.   There could be 
opportunities to explore supporting general practice further in meeting older persons mental 
health needs.    
 
There are no specific dedicated mental health services targeted at the elderly population, 
other than Psychogeriatric services that are funded from Disability services.  Generically the 
elderly population are serviced from within adult services.   Te Tahuhu the Second National 
Mental Health and Addiction Plan acknowledges that there needs to be immediate emphasis 
on increasing services that are funded for older people which acknowledges that access to 
services is below expectations and an aging population means that addressing the mental 
health needs of this group will be increasingly important.   
 
There remains some confusion about responsibility for age related mental illness, particularly 
for people with a history of mental illness and early onset age-related issues. 
 
Challenges: 
(i) What older person’s specialist mental health services should be developed?   Should 

specialist mental health services fit with mental health or psychogeriatric 
 services? 

(ii) What alignment is necessary with the Health of Older People strategy 
 implementation? 

(iii) What supports are needed in a primary care setting? 
(iv) What further role could natural supports and community agencies play? 
 
 
 
 
 

                                                 
34 DHBNZ, ACC, Ministry of Health (2004) Assessment Processes  for Older People. 
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16.0 Blueprint for Mental Health Services: what is the NMDHB 
position? 
The Mental Health Commission Blueprint was developed to operationalise the national mental 
health strategy by providing a practical framework for planning and funding specialist mental 
health services.   It does this by describing and quantifying the components of a mental health 
services for the New Zealand population.   Following is NMDHB estimated achievement against 
Blueprint.   The table should be read with caution as it includes: 

 
 NMDHB share of national and regional services. 
 One off projects undertaken during the financial year. 
 Since the establishment of the blueprint, some service specifications have been devolved 

from the framework (e.g. Level I and Level II Community Residential Services),  accordingly 
the alternative model of care developed has increased other service lines (e.g. Level I and 
Level II has increased Home Based Support Service Lines).  

 Small volumes can also result in significant percentage achieved rates. 
 A zero percentage achieved rate does not necessarily mean that a service is not being 

delivered.  For example,  the service line ‘Mental Health and A&D Service – Specialist 
Expertise’  is embedded under the service line ‘A&D Community Assessment and Treatment’ 
by one of NMDHB senior consultants.  In smaller District Health Boards, specialist mental 
health staff often work across disciplines. 
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NMDHB 2007/2008 Estimated Blueprint Achievement  

Service Description 
Blueprint 
Volumes 

NMDHB 
Volumes 

% 
achieved 

Acute Inpatient 20.3 24 118
Adult Community Mental Health Teams 56.3 61 108
Community Residential Level I/II 40.5 10 25
Community Residential Level III/IV 54 77 143
Home Based Support Services 20.3 42 207
Residential Intensive Long term 2.2 1 45
Medium Term and Extended Inpatient 16.2 13 80
Employment Education and Support 13.5 6.5 48
Support and Education Recovery 12.2 14.65 120
Outreach Rural 2 2.5 125
Consumer Advisory and Advocacy 5.4 4.43 82
Family Advisory and Advocacy 3.4 3.84 113
General Hospital Liasion 2.7 0 0
Primary Service Liasion 3.4 3 88
Early Intervention 6.1 4.5 74
AOD Community Assessment Treatment 20.9 27.2 130
AOD Methadone Specialist 121 160 132
AOD Methadone GP 81 57 70
AOD Residential Treatment 7.4 17.25 233
AOD  Supported Living 2.7 2.73 101
AOD Home and Community Detox 1 0.5 50
AOD Social, Medical, Inpatient Detox 4.1 0.86 21
Mental Health and AOD Service 2.7 0 0
Mental Health and AOD Residential 3.4 0.38 11
Mental Health and AOD - Community Teams 2 0 0
Mental Health and ID - Specialist  1.4 0 0
Child and Youth Community Mental Health Teams 38.6 27.94 72
Acute Inpatient Child and Youth 2.7 4.59 170
Respite Services Child and Youth 1.1 1.64 149
Day Programmes Child and Youth 5.4 1 19
Community Residential Child and Youth 2.7 5 185
Forensic Acute Medium Secure Inpatient 5.1 4.2 82
Forensic Long Stay Max Secure Inpatient 1.7 1.01 59
Forensic Minimum Secure 1.7 0 0
Forensic Community Residential Recovery Support 1 0 0
Forensic Community Prison and Court Liasion 0.7 4.52 646
Mothers and Babies 0.7 0.75 107
Mothers and Babies Community Staff 2.4 0.23 10
Mothers and Babies Respite  1 0 0
Head Injury or Neur Disorder with Behaviour 2.7 0 0
Head Injury or Neur Disorder Community Staff 0.3 0 0
Eating Disorders Community Teams 3.2 0.23 7
Eatign Disorders Inpatient 0.7 1.12 160
Services for the Profoundly Deaf Community Staff 0.2 0 0
Disabling Personality Disorders - Staff 0.4 0 0
Severe Anxiety Disorders - Community Teams 0.4 0 0
Mental Illness Prevention - Community Staff 13.5 0 0
      
Estimated Achievement     91%
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The table identifies that NMDHB is an estimated 91% achieved against blueprint.  This means 
that from 2008/2009 a further estimated $3 million of specialist mental health services 
development could be available.   However,  currently the Ministry of Health are reviewing the 
Population Based Funding and Blueprint formulas which on initial analysis, could result in 
NMDHB being at full or exceeding full blueprint levels.   
 
Given the limited resource available (if any in specialist mental health services), careful planning 
is required to prioritise new specialist mental health services. 

 

17.0 Mental Health Best Practice Interventions: 
In 2005 New Zealand Health Technology Assessment published ‘ The effectiveness of mental 
health promotion,  prevention and early intervention in children,  adolescents and adults’.   This 
document forms the basis of best practice for public health services.  The report focus is on 
Alcohol and Drug Conduct Disorders,  Mood Disorders and Eating Disorders only. 

 
In 2007, NMDHB contracted Health Technology Assessment (HTA) to complete the Annotated 
Information Packages (AIP’s).  The research question posed being, “ what are the best practice 
interventions on our top five diagnosis for mental health,  across different age groups?”.  HTA 
were requested to identify source documents from the year 2000 onwards and these are currently 
available in the NMDHB Planning and Funding Library.     The 2007 AIP’s were forwarded to 
the Mental Health Clinical Director for discussion and endorsement by the Psychiatry team.  Due 
to time constraints,  endorsement had not been received from the Psychiatry team at the time of 
publication.  
 
The top five diagnosis for Nelson Marlborough are Mood Disorders, Alcohol and Drug 
Disorders, Schizophrenia/Psychotic Disorders,  Anxiety Disorders and Adjustment Disorders.    
However within each diagnostic disorder are a number of disorder sub-types. For example, 
Schizophrenia and Other Psychotic Disorders,  includes schizophreniform disorder, 
schizoaffective disorder, delusional disorder,  brief psychotic disorder,  psychotic disorder due to 
a general medical condition,  schizophrenia paranoia,  schizophrenia catatonic etc.   Mood 
Disorders include major depressive disorder, dysthymic disorder, bipolar I disorder, Bipolar II 
disorder, cyclothymic disorder, mood disorder due to a general medical condition and   substance 
induced mood disorder.      Research findings in some instances are not conclusive in terms of 
efficacy.   Given the number and subtype of disorders, the extent of findings and literature 
available across age groups, ethnicity and diagnosis,  the full AIP’s are not replicated for the 
purposes of this report,  but are available by contacting NMDHB Planning and Funding Division.   
A high level view of best practice is described, where applicable using the most recent published 
guidelines available. 

 
In addition there has been much debate over recent years contrasting the medical model with a 
recovery model. 35   While recognising the importance  of the medical model,   both models must 
work together in tandem to support the recovery journey.  Therefore in this section of the report 
both the medical model and a high level view of community support services that support 
recovery are described. 

 

                                                 
35 Recovery from a mental illness is not just about symptom reduction,  but living as full a life as possible.  Recovery 
is the ‘ ability to live well in the presence or absence of one’s mental illness’.  
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17.1 Mood Disorders 
In general mood may be normal, elevated or depressed.  Ordinarily people experience a wide 
range of moods and have an equally large repertoire of affective expressions;  they feel in 
control,  more or less, of their moods and affects.  In mood disorders, the sense of control is 
lost and people experience great distress.    Patients with elevated mood (mania) show 
expansiveness, flight of ideas, decreased sleep, heightened self-esteem, and grandiose ideas.  
Patients with depressed mood (depression) have a loss of energy and interest, feelings of 
guilt,  difficulty in concentrating,  loss of appetite and thoughts of death or suicide.   Other 
signs and symptoms of mood disorders include changes in activity level, cognitive abilities, 
speech and vegetative functions (such as sleep, appetite, sexual activity and other biological 
rhythms). These changes almost always result in impaired interpersonal, social and 
occupational functioning.   Patients with mood disorders often report an ineffable but distinct 
quality to their pathological state.36 
 
The ‘Australian and New Zealand clinical practice guidelines for the treatment of 
depression’ (2004) identify that: 
 
Mild depression episodes are classified as a few symptoms beyond the minimum required to 
make the diagnosis, with mild disability or the capacity to function normally but with 
substantial and unusual benefit.   Moderate episodes are classified as more than the minimum 
criteria being met with greater functional impact.   Severe episodes have most criteria present 
with marked interference with social and/or occupational functioning, producing clear-cut 
observable disability (e.g. inability to work or to care for children).  In the extreme, afflicted 
people may be totally unable to function socially or occupationally,  or even to feed or clothe 
themselves or to maintain minimal personal hygiene.   The nature of symptoms (e.g suicidal 
ideation and behaviour) should also be considered in assessing severity.  
 

The NICE Clinical Guidelines of Depression (2006)37 in Primary and Secondary Care 
recommend that: 

 Screening should be undertaken in primary care and general hospital settings for 
depression in high risk groups – for example, those with a past history of depression, 
significant physical illnesses causing disability or other mental health problems such 
as dementia. 

 For patients with mild depression who do not want an intervention or who,  in the 
opinion of the healthcare professional may recover with no intervention,  a further 
assessment should be arranged,  normally within two weeks (‘watchful waiting’). 

 Antidepressants are not recommended for the initial treatment of mild depression, 
because the risk-benefit ratio is poor. 

 For patients with mild depression, healthcare professionals should consider 
recommending a guided self help programme based on cognitive behaviour therapy. 

 In both mild and moderate depression, psychological treatment specifically focused 
on depression (such as problem-solving therapy,  brief CBT and counselling) of six to 
eight sessions over 10 to 12 weeks should be considered. 

                                                 
36 Synopsis of Psychiatry – Behavioural Sciences/Clinical Psychiatry (Kaplan and Sadock) 
37 The New Zealand Guidelines Group are currently developing ’Identification of Common Mental Disorders and 
Management of Depression in Primary Care’ Guidelines’.  This is currently out for consultation with the sector and 
not available at this point for distribution or incorporation into this report.   It has a specific section on depression in 
older adults.  
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 When an antidepressant is to be prescribed in routine care it should be a selective 
serotonin reuptake inhibitor (SSRI) because SSRI’s are as effective as tricyclic 
antidepressants and are less likely to be discontinued because of the side effects. 

 All patients prescribed antidepressants should be informed that, although the drugs are 
not associated with tolerance and craving, discontinuation/withdrawal symptoms may 
occur on stopping,  missing doses or, occasionally on reducing the dose of the drug.  
These symptoms are usually mild and self limiting but can occasionally be severe, 
particularly if the drug is stopped abruptly. 

 When patients present initially with severe depression, a combination of 
antidepressants and individual CBT should be considered as the combination is more 
cost-effective than either treatment on its own. 

 Patients who have had two or more depressive episodes in the recent past, and who 
have experienced significant functional impairment during the episodes should be 
advised to continue antidepressants for 2 years. 

 For patients whose depression is treatment resistant, the combination of 
antidepressant medication with CBT should be considered. 

 CBT should be considered for patients with recurrent depression who have relapsed 
despite antidepressant treatment, or who express a preference for psychological 
interventions. 

The Summary of Guidelines for the Treatment of Bipolar Disorder suggests that:38 

 Treatment should aim to restore the person to full health and a meaningful life. 
 Prevention of suicide must be a central goal. 
 Integration of a range of health professionals,  as well as family and friends is 

required. 
 Acute treatment of mania and mixed episodes involves initial assessment; 

comprehensive clinical assessment,  and pharmacological treatment (this could 
include lithium, carbamazepine, valproate, lamotrigine, gabapentin, topiramate, 
clozapine, olanzapine, respiradone,), ECT,  and that therapeutic drug monitoring is 
required. 

 Acute treatment of bipolar disorder involves assessment and pharmacological 
treatment (lithium, carbamazepine, valproate, lamotrigine, antidepressants SSRIs, 
TCAs, MAOIs and others,  antispsychotics). 

 Prophylaxis includes assessment, pharmacological treatment (lithium,  carbamazepne, 
valproate, lamotrigine), suicide prevention,   psychological treatments 
(psychoanalysis,  psychoeducation, cognitive therapy,  interpersonal and social 
rhythm therapy,  group therapy and family-focussed treatment).  

17.2 Alcohol and Other Drug Disorders 
Substance abuse is a maladaptive pattern of substance use leading to clinically significant 
impairment or distress.   Within a twelve month period, the client would have one or more of 
the following occurring; recurrent substance use resulting in a failure to fulfill major role 
obligations at work, school or home; recurrent substance use in situations in which it is 
physically hazardous; recurrent substance related legal problems and continued substance use 
despite having persistent or recurrent social or interpersonal problems caused or exacerbated 
by the effects of the substance.  

                                                 
38 Summary of guideline for the treatment of bipolar disorder (2004).  Royal Australian and New Zealand College of 
Psychiatrists 
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In alcohol dependence and alcohol abuse, the need for the daily use of large amounts of 
alcohol for adequate functioning,  a regular pattern of heaving drinking limited to weekends 
and long periods of sobriety interspersed with binges of heavy alcohol intake lasting for 
weeks or months are strongly suggestive of those alcohol use disorders.  The drinking 
patterns are often associated with certain behaviours;  the inability to cut down or stop 
drinking;  repeated efforts to control or reduce excessive drinking by periods of temporary 
abstinence or by restricting drinking to certain times of the day;  binges;  the occasional 
consumption of a fifth of spirits; amnestic periods for events occurring while intoxicated 
(blackouts): the continuation of drinking despite a serious physical disorder that the person 
knows is exacerbated by alcohol use; and the drinking of non beverage alcohol,  such as fuel 
and commercial products containing alcohol.   In addition,  people with alcohol dependence 
and alcohol abuse show impaired social or occupational functioning because of alcohol use,  
such as violence while intoxicated, absence from work, job loss,  legal difficulties such as 
arrest for intoxicated behaviour and traffic accidents while intoxicated and arguments or 
difficulties with family members or friends about excessive alcohol consumption.39 
 
The Guidelines for Recognising, Assessing and Treating Alcohol and Cannabis Abuse in 
Primary Care 40 identify that: 
 
 A treatment plan will include achievable steps for the individual and will recognize that 

motivation may fluctuate; relapse is normal and does not signal failure;  progress may be 
slow. 

 Psychological therapies generally fall into two groups;  therapies which involve the 
family or social environment of the drinker,  and therapies derived form learning theory: 

o Family/social environment approaches include marital and family therapy and 
social skills training and a variety of therapeutic community strategies such as the 
Minnesota Model, Community Reinforcement Approach (CRA) and twelve step 
programmes such as Alcoholics Anonymous.  (Twelve step programmes, 
cognitive behaviour therapy and motivational interviewing appear equally 
effective for people with alcohol dependence). 

o Learning theory approaches are generally incorporated into cognitive-behaviour 
therapy, and include cue exposure, behavioural self control and relapse 
prevention.  

 Brief interventions should be used with all people identified by screening as non-
dependent but drinking more than the safe level of alcohol.  Brief intervention has been 
proven to substantially increase the likelihood of reduced alcohol consumption among 
heavy drinkers.    Brief intervention is high frequency, low involvement intervention.  It 
seeks to encourage patients to reduce or eliminate alcohol and other drug consumption 
and so avoid or minimise associated problems.  

 All patients over the age of 14 years should be screened at least every three years. 
 Initial screening questions within the context of a general health review.  This is more 

acceptable to patients and lessens the problem of substance abuse feeling like a ‘moral’ 
rather than a health issue.  

 Utilisation of the AUDIT (Alcohol Use Disorders Identification Test) for screening adults 
for alcohol problems. 

                                                 
39 Synopsis of Psychiatry – Behavioural Sciences/Clinical Psychiatry (Kaplan and Sadock) 
40 Guidelines for Recognising, Assessment and Treating Alcohol and Cannabis Abuse in Primary Care (1999),  
National Health Committee.  Please note that there were no updated generic guidelines available,  therefore the 1999 
guidelines are used. 
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 Alcohol-dependent patients wishing to cease drinking should be referred to specialist 
services for detoxification. 

 General practice is the ideal environment for early intervention:  a single brief 
intervention is sometimes all that is required to bring about change. 

 Pharmaceuticals are used as part of the treatment of withdrawal (detoxification) and to 
assist in preventing relapse. Naltrexone has been shown in recent studies to decrease 
alcohol consumption and relapse; Disulfiram (antabuse) produces unpleasant effects such 
as nausea, vomiting, facial flushing, and headache on drinking alcohol.  

17.3 Schizophrenia/Psychotic Disorders 
The diagnostic criteria for schizophrenia includes two or more of the following present for a 
significant portion of time during a one month period:  delusions; hallucinations; disorganised 
speech; grossly disorganised or catatonic behaviour;  negative symptoms (affective flattening, 
alogia or avolition).  For a significant period of time since the onset of the disturbance, one 
or more major areas of functioning are affected, such as work,  self-care or interpersonal 
relationships. Continuous signs of the disturbance persist for at least six months.  Key 
recommendations from the Clinical Practice Guidelines for the Treatment of Schizophrenia 
are as follows:41 
 
 Foundations for effective care include;  optimism and partnership; a stable and secure 

social environment including a pleasant home environment,  family and peer support,  
financial security and a meaningful social role;  therapeutic engagement and continuity of 
care. 

 Early detection and comprehensive treatment of first episodes of schizophrenia is a 
priority because it can minimize the psychosocial – and possibly biological – impact of 
illness and may improve long-term outcomes. 

 Comprehensive and sustained intervention should be provided during the initial years 
following diagnosis because the course of illness is strongly influenced by what occurs 
during this critical period.  Patients should not have to ‘prove chronicity’ before they gain 
consistent access to specialist mental health services. 

 Antipsychotic medication is the cornerstone of treatment but there is great scope for 
further improvement in the expert use of these medications.   The treatment choice for 
most patients is the atypical antipsychotic medications because of their superior 
tolerability, probable greater efficacy in relapse prevention and, in particular, reduced risk 
of tardive dyskinesia.  In first episode psychosis atypical agents should be used as first-
line therapy. 

 Conventional antipsychotic medications in low dosage may still have a role to play in a 
small proportion of patients, where there has been full remission and good tolerability, 
where atypicals are poorly tolerated,  or where depot medication is unavoidable.  
However the indications are shrinking progressively. 

 Clozapine should be prescribed early, if there is incomplete remission of positive 
symptoms following treatment with at least two other antipsychotic medications.  
Clozapine may also be considered where there are pervasive negative symptoms or a 
significant and persistent risk of suicide.  

 Psychosocial interventions should be available routinely for all patients within an 
integrated hospital and community service,  and provided by appropriately trained mental 
health professionals.  Appropriate interventions include family interventions, cognitive 

                                                 
41 Summary Australian and New Zealand clinical practice guideline for the treatment of schizophrenia (2003) – 
Royal Australian and New Zealand College of Psychiatrists. 
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behavioural therapy,  vocational rehabilitation and therapy for comorbid conditions,  
particularly substance use disorders. 

 Interventions should be tailored to the phase and stage of illness, and to the gender and 
cultural background of the person. 

 Consumers and relatives should be closely involved in the development and provision of 
services. 

 Maintenance of good physical health and the prevention and early treatment of medical 
illness in people with schizophrenia has been neglected. 

 General medical care for people with schizophrenia should become an active focus. 
 General practitioners should be closely involved in the care of people with schizophrenia 

in a ‘shared care’ model.   Sole care by a GP within minimal or no specialist involvement 
is not an acceptable standard of practice, despite the challenges. 

 The specialist mental health system urgently needs to be strengthened and the 
complementary role of general practice expanded.   Psychosocial rehabilitation services in 
particular need updating, expansion and better integration with specialist and primary care 
services. 

 An increased research effort is urgently required to develop more effective and better 
tolerated drug therapies, more effective interventions to reduce comorbidity, particularly 
harmful substance use, and improved community understanding and support for people 
with schizophrenia. 

17.4 Anxiety Disorders 
Anxiety disorders include panic disorder with and without agoraphobia, agoraphobia without 
a history of panic disorder, specific and social phobias,  obsessive compulsive disorder, 
posttraumatic stress disorder,  acute stress disorder,  generalised anxiety disorder,  anxiety 
disorder due to a general medical condition,  substance-induced anxiety disorder,  and anxiety 
disorder not otherwise specified,  including mixed anxiety-depressive disorder.   The 
experience of anxiety has two components; the awareness of physiological sensations (such 
as palpitations and sweating) and the awareness of being nervous or frightened.  In addition 
to motor and visceral effects, anxiety affects thinking, perception and learning.  It tends to 
produce confusion and distortions of perception,  not only of time and space but of people 
and the meanings of events.  These distortions can interfere with learning by lowering 
concentration, reducing recall, and impairing the ability to relate one item to another,  that is 
to make associations.  An important aspect of emotions is their effect on the selectivity of 
attention.  Anxious people are apt to select certain things in their environment and overlook 
others in their effort to prove that they are justified in considering the situation frightening 
and in their response.   If they falsely justify their fear, they augment their anxieties by the 
selective response and set up a vicious circle of anxiety, distorted perception and increased 
anxiety.   
 
Clinical Practice Guidelines from the Management of Anxiety Disorders42 provide overviews 
of psychological and pharmaceutical interventions as follows: 
 
 All patients should receive education from their physician that includes information about 

their disorder, treatment choices and general prognosis. 
 The choice of psychological or pharmacological treatment depends on several factors, 

such as patient preference and motivation,  the ability of the patient to engage in one 

                                                 
42 The Candian Journal of Psychiatry – Clinical Practice Guidelines for the Management of Anxiety Disorders 
(2006). 
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treatment compared with another,  the skills and experience of the treating clinician,  the 
availability of resources for psychological treatment,  the patients response to any prior 
treatment,  and the presence of comorbid medical and psychiatric disorder.  Whatever 
treatment is chosen, an adequate trial should be administered with appropriate monitoring 
and follow-up for 12 months or more. 

 Cognitive Behavioural Therapy (CBT) is preferred.  Common components of CBT 
include education, problem solving,  exposure-based approaches,  cognitive approaches,  
social skills training, emotion-regulation approaches and relapse prevention. 

 Current evidence is limited but does not support the practice of routinely combining 
pharmacotherapy and CBT (as this generally does not increase the effectiveness of 
treatment). 

 Various antidepressants, including selective serotonin reuptake inhibitors (SSRIs),  
serotonin norepinephrine reuptake inhibitors (SNRIs),  noradrenergic and specific 
serotonergic antidepressants (NaSSAs),  tricyclic antidepressants (TCAs),  monoamine 
oxidase inhibitors (MAOIs),  and reversible inhibitors or monoamine oxidase A (RIMAs) 
have demonstrated some degree of efficacy in the treatment of various anxiety disorders.    
Of these SSRI’s,  SNRIs, and NaSSAs are currently preferred, being generally safer and 
better tolerated that TCAs or MAOIs.  

 
For Panic disorder and Agoraphobia the strongest evidence supports the efficacy of cognitive 
behavioural interventions that include the following43: 
 
 Education about the symptoms, the disorder and the specific role of fear of bodily 

sensations. 
 Exposure to the interoceptive reactions that comprise and cue panic attacks. 
 Cognitive therapy to change maladaptive thought processes. 
 Hyperventilation control 
 Graded invivo exposure to phobic situations.   

 
In addition the most effective pharmacological treatment for Panic disorder and Agoraphobia 
are: 
 
 Tricyclic antidepressants (TCAs), Selective Serotonin Reuptake Inhibitor (SSRIs) and 

high potency benzodiazepines (BZDs).  BZD use is not recommended because of the high 
risk of creating dependency on these drugs.  The efficacy of maintenance medication to 
prevent relapse has not been firmly established.  Relapse on discontinuation is common. 

 

17.5 Adjustment Disorders 
Adjustment disorders are a psychological response to an identifiable stressor that results in 
the development of clinically significant emotional or behavioural symptoms (but do not meet 
the criteria for another specific Axis 1 disorder).  The symptoms must begin within 3 months 
of onset of the stressor and remit within 6 months after the cessation of the stressor.  The 
stressor maybe a single event,  or there maybe multiple stressors which may be recurrent, or 
continuous, and may affect a single individual, an entire family,  or a larger group of the 
community.  
 

                                                 
43 Summary of guideline for the treatment of panic disorder and agoraphobia– Royal Australian and New Zealand 
College of Psychiatrists (2003). 
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The Dutch practice guidelines for managing adjustment disorders in occupational and 
primary health care state that:44 
 
 Stress management interventions are effective in reducing the negative aspects of stress.  

Cognitive behavioural and multimodal (cognitive behavioural interventions combined 
with relaxation techniques) interventions appear to be the most cost-effective. 

 Relaxation techniques have been proved to be effective,  although less than the 
programmes with a cognitive approach. 

 Cognitive behavioural intervention can improve perceived quality of work life,  enhance 
psychological resources and responses and reduce symptoms.    In terms of psychological 
outcomes, relaxation techniques whether pure or embedded into a multimodal 
programme, appear to be effective. 

 

17.6 Mental Health Promotion 
The 2005 HTA report specific focus was on alcohol and other drug, conduct disorders, eating 
disorders and mood disorder mental health promotion, prevention and early intervention.    
The report recommended that mental health promotion and prevention providers should 
examine the work of others internationally and consider which programme development 
strategies would best meet their needs;   consider the transfer of programmes already 
implemented and evaluated elsewhere;  be pilot tested on a small scale initially;   be inclusive 
of outcome and process evaluations;  examine cost effectiveness;  consider workforce 
development and training needs;  and ensure high level of advice and expertise on planning 
and conducting evaluations is made available to service providers.     
 
The meta-analyses and systematic reviews appraisals across the disorders are extensive, 
therefore only the author summaries for Alcohol and Drug,  Eating Disorders and Mood 
Disorders have been replicated for the purpose of this report.  

 
Alcohol and Drug Disorders:     
Brief physician administered interventions for reducing hazardous and harmful alcohol 
consumption are relatively well studied across a variety of different settings and with 
different populations and have generally been found to be effective at least in the short term.   
One study suggests that gains maybe sustained in the long term.  Several studies have also 
looked at motivational interviewing with promising findings. 
 
Although school-based interventions may be effective in improving knowledge and attitudes 
to addictive substances, there is still relatively little evidence that suggests any specific 
substance prevention programmes are more effective at preventing alcohol or drug disorders 
than others.  Nevertheless good school programmes have consistently shown behavioural 
changes.  The long-term effectiveness of the only specific programme currently in 
widespread use in New Zealand (D.A.R.E. Drug Abuse Resistant Education) appears to be in 
question given the findings of a recent meta-analysis.  However, the authors noted that the 
programme components for D.A.R.E. have been revised and updated but the effectiveness of 
the newer version does not appear to have been evaluated.   
 
Eating Disorders:    

                                                 
44 Dutch practice guidelines for managing adjustment disorders in occupational and primary health care.  (2003),  
Scandinavian Journal Work Enviromental Health.  
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A number of promising eating disorder prevention programmes have been developed and 
evaluated.   A variety of programmes were found to decrease current eating pathology and the 
risk for future increases in pathology.    A larger number of the programmes were found to 
decrease risk factors such as body dissatisfaction, negative effect, dieting and bulimic 
symptoms. 
 
Efficacy has been shown for interventions involving media literacy and advocacy resulting in 
less internalization or acceptance of societal ideal of female appearance, but not for 
interventions directly addressing adolescent abnormal eating attitudes and behaviours. 
The primary studies considered in the review show very mixed results and do not allow firm 
conclusions to be made.  None of the trials identified found evidence for reduced onset of 
eating disorders as the result of the intervention.  Notably the majority of the studies were of 
universal interventions;  given the low prevalence and non-normative nature of eating 
disorders it can be argued that by the virtue of ‘prevention paradox’ that universal 
intervention should not be the main focus of research in this area.   Most of the eating 
disorder studies using block designs were underpowered and in fact few studies in other areas 
use such small samples.  This would imply that investigators are only looking for evidence of 
knowledge or attitude change or exceptionally large behavioural changes. 
 
One research study identified that the larger intervention effects tended to occur in selected 
(vs universal) programmes, interactive (vs didactic) programmes,  multisession (vs single 
session) programmes and for evaluations that used validated outcome measures.  The study 
also noted that very few trials report effect sizes, which is problematic as these provide an 
indication of the clinical importance of prevention effects.  
 
Mood Disorders:   
A range of preventative programmes targeting people of all ages have been evaluated in 
randomized controlled trials.  Most of these have focused on the reduction of symptoms of 
depression and/or anxiety rather than the onset of the disorder.  
 
A New Zealand reviewer found that there is currently insufficient evidence to warrant the 
widespread introduction of depression prevention programmes specifically for children and 
adolescents but results to date indicate that further evaluation of pilot interventions would be 
worthwhile. 
 
Results are mixed for antenatal and postnatal interventions aimed at reducing or preventing 
depression,  with group antenatal interventions largely proving ineffective,  and there being 
selected evidence for a variety of other interventions,  including brief psychotherapy and 
midwife support  having some positive effect on depressive symptomatology.   No specific 
programmes clearly stand out as more effective than another and few studies, if any,  have 
been replicated. 
 
Indicated programmes for those with elevated levels of depressive symptoms but no 
depressive disorder use a variety of formats and have shown significant effects in reducing 
high levels of depressive symptoms and preventing future episodes.   Programme strategies 
include teaching people to challenge negative thinking and increase positive thinking 
(cognitive behavioural concepts) as well as improving problem-solving skills and providing 
education about depression and coping with depression. 
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Other effective tactics for reaching those in the community who may be at risk of depression 
are starting to be investigated,  and these include mass media interventions (including public 
health awareness campaigns), the use of self help materials and internet-based resources and 
sites.   Evidence based prevention strategies that target anxiety may also result in less 
depressive symptomatology,  particular in children.  Combinations of exercise and/or light 
therapy may also be a potentially useful strategy for preventing winder depression in those 
with subsyndromal symptoms of depression.   One study based in New Zealand demonstrated 
some evidence for the effectiveness of the Resourceful Adolescent Programme (RAP-Kiwi) 
as a potentially effective public health measure.    Interestingly almost half of the recent 
studies identified in the review were conducted in Australia, which is a relatively high 
proportion of ‘local’ studies compared with other disorders considered in the HTA report. 
This is important because studies from Australia may be more likely to contain elements or 
components that are transferable, modifiable or more culturally acceptable to New 
Zealanders.  Nevertheless it should be noted that no programmes identified, with the 
exception of RAP-Kiwi,  reported inclusion of either Maori or Pacific Island individuals so 
generalisability of Australian programmes to these groups cannot be assumed. 

17.7 Community Support Services that assist recovery 
The World Health Organisations World Health Report 2001,  called for a continued shift 
away from the use of psychiatric hospitals and long stay institutions to the provision of 
community care, arguing that such care produces better outcomes such as quality of life,  that 
it better respects human rights and that it is more cost-effective than institutional treatment.   
The report recognized that community care implies providing a comprehensive range of 
services and points of contact,   with contributions from different professionals and sufficient 
links to other sectors such as housing and employment.   There have been a number of 
arguments around the balance between hospital only approach and community services.   A 
balanced care approach is needed whereby front line services are based in the community 
with back up from specialist mental health services.     
 
People with severe mental illness problems form a small proportion of those with mental 
health problems but have very high rates of psychological and physical morbidity.  Those 
with severe mental health problems are often socially excluded finding it difficult to sustain 
social and family networks, access education systems and obtain/sustain employment and 
accommodation.    People with recurrent or severe or enduring mental illness have complex 
needs which may require the continuing care of specialist mental health services working 
effectively with a range of community agencies.  Most people manage very well with this 
care and benefit from living in the community, posing no risk to themselves or others.   

 
While best practice treatment options for the top five diagnosis for Nelson Marlborough 
population have been identified, these should be considered in the wider context of 
community mental health service provision that delivers the necessary supports to enable 
recovery.     
 
These include (but are not limited to) the following: 
 
 
 
 
 
 

 63



1. Employment:   
There is widespread acknowledgement that employment is critically important to the 
recovery journey45.   Most people experiencing mental illness want a real job, for real wages 
in an open environment.  The challenge is how we best support those that need assistance to 
gain and retain employment.?  The benefits of employment include aiding recovery by 
providing structure, social connections and a fuller life;  reduce the frequency and severity of 
episodes of acute illness;  reduce dependence on benefits; reduce individual need for mental 
health services;  and improve relationships with natural supports such as family, friends and 
partners.  
 
While there are many types of vocational rehabilitation,  schemes that place people in real 
jobs and then provide support and training are more effective in helping them to gain and 
maintain employment than ‘ train and place’ schemes which provide prevocational training.46 
 
From a social inclusion perspective, any person experience mental health issues should be 
able to keep their job through periods of mental unwellness, find and sustain employment.   
The overall aim is that people who experience mental illness should have the opportunity to 
perform well in open employment rather than in low paid or unpaid work schemes, sheltered 
workshops,  and activities that do not enhance or develop work skills.  
 
NMDHB have 6.5 FTE who are engaged specifically to support clients of specialist mental 
health services in employment, evenly distributed across Marlborough, Nelson and Tasman 
districts. 
 
 
 
2. Community Residential Housing: 
Many tangata whaiora are disadvantaged in terms of securing housing that is affordable, 
accessible and at a livable quality standard.   Most of the tangata whaiora who access 
specialist mental health services live independently or with natural supports in the 
community.    The Ministry of Social Development recently completed research on mental 
health and housing indicated that tangata whaiora were the most seriously affected by 
housing difficulties mainly attributed to stigma, discrimination and racism.  
 
The majority of long term service users/tangata whaiora live independently in the community 
or with their families.    In addition, NMDHB purchase 77 community residential beds and 
are currently undertaking an ‘Alternative Models of Care’ project, as the National Mental 
Health Service Specifications are being reviewed. 

 
3. Community/voluntary groups: 
Nelson Marlborough have a number of voluntary organisations and groups that are 
complementary in supporting tangata whaiora in their recovery journey.     These include 
organizations such as the Post Natal Depression Support Groups,  Lifeline,  Bipolar Support 
Group,  Magenta Creative Space,   Relationship Services,  Stopping Violence Services,  
Bereaved by Suicide Support Group,  Alcoholics Anonymous,  Alanon to name but a few.   

                                                 
45 Mental Health Commision (1999) Employment and Mental Health Issues and Opportunities – A Discussion 
Paper.  
46 Marhsall M et al (2001) Systematic reviews of the effectiveness of day care for people with severe mental 
disorders: (1) Acute day hospital versus admission (2) Vocational rehabilitation (3) Day hospital versus outpatient 
care.  Health Technology Assessment,  4: 1-75. 
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These organizations predominantly run on a voluntary basis supported by community grants 
and fundraising. 
 
4. Peer Support and Advocacy Services 
Peer support is a quality of being with people who have shared life experiences.   People who 
have similar experiences can better relate and can consequently offer more authentic empathy 
and validation. Through the process of peer support, advice, information, empowerment and 
self advocacy are shared with tangata whaiora.   Overall research on consumer services 
reports very positive outcomes for clients.  47 
 
Within Nelson Marlborough there are three services (3.0 FTE) that cover Marlborough, 
Nelson and Tasman districts and these have been developed over the last four years.   

 
5. Family/Whanau Support Services: 
While one in five members of our communities experience a mental illness,   this does not 
include family/whanau and friends who support and are affected by people with experience 
of mental illness and addiction.  The costs and consequences of this support and the effects 
on whanau and friends are large and often hidden.  The following local quotation best 
describes how families/whanau support tangata whaiora towards recovery: 
  
“Family and whanau members hold the encouraging hope of a positive future for their family 
member experiencing a mental illness, when they cannot do this for themselves. There is 
dedication, endless patience, time and love involved in the multiple roles that family members 
take in the ongoing and long term care of their relatives- you never can stop being a mum or 
a dad. They are there from the beginning to the end, when professionals have come and gone. 
Sometimes they offer a port in the storm, rest and recuperation, time out and some-one to talk 
to when times are tough. They continue to try (long past adolescence) to teach basic life 
skills, like self-care and budgeting and helping a person to notice their triggers for 
unwellness.  They do all of this with no training, only love guides them in the path towards 
recovery.”   

 
The perspective that the health of an individual is directly related to the health of the 
collective, for Maori and many other communities, stresses the need for mental health 
services to consult, engage, and involve families in all stages of mental health service 
provision.   Research findings clearly show that better outcomes are achieved for people with 
mental illnesses by involving and working with their families, whanau and carers in an 
educational and supportive partnership.   
 

 
6. Models of Care: 
The ‘Strengths’ approach, has been endorsed as one of the preferred models of care.  The 
principles include focusing on the persons strengths and not their pathology, weaknesses or 
deficits; the community is viewed as an oasis of resources to support recovery; assertive 
outreach is the preferred mode of intervention;  the relationship between key worker/person is 
primary and essential;  and each tangata whaiora/service user with a serious mental illness 
continues to grow, learn and change. 
 

                                                 
47 Carolyn Doughty,  Samson Tse: (2005) The Effectiveness of Service User-Run or Service User-Led Mental Health 
Services for P eople with Mental Illness. A Systematic Literature Review.   Mental Health Commission. 
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This approach is strongly aligned to the most predominant Maori model of care ‘Te Whare 
Tapu Wha’. This comprises te taha whanau (family and community aspects),  te taha tinana 
(physical aspects),  te taha wairua (spiritual aspects) and te taha hinengaro (mental and 
emotional aspects).  If each side of the whare/house works in harmony then there will be 
whanau ora (wellbeing).  If any side of the house is damaged,   then wellbeing is affected. 

 

18.0 Contrasting best practice with current service delivery 
All services,   whether community, primary and secondary providers strive towards 
delivering the best quality of care possible.   However, there are a number of challenges in 
terms of implementing best practice within existing services.    These include issues such as 
developing the workforce,  training and education,   changes in funding models,  having the 
necessary resources and time to keep up with best practice initiatives and research,  
acceptance of alternative models,  changes in service provision,   affordability and key 
stakeholder acceptance to name a few. 
 
The Mental Health Stocktake lists all the DHB/MOH funded mental health services with a 
list descriptors of their services and high level identification of interventions provided.   As 
expected the majority of best practice medical interventions are provided by general practice 
and hospital based specialist mental health services.  The majority of best practice community 
supports are provided by the NGO (non government organization) sectors.    As stated 
previously, these services work in tandem providing complementary services to service 
users/tangata whaiora that support recovery. 
 
Definitively determining to what level best practice is embedded is outside of the scope of 
this report.   However,  the sharing of information gathered in this report and Health 
Technology Assessment annotated information packages (and their supplements) are 
available to support the sector to confirm their alignment to best practice. 

 

19.0 Challenges  
Introduction: 
We know that at this point in time there are a large number of the Nelson Marlborough 
population who are experiencing a mental illness and who have either not sought help for their 
illness, or haven’t been able to access services.   
 
Using Te Rau Hinengaro estimates, if 27,000 people all sought assistance for their mental health 
needs within community/voluntary,  primary and secondary care providers within the next 12 
months,  it is not likely that these services would be able to accommodate the influx.  
 
Resources are limited.  The challenge for the Mental Health and Addiction Action Plan will be to 
address the present as well as future service provision.  This will require a level of lateral 
thinking given the rationalisation and prioritisation that is needed for all health services. The 
following section will summarise key challenges for consideration. 

 
The Challenges: 

(a) From the specialist mental health service, at 4.7% prevalence, there are an estimated 
6,113 who require specialist mental health,  with only 53% of that number accessing 
services (3,280). 
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(b) That there is an estimated 8,555 members of our community that have mild mental 
health symptoms problems, and 12,226 with moderate mental health problems.   We 
have no system to capture the actual incidence to inform planning. 

 
(c) That to maintain the ‘wellness’ of our populations,   there is 7.03 FTE working in 

Public Health to promote mental health.  None are based in the Tasman area. 
 

(d) As a comparison across ethnic populations (over a 12 month period) the unadjusted 
rates for prevalence of serious disorder for Maori are 8.7%,  for Pacific 6.0% and for 
‘Other’ 4.1%.48   

 
(e) Maori and Pacific communities have higher prevalence and need than ‘Other’ 

populations. 
 

(f) For the Maori community there is an estimated 897 tangata whaiora with serious 
mental health needs, 1,379 with moderate and 953 with mild mental health needs.   
Access to specialist mental health services for Maori is at 35% (314) where there 
should be a further 583 accessing the service.  Maori are less likely to make contact 
with health services for mental health reasons. 

 
(g) For the Pacific community,   there is an estimated 127 with mild mental health needs, 

195 with moderate mental health needs and 100 with serious mental health needs.    
For specialist mental health services the current access is 35 (35%), so there is an 
additional 65 service users that should be accessing the service.   Pacific people 
underutilize services, only 25% with a serious mental health disorder had a mental 
health care sector in the previous 12 months. 

 
(h) There is a growing and diverse Asian community who have similar prevalence rates 

to the generic ‘other’ 49population. 
 

(i) Most of the service users (just over 50%) accessing specialist mental health services 
are from the Nelson district.   This could be for a number of reasons;   reflective of 
need; impact on part of the Ngawhatu devolution process;  the bulk of the services are 
located in Nelson which makes it easier to access. 

 
(j) The majority of children and youth accessing specialist mental health services are 

from the Nelson district (48%), followed by Tasman (30%) and Marlborough (23%).    
The total 0-19 years for Nelson is 11,370,   Marlborough 10,623,  and Tasman 12,246.      

 
(k) For primary mental health service provision, there were 20,811 people that might 

have needed support for their mild to moderate mental health needs.  In the current 
environment it would be difficult for community/voluntary, general practice to fully 
absorb these volumes.   

 
(l) There are less general practitioners in Marlborough (29) and Tasman (26) compared 

to Nelson (45).     In terms of access,  further analysis and discussion is required,  as 
we are unable to quantify at this point how many are full or part time General 

                                                 
48 Unadjusted at 95% confidence interval 
49 ‘Other’ as identified in Te Rau Hinengaro.  Asian prevalence as per Mental Health Commission. 
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Practitioners or how many Tasman residents choose to register with a Nelson GP as it 
is closer to their workplace. 

 
(m) It is difficult to determine whether all services are aligned to best practice.   

 
(n) Children and youth have higher prevalence of any disorder in the past 12 months than 

any other age group, but are less likely to have had a visit to a health professional for 
their mental health.   Within CAMHS specialist mental health services 65% of young 
people are seen (774 out of the estimated 1178 who may need the service).    There is 
a higher proportion of Nelson young people accessing services as opposed to Tasman 
and Marlborough. 

 
(o) There are an estimated 1,549 older people within the community that require support 

for their mild to serious mental health needs. In specialist mental health services of 
the 113 older people case managed, there are three Maori tangata whaiora.  There are 
no Pacific or Asian elderly people within the service.   

 
(p) Data from specialist mental health services identifies that a large percentage of service 

users derive from deprivation areas 7 to 9.  In Nelson this comprises 48.2% of their 
client base, Tasman 27% and Marlborough 42%.   

 
(q) There are a number of rural areas, with higher deprivation that may not have access to 

the range of services needed.    
 

(r) Murchison is a rural area that has minimal mental health service provision available 
locally. 

 
(s) Contact with health professionals for mental health reasons is generically low. 

 

20.0 Development of a NMDHB Mental Health and Addiction Action 
Plan 

The intention of this report is to provide the baseline that informs the development of a 
Nelson Marlborough District Health Board Mental Health and Addiction Action Plan.        
 
During May and June 2008 a series of public forums will be held across the service 
coverage area.   The purpose of the forums will be to share findings from the Mental 
Health Populations of Need Report,   request qualitative feedback in terms of local need, 
challenges and opportunities to improve mental health for their communities. 
 
The Mental Health and Addiction Action Plan will consider and if applicable incorporate 
findings from the Primary Care Mental Health Plan, COPMI (Children of Parents with 
Mental Illness) Report,  Older Persons Mental Health Report and the Chronic Conditions 
Framework. 
 
Key challenges for discussion,  that would inform the Mental Health and Addiction 
Action Plan consultation are as follows: 
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20.1  Guiding Principles: 
What should the guiding values and principles be, that will underpin NMDHB Mental 
Health and Addiction Action Plan? 

20.2  Community/Voluntary/Maori sector: 
In conjunction with the Ministry of Social Development what opportunities are there to 
support this sector deliver complementary services to tangata whaiora/service users? 

20.3  Primary Care 
How best can we support primary care in terms of serving those people within our 
community with mild to moderate mental health issues? 

20.4  Maori Mental Health 
1. How can we improve access for Maori to primary and secondary based mental health 

services? 
2. Does NMDHB have the right mix of services for Maori who have mild to serious mental 

health issues?  If not, what could or should the mix look like? 
3.  What role could there be for Maori mental health promotion?   

20.5  Pacific Mental Health 
How could NMDHB improve access and service provision for the Pacific community to 
primary and secondary based mental health services?    

20.6  Asian Mental Health 
How could NMDHB improve access and service provision for the Asian community to 
primary and secondary based mental health services?    

20.7  Child and Youth Mental Health 
1. How could NMDHB improve access and service provision for children and youth?    
2. How can we improve the recognition of the need for mental health intervention when 

children and young people present at early education,  primary, intermediate and 
secondary schools etc? 

3. What new specialist mental health services should be explored?  .  
4. What opportunities are there for shared case management and shared treatment planning 

with paediatrics?  
5. What intersectoral activities need to occur to improve co-ordination and continuity of 

care? 

20.8  Adult Services 
1. How can NMDHB improve service provision for the adult population? 

20.9  Older Persons/Kaumatua Mental Health 
1. What older persons specialist mental health services should be developed?     
2. What alignment is necessary with the Health of Older People strategy    

  implementation? 
3. How do we improve access for Older Persons/Kaumatua to support them address their            
mental health needs? 
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20.10  Integration of Care 
What needs to happen to improve the continuity and integration of care for tangata 
whaiora/service users and their families/whanau? 

20.11 Best Practice 
How do we ensure that services are delivered in terms of best practice embedded in 
continuous quality improvement? 

20.12  Health Promotion 
In conjunction with Public Health,  what is the best mix of health promotion services for 
our communities? 

20.13  Rural Service Provision 
Are there higher pockets of need in Tasman and in Marlborough? 
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21.0 Summary  
The Mental Health Populations of Need Report is a snapshot picture of mental health 
service provision across community/voluntary/Maori, public health, primary health and 
secondary mental health provision.     It estimates that during 2008, just under 27,000 
members of our community would have experienced mild to serious mental health 
problems.  The overall challenge is how to reduce the estimated prevalence and incidence 
within our communities,  and within existing constraints.   The subsequent Mental Health 
and Addiction Action Plan will consider how best that can be achieved.  
 
Key stakeholder and public meetings will be held in May and June 2008 to gain feedback 
in terms of the development of the Mental Health and Addiction Action Plan.   In 
addition,   Mental Health and Addiction Action Plan submission forms and planning 
documentation can be found on www.nmdhb.govt.nz. 
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