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Mental health and wellbeing is important to each and every one of us. One in five New Zealanders experiences a mental illness or addiction, and the effects are felt at all levels of society – by individuals, whanau, and the community as a whole. 

Te Tähuhu - The Second New Zealand Mental Health and Addiction Plan 2005 commits the Ministry of Health and District Health Boards (DHBs) to building and broadening the range and effectiveness of services and supports that are funded for people who are severely affected by mental illness.  This signifies a new era for mental health and addiction and provides a new sense of direction for the modernisation and continued development of the mental health and addiction sector in New Zealand. Te Kōkiri the implementation plan for Te Tähuhu also commits DHBs to strengthening linkages between specialist services and primary care services.

Over the next ten years, people with experience of mental illness and addiction, and their families and whanau should expect to have their needs addressed earlier and have access to a broader range and choice of services that are responsive to their community and take into account all aspects of their health and wellbeing. 

 

“Future Directions for Eating Disorders Services in New Zealand” is a document produced by the Ministry of Health’s Mental Health Policy and Service Development team.  The document reflects feedback that was provided by a variety of key stakeholders in the latter half of 2007, including feedback from those involved in delivering eating disorders services (such as clinicians and DHB Planning and Funding personnel).

Eating disorders are serious unhealthy eating patterns that impact on our physical, personal and social well being. Future Directions for Eating Disorders Services in New Zealand is intended to guide DHBs to build and broaden the range and effectiveness of services and supports they have available for people affected by an eating disorder.

However, the analysis and consultation that underpins the Future Directions document established a clear need for further service development and DHBs have agreed to demonstrate, as part of regional planning processes, how they intend to implement the key directions of this document. 

DHBs have agreed to provide regional plans to the Ministry of Health by 30 June 2008 that will include details of DHBs local and regional initiatives to improve eating disorders services.  
The following is the Midland District Health Boards’ plan. It is a plan that has seen input from a wide range of service users and service providers from across Midland and in the Northern/Auckland region as well. The plan recognises that good links between primary and specialist services are key to ensuring services that are enduring meet the needs of the service user and stakeholders.
I would like to take this opportunity to especially thank Eseta Nonu-Reid our Midland Region Mental Health and Addictions Director for Service Development for leading the development and associated consultation that has informed this regional plan. I would also like to thank sincerely the many highly skilled stakeholders and sector experts who so willingly shared their time and expertise to ensure the Midland plan is one of which we can be justifiably proud.

Nau te rourou
Naku te rourou
Ka ora te iwi

With your contribution 
And my contribution
We will flourish 


Cathy Cooney CEO, Lakes DHB

CEO for Midland Region Service Development, Mental Health and Addictions

Executive Summary

District Health Boards (DHBs) are responsible for determining the mental health and addiction needs of their communities and planning and funding services that will best meet those needs. Government recognises that DHBs need to do this collaboratively to ensure the best possible services. Therefore, the Midland Region Eating Disorders Strategic Plan is the result of the five Midland DHBs working together to determine the future framework, timeframes and milestones for the development and enhancement of eating disorders across the Midland Region. The plan also recognises the current relationship that exists between the Midland region and the Auckland Regional Eating Disorders Services. 

The Future Directions for Eating Disorders Services in New Zealand recommended following a tiered service model with a focus on primary, secondary and tertiary levels of care as well as using a set of principles to address gaps in service provision so an integrated eating disorders sector could be developed. The Midland Region Eating Disorders Strategic Plan has followed these recommendations and developed a framework that:

· Reflects primary, secondary and tertiary Goals for eating disorders services across the region
· Provides the strategies the sector will need to put in place to deliver on these goals
· Establishes the expected outcomes for each of the strategies

· Provides the timeframes to guide the achievement of the goals

All eating disorders services across the Midland Region will be able to recognise the particularly high impact that family and social contexts have on the well-being of those with diagnosed Eating Disorders and the use of an intersectoral approach to meeting their needs will be standard practice.

The Midland Region Eating Disorders Strategic Plan requires provision for people with a diagnosed eating disorder to have access to a continuum of care that is integrated and based on best practice. Across the Midland Region services  there is a need  to develop and maintain a quality assurance framework and safety management system which will be used by all eating disorders services. There will also be a need to ensure the development and maintenance of a regional research and evaluation agenda to ensure the positive gains made in treatment and support for service users who have an eating disorder can be disseminated throughout the region and with other national eating disorders services. 

In order that information can be shared and networking achieved, the Midland region will provide a forum to bring together the key learning opportunities from local service innovation and development. This will in turn support the transfer of the latest best practice guidelines and evidence into local service delivery.

The Midland Region Eating Disorders Strategic Plan has been developed through an extensive engagement process involving key stakeholders from each of the districts within the Midland region: Waikato, Bay of Plenty, Lakes, Tairawhiti and Taranaki.  Consumers, families, Maori, Pacific People, primary providers, and clinical leaders have given freely of their time and knowledge. Key staff with ED expertise and working within the Midland Region were identified through initial interviews conducted throughout the Midland region and were invited to participate in the next stage of the consultation process. These experts/champions came together as the Midland Region Eating Disorders Reference Group. Meetings held with this group were designed to further advance the information aggregates that came from the round of previous interviews across the Midland region. The Reference Group was provided with the draft framework to populate this with their vision for the strategies and expected outcomes for the primary, secondary and tertiary goals for Midland. Representatives from the Auckland Regional ED Services and NDSA were also invited to attend and their contribution to the final plan has been of significant benefit to both regions. The Reference Group members are all well connected to their respective service areas and have been provided with the opportunity to both feed in and feed back to the planning process. 

The regional and local configuration of eating disorders services aims to maintain local access to appropriate services while enhancing the quality, responsiveness, and sustainability of services through providing a critical mass of clients for services that would not be sustainable otherwise. Due to the funding implications of a number of goals, each of the Midland DHBs will prioritise at a local level how the Midland Region Eating Disorders Strategic Plan will be implemented and the time frames for undertaking this. The Strategic Plan requires each DHB to have in place services that are responsive to those clients who have ED at the same time recognising that there is a need to work collaboratively across the five DHBs to maintain the workforce capacity and capability to deliver services to this client group. 
The framework has also provided a foundation to enhance the relationship already in existence between the Midland DHBs and the Auckland Regional Eating Disorders Services. To this end, the two regions have decided to apply a collaborative approach to the future service model for eating disorders especially relating to the area of tertiary services. This provides an opportunity to consider the economies of scale for specialist services and develop a process that will benefit both regions.

The process has also identified a number of key considerations that will need to be elevated for national consideration as they fall outside of the brief of this plan. 

In conclusion, the Midland Region Eating Disorders Strategic Plan encompasses the significant contribution made by many individuals throughout the process.  There have been some who have had experience of an eating disorder and shared their journeys, there have been some who have supported the journey of someone with an eating disorder, there have been many in both primary and secondary health services who have been working in this field for many years and a wealth of knowledge to contribute and there was the Regional ED Reference Group who pulled it all together. The result has been a vision to guide Midland in developing a comprehensive, integrated and collaborative eating disorders service for the next decade.
The Midland Region Eating Disorders recommendations can be found in Section 4 page 17.
Section 1   Rationale

1.1 Background

Over recent years the development of mental health and addiction services has been guided by a number of national policy and strategic documents such as Looking Forward (Ministry of Health 1994), Moving Forward (Ministry of Health 1996), and The Blueprint for Mental Health Services (Mental Health Commission 1998). Over the years since these documents were published mental health and addiction services have undergone significant changes at both regional and local levels. Substantial improvements have been made since deinstitutionalisation but further changes are needed to ensure services develop in line with service users needs, and to continue to challenge and correct the imbalance between institutional care, community support and primary health.

Te Tähuhu: Improving Mental Health 2005-2015: The second New Zealand mental health and addiction plan (Ministry of Health 2005), sets a broad agenda for mental health service development to 2015. It encompasses the needs of all New Zealanders, not just the most severely affected, and the integration of mental health into the broader health system. 

The leading challenges of Te Tähuhu provide the foundation stones on which the Midland Region Eating Disorders Strategic plan must be based. This Eating Disorders Strategic Plan compliments Te Tähuhu and its action plan, Te Kokiri: The Mental Health and Addiction Action Plan 2006-2015 (Ministry of Health 2006). 
In addition, consideration has also been given to a number of other strategic documents including:  

· Te Puawaitanga Maori Mental Health National Strategic Framework (MoH 2002)

· Tauawhitia te Wero – Embracing the Challenge: National Mental Health and Addictions Workforce Development Plan 2006-2009 (MoH 2005) 

· Te Orau Ora – Pacific Mental Health Profile (MoH 2005)
1.2 Future Directions for Eating Disorders in New Zealand

Following consultation with the sector, in April 2008 the MoH released the Future Directions for Eating Disorders Services in New Zealand. In this document it was identified that the biggest gaps and the most significant challenges were in providing services for children and young people. It stressed the need to develop integrated eating disorders services that:

· Provide seamless service delivery across primary, secondary and tertiary settings, easy transitions between services, and continuity of care

· Provide effective early intervention

· Provide a wider range of services and a multi-disciplinary approach to care

· Enable service users to actively participate in the planning of their own recovery

· Support service users as close to their home as possible

The document recommended following a tiered service model with a focus on primary, secondary and tertiary levels of care as well as using a set of principles to address gaps in service provision so an integrated eating disorders sector could be developed.

The majority of eating disorders develop in adolescence or young adulthood and while the incidence of serious eating disorders is relatively low, the impacts can be extreme with high rates of mortality. In addition to the significant suicide risk to individuals with eating disorders, there are often serious medical complications associated with this disorder. Evidence supports there are only small numbers of individuals with eating disorders who will require hospitalisation and other intensive treatment interventions. Statistics indicate that the majority of people affected with an eating disorder are female however males can still be affected by an eating disorder. All services will be able to recognise the particularly high impact that family and social contexts have on the well-being of this group and the use of an intersectoral approach to meeting their needs will be standard practice.

In 2006, Hutt Valley DHB surveyed current and recently discharged eating disorders service users to understand their experiences of interacting with eating disorders services (Thompson 2006). The findings provided insight into what service users valued from an eating disorders service. Value was placed on the involvement of staff with personal and professional experience with eating disorders. Indications were that there was a strong desire to have former service users as part of the treatment teams.

The process Midland has followed has been cognisant of the important information and the direction contained in the Future Directions for Eating Disorders Services in New Zealand and has utilised the primary, secondary and tertiary goal framework contained within the document to develop the Midland plan. The framework has also provided a foundation to enhance the relationship already in existence between the five Midland DHBs and the Auckland Regional Eating Disorders Services. To this end, the two regions have decided to apply a collaborative approach to the future service model for eating disorders especially relating to the area of tertiary services. This provides an opportunity to consider the economies of scale for specialist services and develop a process that will benefit both regions.

1.3 Linkages with the 2005-2015 Midland Regional Mental Health and Addictions Strategic Plan

The 2005-2015 Midland Mental Health and Addictions Strategic Plan has been developed with a set of eight guiding principles which formed the basis of the planning process. It is against this background and utilising these core principles that the Midland Region Eating Disorders Strategic Plan has evolved. 

The Midland Region Eating Disorders Strategic Plan requires provision for people with a diagnosed eating disorder to have access to a continuum of care that is integrated and based on best practice. Across the Midland Region, services will need to develop and maintain a quality assurance framework and safety management system which will be used by all eating disorders services. There will also be a need to ensure the development and maintenance of a regional research and evaluation agenda to ensure the positive gains made in treatment and support for service users who have an eating disorder can be disseminated throughout the region and with other national eating disorders services. 

1.4 Planning Methodology

This plan has taken the principles based approach as has been articulated throughout both Te Tahuhu – Improving Mental Health 2005 – 2015 – The Second New Zealand Mental Health and Addictions Plan and the Midland Regional Mental Health and Addictions Strategic Plan to ensure synergies between the two documents are maintained. It documents what Midland Region Eating Disorders Services should look like over the next five years in order to successfully implement national directions and best practices guidelines.

This plan commenced by addressing the following key questions.  

1. What services are you currently providing?

2. What would a comprehensive, coordinated eating disorders service look like?

3. What are the key components and the linkages within such a service?

4. What are the resource implications of such a service?
5. Which services need to be in place to cater for different populations?
6. What services need to be provided at the local level and which are more efficiently provided regionally or nationally?
7. What are the characteristics of an efficient and sustainable service?
8. Is current practice best practice?

There is an imperative for regional collaboration and cooperation that supports the five DHBs to work together to build an eating disorders service based on local developments and to support the effective and efficient provision of this service. The collaborative regional approach is particularly important where it has been identified that local services need more support and guidance. This approach is also important in supporting an efficient infrastructure that minimises duplication and allows the five DHBs to work together across areas such as information technology and management. The collaborative processes undertaken with the Auckland Regional ED Services has also provided the opportunity to look at solutions for ED services that extend beyond the Midland boundaries. This super regional approach has enabled the long standing synergies between the two regions to be enhanced and has provided a foundation platform to look at combining innovative solutions for tertiary services development in the future for both regions.

1.5   Demographic Profile of Midland

The Midland Region comprises five DHBs:
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The Population 
The total population of the Midland Region is 772,443 a 4.3% increase on the 2001 census figures of usual residents. The distribution of the population between the DHBs is not even; with 43% of the region’s population reside within the Waikato area, 25% in the Bay of Plenty, 13% each in the Lakes and Taranaki areas and only 6% within the Tairawhiti area. 

 

There are a number of main urban areas
 in the region (Hamilton Zone, Cambridge Zone, Te Awamutu Zone, Tauranga, Rotorua, Gisborne, and New Plymouth) and  secondary urban areas
 (South Taranaki, Whakatane, Taupo, South Waikato, Waipa, Matamata-Piako and Hauraki), which has increased from the 2001 census.  A large proportion of the region’s population resides in rural and isolated areas (19.2% compared to 12.2% nationally). 

The Bay of Plenty has experienced the largest growth at 8%, Waikato at 4%, Lakes at 2% and Taranaki and Tairawhiti at 1% since the 2001 census.

Table 1 - Midland Region Land Area and Population (2006)

	DHB
	Area in km2
	% of Region
	Population
	% of Region
	% ( From 2001

	Bay of Plenty
	9,649.5
	17%
	194,910
	25%
	8%

	Lakes
	9,570.4
	17%
	98,322
	13%
	2%

	Tairawhiti
	8,355.0
	15%
	44,463
	6%
	1%

	Taranaki
	7,944.6
	14%
	104,274
	13%
	1%

	Waikato
	21,218.8
	37%
	330,474
	43%
	4%

	Midland Region
	56,738.3
	
	772,443
	
	


Ethnicity

Overall, the Midland region has higher percentage of people identifying as Maori and lower percentage of people identifying as Pacific or Asian people compared to the national average. In the Midland region there has been significant growth in people who identify as being Pacific or Asian since the 2001 census with the largest percentage growth for ethnic minorities being in the Waikato and Lakes districts.

Table 2 - Midland Region Ethnicity (2006)

	DHB
	Maori
	Pacific 
	Asian
	Other
	Totals

	Bay of Plenty
	45,627
	3,714
	5,127
	153,828
	208,296

	Lakes
	31,347
	3,651
	3,373
	69,783
	108,154

	Tairawhiti
	19,758
	1,299
	729
	26,613
	48,349

	Taranaki
	15,819
	1,365
	2,151
	91,158
	110,493

	Waikato
	64,407
	10,488
	17,124
	260,855
	352,874

	Midland Region
	176,958
	20,517
	28,404
	602,237
	828,116

	% ( From 2001
	4%
	44%
	40%
	12%
	


NB: 2006 Census allowed respondents to identify multiple ethnic identities which have affected this data when compared against the usual resident population data.

· Maori population – people who identify as being Maori comprise 23% of the Midland population which is higher than the national average (14.6%). The percentage of people identifying as Maori varies across the region, ranging from a high of 40% in Tairawhiti, 34% in Lakes, 21% Bay of Plenty, 18% in Waikato, to a low of 14.3% in Taranaki.

· Pacific people – people who identify as being Pacific comprise 2.6% of the Midland population which is of lower percentage than the national average (6.9%).  The percentage of people who identify as being Pacific is highest in Lakes (3.3%), Waikato (2.9%), Tairawhiti (2.6%), Bay of Plenty (1.7%), and lowest in Taranaki (1.2%). 

· Asian population – people who identify as being Asian comprise 3.6% of the Midland population which is of lower percentage than the national average (9.2%). The percentage of people who identify as Asian is highest in Waikato (4.8%), Lakes (3.1%), Bay of Plenty (2.4%), and Taranaki (1.9%) and lowest in Tairawhiti (1.5%).

Age

Overall, Midland’s population age composition is similar to that of the national average. However, there are differentials within the region:

· 37% of the Midland Population is between the ages of 0 – 24 years with Tairawhiti being the highest at 39%.

· 14% of the Midland Population is over the age of 65 years with the Bay of Plenty being the highest at 16%.

Table 3 - Midland Region by Age Rounded Totals (2006)

	
	Midland Region

	
	Waikato
	Lakes
	Bay of Plenty
	Taranaki
	Tairawhiti

	0 to 14
	75,180
	23,859
	43,602
	22,047
	11,655

	15 to 24
	47,931
	12,465
	22,602
	13,080
	5,751

	25 to 64
	165,777
	50,292
	97,788
	52,049
	21,720

	65+
	41,607
	11,703
	30,900
	15,429
	5,334

	Totals
	330,495
	98,319
	194,882
	102,605
	44,460


Table 4 – Midland Region Age by Percentage (2006)

	
	Waikato
	Lakes
	Bay of Plenty
	Taranaki
	Tairawhiti
	Average

	0 to 14
	23%
	24%
	22%
	22%
	26%
	23%

	15 to 24
	15%
	13%
	13%
	13%
	13%
	13%

	25 to 64
	50%
	51%
	49%
	50%
	49%
	50%

	65+
	12%
	12%
	16%
	15%
	12%
	14%


Upadated 2001 Census Population Estimates and Projections

· The region’s population is expected to reach 833,099 in 2016 and 861,914 in 2026.  The 2006 census is tracking well against this 2001 projection.

· The under 15 population will decrease from the current 24% to 18% by 2026, while the 15 to 24 will decrease slightly from 13% to 12%.  The 2006 census is tracking well against this 2001 projection.

· The over 65 population will increase from the current 13% to 22% by 2026. The 2006 census result is slightly higher than this 2001 projection.

· The region’s ethnic composition is expected to change during the same time period: 

· The percentage of the Maori population is expected to increase to 29% and the 2006 census results confirm this growth. 

· The percentage of the non-Maori and non-Pacific is expected to decrease to 69% which is not evident in the 2006 census results.  Currently people who identify with an ethnic background other than Maori or Pacific sit at 78% of the population.

· The percentage of Pacific people in the region is expected to remain 2%.  The Pacific population in the Midland region has doubled since 2001 and has exceeded the 2016 predictions.
1.6 Eating Disorders Prevalence

The majority of research into the incidence and prevalence of anorexia has been done in Western industrialised countries. However, recent studies on the epidemiology of anorexia have suggested an incidence of between 8 and 13 cases per 100,000 persons per year and an average prevalence of 0.3% using strict criteria for diagnosis. These studies also confirm the view that the condition largely affects young adolescent females, with females between 15 and 19 years old making up 40% of all cases. Furthermore, the majority of cases are unlikely to be in contact with mental health services. As a whole, about 90% of people with anorexia are female. 
In the recently published “Evidence–Based Age–Appropriate Interventions A Guide for Child and Adolescent Mental Health Services (CAMHS) 2008 from The Werry Centre for Child and Adolescent Mental Health Workforce Development, it stated that the DSM-IV (APA, 1994) recognises two main categories of eating disorder as follows:
• Anorexia Nervosa (AN): is characterised by a deliberate refusal to maintain body weight above a level that is 15% below that expected for the individual’s age and height. There are two kinds of anorexics: the restricting type and the binge-eating/purging type.  
• Bulimia Nervosa (BN): is characterised by recurrent episodes of binge eating with a feeling of lack of control over eating behaviour during binges, and excessive dieting and exercise, with the use of large doses of appetite suppressants, laxatives and/or diuretics in order to reduce weight, and self-induced vomiting (APA, 1994) There are two types of bulimics: the purging type and the non-purging type.
The document also stated that Fombonne (1995) calculated a median prevalence rate for eating disorders the 15 to 20 year age group, as 1.2-1.4 per 1000. This figure relates essentially to young people in the Western developed world. On the basis of further analyses, Fombonne was unable to find convincing evidence to suggest that rates have been increasing over the past 50 years.

Both clinic and survey data show rates for eating disorders that are consistently higher for late adolescent girls. In adolescents and young adults it is generally considered that about 5–10% of cases occur in males (Barry & Lippman, 1990). In children, however, a number of studies have reported that between 19–30% of cases have been in boys (Bryant-Waugh, 1993; Fosson, Knibbs, Bryant-Waugh & Lask, 1987; Hawley, 1985; Higgs, Goodyer & Birch, 1989; Jacobs & Isaacs, 1986).

The distribution of childhood onset anorexia nervosa between social classes seems to be fairly similar to that in adults, with an over-representation of higher social classes (Fosson et al., 1987; Gowers, Crisp, Joughin & Bhat, 1991; Higgs et al., 1989). Mortality in anorexia nervosa, with an age of onset before 18 years, is up to 11%, with a mean mortality of 2.16% across studies.

Heritability is high in anorexia but almost non-existent with bulimia nervosa.  Only recently have there been reports of anorexia nervosa in adults or children from African, Asian, Caribbean, or Chinese populations, and most of these reports relate to children of migrant parents where an eating disorder may be linked to intrapersonal and intrafamilial conflicts related to the adoption of Western values (Bryant-Waugh & Lask, 1995). [Adapted from Fonagy et al., 2000, p.308].
Section 2   Current Service Profile for Midland

Currently, Eating Disorders Services throughout the Midland region are managed predominately by the five DHBs Secondary Specialist Services. With the development of the primary mental health sector, there has been increasing interest in the role primary health providers have in this area. A number of general practices across the region are currently providing service for a number of young people who have eating issues and emerging eating disorders. 

Most primary providers are struggling with accessing resources to support them to deal appropriately with ED clients. There is increasing demand from primary sector staff for training and supervision from their more experienced secondary services colleagues which puts additional pressure on existing resources. There is significant support to establish a workable continuum of care framework that providers believe will give positive outcomes to clients with ED.

At present, there are areas within Midland that are well connected intersectorally but this has been highlighted as one area for relationship investment development over the next five years. With the need and desire from the sector to provide early intervention strategies, many current stakeholders believe this will greatly improve the ability for the Midland region to intervene much earlier in the treatment process for ED service users. 

Over the Midland region, there has been little opportunity for the sector to learn what successes have been achieved in each of the DHBs, in the treatment and management of ED clients. This provides the opportunity for increased learning about what works best involving a wider provider group. Many primary providers in each DHB describe the “hidden” issues relating to Bulimia to be of great significance to the Midland region and support any developments that will highlight this ED area.

For the past 10 years, a MoH based contract has been in place for a number of staff working with ED clients throughout the Midland secondary services, to access supervision and in service training from the Auckland Regional Eating Disorders Service on a monthly basis. However, this arrangement has limited the opportunity for other staff to gain benefit from this association as the intention was to provide a forum for case reviews for staff dealing with the most challenging Midland ED clients. This supervision is not available to anyone outside of the secondary specialist services across the Midland DHBs and appears to be of most use to those who attend. Currently, this is seen as an inequitable solution and many would like to see it replaced with a visiting or dedicated service that meets a wider group’s needs. In addition, the Auckland Regional Eating Disorders Service has provided specialist support and information, when required, to GPs across the Midland region. 

Whilst the prevalence rate for eating disorders is higher in children and young people, there are a number of young and middle aged adults who have been diagnosed with an ED. Over time, should a young person not be successfully managed through the CAMHS and paediatric services, they will transition into adult mental health and medical services therefore it is critical that these transition periods are managed well. Currently this varies across Midland as some paediatric services have a lower age cut off rate than the age rate at which adult services will admit clients into.

At present, there are a number of different tertiary arrangements across Midland that staff working with ED clients can access. The Midland Regional Clinical Directors group provides a regional prioritisation process for clients requiring access to a one funded bed in Ashburn Clinic in Dunedin on a most urgent basis. This referral process provides for those ED clients who would benefit from this service and is rotated throughout the five DHBs. Should there be a requirement for another individual DHB based client to access Ashburn Clinic services, then the respective DHB currently has to consider the funding streams available for this or consider if the ED clients family can privately fund this. 

Midland DHBs also have access to Starship Hospital, Auckland.  However, the service is not specifically for eating disorders. Tairawhiti Health is also able to access the Porirua Regional Rangitahi Unit through their current adolescent contract for this service. This gives them access to a 13 bed mental health adolescent unit which has set aside two beds for ED clients.  

At present the Midland DHBs tend to manage the most severely affected ED clients as secondary specialist outpatients and if an inpatient bed is needed, there are arrangements in place within their local secondary services for access to paediatric or adult medical beds. By default, some of the individual DHBs have been providing a partial tertiary level service within their own areas but with limited capacity and capability to do this. 

Some support currently exists with the Auckland Regional Eating Disorder Service that is providing expertise by phone to Midland DHB services if they are having difficulty with challenging ED clients. There currently exists a conundrum for many Midland ED clinicians who are concerned over what is the impact on moving children and young people with ED out of region, when they are most vulnerable and will often be away from family and other support systems. 

There is support within Midland for DHBs to continue to provide the current range of services but provide the opportunity to discuss what would be the best tertiary level arrangements with respect to beds and service.

Section 3   Future Strategic Directions

Consistent with national policy, there is an intention to ensure mental health and addiction services will not be restricted to the three percent of the population at the most severe end of the continuum. Support systems for those with mild to moderate mental health and addiction needs will be met through increased consultation and liaison with primary health services. For clients with eating disorders this will require greater emphasis on collaboration between primary and secondary health services

Mental heath and addiction services will be delivered in the least restrictive environment possible, and service delivery must occur as locally as possible. However, to ensure that the full continuum of services is available in all districts, DHBs will need to work collaboratively across district and Iwi boundaries. Access to appropriate existing tertiary services including beds will need to be addressed in the short term while longer term solutions are being investigated. This is to protect the well being of those consumers most severely affected with ED and to provide meaningful support to clinicians engaged with them.

For those who require more intensive and medically based interventions when acutely unwell, services will be provided in intensive services that are closely aligned with hospital based medical services. Access to appropriate existing tertiary services including beds will need to be addressed in the short term while longer term solutions are being developed.

The majority of clients using inpatient and outpatient eating disorder services are adolescents. These services need to take into account the specific developmental needs of young people with chronic disorders. Staff working in these services require specific training and experience in Youth Health skills, in keeping with Ministry of Health guidelines in "Youth Health: A Guide to Action" 2002 and the "Youth Development Strategy Aotearoa" 2002. The physical facilities should also reflect the needs of adolescent clients. As stated in the Ministry documents, engagement and health outcomes are enhanced when services fit the needs of adolescent clients. 
There is an expectation that Maori will take part in all levels of service governance, planning, delivery, and evaluation. Eating Disorders services will be delivered in a culturally competent and culturally appropriate way. Cultural competence will span all components of culture including other ethnic groups, gender, sexual preference, age, religion, and other areas.

Linkages between the health sectors (primary and secondary, provider arm and NGOs) will become stronger in terms of providers working collaboratively, funding arrangements that suit a changing environment and planning for services that will support service users across a continuum of care.

The current Mental Health and Addiction workforce is experiencing recruitment and retention difficulties and needs more cross-training and cultural change. It is expected that the implementation of national, regional and local programmes will have a positive impact on the strength and quality of the workforce in the Midland region over the next five years.

For those individuals with eating disorders, a population health perspective might lead to increased emphasis on primary mental health care and mental health prevention as a means to apply an early intervention perspective for this health issue. By applying a wider community focused integrated systems approach through utilsing clinical and cultural competencies targeting these clients, it is envisaged that those clients with emerging eating issues / disorders will be able to access services at an earlier stage in the treatment process. Concepts such as recovery, holistic models of health, and whanau ora will form the philosophical basis of services.

In each of the five DHBs, the ideal mix and balance of services targeting those with eating disorders will vary according to the needs of each local community. The regional and local configuration of eating disorders services aims to maintain local access to appropriate services while enhancing the quality, responsiveness, and sustainability of services through providing a critical mass of clients for services that would not be sustainable otherwise. The volume of identifiable clients with eating disorders across the Midland region varies according to each DHB. This requires each DHB to have in place services that are responsive to these clients needs at the same time recognising that there is a need to work collaboratively across the five DHBs to maintain the workforce capacity and capability to deliver services to this client group.

A broad intersectoral approach will need to be taken to coordinate access to a wide range of supports that acknowledges the impacts of a person’s social context and physical health on mental health and well-being. NGO and secondary specialist services will function as well integrated components of a wider system of supports. They will have clearly defined roles and responsibilities, underpinned by a shared understanding of the system and the function of the constituent parts. Service users will be able to make decisions about the best ways to meet their needs. For many, this will occur through the provision of appropriate information about options and joint decision making. For those with complex needs, this will likely be an ongoing aspect of support facilitated by a key worker or case co-coordinator. This role will ideally be filled by someone with whom the service user has a trusting and ongoing relationship and may be in some cases a support worker or peer.

For eating disorders services to children and young people, education and social welfare components of their environment will be incorporated as appropriate. Due to the importance of the interface with these other sectors, it is essential that the core case management components of the eating disorders services are provided at a local level. This will enable all services to take an intersectoral approach to meeting the needs of this age group.

Section 4   Midland Region Strategic Direction - Recommendations

	1.
	Primary Sector Goals
	Timeframes of Goals

	1.1
	All Midland primary care providers / social services agencies have access to information regarding antecedents to eating issues for their populations within their respective DHBs


	1 – 5 years

	1.2
	General practice providers have increased knowledge of eating disorders and their presentations

	Present – 5 years

	1.3
	Primary care providers maintain clients with eating disorders at a local level



	1-5 years

	1.4
	Public Health providers are including messages relating to eating disorders in their planning for service delivery

	1-3 years

	1.5
	Primary health providers professional competence in working with clients with ED is increased
	1-5 years

	1.6
	Educational authorities recognise the early signs of school aged children / young people with eating and nutritional issues including any issues relating to obesity 


	5 plus years

	1.7
	Kaupapa Maori primary health providers have increased knowledge and awareness of eating disorders within their populations 


	1-5 years

	1.8
	Pacific People’s primary health providers have increased knowledge and awareness of eating disorders within their populations


	1-5 years

	1.9
	Other identified ethnic groups are assisted in increasing their knowledge and awareness of eating disorders within their populations
	5 -10 years

	10
	Family and whanau have access to appropriate support groups where they can interact with others who have had similar experiences

	2008 – 2009


	2.
	Secondary Sector Goals
	Timeframes for Goals

	2.1
	Clear clinical pathways exist within secondary specialist services between mental health services and adult and paediatric medical services across both inpatient and outpatient settings


	2008 - 2009

	2.2
	Telecommunications are used to enable clinicians to access expertise throughout        the region at a national and international level


	2008 - 2009

	2.3
	Family and whanau work in partnership with eating disorders professionals


	2008 - 2009

	2.4
	Clinical staff working with children and young people are trained in the management of clients with eating disorders


	1 – 5 years

	2.5
	Clinical staff working with adults are trained in a range of treatment modalities for        the management of clients with eating disorders


	1 – 5 years

	2.6
	Midland DHBs have in place clinical and service linkages regarding pathways for collaborative practice and support between them and  the Auckland Regional         Eating Disorders Services 


	2008 - 2009

	2.7
	The current Midland Regional Supervision Contract with the Auckland Eating       Disorders Service is reviewed and recommendations be developed


	2008 - 2009

	2.8
	All Midland region secondary specialist clinical staff with eating disorders expertise       provide support to their local primary sector clinical and non clinical services staff to      ensure pathways for care between primary and secondary services are well       understood and able to be implemented in a timely way


	2 -5 years

	2.9
	Each DHB identify Eating Disorder Liaison Specialist role for adult and child and   adolescents to:
1. ensure liaison between primary and secondary services occurs;

2. develop co-ordination  and maintenance of service protocols between medical and psychiatric settings;

3. ensure brokerage for access to appropriate treatment is developed

4. ensure supervision and professional development  of local staff involved is undertaken

5. develop communication frameworks with tertiary services


	2008 – 2010

	2.10
	Each Midland DHB secondary service has ED clinical staff as designated ED staff who are responsible for maintaining links with the service user, family and whanau, the multidisciplinary team and general medical staff

	2009 - 2010

	2.11
	Information systems are developed and utilised across the five Midland DHBs to         collect and report on data relating to ED

	5-10 years

	2.12
	Across Midland there is increased focus on a workforce, with multiple          competencies, that may include service users and whanau 


	2 – 10 years

	2.13
	Future eating disorders service development is based on well researched and         evidence based practice


	Commence 2008 – 2009 (ongoing)

	2.14
	A Midland regional database of all clinical staff working in the field of eating         disorders is available


	2008 - 2009

	2.15
	Outpatient services are provided by multidisciplinary teams who have experience          and skills in eating disorders work


	2008 - 2009

	2.16
	Service users can access a wide range of services appropriate to their needs and         to what resources are available

	Commence 2008 – 2009 (ongoing)


	2.17
	The Midland Region Mental Health Portfolio Managers Group plus Midland         Regional Director recommend on the priorities for ED development at a local level 

	First meeting

20 June 08(2008 – 2009)


	3.
	Tertiary Sector Goals
	Timeframes for Goals

	3.1
	Establish a strategic alliance with the Auckland Regional ED Services to advance       the development of tertiary services across both regions
	2008 - 2009



	3.2
	Information systems will track individual clients who require tertiary level services


	2008 - 2009

	3.3
	Northern DHBs Shared Services and the Midland Regional Network scope the potential requirements for and location of any supra-regional inpatient service   
for the most severely ill service users

	2008 - 2009

	3.4
	Service protocols for equitable access to specialist ED tertiary beds are developed        once the bed situation is determined


	2008 - 2011

	3.5
	Support and input from tertiary provider clinicians to provide “hub and spoke” supervision and training for all primary, secondary and NGO services involved in Eating Disorders that is additional to the current supervision and training arrangements

	2009 - 2010

	3.6
	An interim arrangement for access to tertiary beds is developed until scoping has       been completed between the Midland and Northern regions
	2008 – 2009

	3.7
	Clarify Ashburn Hall utilisation and decide where the needs of the adult Eating Disorders client group will be best met.
	2008 - 2009


For Ministry of Health Consideration

	1. National consideration is given to developing a centre(s) of excellence with training opportunities for internships for clinical staff who have an interest in eating disorders


	· Establish training packages around ED multi modal therapy that can be reproduced in diverse settings

· Training is acknowledged for the trainers who will be supported by allowing / facilitating access to expert / best practice international practitioners to ensure up to date clinical practice / procedures / treatment is acquired

· International links will be developed

· Liaison with pre and post registration training institutions  will be undertaken to:

1. heighten awareness of ED

2. increase interest in ED

3. establish what training post  registration could be developed 

· Central funding will need to be attached to ensure a wider range of staff can have access to training – not just staff who have a specific training budget attached to their positions (e.g. psychiatrists and psychologists)


	2. Work will need to be undertaken at a national level focusing on population health / public health services, to ensure there is continued support for information, relating to eating issues / eating disorders, being articulated throughout their strategies. This will ensure health promotion activities; health education and public health activities are fully aware of and will incorporate messages into their activities on how to address eating issues and eating disorders.



	3. There will need to be collaboration at a national level between the Health and Education Ministries to ensure the national education health curriculum reflects the need to address concerns relating to eating issues and eating disorders across all school settings.



	4. There is need, at a national level, to address the issue of where obesity fits into the eating issues framework as it over presents in both Maori and Pacific people’s statistics.




SECTION 6 Summary
Links between local and regional Eating Disorders development activity

Local: Each Midland DHB is required to articulate its strategic plan, covering both strategic and direction within their District Strategic and District Annual Plans. From 2009, these plans will be required to include sections on eating disorders development in each DHB. In the future the Midland Regional Service in partnership with the Midland Region Eating Disorders Reference Group can provide useful input to all DHBs in the region to promote consistency with national direction for ED services. 

Regional: The Midland Region ED Strategic Plan provides a framework for the five Midland DHBs to have an identified continuum of service that will meet the needs of ED clients across the Midland region. The plan ensures the future ED service is systems based, is linked to best practice guidelines at both a national and international level and follows the recommendations of the national Future Directions for Eating Disorders Services in New Zealand whilst ensuring services are locally responsive. The regional plan has established primary, secondary and tertiary goals, strategies to achieve these goals, expected outcomes for each strategy and timeframes to achieve them in. In the interim, the needs of clients requiring tertiary bed access will be protected by reviewing and enhancing access to existing tertiary services while the longer-term solution is developed. 
Upper North Island Strategic Alliance: With the strong linkages already in place between the Midland DHBs and the Auckland Regional Eating Disorders Service, the opportunity to develop strategic thinking across the two areas to improve synergies between them has been a focus of this Midland Region ED Strategic Plan. Our respective plans identify our intention to work collaboratively to develop or align our models of care from primary through to tertiary services. Both regions are not in a position to build a stand alone eating disorders facility due to the small numbers of clients and lack of clarity around utilisation. Also, the scoping across all the upper North Island DHBs has not yet been undertaken.  The two regions have decided that access to tertiary beds and services should be addressed in their respective plans as a collective intention to work collaboratively on the solution. However, the initial focus for Midland will be on continuing to develop a comprehensive community / secondary model supported by inter-regional clinical expertise when required.  In the meantime, an interim arrangement for access to tertiary beds and services is developed until scoping has been completed between the Midland and Auckland Regions.  For the Midland region it is proposed that one <15 years old and one 16 – 19 year old beds will be sufficient for the region based on previous bed utilisation. This will ensure the needs of the most severe clients will be met through having access to high quality tertiary services.  Two adult beds are currently purchased from Ashburn Hall in Dunedin and accessed by the individual DHBs on a needs basis utilising the funded bed through the Ministry of Health or on a fee for service basis.  Further work will need to be done to determine whether the adult client populations needs would be better met in the Midland and Northern regions partnership.
 

Midland Region Eating Disorders Reference Group: This Reference Group has been integral in the development of the Midland Region ED Strategic Plan. It consists of a number of experts from across the five DHBs working in both secondary specialist and primary health services. This group will continue to provide guidance and expertise on ED strategy to the Midland MH&A sector over the next five years to ensure the successful implementation of the Midland Region ED Strategic plan. It is envisaged that the group will meet every six months to coincide with the Midland DHBs planning timetable.
National Eating Disorders Forum: The Ministry of Health has indicated its intent to establish a national ED forum where clinicians will be provided with a forum to share experiences, develop best practice thinking and contribute to the workforce development priorities.  The Midland region ED Reference Group will participate in this forum and distribute learning across the region.
Funding Requirements 

Within each Midland DHB, Funding and Planning services will be prioritised over the next ten years to include capital requirements, workforce development needs and infrastructure requirements within each respective Midland DHB. This process will consider the need for an adequate revenue base to support the delivery and development of eating disorders services in line with each respective DHBs strategic planning processes. 
Communication Strategy 

There is a need to increase and consolidate a regional communication strategy and information database on eating disorders to assist sector understanding of the strategic imperatives and implementation at all levels. Information provided to and dialogue between intersectoral partners to ensure collaboration between all parties is occurring will need to be undertaken.

Stakeholder Relationships 
The establishment of peer support services will be an integral component of the continuum of services and be a useful mechanism for supporting youth. Children and youth will not be supported in isolation from their communities. Eating Disorders Services will actively work with families, as well as individuals. There will be greater integration with other sectors such as Child, Youth, and Family, Ministry of Youth Development, and Education that will enable a holistic approach to supporting this group.

Gaining feedback and measuring effectiveness 

To ensure there is opportunity to measure the effectiveness of the Midland Region ED Strategic Plan, an evaluation process will need to be developed for the region. This process can be seen as a structured, continuous learning process for all involved in ED across the region and can become part of the day-to-day practice. Evaluation will bring together different points of view, experiences and knowledge to develop joint solutions to shared problems or to discover more about common areas of interest in the ED field. Knowledge, skills and action will be improved and valuable insights into the outcomes of actions will be gained. Progress against the plan will be tracked and this will enable continual development of more effective and relevant strategies over the next 10 years. This will enable the Midland Region ED Strategic Plan to be subject to a process of continual quality improvement that forms the basis of good practice. Learning will be encouraged through this process of continual feedback. This in turn will ensure the plan continues to provide a framework to support greater opportunities to benefit ED service users, their families and whanau, all DHB staff working in this field, other community agencies and the general public.

Looking forward  

The Midland Region Eating Disorders Strategic Plan will need to be sustainable beyond 2015 to ensure linkages and services that have been established are maintained between national and international strategic directions.
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� Main urban areas are very large urban areas centred in a city or major urban centre, with a minimum population of 30,000


� Secondary urban areas are very urban areas centred on large regional centres, with populations between 10,000 and 29,999
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