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He Mihi  
 
E ngā pae maunga o Ruahine o Tararua, o Tararua, e tu ake nei  
E ngā wai o Manawatu, o Ōroua, o Rangitikei e rarapa mai ana  
Karanga mai, karanga mai, karanga mai  
 
E ngā mana, e ngā karanga maha huri āwhiotia i ngā tōpito o te aotūroa nei tēnā 
koutou katoa  
 
Tena koutou i runga i ngā āhuatanga e uruhia mai nei i a tātou katoa, ahakoa ko wai, 
ahakoa nō hea  
 
Kei āku nui, kei āku rahi, e ngā iwi kainga, arā, Rangitāne o Manawatu, Ngāti 
Kauwhata, Rangitāne o Tamaki Nui a Rua me Ngāti Raukawa ki te tonga, karanga 
mai, karanga mai.  
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Vision  
 
Whatever our age, gender or culture, when we need support to improve our mental 

health and wellbeing or address addiction we will have timely access to the 
interventions we need from a range of effective, well integrated services, to actively 

reduce the incidents of suicides in our district. 
 

The long term vision also includes commencing discussion and debate across the 
sector regarding the development of an approach towards zero tolerance of suicide. 
This would be in connection with the analysis of current depression programmes and 
interventions particularly in regard to developing specific approaches for high need 
populations such as Māori and Pacifica.  
 
When it comes to suicide risk management, is there an acceptable failure rate?  This 
question was the source of intense debate at Department of Psychiatry at the Henry 
Ford Health System in Detroit, Michigan, during the development of the 
organisation’s Perfect Depression Care Initiative.  The programme involved the 
development of an evidence-based approach to suicide risk management based on 
individualized and continuous risk assessment of each person.  The overall goal of 
the programme was the pursuit of a system of perfect care for persons with 
depression. 
 
The overall goal of the initiative was the elimination of suicide. One of the most 
significant barriers to the development and implementation of the programme was 
the difficulty the development team had accepting the goal of “no suicides”.  Many 
challenged this goal as unrealistic for their large, mostly out-patient, population of 
200,000 across their network.  The debate was ultimately resolved when the group 
faced the following question:  “If zero suicides are not the right number, then what 
number is acceptable?” When the initiative planning group found it was unwilling to 
settle for any number of patient deaths, they found they were then able to commit 
to “perfection” meaning zero suicides.  This commitment to excellence has resulted 
in a 75% reduction in suicides that have been sustained over four years.  The Perfect 
Depression Care Initiative is now a prototype for the redesign of behavioural health 
care and a model for health systems research and practice (Perfect Depression 
Program Henry Ford Health System, 2006).  
 
The definition of Zero Tolerance is an evidence based strategy aimed at reducing to 
Zero the incidence of suicide in a community.  The approach supports adherence to 
robust practice across the health and social continuum and further shifts paradigms 
from a belief that not much can be done, to a clear understanding that in fact a great 
deal can, and should be done to reduce suicide and the associated distress for all 
affected by such tragedy. 
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1. Purpose 
 
The overall purpose of this Action Plan is to: 

 Support families, whānau and communities to prevent suicide and reduce the 
impact of suicide in the MidCentral region; 

 Improve the range, coverage and targeting of suicide prevention services; 

 Lift the quality of information and evidence for effective suicide prevention 
and postvention;  

 Strengthen resilience and positive mental health among all age groups;  

 Support the strategic development to establish governance oversight of the 
Plan and its work progamme.  

 
The Action Plan has a clear focus on suicide prevention initiatives for Māori. One in 
five people who die by suicide are Māori, while rates of youth suicides are 2.5 times 
higher for Māori youth compared with non-Māori youth. There is growing concern 
that suicide is increasing among Pacifica communities and it is important that 
appropriate support is available in these communities.  

 

2. Background 
 

Suicide and suicidal attempts represent a significant public health issue in Aotearoa 
New Zealand. Each year there are approximately 500 deaths by suicide which is 
more than the average number of deaths due to vehicle accidents (Mortality and 
Demographic Data Ministry of Health, 2013). Over the five years from 2007 to 2011, 

MidCentral DHB and two other DHB’s had a statistically significantly higher suicide 
rate than the total New Zealand rate. 
 
Suicide prevention is everybody’s responsibility and each of us can have a role in the 
promotion of well-being, minimising harm and assisting those in crisis.  This Action 
Plan is therefore not just for the health sector, but identifies actions to be 
implemented in conjunction with a wide range of agencies in government, 
education, social services, police and community volunteer sectors.  
 
The initiatives in this Plan do not stand alone in the prevention of suicide. They 
compliment several other initiatives established across the district. They also work 
alongside number of other work programmes across the DHB and other government 
agencies that share a focus on the risk and protective factors for suicide prevention 
and postvention. These current programmes of work based in the MidCentral district 
include the following initiatives:  
 

 Rising to the Challenge Plan 2012-2017 – MidCentral DHB Mental Health and 
Addictions Clinical Network, broad work-plan based on the eight goals of the 
Rising to the Challenge Plan 
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 Drivers of Crime – integration of NGO AOD services for a single point of entry 
model, with the Department of Corrections Community Probation Services 
for offenders with AOD problems. 

 

 Social Service Sector Trial (Levin) – focusing on positive social outcomes for 
young people aged 12-18 years. Establishment of an additional AOD 
practitioner role in Horowhenua to support the project’s work programme. 
The new service is working alongside the Horowhenua District Council, 
general practice and school based health services. 

 

 Whānau Ora –  whānau ora collectives in the district (Te Tihi o Ruahine and 
Te Runanga o Raukawa), look to build the resilience and develop whānau 
solutions to whānau problems.  

 

 The Children’s Action Plan (Levin) – Children’s Team work programme of 
cross sector agency response to identifying, supporting and protecting 
vulnerable children. 

 

 Welfare Reforms – reducing long-term welfare dependence is a priority for 
the Government, as reflected in the Better Public Services document to 
reduce the number of people who have been on a working age benefit for 
longer than 12 months. Establishment of the Evidence Based Supported 
Employment model by NGO Whaioro Trust, being co located within the 
specialist Māori Mental Health Service. 

 

 Perinatal Services – guided by the Healthy Beginnings Guidelines (Ministry of 
Health) outlining a number of reasons for developing comprehensive, 
integrated perinatal and infant mental health services. Enhanced capacity of 
Maternal Mental Health services and Packages of Care to particularly support 
women who are experiencing acute mental health issues in the perinatal 
period and for their infants and developed hub/spoke model with primary 
care/Integrated Family Health Centres.  

 

 Prime Ministers Youth Mental Health Project – a considerable number of 
young New Zealanders experience mental health problems such as 
depression, anxiety and substance abuse, which can have life-long 
consequences. Suicide rates among young people are tragically high. There is 
unmet need among young people dealing with mental health addiction 
issues. Implementation of the stepped care model for young people within 
the Primary Mental Health Service (Central PHO). 

 

 Workforce Development – workforce competencies and workforce 
development priorities to support implementation of the Rising to the 
Challenge Plan, is informed by the collective Leadership of Mental Health and 
Addiction NGO Primary leaders and managers (Connected Workforce Group). 
Implementation of a work programme based on implementation of the Let’s 
Get Real three levels of competency framework, which includes the 
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establishment of a Let’s Get Real Workforce Development coordinator to 
embed Let’s get real across all mental health and addiction NGOs and mental 
health primary care. 

 

 Suicide Prevention Action Plan – multiple risk factors and life events are 
involved in a person ending their life. The link between mental illness and 
suicidal behaviour is well known, but other risk factors include exposure to 
trauma, a lack of social support, family whānau relationships challenges, 
difficult economic circumstances and other social determinants. Recent 
establishment of kaupapa Māori Suicide Prevention practitioners whose work 
is based on kaupapa Māori service delivery ‘Te Aka’ model from the Te 
Whakauruora Māori Suicide Prevention Resource (Te Rau Matatini National 
Workforce Centre).  

 

No single initiative or organisation can prevent suicide on its own. A comprehensive 
and coordinated approach is required across government, non government 
organisations and community and good governance to ensure delivery against the 
Plan. Accordingly this Plan includes input from health, police, education, social 
services, NGOs and the wider community. 

 
3. Guiding Principles of the Plan  
 
Be evidence proven: 
Where possible, all suicide prevention initiatives should be based on the best 
available research and supported by the experiences and knowledge of those 
working in suicide prevention, including indigenous time-honoured knowledge. In 
areas where robust evidence is lacking, a plan to help build the evidence base that 
includes appropriate evaluations is necessary. 
 
Be safe and effective: 
It is imperative that initiatives are carefully developed, informed by evidence and 
best practice, assessed for safety issues and comprehensively evaluated to ensure 
they make a positive difference and do not place vulnerable people at an increased 
risk of suicide. 
 
Be responsive to Māori and Pacifica: 
While it is acknowledged that a range of different strategic frameworks and 
responses guide work to achieve whānau ora, it is essential that all interventions are 
accessible and effective and reflect realities and priorities for Māori and Pacifica. 
Achieving whānau ora requires measures that account for the needs and aspirations 
of Māori and Pacifica in all of an organisation’s activities but in particular, in its core 
business activities.  
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Recognise and respect diversity: 
To be effective, the design and delivery of prevention programmes and services must 
be responsive to and respectful of the realities and needs of the population they 
target such as those based on ethnicity, culture, gender, sexual orientation and age. 
Same-sex attraction, gender dysphoria and intersex conditions are not on their own 
risk factors for mental health problems, but they may make people more vulnerable 
to negative experiences and discrimination. Discrimination is a significant issue that 
results in conflicted familial and other social relationships and diminished emotional 
and practical support. These issues are exacerbated when Lesbian Gay Bisexual 
Transgender Queer Intersex Fa’afafine (LGBTQIF) people accessing mental health 
services have negative experiences arising from actual or perceived institutionalised 
discrimination or from a lack of resources and understanding of LGBTQIF-specific 
issues in the mental health and addictions sector.  

 
Reflect a co-ordinated multi-sectoral approach: 
Services will be most effective when they are co-ordinated, integrated and 
supported by collaboration across sectors and communities.  

 
Demonstrate sustainability and long-term commitment: 
Suicide prevention is a complex issue and requires sustained action at a range of 
levels, supported by a commitment to long-term investment.  

 
Acknowledge that everyone has a role in suicide prevention: 
Suicide prevention is a shared responsibility for the whole of New Zealand society. It 
is most effective when everyone is clear about their specific role and is participating 
within the parameters of evidence and safety towards a common goal.  

 
Have a commitment to reduce inequalities: 
It is important that all approaches to suicide prevention focus on addressing the 
factors that contribute to higher rates of suicide and suicidal behaviour for particular 
population groups, including Māori and Pacifica.  

 
4. Other Linkages 

 
4.1 New Zealand Suicide Prevention Action Plan 2013-2016 
The MidCentral DHB Suicide Prevention Postvention Action Plan, is aligned to the 
eleven Action Areas of the New Zealand Suicide Prevention Action Plan 2013-2016 
(MOH) and has been reported on (Appendix 3). The Ministry Action Plan outlines:  
 

1. Build the capacity of Māori whānau, hapū, iwi, Pacifica families and 
communities to prevent suicide 

2. Ensure good quality information and resources on suicide prevention are 
available for families, whānau, hapū, iwi, communities and frontline workers 

3. Train community health and social support services staff, families whānau, 
hapū, iwi and community members to identify and support individuals at risk 
of suicide and refer them to agencies that can help 
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4. Ensure a range of accessible support services is available to families, whānau 
and others who are bereaved by suicide 

5. Support communities to respond following suicides, especially where there 
are concerns of suicide clusters and suicide contagion 

6. Improve services and support for people experiencing mental health 
problems and alcohol and other drug problems 

7. Improve services and support for children and young people in contact with 
Child, Youth and Family Services 

8. Improve services and support for people in prison 
9. Identify and respond to suicide contagion through social media 
10. Reduce cyber-bullying 
11. Make better use of the data the government already collects on suicide 

deaths and self harm incidents. 
 

4.2 Te Whakauruora Māori Suicide Prevention Resource (Te Rau Matatini National 
Workforce Centre)  

This Plan further builds on the work and initiatives outlined in the Te Whakauruora 
Māori Suicide Prevention Resource (Te Rau Matatini Workforce Centre, 2009) and 
also reflected into this Plan are the key aims of Te Whakauruora Māori suicide 
prevention resource, the aims of which are to:   
 

 Support hapū, iwi and community to develop collective community-based 
activities for suicide prevention 
 

 Provide an insight into how suicide is viewed by Māori and the importance of 
tikanga Māori (cultural) frameworks in suicide prevention initiatives 

 

 Assist hapū, iwi and community to develop and enhance their knowledge of 
key issues, risk and protective factors for Māori 

 

 Provide information to assist hapū, iwi and community to adopt and 
undertake collaborative safe suicide prevention responses 

 

 Assist hapū, iwi and community to identify existing resources available e.g. 
skills, expertise, infrastructure to form a comprehensive network of support 
to reduce the rate of suicide and suicidal behaviour 

 
 Provide practical approaches on each of the national goals of the New 

Zealand Suicide Prevention Strategy 2006-2016.  
 
4.3 The Mental Health and Addictions Strategy (MidCentral DHB) 
The Strategy outlines a strategic direction and priorities for the MidCentral district 
and contains six goals and priorities for action. This particular Plan aligns to the 
Strategy in several ways:  

Goal 1- Better Planning and Relationships  
Goal 3- Supporting Recovery and Mental Health  
Goal 5- Local Workforce and Infrastructure  
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4.4 Health and Quality Safety Commission 
In December 2014, MidCentral DHB provided the Health and Quality Safety 
Commission through the Suicide Mortality Review Committee, information on 
incident reports and any internal investigations of the deaths of people whom had 
died by hanging within twenty eight days of using our specialist mental health 
services from 2007 to 2011.  
 
Subsequently such information collated was to advise the Commission on how to 
reduce the number of suicide deaths in New Zealand.  

 
4.5 The New Zealand Suicide Prevention Strategy 2006-2016  
The New Zealand Suicide Prevention Strategy 2006-2016, sets out the framework to 
organise and coordinate a range of prevention efforts. The strategy is translated into 
measurable and tangible activities, action plans developed to guide implementation. 
The seven goals of the New Zealand Suicide Prevention Strategy are to: 
 

1. Promote mental health and wellbeing, and prevent mental health problems 
2. Improve the care of people who are experiencing mental disorders 

associated with suicidal behaviours 
3. Improve the care of people who make non-fatal suicide attempts 
4. Reduce access to the means of suicide 
5. Promote the safe reporting and portrayal of suicidal behaviour by the media  
6. Support families/whānau, friends and others affected by a suicide or suicide 

attempt 
7. Expand the evidence about rates, causes and effective interventions. 

 
MDHB has formulated this Action Plan based on the Suicide Prevention Strategy 
2006-2016, by accumulating all of these seven goals into Action Areas and 
developing an eighth goal to- Increase the Coordination and Capacity of Suicide 
Postvention Management.  
 
Further to this development of the district Action Plan is to widen the conversation 
across the continuum of care that includes key stakeholders and non-health agencies 
towards articulating common values, direction and actions in order to reduce suicide 
in the MidCentral district. The development of this Plan has involved many 
stakeholders from health, education, Police, City Council (Appendix 1 & 2) and will 
continue in order for this Plan to be implemented. The conversation requires the 
ability to examine how possibly dealing with large chunks of information and pulling 
pieces together into a big picture will require focus on an ongoing basis. Key agents 
of coordination, social service professionals, health practitioners, kaimahi, support 
workers, health promoters, education specialist, social services, leaders and 
managers; are integral in creating a more cross agency focus on promoting 
wellbeing, identifying problems early and delivering integrated service responses. 
The roles and responsibilities are outlined in the Action Areas of the Plan.  
 
The future needs of the population will not be met by the current siloed 
configuration of mental health and addiction services, primary care, disability and 
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social services- as outlined in The Rising to the Challenge Mental Health and 
Addiction Service Development Plan 2012-2017. Research informs us that more 
socially isolated people have poorer health and increased mortality and more 
socially cohesive societies are healthier and have lower mortality rates. This district 
Action Plan attempts to reflect the above points and thus a concentrated effort on 
the eight action areas that build community capacity and capability, and assist in 
building the health of the population.  
 
4.6 National Suicide Prevention Workshop  
In September 2014 MidCentral DHB clinicians, Clinical Director, Public Health 
Services Health Promoter, CAMHS, Māori Mental Health and Planning and Funding 
attended the Ministry of Health DHB Suicide Prevention Workshop. This provided for 
information update and sharing of expertise by experienced suicide prevention 
services. It was very valuable in terms of the progress and developments undertaken 
by particularly Northland and Hawkes Bay DHBs. 
 
4.7 Coronial Data Sharing Memorandum of Understanding (August 2014)  
The Memorandum of Understanding outlines the understanding and agreement 
between Coronial Services of New Zealand (CSNZ), Ministry of Health, Clinical 
Advisory Services Aotearoa and MidCentral DHB to support local responses after a 
death by suspected suicide. It describes expectations in respect of the collection, 
use, disclosure and retention, disposal of Coronial information by CSNZ in respect of 
deaths by suspected suicide. It supports implementation of the NZ Suicide 
Prevention Action Plan 2013-2016 (MOH) specifically Action 11.2 ‘Establish a 
function to analyse and share up to date provisional coronial data on suicide deaths 
with agencies working in local areas to help prevent further suicides’. This is now 
included in the National Services Coverage Schedule expectations and in the DHB 
Annual Planning requirements.  
 
CSNZ will provide notifications to MidCentral DHB so as to support timely and 
appropriate local responses to suspected suicides.  The desired outcome of the MoU 
and as a result of receiving notifications, is to inform local responses to suspected 
suicides that have occurred in the district, provide information to facilitate cross 
agency collaboration in respect of responding to suicide clusters/contagion and work 
alongside other DHBs to coordinate postvention efforts where the notification 
crosses DHB regional boundaries. 
  
Subsequent to the MoU being approved, MidCentral DHB contracted a project 
manager to develop a protocols checklist to assist specialist secondary services 
MidCentral Health to ensure it complies with obligations under the MoU in relation 
to the Coronial Suspected Suicide Data Sharing Service sharing with MidCentral DHB. 
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4.8 The Turning of the Tide Police Action Plan  
The Turning the Tide Action Plan is for Police Districts to take a coordinated 
approach to meeting the targets set in The Turning of the Tide. The Action Plan 
states it “draws heavily upon the philosophy and infrastructure that underpins 
whānau ora, to work more closely with extended families to bring about change”. 
The Action Plan has goals to bring about a decrease in the proportion of Māori who 
are; first time youth and adult offenders, repeat youth and adult offenders, repeat 
victims, reduction in Police (non traffic) apprehensions resolved by prosecution and 
the proportion of casualties in fatal and serious crashes. The Action Plan 
acknowledges Police cannot approach the underlying issues and causes of crime and 
harm alone “Police only possess some of the skills required to address them- Police 
officers are not relationship or drug and alcohol counsellors”.  
 
There is further opportunity for health to work together with Police in alignment 
with the goals of The Turning of the Tide Police Action Plan and the initiatives/work 
programme within MDHB Suicide Prevention/Postvention Action Plan. This would 
further support the community and family supports, promoting wellness, early 
interventions and enabling people to participate in society and improve the health of 
our communities.  
 
As a result of the discussion with Police on the Draft Suicide Prevention/Postvention 
Action Plan, local meetings will continue to develop the concept of the Police Inquest 
Officer being involved in the Community Postvention Group, linking with school 
community officers particularly regarding bullying and working with iwi Māori.  
 
It is important for health to take a leadership role in working with non health sectors 
in ensuring wider understanding of the aetiology of suicide and suicidal behaviour, 
so that the most effective interventions can be developed together. 
 
This plan demonstrates clearly the relationships with stakeholders have been a long 
standing one, which has been maintained over the last 10 years and the Community 
Prevention Postvention Group provides this platform. The Clinical Networks Mental 
Health and Addictions Group consist of various stakeholders in which it is the DHB’s 
priority focus for the sustainability of such networks. 
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5. Population  
 
MidCentral District Population by Ethnicity at 2006 Census and 2013 Census 
(percentages): 

 

6. Suicide rates 
 
The New Zealand national suicide rate for this five-year period was 11.3 suicides per 
year per 100,000 populations this is shown by the horizontal line in Figure 1. The 
figure also shows confidence intervals to aid interpretation. Where a DHB region’s 
confidence interval crosses the national suicide rate, means the DHB region’s suicide 
rate was not statistically significantly different to the national suicide rate. 
 

Figure 1: Suicide age-standardised death rates, by DHB regions, 2007–2011 

 
Source: New Zealand Mortality Collection   

 

Between 2007 and 2011, MidCentral district’s population had a significantly higher 
suicide rate than New Zealand overall. The national suicide rates have been relatively 
stable since 2000, and lower than 1998 (a suicide peak year). 
 
People who are at higher risk of suicide than the general population are: 

 males; 

 Māori; 

 male adolescents and young adults; 

 males aged 55 to 59; 

MidCentral District Population by Ethnicity at 2006 Census and 2013 Census (percentages) 

Census European Māori 
Pacific 

Peoples 
Asian 

Middle 
Eastern/ 

Latin 
American/ 
African

(2)
 

Other Ethnicity Total 
people, 
Other 

Ethnicity 

Total 
people 
stated 

Not 
Elsewhere 
Included 

Total 
people New 

Zealander 
Other 

Ethnicity  

2006 71.4% 16.8% 2.9% 4.4% 0.6% 12.5% 0.0% 12.6% 97.3% 2.7% 100.0% 

2013 77.9% 17.4% 3.5% 5.8% 0.7% 2.0% 0.0% 2.1% 95.1% 4.9% 100.0% 
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 women aged 25 to 29; 

 socioeconomically disadvantaged people. 
 

Women have higher hospitalisation rates for suicide attempts than men. 

 
6.1 Analysis by three year moving average 
The data shown in the following two tables was taken from the Ministry of Health's 
population health data web site, PHI Online (www.moh.govt.nz/phi). 
 
The two tables below shows suicide deaths 2001 to 2005 by three year periods.  The 
first table shows suicide age standardised rates by three year moving average, which 
smoothes out random yearly fluctuations.  The second table shows the actual 
number of suicide deaths for each period.  The main reason for showing the actual 
numbers is to see the size of the numbers used to calculate the rates.  Small 
numbers can lead to rates that fluctuate widely due to chance rather than a health-
related cause.  
 
The population groups shown are MidCentral overall, MidCentral Māori, MidCentral 
non-Māori, New Zealand overall, New Zealand Māori, and New Zealand non-Māori.  
 
The main features of the two tables are: 
Māori suicide rates were higher than non-Māori rates, and may be climbing, in which 
MidCentral Māori number of suicides is relatively small.  A small number of extra 
deaths can change a low rate into a high one. MidCentral rates were higher than 
New Zealand rates. 

 

 

 
 
 
 
 

 

2001-2003 2002-2004 2003-2005

MidCentral overall 14.5 14 17.3

MidCentral Maori 15.1 21.2 24.8

MidCentral non-Maori 14.1 12.8 15.8

NZ overall 12.7 12.8 13.2

NZ Maori 16 17.9 19.7

NZ non-Maori 11.8 11.6 11.8

MidCentral and New Zealand Suicide Deaths 3 Year 

Moving Average Age Standardised Rates (per 100,000 

people)

 

2001-2003 2002-2004 2003-2005

MidCentral overall 67 66 78

MidCentral Maori 11 14 17

MidCentral non-Maori 56 52 61

NZ overall 1490 1471 1516

NZ Maori 246 276 300

NZ non-Maori 1244 1195 1216

MidCentral and New Zealand Suicide Deaths by 3 Year 

Periods

http://www.moh.govt.nz/phi
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6.2 Child and Youth Mortality Review Committee  
The 10th Data Report of the Child and Youth Mortality Review Committee, covering 
2009–2013 (released February 2015) recognized that the number of children and 
young people who die in New Zealand each year has more than halved since 1980. 
  
In 2013, 515 New Zealanders aged 28 days to 24 years died, this compares with 1334 
deaths in 1980. The trend continued during the years focused on in the report, 
released under the umbrella of the Health Quality & Safety Commission, with 674 
deaths in 2009, 620 in 2010, 632 in 2011 and 601 in 2012. 
 
In total, 3042 children and young adults died during 2009–2013. 
 
The largest single cause of death was suicide. There were 645 suicides in total, 
including 316 aged 20–24, 293 aged 15–19 and 35 aged 10–14. More than twice as 
many males than females committed suicide – 464 compared with 181. 
 
Transport-related incidents accounted for 572 deaths (460 of them involving those 
aged 15–24), sudden unexpected death in infancy (SUDI) for 228, drowning for 92, 
assault for 77 and unintentional poisoning for 53. There were 1183 medical-related 
deaths. 
 
There were statistically significant differences in mortality rates when examined by 
ethnicity. Māori had the highest mortality rate, followed by Pacific people, those in 
the MELAA ethnic group and European and Other. Those of Asian ethnicity had the 
lowest overall mortality rate in children and young people. For all age groups in this 
report, Māori had higher mortality rates than non-Māori. This was consistently 
statistically significant in post neonatal infants, and young people aged 15 to 19 
years and 20 to 24 years.  
 
Mortality rates vary by deprivation, as measured by the NZ Deprivation Index. For 
children and young people overall, there was a pattern of increasing mortality rates 
with increasing deprivation. Of note, those in deciles one and two (least deprived) 
had statistically significantly lower mortality rates than those in deciles four to ten. 
When examined by age group, this pattern remained for most age groups. In post 
neonatal infants, those in quintile five (NZ Deprivation Indices nine and ten) had a 
statistically significantly higher mortality rate than those in less deprived quintiles. In 
children aged one to four years, those in quintiles one to three had statistically 
significantly lower mortality rates than children in quintile five. In children aged ten 
to 14 years, children in quintile five (most deprived) had higher mortality rates than 
children in the lower quintiles. In those aged 15 to 19 years, those in quintiles one 
and two had statistically lower mortality rates than those in quintiles four and five.  
 
There were no statistically significant differences by deprivation in the five to nine 
and 20 to 24 year age groups. 
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Worthy of note in the Report is the connection that mortality rates increase 
significantly with deprivation. We found this a very interesting report as a point of 
reference in the context of developing the district initiatives for the Action Plan that 
support improvement in mental health and wellbeing across our communities.  

 
6.3 Coronial Statistics 
The current statistics released on 18 August 2014 by the Chief Coroner on the 
provisional annual suicide figures for the year ending 30 June 2014 are shown below 
(see Table 1).  
 
The total number of suicides for the 2013/2014 year was 529, which is the lowest 
number by two since the annual coronial figures were first produced for the 
2007/2008 year. There were 12 fewer suicides compared to last year and 29 fewer 
than the 2010/2011 year, which was the highest annual number recorded in the last 
seven years. 
 
The previous lowest total was recorded for 2008/2009 with 531 recorded suicide 
deaths. It is also the first time the provisional suicide rate per 100,000 people was 
less than 12, with a rate of 11.7 recorded. 
 
Nationally youth suicide numbers (those aged less than 24 years) were significantly 
down from 2012/2013 with 110 suicides compared with 144. The figures include the 
lowest number of suicides in the 15 to 19-year old cohort in the last seven years with 
46, which is down 17 on 2012/2013 and 34 on the year before. 
 
Another key observation from the current statistics is the apparent rise in suicides 
among older people. The number of suicides recorded in the over 60 year old 
population increased from 75 in 2012/2013 to 97 in 2013/2014. 
 
Table 1 Provisional Suicide deaths by DHB Region 

DHB Region 2007/2008 2008/2009 2009/2010 2010/2011 2011/2012 2012/2013 2013/2014 Total 

Auckland 53 53 39 51 42 46 41 325 

Bay of Plenty 20 41 21 36 31 31 27 207 

Canterbury 61 61 74 63 73 60 68 460 

Capital and Coast 32 24 26 25 28 34 30 199 

Counties Manukau 59 38 52 46 55 50 48 348 

Hawke's Bay 16 23 23 25 27 18 28 160 

Hutt 25 9 20 22 12 14 25 127 

Lakes 12 20 21 23 18 15 15 124 

Mid Central 27 25 22 24 32 18 41 189 

Nelson Marlborough 16 17 13 12 24 17 13 112 

Northland 19 15 16 20 24 29 21 144 

South Canterbury 10 4 7 8 17 8 2 56 

Southern 37 49 60 45 42 47 31 311 
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Tairawhiti 14 8 6 8 3 5 2 46 

Taranaki 17 17 18 20 12 17 14 115 

Waikato 38 47 47 51 33 45 44 305 

Wairarapa 6 5 11 5 7 10 8 52 

Waitemata 62 56 51 55 50 62 52 388 

West Coast 7 6 3 5 4 6 8 39 

Whanganui 8 12 10 12 12 7 11 72 

Overseas 1 1 1 2 1 2 0 8 

Total 540 531 541 558 547 541 529 3787 

 

Note: the statistics from the Chief Coroner’s data   differs from that listed in the MoH because the Chief Coroners 
data includes all deaths initially identified at the coroner’s office as intentionally self inflicted. Of these, only 
those deaths determined by local coroners following investigation to be ‘Intentional’ will receive the final verdict 
of suicide. In addition the chief coroners data covers different time periods (years ended 30 June rather than the 
calendar years used in the MoH publication). 

 
While the national suicide rate for 2013/2014 decreased very slightly from that of 
the previous year, the MDHB region recorded a steep rise in the number of suicides 
from 18 to 41. While the figure of 18 deaths in 2012/2013 was substantially lower 
than previous years and the 2013/2014 figure is much higher than the average for 
the five years between 2007/2008 and 2011/2012 (26 deaths per year). 
  
This highlights the need for a comprehensive action plan for the MDHB region, to 
guide a cross sector approach to reduce the number of suicides and suicide attempts 
within our local communities. 
 
Chief Coroners Statistics 
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7. Target population 
 
The MDHB Suicide Prevention Postvention Action Plan will target all age groups, 
Māori and Pacifica people. There will be particular emphasis on the male 25 -50 year 
age group. This group has been over represented in suicide statistics for the 
MidCentral district in the most recent coronial data.  
 
Youth (both male and female) will continue to be a target to minimise suicides from 
this cohort. Continual emphasis will be focussed on the 60+ age group especially 
those older persons who have long term health conditions, live alone and are 
isolated. 

 
8. Analysis of Suicide and Attempted Suicide Statistics  
 
Research had demonstrated that typically multiple risk factors are linked to suicide 
and it is often an accumulation of risk factors that leads to suicidal behaviour among 
certain at-risk population groups. The risk of suicide is increased for people 
experiencing mental health problems and mental health issues are a factor in 70% of 
suicides and suicide attempts (NZ Suicide Prevention Strategy, 2006). 
 
The prevention of suicide is complex; it requires a multi-level, community wide and 
systematic approach.  This is due to the inter-connected range of the risk factors and 
social determinants that influences a person’s decision to end his or her life, as well 
as the broad range of protective factors that can assist a person to navigate times of 
personal adversity and mental illness. As referred to earlier in the 10th Data Report of 
the Child Youth and Mortality Review Committee.  
 

The publication Suicide Facts also looked for any link between suicide and 
socioeconomic deprivation by using NZDep2001 quintiles (pairs of deciles).  They 
found the least disadvantaged areas had the lowest suicide rate and the most 
disadvantaged areas had the highest rate.  The areas in-between showed almost no 
difference from each other. 
 
Socioeconomic deprivation data  

 

The New Zealand Suicide Prevention Strategy 2006–2016, the New Zealand Suicide 
Prevention Action Plan 2013–2016 and Te Rau Matatini’s Te Whakauruora Māori 
Suicide Prevention Resource 2009, provide frameworks for suicide prevention and 
postvention within a national context.   
 

 

1 (least 

deprived) 2 3 4

5 (most 

deprived)

Age standardised rate 

(per 100,000 people) 8.7 11.4 11.6 11.8 17.4

Quintile

Suicide Age Standardised Rates by NZDep2001 Quintiles, 2006
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While much of the frameworks can be applied to the local context, this district wide 
Action Plan focuses the direction and priorities on how to best focus on suicide 
prevention and postvention in the MidCentral district based on identified local 
needs.  
 
On 7 August 2014, MDHB held a community workshop with key agencies, including 
Mental Health and Addiction Services, Police, Education, Emergency Department, 
Māori providers and social service agencies. Feedback from this, and a subsequent 
workshop held in December 2014 has provided key contributions and initiatives for 
this Action Plan (Appendix 1 & 2).  

 
9. Environmental Scan  
 
The MidCentral DHB Suicide Prevention Postvention Action Plan 2015-2017 will 
represent a programme of planned activities in collaboration with other community 
agencies.  
 
The prevention of suicide is complex and multi-faceted therefore no one initiative or 
agency will have the ability to reduce the number of suicides on its own. It will 
require the collaboration and partnerships of MidCentral DHB with other community 
and government agencies to work together to provide suicide prevention and 
postvention activities, which over time should see a reduction in suicide numbers in 
the local region. 
 
Most often the community based organisations are best placed to reach people who 
are not engaged in government services. Community agencies that have a role in 
providing suicide prevention/postvention type services and this Plan builds on these 
existing networks, which include: 
 

 Kia Piki Te Kaha Suicide Prevention Navigation Service based at Best Care 
Whakapai Hauora provides navigation, education, advocacy and marae based 
programmes 
 

 MidCentral Health Public Health Services, Child, Adolescent & Family Mental 
Health Service (CAMHS) and specialist Mental Health Services provide 
information, education, treatment, assessment and therapeutic services 

 

 Youth One Stop Shop (YOSS) provide free counselling, health services, alcohol 
and drug support, peer led programs, counselling and information for youth 
aged 10-24 

 

 Ministry of Education (Special Education) with CAMHS work collaboratively to 
support students and staff following traumatic incidents in schools, such as 
suicide attempts and post suicide 
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 Journeys to Wellbeing Service provide peer support, information and 
education for people experiencing mental illness 

 

 Te Upoko Addictions Peer Service provide mental health and addiction peer 
support for rangatahi, adults and their whānau 

 

 ACROSS Social Service provide Bereaved by Suicide Support with both one to 
one counselling and group support for those bereaved by suicide, Post Natal 
Depression support groups and Triple P Parenting programs 

 

 Manawatu Supporting Families in Mental Illness provide information, 
education, Depression support groups and advocacy for people and families 
affected by mental illness 

 

 Victim Support provides practical and emotional support to families and 
friends after a suicide. Victim Support has a role in referring people/whānau 
to other suicide support groups.  

 
There are many other services available to help people with stress and mental health 
issues – these are listed in the Manawatu Community Health Directory 2014/15. 
Copies available: www.journeystowellbeing.org.nz.  

 
10. Workforce Development 
 
Question, Persuade, Refer (QPR) 
QPR New Zealand offers comprehensive on-line course packages as well as face-to-
face classroom workshops to cost-effectively train organizations, community 
members and individuals in the use of suicide prevention strategies. These courses 
are available as an overall training system to enable organizations to train staff, at an 
appropriate level, to ensure competence in suicide risk detection, assessment and 
management. Individuals can choose the course or courses suited to their own 
particular requirements for suicide prevention training. QPR Gatekeeper 
foundational suicide screening and prevention training, as well as the Advanced 
Suicide Triage and Risk Management training are available on-line and are also 
offered as face-to-face classroom training. 
 
Walker Psychology and Consulting Limited are licensed by the QPR Institute to 
exclusively provide QPR services in New Zealand. These are delivered and managed 
under the name QPR New Zealand.  
 
In September 2014, MDHB identified seventy 70 practitioners, consumers, non-
health agencies, school counselors, CYFS and family advisors from across the NGO, 
primary and community sector for the dissemination of QPR training licenses, 
enabling access to the online training. Liaison has been made with Walker 
Psychology Limited to identify each person interested in the QPR training, and their 
email contact confirmed with Walker Psychology Limited.  

http://www.journeystowellbeing.org.nz/
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MDHB has established a key contact from the NGO sector (NGO Workforce 
Development Coordinator), to assist in the coordination and implementation of the 
training across the district. Monitoring/evaluation of this training will be undertaken 
and further training could be offered.  
 
The advanced QPR training is also being implemented across specialist mental health 
and addiction clinical services.  

 
11. Monitoring, Evaluation and Risk Mitigation  
 
We acknowledge the approaches developed for suicide prevention and postvention 
must recognise the various layers of care across not only the mental health and 
addiction continuum, but also the education, welfare, Police and local councils. As 
earlier outlined in the Principles section of the Plan- it is imperative that initiatives 
are carefully developed, informed by evidence and best practice, assessed for safety 
issues and comprehensively evaluated to ensure they make a positive difference and 
do not place vulnerable people at an increased risk of suicide. 

 
The Action Plan will be implemented over a period of approximately two and a half 
years, in which this will be the first Suicide Prevention Postvention Action Plan 
approach of the district. The Plan will be evaluated towards the end of the action 
work plan.  
 
Despite the timeframe of the Action Plan, work will continue on the goals, in which 
the Action Plan will be renewed.  
 
Governance oversight will be held by the Clinical Network Mental Health and 
Addiction MDHB (Appendix 4). The Clinical Network currently has responsibility for 
an overarching eight point work plan which is based on the Rising to the Challenge 
key work stream areas. The Network consists of representatives from health, justice, 
Māori, primary care, consumer, public health and clinical.  
 
The Action Plan will be implemented by the identified key leads as outlined in the 
action areas of the Plan, whom participate on the various advisory and reference 
groups or part of existing relationships with police, city councils.  
 
Several methodologies will be used to evaluate the actions within the Plan, including 
service user feedback, whānau surveys, qualitative and quantitative analysis.  
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Potential Risks Mitigation 

Stress of practitioners, workplaces Supervision, promote access to EAP, 
work will be undertaken as part of the 
Plan to utilize a Clinical Psychologist in 
the provision of supervision support for 
the newly appointed Suicide Coordinator 

Relationships with NGOs, Palmerston 
North City Council 

Terms of Reference and MOU 
established 

No mechanism in place for reflection by 
staff/organizations/systems 

Debrief process for the process regarding 
complex cases is in place 

Lack of engagement for Māori 
NGOs/providers 

Ensure kaupapa Māori Suicide 
Prevention practitioners are involved in 
the planning, development and service 
delivery 

Programmes not delivered Ensured monitoring, coordination and 
feedback to relevant Advisory and 
Clinical Networks occur regularly 

Public Health Services Funding proposal 
(December 2014) to MoH for a new 
Suicide Coordinator position is not 
successful 

Re-assess work plan to achievable 
priorities and work with community to 
review the Action Plan areas 

GPs/primary care workforce 
development awareness and screening 

Education and training in place via GP 
Education Forums 

Poor portrayal in media All media response will go via COMMS 
DHB communications team and 
facilitated by Public Health Services re: 
suicides in the district 

 
 
MDHB does not have a specific public health Suicide Prevention coordinator (as with 
other DHBs), much of the Action will be reliant on vertical and horizontal 
coordination in terms of the governance oversight, delivery of the actions and 
monitoring of the Plan. The actions will be delivered within existing resources and 
current budgets.  
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In consultation with the community and within the timeframe, the following activities have been identified to meet the stated aims of the MidCentral 
DHB Suicide Prevention/Postvention Action Plan 2015-2017: 

 

Action Area 1: Promote Mental Health and Wellbeing and Prevent Mental Health Problems 
 

Activity/Objective Action Performance 
Measure/Milestone 

Partners Key Lead  Timeframes 

Build community 
resilience 

Identify effective models 
of resilience 
 

Effective resiliency 
programs for youth, 
young adult and older 
persons identified 
 
Effective programs for 
Lesbian Gay Bisexual 
Transgender Queer 
Intersex Fa’afafine 
(LGBTQIF) group focus 
on youth  
 
Age appropriate 
resilience/wellbeing 
workshops held in PN, 
Tararua & Horowhenua 
e.g. Triple P Parenting 
for families 
 

Youth One Stop 
Shop, 
Schools, 
Massey University, 
Manawatu Lesbian 
and Gay Rights 
Association 
(MaLGRA), G.P. 
practice teams, 
Age Concern,  
Federated Farmers, 
Local Rural Support 
Networks, 
Employers 
Federation, Kia Piki 
Te Kaha Suicide 
prevention Co-
ordinators, Sport 
Manawatu 

Public Health 
Services  
 
 
Let’s Get Real 
Workforce 
Development 
Coordinator 
 
 

June 2016 
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Increase capacity & 
capability of 
mental health 
addictions 
workforce around 
suicide prevention 
and postvention 
 
 
 

Facilitate community 
stakeholder Suicide 
Prevention Forums to 
discuss ongoing suicide 
prevention to include 
update on current 
research, activities, issues, 
new resources 
 
 

At least four forums 
held annually across the 
region. Focus on 
Horowhenua and 
Tararua 
 
Extra forums held 
annually if a suicide 
cluster or contagion 
develops 

Mental Health 
Services (MCH),  
Iwi/Māori, Pacific, 
Refugee Services 
and NGOs, Kia Piki 
Te Kaha Suicide 
prevention Co-
ordinators .G.P. 
Practices, 
pharmacies 
 

Public Health 
Services 
 
Let’s Get Real 
Workforce 
Development 
Coordinator 
 
 
 

4 Forums by June 2016 
 
 

Build mental 
health literacy and 
depression 
awareness 

Provide Mental Health 
Awareness Training 
workshops e.g. Mental 
Health 101 and 
Depression Awareness 
workshops 
 
QPR Suicide Training Tool 
Gatekeeper Training 
ASIST Training Tool 
QPR Advanced Training  
(MCH) 

Communities are 
informed about 
availability of workshops 
 
Information on referral 
pathways for help 
seeking is shared 
 
Activities documented 
and evaluated 
 
 

Churches, 
workplaces, rural 
support agencies, 
NGO’s,  Social 
support agencies, 
G.P. practices, 
pharmacies, 
Age Concern 

Let’s Get Real 
Workforce 
Development Co-
ordinator 
 
 

June 2016 

Support mental 
health and 
wellbeing 
initiatives for 
Māori and Pacific 
people 

Community suicide 
prevention initiatives   
are supported by (Kia Piki 
Te Kaha Service) 
 
 

Relationship with 
Suicide Prevention 
Coordinators and Iwi 
Providers are 
strengthened and 
initiatives supported  

Iwi Services, 
Central PHO, 
Community Nurse 
for Pacific people 
 
 

Kia Piki Te Kaha 
Suicide Prevention 
Co-ordinators 
 
 
 

December 2015  
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 Establish/strengthen 
relationships with Pacifica 
Community 

Initiatives documented  
 
 
Assistance with 
initiatives and resources 
provided on request 

Life to the Max 
Service (Levin,)  
Pacifica Advisory 
Group 

Pacifica Advisory 
Group, 
 Life to the Max 
(Social Services 
Sector Trial team) 

Support mental 
health and 
wellbeing 
initiatives for 
refugees 

Further strengthen  
relationships with refugee 
services and offer 
assistance with identified 
activities 

Mental Health programs 
are implemented and 
evaluated 
6 courses implemented 
at Refugee Orientation 

Public Health 
Nurses, Red Cross 
Refugee Service,  
Multicultural 
Council, Central 
PHO 

Public Health Service 
 

June 2016 

Support mental 
health and 
wellbeing 
initiatives for 
people 
experiencing 
violence/domestic 
violence 

Provide education on link 
between violence, sexual 
abuse and mental health 
Family violence screening 
and referral processes to 
be more fully implemented 
 
Further strengthen 
relationships with agencies 
working in family violence 
and sexual abuse 
 
 
 
 
Encourage health 
professionals to use 

2 sessions on mental 
health and wellbeing 
care and mental health 
values and attitudes 
delivered per year 
 
 
 
 
 
 
 
 
 
 
Staff of these agencies 
receive QPR or other 

Public Health 
Service Promoters, 
Manawatu Abuse 
Intervention 
Network (MAIN), 
Te Aroha Noa 
(Men’s Group), 
Police, Corrections, 
Women’s Refuge, 
Kia Piki Te Kaha 
Service, Te 
Wakahuia, 
Manchester House, 
Best Care Domestic 
Violence 
Coordinator, Kauri 
Health Care 

Family Violence 
Intervention 
Program Co-
ordinator 
 
 
 
Workforce 
Development Co-
ordinator Let’s Get 
Real 
 
 
Family Violence 
Prevention 
Coordinator 

June 2016 
 
 
 
 
 
 
July 2015 
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opportunities to engage 
with patients about 
domestic violence e.g. 6 
week post-natal check 

appropriate community 
based training 
 
Information 
disseminated to health 
professionals 

Support mental 
health and 
wellbeing for 
people 
experiencing 
bullying 

Provide workshops on 
preventative methods and 
self protection from cyber 
bullying  
 

Three workshops 
delivered annually 
across the region 

Public Health 
Service, Netsafe, 
Schools, Youthline, 
Life to the Max, 
Tararua Youth 
Service 

Youth One Stop  
Shop 

June 2016 

Support mental 
health wellbeing 
for older people 
experiencing elder 
abuse 

Work with Age Concern to 
deliver a programs to 
increase awareness of 
elder abuse, loneliness and 
isolation 
 
Build on work by 
MidCentral Health, where 
Guidelines for Elder Abuse 
and Neglect were 
implemented 

Programs are provided 
and evaluated 

Age Concern, 
Police, Palmerston 
North City Council, 
Housing NZ, Central 
Central PHO 

Public Health 
Services, 
Family Violence 
Intervention 
Program Coordinator 

August 2015 
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Action Area 2: Improve the Care of People who are Experiencing Mental Disorders Associated with Suicidal 
Behaviour 
 

Activity/Objective Action 
 

Performance 
Measure/Milestone 

Partners Key Lead Timeframes 

Recognition and 
support for people 
experiencing mental 
health &alcohol and 
drug problems 

Utilize “Speakers Bureau” 
workshops to 
destigmatize mental 
illness 
 
 
Disseminate “help 
seeking” information 
through  non mental 
health sector e.g. Work 
and Income, workplaces 

Two workshops a year are 
advertised, delivered and 
evaluated 
 
 
 
Dissemination of 
information recorded via 
the NGO Workforce 
Development Coordinator 

Journeys to 
Wellbeing, 
Supporting Families 
in Mental Illness, Kia 
Piki Te Kaha 
Coordinators 
 
Iwi Providers, YOSS, 
Te Upoko Addictions, 
Central PHO, 
Specialist AOD 
Services, Youthline, 
MASH Trust 

Workforce 
Development Co-
ordinator Let’s Get 
Real 
 
 
Workforce 
Development Co-
ordinator Let’s Get 
Real, 
Public Health Service 
Health Promoters 

 January 2016 

Raise awareness of 
signs and symptoms 
exhibited by people 
experiencing mental 
health, alcohol & 
drug addiction 
problems among 
health professionals 
and other front line 
workers 

Deliver Mental Health 
101 Workshops, 
Depression Awareness 
Workshops, 
QPR Training, 
Mental Health 
Awareness Workshops, 
Information provided on 
WAVE Program (Skylight) 
 

Training delivered and 
documented by existing 
workforce development 
monitoring frameworks 
(Journeys to Wellbeing, 
Central PHO) 
 
Training requirements 
identified and provided 
where requested 

 Journeys to 
Wellbeing, 
Mental Health 
Services, Skylight, 
Kia Piki Te Kaha 
Service 
 
 
 
QPR Training 

Public Health 
Services 
 
Workforce 
Development 
Coordinator Let’s get 
Real 
 
 
 

 
 
 
 
 
 
 
 
 
June 2016 



27 

 

 
Identify specific training 
needs for G.Ps practice 
Teams  e.g. QPR 

 
Number of participants 
completing QPR are 
documented 

Provider  
 
Central PHO 
 

Refugees/immigrants  
with mental health 
issues are well 
supported 

Strengthen relationships 
with refugee/immigrant 
services and provide 
opportunities to support 
refugees experiencing 
mental health and 
alcohol & drug addiction 
problems 

Programs and workshops 
provided as identified and 
requested by Refugee 
Services/Manawatu 
Multicultural Centre 
 
Access to 
refugee/Immigrant 
support 
services/information  

English language 
partners, Red Cross 
Refugee Services, 
Mental Health 
Services, 
Manawatu  
Multicultural Centre, 
Central PHO, G.P 
Practice Teams, 
Pharmacies 

Public Health 
Services 
 
Central PHO 

July 2015 

Improve the care for 
Māori who have 
mental health, 
alcohol & drug issues 
associated with 
suicidal behaviours 

Public Health Service to 
support and work 
alongside Suicide 
Prevention Coordinators 
(Kia Piki Te Kaha Service) 
in the delivery & support 
for Marae Whānau and 
Māori communities 
 

Initiatives are 
supported/strengthened 
as per Te Whakauruora 
Resource e.g. advocate 
for a choice of services to 
be available and 
appropriate for whānau 
to access help when 
required 
 
 

Kia Piki Te Kaha 
Suicide prevention 
Co-ordinators,  
Central PHO, 
Whānau Ora  
Navigators,  
Iwi Services, 
MidCentral Health 
Whānau/family 
Advisor, 
Māori Women’s 
Welfare League, 
Central PHO, 
Pharmacies 

Public Health 
Services,  
Mental Health 
Services, 
Kia Piki Te Kaha 
Suicide Prevention 
Coordinators  
 
 
 
 
 

June 2016 
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Action Area 3: Improve the Care of Service Users Who Make Non-fatal Attempts 
 

Activity/Objective Action Performance 
Measure/Milestone 

      Partners Key Lead  Timeframes 

Provide appropriate 
support for service 
users, parents 
family/whanaū 
(including Māori 
and Pacific) who 
have children who 
have attempted 
suicide/ self harm 
 
 

Establish follow up 
support for family/ 
whānau of a person who 
has attempted suicide or 
self harm e.g. 
individual/group 
support, support from 
agencies, information 
and education 
 
 
 
Scope a Children of 
Parents with Mental 
Illness and/or addiction 
(COPMIA) service in the 
MidCentral DHB district 

Follow up strategies 
identified and recorded 
 
 
 
 
 
 
 
 
 
 
Scoping completed and 
reported to MH &AOD 
Clinical Network within 
12 months of plan being 
finalised 

Mental Health 
Services, Emergency 
Department, 
GP Practice Teams, 
NGOs, ACROSS Social 
Service,  
Ministry of 
Education (Special 
Education),Youth 
One Stop Shop, 
Supporting Families 
in Mental Illness 
Manawatu, CYFS 

Manawatu  
Supporting Families 
 
Kia Piki Te Kaha 
Suicide prevention 
Co-ordinators 
 
Safe Community Co-
ordinator 
Palmerston North 
City Council 
 
 
 
Clinical Network 
Mental Health & 
Addictions 

Ongoing 
 
 
 
 
 
 
 
 
 
 
  
March 2016 

Improve 
communication and 
referral processes 
between GP 
Practice Teams, 
Specialist Mental 
Health Services and 

Continued collaboration 
between ED and Mental 
Health Services on follow 
up of clients after a 
suicide attempt or 
serious self harm 
 

 Follow up processes are 
documented  
 
 
 
 
 

Specialist Mental 
Health Services, 
Central PHO, 
Emergency 
Department,  
Mental Health 
Emergency Team , 

Specialist Mental 
Health Services, 
Central PHO, 
Emergency 
Department 
 
 

December 2016 
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Emergency 
Department 
following a  
person’s self harm 
attempt 

A prompt online 
notification is provided 
to GP Practice Team’s 
following an attempted 
suicide or self harm 
 
Support improved 
referral pathways from 
GP Practice Teams 
interface with clinical 
Mental Health Service 

Establishment of 
WEBPAS initiated by 
December 2016 
 
 
 
Strategy for improving 
timeliness of assessment 
identified 
 
 

IT/Emergency 
Department 
 
 
 
 
Central PHO, 
Mental Health 
Services 
 
 

 
Emergency /IT 
Department/Mental 
Health Services 
 
 
 
 
Clinical Network 
Mental Health and 
Addiction, Central 
PHO 

December 2016 
 
 
 

Suicide and suicide 
attempt rates 
among Māori and 
Pacifica are reduced 

Support Māori Suicide 
Prevention Coordinators 
(Kia Piki te Kaha Service) 
to assist people to 
navigate through the 
mental health system to 
receive culturally 
appropriate help 

Māori and Pacific people 
are able to access the 
service of their choice 
 

Whānau Ora 
Navigators, 
Iwi/Māori Services, 
Pacific Health 
Service, Pacific 
Mental Health 
Liaison Coordinator  

Kia Piki Te Kaha 
Suicide Prevention 
Co-ordinators 
 

Ongoing  

Liaise with key 
agencies to share 
knowledge and 
encourage best 
practice 

Contact is made with 
Department of 
Corrections, Justice CYFS 
and MoE to support 
those vulnerable to 
suicide 

Key institutions 
contacted within 12 
months of plan being 
finalised 

Correction, Justice 
Department, CYFS, 
MoE 

Public Health 
Services, Kia Piki Te 
Kaha Suicide 
Prevention Suicide 
Coordinators 

 June 2016 
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Action Area 4: Reduce Access to Means of Suicide 
 

Activity/Objective 
 

Action Performance 
Measure/Milestone 

      Partners Key Lead  Timeframes 

Reduce access to 
potential suicide 
methods in order to 
reduce suicide risk 

Monitor coronial data 
that looks at method of 
suicide to determine 
action for prevention 
e.g. firearms storage 
 
 
 
Work with local 
councils, institutions 
and businesses, for any 
recognized repetitive 
suicide methods e.g. 
jump sites 
 
Advise those caring for 
people at high risk of 
suicide to remove 
potential means to 
suicide e.g. toxic 
substances, firearms 

Evidence of action is 
documented and 
reported to Postvention 
Fusion Group 
 
 
 
 
Repetitive sites/methods 
for suicide attempts are 
identified and the 
appropriate 
authority/business are 
supported to take action 
 
Ensure information is 
available for distribution 
to carers, family/whānau 
(Public Health Service 
Pamphlet developed) 

Central PHO, 
Police, 
Federated Farmers, 
Public Health 
Services, Safe 
Community 
Coordinator City 
Council, 
Local Authorities 
 
 
 
 
 
 
NGO Sector, 
Mental Health 
Services, 
Central PHO, 
Public Health 
Service 

Public Health Service 
 
 
 
 
 
 
 
Community 
Postvention Fusion 
Group 
 
 
 
 
 
Specialist Mental 
Health Services 

Ongoing 
 
 
 
 
 
 
 
Ongoing 
 
 
 
 
 
 
July 2015 

Increase awareness 
for community about 
ways to reduce access 

Provide information to 
friends/family of people 
to limit possibility of 

Information provided to 
friends/family about 
reducing suicide means 

Central PHO, 
Specialist Mental 
Health Services, 

Public Health Mental 
Promotion health 
Advisor, Kia Piki te 

March 2016 
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to means of suicide 
 

future suicide attempts as a prevention strategy 
e.g. pathways to helping 
agencies 
 

NGOs,  
community 
agencies, 
Crisis Intervention 
Response Team 

kaha Suicide 
Coordinators  

Safer 
dispensing/prescribing 
of medications 

Work with GP Practice 
Teams on providing 
information of dangers 
of over prescribing 
medication to those 
who have attempted 
suicide or are at risk of 
suicide 

Action documented Central PHO, 
Pharmacies, 
Integrated Medicine 
Management 
Leadership Alliance 
(IMMLA),   
Specialist Mental 
Health Services, 
DHB Pharmacy 

Central PHO September 2015 

Reduce access by 
Māori to means of 
suicide 
  

Support and work 
alongside Iwi/Māori 
Providers to provide 
information to 
families/whānau to 
remove potential means 

Support and strengthen 
initiatives as per Te 
Whakauruora Plan e.g. 
Provide choice and 
access to services 
including tohunga, Māori 
healers 

Iwi and Māori 
Providers,  
MidCentral Health, 
NGOs. 
Central PHO 

Kia Piki Te Kaha 
Suicide Prevention 
Co-ordinators  
 

Ongoing  
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Action Area 5: Promote Safe Reporting and Portrayal of Suicide Behaviour by the Media 
 

Activity/Objective 
 

Action Performance 
Measure/Milestone 

      Partners Key Lead  Timeframes 

Monitor media 
reporting of suicide 
in local radio and 
print media against 
Ministry of Health 
guidelines 

Promote good 
relationships with 
editors of local and rural 
papers to encourage 
positive/safe reporting 
about suicide issues 
 
 
 
Ensure all media and 
NGO sector are familiar 
with MOH guidelines for 
safe reporting of suicide 
  

Articles published are in 
keeping with MoH 
Guidelines and Reporting 
Suicide: A resource for 
the media. Articles are 
archived and comments 
documented 
 
 
NGO sector can identify 
and respond to both 
positive and negative 
media articles on suicide 
Responses documented 

Media 
organisations,  
Kia Piki te Kaha 
Service (link with 
Public Health 
Services), NGO 
sector 
 
 
Community 
Postvention 
Fusion Group 
Mental Health 
Foundation 

Public Health 
Services 
 

Ongoing 
 
 
 
 
 
 
 
July 2015 

Promote safe 
reporting and 
portrayal of Māori 
who commit suicide  

Support and work 
alongside (Kia Piki Te 
Kaha Service) 

Initiatives are supported 
and strengthened as per 
Te Whakauruora Plan 
e.g. work alongside the 
media to promote 
knowledge and 
information about 
suicide prevention 

Iwi providers Kia Piki Te Kaha 
Suicide prevention 
Co-ordinators 
 

June 2016 
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Action Area 6: Support Family/Whānau, Friends and others affected by Suicide or Suicide Attempt 
 

Activity /Objective 
 

Action Performance 
Measure/Milestone 

      Partners Key Lead  Timeframes 

Establish/strengthen 
relationship 
with agencies that 
will offer support to 
those bereaved by 
suicide including 
supporting the 
capacity and 
capability of 
facilitators of 
specialist suicide-
prevention 
programs 
 

Promote and support 
services for those 
bereaved by suicide 
through general 
practice, media, 
churches, funeral 
directors, social 
services, marae, 
workplaces, clubs, 
sports groups and 
community groups 
 
 
 
 
 
Support for suicide 
bereavement 
facilitators 
 
Engage with tertiary 
sector to ensure good 
coordination following 
a suicide 

Information sheet listing 
supportive agencies 
established  and 
distributed  
 
 
 
 
 
 
 
 
 
 
 
 
Facilitators of Bereaved 
by Support Groups feel 
well supported 
 
 
Pathway formalised for 
tertiary students 
 

Manawatu 
Supporting 
Families, 
Iwi Services, 
Victim Support, 
Funeral Directors, 
Workplaces, 
Sports Clubs, 
MidCentral Health , 
General Practice, 
Family/Whanaū 
Advisor, 
Skylight, Mental 
Health Foundation, 
Youthline, 
Manawatu Police  
 
 
Specialist Mental 
Health Services, 
Community 
Postvention Fusion 
Group 
 

ACROSS Social Service, 
Kia Piki Te Kaha Suicide 
prevention Co-
ordinators,  
Public Health Services, 
Suicide 
Prevention/Postvention 
Co-ordinators  
 
 
 
 
 
 
 
 
 
Public Health Services 
Whakapai Hauora 
 
 
Tertiary Institutions, 
Postvention Fusion 
Group, PHS 

 August 2015 
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 Suicide/Postvention 
Fusion Group 

Ensure those 
bereaved by suicide 
have appropriate 
knowledge of  
self-help agencies 

Liaise with Victim 
Support, Police and 
other mental health 
stakeholders to identify 
and provide up to date 
resources 

New and/or required 
resources identified for 
appropriateness at 
Postvention Fusion 
meeting held monthly 

Victim Support, 
ACROSS Social 
Services, 
Police, Kia Piki Te 
Kaha Suicide 
Prevention Co-
ordinators , 
NGO sector 

Community 
Postvention Fusion 
Group 
 

June 2016 
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Action Area 7: Expand the Evidence about Rates, Causes and Effective Interventions 
 

Activity/Objective Action Performance 
Measure/Milestone 

      Partners Key Lead  Timeframes 

Improve data 
collection around 
those who have 
attempted suicide 
and presented at 
Emergency 
Department 
 
 

Scope working alongside 
ED/Planning & 
Performance Unit to 
improve data collection 
for attempted 
suicide/self harm 

Process for gathering 
data is established 

Planning & 
Performance Unit, 
Emergency 
Department,  
Specialist Mental 
Health Services 

Public Health Services  
 
 

June2016 

Pathway developed 
for management of 
Coronial Data on 
suspected suicides 
in the district  
 
Undertake process 
evaluations of local 
initiatives to assess 
effectiveness 
 

Pathway for Coronial 
Data established within  
the DHB, Mental Health 
Services, Public Health 
Services 
 
All agencies contribute 
to evaluating initiatives 
as appropriate 
 

Pathway established for 
the management of the 
data, review and 
feedback to MOH and 
MDHB  
 
Findings from evaluation 
will be feedback to 
services with 
recommendations 
 

Clinical Advisory 
Services Aotearoa 
(CASA), 
Specialist Mental 
Health Services,  
Community 
Postvention  Group 
 
 
 
 
 

Public Health Services  
 
Mental Health Clinical 
Director MidCentral 
Health 
 
Mental Health Serious 
Adverse Events Review 
Group 
 
Public Health Services 
Service Manager 
MidCentral Health 
 

 July 2015 
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Action Area 8: Increase the Coordination and Capacity of Suicide Postvention Management for at Risk People 
 

Activity/objective 
 

Action Performance 
Measure/Milestone 

      Partners Key Lead  Timeframes 

A coordinated 
response to suicide 
is implemented for 
all identified at risk 
groups 

Scope for a Suicide 
Prevention/Postvention 
Co-ordinator position 
 
A Suicide Support 
Model is developed 
including the formation 
of a Governance Group, 
Fusion Group and Local 
Response teams  
 
A procedure is 
established for a 
suspected suicide 
 
 
Note: a protocol 
already exists between 
MidCentral Health 
CAMHS, Public Health 
Service and Ministry of 
Education for traumatic 
events such as suicide 
involving early 

Scoping report 
completed. Review of 
recommendations by 
the Clinical Network 
Mental Health and 
Addictions 
 
A  Suicide Support 
Model is established 
with MOU in place 
 
Procedure of support 
following a suicide to 
prevent contagion or 
cluster is in place 
 
Assist MidCentral 
region Child Youth 
Mortality Review 
Committee with 
information as 
requested  

Postvention Fusion 
Group, CASA 
 
Postvention Fusion 
Group 
 
 
 
 
 
 
Suicide 
Prevention/Postvention 
Fusion Group 
 

Public Health Services 
 
 
Public Health Services, 
Suicide 
Prevention/Postvention 
Coordinators, 
Community 
Postvention Fusion 
group  
 
Public Health Services, 
Suicide 
Prevention/Postvention 
Co-ordinators 
 

 July 2015 
 
 
 
 July 2015 
 
 
 
 
 
 
August 2015 
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childhood centre and 
school children 

Local Response 
Teams are 
developed for 
Manawatu, 
Horowhenua and 
Tararua regions 

Liaise with Tararua and 
Horowhenua 
communities to discuss 
development of a Local 
Response Team 

 Local Response Teams 
for the Manawatu, 
Tararua and 
Horowhenua region are 
established 

Youth One Stop Shop, 
Postvention Fusion 
Group, Tararua REAP 
Team, Tararua Youth 
Service, Strengthening 
Families Network, 
WINZ, CYFS, Levin 
Community Networks, 
Horowhenua 
Strengthening Families 
Network, Life to the 
Max, Te Kete Hauora 
Dannevirke  

Suicide 
Prevention/Postvention 
Coordinators 

October 2015 
 
 

Liaise with Mental 
Health Services and 
community to map 
clients who have 
completed suicide 
to identify trends 

Emerging trends are 
identified from data 
 
Collect and analyse  
data from e.g. Coronial  
Police, Central PHO, 
Specialist Mental 
Health Services, 
Emergency Department 
 
 
 
Mental Health Services 
Staff on notification of 

 Emerging trends are 
notified to Suicide 
Prevention Postvention 
Coordinator for any 
follow up actions 
 
An appropriate 
response is developed 
e.g. a trend is identified 
as a workplace 
therefore help-seeking 
information and 
support is provided to 
the workplace 

Mental Health and AOD 
services  
Victim Support 
Planning and Support 
analyst 
 
Postvention Fusion 
Group, Local Response 
Team 
 
 
 
Mental Health Services 
Adverse Event Review 

Public Health Services,  
Suicide 
Prevention/Postvention 
Coordinators 
 
 
 
Public Health Services,  
Suicide 
Prevention/Postvention 
Co-ordinators, 
 
Specialist Mental 
Health Services 

October 2015 
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Coronial Data to 
identify if suspected 
suicide was a specialist 
Mental Health Services’ 
client 

Information is shared 
with Mental Health 
Services Adverse Event 
Review Group and 
actioned as per 
processes 

Group, Suicide 
Prevention/Postvention 
Coordinators 
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Appendix 1: 

Suicide Prevention/Postvention Community Workshop  
 
Thursday 7 August 2014, 1pm-4.30pm Conference Room, Palmerston North Fire 
Station 
 
Present: Nick Cheer (Freyberg High School), Russell Banks (Victim Support 
Masterton), Christine Zander-Campbell (Supporting Families), Dr Janine Rasmussen 
(Kauri HealthCare Centre), Angela Joseph (Emergency Department MidCentral 
Health), Dr Rob Weir (Public Health Services MCH), Trissel Eriksen (YOSS),   Aroha 
Noema (Oranga Hinengaro MidCentral Health),  Amanda Wright (MASH Trust), 
Odette Fourie (Youthline), Robert Holdaway (Public Health Services, MCH),Chris 
Hughes (Ministry of Education), Di Thomas (Ministry of Education), Richard Bishara 
(Ministry of Education), Chris Hocken (Journeys to Wellbeing), Robyn Girling-Butcher 
(CAFS MidCentral Health), Helen Moore (Ministry of Social Development CYFS), Rose 
Allan (ACROSS), Kate Aplin (DALCAM HealthCare Limited), Dr Jerry Varghese (Oranga 
Hinengaro MidCentral Health), Donna Stevens (Kauri Health Centre), Materoa Mar 
(part, Central PHO), Joanne Henare (MidCentral Health), Clifford Brown (Central 
Police), Nicky Redwood (MidCentral Health), Richard Atkinson (MidCentral Health), 
Claudine Nepia-Tule (MDHB), Sharon Vera (Public Health Unit MCH) 
 
Apologies: Kiwa Whareaitu, Huataki Whareaitu (Best Care Whakapai Hauora), Dr 
Martin Schroder (MidCentral Health/Central PHO) 
 
Facilitators: Nikki Coleman (Clinical Advisory Services Aotearoa CASA Christchurch), 
Pauline Brown (Public Health Service MCH), Chris Connolly (CASA) 
 
Note taker: Justin Ngai (MDHB) Student Assistant 
 
Part 1: Power point presentation (Pauline Brown)-local statistics and services  
 
Today’s meeting has several objectives:  

 To improve cross agency communication and provide a community based focus 
for all-age suicide prevention/postvention initiatives within the Midcentral DHB 
region 

 To provide recommendations informing the development of a suicide 
prevention/postvention plan based on 8 key areas  

 To identify gaps in existing services and explore new opportunities for service 
provision to support people bereaved by suicide and identify at risk family/friends 
to reduce the risk of community contagion/clusters. 

 
Also set a direction for suicide prevention and postvention going forward and 
provide a work plan for a community group or existing community group. 
Notably there has been a recent suspected spike of fatal suicides. Reportedly 25 
suicides took place locally from March to July 2014.   Statistics and methods of 
suicide presented.  
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Group Discussion Points from the power point: 
 
Communication/Promotion 
 

 Limit the means of suicide through medication e.g. using the design of packaging 
or limiting the number of drugs issued 

 More communication amongst organizations is needed- we have the Critical 
Incident Response Team, PostVention group, youth services, police, education, 
victim support, health and social agencies- all needing to work together  

 Promote awareness and interventions across the sector- schools, workplaces, 
social clubs 

 Promotion of talking about suicide openly as a community issue 

 Promote more positivity within community to build hope e.g. scholarship 
programs 

 Holistic approach needed on health promotion and education, with awareness of 
practical issues that a person may experience (hygiene, relationships, staying well 
etc) 

 Regular screenings for mental health being developed. Currently Kauri Health 
Centre are developing a Mental Health Strategy 

 Early prevention should be a continued focus 

 Shift focus from individual outcomes to Whānau ora 

 Need a shared community forum with like services coming together to discuss 
suicide prevention initiatives and the work undertaken with people/families that 
experience suicide 

 Increase and promote respite care for people who have attempted suicide, 
particularly for families 

 Many opportunities to promote the reality of suicide through TV adverts, 
YouTube, radio. Media content should not idealise suicide (consult research). 
Suggested the Manawatu Standard be acknowledged for their 
appropriate/responsible reporting of suicide etc 

 Promote positive stories of how people ‘got through it’  

 GP Practice Teams need to be notified of a person’s self harm attempt if they 
have presented at ED and are then referred onto GP care- even a simple fax 

 
Workforce Development/Training 
  

 Continue training for mental health workers, teachers, work places on topic of 
suicide e.g. also teaching the limits of confidentiality 

 Online media a large contributing factor towards suicidal behavior, but not 
enough research to show that initiatives created to restrict the impact are 
effective 

 From several practitioner perspectives many young people stated that adults just 
do not listen to them. More health promotion and how to talk about feelings etc 
in schools 

 Several strategies and training approaches have been made within schools- such 
as ‘Preventing and Responding to Suicide’ resource kit (rolled out by Ministry of 
Education) 
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 Discussion on negative effects of communication technology amongst youth and 
how it helps trigger suicide.  Promote responsible ways of using technology needs 
to be.  Encourage parents to remove this technology when the situation is serious 

 
Resources 
  

 Resources on suicide should be more easily accessible.  We need a local one-stop-
shop website 

 Appealing for families to have a range of therapy options e.g. consultation, 
massage, body therapy, peer support etc 

 The importance of building family confidence and leadership was discussed.  
Would help in prevention and postvention 

 Having sustained support and relationships between self-harmers, families and 
mental health workers are important in the process of recovery. Also shared 
information between agencies 

 Help families understand grieving process, providing information and names of 
service providers for potential issues 

 
Data Collation, Coordination and Utilisation 
 

 Develop record involving self-harmers checking in and dispatched from 
Emergency Department 

 Number of referrals to mental health workers should be raised 

 Establish review processes for suicide prevention and postvention, including 
transitions between ED & other follow-up services. Data on suicides should be 
further developed and shared 

 Services should be more integrated 

 DHB should be capturing data on self harmers and suicides. This needs to be 
recorded and used to reduce the suicide rate (self harmers data) 

 Improve communication between Emergency Department and follow-up services 

 More data needs to be produced on recording the means of people committing 
suicide. Currently the Ministry of Health are creating key contacts in each DHB to 
disseminate information re suicides via the Coronial Services of New Zealand and 
CASA 

 Patient health information will be more available with Manage My Health 
initiative.  Easier for integration across services- hopefully Electronic Health 
Records will assist in this coordination of communication 

 
Services  
 

 Postvention services for children are effective, but adult services need to be 
improved 

 Expand Victim Support services 

 Increase peer and family support services; how these services are involved with 
clinical services 

 Increase links and networks for families dealing with mental health difficulties 
(churches, community groups etc) 

 Develop support services in workplaces and other settings 
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Part 2: Break out groups on eight components of a potential framework for a local 
Suicide Prevention/PostVention Plan  
 

1. Promote mental health and wellbeing  
2. Improve the care of people who are experiencing suicidal distress  
3. Improve the care of people who make non fatal suicide attempts 
4. Reduce access to means of suicide  
5. Promote the safe reporting and portrayal of suicidal behavior by the media  
6. Support families/ whānau friends and other affected by a suicide or suicide 

attempt 
7. Expand the evidence about rates, causes and effective interventions 
8. Increase the coordination and capacity of suicide postvention management  

 

 Feedback to amend some of the words in Component Area 1 and 2 (delete “and 
prevent mental health problems” and “mental disorders associated with suicidal 
behaviour” to the above). 

 

 Consider Te Rau Matatini National Workforce Centre- Te Whakauruora Māori 
Suicide Action Plan- the framework in this Plan was used to establish the kaupapa 
Māori suicide prevention coordinators service (Best Care Whakapai Hauora) in 
2012/13. The service is going well and provides health promotion and 
interventions in marae based settings. 

 
Next steps:  
 

 Meeting notes to be sent out by the 22 August 2014  

 Configure workshop Part 2 feedback sheets into a draft Plan 

 Pauline to send out Draft 1 of a community suicide prevention/postvention Plan 
and request for feedback by the end September 2014 

 MDHB to attend the Ministry of Health Toolkit workshop 3 September 2014 and 
provide feedback  

 MDHB to establish a platform to manage the secure sharing of Coronial data 
(suspected suicides in this district) by the Ministry of Health and its agent CASA. 
This is likely to be through the existing Postvention Community Group and 
secondary clinical services. 

 
Everyone thanked for their time and input today. Special acknowledgement made to 
CASA for their support and facilitation.  
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Appendix 2:  
 

Suicide Prevention/Postvention Community Workshop  
 
Thursday 4 December 2014, 9.30-12 noon, St Albans Community Church, Albert 
Street, Palmerston North  
 
Present: Christine Zander-Campbell (Supporting Families), Dr Janine Rasmussen 
(Kauri HealthCare Centre), Angela Joseph (Emergency Department MidCentral 
Health), Dr Rob Weir (Public Health Services MCH), Trissel Eriksen (YOSS),  Nick Cheer 
(Freyberg High School), Russell Banks (Victim Support Masterton), Amanda Wright 
(MASH Trust), Odette Fourie (Youthline), Robert Holdaway (Public Health Services, 
MCH),Chris Hughes (Ministry of Education), Chris Hocken (Journeys to Wellbeing), 
Rose Allan (ACROSS), Kate Aplin (DALCAM HealthCare Limited), Joanne Henare 
(Family Whānau Advisor MCH), Richard Atkinson (MidCentral Health), Claudine 
Nepia-Tule (MDHB), Sharon Vera (Public Health Unit MCH), Kiwa Whareaitu (Best 
Care Whakapai Hauora), Angela Verhoeven (Central PHO), Donna Cummerfield (Best 
Care Whakapai Hauora), Alane Nilsen (Palmerston North City Council, Vivienne 
Oliver (Community Postvention Response service) 
 
Apologies: Huataki Whareaitu (Best Care Whakapai Hauora),   Di Thomas (MOE), 
Robyn Girling-Butcher (MCH), Carole Maraku (Te Upoko AOD Service), Drew Thomas 
(MCH), Dr Jerry Varghese (MCH), Liat Greenland (Te Runanga o Raukawa), Materoa 
Mar (Central PHO), Alistair Whyte (Unichem Pharmacy), Sarah Donnelly      
               
Facilitator: Pauline Brown (Public Health Service MidCentral Health)  
Note taker: Katherine Gibbs (MDHB) 
 
Today’s meeting objectives:  

 To hear from the Hawkes Bay DHB Suicide Coordinator- Penny Thompson and 
discuss the approach used there. 

 To review the 8 Key action areas and provide final feedback on the semi draft 
Suicide Prevention/Postvention Plan. These to be done café style/rotating table 
groups. 

 

Presentation 
Thursday 03December14.ppt

        

2  Hawkes Bay 
Suicide Support Model.pdf

 
 
Next steps:  
 

 Meeting notes to be sent out by 19 December 2014 

 Send out copy of the new MOH Suicide Prevention and Postvention Toolkit to 
those invited to attend today’s meeting 

 Pauline to collate all final feedback from the workshop and amend the draft 
Suicide Prevention and Postvention Action Plan 
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 When finalized a final draft copy will be sent out to workshop participants later in 
January/February 2015 

 Over February/March meet with other advisory, reference groups, Clinical 
Network MHA and provide update to CPHAC 

 Continue to develop a governance group for oversight of the Plan and socialise 
with other related sectors such as local council  

 Include in Clinical Network MHA work plan for 2015/16  

 Plan to be sent to the Ministry of Health in April 2015 with MOH reporting 
template.  
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Appendix 3:  
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Progress Update: 14 May 2014 
Objective 1: Support families, whānau, hapū, iwi, and communities to prevent suicide 
 

Action areas Actions Timing Lead 
agencies 

Health response on 
Progress 

1. Build the capacity of Māori 
whānau, hapū, iwi, Pasifika 
families and communities 
to prevent suicide 

The Government cannot 
prevent suicide without strong 
partnerships with communities 
and recognition that suicide 
prevention is everybody’s 
responsibility. Communities are 
often best placed to reach 
people who are not in contact 
with government services. 

1.1 Support Māori whānau, hapū, iwi, Pasifika 
families and communities to develop 
solutions to suicide through: 
 building the capacity and capability of 

Māori whānau, hapū and iwi and Pasifika 
families and communities, to prevent 
suicide 

 ensuring that culturally relevant 
education and training are available to 
Māori whānau, hapū and iwi and Pasifika 
families and communities that focuses on 
building resilience and leadership 

 build the evidence base of what works for 
Māori whānau, hapū and iwi and Pasifika 
families and communities to prevent 
suicide, through research carried out by, 
with and for these groups building the 
leadership for suicide prevention 

 build the leadership for suicide 
prevention. 

September 
2013 
Implemented 
by April 2014 

MoH Suicide Prevention Service 
Kia Piki te Kaha service 
established at NGO iwi 
health provider.  
MDHB investment in FTE 
and program funding. 
Procurement process 
undertaken.  
 
Suicide Prevention Service 
providing community 
education forums, 
presentation and 
awareness at marae hui, 
working with whānau and 
individuals. Accessible 
support for whānau 
requesting tikanga Māori 
support and karakia. 
Leading conversations on 
marae forums regarding 
whakamomori/suicide.  
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Action areas Actions Timing Lead 
agencies 

Health response on 
Progress 

 
Education workshops 
undertaken by Public 
Health Unit, CAMHS and 
Mental Health Emergency 
Team to a broad sector of 
health, social services and 
Police.  

1.2 Support community-based organisations to 
create opportunities for young people to be 
involved in community development 
projects. Identify and share factors 
associated with successful community 
suicide prevention programmes. 

Implemented 
by July 2014 

MoYD Youth Sector Action Plan 
initiated by Youth One 
Stop Shop.  
 
YOSS Peer led program. 
YMCA implemented cyber 
bullying project.  

1.3 Support small communities to build the 
resilience to overcome the loss of a major 
employer or industry. 

December 
2013 
Implemented 
by April 2014 

MSD Suicide prevention 
workshops delivered in 
rural areas such as 
Dannevirke and 
Horowhenua, undertaken 
by Public Health Unit and 
CAMHS.  
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Action areas Actions Timing Lead 
agencies 

Health response on 
Progress 

2. Ensure good-quality 
information and resources 
on suicide prevention are 
available to families, 
whānau, hapū, iwi, 
communities and frontline 
workers 

Suicide and mental illness are 
stigmatised issues that people 
may be reluctant to discuss 
openly. As a result, many 
people lack knowledge about 
these issues and are unsure 
what to do when they or 
someone they know is 
experiencing mental health 
problems or suicidal behaviour. 

2.1 Reorient the existing suicide information 
service to ensure the right information gets 
to the people who need it, particularly 
whānau, families and friends of people at 
risk or people who have died, and to provide 
good information to the media. 

September 
2014 
Implemented 
by December 
2014 

MoH Suicide Prevention Service 
provides resources and 
material to individuals 
and families.  
 
Previously under ‘Like 
Minds Like Mind service.  
Need to work on interface 
with the media.  

2.2 Develop and disseminate a toolkit for district 
health boards with guidance about best 
practice for preventing suicide and 
responding to suicide clusters or contagion. 

April 2014 
Implemented 
by July 2014 

MoH MOH developing.  

2.3 Disseminate the new resource kit Preventing 
and Responding to Suicide and foster sector 
engagement and use of the resource kit. 

July 2013 
Implemented 
by December 
2013 

Ministry of 
Education 

Special Education has 
rolled out the resource 
kit- this update provided 
to CAMHS.  

3. Train community health 
and social support services 
staff, families, whānau, 
hapū, iwi and community 
members to identify and 
support individuals at risk 
of suicide and refer them to 
agencies that can help 

There is strong evidence that 

3.1 Train community health and social support 
services staff, families, whānau, hapū, iwi 
and community members to identify and 
support individuals at risk of suicide and 
refer them to agencies that can help. 

April 2014 
Implemented 
by December 
2014 

MoH Training workshops being 
developed for Central 
Police in collaboration 
with the Mental Health 
and Addictions NGO 
Workforce Coordinator, 
by the end of 2014.  

3.2 Train relevant frontline police officers on 
how to appropriately respond to people in 

December 
2013 

New Zealand 
Police 

Meeting held with Area 
Commander Central 
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Action areas Actions Timing Lead 
agencies 

Health response on 
Progress 

this kind of training can change 
knowledge and attitudes 
among people who are in a 
position to help those at risk. 

the community who are at risk of suicide 
and/or are experiencing poor mental health. 

Implemented 
by July 2014 

Police and MDHB on 
training needs.  
 
Training workshops being 
developed for Central 
Police in collaboration 
with the Mental Health 
and Addictions NGO 
Workforce Coordinator, 
by the end of 2014. 

3.3 Upskill Work and Income staff on how to 
appropriately respond to people who are at 
risk of suicide and/or are experiencing poor 
mental health. 

Implemented 
by December 
2013 
(ongoing) 

MSD MSD. 

3.4 Improve training for District Court security 
staff, victims’ advisors and Family Court 
Coordinators in suicide awareness and 
prevention. 

December 
2014 
Implemented 
by July 2015 

Ministry of 
Justice 

Ministry of Justice. 
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Objective 2: Support families, whānau, hapū, iwi and communities after a suicide 
 

Action areas Actions Timing Lead 
agencies 

Health Response on 
Progress 

4. Ensure a range of 
accessible support services 
is available for families, 
whānau and others who 
are bereaved by suicide 

People bereaved by suicide are 
at increased risk of suicide 
themselves. Currently there are 
insufficient specialist support 
and advisory services for people 
bereaved by suicide. 

4.1 Expand the Initial Response Service, which 
provides specialist practical and emotional 
support to families, whānau and others 
bereaved by suicide, so that it is available 
nationwide. 

December 
2013 
Implemented 
by January 
2014 

New Zealand 
Police 
MoH 

CIRT well established in 
CAMHS, has good 
interface with Special 
Education service and 
secondary schools.  
 
 

4.2 Expand the availability of specialist-
facilitated group support programmes for 
people bereaved by suicide. 

December 
2013 
Implemented 
by April 2014 

MoH MDHB funded NGO to 
provide suicide 
bereavement support 
groups. 
  
CAMHS group programs 
provided such as 
Dialectical Behavioural 
Treatment.  
Expansion into 
geographical areas 
required.  
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Action areas Actions Timing Lead 
agencies 

Health Response on 
Progress 

4.3 Establish an umbrella organisation to provide 
support and guidance for suicide 
bereavement peer support groups. 

December 
2013 
Implemented 
by April 2014 

MoH MDHB contracted NGOs 
for peer support, family/ 
whānau advocacy, and 
peer advisory services. 
Journeys to Wellbeing 
coordinate many 
resources across the 
sector and have 
developed a directory for 
consumers/families.   

5. Support communities to 
respond following suicides, 
especially where there are 
concerns of suicide clusters 
and suicide contagion 

Coordinated community 
responses are essential for 
dealing with suicide clusters. 
Communities dealing with 
suicide contagion are often 
doing so for the first time and 
need advice and guidance to 
respond quickly and 
appropriately. 

5.1 Increase the capacity of the Community 
Postvention Response Service to respond 
where there is high demand from 
communities experiencing suicide clusters or 
suicide contagion. 

April 2014 
Implemented 
by July 2014 

MoH Interagency Postvention 
Group established, review 
of local data, approaches 
to health promotion, 
sharing resources and 
expertise. Consist of; 
Victim Support, CAMHS, 
YOSS, School Counsellors, 
NGOs and lead by Public 
Health Unit.  
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Objective 3: Improve services and support for people at high risk of suicide who are receiving 
government services 
 

Action areas Actions Timing Lead 
agencies 

Health Response on 
Progress 

6. Improve services and 
support for people 
experiencing mental 
health problems and 
alcohol and other drug 
problems 

Primary care services and 
emergency departments are 
the two critical intervention 
points in the health system that 
can reach people with mental 
health problems and/or self-
harm behaviour that are at risk 
of suicide. 

6.1 Provide training for primary health care 
practitioners on recognising and managing 
common mental disorders, including 
depression, anxiety and substance abuse. 

April 2014 
Implemented 
by July 2014 

MoH MDHB designated 
workforce development 
funding. Training and 
workshops undertaken to 
GP Practice Teams and 
primary mental health 
team.  

6.2 Improve the care of people presenting to 
emergency departments with self-harm 
injuries, and ensure there is appropriate 
follow-up after discharge. 

April 2014 
Implemented 
by July 2014 

MoH CAMHS designed 
screening assessment tool 
for Emergency 
Department to include in 
screening.  
 
Work to progress on data 
capture for reporting 
against MDHB Annual 
Plan. 

7. Improve services and 
support for children and 
young people in contact 
with Child, Youth and 

7.1 Provide specialist training for CYF carers to 
recognise and respond to self-harm and 
suicide risk in children and young people in 
the care of CYF. 

Implemented 
by April 2013 
(ongoing) 

MSD (CYF) MSD (CYF). 
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Action areas Actions Timing Lead 
agencies 

Health Response on 
Progress 

Family (CYF) 
Children and young people in 
contact with CYF tend to have 
multiple risk factors for suicide 
and fewer protective factors. 
Providing specialised training in 
the identification and 
management of suicide and 
self-harm risk will provide 
carers and frontline staff with 
the tools to confidently engage 
with children and young people 
and connect with the 
appropriate services to manage 
their risk. 

7.2 Deliver specialist training to all care and 
protection, and youth justice residential 
staff. 

Implemented 
by July 2013 

MSD (CYF) MSD (CYF). 

7.3 Strengthen suicide identification and 
assessment as part of a new assessment 
framework being rolled out to all social work 
practitioners. 

July 2013 
Implemented 
by December 
2013 

MSD (CYF) MSD (CYF). 

7.4 Design and implement enhanced training in 
suicide identification assessment and 
management for social work practitioners. 

December 
2013 
Implemented 
by December 
2014 

MSD (CYF) MSD (CYF). 
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Action areas Actions Timing Lead 
agencies 

Health Response on 
Progress 

8. Improve services and 
support for people in 
prison 

People in custody and 
incarcerated people are at 
increased risk of mental illness 
and suicide. Early identification, 
treatment and proactive 
management of the risk are 
likely to reduce the number of 
suicides that occur in prison. 

8.1 Improve mental health and suicide screening 
tools used in prisons at critical points 
throughout a person’s sentence. 

December 
2013 
Implemented 
by March 
2014 

Department 
of 
Corrections 

Department of 
Corrections. 
 

8.2 Improve information and training for 
Corrections staff on mental health, suicide 
awareness and prevention. 

December 
2013 
Implemented 
by December 
2014 

Department 
of 
Corrections 

Department of 
Corrections 
Workshops undertaken 
with Community 
Probation Services re AOD 
screening. Links with Brief 
Screening training 
undertaken by 
Corrections Department.   

8.3 Ensure that prisoners at the greatest risk of 
suicide can access support services and those 
with mental health issues can access 
additional support from a health 
practitioner. 

July 2013 
Implemented 
by December 
2013 

Department 
of 
Corrections 

Department of 
Corrections. 

8.4 Provide information and support to 
prisoners, staff and prisoners’ support 
people after a suicide death or non-fatal 
attempt. 

July 2014 
Implemented 
by September 
2014 

Department 
of 
Corrections 

Department of 
Corrections. 

8.5 Reduce access to the means of suicide in 
correctional facilities, particularly focusing 
on removing potential hanging points. 

Implemented 
in 2013 
(ongoing) 

Department 
of 
Corrections 

Department of 
Corrections. 
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Objective 4: Use social media to prevent suicide 
 

Action areas Actions Timing Lead 
agencies 

Health Response on 
Progress 

9. Identify and respond to 
suicide contagion through 
social media 

Emerging evidence shows that 
social media can be an effective 
suicide prevention tool in 
certain circumstances. 

9.1 Trial an initiative to monitor and respond to 
suicide contagion on social media sites 
during a suicide cluster. 

Developed by 
April 2014 
Implemented 
by July 2014 

MoH 
New Zealand 
Police 

MoH 
New Zealand Police 
Await MOH direction.  

10. Reduce cyber-bullying 
Cyber-bullying is a contributing 
factor to suicidal behaviour, 
both in New Zealand and 
overseas. 

10.1 Ensure information, tools and resources 
on good cyber citizenship and reducing 
cyber-bullying continue to be available to 
schools, parents and young people. 

Implemented 
during 2013 
(ongoing) 

Ministry of 
Education 

Project established by 
non health provider 
YMCA on reducing and 
preventing cyber bullying.  
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Objective 5: Strengthen the infrastructure for suicide prevention 
 

Action areas Actions Timing Lead 
agencies 

Health Response on 
Progress 

11. Make better use of the 
data the government 
already collects on suicide 
deaths and self- harm 
incidents 

Currently, little is known about 
risk factors, trends and 
situations specific to people 
who die by suicide in New 
Zealand. Better use of available 
data will improve 
understanding of how best to 
address suicide. 

11.1 Trial a suicide mortality review 
mechanism to improve knowledge of 
contributing factors and patterns of suicidal 
behaviour in New Zealand, and to better 
identify key intervention points for suicide 
prevention. 

Developed by 
October 2013 
Implemented 
by April 2014 

Ministry of 
Health 
Health 
Quality and 
Safety 
Commission 

Postvention Group review 
data from Coroner of any 
suicide. CAMHS 
representative on the 
National Youth Mortality 
Review Committee.  

11.2 Establish a function to analyse and share 
up-to-date provisional coronial data on 
suicide deaths with agencies working in local 
areas to help prevent further suicides. 

Developed by 
October 2013 
Implemented 
by January 
2014 

Ministry of 
Health 

Ministry of Health. 

11.3 Develop a Suicide Prevention Outcomes 
Framework to provide a better framework 
for monitoring and measuring suicide and 
suicide risk factors in New Zealand. 

Developed by 
July 2014 
Implemented 
by October 
2014 

Ministry of 
Health 

Ministry of Health. 
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Appendix 4: 
 

Clinical Networks Structure 
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Appendix 5:  
 
Glossary 

 
Health and Quality Safety Commission- The Health Quality & Safety Commission 
works with clinicians, providers and consumers to improve health and disability 
support services. Programme areas include medication safety, infection prevention 
and control, reportable events, reducing harm from falls, health quality evaluation, 
consumer engagement, reducing perioperative harm and mortality review. 
The Commission also:  

 Monitor and report on quality and safety 
 Build sector capability for quality and safety improvement 
 Support clinicians to be leaders of quality and safety improvement and follow 

best practice 
 Build consumer engagement and partnership 
 Support reporting and management of health care incidents 
 Manage mortality review functions 
 Influence the health quality and safety agenda and be a catalyst for change 
 Ensure success in programme areas. 

Child and Youth Mortality Review Committee- is a statutory committee accountable 
to the Health Quality and Safety Commission (HQSC). The focus of the committee is 
to advise the HQSC on how to reduce preventable deaths of New Zealand children 
and youth aged 28 days to 25 years. 
 
The Committee aims to collect a standard set of information for every New Zealand 
child and youth who dies. Reviewing this information can help identify:  

 national trends and patterns of illness, incidents and accidents leading to death 
which may indicate where health, education, social or environmental systems 
are not functioning to protect children and young people  

 policies and initiatives agencies can develop to keep children and young people 
safe and healthy. 

Coronial Services of New Zealand- Are part of the Ministry of Justice and provide 
case management and administrative support to the Coroners to help them fulfill 
their duties. The Coronial Services also keep the families of the dead person 
informed of significant events in relation to the progress of the coronial process. 
 
Clinical Advisory Services Aotearoa- develop and deliver services that support and 
advance the capabilities of individuals and organizations; such as service 
development, workforce development, assisted decision support, evaluation and 
research and QPR on-line suicide prevention training. CASA delivers two major 
programmes in the areas of suicide prevention and suicide postvention- Community 
Postvention Response Service and Toward Wellbeing Suicide Consultation and 
Monitoring Programme.  
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Suicide Contagion- Contagion is the process by which the suicidal behavior or a 
suicide influences an increase in the suicidal behaviors of others (U.S. Department of 
Health & Human Services, 2008). 
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