
. 

    
    
    

PROVIDER: Tui Ora Ltd / Te Kokiritanga o Te Rau Pani 

          SERVICE TYPE (1): Kaupapa Maori – Community Adult MH & AS                                                           

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction    

EXTERNAL REFERRAL: 

• Self/Whanau 

• GP 

• Other agencies 

INTERNAL SUPPORT SERVICES: 

• Kaumatua/Kuia  

• Vocational Support 

• Day Activity & Living Skills (South only) 

• Consultation, Liaison & Advisory (South only) 

• AOD (South only) 

• CAMHS (South only) 

• Intensive Treatment  

• Co-existing Problems 

OPERATIONS CO-

ORDINATOR: 

• Registration of 

referrals  

• File opened via IBA 

CLINICAL CO-

ORDINATOR: 

• Acknowledges 

registration of 

referral  

ASSESSMENT: 

• Clinical Co-ordinator/Clinical Nurse Specialist 

 

NOT ACCEPTED: 

• Letter back to Referrer 

and Tāngata Whaiora 

• File closed via IBA 

• Verified by Operations Co-

ordinator 

ALLOCATION OF KEY 

WORKER 

 

MDT 

• Discuss care options 

• Review 

Services provided include: 

• community support care that involves the use of 

community based supports to prevent the need for 

more restrictive levels of care and maximises wellness  

• approaches that maximise the strengths of Tāngata 

Whaiora, their Whānau, other natural supports and 

their community 

• Māori specific cultural services working in partnership 

with other mental health and addiction providers also 

working with the Tāngata Whaiora and Whānau 

• comprehensive assessment and identification of key 

needs, and planning 

• Tāngata Whaiora specific intervention, treatment and 

support 

• holistic response to co-morbidities 

• service co-ordination, and accessing of appropriate 

services 

• monitoring and evaluating progress 

• information and advice 

• Tāngata Whaiora and Whānau education, support and 

advocacy. 

DISHCARGE DISCUSSION: 

• Tāngata Whaiora,/ Whānau  

• MDT 

DISHCARGE FROM TKoTRP Adult 

MH&AS: 

• Letter to Tāngata Whaiora and 

GP 

• File closed via IBA 

• Verified by Operations Co-

ordinator 

ONGOING SUPPORT: 

• Referral to appropriate 

agency 
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PROVIDER: Tui Ora Ltd / Te Kokiritanga o Te Rau Pani 

SERVICE TYPE (2): Kaupapa Maori Mobile Intensive Treatment Service AS                                                            

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction    

EXTERNAL REFERRAL: 

• Self/Whanau 

• GP 

• Other agencies 

INTERNAL SUPPORT SERVICES: 

• Kaumatua/Kuia  

• Vocational Support 

• Community Support  

• Day Activity & Living Skills (South only) 

• Consultation, Liaison & Advisory (South only) 

• AOD (South only) 

• CAMHS (South only)  

• Co-existing Problems 

OPERATIONS CO-

ORDINATOR: 

• Registration of 

referrals  

• File opened via IBA 

CLINICAL CO-

ORDINATOR: 

• Acknowledges 

registration of 

referral  

ASSESSMENT: 

• Clinical Co-ordinator/Intensive Treatment Nurse 

 

NOT ACCEPTED: 

• Letter back to Referrer 

and Tāngata Whaiora 

• File closed via IBA 

• Verified by Operations 

Co-ordinator 

ALLOCATION OF KEY 

WORKER 

 

MDT 

• Discuss care options 

• Review 

Services provided include mobile intensive specialist 

treatment services and is linked to, and may be part of, 

other provided services within the continuum such as 

the community mental health team as follows: 

• assessment (inclusive of risk 

assessment/formulation/management) review, 

treatment and management of people with serious 

mental disorders where the nature of their 

problems indicates that intensive levels of 

treatment and support are required to ensure the 

person is able to live safely within the community 

• a period of close observation to clarify diagnosis, or 

close medical and nursing care because of the 

nature of the disorder, as the service user may 

present an immediate risk of harm to themselves or 

others  

• support with treatment and therapy requirements 

• high levels of observation and nursing/medical care 

are provided through planned high levels of contact 

with the service user and their family/whānau, 

carers and significant other/s 

• integration with the range of acute community and 

inpatient services. 

DISHCARGE DISCUSSION: 

• Tāngata Whaiora,/ Whānau  

• MDT 

DISHCARGE FROM TKoTRP Adult 

MH&AS: 

• Letter to Tāngata Whaiora 

and GP 

• File closed via IBA 

• Verified by Operations Co-

ordinator 

ONGOING SUPPORT: 

• Referral to appropriate 

agency 

2 



    

PROVIDER: Tui Ora Ltd / Te Kokiritanga o Te Rau Pani 

SERVICE TYPE (3): Kaupapa Maori Co-existing Problems Service 

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction    

EXTERNAL REFERRAL: 

• Self/Whanau 

• GP 

• Other agencies 

INTERNAL SUPPORT SERVICES: 

• Kaumatua/Kuia  

• Vocational Support 

• Community Support  

• Day Activity & Living Skills (South only) 

• Consultation, Liaison & Advisory (South only) 

• AOD (South only) 

• CAMHS (South only) 

• Intensive Treatment  

OPERATIONS CO-

ORDINATOR: 

• Registration of 

referrals  

• File opened via IBA 

CLINICAL CO-

ORDINATOR: 

• Acknowledges 

registration of 

referral  

ASSESSMENT: 

• Clinical Co-ordinator/Co-existing Problems Nurse 

 

NOT ACCEPTED: 

• Letter back to Referrer 

and Tāngata Whaiora 

• File closed via IBA 

• Verified by Operations 

Co-ordinator 

ALLOCATION OF KEY 

WORKER 

 

MDT 

• Discuss care options 

• Review 

Services provided include: 

• assessment (inclusive of risk 

• screening and early identification for mental health 

and alcohol and / or other drug problems 

assessment, treatment, therapy and support for 

people with substance abuse disorders and mental 

illness 

• co-ordination of treatment to ensure joint care 

management between mental health and addiction 

services 

• family and whānau engagement and support 

• service user self-help / mutual support 

opportunities 

• liaison and consultation with other services involved 

in providing addiction services or mental health 

services, including non-government mental health 

and addiction services. 

DISHCARGE DISCUSSION: 

• Tāngata Whaiora,/ Whānau  

• MDT 

DISHCARGE FROM TKoTRP Adult 

MH&AS: 

• Letter to Tāngata Whaiora 

and GP 

• File closed via IBA 

• Verified by Operations Co-

ordinator 

ONGOING SUPPORT: 

• Referral to appropriate 

agency 
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PROVIDER: Tui Ora Ltd / Te Kokiritanga o Te Rau Pani 

SERVICE TYPE (4): Kaupapa Maori Alcohol and Other Drug (South only) 

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction    

EXTERNAL REFERRAL: 

• Self/Whanau 

• GP 

• Other agencies 

INTERNAL SUPPORT SERVICES: 

• Kaumatua/Kuia  

• Vocational Support 

• Community Support  

• Day Activity & Living Skills (South only) 

• Consultation, Liaison & Advisory (South only) 

• CAMHS (South only) 

• Intensive Treatment  

• Co-existing Problems 

OPERATIONS CO-

ORDINATOR: 

• Registration of 

referrals  

• File opened via IBA 

CLINICAL CO-

ORDINATOR: 

• Acknowledges 

registration of 

referral  

ASSESSMENT: 

• Clinical Co-ordinator/Alcohol & Other Drug Worker 

 

NOT ACCEPTED: 

• Letter back to Referrer 

and Tāngata Whaiora 

• File closed via IBA 

• Verified by Operations 

Co-ordinator 

ALLOCATION OF KEY 

WORKER 

 

MDT 

• Discuss care options 

• Review 

Services provided include: 

• screening and brief intervention 

• specialist comprehensive assessment 

• drug and alcohol treatment, therapy, support and 

case management (both individual, group and 

inclusive of family and whānau) 

• integrated care for those experiencing co-existing 

problems of addiction and mental health 

• ongoing monitoring of symptoms and regular 

review of progress and treatment 

• development of cultural links 

• working with family and whānau and offering 

support and other interventions 

• liaison and consultation services to other providers 

of health services including mental health services 

and other agencies in contact with people with 

current or potential substance use problems 

• community development services 

• referral to other services or agencies where 

appropriate support to enhance recovery and 

reduce the risk of relapse for example this may 

include facilitating engagement with a support 

group. 

•  

DISHCARGE DISCUSSION: 

• Tāngata Whaiora,/ Whānau  

• MDT 

DISHCARGE FROM TKoTRP Adult 

MH&AS: 

• Letter to Tāngata Whaiora 

and GP 

• File closed via IBA 

• Verified by Operations Co-

ordinator 

ONGOING SUPPORT: 

• Referral to appropriate 

agency 
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PROVIDER: Tui Ora Ltd / Te Kokiritanga o Te Rau Pani 

SERVICE TYPE (5 i): Kaupapa Maori Kaumatua Services 

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction    
 

PATHWAY FOR CULTURAL SUPPORT AND GUIDANCE FOR CLINICAL ACTIVITY – Service Description 

EXTERNAL REFERRAL: 

• Self/Whanau 

• GP 

• Other agencies 

INTERNAL SUPPORT SERVICES: 

• Vocational Support 

• Community Support  

• Day Activity & Living Skills (South only) 

• Consultation, Liaison & Advisory (South only) 

• Community Adult 

• CAMHS (South only) 

• Intensive Treatment  

• Co-existing Problems 

• Alcohol and Drug (South only) 

 

OPERATIONS CO-

ORDINATOR: 

• Registration of 

referrals  

• File opened 

CLINICAL CO-

ORDINATOR: 

• Acknowledges 

registration of 

referral  

ASSESSMENT: 

• Clinical Co-ordinator/Clinical Team 

 

NOT ACCEPTED: 

• Letter back to Referrer 

and Tāngata Whaiora 

• File closed  

• Verified by Operations 

Co-ordinator 

ALLOCATION OF 

KAUMATUA/KUIA 

 

TEAM MEETING/MDT 

• Discuss care options 

• Review 

Services provided include: 

• cultural support and guidance to the Tāngata 

Whaiora and their Whānau  

• ongoing advice and information in regard to aspects 

of care such as assessments and treatment options 

or approaches/activities that reconnect people with 

Whānau, hapū and iwi 

• assistance in facilitating further interventions or 

refer to appropriate roopu/agency/services for 

Tāngata Whaiora 

• provision of or access to a Māori environment, 

rongoā Māori, tohunga, Te Reo Māori speakers or 

other cultural needs in accordance with the 

needs/requests of Tāngata Whaiora and Whānau 

• provision of tikanga Māori that relate to the kawa 

and kaupapa of the service. This may include 

pōwhiri, mihimihi, karakia, waiata, hui or 

poroporoaki. 

• advice and support to staff of the mental health and 

addiction service regarding all things to do with 

tikanga Māori.  They will also facilitate training for 

staff in tikanga Māori. 

• ensuring that protocols are developed and 

observed with regard to cultural safety in general 

mental health and addiction services.   

DISHCARGE DISCUSSION: 

• Tāngata Whaiora,/ Whānau  

• Team meeting 

DISHCARGE FROM TKoTRP Adult 

MH&AS: 

• Letter to Tāngata Whaiora 

and GP 

• File closed  

• Verified by Operations Co-

ordinator 

ONGOING SUPPORT: 

• Referral to appropriate 

agency 
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PROVIDER: Tui Ora Ltd / Te Kokiritanga o Te Rau Pani 

SERVICE TYPE (5 ii): Kaupapa Maori Kaumatua Services 

SERIN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction    
ICE TYPE (5 i): Kaupapa Maori Kaumatua Servi 

PATHWAY FOR CULTURAL ADVICE AND SUPPORT TO MENTAL HEALTH NETWORK – Service Description 

EXTERNAL REFERRAL: 

• Self 

• Mental Health Network 

INTERNAL SUPPORT SERVICES: 

• Vocational Support 

• Community Support  

• Day Activity & Living Skills (South only) 

• Consultation, Liaison & Advisory (South only) 

• CAMHS (South only) 

• Intensive Treatment  

• Co-existing Problems 

• Alcohol and Drug (South only) 

OPERATIONS CO-

ORDINATOR: 

• Registration of 

referrals  

• File opened  

NOT ACCEPTED: 

• Letter back to 

referrer/service user 

• File closed  

ALLOCATION OF 

KAUMATUA/KUIA 

TEAM MEETING 

• Discuss support options 

• Review 

Services provided include: 

• cultural support and guidance to the Tāngata 

Whaiora and their Whānau  

• ongoing advice and information in regard to aspects 

of care such as assessments and treatment options 

or approaches/activities that reconnect people with 

Whānau, hapū and iwi 

• assistance in facilitating further interventions or 

refer to appropriate roopu/agency/services for 

Tāngata Whaiora 

• provision of or access to a Māori environment, 

rongoā Māori, tohunga, Te Reo Māori speakers or 

other cultural needs in accordance with the 

needs/requests of Tāngata Whaiora and Whānau 

• provision of tikanga Māori that relate to the kawa 

and kaupapa of the service. This may include 

pōwhiri, mihimihi, karakia, waiata, hui or 

poroporoaki. 

• advice and support to staff of the mental health and 

addiction service regarding all things to do with 

tikanga Māori.  They will also facilitate training for 

staff in tikanga Māori. 

• ensuring that protocols are developed and 

observed with regard to cultural safety in general 

mental health and addiction services.   

DISHCARGE DISCUSSION: 

• Service user 

• Team meeting 

DISHCARGE FROM TKoTRP Adult 

MH&AS: 

• Letter to referrer/service 

user 

• File closed  

• Verified by Operations Co-

ordinator 

ONGOING SUPPORT: 

• Referral to appropriate 

agency 
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PROVIDER: Tui Ora Ltd / Te Kokiritanga o Te Rau Pani 

SERVICE TYPE (6): Kaupapa Maori Vocational Support Service    
IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction    

EXTERNAL REFERRAL: 

• Self/Whanau 

• GP 

• Other agencies 

INTERNAL SUPPORT SERVICES: 

• Community Support  

• Day Activity & Living Skills (South only) 

• Consultation, Liaison & Advisory (South only) 

• CAMHS (South only) 

• Intensive Treatment  

• Co-existing Problems 

• Alcohol and Drug (South only) 

• Kaumatua/Kuia 

OPERATIONS CO-

ORDINATOR: 

• Registration of 

referrals  

• File opened 

TEAM LEADER: 

• Acknowledges 

registration of 

referral  

ASSESSMENT: 

• Team Leader 

NOT ACCEPTED: 

• Letter back to Referrer 

and Tāngata Whaiora 

• File closed  

• Verified by Operations 

Co-ordinator 

ALLOCATION OF 

VOCATIONAL SUPPORT 

WORKER 

TEAM MEETING 

• Discuss care options 

• Review 

Services provided include: 

• employment and education support that is 

community-based and provides Service Users with 

the support, training and assistance necessary for 

them to gain employment. 

• flexible ongoing support to help Service users 

maintain their vocational goals.  Service users will 

be given as much responsibility as they are able to 

take for determining the content of the programme 

and the day-to-day running of the service. 

• flexible and varied programme of activities that are 

determined largely by the individual needs of each 

Service user, and will provide a safe environment 

for the development of educational, employment 

and social skills. 

• an emphasis on supporting the strengths of the 

Service users and their families and whānau and 

significant others 

• working with the Service user to reach desirable 

outcomes for all 

• the provision of culturally derived skills programmes 

for Māori and Pacific peoples 

DISHCARGE DISCUSSION: 

• Tāngata Whaiora,/ Whānau  

• Team meeting 

DISHCARGE FROM TKoTRP Adult 

MH&AS: 

• Letter to Tāngata Whaiora 

and referrer/key worker 

• File closed  

• Verified by Operations Co-

ordinator 

ONGOING SUPPORT: 

• Referral to appropriate 

agency 
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PROVIDER: Tui Ora Ltd / Te Kokiritanga o Te Rau Pani 

SERVICE TYPE (7): Kaupapa Maori Day Activity and Living Skills Service    
IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction    

EXTERNAL REFERRAL: 

• Self/Whanau 

• GP 

• Other agencies 

INTERNAL SUPPORT SERVICES: 

• Community Support  

• Vocational Support) 

• Consultation, Liaison & Advisory (South only) 

• CAMHS (South only) 

• Intensive Treatment  

• Co-existing Problems 

• Alcohol and Drug (South only) 

• Kaumatua/Kuia 

OPERATIONS CO-

ORDINATOR: 

• Registration of 

referrals  

• File opened 

SUPPORT SERVICES CO-

ORDINATOR: 

• Acknowledges 

registration of 

referral  

NOT ACCEPTED: 

• Letter back to Referrer 

and Tāngata Whaiora 

• File closed  

• Verified by Operations 

Co-ordinator 

ALLOCATION TO  

DAY ACTIVITIES AND LIVING 

SKILLS WORKER 

TEAM MEETING 

• Discuss care options 

• Review 

Services provided include: 

• day activity services that are provided in a 

community-based setting 

• may be long term 

• promotes recovery and community involvement by 

including socially inclusive activities in community 

mainstream settings 

• offers service users key roles in determining the 

content of the programmes and the ways in which 

activity services are managed 

• provides a flexible and varied programme of 

activities determined largely by the service user’s 

needs and aligned with their individual goals  

• provides a safe environment for mutual support, 

information exchange and socialisation. 

DISHCARGE DISCUSSION: 

• Tāngata Whaiora,/ Whānau  

• Team meeting 

DISHCARGE FROM TKoTRP Adult 

MH&AS: 

• Letter to Tāngata Whaiora 

and referrer/key worker 

• File closed  

• Verified by Operations Co-

ordinator 

ONGOING SUPPORT: 

• Referral to appropriate 

agency 
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PROVIDER: Tui Ora Ltd / Te Kokiritanga o Te Rau Pani 

SERVICE TYPE (8): Kaupapa Maori Consultation, Liaison & Advisory Service (South only) 

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction    
 

SERVICE TYPE (7): Kaupapa Maori Day Activity and Living Skills Service

EXTERNAL REFERRAL: 

• Self/Whanau 

• GP 

• Other agencies 

INTERNAL SUPPORT SERVICES: 

• Community Support  

• Vocational Support) 

• Day Activities and Living Skills (South only) 

• CAMHS (South only) 

• Intensive Treatment  

• Co-existing Problems 

• Alcohol and Drug (South only) 

• Kaumatua/Kuia 

OPERATIONS CO-

ORDINATOR: 

• Registration of 

referrals  

• File opened 

SUPPORT SERVICES CO-

ORDINATOR: 

• Acknowledges 

registration of 

referral  

NOT ACCEPTED: 

• Letter back to Referrer 

and Tāngata Whaiora 

• File closed  

• Verified by Operations 

Co-ordinator 

TEAM MEETING 

• Discuss care options 

• Review 

Services provided include: 

• provision of specialist Māori consultation and liaison 

services to non-Māori mainstream services to ensure 

the appropriate engagement, assessment and treatment 

of Māori Tāngata Whaiora in such services 

• attendance at service network meetings to ensure 

current knowledge of social services is maintained along 

with wider hui activities and activities which support the 

worker and their service to maintain links with iwi and 

local Māori community groups 

• the availability of ongoing advice and information in 

regard to aspects of care for Tāngata Whaiora  and their 

Whānau, such as assessments, treatment options or 

approaches/activities that reconnect people with 

whānau, hapū and iwi 

• assistance in facilitating further interventions or 

referrals to appropriate roopu/agency/services for 

Tāngata Whaiora 

• provision of or access to Kaumātua, a Māori 

environment, rongoā Māori, tohunga, te reo Māori 

speakers or other cultural needs in accordance with the 

needs/requests of Tāngata Whaiora and Whānau 

• provision of tikanga Māori that relate to the kawa and 

kaupapa of the service. This may include pōwhiri, mihi 

mihi, karakia, waiata, hui or poroporoaki 

• provision of clinical and cultural education to Whānau, 

other Māori health services regarding mental 

illness/wellness and treatment including psycho-

pharmacology, rongoā/traditional medicine, 

wairuatanga/spirituality. 

DISHCARGE DISCUSSION: 

• Tāngata Whaiora,/ Whānau  

• Team meeting 

DISHCARGE FROM TKoTRP Adult 

MH&AS: 

• Letter to Tāngata Whaiora 

and referrer/key worker 

• File closed  

• Verified by Operations Co-

ordinator 

ONGOING SUPPORT: 

• Referral to 

`appropriate agency 
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Workwise - Tony Hanson 

PROVIDER: Workwise – Tony Hansen 

  SERVICE TYPE (1): Employment Agency                                                                              

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction    
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 

Referral activated after 1-

2 successful meetings.  

Referral allocated by 

Team leader & 

Administrator directly to 

Employment Consultants.  

If the referral is not 

activated due to not 

engaging, or requiring other 

assistance, the referrer is 

advised. 

 

EXIT from Referral When employment outcome achieved: 

Employment Support: maintain contact in 

person/phone to monitor and review progress at 

work 

 

Planning and preparation involves: 

 

Employment Consultants meet Client and complete 

privacy and consent form/  establish Job choices/ 

CV status/ Clinical & keyworker support in place or 

needed/ Diagnosis/ Wellness management/ 

Addiction issues if any/ Criminal convictions/ 

Transport options/ Suitable hours and work 

conditions/ Sharing personal information with 

employers/ Interview Skills/ Barriers to 

employment. 

Weekly meetings. 

 

Referrer advised once 

referral received. 

Employment Support 

provided to assist with 

keeping job and managing 

stressors 

As natural support in the 

job develops, a planned 

exit is developed with 

client and key workers. 

 

EXIT 

 

Adult East West & 

South CMH teams 

 

Alcohol & Drug 

Service 

 

CAMHS 

 

Mental health 

NGOs contracted 

to TDHB 

 

Job Search: With updated CV, Client and or 

consultant apply for advertised jobs and actively 

source employment opportunities through 

networks and approaching employers. 

Weekly meetings. 
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PROVIDER: Te Whare Puawai o Te Tangata 

SERVICE TYPE (1): Mental Health Community Support Services 

 

Service 

F 

T 

E 

Shared 

resource? 
IN TO SERVICE THROUGH SERVICE OUT OF SERVICE Barriers Opportunity 

Potential 

development 

Early 

Intervention (EI) 

– early 

intervention, 

first psychosis 

2.0 Joint service 

with TDHB 

Referral from TDHB 

Intake Coord Te Rau 

Pani & CAMHS 

Access service – home visit 

EI Care/Support Plan 

Key Workers (RNs)  

Liaise with TDHB 

MSEs 

Psychoeducation 

Whanau education 

Whanau support 

Intensive clinical support 

Cultural assessment 

Ready for discharge 

Support with Mobile, 

Workwise, Employable, GP 

 

 EI in the time before diagnosis 

– community awareness 

 

Continued EI support of 

primary sector/GPs 

Community 

Assessment 

Treatment 

(CAT) 

1.0  Referral from Crisis 

Team, Te Rau Pani, 

AHBT and GPs 

Access service – home visit 

CAT Care/Support Plan 

Key Worker (RN) 

Liaise with TDHB 

MSEs/Risk Assessments 

Social & clinical support 

Whanau support 

Cultural assessment 

Ready for discharge 

Support with Mobile, 

Workwise, Employable, GP 

 

 Continue to support primary 

sector/GPs with sub crisis work 

Meaningful 

Activity (MA - 

adult) – day 

programme 

2.4  Referral from TPW, 

CMH, Te Rau Pani & 

GPs 

Attend day programme 

Activity Support Plan 

Not Key Workers 

Liaise with TDHB 

Oversight by RN 

Whanau support 

Ready for discharge 

Support with community 

activities, CAPS service 

 

 Extend current home based 

Activity Assessments 

Meaningful 

Activity (MA - 

elderly) – day 

programme 

0.5  Referral from MHSOP Attend day programme 

Activity Support Plan 

Not Key Workers 

Liaise with TDHB MHSOP 

Oversight by RN 

Whanau support 

Ready for discharge 

Support with community 

activities 

Limited days Extend service to offer more 

days per week 

Consumer 

Advocacy, Peer 

Support (CAPS) 

2.0  Referrals from TPW, 

CHM, Te Rau Pani & 

GPs 

Access service – home visits 

Systemic Peer Support 

Individual Advocacy/Peer 

Support Plan 

Not Key Workers 

Liaise with TDHB  

Oversight by RN 

Ready for discharge 

Support with community 

agencies, GP 

 

No Advocacy Peer 

Support in some 

areas of sector 

Peer Support in AOD & CAMHS 

areas 
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Service 

F 

T 

E 

Shared 

resource? 
IN TO SERVICE THROUGH SERVICE OUT OF SERVICE Barriers Opportunity 

Potential 

development 

Whanau support 

Cultural assessment 

Oranga Ngatahi 

– physical 

health 

outcomes (ON) 

1.0 Operational 

joint venture 

with TDHB 

Referrals from TPW, 

CMH, Te Rau Pani, 

AOD & GPs 

Access service – visit gym 

Oranga/Wellness Plan 

Green gym programme 

offered to TPW 

Not Key Worker 

Liaise with TDHB 

Oversight by RN 

Ready for discharge 

Support with community 

activities, CAPS, MA 

 

Unable to provide 

transportation to 

Waitara clients or 

provide service to 

South clients 

Reactivate ON South 

Provide service to Waitara 

clients (transportation) 

Community 

Supported 

Living: 

      

1. Respite 

 

 Referrals from Crisis 

Team 

Respite Plan 

Oversight by RN 

RSWs 

Ready for discharge 

Follow up by Crisis Team  

 

Limited respite 

providers 

Respite for Maternal & CAMHS 

2. Supported 

Boarding 

 

 Self-referral 

Private service 

Supported in independence 

for longer term periods 

Oversight by RN 

RSWs 

Ready for discharge 

Support with community 

agencies, GPs, CAPS, MA  

 

Supports 

continuum without 

funding – limits 

beds available 

Some funding to provide 

further longer term beds to 

free up rehab beds 

3. Level 3/3+ 

 

 Referral from NASC 

teams 

Rehab Care/Support Plan 

Oversight by RN 

RSWs 

MSEs/Risk Assessments 

Rehab skills 

Liaise with TDHB Key Worker 

Whanau support 

Cultural assessment 

Ready for discharge 

Support with Mobile, 

Supported Accommodation, 

Workwise, Employable 

Clients using rehab 

beds  but actually 

require longer term 

support 

Need beds for longer term 

(coexisting medical) 

presentations 

4. Level 4 - IPC 

 

 Referral from NASC 

teams 

Rehab Care/Support Plan 

Oversight by RN 

RSWs 

MSEs/Risk Assessments 

Rehab skills 

Liaise with TDHB Key Worker 

Cultural assessment 

Ready for discharge 

Support with Level 3/3+ 

options 

No kaupapa Maori 

level 4 beds 

Contracted level 4 beds for 

Maori – provided in kaupapa 

Maori 

5. High Complex 

Needs 

 

RS

Ws 

& 

RNs 

Governance 

joint venture 

with TDHB 

Referral from TPW Provide RSWs 

Operational & rehab support 

Whanau support 

Cultural assessment 

Ready for discharge 

Support with Mobile, 

Supported Accommodation, 

Level 3/3+ options, Workwise, 

Employable 

  

 



 
PROVIDER: Tu Tama Wahine o Taranaki 

                                       SERVICE TYPE (1): NASC Services – NASC Team                                                            

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction 

 
 

 
 
 
 
 
 
 
 
 
 
 

 
 
 

 
 
 
 
 

Referral not accepted. 

Letter to referrer and  

Service User 

Referral discussed with 

NASC Team. 

Needs Assessor 

Service Coordinator 

Pou Tikanga  

Tu Tama Wahine o Taranaki  

Clinical Coordinator 

Referral Accepted 

Assessor contacts T/W 

/Whanau. 

Assessment completed with 

identified key support people. 

 
  

Service Coordination.  

Document a Service Coordination Plan. 

Facilitate access to whanau hapu iwi 

community, primary and disability support 

services. 

Explore the full range of options to assist 

Tangata Whaiora/whanau to achieve 

Whanau Ora.  

Report interactions to MDTS, NGO provider 

Hui, whanau and other relevant service 

providers. 

Maintain relationships and liaison with all 

providers that assist and support Tangata 

Whaiora/whanau including but not limited 

too NGO’s Ministry of Health Funding and 

Planning. NASC TDHB  

Evaluation of service provision. (TW/W, 

services providers’ feedback) 

 

Process for Needs Assessment. 

Assessment completed inclusive of Tangata 

Whaiora/Whanau/ Kaumatua/ utilizing Tikanga 

practices that reflects Te Ao Maori imperatives for 

the continuum of wellbeing  

Goals and needs identified documented. 

Clinical considerations identified and discussed 

during process of clinical Hui including relevant 

information form Clinical Management Plans and 

MDT discussions and documented. 

Actions and services necessary to address unmet 

needs, achieve agreed goals identified with TW/ 

whanau are documented. 

Presentation of findings presented to MDT, key 

worker, TW/W  

Whanau /Hauora plan is developed. 

Referral to Service Coordination actioned for 

implementation of identified services. 

Needs Assessments will be repeated and updated 

at defined periods. 

Referral to Service Coordination 

Service Reviews. 

Review support Needs as per guidelines, all 

new services accessed will be reviewed in 

3mnths. The following schedule will apply 

after initial interview 

Community Service 6 months 

Residential 6 months 

Carer Support 12 months. 
 

Te Rau Pani. 

Maori Service Tui 

Ora Affiliated 

Providers 

Whanau 

Self 

Mental Health 

Service TDHB 

Government 

Agencies 

Cross Boundary 

Referrals 

Discharge Key Worker TW/W informed of discharge 

when services no longer required. 
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PROVIDER: Te Ihi Rangi Trust / Frances Kahui 

                                                SERVICE TYPE (1): Residential                                                                         
 

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Hui with W’anau  

Key Worker NASC 

Team, 

Residents 

Needs Assessment 

Management plan 

  

Quiz to test competencies 

3 monthly Marama 

korero (goals and 

outcome) 

Care of tangata wai ora includes but is not limited 

to. 

 

• Meaningful activities e.g. kapa haka, Te Reo, 

Marama Korero (goal plans and Outcome) 

  

• Life skills preparation. e.g. Budgeting, Cooking 

 

• Gardening preparation 

 

• Moving forward preparation. e.g. TW goals for 

moving forward 

  

• Clinical nurse support 

 

• Vocation programmes e.g.  Fire drill 

 

• Referral processes e.g. GP 

 

• Transport to essential services e.g. Psych 

appointments 

 
  

Trained Support workers 

assigned to tangata w’aiora 

Hui W’anau CMHN, NASC 

Tangata wai ora and 

w’anau evaluation forms 

External Referral 

 

NASC Teams  

 

Tu Tama Wahine 

 

Service 

Coordinator TDHB 
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PROVIDER: Te Ihi Rangi Trust / Frances Kahui 

SERVICE TYPE (2): Crisis Respite 

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Verbal handover 

from Referrer 

Management Plan 

Crisis Form 

Not disclosing all 

information 

Daily follow up from 

referrer 

Monitoring by Staff 

Document daily notes 

Check in of medication 

 

Search of belongings in front of referrer 

 

Medication Administration 

 

Meals 

 

One on one when requested 

 

Transport to appointments and home (staff 

availability) 

 

Information (e.g. Winz, Housing NZ) 

 

Observation 

 

Daily Notes 

 

Receiving daily calls from referrer 

 

Trained Support workers 24 hour 

service 

Copy discharge 

medication appt etc 

Tangata wai ora, 

stakeholder evaluation 

 

Crisis Team TDHB 

 

(CMHN) 

 

(Te Puna W’aiora) 

14 



    
    

PROVIDER: Te Ihi Rangi Trust / Frances Kahui 

SERVICE TYPE (3): Carer Respite 

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction    
 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Criteria for admitting 

Carer 

Management Plan 

Not disclosing all 

information 

Self review 

CMHN (keyworker) 

Administering medication 

 

Daily notes 

 

Meals 

 

Staff to ensure Tangata Wai ora getting rest. 

 

Trained Support workers 

Discharge medication 

Tangata Wai ora 

evaluation form 

Self referral 

CMHN 

 

MOH Carer respite 

form 
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PROVIDER: Progress to Health 

                 SERVICE TYPE (1):                                                                                            
 

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction 
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PROVIDER: Progress to Health 

 SERVICE TYPE (2):                                                                                             
 

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction 
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PROVIDER: Pathways Health 

      SERVICE TYPE (1): Residential and Community                                                                             

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction 
 

 
 

 
  
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 

Discussion of Referrals 

held at Service 

Coordination meeting 

between NASC & 

Pathways 

NASC Services / Tu 

Tama Wahine 

Service User requires 

ongoing support: Referral 

made to appropriate 

service.  Services provided include: 

• Mobile community support. 

• Enhanced mobile support. 

• Residential support. 

• AOD Mobile support workers. 

• Mental Health for older persons mobile 

support workers. 

 

Support Workers assist with: 

• Planning for your future by deciding what you 

want and setting goals. 

• Working towards achieving your goals. 

• Getting involved in the community. 

• Getting a job or furthering your education. 

• Managing your home and daily living. 

• Getting healthier. 

• Budgeting. 

• Coaching to help build confidence. 

 
 

Key Worker Allocated / Initial 

Goal Plan completed 

No longer requires 

Pathways Services:  

Discussion held with CMH 

Key Worker and NASC 

services  

Discharged from 

Pathways: 

Letter sent to Service 

User and Supporting 

services. 

Referrals: 

 

GP 

Te Rau Pani 

CMHT / AOD / 

Older Persons 

Te Puna Waiora 

 

Not Accepted: 

Letter sent to 

Referrer  

Accepted: 

Assessment Completed 
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PROVIDER: Mt View Residential Trust 

SERVICE TYPE (1): Residential Level 3 
 

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction 

 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Client/manager to sign off 

Exit policy. 

Needs assessment for 

referral? Cultural 

needs/mainstream/plus 

risk assessment by 

coordination team. 

CMH Service coordination 

Te Rau Pani 

Assessment completed on 

site visit before 

placement. 

 Ready for discharge. 

Entry-Exit policy to be 

actioned by staff and 

client. 

Keyworker informed GP, 

& other essential services. 

Services provided include: 

 

• Quality care 

• A safe and secure  environment 

• Daily support 

• Privacy 

• Social outings / birthday dinners 

• Life skills 

• Family/whanau involvement in client care. 

• Community support services information. 

• Mental Health and addiction information. 

• Regular monitoring of care plans  

• Shopping skills 

• Kai-moana-fishing / skills 

• Craft skills 

• Allocated Key worker 

   

Keyworker & referral & family/whanau 

& manager 

Discuss any issues prior to entry 

Family/whanau all 

informed of client exit. 

GP. 

Te Rau Pani 

CMH coordination 

TPW 

Social worker 
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 PROVIDER: Mt View Residential Trust 

      SERVICE TYPE (2): Crisis Respite                                                                                        
 

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Family/whanau welcome to 

accompany client & keyworker 

Needs assessment 

for referral/cultural 

needs/ plus risk 

assessment to 

accompany client to 

the Trust with 

keyworker. 

All referrals to be 

approved by Crisis Team 

for entry. 

Ready for discharge 

Staff will discuss wellness 

of client with keyworker 

and or Crisis Team to 

ascertain if extension of 

time is required. If not 

client to be transported 

home unless other 

arrangements are made. 

Important information. 

 

Any client wishing to use Crisis Respite must have a 

home to go to after using the services or they will 

be refused Crises Respite. 

 

Maximum stay for Crisis—two days. 

Extension of days can be sought and approved by 

the Crisis Team. 

Family / whanau welcome for support during Crisis 

stay if desired by client. 

 

Service provided include 

 

Absolute privacy if required. 

24 hour support. 

Medication administration daily. 

Monitoring wellness. 

Safe environment. 

Healthy food. 

Transport home after stay. 

 
 

Crisis Team to monitor client 

daily. 

Whanau / family/ friends 

welcome to visit/ support client 

Staff to sign off CR4 Crisis 

form with Tax invoice & 

GST number---Send to 

Crisis Team Leader. 

Crisis Team 

GP 

Psychiatrist 

CMHT 

TPW 

Social Worker 

Te Rau Pani 
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PROVIDER: Mt View Residential Trust 

SERVICE TYPE (3): Carer Support 

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction    

    
 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

All referrals must have a 

Carer Support claim form 

when they arrive at the 

Trust, and it must be 

signed by the Full Time 

Caregiver but not dated. 

  

Referral agency-to access 

Carer Support claim form 

from MOH for referral 

Client to exit the service 

after all the nominated 

days have been used. 

 

Staff to sign off Carer 

Support Claim form for 

period of days used 

accompanied by Tax 

Invoice and GST Number 

and post to MOH 

Dunedin. 

Service provided includes: 

 

Privacy. 

Rest in comfortable environment. 

Med admin daily if requested. 

Safe and friendly environment. 

Healthy Food. 

Support. 

Referral to spend a designated 

number   of days at the Trust on 

Carer Respite. CMHT 

Social worker 

Te Rau Pani 

Self 

NASC 

Key worker 
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PROVIDER: Taranaki Primary Connections (TPC) 

                     SERVICE TYPE (1): Primary Care Counselling Service for Enrolled Patients aged 18 years and over                           

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction 
 

 
 

Client visits GP & is diagnosed with mild to 

moderate mental health problem or disorder 

Client meets age & high need criteria for counselling voucher & is not 

eligible for Work & Income support (Sickness & invalid beneficiary) 

Client needs additional support to access 

counselling service 

Client & GP decide which provider client will be 

referred to from provider list 

GP completes referral letter template provided and fax or 

posts to counselling provider & TPC MedTech:  MH PJT 

Mental Health PJT outbox document VIP: Mental Health 

Project Referral letter 

Provider accepts referral & contacts client 

directly for appointment 

Provider sees client for sessions 

On discharge, letter sent from Provider to GP & TPC on outcome 

of assessment, progress reports & discharge summary 

Work and income 

GP refers client to counselling provider & 

client pays 

Client visits GP & is diagnosed with mild to 

moderate mental health problem or disorder 

Client visits GP & is diagnosed with mild to 

moderate mental health problem or disorder 

Client visits GP & is diagnosed with mild to 

moderate mental health problem or disorder 

Client visits GP & is diagnosed with mild to 

moderate mental health problem or disorder 

Client visits GP & is diagnosed with mild to 

moderate mental health problem or disorder 

No 

Yes 

No 

No 

Yes 

Yes 
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PROVIDER: MSD/Midlands Regional Health / TalkingPoint 

                                          SERVICE TYPE (1): Mild to Moderate Mental Health Service for patients on the Sickness Benefits     
 

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction 
 

 
 
 
 
 
 
 
 

Referral to Midlands 

Health Network MHN gain 

confirmation from MSD 

that patient is on sickness 

benefit 

Discharge letter to GPs 

and Midlands Health 

Network 
• Assessment (report sent to referral source) 

• Counselling focused treatment sessions 

• Group sessions or 

• individual 

Midlands Health Network 

feedback to MSD 

From GPs or 

Work and Income 

case managers 
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PROVIDER: Linkage Trust   

                                                                                            SERVICE TYPE (1): GP PMHI Coordination       

GP Primary Mental Health Integration Process Chart – Linkage Trust

Referral to GP Mental Health Coordinator Care & Treatment – 12 month Programme

G
e
n
e
ra
l 

P
ra
c
ti
c
ti
o
n
e
r

 G
P
 M

H
 I
n
te
g
ra
ti
o
n

S
e
c
o
n
d
a
ry
 M

H
S

Specialist MHS refer 
person to GP Primary 

Mental Health 
Integration 
Programme

Programme 
Coordinator contacts 

referred person

If person has no GP 
MHS asked to arrange 

enrollment

Following consent 

Programme 
Coordinator contacts 

persons GP

Provides GP pack
- Information, 
Administration 
Guidelines, 

Care plan information

Specialist MHS 
notified of accepatace 

of referral to 
programme

Referral accepted if 
meets criteria, 

consents, and GP 
agrees (usually within 

2 weeks)

Person is discharged 

from Specialist MHS

Care Plan established 
with person and 
shared with GP

GP review of Care 
Plan

Ongoing mental 

health care and 
treatment 
coordination

Administration 
support to GP – GP 
costs are paid via 

Programme 
Coordinator

Cordinator support for 

all wellness related 
issues i.e. life skills & 
self responsibilty

Includes additional 
payment & depot 

payment
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PROVIDER: Healthcare NZ   

                                                                                  SERVICE TYPE (1): Mobile, Community MH Support        
 

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction 
MENTAL HEALTH AND ADDICTIONS SERVICE CLIENT PATHWAY FLOWCHART 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Acknowledgement of 

acceptance or waitlist 

operating to: 

• Client 

• Key worker 

Client referred for 

service by referring 

agent 

Administration 

enters 

demographic data 

immediately 

MHAS CSL  

(within two working days) 

 

• Liaise with referrer 

• Arrange first visit date 

• Allocation or waitlist 

Mental Health Administrator: 

• File made up 

• Client details entered onto database 

 

Mental Health CSL 

• Completes first visit and documentation 

• Community Support Worker allocated 

 

Service Commences 

All relevant documentation completed  

Future Goals etc updated 

 
 

• 4 week review 

• 6 month review 

• Annual review 

 

Adjust recovery 

documentation to include 

new goals or discharge plans 

and procedures 

Client Discharged 

 

• Database file closed 

• Client file closed 

• Discharge letter sent 

YES 

Further information needed 

Discuss client of concern with key 

worker and Service Manager or 

General Manager MHAS 

re-negotiate or decline 

Letter sent 

declining and 

reasons why 

If re-negotiated 

Referral 

Accepted 
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PROVIDER: Healthcare NZ   

                                                                              SERVICE TYPE ():        
 

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction    
 

 
 

  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Risk-Key worker 

assessment and CMP 

plan access 

 
 

CSL 1
st

 visit assessment -

incl risk    

Annual Surveys 

-client, family, stakeholders, 

staff. 

4week review  

6month review 

Annual review 

OR 

Review if circumstances change   

Goals set  

Goals achieved or reset  

Recovery Facilitator commences 

support. 

Monthly Hui with Service 

Coordinators  

Regular reporting PRIMHD, 

PMR and meeting P&F 

Now all from Service 

Co-ordinator, either 

CMHS or Maori NASC  

(Tu Tama Wahine). 

Referrals originate from 

CMHS, Maternal, 

MHSOP, AOD, and Te 

Rau Pani  
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PROVIDER: Healthcare NZ   

                                                                              SERVICE TYPE (2): Same process as for Type (1)       
 

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction 

 

 
 
 
 
 
 
 
 
 
 
 

Greater risk and clinical 

input required for client. 

Managed through CMHS 

Key worker or HCNZ 

clinical support.  

Evaluate through 

decrease in admissions 

and re-offending. 

More regular reviews with Treatment team –

including client, referral NASC, CMHS Key worker 

and support workers  

 

Greater flexibility required with funding for 

mentoring and client needs. 

 

 Or referral to specialized support outside DHB if 

required .eg Psychological support to investigate 

underlying causal factors for violence or addiction 

for eg. 
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PROVIDER: Healthcare NZ PROVIDER: Mahia Mai / River Paton   

                                     SERVICE TYPE (1): All Services                                                                          
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PROVIDER: TDHB Provider Arm   

                                                                                                        SERVICE TYPE (1): MHSOP                                                                                                 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

No 

Non-written non-
urgent referral from 

any source 

Urgent telephone 
referral of 

client over 65 ? 

Is client currently under a Community 
team other than MHSOP ? 

 

Refer caller to Crisis Team. 

Yes 
Caller should be redirected to 

speak with current Key Worker. 

Has client been under a sector 
Community Team within last 2 years ? 

Yes 

Caller should be 
redirected to speak with 
previous Key Worker or 

team member. 

No 

Is the client previously known 
to MHSOP ? 

Unknown 

Known 

Referral is discussed at daily morning 
team meeting, and rejected or triaged 

and allocated. 

Following Crisis Team resolution of 
Crisis, case is referred to MHSOP 

Referrer discusses with MHSOP Liaison 
Nurse, who intervenes according to 

urgency, or … 

Written non-urgent 
referral from any 

source 

Allocated staff member ~ 
1. Assesses 
2. Presents to Thursday MDT. 
3. Joint formulation of an agreed Care Plan 

Ongoing intervention as per Care Plan 

Regular ongoing Review 

Discharge 

Notify  
• Referrer,  
• GP,  
• other agencies. 
• ? other 

If necessary, MHSOP 
Liaison Nurse to gather 

background info 
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PROVIDER: TDHB 

                                                                                                 SERVICE TYPE (1): NASC Adult MH        

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction 

 
 
 Community client 

 
   
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 

Service coordination 

Needs Assessment 

Refer to clinical file 

Set up appt with client, 

KW, Family support staff. 

Do assessment, refer to 

CMP, RA, Psych 

assessments, send out 

draft for review, alter as 

required 

 

Transfers out of area. 

Obtain relevant data from 

KW ascertain new address 

and transfer data to 

appropriate agency in 

new location 

Requires ongoing 

support- reassess 

supports required. Refer 

as necessary 

Stay in supp 

accommodation 

Transition to 

independence liaise with 

staff,  attend discharge 

mtgs, refer to appropriate 

agency for community 

support 

SNA- Full and review correct forms in line with MOH 

family/whanau support as wish. Refer OT for Functional Ass 

to accompany SNA. 

Efficient, consistent, correct tool 

Culturally sensitive 

Agreed recommendations 

Carer Support- assess previous Cs (if any) allocate as 

appropriate, fill in forms with KW, send forms to MOH fro 

approval. Send letters-1 to file ,1 to client , 1 for my records. 

Liaison between DHB & NGO providers for respite, mobile 

support and residential care, range from 2 weekly, to 

monthly. 

Maintain Register all MH clients requiring/likely to require 

access to Supp Accom or comm. supports 

Maintain register Supported Accommodation and 

vacancies. 

Maintain register comm. Supports for MH clients 

Attend MDT’s to discuss clients  as required. 

 

Maintain procedures for ensuring quality, consistency, 

transparency for all assessment processes. 

Used MOH approved tools. 

Work with MOH to develop necessary tools as required. 

Mthly reports to Team Leader. 

 

Up to date records. 

Packages of Care- Clients that do not fit current services eg 

client with diagnosis of Bi Polar and Huntington’s who is 

under 65 , fits criteria for DSS. 

Liaise with involved staff, get details of care required, costs 

involved, put proposal together and send to Funding and 

Planning for acceptance/decline 

 

IN PT request SNA from SW an OT 

Ready Discharge 

Referral GP 

Referral GP Integration- 

send referral, ensure 

supporting documents 

attached. Liaise with GPI 

as required. Put CS days 

in prior to discharge to aid 

process. 

Letter sent to GP (KW), 

and client 

External – 

• NGO’s-

Pathways 

• HCNZ 

• T I R 

• T W P  

 

Internal 

TPW 

MDT North, 

MHSOP, South, 

CAMHS. 

RN 

OT 

SW    

Psychiatrist 

Psychologist  

 

Clinical Director 

Community 

Manager 
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PROVIDER: TDHB / South Team – Team Leader 

                                                                                           SERVICE TYPE (1): Community MH - Adult                            
 

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

MDT discussion 

South Team 

Not accepted:  

letter back to 

referrer, 

suggesting other 

agencies 

Discharged with support: 

• GP Integration 

• Support Agencies 

introduced prior if 

possible 

Services provided include: 

• Psychiatric assessment & interventions 

• Individual Key Worker for Service User & family / 

whanau including but not limited to: education, 

MH monitoring, counselling, therapy, support, 

crisis care, referral to other support 

agencies(Workwise, Pathways, Home Care etc), 

transport to Psych appointments if required, 

relapse prevention planning, treatment planning, 

discharge planning 

• MDT regular reviews of treatment plan 

effectiveness / progress / re-planning 

• Psychological assessment and intervention 

• Co key working 

• Group work 

 

Regular Key Worker contact, 

person & phone 

• Service User & 

family/whanau 

discussion 

• MDT discussion 

Discharged from MHS:   

• Letter to GP & Service 

User 

• Support Agencies 

involved informed 

Internal: 

 

• Crisis Team 

• TPW 

• Maternal MH 

• CAMHS 

• AoD 

• AHBT 

• North EI 

• North CMH 

• Consult   

Liaison 

• Te Rau Pani 

• Other DHB’s 

Allocate Key 

Worker 
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PROVIDER: TDHB / South Team – Team Leader 

                                                                                           SERVICE TYPE (2): Community MH Adult                             

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Discharged with support: 

• GP Integration 

• Support Agencies 

introduced prior if 

possible 

 

Services provided include: 

• Psychiatric assessment & interventions 

• Individual Key Worker for Service User & family / 

whanau including but not limited to: education, 

MH monitoring, counselling, therapy, support, 

crisis care, referral to other support agencies 

(Workwise, Pathways, Home Care etc), transport 

to Psych appointments if required, relapse 

prevention planning, treatment planning, 

discharge planning 

• MDT regular reviews of treatment plan 

effectiveness / progress / re-planning 

• Psychological assessment and intervention 

• Co key working 

• Group work 

 

Regular Key Worker contact, 

person & phone 

• Service User & 

family/whanau 

discussion 

• MDT discussion 

 

Discharged from MHS:   

• Letter to GP & Service 

User 

• Support Agencies 

involved informed 

 

MDT Discussion 

South Team  

Initial 

Assessment 

Internal: 

 

Other DHB Dept: 

 

 

• Hawera ED 

• Hawera Inpt 

 

MDT 

discussion 

Dr to Dr 

Not accepted:  

letter back to 

referrer 

suggesting 

other agencies 

Allocate Key 

Worker  

Phone Consult to 

Specialist 
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PROVIDER: TDHB / South Team – Team Leader 

                                                                                           SERVICE TYPE (3): Community MH Adult                             

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction    

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

MDT discussion 

South Team 

Initial 

Assessment 

Discharged with support: 

• GP Integration 

• Support Agencies 

introduced prior if 

possible 

 

Services provided include: 

• Phone support – if declined 

• Psychiatric assessment & interventions 

• Individual Key Worker for Service User & family / 

whanau including but not limited to: education, 

MH monitoring, counselling, therapy, support, 

crisis care, referral to other support agencies 

(Workwise, Pathways, Home Care etc), transport 

to Psych appointments if required, relapse 

prevention planning, treatment planning, 

discharge planning 

• MDT regular reviews of treatment plan 

effectiveness / progress / re-planning 

• Psychological assessment and intervention 

• Co key working 

• Group work 

 

Regular Key Worker contact, 

person & phone 

• Service User & 

family/whanau 

discussion 

• MDT discussion 

Discharged from MHS:   

• Letter to GP & Service 

User 

• Support Agencies 

involved informed 

 

External: 

 

• GP’s 

Dr to Dr 

Consult 

Not accepted:  

Letter to GP, 

suggesting 

other agencies 

MDT 

discussion 

Allocate Key 

Worker 
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PROVIDER: Taranaki Base Hospital  

                                                                                    SERVICE TYPE (1): Te Puni Waiora Inpatient Unit                             

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Depending on assessment 

through discharge 

planning further care in 

service or discharge to 

primary health 

Admission to 

inpatient unit for 

assessment and 

treatment, allocated 

to sector team 

All admissions are 

accepted by relevant 

psychiatrist 
Requires on going mental 

health input referred onto 

appropriate Community 

MH team ; AHBT, A&D, 

STEP Asses both mental and physical health 

Care co ordination through MDT discussion and 

planning. 

Provision of  education for both service user and 

family about assessment process and ongoing 

treatment planning. 

Work is done based on both medical and bio social 

models of care. 

Linkages with service providers both primary and 

secondary services. 

Work in partnership with many of these other 

services while assessment and treatment is being 

progressed. 

Focus on risk management with the least restrictive 

environment however able to utilise MH act under 

extreme circumstances. 

Work with a recovery philosophy working in 

partnership with families and service users when 

ever possible. 

Nursing lead initiatives and best practice models 

are used in all care co ordination 

Commencement of RISK, management plans and 

relapse plans, initiate referrals to other internal and 

external agencies 

Smoking cessation Drug and alcohol screening, 

metabolic monitoring commenced 

Further care will include MDT 

discussion with relevant sector 

team, with allocation of 

keyworker if appropriate 

Ready for discharge: 

Discussion with service 

users, family and MDT 

Discharge from MH 

following discussion with 

referrer letter to GP 

Referrals into TPW  

External: 

Crisis Teams / 

Police 

Psychiatry 

Liason/ED 

Intake co ordinator 

Other DHBs and 

Forensic Services 

Internal referrals: 

Te Rau Pani 

MHSOP 

CAMHS 

Community Mental 

Health services. 

A&D 

AHBT 
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PROVIDER: TDHB  

                                                                                                         SERVICE TYPE (1): Crisis Team                                        
 

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction    
    
    
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

All incoming calls are 

triaged according to 

current risk issues.  

Directly to Crisis Team  

If no imminent risk, may 

be referred to GP for 

support.  

Immediate Risk is managed 

appropriately. Psychiatrist 

review if appropriate. Options 

of admission (vol or formal), 

respite, AHBT, GP f/up, or no 

further role for CT, referral on 

to CMH, short term CT f/up.   

Services provided –  
• Assessment of Risk to self or others. 

• Assessment for serious mental disorders. 

• Short term support and follow up.  

• Referral into MHS. 

• Referral with recommendations and advice 

to  GP’s. 

• Referral on to other agencies.  

• Liaison with Police when support required. 

• MHA & DAO functions. 

• Crisis resolution 

• Provide advice to general public on MH 

issues.  

• Sole Crisis Team for entire Taranaki 

province.  

• Facilitate Crisis respite placements. 

• TPW support 

• Out of hours Emergency Dept MH 

assessments (CT) 

• Triaging of all incoming calls for MH support.  

• Provides support, advice, education to 

Client seen in appropriate 

environment – home, ED, Police, 

etc.  Comprehensive MSE and 

Risk completed.  

All documentation 

forwarded on to GP.  

Consumer Adviser facilitates 

Consumer satisfaction surveys 

x 2 per year.  

Incoming referrals 

taken from self, 

family, GP’s, 

Police, public, 

other agencies, 

Emergency Dept, 

Community MHS, 

NGO’s.  

 

MH Liaison also 

covers general 

hospital incl  

ED,wards and ICU / 

Hospice 
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PROVIDER: TDHB / TWPOTT Joint  

                                                                                       SERVICE TYPE (1): Community Supported Living                           

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Discussion for 

referral from MDT. 

Referral  or from  RC 

Rehab completed 

Discharge back to 

community to 

independent living with 

CMHT and key worker 

follow up and support 

Services provided include: 

• Psychiatric assessment & intervention 

• MH  monitoring and support.  

• Regular reviews of Service User 

management plans at MDT.  

• Extensive rehabilitation plan tailored to the 

needs of the service user and Whanau 

• Treatment planning and options including 

Kaupapa cultural assessment and support. 

• Kaumatua/Kuia intervention if requested 

• Consult/liaison (co-key working if required) 

on discharge with existing Community 

Mental Health & Addiction Service  

• Assistance with finding placement for 

independent living or referral to supported 

living accommodation 

• Referral to Pathways/HCNZ for  community 

support 

• Support with WINZ benefits 

• Consult/liaison with other healthcare 

providers internally and externally  

• Mental Health & Addiction information. 

• Community support services information  
  
 

Allocation of key worker 

Discharged to Supported 

accommodation 

With  CMHT follow up 

and key worker follow 

Referrals from 

TPW. High and 

complex needs 

clients with axis I 

diagnosis with 

identified rehab 

needs due to 

extended 

admission to TPW 
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PROVIDER: TDHB  

                                                                                       SERVICE TYPE (1): Acute Home Based Treatment                            

IN IN IN IN                             THROUGHTHROUGHTHROUGHTHROUGH                            OUTOUTOUTOUT    
Referrals Referrals Referrals Referrals         AssessmentAssessmentAssessmentAssessment        RiskRiskRiskRisk            TreatmentTreatmentTreatmentTreatment    ReviewReviewReviewReview        DischargeDischargeDischargeDischarge    Evaluation/Evaluation/Evaluation/Evaluation/SatisfactionSatisfactionSatisfactionSatisfaction    
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

If referral not 

accepted, feedback 

given to referrer.  

Go directly to AHBT RN.  

AHBT does not cover 

CAMHS or AOD clients 

Discussion with treating 

Psychiatrist re referring to 

CMH team or back to GP 

care.  

Treatment/service options include: 

 

• Early discharge from TPW 

• Alternative to admission to TPW 

• Education about Mental Illness, medication,  

• Teaching self soothing/ coping skills. 

• CBT input 

• Support with interface with various community 

agencies.  

• Monitoring of mental state. 

• Ongoing Risk assessment 

• Monitoring medication compliance 

• Daily medication supervision. 

• Liaison with Adult/MHSOP community MH 

teams.  

• Liaison with GP’s 

• Short term Psychology input 

• Short term Social Worker support 

• Short term Occupational Therapy input.  

• Highly mobile intensive service   

• Support with Social systems crisis 

• Whanau support 

• Treatment in least restrictive environment 

• Integration back into community 

 

Intensive goal oriented 

treatment occurs over 2 week 

time frame.  

Review by Psychiatrist 

once while with AHBT 

Evaluation forms sent to 

every client on discharge.  

Referrals received 

via TPW, Crisis 

team, Consult 

Liaison nurse, 

Night triage 

CMH Teams incl of 

TRP, MHSOP and 

adult mainstream. 
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 PROVIDER: Taranaki A & D Services  

                                                                                    SERVICE TYPE (1): Alcohol and Drug Service                            
 

 

 
Entry/Initial Assessment 

Risk plan  

yes 

low 

Client or family or 

whanau referrals: 

• Self 

• GP 

• Others 

• Re-entry 

 
Initial treatment plan and allocation 

Risk? 

This service appropriate? 

Medical Assessment 

 

Groups (psycho-ed.) 

Dual Diagnosis 

Assessment 

AOD Assessment  

Counselling 

Medical Treatment 

Discharge/ref on 

 

Exit  

 

Refer as 

appropriate 

 

no 
yes 

Consents to planned tx?? 

yes 

Groups (therapy) 

Tx 

Plan  

 

or  

 

R 

e 

v 

i 

e 

w 

 

STEP Assessment 

Unscheduled support (includes interim support) 

Regular review  

med/

high 

Ongoing AOD & risk assess, review and discharge planning 

More  A&D    

Counselling  Service? no 

no 

Dual Diagnosis 

Detox 

38 


