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GLOSSARY FOR MENTAL HEALTH AND

ADDICTIONS SPECIALIST SERVICES

SERVICE SPECIFICATIONS

The definitions in this glossary are consistent with the definitions used in other national documents.

Addiction

Addiction in the context of the mental health and addiction services relates only to alcohol and other drug use and/or problem gambling. It refers to a maladaptive pattern of substance abuse, or problem gambling leading to significant impairment or distress. 
Advocacy 

Actively advancing or protecting the rights and interests of people with mental illness and/or addiction. 
AOD
Alcohol and other drugs
Assessment

A service provider’s systematic and ongoing collection of information about a consumer to form an understanding of consumer needs. 

Clinical Assessment 

Forms the basis for developing a diagnosis and an individualized treatment and support plan with the Service user, their family, whanau and significant others.

Community Service

A service based within the community that maybe delivered in hospital outpatient and/or community settings.

Consultation 

Obtaining opinions and views of people affected by potential or proposed changes or developments, in order to consider those views in the decision making process.

Culture 
The beliefs, customs, practices, and social behaviour of a particular nation or people, a group of people whose shared beliefs and practices identify the particular place, class, or time to which they belong

Family Inclusiveness 

An approach where both the Service users and their family and whanau are involved in the treatment and recovery process
Harm Reduction 

Harm reduction focuses on reducing harms associated with addiction, including health, social economic and other harms experienced by individuals, families, communities and society. 

Lived Experience 

The term refers to having experience of mental illness or addiction
Natural Supports 

Natural supports include family whānau, partners, friends, neighbours, colleagues or those from an identified group who help the Service user in his/her recovery
PRIMHD

Programme for the Integration of Mental Health Data

Protective Factors 

Supports, strengths and activities that help build resilience 
Recovery 

Recovery is defined as the ability to live a meaningful and satisfying life in the presence or absence of mental illness or addiction.  Recovery in the addiction sector includes a view of both abstinence and harm minimization perspectives that have evolved over time to represent the individual’s view.  There is a long and generally held view that in the addiction field recovery involves an expectation/ hope that people can and will recover from their addiction / unwellness, acceptance that recovery is a process not a state of being, and recognition that the recovery is done by the person addicted/affected, in partnership with the services (in the word’s widest sense) providing help.  A challenge faced by both the mental health and addiction sectors is the ongoing development of the concept and language of recovery.

Relapse Prevention Plan

Relapse prevention plans identify early relapse warning signs of clients.  The plan identifies what the client can do for themselves and what the service will do to support the client. 

Ideally, each plan will be developed with involvement of clinicians, clients and their significant others.  The plan represents an agreement and ownership between parties.  Each plan will have varying degrees of complexity depending on the individual.  Each client will know of (and ideally have a copy of) their plan.

Residential

The term residential has been replaced by the terms “housing” or “accommodation” dependant on the type of service.

Resilience 

Personal and community strengths or skills that enable people to rebound from adversity, trauma, tragedy, loss or other factors, and go on with life with a sense of control, competence, and hope. 
Service User 

A person who uses specialist mental health or addiction services regardless of level of need.  This term is often used interchangeably with consumer and/or tāngata whaiora 

Strength based 

A treatment approach, that focuses on and helps develop the Service user’s strengths.  This approach combines both provision of direct services and treatment, along with helping people define or priorities their needs, navigate the system and link into community resources.
Talking Therapies 

Talking therapies involve people taking about their problems or issues with trained therapists.  They encompass a wide range of psychological and behavioural therapies, including behavioural therapy, cognitive therapy and other types of counselling.  

Whanāu 
Kuia, koroua, pakeke, rangatahi, tamariki.  The use of the term in this document is not limited to traditional definitions, but recognises the wide diversity of families represented within Māori communities. 

Whanāu Ora 

Māori families achieving their maximum health and wellbeing, and provides an overarching principle for recovery and maintaining wellness.
MENTAL HEALTH AND ADDICTION SPECIALIST SERVICES

TIER ONE
SERVICE SPECIFICATION

Background 

This tier one service specification provides the overarching specification for all specialist mental health and addiction services (the Service).  Tier two and tier three service specifications are supplementary to this service specification and provide additional service-specific detail.  Please refer to the accompanying glossary for definitions of terms used within the tier one, two and three service specifications.  

Eligible people will have timely access to high- quality, trustworthy, responsive mental health and addiction services ranging across the spectrum of promotion and prevention, through to primary, secondary and tertiary services.  The specialist mental health and addiction services included in this range of specifications are publicly funded for those who are most severely affected by mental illness or addiction.  However, it is recognised that a focus on early intervention strategies will mean specialist services may be delivered to people who are more at risk of developing a severe mental illness or addiction.  

Te Tāhuhu - Improving Mental Health 2005-2015 (Ministry of Health 2005) sets a high-level strategic framework for mental heath and addiction services.  The focus is on improving whānau ora, recovery and wellness for people, families, whānau and communities affected by mental illness and addiction.  A key step in achieving these goals is through developing a culture of responsiveness where Service users, families, whānau and significant others are actively supported and involved in treatment and recovery.

Social and economic inequalities are associated with poor health outcomes.  These inequalities particularly affect Māori and Pacific populations.  Te Puāwaiwhero The Second Māori Mental Health and Addiction National Strategic Framework 2008–2015, Te Puāwaiwhero, (Ministry of Health 2008) provides the framework for the delivery of mental health and addiction services for Māori.  It is expected that all mental health and addiction services will be responsive to the needs of Māori.  Services will be designed to facilitate earlier access and choice may be promoted through the development of kaupapa Māori services.  New Zealand’s growing ethnic diversity means recognition and responsiveness to culture should be integral to treatment and support needs.  Concepts to be taken into account in the design and delivery of services include whānau ora, social inclusion; spirituality, the role of family, whānau and social networks, varying perceptions of mental health, wellbeing, resilience and recovery.

Working together is one of the key challenges raised in the policy document Te Tāhuhu: Improving Mental Health 2005–2015.  In addition to the provision of specialist services, connections with primary care, population health approaches, housing, employment, physical health, and an emphasis on social connectedness and participation all have a significant impact on mental health and wellbeing.  It is unlikely that any single provider will deliver the full range of services, therefore all services in the mental health and addiction sector must work collaboratively and co-operatively to provide a well integrated and seamless continuum of care.  Effective, robust planning and partnerships within and across health service providers, other government-funded services and private sector service providers are critical in enabling better recovery outcomes for Service users, their family, whānau and communities. 

1.
Service Definition

Specialist mental health and addiction services are delivered to those eligible people who are most severely affected by mental illness or addiction.  Currently the expectation established in the National Mental Health Strategy is that specialist services will be available to three percent of the population.  However it is recognised that a focus on early intervention strategies will mean services may be delivered to people who are at greater risk of developing more severe mental illness or addiction.  To the extent that funding for specialist mental health and addiction services does not support coverage for all target populations, it is expected that DHBs will have criteria in place for prioritising the provision of services, to people with the highest level of need. 

2.
Service Objectives

These following objectives have been developed in collaboration with, and should apply to all specialist mental health and addiction services:

2.1 General

Services will be responsive

Responsive services adapt to meet the unique needs of specific population groups and individuals.  This is achieved through being flexible around service delivery settings in both urban and rural areas and adaptable to the Service users’ individual circumstances and needs, including cultural and spiritual needs.  Services should be age and gender appropriate.
Responsive services focus on recovery, reflect relevant cultural models of health and take into account the clinical and cultural needs of people affected by mental illness and addiction.  Services working together will also ensure adequate referrals between mainstream services and those developed to meet the unique needs of specific population groups.

Service delivery should be flexible and responsive to the local situation, national direction and future innovation and evidence.

Where services have smoke-free policies, Service users should be routinely offered advice on how to quit smoking and should have access to appropriate cessation supports, including nicotine replacement therapy (NRT) products. 

2.2 Māori Health 
An overarching aim of the health and disability sector is the improvement of health outcomes and reduction of health inequalities for Māori.  Health providers are expected to provide health services that will contribute to realising this aim.  This may be achieved through mechanisms that facilitate Māori access to services, provision of appropriate pathways of care which might include, but are not limited to, matters such as referrals and discharge planning, ensuring that the services are culturally competent and that services are provided that meet the health needs of Māori.  It is expected that, where appropriate, there will be Māori participation in the decision making around, and delivery of, the Service.

2.2.1
Responsive to Māori 
The overall aim of Te Puāwaiwhero, is whānau ora, which is defined as; Māori families achieving their maximum health and wellbeing.
2.3
Responsive to Family and Whānau

Services will acknowledge the particular role the Service user plays in their family and whānau.  This may include their role as parents or carers.  For most Service users, family and whānau plays a key role in the road to recovery.  There are significant clinical, social and economic advantages to providing mental health and addiction services in a family inclusive way.  Services need to listen to family and whānau and respond to their specific needs, including providing education on recovery and referral of family and whānau to appropriate support services.

2.4
Recovery Focused

Recovery is defined as the ability to live a meaningful and satisfying life in the presence or absence of mental illness or addiction.  Recovery is different for everyone; therefore there should be a range of service models and flexibility of services.  For those with addiction problems, recovery is a process whereby Service users are assisted to minimise harms and to maximise wellbeing.  Recovery may or may not involve abstinence.  

2.5 Foster Resilience

Resilience can be encouraged through a continuous process where individual and family whānau capacities are recognised along with protective factors in the community.  Building upon and fostering these factors can help people counter life challenges such as mental illness and/or an addiction.  Strength-based approaches help to promote engagement and build resilience.

2.6
Encourage Natural Supports

Supports may include family whānau, partners, friends, neighbours, colleagues or those from an identified group.  Mental health and addiction workers will foster relationships with natural supports, as defined and chosen by the Service user, as supports play an important role in building resilience and recovery.  

2.7
Promote Independence

Services should support individuals to live as independently as possible within the context of their treatment and support needs, and in an environment that is consistent with these goals.
2.8
Support Service Users to Make Informed Choices

All providers need to ensure information about services is available and easily accessible to Service users and their family and whānau.  Service users should be informed of their choices and options for care.

2.9
Reduce Inequalities
Social and economic factors, such as income, poverty, employment, education and housing, have been cited as contributing significantly to mental health and addiction status.  It is acknowledged that socioeconomically disadvantaged groups bear a disproportionate burden of risk for mental ill health.  This highlights the importance of mental health and addiction services, to co-ordinate and co-operate with other government agencies, such as, housing, employment and education.  Responsiveness to infants, children, adolescents and youth is critical to interrupt cycles of mental illness and addiction within families, whānau and communities.

2.10
Promote Seamless and Integrated Services

Service users may be receiving care/treatment for both addiction and mental health issues.  Both types of services need to be provided in a seamless way.  It is vital that ‘any door is the right door’ and the mental health and addiction sector must build capacity and capability to respond to co-existing disorders.  

Mental health and addiction Service users may also access other services.  Services should work together to determine shared care arrangements that best meet the Service user’s needs.  It is important that those with a mental illness and/or addiction also have their physical health needs met.
Increasing recognition by the Justice system of the need for health interventions for offenders requires mental health and addiction services to interface well with the Justice system.  This population is particularly high risk, with a high incidence of co-existing disorders. 

2.11
Develop Organisational Governance

Organisational governance structures contribute to the stability and viability of organisations.  A strong and active engaged board that is structured to provide fiscal oversight and meet the organisation’s governance needs is promoted.  
2.12
Develop Workforce

Workforce development needs to be part of the focus for every service.  This development involves building the capacity and capability of the Service providers to work in partnership with the Service users.  Investment in the development of the mental health and addiction workforce is key to ensuring the delivery of effective services. Integrated care and treatment can be achieved through the establishment of a competent workforce.
Let’s get real: Real Skills for people working in Mental Health and Addiction (Ministry of Health 2008) is a framework that describes the essential knowledge, skills and attitudes required to deliver effective mental health and addiction services. 

2.13
Value Lived Experience

People with a lived experience of mental illness and addiction offer a unique contribution to services.  The important perspective of those with a lived experience should be utilised in the planning and implementation of services.  Services should foster a culture that promotes Service users participation and recovery.  Real life examples of recovery can offer hope to Service users.  Service users should be encouraged into a range of roles, both within consumer-led services and across the continuum of services.  

The valuable perspective and experience of family and whānau supporting a loved one with a mental illness and/or addiction should also be seen as an asset within the mental health and addiction workforce.

3.
Service Users

A person or people deemed to receive or receiving  mental health and /or addiction healthcare, health information, or support services resulting from direct contact with a healthcare provider where the healthcare results in use of resources associated with observation, assessment, diagnosis, consultation, rehabilitation or treatment, ongoing support, education, training, or ensuring or monitoring compliance with relevant legislation. Service users include all eligible people. 
Not all patients who are referred or present to the Service are eligible for publicly funded services.  Refer to http://www.moh.govt.nz/eligibility for more eligibility information

4.
Access

4.1
Entry and Exit Criteria

Referrals to the Service may be made from any source, including self-referral.  Some speciality services have specific requirements before accepting a referral.  In these circumstances, services need to have clear documented access criteria and protocols, and ensure these are communicated with family, whānau and others making contact with the Service.

On referral (including self-referral), the criteria for assessment is based on the person having a suspected, developing or identifiable mental illness, and/or an addiction problem.

Services may prioritise referrals based on: 

· clinical assessment about need and the severity of the mental illness and/or addiction 
· the likely impact the mental illness and/or addiction will have on the person’s ability to participate in activities of daily living, work, education and community life, and their role as a family and whānau member
· relevant legal requirements including the Mental Health Compulsory Assessment and Treatment (CAT) Act 1992 and Alcoholism and Drug Addiction Act 1966

· the safety of the individual and/or of others such as family members

· patients may exit the Service by transfer, discharge from the Service or death

· the Child Health Strategy (1998), defines a child as being aged from before birth to 14 years, and further identifies that young people up to the age of 18 years should be given care within the most developmentally appropriate services, as young people have specific developmental needs which require that they are cared for in youth appropriate settings.  It is also necessary to recognise that the transition to adult services must occur at the appropriate time 

· on entry to the Service, the most appropriate course of action will be discussed in consultation with the Service user and their family and whanau.  This will be based on needs, strengths, mental health and /or status and supports.  Service users must be informed of their choices and options for care. 

4.2
Distance 

Services will be delivered locally where possible.  DHBs are also expected to have in place arrangements that ensure the people of their DHB area have access to regionally and nationally provided mental health and addiction services. 
4.3
Time 

When assistance is required under the Mental Health (CAT) Act 1992, 90% of people presenting should be assessed within four hours.  DHBs with isolated rural communities will ensure that effective arrangements are in place.

If a person is assessed as needing hospital care under the Mental Health (CAT) Act 1992, 90% should be admitted to a hospital within six hours of being assessed by a doctor or health professional.
The DHB will ensure that crisis services to deal with a critical or urgent mental health and/ or addiction needs will be available to people (regardless of whether or not they come under the Mental Health (CAT) Act) as follows:

· telephone or other remote assistance will be available at all times with minimal delay

· where telephone assistance is insufficient to meet the person’s needs, direct contact with a clinician will be provided within four hours; DHBs with isolated rural communities will ensure that effective arrangements are in place

· other services will be arranged when required, including acute inpatient admission and crisis respite.

People are seen and assessed as needing services will receive those services as soon as possible.  For some services, there may be a wait before treatment can begin (e.g., opioid substitution programmes.)

· Note: until a person is assessed, it will not be known whether they fall under the Mental Health (CAT) Act 1992.

5.
Service Components

5.1
Processes

Processes occur as part of a Service user pathway.  Processes that include: health   education, health promotion, engagement, assessment, diagnosis, treatment, rehabilitation, onward referral, family support, case management, liaison and consultation and ongoing support. 

At all stages of this pathway, skilful engagement, consultation and, where appropriate joint care planning between services will be used to ensure the needs of the Service user are identified and responded to.  Service users and their family and whānau should be encouraged to participate in evaluation/review at each step.  Appropriate risk management procedures should also be put in place for the safety of the Service users, staff and others.   

5.1.1
Assessment

Assessment will be appropriate and sufficiently comprehensive for the purpose of the particular service.  It forms the basis of the recommended treatment, intervention or support and must be completed by staff with the required competency, knowledge and skills.

The assessment process will vary and take into account individual circumstances and, as well as the Service user, will include agreed family, whānau and support people where practicable.  The assessment will take into consideration cultural needs.  A full explanation of the process must be provided and reiterated to the Service user and those accompanying them.  

The assessment will help develop an initial recovery plan, which will include treatment, intervention or support options, appropriate risk assessment/management and the plan for discharge.  Recovery plans will be developed in a collaborative process with Service users, their family and whānau and support networks and address their broader physical, spiritual, social and psychological needs and aspirations.  The recovery plan will be discussed with the Service user, and informed consent must be sought.  There will be a process in place for reassessment.  The assessment process should take into account identification of parental roles and responsibilities.  Because the Service users may be linked into several different services, all will contribute to the overall recovery plan.  

5.1.2
Treatment, Intervention and Support

Treatment, intervention and/or support are the key focuses for the Service delivery.  The models for treatment, intervention and/or support will vary, and are described in further detail in tier two and three specifications.  

After the initial assessment, treatment, intervention and/or support options will be recommended specific to the Service users’ individual needs and circumstances.  The recovery plan will be developed collaboratively with the Service user and, if appropriate, their family and whānau that will identify goals towards discharge and outline supports to assist the person to achieve those goals.  It will include early warning signs, wellness maintenance, relapse prevention information and may include advance directives.  Recovery plans will address the Service user’s broader physical, spiritual, social and psychological needs and aspirations.  Recovery plans will be kept current by regular review.  Evidence-based, best practice education and information will be proactively provided to Service users and their family and whānau.  The Service user will give written informed consent for treatment, intervention and/or support and will receive a copy of their recovery plan.  

More positive outcomes occur when people are able to easily access services, and when services show flexibility and encourage Service user participation within clearly communicated and coherent treatment programmes.  Information should also be provided about the role of family and whānau and the supports available to them, and other social networks.

5.1.3
Review Process

This is the process of formally reviewing recovery plans, goals and outcomes both with the Service user and in a multi-disciplinary setting.  Reviews must occur at a minimum of every six months but the frequency will be determined by the Service user's individual circumstances, for example, their specific goals and the specific role of the service involved.  In the addiction sector it is recommended that a review of progress is more frequent, occurring at a minimum of once every four months.

The review will include the Service user and with their consent, their family and whānau.  Reviewed outcomes and new treatment goals will be reflected in ongoing recovery plans.   

5.1.4
Discharge

Discharge is a planned process that is part of the recovery plan. It should begin from when the service is accessed.
  Discharge planning must involve Service users and, with their consent, be communicated to all relevant support people.  It will include reassessment of risk, the relapse prevention plan and follow-up arrangements.  Discharge planning may also include advance directives and will identify medication on discharge and education about this.  The Service users, family, whānau and other services and agencies involved should be informed of how to re-engage with the service if required.

A discharge summary will be given to the Service user and, where relevant, the general practitioner/primary care provider and support people.

5.2
Settings
The Service will be provided in the appropriate setting to provide the desired health outcomes.  A consideration in determining the settings for the service should include (but not be limited to) issues such as cultural appropriateness, accessibility, gender, age and developmental stage, and the most effective and efficient use of resources.  Services may be provided using hospital settings such as inpatient and day hospital, and outpatient settings such as those community based and mobile services. 

5.3
Support Services

The following support services, if required, are to be provided as an integral part of the Service and are included in the agreed Purchase Unit price.

· clinical support services such as:

–
laboratory

–
pharmaceutical

· pathology 
· allied health support services such as:

–
dietetic

· physiotherapy

· social work and counselling service

· infection control

· ancillary services such as:

· sterile supplies department

· hotel services (laundry and cleaning)

· maintenance

· occupational health

· infection control

· interpreting services (including sign language)

· chaplaincy services

· corporate services such as:

· human resource department

· legal

· finance

· stores

· accounts
Additional support services are listed in the appropriate tier two and three service specifications. 

5.4
Key Inputs 

The key input for mental health and addiction services is the workforce.
5.5
Pacific Health

Pacific peoples share similar risk factors to Māori in terms of health and social inequalities.  Te Rau Hinengaro.  The New Zealand Mental Health Survey (Ministry of Health 2006) confirms that Pacific peoples experience mental illness at higher levels than the general population.  Pacific people are also less likely to access treatment than the total New Zealand population.  The service must take account of key strategic frameworks, principles and be relevant to Pacific health needs and identified concerns.  
For regions that have significant Pacific populations, the service must link service delivery to the improvement of Pacific health outcomes.  Health service providers should also ensure that their service provides a holistic approach to health and wellbeing, assessment and treatment for Pacific peoples.  This approach should include focusing on family, relationships, spiritual, physical, language, cultural, emotional and mental dimensions.  
5.6
Health for other Ethnic Groups
Mental health and addiction services will be relevant and responsive to the diversity of cultures within local communities.  Services will recognise resources, relationships and other protective factors in the community that will empower and promote wellbeing.  Services will deliver culturally appropriate care, considering the individual ethnic, spiritual and cultural beliefs of those served.  
Service planning, development and delivery will ensure that people are not discriminated against or disadvantaged.  Mental health and addiction services will acknowledge that different cultures come with varying perspectives.  Mental health and addiction services shall demonstrate effort to recruit staff from different cultures to reflect and match the cultural needs of people from Asian, migrant and refugee backgrounds in the community.  Services will take steps to ensure that the mental health and addiction workforce is culturally competent and that qualified interpreters are available to provide maximum access for ethnic/cultural communities.

6.
Service Linkages

Service linkages are requirements regarding linkages to other related services and provide a description of such links.  The costs of such services are not included in the price of the Service, however, the costs of liaison and linkages with these services are included within the Service Purchase Unit price. 

	Service Provider
	Nature of Linkage
	Accountability 

	Other primary, secondary and tertiary services that the service refers Service users to 
	Refer and access to skills, expertise and resources within other disciplines ie medical services, surgical services 
	Referral processes and protocols are in place include mechanisms for shared working where appropriate.

Services assist the Service user to access the other services that are required

	Supporting services not purchased within this service specification 
	Provide continuity of care and facilitate access to services that best meet the needs of the Service user
	Knowledge of other services within a district  maintained

Relationship with other providers through stakeholder networks

	Publicly funded disability or long term support services for the Service users with co existing disabilities/ conditions who meet other funding streams eligibility criteria such as:

Needs assessment and service co-ordination (e.g. NASC) 

Specific support services such as: home and community support; carer support and respite; residential services; supported independent living; habilitation/rehabilitation;  other specialist support services, as appropriate

Environmental support services (e.g. long-term equipment, including specialist assessment services, home modifications) to assist with essential daily activities 
Information and advisory services (e.g. on available services and how to access these) 
	· Referral and liaison

· Consultation
· Referral and liaison

· Liaison

	· Effective local and regional linkages are in place to facilitate appropriate referrals

· Service users needing long-term support services have timely access to individual needs assessment and service coordination services

· Service users needing long-term support receive appropriate services across the continuum of care and support to meet their individual needs, within available resources 

· Service users needing  environmental support services receive appropriate equipment and environmental modifications 
· Service users have timely access to appropriately presented information  and relevant advice 

	Local Māori health providers, Māori agencies and community groups 
	To improve mental health and addiction outcomes and reduce health inequalities for Māori
	Local Kaupapa Māori services are strengthened by relationships, networks and cross agency working. 

	Local Pacific health providers, Pacific agencies and community groups
	To improve mental health and addiction outcomes and reduce health inequalities for Pacific people.
	Local Pacific services are strengthened by relationships, networks and cross agency working.

	Other Government funded social services such as Education, Justice, Police, Social Development eg Work and Income and Child Youth and Family

	Alignment of delivery of health services and delivery of other government funded social services to better meet the goals of government strategies and policies from health and related sectors (eg Social Development , Education, Justice, etc)

Where children/young people are receiving services from other agencies, the service provider will participate in inter-sectoral collaboration and co-ordination initiatives such as “Strengthening Families".
	Agreements and protocols regarding obligations of lead providers and collaborative working.

	Consumer support groups


	Share information with other providers about how to better meet the needs of Service users.
	Maintain communication with consumer groups.

Support the consumer voice at planning and delivery of services. 

	Between DHB providers, non-governmental organisations and Primary Health Organisations
	Share innovative ideas, solve problems and improve access to services

Provide co-ordinated support to people affected by mental illness and/or addiction.
	Document agreements in memorandum of understanding (MOU) and protocols.


There will be clear arrangements/protocols/statements describing the accountabilities for access, entry, treatment, care management, exit processes, follow up and information sharing between linked providers. 

There will be definitive statements on the boundaries between services and whether these are a matter of clinical judgement or prescribed by regulation/other mechanism.
There will be clear arrangements/protocols/statements describing how the provider will ensure treatment is delegated to the most appropriate person or agency, and which provider is primarily responsible for the care on each occasion.
There will be the requirement for providers to establish dispute resolution processes (depending on the linkage/relationship).

7.
Exclusions

Mental illness or addiction often co-exist with other health or social service needs that impact on intervention outcomes.  The presence of such needs shall not reduce a Service user’s access to mental health and addiction services to which they would otherwise be eligible, but should be a signal that collaboration with another agency or health provider and joint intervention planning/provision is likely to be required.  

District Health Boards (DHBs) do not fund services for mental health and addiction when the service or support needs are solely orientated to:

· sexual abuse

· violence and anger

· intellectual disability (including post-head injury), with or without behavioural problems

· learning difficulties

· criminal activities (anti-social behaviours)

· conduct disorder
· parenting difficulties
· relationship issues
· nicotine addiction.

Where people are eligible for services funded under the Injury Prevention, Rehabilitation, and Compensation Act 2001, they are excluded from receiving these services through public funding under Vote: Health.
The following services are not funded mental health and addiction treatment services where they are the sole focus of the intervention.  They may be funded through other health funding or, in some cases, by other agencies:

· relationship services

· sexual abuse counselling services

· any counselling interventions not related to mental health and addiction

· psychological testing for educational requirements

· preparation of court reports ordered by the Ministry of Justice, except for those under the Criminal Procedure (Mentally Impaired Persons) Act 2003 
· preparation of court-ordered reports or parole board reports

· assessments under section 65 of the Land Transport Act 1998

· assessments and reports under section 333 of the Children, Young Persons, and Their Families Act 1989.

8.
Quality Requirements

The generic Provider Quality Specification, including the Health and Disability Sector Standards (HDSS) applies to this Service.  

The Service must comply with the Provider Quality Standards (PQS) described in the Operational Policy Framework (OPF) or, as applicable, Crown Funding Agreement Variations, contracts or service level agreements.

Please refer to the OPF for a comprehensive and updated list of standards and legislation that require provider compliance. 
8.1
General 

It is important that at each stage of the pathway Service users and their family, whānau are able to give feedback on the Service.  Regular contract monitoring and auditing will occur and contribute to a continuous quality improvement cycle for all services.

When assessing the quality of the Service to the extent to which the Service has met the following priorities will be considered:

The process of service delivery should ensure: 

· the Service user’s needs are central 

· Service user and wherever possible family whānau participation 

· recognition that many Service users will have parental roles and this will impact on their needs and those of their children

· high-quality mental health and/or addiction care is supported 

· compliance with the Health and Disability Sector Standards, National Mental Health Standards and the Alcohol and Other Drug Treatment Sector Standards 

· evidence-based best practice is followed. 
When selecting the appropriate service specifications required for a Mental Health and/or Addiction service to be purchased, the following steps are taken:

· select tier one Mental Health and Addiction service specification

· consider the most appropriate service type and select one or more tier two service specifications

· consider the Service user  needs to be met and the preferred service delivery mode 

· select the tier three service specification that best meets these requirements. 

(A minimum of three service specifications are required for each contract- a tier one, at least one tier two and a tier three service specification).
9.
Purchase Units and Reporting Requirements

The Mental Health Purchase Unit Codes are found in the joint DHB Ministry Nationwide Service Framework Purchase Unit Data Dictionary on www.nsfl.health.govt.nz.  They are reviewed, agreed and updated annually.

Purchase Units for mental health and addiction services are included at tier three service specification level and reflect the tier one and tier two level components. 

9.1 
Additional Reporting Requirements

9.1.1
National Collections

Mental Health and Addiction providers will provide data electronically to the Ministry of Health Information Service Directorate via the Programme for the Integration of Mental Health Data (PRIMHD).

A transitional process for all providers to report via PRIMHD is in place.

There will be participation in KPI Benchmarking project as this work is implemented in the sector.

9.2.1
Data Definitions and Descriptions

	Definition
	Description

	Admissions
	The number of people admitted to the residential/inpatient service during the reporting period.

The number of unique clients who have had an inpatient admission within the reporting period.  Admission = first activity start date within the referral.

	Available Beds
	The total number of resourced beds usually available in the facility.

NB: This is usually the number of beds funded/resourced and does not mean that the bed is unoccupied.

	Available Bed Days
	Total number of inpatient beds that are available to be occupied during the period multiplied by the number of days they are available during that period.  This would normally be the number of available beds from above multiplied by the number of days in the period.  Example: Number of resourced beds x Number of days in the period.

	Available Budget
	The total budget available during the reporting period for the service.

	Average Length of Stay
	Inpatient/Accommodation/Housing- The average number of days between first admission and final discharge for all people “discharged” from the service during the period.  If there have been no discharges in the period please enter “N/A”.  You will only be able to measure this when you have had a client exit your service during this period.
Community Services - The average number of days between first contact and final contact for all people “discharged” from the service during the period.  Where this cannot be measured, record “not measured”.
This is calculated as the sum of the total number of calendar days for each client between first contact/admission and final contact/discharge during the reporting period, divided by the total number of clients who have been “discharged” during the reporting period.  Each day should be counted even if the service was unavailable e.g. public holidays and weekends.  The first and last day should be counted.

Example: Two clients are discharged, one after 22 days and one after 87 days.  Add the days together and then divide by the number of clients discharged – this gives you the average length of stay.

22 + 87 = 109 (days in service) ( 2 (clients discharged) = 54.5 days

The average length of stay (ALOS) for clients who have had an inpatient or community discharge within the reporting period. Discharge = last activity end date of the referral.  Admission = first activity start date within the referral whether it is in the reporting period or not. 

	Average Length of Time on Waiting List
	The Average number of days that people currently on waiting lists for Methadone Treatment Programmes have spent on the waiting list.  Count on the last day of the reporting period.

The sum of the total number of days between referral and to waiting list and the last day of the reporting period divided by the total number of clients on the waiting list. 

	Bed Days
	Total number of beds that are available and occupied each day in a community residential facility during the reporting period.

	Clinical FTE
	This is a full time equivalent (see definition of “FTE”) staff member with a health professional qualification (including senior medical staff) who directly delivers clinical/therapeutic services to Mental Health consumers.  Exclude time that is formally devoted to administrative or management functions (e.g. half-time coordination of a community team).

	Completed Support Needs Assessments
	The total number of completed support needs assessments during the period.  The assessment process is to meet the “Standards for Needs Assessment for People with Disabilities”.  All visits and contacts required as part of the Support Needs Assessment are included and are not counted elsewhere.

Count of all clients with an activity type code of T10 within the reporting period. 

	Consultation/Liaison Contacts
	A planned discussion (over the phone or face-to-face) with a health professional from outside the service or a professional from another agency, for the purpose of providing specialist advice in relation to a particular person (who is not a current client of the service) with a mental health problem.

Count of all clients with an activity type code of T08 within the reporting period. 

	Consultation/Liaison Training Sessions
	Number of education or training sessions provided for people working outside of the service (e.g. GPs, Iwi Organisations, School Guidance Counsellors, Police).

	Current Client
	Any person who is currently receiving assessment, treatment/therapy or support from a service, where the person has been seen by the service within the past three months.  Exclude people who have been seen by the service within the past three months but have since been discharged from the service.  For inpatient services, this will be the number of people currently in an inpatient in the service, or on trial leave for less than ten days where a bed has been kept available.

Unique count of clients without a referral end date during the reporting period, who have had an activity in the last three months (excluding Activity Type = T35). 

	Day
	A day is a 24 hour period beginning immediately after midnight and ending at midnight

	Day Attendances
	Total number of attendances by non-inpatient consumers at a day programme for assessment, treatment or therapy related to a mental health diagnosis.  Count each consumer attendance at the service only once in a day.  Attendance of couple, family, or group, only one of whom is a mental health consumer is one attendance.

Count of all clients with an activity type code of T23 within the reporting period.  Each client to be counted only once per day. 

	“Day Places” Available
	For each day programme offered, multiply the number of places available by the number of days they were available in the period.

	Day Programme
	A treatment /therapy /skills development programme provided for greater than 3 hours and less than 24 hours.

Count of all clients with an activity type code of T22 within the reporting period. Each client to be counted no more than once per programme. 

	Expenditure (Promotion/Prevention)
	The total sum of money spent on this service during the reporting period.

	Expenditure with a breakdown of service utilisation

(Community Acute/ Respite Services)
	The total sum of money spent on this service during the reporting period.  Each service will be required to report details of the types and volumes of services utilised during the reporting period.  

The content of these reports is to be negotiated between the funder and each service provider.

	Face-to-face Contacts (Groups)
	Face-to-face contact between an individual/family and one or more mental health professionals in a group session (Refer to Definition of Terms).  Count one contact for each client attending the group session (i.e. group session with four clients would be counted as four contacts).

Clients counted once only, regardless of numbers of clinicians involved in the activity.  Attendance of clients’ carer/significant other/whanau not included in the count.

Count of all clients with an activity type code of T07 within the reporting period. Each client to be counted no more than once per session. 

	First Face-to-face Contacts (Individual /Family)
	Initial face-to-face contact between an individual/family and a mental health professional regarding an episode of mental illness, a mental health problem or set of problems.  The contact is the first assessment contact for this episode or problem, with an individual who is not a current client (refer to definition) of the service in question at the time the referral was received.

(T Codes: T32,T36,T42)

	Follow-up Face-to-face Contacts (Individual /Family)
	All face-to-face contacts between an individual/family and mental health professional which occur after the initial face-to-face contact for this episode, problem or related problems.

(T Codes: T32, T36, T42)

	FTE
	This is a full time equivalent employee (40 hours per week), and is calculated as the total number of hours employed per week (to a maximum of 40 hours per week), divided by 40.

For example, where one staff member works 40 hours per week and another works 10 hours per week, the calculation would be:

40/40 + 10/40 = 50/40 = 1.25 FTEs

Please note that where an employee (e.g. a consultant psychiatrist) has been job-sized as being employed for more than 1.0 FTE (e.g. employed as 1.2 FTE for undertaking additional management duties), only 1.0 FTE is to be recorded.

	General Hospital Beds
	The total number of General Hospital beds in the region on the last day of the period.  Count occupied and unoccupied beds.

	Group Session
	A group session is a psychotherapy/skill development/education programme designed for more than two individuals which lasts between one and three hours.

	Group Session Delivered
	The total number of group sessions provided during the period.

	Hui Held
	The total number of Hui held during the period. 

	Hui Narrative Report
	Number of trainees supported/individual training packages developed.

	Hui Participants
	The total number of attendees participating in Hui held during the period.


	Hui Narrative Report (Details of each Hui)
	A summarised report of each Hui held during the period, the report should include:

· Details of attendees origin e.g. HHS, NGO, family/whanau

· Location of Hui

· Topics of discussion

	Inpatient Admissions
	The number of people admitted to the inpatient service during the period.

	Involuntary Discharges Commenced
	The number of clients who have ended involvement with the service during the period, where the decision to end involvement was not made by either the service or the client, e.g. justice or prison involvement.

	Kaumatua & Taua (Kuia) FTE Staff
	Report the total number of FTE Kaumatua and Taua employed by the service.  Kaumatua and Taua FTEs are defined as full-time equivalent (see definition of FTE) staff, who are specifically employed to provide guidance and support to the mental health service.  Only include those people employed in a specified Kaumatua and Taua position.  Exclude time that is formally devoted to administrative or management functions (e.g. half-time coordination of a community team).

	Longest Time on Waiting List
	The most days that any one person on the waiting list has spent on that waiting list.  Count on the last day of the reporting period. 

	Maori Advisory FTE staff
	Report the total number of FTE (see definition of FTE) Maori Advisory staff (who may or may not hold a professional qualification).  Exclude time that is formally devoted to administrative or management functions (e.g. half-time coordination of a community team).

	Maori Training Posts FTE staff
	Report the total number of FTE (see definition of FTE) staff  specifically employed in Maori Training Posts.  Exclude time that is formally devoted to administrative or management functions (e.g. half-time coordination of a community team).

	Methadone Places Available
	The number of places available on Methadone Treatment Programmes at one point in time in the period, if the number of people so treated were constant during the period.  (Include both GP and Specialist Alcohol and Drug Services.)

	Monthly Expenditure for Flexi-Fund with a breakdown of information re: utilisation
	A report which provides summary level information regarding utilisation of the Regional Co-ordination Service flexi-fund.  This report will provide the following information regarding each individual support package purchased: the type of support purchased, the number of days the support was provided and the cost per day.

	Number of FTE staff (Senior Medical)
	Report the total number of FTE Senior Medical (SMO) staff employed in the service.  Senior Medical FTEs are defined as a full-time equivalent (see definition of FTE) staff who have face-to-face contact in a medical or therapeutic role with clients and who are Registered Medical Practitioners and hold a current practising certificate.  Exclude time that is formally devoted to administrative or management functions (e.g. half-time coordination of a community team).  For recording purposes exclude vacant positions.

	Number of FTE staff (Junior Medical)
	Report the total number of FTE Junior  Medical staff employed in the service.  Junior Medical FTEs are defined as a full-time equivalent (see definition of FTE) staff who have face-to-face contact in a medical or therapeutic role with clients and who are Registered Medical Practitioners and hold a current practising certificate.  Exclude time that is formally devoted to administrative or management functions (e.g. half-time coordination of a community team).  For recording purposes exclude vacant positions. 

	Number of FTE staff (Nursing and Allied)
	Report the total number of FTE Nursing and allied staff employed in the service.  Nursing and allied staff  FTEs are defined as a full-time equivalent (see definition of FTE) staff who have face-to-face contact in a medical or therapeutic role with clients and who are Registered Practitioners and hold a current practising certificate or affiliation with a professional body.  Exclude time that is formally devoted to administrative or management functions (e.g. half-time coordination of a community team).  For recording purposes exclude vacant positions. 

	Number of FTE staff (Cultural)
	Report the total number of FTE staff employed in cultural specific roles in the service.  Cultural staff  FTEs are defined as a full-time equivalent (see definition of FTE) staff who have face-to-face contact in a therapeutic or support role with clients and who maybe Registered Practitioners and hold a current practising certificate or registered or regulated by a health or social service  professional body and or have demonstrated cultural competencies.  Exclude time that is formally devoted to administrative or management functions (e.g. half-time coordination of a community team).  For recording purposes exclude vacant positions. 

	Number of FTE staff (Maori Mental Health Worker)
	Report the total number of FTE Maori Mental Health Workers employed for the service.  A Maori Mental Health FTE is defined as full-time equivalent (see definition of FTE) staff member employed specifically to deliver Maori Mental Health services to consumers, whanau or iwi.  Only include those people employed in a specific Maori Mental Health position and not Maori staff employed in other clinical positions.  Exclude time that is formally devoted to administrative or management functions (e.g. half-time coordination of a community team).  For recording purposes exclude vacant positions.


	Number of FTE staff (Medical)
	Report the total number of FTE Medical staff employed in the service.  Medical FTEs are defined as a full-time equivalent (see definition of FTE) staff who have face-to-face contact in a medical or therapeutic role with clients and who are Registered Medical Practitioners and hold a current practising certificate.  Exclude time that is formally devoted to administrative or management functions (e.g. half-time coordination of a community team).  For recording purposes exclude vacant positions.

	Number of FTE staff (Nursing)
	Report the total number of FTE Nursing staff employed in the service.  Nursing FTEs are defined as full-time equivalent (see definition of FTE) staff who have face-to-face contact in a nursing or therapeutic role with clients and who hold a current practising certificates, Exclude time that is formally devoted to administrative or management functions (e.g. half-time coordination of a community team).  For recording purposes exclude vacant positions.

	Number of FTE staff (Occupational Therapy)
	Report the total number of FTE Occupational Therapy staff employed in the service.  Occupational Therapy FTEs are defined as full-time equivalent (see definition of FTE) staff who have face-to-face contact in a occupational therapy or therapeutic/supportive role with clients and are currently registered as Occupational Therapist.  Exclude time that is formally devoted to administrative or management functions (e.g. half-time coordination of a community team).  For recording purposes exclude vacant positions.

	Number of FTE staff (Other)
	Report the total number of FTEs (see definition of FTE) for the service for “other staff”.  “Other Staff” include any staff member involved in direct delivery of services to consumers other than medical nursing, psychology, occupational therapy, social work or Maori mental health worker.  Exclude time that is formally devoted to administrative or management functions (e.g. half-time coordination of a community team).  For recording purposes exclude vacant positions.

	Number of FTE staff (Peer support) 
	Report the total number of FTE staff employed in specific peer support roles in the service.  Peer support staff  FTEs are defined as a full-time equivalent (see definition of FTE) staff who have face-to-face contact in a therapeutic or support role with clients and who maybe Registered Practitioners and hold a current practising certificate or registered with and regulated by a health or social service professional body or received a recognised qualification and or training in Peer Support.  Exclude time that is formally devoted to administrative or management functions (e.g. half-time coordination of a community team).  For recording purposes exclude vacant positions. 

	Number of FTE staff (Psychology)
	Report the total number of FTE Psychology staff employed in the service.  Psychology FTEs are defined as full-time (see definition of FTE) staff who have face-to-face contact in a psychology or therapeutic role with clients and are currently registered as psychologists.  Exclude time that is formally devoted to administrative or management functions (e.g. half-time coordination of a community team).  For recording purposes exclude vacant positions.

	Number of FTE staff (Social Work)
	Report the total number of FTE Social Work staff employed in the service.  Social Work FTEs are defined as full-time equivalent (see definition of FTE) who have face-to-face contact in a social work or therapeutic/supportive role with clients and hold a social work qualification.  Exclude time that is formally devoted to administrative or management functions (e.g. half-time coordination of a community team).  For recording purposes exclude vacant positions.

	Non-Clinical FTE
	This is a full time equivalent (see definition of FTE) staff member without a health professional qualification who directly delivers clinical/therapeutic services to Mental Health consumers.  Exclude time that is formally devoted to administrative or management functions (e.g. half-time coordination of a community team).  For recording purposes exclude vacant positions.

	Occupied Bed Days


	Sum of number of beds that are occupied each day during the period.  For reporting purposes, count beds occupied as at 12 midnight each day.  Do not count beds reserved for people on formal leave.

Formal leave is defined in practice as any planned leave where a person is not physically in the inpatient or residential facility.  That is, a bed would not be counted as occupied if the person was on pre-discharge leave, away visiting friends or relations for a period of time, on respite care or transferred to another service temporarily.

Example: You have 7 beds but only 6 are occupied, therefore it would be 6 (beds) x No of days in period = Occupied Bed Days. 

	People Currently on Waiting List
	The total number of people who have been assessed as eligible for receiving methadone treatment services and are waiting to begin the programme.  Report the number on the waiting list on the last day of the reporting period. 

	People Receiving Methadone (GP prescribing on Specialist Service Authority)
	The total number of people receiving methadone prescribed by GPs under specialist service authority while receiving case management from specialist Alcohol and Drug services on the last day of the working period.

(T Code: T19)

	People Receiving Methadone (GP Case Management)
	The total number of people receiving methadone under GP case management on the last day of the working period.

	People Receiving Methadone (Specialist Service Case Management)
	The total number of people receiving methadone treatment under specialist Alcohol and Drug service case management on the last day of the reporting period.  (Exclude GP prescribing and GP methadone case management.) (T Code: T18)

	People Referred Back from GP
	Number of people referred to a specialist methadone service by a GP in circumstances where the GP has previously been responsible for providing methadone treatment services to that person.  i.e. Where the GP has been the “case manager” and requests a specialist methadone service take over this role.

	People Supported by this Service at the End of the Period/Month (by NZ Maori, Pacific Island, Other)


	The number of current clients (individuals or families) currently receiving services.  For definition of “current client”, see above.

Although a client may identify as more than one ethnicity, for reporting purposes count them only once.  You should prioritise by the Ministry of Health standards i.e. NZ Maori, Pacific Island and Other. 

Example:  A client identifies as NZ Maori and Pacific Island.  You should count this person only once.  They should be reported as NZ Maori.  If a client does not identify as any ethnicity then you should enter in Other.

	People Supported by this Service during the Period/Month (by NZ Maori, Pacific Island, Other)


	Where provider can count Service users individually, this figure should be the total number of people who have been current clients during the period.  Count only once those people who have been discharged and re-entered the service during the period or who have used multiple services.

Where the provider cannot count Service users once only for recurrent service use or for use of multiple services, record “not measured”.  

Although a client may identify as more than one ethnicity, for reporting purposes count them only once.  You should prioritise by the Ministry of Health standards i.e. NZ Maori, Pacific Island and Other.

Example:  A client identifies as NZ Maori and Pacific Island.  You should count this person only once.  They should be reported as NZ Maori.  If a client does not identify as any ethnicity then you should enter in Other.

	Planned Discharges
	The number of clients who have finished their involvement with the service during the period where the decision to finish involvement with the service was reached by mutual agreement between the client and the service.

	Programmes Delivered
	The total number of mental health promotion programmes delivered during the period.

	Re-admissions
	The total number of consumers re-admitted to an inpatient mental health service within twenty eight days  of previous discharge, where:

· the readmission was not planned at the time of discharge; and

· the readmission is to the same service.

Count those consumers who are on trial leave for 10 days or more who returned prior to their planned re-admission date.

	Senior Medical FTE
	This is a full time equivalent (see definition of FTE) senior medical staff member (including DAMHS, but excluding Registrars and House Surgeons) involved in the direct delivery of services to Mental Health consumers.  Exclude time that is formally devoted to administrative or management functions (e.g. half-time coordination of a community team).

	Suicides of Current Clients
	The number of suicides of current clients during reporting period.  Count only once for users of multiple services.

	Transfers to an Inpatient Unit/Off Site Respite
	The total number of people transferred from an accommodation service to a mental health inpatient unit or crisis respite service during the reporting period.

	Unplanned Discharges - Self Initiated
	The number of clients who have ended involvement with the service during the period, where the decision to end involvement was made by the client before the planned therapy/treatment was completed.

	Unplanned Discharges - Service Initiated
	The number of clients who have ended involvement with the service during the period, where the decision to end involvement was made by the service before the planned therapy/treatment was completed.
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