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Foreword

I am delighted to bring you Te Raukura, which draws together the 
key issues and priorities that have been identified by the child 
and youth mental health and alcohol and other drug sector as 
requiring action in the next three to five years. 

In the past 10 years the child and youth sector has made great 
progress, and real gains have been made in meeting the needs 
of our children and youth. Many more services are available, the 
quality of services has improved, and the sector meets regularly 
to share innovations and best practice, and to build knowledge, 
skills and relationships.

All of this means we are now in a position to address some of the outstanding issues and 
gaps that have been identified in Te T-ahuhu – Improving Mental Health 2005−2015 and 
Te K-okiri: The Mental Health and Addiction Plan 2006−2015. These include children of 
parents with mental illness (including the role of young carers), youth forensic services, 
severe behaviour disorders, child and youth alcohol and other drug services, maternal 
and infant mental health, and low-prevalence disorders.

Determined action is needed to reduce inequalities for M-aori and Pacific children and 
youth, and children and youth from low socioeconomic backgrounds. Continuing to build 
the child and youth workforce and improving the implementation of best practice are high 
priorities. There are also exciting developments in primary mental health care as we give 
effect to the Government’s intention to reach beyond those most severely affected by 
mental illness to include those with mild to moderate illness.

Growing a number of key whole-of-government strategies for children and youth, such 
as the Youth Offending Strategy and the High and Complex Needs Unit, has been an 
important part of the last 10 years’ work. There are many intersectoral initiatives at 
national and local levels, and we can expect these will continue to grow in importance. 

We look forward to continuing to work together to improve outcomes for children and 
youth so that the hopes and aspirations of our children and youth are fulfilled. 

Janice Wilson (Dr)
Deputy Director-General
Population Health Directorate
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Executive Summary

Addressing the mental health and wellbeing of children and youth is a government priority, 
as reflected in Te T-ahuhu – Improving Mental Health 2005−2015: The second New Zealand 
mental health and addiction plan (Minister of Health 2005). Achieving positive outcomes for 
children and youth will depend on whole-of-health and whole-of-government efforts across the 
primary, secondary and tertiary continuum. 

Continuing to improve child and youth mental health and alcohol and other drug (AoD) 
specialist services is a priority for the mental health and addiction sector. There have been 
significant improvements in both the number and quality of child and youth services over the 
past decade, but there is considerable scope to quicken the pace of development.

The primary focus of this development is on continuing to build and broaden the range and 
choice of services and support for children and youth severely affected by mental illness, and 
above all, on reducing inequalities and improving access to services for M-aori and Pacific 
peoples across the primary to tertiary continuum. Achieving this will require the ongoing 
implementation of the core workforce development activities in  
Whakam-arama te Huarahi − To Light the Pathways: A strategic framework for child and 
adolescent mental health workforce development 2006–2016 (Wille 2006) and Kia Puawai te 
Ararau: National M-aori Mental Health Workforce Development Strategic Plan 2006−2010  
(Te Rau Matatini 2006). 

Addressing the complexity of both the developmental context and the impact of social and 
environmental factors for children and youth also requires seizing the opportunities for growth 
in primary mental health care – to widen the scope for those with mild to moderate disorders, 
as well as influencing the broader health determinants through sustained intersectoral 
collaboration.
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Introduction

New Futures: A strategic framework for specialist mental health services for children and young 
people in New Zealand (Ministry of Health 1998) described the functions of specialist services, 
explained how these services would develop, and identified areas for further development. It 
also discussed benchmarks for access to specialist services for children and youth with severe 
mental illness, and benchmarks for the role of consultation/liaison for those with less severe 
disorders.

Te T-ahuhu – Improving Mental Health 2005−2015: The second New Zealand mental health and 
addiction plan (Minister of Health 2005) and its action plan Te K-okiri: The Mental Health and 
Addiction Plan 2006−2015 (Minister of Health 2006) confirmed the basic premises of New 
Futures and established the fundamental policy setting and future direction for child and youth 
mental health and AoD services. Te K-okiri remains the primary basis for the implementation of 
Te T-ahuhu – Improving Mental Health.

Like New Futures and Te T-ahuhu – Improving Mental Health this current document:
•	 focuses	on	the	ongoing	development	of	specialist	services	funded	by	DHBs,	particularly	

for those severely affected by mental illness and/or alcohol and other drug problems
•	 widens	the	scope	of	interest	to	include	responses	to	mild	to	moderate	mental	illness	and	

mental health problems
•	 has	a	whole-of-health	and	whole-of-government	approach	that	will	require	the	input	

of wider health services such as paediatrics and primary health care, and the wider 
government sector such as education and welfare.

This document brings together the current issues for child and youth mental health and 
AoD services and the key priorities for action in the next three to five years with the aim of 
quickening the pace of development and improving outcomes. It is likely to be of most interest 
to those with an interest in child and youth services, DHB funders and planners, service 
planners and managers, and practitioners.

The paper begins with a high-level current profile of child and youth mental health and 
AoD services in New Zealand, covering a summary of current evidence, the principles and 
organisation of services, the different components of child and youth services, and funding. 
The next section highlights the key issues identified in Te T-ahuhu – Improving Mental Health 
and Te K-okiri, and from the collective wisdom of a sector key informants group that met during 
2006, and sets out the key priorities for action from Te K-okiri which the child and youth sector 
need to focus on in the next three to five years.

Te Rau Matatini and The Werry Centre have developed papers on M-aori child and youth mental 
health and addiction services, a review of evidence-based age appropriate interventions and a 
stocktake of child and adolescent services; all of which contain helpful information for anyone 
working with children and youth, in particular for DHB planners and funders, practitioners and 
service planners.1 
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Child and Youth Mental Health Services in New Zealand

The evidence 
In New Zealand, most of what is known about the prevalence of child and youth mental health 
disorders comes from two internationally renowned longitudinal studies: the Christchurch 
Health and Development Study and the Dunedin Multidisciplinary Health and Development 
Study2. Most recently, Te Rau Hinengaro: The New Zealand Mental Health Survey (Oakley 
Browne et al 2006)3 provides important epidemiological information on the 16–24 years 
age group. These studies, along with other national and international evidence on child and 
youth mental health and wellbeing (Fergusson and Horwood 2001; Roth and Fonagy 2005; 
Dunnachie 2007), allow us to develop a picture of the mental health and AoD needs of children 
and youth in New Zealand. 

This picture shows us that:
•	 mental	illness	and	substance	use	disorders	are	common
•	 the	onset	of	disorders	often	occurs	early	in	life
•	 having	one	disorder	can	lead	to	the	development	of	further	disorders
•	 comorbidity	is	very	common,	including	AoD	disorders
•	 a	high	proportion	of	disorders	are	likely	to	persist	or	recur	during	childhood	and	into	

adult life, depending on the type of disorder and the age of presentation
•	 M-aori and Pacific peoples have higher rates of mental illness
•	 the	greatest	vulnerability	for	developing	a	mental	disorder	occurs	between	the	ages	of	

15 and 18
•	 treatment	rates	are	generally	low
•	 a	significant	number	of	children	and	youth	with	relatively	severe	disorders	are	not	in	

contact with mental health services.

Principles

The fundamental principles for child and youth mental health and AoD services and for mental 
health and wellbeing are:
•	 children	and	youth	have	unique	mental	health	needs	that	are	different	from	those	of	adults
•	 a	developmental	approach	is	needed
•	 children	and	youth	need	to	be	seen	in	the	context	of	their	whole	environment
•	 services	need	to	be	child,	youth	and	family/wh-anau centred
•	 services	need	to	be	well	co-ordinated	and	integrated
•	 services	need	to	be	culturally	appropriate
•	 early	intervention	is	important	
•	 services	need	to	be	evidence	based,	goal	focused	and	accountable,	acceptable	to	those	

using the service, and accessible
•	 children	and	youth,	and	their	families	and	wh-anau, should experience trustworthy 

agencies that work across boundaries.

2 Studies noted in Ramage et al 2005.
3 This document can be accessed at www.moh.govt.nz under publications.



 4  Te Raukura – Mental health and alcohol and other drugs: Improving outcomes for children and youth

Organisation of services

The environment for working with children and youth has improved considerably since New 
Futures. Services are now provided across the continuum of primary, secondary and tertiary 
interventions. The number of child and adolescent mental health services (CAMHS) and non-
governmental organisation (NGO) services has increased, as have the range, scope and quality 
of service provision. A heightened focus on intersectoral approaches to working with children 
and youth has resulted in an increased number of joint programmes developed and delivered 
by government agencies.

Specialist child and youth mental health and AoD services are planned and organised by 
DHBs, either through direct service provision or contracts with providers − typically NGOs. All 
21 DHBs provide services for 0–19-year-olds. In some cases these are provided by services 
that span the whole age range, while in others services for younger children are separate from 
youth specialty services. The age range for adult mental health services (ADMHS) starts at 18 
years, and the overlap in age range between CAMHS and ADMHS gives flexibility for service 
provision based on developmental needs. Most services are provided through community-
based multidisciplinary teams.4 

Some children and youth under 20 years are also seen in other mental health services, 
including ADMHS. The total number of under 20-year-olds seen by mental health services in 
2005/06 was 21,281, 14,197 of whom were seen in child and youth services. The remaining 
7084 were seen in other services, such as ADMHS and adult AoD services. Of the total clients 
seen, 42% were female and 58% male.

Currently, under 19-year-olds access AoD services through CAMHS, youth AoD services and 
adult AoD services. In 2005/06, 7% of all child and youth clients seen were AoD clients.

There is a mix of local and regional services. There are three inpatient units, located in 
Auckland, Wellington and Christchurch. A number of DHBs have allocated inpatient beds 
within local adult units. There is one regional youth forensic service that provides services in a 
youth justice facility – the Northern Residential Facility in Auckland.5 

At 1 November 2006 there were 20 contracted NGO AoD providers and 78 contracted NGO child 
and youth services, including M-aori and Pacific providers.

Components of child and youth services

DHBs can purchase from a range of service types specified in the Nationwide Services 
Framework, under child and youth, adult, kaupapa M-aori, and forensic service specifications.6 
Table 1 shows the types of services purchased through the child- and youth-specific services 
specifications. As we have seen, children and youth also access services through adult mental 
health and AoD services and forensic services, but the specific funding for children and youth 
under these other service specifications is not available.

4 For a more in-depth stocktake of child and adolescent services, see Ramage et al 2005.   
5 The regional youth forensic service is funded by Auckland DHB.  Mental health services are also 
provided (with varied coverage) to the other Child, Youth and Family residential facilities.
6 The Nationwide Services Framework and the Service Coverage Schedule form part of the operational 
policy framework for DHBs, and specify the range and type of services that can be purchased.
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table 1: child and youth services spending, by purchase unit, 2005/06

Purchase unit
2005/06 
$ million

% of total

Children and young people community services (other clinical FTEs) 53.2 53

Child and youth inpatient beds 13.0 13

Children and young people community services (senior medical FTEs) 10.7 11

Kaupapa M-aori mental health services – tamariki and rangatahi 5.1 5

Children and youth alcohol and drug community services (other clinical 
FTEs) 4.9 5

Child and youth community residential care 2.8 3

Child and youth wrap around services 2.4 2

Child and youth planned respite 1.9 2

Child and youth intensive clinical support service (other clinical FTEs) 1.6 2

Child and youth crisis respite 1.3 1

Child and youth day services (part of inpatient service) 0.9 1

Child and youth community alcohol and drug residential services 0.8 1

Child and youth intensive clinical support service (senior medical) 0.5 0.5

Children and youth day activity service 0.5 0.5

Needs assessment and service co-ordination – child and youth (other 
clinical FTEs) 0.4 0.4

Child and youth acute care packages 0.4 0.4

Liaison with Child, Youth and Family Service 0.2 0.2

Children and youth alcohol and drug community services (senior 
medical FTEs) 0.0 0.04

Total 100.5

Note: FTE = full-time equivalent. 

Table 2 shows the overall 2005/06 child and youth spending, by setting.

table 2: child and youth mental health spending, by setting, 2005/06

Setting
2005/06 
$ million

AoD community – mainstream 4.9

AoD community – M-aori 0.8

Community – mainstream 72.1

Community – M-aori 8.1

Community – Pacific 1.6

Inpatient – mainstream 13.0

Total 100.5
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Funding

In 2005/06 total child and youth funding was $100.5 million (GST exclusive), a 4% increase 
over 2004/05 funding. Eleven percent of the total expenditure went on mental health and 
addiction services, and $5.8 million of this funding was for AoD services. Table 3 shows the 
spread of funding across M-aori, Pacific and mainstream services.7 

table 3: child and youth actual funding ($ million), 2005/06

Mainstream M-aori Pacific Total

90.0 8.9 1.6 100.5

Most child and youth services are provided in community-based services (see Table 4).

table 4: child and youth spending, inpatient versus community-based, 2005/06

Setting $ million %

Inpatient 13.0 13

Community 87.5 87

Total 100.5 100

Table 5a shows the total mental health funding by provider arm and NGOs, along with the 
percentage increase from 2004/05 to 2005/06. Table 5b shows the child- and youth-specific 
mental health funding by provider arm and NGOs, along with the percentage increase from 
2004/05 to 2005/06.

table 5a: mental health funding source, by provider and NGOs – total

Mental health 
funding source

2005/06 
($ million)

2005/06 increase  
($ million)

% increase

Provider arm 644.2 41.9 7

NGO 278.6 15.2 7

Problem gambling 10.6 n/a n/a

Total mental health 
sector funding

933.4 57.1 7

table 5b: mental health funding source, by provider and NGOs – child and youth

Mental health funding source
2005/06 

($ million)
2005/06 increase  

($ million)
% increase

Provider arm 80.7 2.8 4

NGO 19.8 1.5 8

Problem gambling 0 0

Total mental health sector 
funding

100.5 4.3 4

7 Note that M-aori and Pacific peoples also access mainstream services.
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Nationally Identified Issues

This section highlights the national issues identified in both Te T-ahuhu – Improving Mental 
Health and Te K-okiri, and by stakeholders in the child and youth sector, as those most 
affecting the current provision of child and youth mental health and AoD services, and as key 
considerations for future service planning and delivery. The Ministry of Health will work with 
DHBs and key stakeholders to facilitate progress on these priorities over the next three years.

Each of the national issues is described, followed by a more in-depth list of specific issues and 
then priorities for action in the next three to five years. All the priorities can be connected to 
a relevant action in Te K-okiri, which means no additional requirements are being made on the 
sector.

The nationally identified problem areas are:
•	 reducing	inequalities
•	 child	and	youth	specialist	services:

– access 
– gaps in specialist service provision
– additional areas of focus

· children of parents/wh-anau with a mental illness, including the role of 
young carers

· youth forensic services
· severe behaviour disorders
· child and youth AoD services
· maternal and infant mental health 
· low-prevalence disorders

•	 implementation	of	best	practice
•	 intersectoral	collaboration
•	 workforce
•	 primary	mental	health	care.

Reducing inequalities

Reducing health inequalities is a key principle of the New Zealand Health Strategy,  
Te T-ahuhu – Improving Mental Health and Te K-okiri, and is part of the Ministry of Health’s 
outcomes framework. DHBs have a statutory responsibility for reducing inequalities under 
the New Zealand Public Health and Disability Act 2000. The Ministry is focused on achieving 
improvements in the health status of those who currently have worse health status, 
particularly, M-aori, Pacific peoples and people with low socioeconomic status. This pattern of 
overall health disparity is reflected in mental health and child and youth mental health. 

In 2005/06 1.73% of the M-aori child and youth population, 1.04% of the Pacific child and youth 
population and 1.90% of the other child and youth population accessed specialist services. 
Table 6 shows the national average access rate, by ethnicity, at 2002/03 and 2005/06.
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table 6: national average access rate, child and youth (0–19 years), by ethnicity, 
2002/03 and 2005/06

Ethnicity 2002/03 access rate 2005/06 access rate

Pacific 0.76% 1.04%

M-aori 1.64% 1.73%

Other 1.84% 1.90%

Access rates by DHB and ethnicity for the 0–19 years age group in 2005/06 are included in the 
Appendix.

M-aori 

An overarching aim of the health and disability sector is to improve M-aori health and disability 
outcomes and reduce M-aori health inequalities. He Korowai Oranga – the M-aori Health 
Strategy, Te T-ahuhu – Improving Mental Health and Te K-okiri together provide a platform 
to achieve wh-anau ora – M-aori families supported to achieve their maximum health and 
wellbeing. This includes an emphasis on developing wh-anau, h-apu, iwi and M-aori communities, 
seeking improvement in health gains for M-aori and their wh-anau by active participation in 
their own wellness and recovery and providing effective culturally and clinically responsive 
health and disability services.

M-aori experience greater health disparities generally, and have a greater prevalence for 
mental illness than other ethnic groups. Most of this disparity appears to be due to the 
youthfulness of the M-aori population and their relative socioeconomic disadvantage.

M-aori are less likely to make contact for mental health reasons with services, indicating 
barriers to access that are not explained by youthfulness or socioeconomic disadvantage 
(Oakley Browne et al 2006). A number of cultural barriers to accessing CAMHS services 
have been identified, including culturally different definitions of health, lack of M-aori health 
professionals, and lack of M-aori services (Ramage et al 2005).

Key issues identified

•	 Access	to	specialist	services	for	M-aori tamariki and rangatahi remains below 
expectations.

•	 Progress	implementing	Te Pu-awaitanga: M-aori Mental Health National Strategic 
Framework (Ministry of Health 2002a) has been variable across DHBs, and there is little 
information in the way of evaluations of its implementation.

•	 There	are	a	limited	number	of	M-aori mental health services.
•	 M-aori participation in the workforce remains low.
•	 All	services	need	to	improve	their	clinical	and	cultural	capability	and	responsiveness	to	

specific population groups.
•	 More	services	need	to	integrate	and	implement	M-aori models of health and health care.
•	 There	needs	to	be	greater	recognition	of	the	importance	of	culturally	specific	values	

when considering what constitutes best practice.
•	 Early	intervention	and	earlier	access	to	services	are	particularly	important	for	tamariki	

and rangatahi.
•	 There	need	to	be	increased	efforts	to	ensure	M-aori can access the full range of primary 

health care services.
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•	 The	ongoing	implementation	of	He Korowai Oranga – the M-aori Health Strategy (Minister 
of Health and Associate Minister of Health 2002) and its associated action plan  
Whakat-ataka Tuarua: M -aori Health Action Plan 2006–2011 (Minister of Health and 
Associate Minister of Health 2006) is crucial in working towards achieving wh-anau ora.

Priorities for action

Priority Relevant Te K -okiri action

Review and implement Te Pu-awaitanga 5.1

Increase access to specialist mental health and AoD services for M-aori 
and Pacific children and youth 2.11, 5.1

Provide services based on M-aori population need within frameworks/
models that:
•	 promote	clinical	and	cultural	competence
•	 wh-anau ora
•	 traditional	M-aori treatment processes
•	 wh-anau-inclusive processes

3.19, 3.20, 3.23, 5.5

Have in place early intervention strategies for tamariki and rangatahi 5.7

Increase the number of high-quality M-aori mental health and addiction 
services across the continuum of care

5.3

Implement M-aori workforce development strategies 5.13

Update the kaupapa M-aori service specifications 2.2, 5.11

Ensure transition protocols are in place between and across services, 
especially CAMHS and ADMHS, early intervention psychosis services, 
forensic services, and alcohol and other drug services

2.4

Improve referral pathways and develop links across all services, from 
primary to tertiary, to ensure seamless service delivery and continuity of 
care

2.3, 2.6, 5.10, 6.5, 7.8, 7.12

Continue implementation of He Korowai Oranga and related action plans 5.2
 

A paper produced by Te Rau Matatini8 outlines in more detail M-aori approaches to the 
development and delivery of mental health and AoD services for M-aori, key best practice 
standards based on M-aori values, some innovative strategies, a focus on early intervention, a 
M-aori CAMHS workforce profile, and discussion on the involvement of youth in all aspects of 
mental health and addiction service development. 

Pacific peoples

Pacific peoples also experience greater health disparities generally, have greater prevalence 
rates for mental illness, and are less likely than others to have contact with services for mental 
health reasons. Most of this disparity appears to be due to the youthfulness of the Pacific 
population and their relative socioeconomic disadvantage.

8 Access to Te Rau Matanini website: www.matanini.co.nz.
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Pacific peoples are less likely to make contact for mental health reasons with services, 
indicating barriers to access that are not explained by youthfulness or socioeconomic 
disadvantage (Oakley Browne et al 2006). A number of cultural barriers to accessing CAMHS 
services have been identified, including lack of culturally appropriate resources/specialists 
and services (Ramage et al 2005).

Key issues identified

•	 Access	to	specialist	services	for	Pacific	children	and	youth	remains	below	expectations.
•	 There	are	a	limited	number	of	Pacific	mental	health	services.
•	 Pacific	participation	in	the	workforce	remains	low.
•	 All	services	need	to	improve	their	clinical	and	cultural	capability	and	responsiveness	to	

specific population groups.
•	 More	services	need	to	integrate	and	implement	Pacific	models	of	health	and	health	care.
•	 Greater	recognition	of	the	importance	of	culturally	specific	values	in	considering	what	

constitutes best practice is needed.
•	 Early	intervention	and	earlier	access	to	services	are	particularly	important	for	Pacific	

children and youth.
•	 There	need	to	be	increased	efforts	to	ensure	Pacific	peoples	can	access	the	full	range	of	

primary health care services.
•	 The	ongoing	implementation	of	the	Pacific	Health	and	Disability	Action	Plan	(Ministry	of	

Health 2002b) is crucial for Pacific health and wellbeing.

Priorities for action 

Priority Relevant Te K -okiri action

Increase access to specialist mental health and AoD drug services 2.11

Provide access to services based on Pacific population need 3.7

Provide services based on Pacific population need within frameworks/
models that promote clinical and cultural competence

3.6, 3.7

Ensure transition protocols are in place between and across services, 
especially CAMHS and ADMHS, early intervention psychosis services, 
forensic services, and AoD services

2.4

Improve referral pathways and develop links across all services, from 
primary to tertiary, to ensure seamless service delivery and continuity of 
care

2.3, 2.6, 5.10, 6.5, 7.8, 7.12

Implement Pacific workforce development strategies 3.9

Develop a Pacific mental health and addiction research agenda 3.10

Continue implementation of the Pacific Health and Disability Action Plan 3.8
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Child and youth specialist services

Access

The immediate priority for child and youth specialist mental health services in Te T-ahuhu – 
Improving Mental Health is to continue to build and broaden the range and choice of services 
and supports for children and youth who are severely affected by mental illness, with an 
immediate emphasis on increasing services that are funded for children and youth (Minister of 
Health 2005). 

Since the development of the National Mental Health Strategy and New Futures, a number  
of approaches for improving access rates for children and youth have been discussed.  
At different times access rate targets of between 3% and 5% have been suggested.  
The timeframe over which access rates are measured has also varied − from one month, to six 
months or annually.9 These issues are not resolved here, but they will need to be clarified as 
we progress with the implementation of Te K-okiri.

The current access rate and timeframe used by the Ministry of Health within the accountability 
framework for DHBs for the 0–19 years age group is 3%, measured annually. Because of the 
important distinctions within the 0–19 years age group, access rates are reported in three age 
bands: 0–9, 10–14 and 15–19 years. The national average access rate in 2005/06 was 1.89%. 
The national average access rates by ethnicity are given in Table 6 in the earlier discussion on 
reducing inequalities. Access rates for 2005/06 by DHB across the age bands are included in 
the Appendix.

A key focus of accountability arrangements between the Ministry of Health and DHBs is on 
continuing to increase access rates by an agreed percentage each year, with a particular 
emphasis on increasing access for M-aori and Pacific peoples.

The following graph shows the rate of access to mental health services for those aged 0–19 
years, by ethnicity.

figure 1: access rates to mental health services, by ethnicity, 2005/06 

There has been good progress in improving access rates for the 15–19 years age group, as well 
as for the 15–34 years age group as a whole (see Table 7).

8 The Werry Centre stocktake summarises these approaches; go to www.werrycentre.org.nz
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table 7: national access rates to mental health services, by age band, 2002/03 
and 2005/06

Age band 2002/03 2005/06

0−9 years 0.8% 0.69%

10−14 years 2.46% 2.45%

15–19 years 2.89% 3.44%

15–34 years 3.10% 3.30%

Key issues identified

•	 Overall,	access	to	specialist	child	and	youth	services	remains	below	expectations.
•	 M-aori and Pacific peoples are not accessing services at a rate that reflects their need.
•	 There	are	barriers	to	access	for	M-aori and Pacific children and youth.
•	 The	cultural	appropriateness	of	services	has	been	identified	as	a	barrier	to	access.10 
•	 Problems	with	demand	management	(such	as	waiting	lists)	were	identified	in	a	survey	

undertaken by the Werry Centre on barriers to accessing child and adolescent mental 
health services.11 

•	 There	are	concerns	about	the	timeliness	of	access	to	acute	services	–	whether	inpatient	
or community-based.

•	 There	is	recognition	of	the	difficulties	in	providing	services	to	rural	and	smaller	regional	
areas.

•	 Problems	with	pathways	into	services	and	transitions	across	services,	especially	
CAMHS, ADMHS and AoD services, have been identified as having an impact on access.

•	 There	is	concern	that	how	severity12 is defined and used as an entry criterion to CAMHS 
is not consistent nationally, and that it may lead to discrepancies and the threshold may 
be too high.

•	 Workforce	shortages	are	believed	to	negatively	affect	the	number	of	clients	seen.
•	 Workforce	vacancy	rates	within	some	CAMHS	are	problematic.13 

10 Ramage C 2005 Stocktake of Child and Adolescent Mental Health Services in New Zealand.
11 A survey undertaken by the Werry Centre on barriers to accessing child and adolescent mental health 
services found GPs reported long waiting lists as the greatest barrier to access.  GPs are the largest 
referrers to CAMHS.  See Ramage et al 2005.  
11 Although New Futures defined severity, it is not defined in the Nationwide Services Framework.
12 Priority actions to address workforce issues are identified in the Workforce section.
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Priorities for action

Priority Relevant Te K -okiri action

Increase access to specialist mental health and AoD services, 
particularly for specific population groups where there are disparities  
(ie M-aori and Pacific peoples)

2.11, 7.1

Ensure transition protocols are in place between and across services, 
especially CAMHS and ADMHS, early intervention psychosis services, 
forensic services, and AoD services

2.4

Improve referral pathways and strengthen links across all services, from 
primary to tertiary, to ensure seamless service delivery and continuity of 
care

2.3, 2.6, 5.10, 6.5, 7.8, 7.12

Ensure the service coverage schedule and the nationwide services 
framework reflect the current policy and service delivery environment

2.1, 2.2

Gaps in specialist service provision

Although there has been real growth in the number and quality of specialist services provided, 
both in CAMHS and NGOs, further development is needed. Improving the responsiveness 
of services to specific population groups is central to Te T-ahuhu – Improving Mental Health, 
which notes the need for improved responsiveness for M-aori, Pacific, Asian and other ethnic 
communities, refugee and migrant communities, people with specific disabilities and family 
and wh-anau.

Key issues identified

•	 Improved	responsiveness	of	all	services	to	the	unique	needs	of	specific	population	
groups is needed.

•	 There	is	a	limited	availability	of	some	services,	such	as	youth	AoD,	respite	care	and	
support services.

•	 There	is	limited	awareness	of	the	importance	of	comorbidities,	especially	mental	health	
and AoD.

•	 Responses	to	high	and	complex	needs	are	limited.
•	 Further	development	of	early	intervention	psychosis	services	is	needed.
•	 There	is	confusion	around	the	role	of	consultation/liaison,	and	it	is	possible	that	there	is	

under-reporting of this service provision in MHINC.14 
•	 There	are	inconsistencies	in	reporting	to	MHINC,	and	not	all	NGOs	report	to	MHINC.
•	 Improving	the	availability	of,	and	use	of,	data	and	information	remains	a	challenge.

Additional areas of focus

As well as the above, Te K-okiri identified the following specific issues where either gaps have 
been identified or where there is confusion about who is responsible for service delivery. 
These issues are on the Ministry’s work programme for the next three years, and will involve 
input from the wider health sector, such as paediatrics and primary health care, and wider 
government agencies such as the Ministries of Education and Social Development. 

14 MHINC – The Mental Health Information National Collection, the national health database.
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The specific issues identified are:
•	 children	of	parents/wh-anau with a mental illness, including the role of young carers
•	 youth	forensic	services
•	 severe	behaviour	disorders
•	 child	and	youth	AoD	services
•	 maternal	and	infant	mental	health
•	 low-prevalence	disorders.

Children of parents with a mental illness or addiction

Parents with mental illness or addiction issues and their children have particular needs for 
services and supports. In order to support recovery, improved responsiveness for both parents 
and their children is needed. The needs of children and youth who are carers within their 
family and wh-anau also require greater focus. Work is under way in some DHBs and across 
government agencies to address these issues.

Youth forensic services

Youth forensic services form part of the review of the Forensic Framework and are discussed in 
more detail in that review.15 

Key issues identified

The key issues identified for youth forensic services are:
•	 the	need	for	an	integrated,	national	framework	or	model	for	youth	forensic	services
•	 the	need	to	identify	gaps	within	current	services	in	order	to	develop	a	comprehensive	

working model
•	 the	need	for	workforce	development,	with	responsiveness	to	M-aori and a focus on 

systems interface between CAMHS, youth AoD, MSD-CYF, regional forensic services and 
adult mental health and addiction services

•	 the	need	to	develop	stronger	relationships	and	co-ordination	across	agencies	and	
across the health sector

•	 the	need	for	a	comprehensive	approach	in	both	community	and	residential	(secure)	care	
facilities

•	 problems	with	the	timeliness	of	court	assessments	and	the	availability	of	court	liaison	
services for youth.

15 See the draft Forensic Framework.  Youth forensic services are currently provided by the youth justice 
system, through the Children, Young Persons and their Families Act 1989 for those aged 10–16 years.  
Youth aged 17–19 years are covered by the adult criminal justice system.
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Severe behavioural disorders16 

It is estimated that approximately 4.5% of primary and intermediate-age children demonstrate 
conduct disorder/severe antisocial behaviour (Ministry of Social Development 2007). 
Currently, CAMHS do not provide treatment services that specifically address conduct 
disorder/severe antisocial behaviour where it is a sole presentation.

The Ministries of Health, Education and Social Development, with support from the Ministry 
of Justice, have developed a five-year interagency plan to address conduct disorder/severe 
antisocial behaviour. The plan sets out four key action areas for improving the efficacy and 
adequacy of behavioural services and will be led by the Ministry of Social Development. Initial 
work by the Ministry of Health on this project will include:
•	 a	review	of	the	role	of	CAMHS	and	youth	AoD	services	in	service	provision	for	this	client	group
•	 work	with	DHBs	to	address	youth	forensic	service	provision
•	 addressing	the	provision	of	maternal	and	infant	mental	health
•	 ensuring	children	under	three	years	are	included	in	the	review	of	the	 

well child/tamariki ora services.

Alcohol and other drug services

New Futures stated that AoD services for children and youth were the responsibility of CAMHS 
services. However, services have developed in very different ways across New Zealand. 
Children and youth currently access AoD services through CAMHS, adult AoD and youth AoD 
services.

Key issues identified

The key issues identified for AoD services are:
•	 a	lack	of	clarity	on	whose	responsibility	it	is	to	provide	AoD	services	for	children	and	

youth, which leads to gaps in access
•	 a	lack	of	AoD	services	for	children	and	youth
•	 limited	recognition	of	AoD	issues	in	mental	health	services
•	 limited	awareness	of	the	extent	of,	and	appropriate	interventions	for,	comorbid	mental	

illness and substance use disorders
•	 limited	understanding	of	the	extent	and	nature	of	the	problem	of	fetal	alcohol	syndrome	

in New Zealand.

Maternal and infant mental health

Maternal mental health services and infant mental health services are currently provided 
through ADMHS and CAMHS. Worldwide there is an increasing interest in and developing 
evidence base on maternal and infant mental health. Further clarification about the 
appropriate future direction for service development is needed and will involve input from the 
wider health sector, including paediatrics and primary health care.17 

16 Conduct disorder / severe antisocial behaviour refers to behaviours that are severe, persistent across 
contexts and over time, and involve repeated violations of societal and age-appropriate norms.
17 The review of the well child framework will include work on postnatal depression and infant mental 
health, and changes to child screening to include mental health and behaviour.
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table 8: maternal mental health services spending, by service type, 2005/06

Inpatient $ 
million

No. of beds FTEs $ million No. of FTEs
Maternal respite 

$ million

1.2 5 5.7 48 1.1

Low-prevalence disorders

Low-prevalence disorders (such as eating disorders and autism spectrum disorders) also 
require further clarification of the appropriate direction for development.18 Specific issues 
identified are:
•	 how	to	provide	services	in	areas	of	low	population
•	 how	to	build	and	maintain	an	appropriate	workforce	skill	level	for	this	group	of	

disorders.

Implementation of best practice

There is a growing body of knowledge about what constitutes evidence-based practice in child 
and youth services (Roth and Fonagy 2005). As is often the case, however, there are gaps 
between what is known and what happens in practice. Internationally, across all mental health 
services, there is a developing understanding of the individual, organisational and systemic 
factors that affect the implementation of best practice, and the responses required (Beinecke 
2005; Beinecke et al 2006).

Any consideration of best practice has to take into account the importance of cultural values 
and what is known about M-aori and Pacific models of health, the provision of services based 
on M-aori and Pacific models of health, and an increased understanding of effective outcome 
measures.

Key issues identified

The key issues identified for evidence-based practice are the:
•	 need	to	develop	increased	cultural	responsiveness	in	service	provision
•	 need	for	improved	evaluations	of	current	service	models	and	service	provision	to	

specific population groups, including clinical and cultural responsiveness
•	 need	to	increase	technical	expertise,	knowledge	and	skills
•	 need	to	increase	the	implementation	of	best	practice
•	 need	to	increase	the	responsiveness	of	services	to	specific	population	groups,	

especially clinical and cultural competence
•	 development	and	promotion	of	clinical	leadership,	which	is	crucial	for	implementing	

best practice
•	 need	to	improve	the	sharing	of	best	practice	and	expertise.

18 The autism spectrum disorders guidelines have been consulted on and work continues on finalising 
these.
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Priorities for action

Priority Relevant Te K -okiri action

DHBs will address identified gaps in service provision, and plan 
accordingly for:
•	 respite	and	support	services
•	 improved	responsiveness	for	the	children	of	parents	with	mental	

health and addiction issues
•	 improved	responsiveness	for	parents	who	have	a	mental	illness
•	 maternal	and	infant	mental	health	services,	including	where	such	

services would be located and clinical responsibility
•	 the	provision	of	services	for	low-prevalence	disorders

2.5, 2.10

DHBs will increase the reporting of consultation liaison services within 
MHINC

9.1

Revise the child and youth service specifications and service coverage 
schedule and use them to clarify the nature and provision of some 
service types, such as maternal and infant mental health

2.1, 2.2

Implement the intersectoral project for severe behavioural disorders 2.12

Improve court liaison services for youth forensics 2.24, 2.22, 7.13

DHBS will assess gaps in youth forensic service provision and plan 
accordingly

7.13

Continue implementation of intersectoral strategies and projects such as 
the Youth Offending Strategy, improving access for MSD–CYF clients to 
mental health services, and the severe antisocial behaviour project

2.12

Improve co-ordination across agencies and the health sector 2.3, 2.4, 2.6, 2.7, 2.24, 
7.12, 7.13

DHBs will identify gaps in AoD service provision for children and youth, 
and develop and implement plans to address these gaps

7.1, 7.2, 7.3

Improve responsiveness to fetal alcohol syndrome 2.11,7.1

Improve understanding and recognition of AoD issues in CAMHS 2.10, 7.1

Improve the availability of AoD service provision within CAMHS 2.10

Strengthen the partnership relationship between DHB mental health and 
addiction services

2.3,2.6, 2.4,10.2

Expand the range of effective and integrated services 2.25, 7.2, 7.3

Actively foster a research and evaluation based approach to recovery 
practice, risk and protective factors, building resiliency, and clinical and 
cultural competence

3.10, 3.12, 5.6, 5.9, 9.1, 
9.2, 9.8

Continue to build leadership capacity within CAMHS 4.7

Promote greater dissemination of evidence-based practice 2.9, 9.4

Provide services based on M-aori population need within frameworks/ 
models that promote:
•	 clinical	and	cultural	competence
•	 wh-anau ora
•	 traditional	M-aori treatment processes
•	 wh-anau-inclusive processes

2.22, 2.23, 5.5

continued
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Priority Relevant Te K -okiri action

Provide services based on Pacific population need within frameworks/
models that promote clinical and cultural competence. 

3.6, 3.7

Improve the responsiveness of services to the unique needs of specific 
population groups: Pacific peoples, Asian peoples and other ethnic 
communities, refugee and migrant communities, people with specific 
disabilities, family and wh-anau, M-aori

3.1− 3.23

Intersectoral collaboration

New Futures recognised that improving the mental health and wellbeing of children and youth, 
addressing the range of risk and protective factors, and building resiliency in children and 
youth19 would require the sustained collaboration of a wide range of organisations in both 
the wider health and social services sectors − government and non-government. The mental 
health and wellbeing of children and youth cannot depend on the mental health sector alone.

Consequently, there has been a greatly increased focus on intersectoral collaboration and the 
development of a number of joint programmes and government-wide strategies to address 
the needs of children and youth. How the broader determinants of health − such as social, 
environmental, cultural and economic factors − are addressed will be critical to improving 
long-term outcomes for children and youth. Continuing to work collaboratively across agencies 
remains a priority.

Key issues identified

There is a need to:
•	 further	develop	key	links	between	DHBs,	primary	health	organisations	(PHOs)	and	the	

Ministry of Health, and other government agencies such as the Ministries of Education, 
Social Development and Justice.

•	 continue	to	implement	key	cross-sectoral	strategies	that	affect	children	and	youth,	such	
as the Youth Offending Strategy and the Family Violence Prevention Strategy.

•	 have	a	stronger	focus	on	high-needs	groups,	particularly	M-aori and Pacific.
•	 address	the	difficulties	experienced	in	the	transition	of	implementing	nationally	

developed programmes/interventions into local DHB service delivery.
•	 recognise	the	importance	of	intersectoral	collaboration	in	reducing	risk	factors,	

strengthening protective factors and building resiliency.

19 ‘Risk factors’ refer to those traits, characteristics or environmental contexts that can be predictive of 
mental health problems. Protective factors are those traits, characteristics or environmental contexts 
that can promote positive mental health in childhood or adolescence. 
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Priorities for action

Priority Relevant Te K -okiri action

Continue to implement key intersectoral strategies that impact on child 
and youth (e.g. Family Violence Prevention, Youth Offending Strategy, 
Youth Suicide Prevention Strategy, Inter-agency Plan for Conduct 
Disorder / Severe Antisocial Behaviour, improving access to mental 
health services for Child, Youth and Family clients)  

1.4, 2.3, 2.12, 6.5, 7.13, 
10.7

The Ministry of Health will work with DHBs to establish protocols/
processes for the transition of nationally developed programmes to 
delivery at the local DHB level. 

10.7

Strengthen the links across all health and wider community agencies to 
ensure continuity and quality of care and appropriate integration

2.3, 2.6, 6.5

Workforce

The supply problems of maintaining a skilled workforce in child and youth mental health and 
AoD services have long been identified, particularly the under-representation of M-aori 
and Pacific peoples in the workforce. Although the number of community clinical FTEs has 
increased progressively since New Futures (from 322.6 in 1998 to 763.0 in 2006), staff 
shortages remain an issue.

As at December 2006 the percentage of child and youth FTEs filled in relation to the number 
of FTE positions against the service level agreement funded was 90% nationally. The national 
average for all FTE-funded services was 95%, but this does not include staff associated with 
inpatient beds. Of the 75 vacancies nationally for child and youth FTEs at December 2006, the 
three Auckland DHBs held 38 (Auckland 14, Counties Manukau 11 and Waitemata 13).  
The remaining 37 vacancies were spread across 11 DHBs (seven DHBs were at or more than 
100%).

A number of workforce strategies are in place to progress workforce issues. Whakam-arama 
te Huarahi − To Light the Pathways: A strategic framework for child and adolescent mental 
health workforce development (Wille 2006) is progressing a number of specific child and youth 
workforce activities, such as the development of child and youth core competencies.  
Kia Puawai te Ararau: National M-aori Mental Health Workforce Development Strategic Plan 
2006–2010 (Te Rau Matatini 2006) also has a particular focus on child and adolescent 
workforce development.

Key issues identified

Key workforce issues identified are the:
•	 vacancy	rates	in	some	CAMHS,	especially	in	high-population/high-need	areas
•	 need	for	more	M-aori and Pacific staff
•	 need	to	increase	the	cultural	capability	of	all	staff
•	 need	for	increased	awareness	and	responsiveness	to	AoD	issues
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•	 need	for	increased	knowledge	of	and	interventions	for	comorbidities
•	 need	to	increase	the	technical	skill	base	and	implementation	of	best	practice
•	 need	for	increased	knowledge	and	a	wider	skill	base	for	identifying	risk	and	protective	

factors and building resiliency
•	 need	to	develop	core	competencies	for	child	and	youth	work
•	 need	to	increase	the	knowledge	and	skills	required	for	intersectoral	work.

Priorities for action

Priority Relevant Te K -okiri action

Implement Kia Puawai te Ararau: National M-aori Mental Health Workforce 
Development Strategic Plan 2006–2010  

5.13

Implement Whakam-arama te Huarahi − To Light the Pathways: A 
strategic framework for child and adolescent mental health workforce 
development, including the development of child and youth workforce 
core competencies

4.4

Where applicable, DHBs will address the issue of current FTE vacancies in 
CAMHS

2.11

Strengthen the cultural capability of workers in mainstream services 
to work effectively with M-aori, Pacific, Asian, refugee and migrant 
populations

4.5

Develop initiatives to increase the Pacific mental health workforce 3.9

Develop initiatives to increase the Asian mental health workforce 3.13

Increase understanding of the needs of refugee and migrant communities 3.14

Develop initiatives that support service user involvement with child and 
youth services

4.9

Primary mental health care

There is increasing evidence that intervening early in a number of mental health problems can 
result in better outcomes for children and youth and can potentially prevent problems being 
carried through into adulthood. Advances in primary health care and early intervention are 
particularly important for M-aori and Pacific people, who experience greater health disparities 
(Minister of Health and Associate Minister of Health 2006).

Key issues identified

The key issues identified are the:
•	 need	to	build	the	primary	health	care	end	of	the	service	continuum	through	increased	

primary health care responses/interventions for children and youth with mild to 
moderate mental health and/or AoD problems
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•	 capacity	and	capability	of	the	primary	health	care	sector	workforce	to	respond	to	these	
needs

•	 need	for	stronger	links	across	the	spectrum	of	interventions	of	primary,	secondary	and	
tertiary care

•	 role	of	consultation	liaison	within	CAMHS,	and	the	need	to	increase	the	provision	of	this	
service to the primary health care sector

•	 need	for	stronger	links	between	health	and	other	services,	such	as	social	services	and	
the education sector (eg, Strengthening Families)

•	 need	for	an	increasing	role	for	PHOs	in	mental	health	promotion,	working	to	reduce	risk	
factors, and supporting and strengthening protective factors to build resiliency

•	 need	for	increased	efforts	to	ensure	M-aori and Pacific peoples access the full range of 
primary health care services.

Priorities for action

Priority Relevant Te K -okiri action

Increased early intervention strategies and improved responsiveness for 
M-aori, including tamariki and rangatahi  

3.1, 5.7

Increased early intervention strategies and improved responsiveness for 
Pacific peoples

3.1, 3.5–3.8

Review the guidelines for the identification and treatment of depression 
in primary health care to include up-to-date treatment models and 
specific responsiveness to children and youth

2.3, 6.1

Strengthen the links between primary health care and specialist mental 
health and addiction services and other community agencies to ensure 
continuity and quality of care and appropriate integration

2.3, 2.6, 6.5

Share best practice about current innovations in the primary health 
care sector and from the primary mental health demonstration projects 
currently under way

6.1

Increase primary health care workforce capacity and capability in mental 
health care

4.1

Increase the inclusion of appropriate child and youth mental health and 
AoD components of PHO primary health care promotion

6.6

Improve the reporting of the consultation/liaison role within MHINC 9.1, 9.5, 9.9
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Quickening the Pace of Development

This document has identified the key issues and priorities for action in child and youth mental 
health and AoD services over the next three to five years to ensure a quickening in the pace 
of the development of services, increased access to services, and improved outcomes for 
children and youth. It needs to be read in conjunction with Te T-ahuhu – Improving Mental 
Health and Te K-okiri.

All the priorities for action in this document are contained in Te K-okiri, which set milestones 
and timeframes for achieving each action. Reporting on progress will be part of the 
accountability requirements between the Ministry of Health and DHBs, and will also be part of 
the overall monitoring of the implementation of Te K-okiri.
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Glossary

Access A potential service user’s ability to obtain a service when they 
need it and within the appropriate time.

ADMHS Adult Mental Health Services.

AoD Alcohol and other drugs (addiction).

CAMHS Child and adolescent mental health services.

Capability An individual, organisation or sector having the right skills, 
knowledge and attitudes to deliver high-quality and effective 
mental health and addiction services.

Capacity An organisation or sector having sufficient appropriately trained 
staff and resources to deliver a high-quality and effective mental 
health and addiction service.

Children and youth People aged 0−19 years, inclusive.

DHB District Health Board.

Evidence-based practice An approach to decision-making in which the clinician uses the 
best evidence available, in consultation with the consumer, to 
decide on a course of action that suits the consumer best.

Family The service user’s wh-anau, extended family, partner, siblings, 
friends or other people that the service user has nominated.

FTE(s) Full-time equivalent(s).

GP General practitioner.

MHINC  The Mental Health Information National Collection – the national 
health database.

Mental health sector The organisations and individuals involved in mental health to any 
degree and at any level.

MSD-CYF Ministry of Social Development, Child Youth and Family.
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NGO Non-governmental organisation.

Pacific peoples A diverse group of people from the Pacific region, including 
Tongan, Samoan, Fijian, Cook Island, Tokelauan and Niuean 
peoples.

PHO Primary health organisation.

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

Protective factors  Those traits, characteristics or environmental contexts that can 
promote positive mental health in childhood or adolescence.

Rangatahi Youth

Risk factors  Those traits, characteristics or environmental contexts that can be 
predictive of mental health problems.

Specialist services For the purposes of this document, ‘specialist services’ refers to 
all those mental health and addiction services described in the 
Nationwide Services Framework and funded through the mental 
health ring-fence. This includes NGOs.

Tamariki Children and young people

Te K -okiri To action; to activate.

Te T -ahuhu The ridgepole that provides essential support.

Wh-anau Kuia, koroua, pakeke, rangatahi, tamariki. The use of the term  
wh-anau in this document is not limited to traditional definitions, 
but recognises the wide diversity of families represented within 
M-aori communities. It is up to each wh-anau and each individual to 
define for themselves who their wh-anau is.

Wh-anau ora  M-aori families achieving their maximum health and wellbeing.
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Appendix: Child and Youth Access Rates, 2005/06

table a1: 2005/06 new zealand national average access rate, by dhb and age band

DHB
Percentage in age band

0–9 years 10–14 years 15–19 years Total

Auckland 0.27% 1.35% 2.49% 1.13%

Bay of Plenty 0.82% 3.10% 3.71% 2.16%

Canterbury 0.86% 2.68% 3.45% 2.07%

Capital and Coast 0.75% 2.39% 2.68% 1.68%

Counties Manukau 0.55% 2.20% 3.40% 1.67%

Hawke’s Bay 0.39% 1.58% 3.21% 1.44%

Hutt Valley 1.07% 2.08% 3.16% 1.88%

Lakes 0.99% 2.42% 3.23% 1.92%

MidCentral 0.68% 2.13% 2.73% 1.67%

Nelson Marlborough 1.02% 4.05% 6.16% 3.24%

Northland 0.40% 2.16% 3.59% 1.69%

Otago 1.43% 4.80% 5.06% 3.50%

South Canterbury 0.60% 1.91% 3.69% 1.81%

Southland 0.76% 3.61% 5.27% 2.70%

Tairawhiti 1.16% 3.41% 4.59% 2.62%

Taranaki 1.60% 3.84% 5.50% 3.27%

Waikato 0.46% 2.22% 2.98% 1.61%

Wairarapa 0.85% 3.21% 4.66% 2.48%

Waitemata 0.57% 2.19% 3.39% 1.73%

West Coast 1.72% 5.38% 7.05% 4.20%

Whanganui 0.90% 3.27% 5.95% 2.90%

New Zealand 0.69% 2.45% 3.44% 1.89%
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table a2: access rates, by dhb and ethnicity, 0–19 years, 2005/06

DHB M-aori as % of 
population

Pacific as % of 
population

Other as % of 
population

Auckland 1.4% 0.6% 1.0%

Bay of Plenty 1.7% 1.9% 2.2%

Canterbury 2.1% 1.4% 2.0%

Capital and Coast 2.7% 1.3% 1.6%

Counties Manukau 1.6% 0.8% 1.6%

Hawke’s Bay 1.2% 1.1% 1.4%

Hutt Valley 1.8% 1.0% 1.9%

Lakes 1.2% 1.4% 2.3%

MidCentral 1.9% 0.8% 1.7%

Nelson Marlborough 2.2% 3.8% 3.3%

Northland 1.4% 1.3% 1.8%

Otago 2.8% 2.6% 3.4%

South Canterbury 2.7% 4.4% 1.7%

Southland 2.3% 2.3% 2.9%

Tairawhiti 2.4% 1.0% 3.5%

Taranaki 2.3% 1.9% 3.3%

Waikato 1.2% 1.3% 1.6%

Wairarapa 2.2% 2.1% 2.3%

Waitemata 3.6% 2.1% 1.8%

West Coast 4.8% 20.0% 3.5%

Whanganui 2.2% 2.4% 3.2%
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