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1. Executive Summary
The Midland Region held a workforce planning seminar May 2008 to consult with the leaders, managers, expertise and national workforce centres.  It is the recommendations from this seminar that have set the scene and direction of this regional workforce development plan.  

The Regional Coordination contract for Midland is based at Lakes DHB which is the lead DHB for Mental Health and Addictions, subcontracted via Te Pou – the National mental health workforce, information and research centre.  
Established to provide a continuous and systemic response to regional mental health workforce development, Regional Coordinators are charged with ensuring better alignment between regional projects, national policy and with broader DHB health workforce regional networks and initiatives.

Capitalising on the gains made already in Midland, the provision of a dedicated regional resource for mental health and addiction workforce development, progresses national initiatives at the macro level towards better connectedness with the worker, the work and the workplace via the regional and district networks and communities. The regional resource provides an opportunity for District Health Boards and Non Government Organisations in Midland to maximise direction and ownership of mental health workforce development.

The Midland Regional Mental Health Workforce Development Plan aims to deliver positive workforce development outcomes that are specific, measurable, achievable, relevant and time bound. This plan encompasses the recommendations from the regional workforce planning seminar held in May 2008.

The overarching vision that this plan aspires to work towards is a Midland region that develops as a centre of workforce excellence, a region that can grow, attract, retain and sustain the workforce required to meet the needs of its population now and in the future. 

2. Strategic Influences

Workforce planning and development is unable to stand alone, it must be connected and interface with service development, relationships and networks to truly enact its purpose, effectiveness and achieve results.  This diagram by the Mental Health Commission
 depicts this and most importantly puts the well-being of people in the centre.   
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· Tauawhitia te Wero
 described the following principles as a must for workforce planning: 

· centre on the needs of service users 

· respond to the diversity of service users and workforce, including Māori, Pacific peoples and Asian peoples 

· be driven by leaders 

· rely on networking and collaboration 

· fit within the wider context of health and disability workforce development, including primary care. 

· be delivered by national workforce development centres and programmes to DHBs and NGOs that provide mental health and addiction services.

Strategic workforce planning takes a much longer-term view and opens up the possibility of greater change within and outside the current working environment.

Like many global workforce planning and forecasting models from both private and public sectors there are necessary stages and steps.  These are the most common: establishing the team, gathering and analysing data, interfacing with service provision and service development to formulates a plan, that translates to which an implementation plan and resources align and the final and crucial stage of monitoring and evaluation.  

As we know workforce planning is about forecasting the future.  A number of significant, although less obvious benefits also emerge from undertaking workforce planning, it:

· requires a focus on long term thinking which is not clouded by short-term events

· challenges current assumptions and liberates thinking

· focuses on greater understanding of the current situation in order to make informed assumptions about the future

· integrates HR management with broader business planning

provides an avenue for communicating visions to the future which explain related workforce change
The Mental Health Commission: Te Hononga 2015 guides us in our workforce planning with the following: Ohumahi: an innovative workforce.  Ma ringa raupa ka oti te mahi: many hands make light work.  

A valued and supported workforce

In 2015, mental health and/or addiction services will be satisfying places to work. The workforce will be valued and actively supported. There will be individual and flexible career development opportunities that take into account personal areas of interest, an appropriate work/life balance, and ongoing service innovation and development. The workforce will reflect the populations it serves in relation to ethnicity, gender and other characteristics, including experience of mental illness and/or addiction.

There will have been a shift in the composition, roles, location and skill mix of the mental health and addiction workforce. It will include staff in private practice/user-pay services, NGOs, public services, the voluntary sector, those with clinical roles and with other areas of expertise. More staff will be working in NGOs, in primary settings and alongside other community services. Regardless of where they work and the type of organisation that they are employed by, all staff will have good working conditions, benefits and access to professional supports such as supervision.

Workforce planning, training and development activities will be co-ordinated nationally, regionally and locally to ensure that all areas have access to a highly skilled and well-trained workforce. Workforce development programmes will reflect current research, practice evidence, and advancements in the understanding of mental health and well-being. The active participation of professional associations, unions and education providers in the planning of workforce developments will support the activities. In addition, all areas of expertise, including early brief interventions, some forms of talking therapies, peer and other support work, and advocacy, will be consistently developed, delivered to uniformly high standards and well-monitored. 

By 2015, there will be shared principles and philosophies across this diverse workforce. This will ensure that concepts such as person-centred practice, recovery, social inclusion, holistic models of health and wha¯nau ora/family well-being will be incorporated in the delivery of all services.

All staff will understand how to apply responsiveness in all services and holistic provision will be standard practice. Assessments will be comprehensive and take into account all aspects of service users’ identity, people’s diverse needs and the needs of family/wha¯nau. Staff will work flexibly with all service users, understanding that people may identify with several communities at the same time and that within these communities, people are not all the same and do not necessarily have the same needs. Staff in the mental health and addiction sector will know that mental illness and addiction is a part of human experience from which value and meaning can be derived. They will also understand the impacts of wider determinants of well-being, mental ill-health and substance misuse, dependency or addiction. 

Most importantly staff will know:

• how to work towards whanau ora/family well-being and meet the needs of family/whanau

• how to work with, and involve, those people closest to service users

• how to work with advocates

• how to access and use information on the full range of effective treatments or interventions, and any adverse effects

• the benefits of counselling and complementary therapies, and how service users can access them

• how to use recovery-focused practices 

• how to support self-determination and build strengths and resilience

• how to adopt holistic and integrated approaches 

• how to work collaboratively within and across sectors

• when and how to link to those with specific expertise in other areas 

• ways to address the root causes of distress such as trauma

• how to support social inclusion

• the complex nature of co-existing needs such as mental health and addiction issues or disability 

• how to provide positive leadership

• how to maintain their own well-being and mental health

• how to minimise power imbalance in relationships 

• how to work cross-culturally and with diverse communities.

And the Te Kokiri: Leading Challenge - Workforce and Culture for Recovery

Actions for this Leading Challenge are grouped under the following themes:

1. Build a mental health and addiction workforce – and foster a culture among providers – that supports recovery, is person-centred, is culturally capable, and delivers an ongoing commitment to assure and improve the quality of services for people

2. Build a workforce to deliver services for children and young people, Māori, Pacific peoples, Asian peoples, and people with addiction

3. Support the development of a service user workforce

4. Create an environment that fosters leaders across the sector

5. Develop a culture among providers of involving whānau/families and significant others involved in treatment and recovery

6. Foster a culture among providers that promotes service user participation and leadership

7. Develop a culture of continuous quality improvement in which information and knowledge are used to enhance recovery and service development

3. Workforce Imperatives

(Alt 2)(Alt 6)
1.  Infrastructure Development

Developing regional mental health workforce development infrastructure in Midland is required to support achievement of the goals of the Midland Regional Mental Health Workforce Development Services. The systems required to provide a coordinated and consistent approach to long term workforce development are currently fragmented and apportioned across a number of roles and sectors. 

An infrastructure that will gather and coordinate workforce information, educate stakeholders, develop expertise, utilize existing strengths and create a robust, accountable and self sustaining infrastructure that is connected to the national workforce development programmes and initiatives is required to achieve full alignment to national strategy. The development of the Regional Workforce Plan is an important step in developing this infrastructure.
2.  Training and Development

Training and Development continues to be an important priority for mental health organizations in Midland. This requires the coordination of the education, health and employment sectors and management to align pre-service entry, orientation and ongoing development of mental health workers with future service provision requirements. Midland organizations require a broad range of mental health workers, who are competent, trained within a qualifications framework and fit for service provider requirements post training.  Stakeholder feedback has identified the need to address core competencies for mental health workers in Midland; the Essential Skills Project (MHWDP) will provide training and development for the Midland DHBs and NGOs
3.  Retention and Recruitment


Recruiting good staff and retaining them within an organization is important to employers, mental health service users, staff and communities in Midland.  Moving from a recruitment and retention environment which is often reactive and crisis driven requires effective coordination, collaboration and strategic planning. Utilising national recruitment and retention project findings, current research, DHB and NGO strategies and identifying local best practice will contribute to a regional strategy for recruitment and retention.
4.  Organisational Development

Organisational development is about developing the organizational culture and systems necessary to sustain the workforce. A supportive environment, good team work, flexibility and enhancing the balance between work and family have all been identified in stakeholder feedback from the regional strategic planning process as key success factors. Organisations that require assistance in developing a sustaining culture need to be able to access appropriate information, support and the tools for long term change management. Linkages with the MHWDP National Resource Group will be supported by the MRMHWDS.
5.  Research and Evaluation

Ensuring that information about the capacity (ability to provide) and capability (competence, aptitude, and qualifications) of Midland’s mental health workforce is available will be crucial to both services and workforce planning. Evaluating workforce initiatives will also provide important information that can assist with our future directions. Ensuring that local, regional, national and international research and evaluation findings can have a productive application within Midland’s mental health organizations for the benefit of employers, staff and service users is the aim of this imperative. 
(Alt b)
4. Midland Vision

By 2015, services in the Midland region for mental health and addiction consumers, and their support networks, will be:
· Recovery focused

· Strengths based

· Accessible

· High quality

· Sustainable

This vision has been an iterative process involving many stakeholders. And continues to be consulted with stakeholders in the Midland region.
5. Regional Workforce Goals and Deliverables
Goals

The Midland Region District Health Boards and communities will have a mental health and addictions workforce that is highly skilled, sustained and culturally responsive with the mental health and addiction needs of the population.
Aims

Increase the capacity and capability of the Midland mental health and addiction workforce to deliver mental health services that will be

· Recovery focused

· Strengths based

· Accessible

· High Quality

· Sustainable
Communications
The workforce development arena is complex with a number of key national, regional and local initiatives, programmes and stakeholders. Ensuring that all stakeholders have access to coordinated, relevant and timely workforce information is critical for reducing fragmentation, information ‘overload’, missed opportunities and confusion. Reducing workforce initiatives duplication is also a benefit of a good communications strategy.  Will include:
· Uphold and enhance the profile of the Midland Regional Mental Health Workforce Development Services.

· Strengthen the credibility and integrity of the Midland Regional Mental Health Workforce Development Services and its people in their leadership role. 

· Help to foster a clear, collaborative and inclusive identity and culture.

· Consistently meet the information and communications needs of the different stakeholder groups connected with Midland Regional Mental Health Workforce Development Service. 

· Utilise communications strengths to foster partnerships in the workforce development arena.

· Assist understanding of the five mental health workforce development strategic imperatives.

Policy and Planning Framework
The 2002 Mental Health (Alcohol and Other Drugs) Workforce Development Framework, vision for mental health workforce development views District Health Boards and Non Government Organisations as owners and drivers of workforce development. Workforce development policy and planning sits within a broad strategic framework which in turn incorporates a number of key documents and approaches. In order to ensure that the Midland DHBs and NGOs address the workforce development strategic imperatives in a systemic and sustained way, collation of guiding principles and workforce development forecasting is required to sit within a regional and local context. By March 2006, the regional policy and planning framework will:
· Contribute to, lead and enhance regional workforce development policies and planning mechanisms that will address the five mental health workforce development strategic imperatives.
· Utilise the strengths of the DHBs and NGOs workforce development policies, planning and initiatives.

· Build on existing policies and planning best practice, and incorporate findings and guidance on workforce development planning from the four national mental health workforce development programmes.
· Help to foster clear, consistent workforce development planning dialogues between the stakeholder groups.

· Provide clear, evidence based advice and guidance for the development of new regional and local mental health services.

· Provide consistent measurable criteria for workforce development initiatives.

Expertise
The concept of a pathway is useful for viewing the development of workforce development expertise in Midland. There are multiple stakeholders in the workforce development system, who will ‘rub shoulders’ with any potential or current member of the workforce on their career pathway.  From schools and tertiary training providers to social services, human resources, Iwi, government agencies, recruiters, careers advisors, counsellors, researchers, peers, service users and whänau - there is a broad range of expertise available to assist and influence workforce development.
Drawing together key experts within Midland and linking with national expertise will assist the coordination of a multi agency, multi faceted approach to workforce development. Extending the current network stakeholder representation model to a model of specific focus and expertise requires a combination of relationships building, valuing people, and clear, measurable guidelines for expert contribution and performance indicators for both one-time navigation and ongoing purposes.
Linking Midland with the national mental health workforce development programmes and initiatives will provide further opportunities to enhance and contribute to the national strategic directions, and to highlight regional priorities based on evidence and stakeholder participation.
By March 2005 Midland Mental Health Workforce Development Expertise objective will:

· Contribute to and enhance regional and local mental health workforce development communications, policy and planning objectives.
· Link current, new and developing experts with the Midland Regional Mental Health Workforce Development Service, goals and objectives.
· Provide quality focus, advice and input for the MRMHWD service development.

· Contribute to stakeholder understanding, participation and development of the five mental health workforce development strategic imperatives.
6. Workforce 3 Year Recommendations and Goals 
	
	Recommendation
	Time
	Action

	1. 
	Midland Region Workforce Development Advisory Group:  to provide the leadership and direction for regional workforce development alongside service development, relationships and networks and the regional co-ordinator role.
	
	Develop a terms of reference. Membership defined at representatives from regional forums, clinical leader Dr Sing, NGO leader, regional director, regional co-ordinator.  All recommendations to have action plans.

	2. 
	Maori:  Nga Purei Whakaata Ruamano the Midland region Maori Advisory Group have approved and supported the regional cultural training focus of Maori Ora and a pilot within the region.   Maximise on national Maori workforce development initiatives and services i.e. Te Rau Matatini AOD mobile training.
	
	Action plan  

	3. 
	NGOs and PA to build stronger bridges for integration and united workforce development
	
	Plan for integration

	4. 
	Lets Get Real to be in contracted structures by 2011.  Midland to be future ready to incorporate and use the Lets Get Real competencies easily.  Training packages to be inclusive of workforce groups, consumer and NGO.   Common Capabilities meet essential Lets Get Real competencies.
	
	Endorsed paper ‘the connection’ for Common Capabilities and Let’s Get Real.
Future readiness

	5. 
	AOD workforce development to have a regional forum/network that addresses the capacity to respond to AOD presentation and not to look at MH&A rather mental health to include its responsiveness to AOD.  To be dual diagnosis capable.
	
	Annual forum and linkage with national workforce development AOD & Gambling centre:  Matua Raki

	6. 
	Primary mental health and addiction workforce development.  Training those in the primary sector to be specialists of primary mental health and improve the interface between primary and secondary.  Specific primary mental health education to existing workforce groups. i.e psychology and occupational therapists.
	
	Use MR training advisory group

	7. 
	Rural service development using IT teleportech that enhances and improves services for Maori and rural communities that has the ability to care for people in natural settings.  Pilot Project.
	
	Work with winning leadership project set in the EBOP

	8. 
	Consumer:  improving participation and the value of services users being an integral part of service and workforce development.  These service users will be people who are qualified and provide an effective and excellent service. 
	
	Enact service user workforce plan

	9. 
	Seclusion and Reduction:  complete a regional environmental scan of current practice and trends and contributing factors.  Use this information and the national linkage to develop a regional approach and enactment. 
	
	Within MRTAG enact this work

	10. 
	Nurse Practitioner:  to support more nurses achieving this qualification by a mentorship programme and framework, support from HR and study leave.  Organisations and services to consider the most effective use of these roles and tailor workforce structures to support this.
	
	Develop a strategy to enact this recommendation

	11. 
	Healthcare assistants:  a regional approach to developing a consistent healthcare assistant position profile, job description and competencies.  This to be achieved in unison with tertiary systems.
	
	Careerforce engagement to develop

	12. 
	Develop partnerships with tertiary providers for placements, secondments and research organisational development projects. 
	
	Develop relationship and pathway with Waikato University to enact this recommendation.

	13. 
	Mental Health and addiction services for older people: a regional forum for consistency and regional gain of experience and expertise.  Link in and contribute to the national direction and NDSA competency development at the THMS conference September 2008.  this service stream is included alongside all regional service planning.
	
	MHSOP linkage with national initiative and connection with 2008 THMHS pre-conference institute.

	14. 
	Auditors: the regional now has 10 fully trained and qualified to participate fully and equally – the regional to utilise this resource. 
	
	Promote auditors

	15. 
	Leadership essential to changing the blame culture that exists within the sector.  
	
	Enacted through the MR Strategic Workforce Advisory Group.  
Annual one day gathering with regions leaders.

	16. 
	Marketing deliberately the positive outcomes and effectiveness of services, staff and services users.  
	
	Develop a forum to promote and market success and positive outcomes.


7. 
STAKEHOLDERS

Stakeholder summary

	In Scope
	Out of scope 

	· Midland District Health Boards – Taranaki, Tairawhiti, Bay of Plenty, Lakes and Waikato

· Midland Clinical Leadership

· Nga Purei Whakaata Ruamano – regional Maori advisory network
· Hi Tipuana Nga Kakano – regional service user advisory group

· Midland Regional Mental Health & Addiction portfolio manager group
· Midland DHBs General Managers Funding and Planning/Human Resources

· Regional Mental Health Workforce Development Coordinators

· Recruitment Agencies and Careers services

· Disability Support Advisory Committees of Midland DHBs

· Primary Health Organisations

· Midland, Universities, Polytechnics, Private Training Establishments, Wananga

· Waikato Clinical School

· Midland Platform forum

· Regional Managers/representatives Professional Bodies 

· Health Workforce Advisory Committee

· Mental Health Workforce Development Programme

· Te Rau Matatini

· The Werry Centre

· National Addictions Centre

· Mental Health Research and Development Strategy ( HRC)

· MHSMART (HRC)

· District Health Boards New Zealand (DHBNZ)

· Mental Health Directorate MOH

· Clinical Training Agency

· National Universities, Polytechnics, Private Training Establishments, Wananga

· Platform

· Mental Health Foundation

· Schizophrenia Fellowship -  Supporting Families
· Industry Training Organisations
	· Individual needs of particular Consumers
· Individual needs of particular workers

· Individual needs of particular organisations
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9. Glossary

	Glossary of terms and organisations

	Annual Plan 
	Operational plan covering 12 months

	Audit
	The verification of performance against predetermined standards

	Clinical Training Agency (CTA)
	The function of the Clinical Training Agency is to provide funding for Post Entry Clinical Training programmes. These programmes are:

· Vocational: rather than academic or research based.

· Clinical: clinically based, with a substantial clinical component where employment in a clinical setting is integral for completion of the qualification.

· Post-Entry: occurs after entry to a health profession, so that a person is eligible to practise in a particular occupation.

· Formal Programme: formally enrolled in a training programme which leads to a recognised qualification.

· 6 Months: the formal training programme is to be equivalent to a minimum of 6 full time months in length.

· Nationally Recognised: recognised by the profession and/or health sector and meeting a national health service skill requirement rather than a local employer need.

	Collaboration
	Working together with other people or groups

	Community engagement                         
	Formal and informal discussion and information sharing between the DHB and the community

	Community Support Services Industry Training Organisation (CSSITO)
	Community Support Services Industry Training Organisation is the industry training organisation for the community support services industry. Its function is to help staff (nurse aides, carers, care assistants, diversional therapists, and activities officers), employers, volunteers and others involved in the delivery of community support services in New Zealand. 

CSSITO facilitates nationally recognised training for the Human Services, Older Persons Health and Diversional Therapy sectors operating in the community. CSSITO is responsible for developing, promoting and monitoring national training standards and qualifications in these sectors and encourages structured, on-the-job training in workplaces throughout the country. Skills learned on the job can now be recognised without having to attend formal training courses. 

CISSITO offers support to employers by:

· Offsetting the costs of training through training subsidies

· Providing a relevant, flexible training option that can be used in the workplace

· Customising training options to suit an organisation’s needs or the individual needs of staff

· Minimising down time and juggling of staff timetables for training- there’s no need to attend courses

· Provide access to subsidies for training an organisations own in-house assessor 

· Training packages and assessment tools are relevant to staff because a panel of industry experts develops them.

· Developing each standard to capture the skills and knowledge required in a particular sector and registering each standard with the New Zealand Qualifications Authority (NZQA).

	Culturally appropriate services   or culturally responsive services 
	Services responsive to, and respectful of, the history, traditions and cultural values of the different ethnic groups in our society

	DHB
	District Health Board - The structure set up to manage delivery of expected baseline health in a particular region to a given population

	District Health Boards New Zealand (DHBNZ)
	DHBNZ is an advisory body for DHBs on national issues, ensuring that appropriate linkages and relationships are maintained across the health sector including with central Government and its agencies. DHBNZ aims to achieve its goals by:

· Maintaining effective relationships with member DHBs, the Minister, Ministry of Health and other central Government agencies; 

· Promoting meaningful collective activity including the Health Sector Work plan; 

· Providing well-informed collective DHB input into key policy work; 

· Ensuring a clear mandate and resourcing for work undertaken; 

· Facilitating engagement between DHBs and sharing of best practice.

	Disability
	Incapacity – sometimes present at birth or injury or age related condition suspected to last six months or more

	Disparity
	Socio-economic or health inequality

	Efficiency
	Doing things the best way without waste 

	Equity (in health)
	Equity means fairness


	Evidence based practice
	Clinical decision making based on a systematic review of the scientific evidence of the risks, benefits and costs of alternative forms of diagnosis or treatment.

	Governance
	The act or manner of governing

	Hapu
	Sub-tribe

	Health gain
	Improved health outcomes. It can be used to measure the improvement in population health status or the degree to which the level of health of a population has changed in response to a policy or other intervention.

	Health Needs Assessment
	A process designed to establish the health requirements of a particular population

	Health outcomes   
	A change in the health status of an individual, group or population which is attributable to a planned programme or series of programmes, regardless of whether such a programme was intended to change health status.

	Health status
	A description and/or measurement of the health of an individual or population

	Health workforce
	Providers of health care services such as doctors, nurses, physiotherapists or health promoters 


	Integration (in health)
	Combined into a whole (seamless) service

	Iwi
	Tribe

	Iwi Governance Body
	Iwi mandated group to represent iwi interests as part of the Lakes DHB/iwi Treaty relationship

	Kaitiakitanga
	Guardianship (of the environment)

	Mana Tangata
	An individual’s integrity, honour, rights, and power 

	Mauriora
	Life essence and the source of well being and the state of wellness

	Mental Health Commission
	The Mental Health Commission was established as a ministerial committee under Section 46 of the Health and Disability Services Act, 1993, and began work in September 1996.  The Commission was established in response to the recommendations of the 1996 Mason Inquiry into Mental Health Services. A key part of its role is to ensure the implementation of the national mental health strategy by monitoring and reporting on the performance of key agencies. 

The Commission's specific functions are defined by the Mental Health Commission Act 1998 and include the monitoring and reporting to Government on the performance of the Ministry of Health and District Health Board in the implementation of the Government's National Mental Health Strategy, working with the sector to promote better understanding by the public of mental illness, and eliminate discrimination, and strengthening  the mental health workforce.  

	Mental Health Research and Development Strategy
	To address the historical lack of research and development funding in mental health a partnership was formed in 1997 between the former Health Funding Authority (HFA) and the Health Research Council (HRC). Later the Ministry of Health took over the lead role in funding and overseeing the MHRDS. The HRC administers the fund on behalf of the Ministry of Health. The MHRDS has a manager who works closely with the HRC to undertake all MHRDS-related activities.

Health requires good information and a growing knowledge base in order to better serve the consumers of services. An examination of the general health literature in New Zealand by the HRC has shown the following benefits of research and development activities. There is evidence linking research and development expenditure to improved health outcomes; retention of staff (eg. research is seen as by many staff as assisting in increased job satisfaction and is necessary for any health professional wanting to reach the upper echelons of his/her profession): and, recruitment is also assisted (e.g. through joint appointments and/or joint ventures between health and educational agencies).

The Mental Health Research and Development Strategy aims to implement four key strategic objectives:

· To understand better what we are doing in mental health and alcohol and other drug services (e.g. stock-take information that provides valuable baseline data; outcomes work; epidemiology).

· To understand better who needs services and what works for service users (e.g. epidemiology; outcomes and evaluations of recovery oriented services).

· To understand better what influences staff practices and leads to more responsive services (e.g. evaluations; outcomes)

· To understanding the wider system that impacts upon mental health (i.e. the social, cultural, economic and environmental context of mental health - the drivers for and impact of discrimination, the importance of housing, the impact of employment, poverty and the benefit process; e.g. the homicide and mental illness study).

Implementation of these principles is realised through three areas of interest: Sector development, Epidemiology, Outcomes

In addition by adopting recovery as its overarching aim the MHRDS signals its commitment to:

· Recognising that recovery from mental illness is a process, which rests on a wide range of factors involving the person’s abilities and strengths, social connectedness and participation, as well as assistance from the mental health services.

· Recognising the important role of mental health service users in defining research priorities and being involved in research activities.

· Recognising the important role of ethical standards in mental health research (in addition to the ethical requirements of professional bodies and health ethics committees).

In promoting recovery-oriented research the MHRDS has two major areas of focus: Investigating factors and processes significant in the recovery of individuals, investigating recovery-promoting mental health (and other health and social) services

	Mental Health Workforce Development Programme (MHWDP)
	The MHWD Programme was launched in Wellington in May 2003.  The national mental health workforce development programme was established in partnership between the Health Research Council of New Zealand and the Ministry of Health.  The aim of this partnership is to get a national approach in coordinating activities and projects for workforce development in the mental health sector.  MHWDP projects will contribute to improvements for the mental health workforce, consumers and families based on the five strategic imperatives identified in the National Mental Health (Alcohol and Other Drugs) Workforce Development Framework (2002). Governance for the programme comprises a Steering Committee and a national Mental Health Workforce Development Committee (MHWDC). The MHWDC has membership from District Health Boards, Non-Government Organisations, Consumer, Family, Maori, Pacific Peoples, Mental Health Commission and Clinicians. 

	Ministry of Health
	The Ministry of Health considers workforce development to be one of the most complex and dynamic areas of mental health.  Mental health workforce development is a priority for the Ministry of Health and progress towards more and better mental health services can only be made with workforce development.  The Mental Health (Alcohol and Other Drugs) Workforce Development Framework provides snapshots of workforce development so far, as well as identifying its future direction. Investment in mental health workforce development is related to the New Zealand Health Strategy goals and objectives to improve the health status of people with severe mental illness.  The strategy, released in December 2000, recognises health services of the future may need a different mix of workforce skills to those of the present.  

	 Monitoring
	The performance and management of routine measurements, aimed at detecting changes

	National Addictions Centre
	The National Addiction Centre (formerly the National Addiction Centre (Alcohol, Drugs & Addiction) was established by the Alcohol Advisory Council of New Zealand in 1996 particularly as a resource for the alcohol and drug treatment field of New Zealand. The Ministry of Health (MOH) has contracted the National Addiction Centre (NAC) to provide  national addictions workforce development in New Zealand.  The programme is managed by Ian MacEwan based in Wellington, where one of two new satellites of the NAC has been established. The other satellite is in Hamilton with Drs Murray Hunt, Vicki Barratt and Vicki Crarer. Working closely with the programme will be Dr Joel Porter in his new role with the Centre for Gambling Studies in Auckland. 

Key projects include: 

· Developing a five year strategic plan for national addictions treatment workforce development 

· Undertaking specific Maori addictions treatment workforce development in collaboration with Te Rau Matatini 

· Building on the existing leadership in the addictions treatment sector and implement strategies that will build the capacity and capability of the addictions treatment workforce 

· Developing an addictions treatment training provider network 

· Undertaking relevant training activities within the sector 

· Developing and piloting a clinical help line for addictions treatment workers 

· Building treatment research capability and capacity and an addictions treatment database for workforce development.

	New Zealand Health Strategy
	This is the Strategy that in December 2000 set out the Labour Government’s directions for health in New Zealand

	Non Government Organisations
	Non-Government Organisations (NGOs) are independent community and iwi/Māori organisations operating on a not-for-profit basis, which bring a value to society that is distinct from both government and the market. In reality this will mean that any profits are put back into the organisation, rather than distributed to shareholders. Some organisations identify closer with other categories, for example third sector organisations, voluntary organisations, community organisation etc, rather than under an NGO category. 

	NZ Disability Strategy
	Labour Government’s 2001 Strategy for people with disabilities in NZ

	Objective
	Objectives state what is to be achieved and cover the range of desired outcomes to reach a goal

	Pacific peoples
	The population of Pacific Island ethnic origin (for example, Tongan, Niuean, Fijian, Samoan, Cook Island Maori, and Tokelauan) incorporating people of Pacific Island ethnicity born in New Zealand as well as overseas 

	Partnership
	In respect of the Treaty of Waitangi, is one of the three principles contained in this founding document, which establishes the relationship between the Crown and Maori as tangata whenua (first peoples) and requires both the Crown and Maori to act reasonably toward each other in a relationship of good faith, mutual respect and understanding and shared decision making 

	Population-based funding 
	Population-based funding involves using a formula to allocate each District Health Board a fair share of the available resources from Vote Health so that each Board has an equal opportunity to meet the health and disability needs of its population

	Primary Health Care
	Primary health care means essential health care based on practical, scientifically sound, culturally appropriate and socially acceptable methods. It is universally accessible to people in their communities, involves community participation, is integral to, and a central function of, the country's health system, and is the first level of contact with the health system. 

	Prioritisation
	Deciding what services to fund, and for whom. Prioritisation is the system and process by which the health needs of the community and the services purchased to meet those needs are ranked. 

	Providers
	An organisation or individual providing health and disability services

	Rationing
	Applying limits or fixed amounts of money to services to manage within budgets

	Secondary care
	Specialist care that is typically provided in a hospital setting

	Socioeconomic disadvantage  
	A relative lack of financial and material means experienced by a group in society which may limit their access to opportunities and resources that are available to the wider society.

	Strategy
	A course of action to achieve targets or change or the means by which to achieve this change

	Strategic Plans 


	Plans produced by DHBs and the Ministry of Health to outline the direction of health over the next five to 10 years 

	Stakeholders     
	Those people, interested parties, or organisations who may affect, be affected by, or perceive themselves to be affected by, the decision or activity

	 Target
	A specific and measurable aim relating to an objective

	Te Kaiawhina Ahumahi 
	The core functions of Te Kaiawhina Ahumahi include: setting skill standards that the New Zealand Qualifications Authority is likely to be prepared to register; delivering industry training that will enable trainees to attain those standards; and providing leadership within the industry on matters relating to skills training needs by: identifying current and future skill needs; developing strategic training plans to assist industry to meet these needs; and promoting training that will meet those needs to employers and employees.

Te Kaiawhina Ahumahi works with industry and business sectors to build organisational capacity and strengthen business operations by growing human capability through training and education. Te Kaiawhina Ahumahi recognises diversities within communities and the importance of responding effectively to the needs of Iwi/Maori, user groups and employers, and people seeking social services education, training, and qualifications.  

	Te Pou 
	Te Pou is New Zealand's National Centre of Mental Health Research, Information and Workforce Development.

	Te Rau Matatini
	Te Rau Matatini is a national Māori Mental Health development organisation. It is funded by the Ministry of Health and was launched in March 2002. Te Rau Matatini was established to ensure that Māori Mental Health consumers – tangata whaiora – have access to a well prepared and well qualified Māori Mental Health workforce. Te Rau Matatini works towards this goal by contributing to Māori Mental Health workforce policy development at a national and regional level, expanding the Māori Mental Health workforce, and promoting rewarding career opportunities in mental health for Māori. 

The objectives of the programme are to:

· Increase the size of the Māori mental health workforce, and assist with retention of staff by increasing Māori participation across all disciplines, professions and occupations 

· Increase the expertise of the broader Māori Mental Health workforce 

· Increase the mental health expertise of Māori working in related sectors 

· Promote excellence in the Māori Mental Health workforce through the development of both clinical and cultural expertise, and 

· Contribute to strategies that will contribute to improved services for tangata whenua

	The Werry Centre
	The Werry Centre was established in 2002 within the Department of Psychiatry, University of Auckland.  The aim of the Werry Centre is to improve the mental health of children and adolescent people in New Zealand by: Providing and promoting first-class training in mental health to professionals working with children and adolescents , conducting and promoting research of a high quality into child and adolescent mental health, advocating for the mental health needs of children and adolescents, supporting the child and adolescent mental health workforce to provide high quality care. 

	Whanau
	Family


� Mental Health Commission. 2007.  Te Hononga 2015 


� Ministry of Health. 2005. Tauawhitia te Wero – Embracing the Challenge: National mental health and addiction workforce development plan 2006-2009








