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This paper describes the introduction of Primary Health Organisation (PHO)
developed Primary Mental Health Initiatives throughout New Zealand. These
initiatives, funded by the Ministry of Health, represent a significant oppor-
tunity to improve both access to mental health care, and mental health out-
comes. The PHOs have developed a diverse range of locally appropriate

services and models of care. The initiatives have led to new roles and ways
of working for primary care practitioners, and promoted a multi-discipli-
nary approach to managing mental health problems in the primary sector.

Introduction

The increasing recognition of men-
tal disorders as a major public health
problem'?? has emphasised the need
to focus on quality and performance
in mental health care.

Mental health resources and pub-
lic funding in most countries have,
until recently, concentrated on ad-
dressing the needs of those people
with severe and enduring mental dis-
orders. In New Zealand, discussion
about improving mental health serv-
ice performance has been largely fo-
cused on the ‘3%, i.e. those with psy-
chotic or mood disorders including
bipolar disorder and severe depres-
sion. Care of these people is predomi-
nantly provided by secondary care
services. Recent recognition of pat-
terns in the prevalence and distribu-
tion of mental health problems, and
the burdens of disorder and disabil-
ity within the community have gen-
erated discussion and debate about
how quality mental health care can
be delivered in primary care settings
including the ‘179%’, being those con-

sidered to have mild to moderate
mental health disorders.

Historically, the engagement of
the primary care sector in helping
service users address their mental
health problems has been hampered
by a lack of funding for comprehen-
sive primary mental health provision,
limited availability of, and access to,
evidence-based psychological and
other therapies, and the limited ca-
pacity of the wider health care sys-
tem to implement and sustain new
initiatives in primary mental health.
In addition, in many health systems
it is challenging to ensure that the
extra time required to address psy-
chological issues in primary care set-
tings, is available. One outcome of
this is that care has commonly been
limited to provision of medication for
DSM 1V diagnoses.

In New Zealand this has been com-
pounded by the financial barriers of
the fee for service system, limiting
provision of care to the general prac-
titioner. The consequence of all these
factors is that in many instances ei-
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ther mental health problems are not
presented, elicited or addressed, or
the practitioner effectively subsidises
the cost of care.

Despite these barriers, up to three
quarters of all mental health care in
New Zealand is delivered from a pri-
mary care context.* Recent surveys
including Te Rau Hinengaro: The
New Zealand Mental Health Survey®
and the MaGPIe study® confirm the
high prevalence of common disor-
ders in the community. Up to 46.6%
of the population are

there were expectations from the Min-
istry of Health to develop and imple-
ment mental health plans, however

neither the overall role of the PHO

nor the source of funding was explicit
for mental health care provision.

A number of PHOs developed
and incorporated mental health work
streams. Types of programme included
access to PHO funded counselling for
low-income groups, the introduction
of a GP liaison role between primary
care and secondary mental health serv-

ices, outreach clinics

predicted to meet cri-
teria for a disorder at
some time in their
lives,” and 36% of
those attending gen-
eral practice have one
or more of the three

Up to three quarters
of all mental health
care in New Zealand
is delivered froma

primary care context

involving practice-

based consultations

with visiting psychia-
trists and package-of-
care funding assessed
for and administered

by GPs.

most commonly pre-
senting disorders: anxiety, depression
or substance use disorder.°®
While standard measures of qual-
ity, performance and good profes-
sional practice also apply to mental
health care, there are no particular
New Zealand standards for mental
health care provision in the primary
care sector. Until now, the lack of
dedicated population-based funding
for comprehensive care in this field
and the lack of multidisciplinary in-
volvement has inhibited the devel-
opment of a standard. In the absence
of a New Zealand standard, the fol-
lowing parameters seem particularly
important:
e Detection and recognition of
‘cases’ for treatment
e Access to care: barriers and
facilitators
Liaison and integration of care
Use of ‘specialist services’
Responsiveness to the different
needs of individuals and popula-
tion groups.
In New Zealand the first innovations
in primary mental health care were
either individual project initiatives
from Independent Practitioners Asso-
ciations (IPAs) to improve access to
psychological services, or integrated
liaison schemes from Health Care
Aotearoa. With the advent of PHOs

With this in mind,
and in an effort to support the im-
plementation of The Primary Health
Care Strategy’ the Ministry of Health
developed a Request for Proposals
(RFP) for Mental Health Initiatives
and Innovations, which was sent to
PHOs in April 2004 for the purposes
of developing a package of initiatives
to support PHOs with developing
primary mental health care.

The RFP was scheduled to coin-
cide with the release of a Ministry
of Health Service Development
Toolkit for Mental Health in Primary
Care.? The toolkit aimed to provide
relevant evidence and information
to assist with PHOs’ capacity and ca-
pability to deliver primary mental
health services.

PHOs were given three months
to respond to the RFP, potentially
enabling linkages with other agen-
cies in developing proposals. The in-
tention of the Ministry of Health was
to provide funding, in addition to
‘Blueprint’'® funding for specialist
mental health services for severe
mental illness, and for PHOs to en-
gage with District Health Boards
(DHBs) to ensure proposals were
consistent with the DHB'’s health ob-
jectives for their region.

The initiatives and innovations
were intended to be demonstration
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projects from which a range of best
practice and evidence-based initia-
tives could be disseminated through-
out the primary care sector.
Aims
The aims of the Ministry of Health
funding for the Initiatives were to re-
duce the prevalence and impact of
mental health problems on enrolled
populations, develop the skill mix of
primary health care practitioners and
build effective linkages with other
providers of mental health care."
There was an expectation that PHOs
would include the following princi-
ples in their proposals but beyond
this, PHOs were able to develop their
own initiatives.
Mental Health Initiatives were to:
e Support a population approach -
services could involve mental
health education, prevention, pro-
motion; early intervention strat-
egies, screening and assessment
services for enrolled populations
e Address the mental health in-
equalities for high needs groups
e Ensure that mental health is effec-
tively integrated within the pri-
mary health care services deliv-
ered by a PHO, and integrated with
other mental health providers
e Develop and provide culturally
responsive services for Maori and
for Pacific Peoples
e Promote a multi-disciplinary ap-
proach to managing mental ill-
ness in the primary sector. This
approach could mean more
clearly defined roles for groups
such as nurses, pharmacists, com-
munity mental health workers,
psychologists, and the opportu-
nity for participation in tradi-
tional healing (for example
rongoa).
In a separate process during March/
April 2005, the Ministry requested pro-
posals for the evaluation of these pri-
mary mental health initiatives.” A re-
search group from the Department of
Primary Health Care and General Prac-
tice from the Wellington School of
Medicine and Health Sciences began
work on the evaluation in June 2005.



Methods

Table 1
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PHO implementation of new services Service Description

PHOs have used a variety of meth-
ods to implement primary mental

health care services. These include

the establishment of a reference or
advisory group to inform decision-

making on various aspects of the ini-
tiative including its structure. Deci-
sions on structure were also informed
by information gathered during com-
munity consultation processes and

experience using pre-existing PHO

mental health or other disease man-
agement work streams. In some cases,
implementation and design have been
driven or motivated by one or more
mental health champion(s) already

part of the PHO team.

In many cases funding was directed
to new positions with minimal time in-
creases for the existing PHO workforce.
Many of these new positions have in-
volved a ‘mental health coordinator’,
a generic term for a clinician involved
in assessing and referring service us-
ers on to various services.

Some initiatives have put the
majority of funding into increased
time for existing staff (usually GPs
and practice nurses) with only a small
allowance for a coordinator who usu-
ally functions more in a project man-
agement role without a caseload.

Many initiatives have included
free counselling as part of their new
service undertaken by psychologists
or counsellors and, in some cases, by
the mental health coordinators in
addition to the coordination role.

Evaluation

A range of methods are being em-
ployed to capture information' for
the evaluation. This mixed method
approach is in line with accepted
methodology for health service
evaluations. The methods include:

1. Group/individual interviews un-
dertaken with strategic, opera-
tional and clinician groups within
initiatives.

2. Face-to-face, semi-structured
service user interviews under-
taken with selected initiatives.

Packages of care

A specific dollar amount allocated per service
user to cover one or more of the following: coun-
selling (variety of modalities), transport,

childcare, home help, alternative therapies.

Mental health nurse

Usually based in one or a small number of prac-
tices, service users are referred to the nurse for
assessment, coordination of services, sometimes
counselling, and referral on to other agencies.

Counsellors/psychologists

Can be either employees of the PHO or on fee
for service contracts. Employed to provide thera-
peutic intervention to service users.

Mental health coordinator

Similar role to Mental health nurse but not dis-
cipline specific, usually nurses, but also some
social workers. Some focus only on coordina-
tion role. Caseloads and intensity of work per
service user varies across initiatives.

Relapse prevention nurse

Works with secondary mental health service users
who are being referred back to primary care.
Develops a wellness plan and sees service user at
least four times a year.

Medication review

Review by pharmacist of current medications.

Chronic care management
programme

Based on pre-existing chronic care manage-
ment programmes for other diseases, has
been modified and is being used for depression.
Involves decision support software incorpo-
rating a prescribed care pathway.

Kaiawhina/community support
worker

Involves more intensive one-on-one work with
service users and can include group work.

Non-clinical coordinator/project
manager

Involves coordinating programmes without the
clinical component. Can include managing
referrals, providing support to referrers and
planning and implementing CPD.

3. Collection and assimilation of
quantitative, individual service
user data for each initiative.

4. Informal visits to initiatives for the
purposes of information sharing.

Results

The evaluation is in the early stages
of data collection and analysis. The
following results highlight some of
the themes that will form the subject
of more data collection and analysis.

New services

A total of 51 projects were submitted
during the RFP process, which were
assessed by an interdisciplinary panel
on two occasions and, following this,

41 PHOs were funded. Some PHOs have
combined, resulting in approximately
23 distinct projects, three in the South
Island, and the remainder in the North
Island. Service provision started for

some PHOs in June 2005 with the fi-
nal two due to start early 2007.

There are many different types of
models of care that have been funded
and Table 1 details these. Many ini-
tiatives involve a combination of one
or more interventions listed in Ta-
ble 1. Each initiative has its own
unique combination of services and
roles. Table 1 does not reflect the di-
versity inherent in these programmes
but merely acts as a mechanism for
summarising what is involved.
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Reaction to new services

Overall, patient outcomes have yet
to be fully evaluated. The impres-
sion, however, is that although
many initiatives have had challenges
to overcome, these projects are en-
thusiastically welcomed not only by
primary health care staff, but also
by the wider community. There has
been considerable commitment by
most DHBs and PHOs in assisting
with the start-up of initiatives and
providing ongoing support via ref-
erence groups or similar and for
some initiatives providing addi-
tional funding.

The evaluation team are collect-
ing quantitative data, which will pro-
vide ‘before’ and ‘after’ mental health
status results. Qualitatively, a signifi-
cant theme is developing of positive
responses to these initiatives, in many
instances from those who had previ-
ously been unable to access a full
range of services.

“...because I have been on antide-
pressants for about ten years or so. It
just didn’t seem like [ was going any-
where and finally the doctor sug-
gested [funded newly available coun-
selling service] and it was great’ -
Service user

A wide variety of agencies are
providing support, often using col-
laborative models of

tion roles has been largely depend-
ant on individual personalities and
the passion given to implementing
the new initiatives.

‘This is an expert counselling serv-
ice and you have more confidence
than if you were sending someone to
secondary services’ - GP

“..surprised how many of them
seem to have their problems fixed in
one session, they [counselling team]
are amazing’ - GP

Discussion

These initiatives and innovations
have provided an opportunity for
PHOs to design and implement their
own primary mental health pro-
grammes. It is evident from the vari-
ety of staff employed and interven-
tions that local need, capacity, capa-
bility and prior PHO health manage-
ment programmes have shaped what
has emerged.

Historical barriers to providing
quality services to this group of pri-
mary health care service users such
as time constraints, lack of funding,
limited access to multidisciplinary
team input and poor interface with
secondary mental health care serv-
ices are beginning to be overcome.

Some PHOs who had existing men-
tal health work streams, funded from

other sources have

service delivery
where the care of

dividually planned
and tailored to spe-
cific circumstances.
The initiatives have
given primary
health care staff and
their service users a
range of low cost,

Itis evident from the
service users is in-  variety of staff employed
and interventions that
local need, capacity,
capability and prior PHO
health management
programmes have shaped
what has emerged

now been able to
increase the serv-
ices provided or in-
crease the number
of service users
seen. For PHOs
who have never
been able to access
these types of serv-
ices before, know-
ing that a service

accessible options to
deal with these problems.

A new workforce of primary men-
tal health care clinicians is develop-
ing; these professionals are mainly
from nursing backgrounds, often
working independently within coor-
dination roles. Success in coordina-

is available has
meant that clinicians now feel able
to offer a wider range of treatment
options for mental health problems.
Primary care staff report im-
proved interface between primary
care and secondary mental health
services as a result of these services.
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This appears to have transpired in
several ways. Many of the new roles
that have been introduced into pri-
mary care have been filled by those
working in secondary mental health
services who bring previously estab-
lished good networks within second-
ary mental health care. In addition
they bring knowledge about appro-
priate referral pathways to services
and community agencies.

Continuing evaluation will provide
information about a number of other
issues including the overall impact of
these initiatives on mental health sta-
tus, and also the level of additional
services that can be provided using
limited sources of funding.

Conclusion

These initiatives represent an excit-
ing opportunity to reduce barriers to
access and extend delivery of com-
prehensive evidence-based primary
mental health services by multi-
disciplinary teams, all-important to
the maintenance of quality care. It is
premature to comment on service

user outcomes resulting from these
changes, however the external evalu-
ation will reveal these. It will be im-
portant to identify and develop those
elements within initiatives that are

effective and promote the evolution
of a variety of different and success-
ful models of care.
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Incident reports

‘Incident reports by themselves, however, tell you comparatively little about causes and
prevention, a fact which has long been understood in aviation. Reports are often brief
and fragmented; they are not easily classified or pigeon holed. Making sense of them
requires clinical expertise and a good understanding of the task, the context, and the
many factors that may contribute to an adverse outcome. At a local level, review of
records and, above all, discussions with those involved can lead to a deeper under-
standing of the causes of an incident. Surprisingly little attention, however - and even

less funding - has been given to the key issue of incident analysis.

Vincent CA. Analysis of clinical incidents: a window on the system not a search for root

causes. Qual Saf Health Care 2004; 13:242-243.

Manslaughter due to medical error

‘We identified 85 doctors over the past two centuries who were charged with man-
slaughter due to medical errors...Several cases involved drunkenness or brutal lack of
skill, but many were classified as mistakes (errors in planning) or slips (errors in
executing an action). Slips are inherent to human cognition and are more likely to
occur when an individual is tired, distracted, or interrupted. They can only be prevented
or minimized when the systems and processes in which doctors work are made safer.

This is most likely to happen when practitioners are candid about their errors.

Ferner RE, McDowell SE. Doctors charged with manslaughter in the course of medical

practice, 1795-2005: a literature review. J R Soc Med 2006; 99:309-314.

Adverse drug events (ADEs) in Australia

‘Each year in Australia, about 17.5 million people make 95 million visits to their
general practitioner. Based on Miller et al's estimate - that 10.4% of patients attend-
ing general practice experience an ADE - almost 2 million people have an ADE annu-
ally. Moreover, their findings show that these ADEs are not trivial, with about one
million being moderate or severe and 138 000 requiring hospitalisation, a finding
consistent with previous estimates. Many of these ADEs are preventable, although the

exact proportion of preventable events can be debated.

Roughead EE, LexchinJ. Adverse drug events: counting is not enough, action is needed.

MJA 2006; 184 (7): 315-316.
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