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 mental health and prevent mental health disorders (including substance misuse and 
addiction) will improve health outcomes (4, 5, 6). 

 
 

 
 

 

 
 
 

 

 
 

Working towards mental health as “a state of wellbeing in which the individual realises his or her own abilities, can cope with the normal stresses of life, can work productively and fruitfully, and is able to make a contribution to his or her community” 

Health 
Primary health  

care 

 

Enhanced primary 
MHA responses 

 

 

 
 

Digital and data 

Suicide prevention 
package  

Digital and data 

Increase access to 
immediate and ongoing 
support to manage mental 
wellbeing and recovery 

Increased health outcomes 
through early identification 
and intervention.

 
s. 

Enhanced resilience, 
emotional literacy and 
awareness leading to 
improved health outcomes 
and reduction in stress  

Increased access and health 
outcomes through greater 
integration of workforce and 
services 

 

Individuals all 
ages  

The rates of disorder requiring mental health and addiction treatment are far higher 
than the current level of service provision can cope with. (23, 24) 

Chronic stress undermines positive mental health and is a risk factor for developing 
mental illness (including addiction) as well as physical illness (25).  

Prompt diagnosis and early intervention in the initial stages of a mental illness 
(including addiction) can have significant positive impacts and including improved 
diagnosis and treatment, more timely and targeted referrals to specialist services, 
and improved confidence and engagement of primary care providers.(27, 28, 29) 

 
 

 
 

 
)  

People with mental health and addiction conditions tend to have worse physical 
health than their counterparts in the general population, and a shorter life 
expectancy. Diabetes, cardiovascular disease, metabolic syndrome, cancer and 
oral health issues are more common for this population group (21, 22)  

Mental health and/or addiction service users have significantly higher cancer 
mortality than the general population, even though both groups have similar rates of 
cancer. The higher mortality was found in part due to reduced access to screening, 
delayed identification and cancer treatment for MHA users (26)  

Collaborations between primary care and mental health professionals can be 
successful in improving physical health of MHA consumers (22, 7) 

Those who are experience mental health issues, are at higher risk for suicidal 
behaviour, and often use primary health services to access initial supports. Prompt, 
appropriate intervention reduces the likelihood of death by suicide (38,44-46)  

High  

 

 

 

 

 

 

 

 

 

 

 

 

 

<5 and 
ongoing  

 

 

 

 

 

 

 

 

 

 

 

 

21. Equally Well: Physical Health, Te Pou o te Whakaaro Nui (2016) 
22. Disability Rights Commission. Equal Treatment: Closing the Gap. A formal investigation into physical 

health inequalities experienced by people with learning disabilities and/or mental health problem. 
Disability Rights Commission: London; 2006. Link https://disability-studies.leeds.ac.uk/wp-
content/uploads/sites/40/library/DRC-Health-FI-main.pdf 

23. Science Advisors, (2017): Toward a Whole of Government/Whole of Nation Approach to Mental Health 
24. Andrews G, Titov N. Changing the face of mental health care through needs based planning. Australian 

Health Review 2007; 31(5): 122-8. 
25. Benson, H. (2008). Stress Management: Approaches for preventing and reducing stress. Boston: 

Harvard Health Publications. 
26. Cunningham, Sarfati, Stanley, Peterson & Collings (2015) http://www.nzma.org.nz/journal/read-the-

journal/all-issues/2010-2019/2014/vol-127-no.-1394/6126 
27. Thomas S, Jenkins R, Burch T, et al. Promoting Mental Health and Preventing Mental Illness in 

General Practice. London J Prim Care (Abingdon). 2016;8(1):3-9. Published 2016 Feb 24. 
doi:10.1080/17571472.2015.1135659 

28. Knapp M, McDaid D, Parsonage M. Mental health promotion and prevention: the economic case. 2011. 
http://www.lse.ac.uk/businessAndConsultancy/LSEEnterprise/pdf/PSSRUfeb2011.pdf 

29. Russell, L. (2018). Te Oranga Hinengaro: Report on Māori Mental Wellbeing Results from the New 
Zealand Mental Health Monitor & Health and Lifestyles Survey. Wellington: Health Promotion 
Agency/Te Hiringa Hauora. (Page 8, 9) 

 

Jobs and 
earnings 

 

Enhanced primary 
MHA responses 

 
 

 
 

Suicide prevention 
package 

Increased employment and 
productivity (presenteeism)  

Avoided lost work and 
productivity (absenteeism)  

Individuals, 
working age 
(25-64 year 
olds) 

People who experienced psychiatric disorders (including depression, anxiety etc.) in 
young adulthood are less likely to be in paid employment, up to four times more 
likely to be benefit dependent, have lower incomes, and less chance of owning their 
homes. (30,)  

Negative outcomes increase with number of episodes and/or types of psychiatric 
disorder, so prevention and early treatment would both have positive effects on 
these outcomes. (30) 

Gainful , mentally health employment is a protective factor in relation to suicidal 
risk. Loss of employment or disengagement increase risk factors. Ensuring that an 

Moderate <5 years 
and 
ongoing 

30. Gibb, S. J., Fergusson, D. M. and Horwood, L. J. (2010). Burden of psychiatric disorder in young 
adulthood and life outcomes at age 30. British Journal of Psychiatry, 197: 122-127  

31. Superu/PWC, Cost-benefit analysis of the Prime Ministers Youth Mental Health Project Wittchen HU, 
Jacobi F, Rehm J, et al. The size and burden of mental disorders and other disorders of the brain in 
Europe 2010. Eur Neuropsychopharmacol 2011;21: 668–9. 

32. Dewa C, Thompson A, Jacobs P. The association of treatment of depressive episodes and work 
productivity. Can J Psychiatry 2011;56:743–50. 
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Digital and 
telehealth  

SHBS 

individual is mentally well, and able to engage in suitable employment will positively 
impact on rates of suicides in NZ (38,44-46) 

Anticipated increase in employment through reduction in impact of mental 
distress/illness and addiction.(30)  

Anticipated increase in employment and productivity through prevention and early 
treatment.(30)  

Youth with mental illness are 1.34 times more likely to receive benefits estimates a 
benefit saving of $376 + increased PAYE receipts of $601 per young person 
positively impacted per year. Individuals earn $3,022 more per year each. (31)  

 

Mental illness prevention as aiming “to reduce the incidence, prevalence, recurrence of mental disorders, time spent with symptoms, or risk factors for a mental illness, preventing or delaying recurrences and decreasing the impact of illness in the affected person, their families and society 

Health  
Suicide prevention 
package 

 

 
 

 
 

Digital and 
telehealth  

Enhanced primary 
MHA responses  

 
 

 

 

Increases in mental 
wellbeing as factor in 
reducing the prevalence of 
common mental illness  

Increased health outcomes 
for those who receive 
treatment  

People with mental distress 
and those in recovery stay 
well for longer 

Fewer inpatient hospital visits 

Reduce intentional self-harm 
and suicide attempts 

Reduction in number of 
people experiencing signs 
and symptoms of mental 
illness 

Fewer ambulance call outs 

QALY gains 

Fewer emergency room visits 

Value of a statistical life 

 

Individuals / 
families and 
whānau. and 
society 

Government – 
District Health 
Boards - 
Ministry of 
Health, ACC 

Ambulance 
service 
providers 

 

Longitudinal studies show that behavioural and emotional aspects of health are 
contagious, even among the so called non-communicable diseases such as 
depression. (33) 

 

Increased participation and inclusion will enable early conversations and 
intervention when needed. Participation in Interventions that promote positive 
mental health and prevent mental health disorders (including addiction) will improve 
health outcomes (36, 37, 38). 

Higher levels of wellbeing will be recognised at the population level.  

Increased access to treatment assumes that those receiving CBT for depression 
will experience an average increase of 0.067 QALYs over 12 months (compared to 
treatment as usual) (34)  

 
 

 
 

 

 
 

 
 

 

 
 

 

 

Suicide prevention package:  

• Reduce suicidal behaviours including suicide, attempted suicide, deliberate or 
intentional self-harm and suicidal ideation (increasing protective factors and 
reducing risk factors) (37 – 47) 40 

• Reduced suicidal attempts amongst suicide bereaved (44, 45)  
• Reduce use of emergency services time responding to suicidal behaviours by 

up to 10% per year (43, 44, 45, 46)  
• QALY gains, based on reduced self-harm and suicide attempts (37 – 47) 
• Reduced loss of lives by up to 10% per year (approximately 50–60 deaths per 

year) (40-44) 

Moderate <5 years 
and 
ongoing 

33. Christakis, N. A., & Fowler, J. H. (2009). Connected: The surprising power of our social networks and 
how they shape our lives. New York, NY: Little, Brown and Co. 

34. Dickerson, J. F., Lynch, F. L., Leo, M. C., DeBar, L. L., Pearson, J., & Clarke, G. N. (2018). Cost-
effectiveness of Cognitive Behavioural Therapy for Depressed Youth Declining Antidepressants. 
Pediatrics, 141(2) 

 

 

37. Hawton K, Witt KG, Taylor Salisbury TL, et al. 2015. Interventions for self-harm in children and 
adolescents. Cochrane Database of Systematic Reviews, 12: CD012013. Doi: 
10.1002/14651858.CD012013. 

38. Clark, TC., Robinson.E., Crengle, S., Fleming, T., AMerataunga, S., Denny, S., Bearinger,L., 
Sieving,R., and Saewyc, E. Risk and Protective factors for suicide attempt among indigenous Māori 
youth in New Zealand (2011) National Aboriginal Health Organisation (NAHO) March 2011  

39. Hawton K, Witt KG, Taylor Salisbury TL, et al. 2015. Interventions for self-harm in children and 
adolescents. Cochrane Database of Systematic Reviews, 12: CD012013. Doi: 
10.1002/14651858.CD012013. 

40. HQSC. 2016. Ngā Rāhui Hau Kura. Suicide Mortality Review Committee Feasibility Study 2014–15. 
Report to the Ministry of Health. URL: https://www.hqsc.govt.nz/assets/SUMRC/PR/SuMRC-full-report-
May-2016.pdf. 

41. HQSC & NZIER. 2015. Estimating the benefits of investment in ongoing suicide mortality review – A 
cost benefit analysis. URL: 
www.hqsc.govt.nz/assets/SUMRC/PR/Suicide_Mortality_Review_Cost_Benefit_Analysis.pdf.  

42. Mann JJ, Apter A, Bertolote J, et al. 2005. Suicide prevention strategies: A systematic review. JAMA, 
294(16): 2064–2074.  

43. Ministry of Health. 2016. The Cost of Suicide in New Zealand. URL: 
www.health.govt.nz/system/files/documents/pages/cost-suicide-in-nz-apr17.docx.  

44. Monasterio, E., McKean, A., Sinhalage, V., Frampton, C and Mulder, R (2018) Sudden death in 
patients with serious mental illness (Draft) New Zealand Medical Journal December 2018, Vol 131 NO 
1487 

45. Pitman, A (2018) Editorial: Addressing suicide risk in partners and relatives bereaved by suicide. British 
Journal of Psychiatry 2018 212, p197-198 

46. Shand, FL.,Batterham, PJ., Chan, JKY, Pirkis, J., Spittal, J, Woodward, A and Christensen, H (2018) 
Experience of Health Care Services After a Suicide Attempt: Results from an Online Survey. Suicide 
and Life-Threatening Behaviour 48 (6) December 2018 pp779-787 

47. Zalsman G, Hawton K, Wasserman D, et al. 2016. Suicide prevention strategies revisited: 10-year 
systematic review. The Lancet Psychiatry, 3(7): 646–659. 
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Assumptions: 

There is no single approach or programme for preventing suicide that stands out 
above others as being the most effective – a combination of approaches spanning 
the suicide prevention, intervention and postvention spectrum are required (47)  

The increase of protective factors and decrease of protective factors associated 
with suicide will reduce the likelihood of individuals to experience suicidal 
behaviours during challenging life experiences (37-47) 

Investment into support for the suicide bereaved leads to a reduction in distress and 
suicide attempts (44,45) 

Increased access to a wider array of service responses across the spectrum will 
ensure more people with suicidal behaviour are being supported in a timely and 
appropriate way (37-47) 

Other countries have been able to reduce their suicide rate by 10-20% through 
comprehensive suicide prevention strategies and initiatives, and the same is 
possible here (43-36) 

Substantial proportions of people who die by suicide in New Zealand have 
previously come to the attention of Police, ambulance services, the Department of 
Corrections or Oranga Tamariki. 

 SBHS  Reduction in number of 
students experiencing 
depression 

Reduction in number of 
students at risk of suicide 

Early identification and 
treatment of youth with 
mental illness 

Emergency Department 
healthcare savings  

Disability Adjusted Life Years 
(DALYs) loss avoided  

Reduction in teenage 
pregnancy and childbirth, 
and associated poor 
outcomes 

Students at 
decile 5-10 
secondary 
schools 

Strong association between SBHS and students having fewer depression 
symptoms - SBHS is associated with an average decline in depressive symptoms 
of up to 13.6%, when adjusted for student and school demographics.  

Moderate correlation between SBHS and reduced suicide risk - SBHS is associated 
with an average decline in suicidality of up to 9.5% (range of 0.5-9.5%), when 
adjusted for student and school demographics. 

Moderate association between HEEADSSS screening and reduced suicide risk. 

Moderate association between HEEADSSS screening and reduced Emergency 
Department use.  

Moderate association between more than 2.5 hours of nursing time per 100 
students per week (which both 750 and 700 pupil ratios should provide) and 
reduced Emergency Department (ED) use.  

Youth with anxiety and depressive disorders lose 0.0732 DALYs each per year.  

Adolescent Health Research Group found 12.8% of secondary students had 
significant depressive symptoms.  

SBHS is moderately associated with more frequent contraceptive use and fewer 
student pregnancies. The cost of teenage childbirth in the US has been estimated 
at $8,184.87 (NZ$12,527.72) per annum per teen parent, including factors such as 
increased incarceration rates for male children of teenage mothers, foster care, out 
of pocket children’s health care costs, etc.  

In 2017 the birth rate for 15 to 19 year olds in NZ was 15 per 1000, or 0.75% of the 
total 15-19 population. We can assume that about 66% of these births are to 
women who have finished secondary school or were at decile 1-4 schools, leaving 
469 teenage mothers. Reducing this number by 5% would save NZ$5,880,845 per 
annum using the US cost figure. 

High to 
moderate 

Ongoing 48. Denny S, Grant S, Galbreath R, et al. 2014. Health Services in New Zealand Secondary Schools and 
the Associated Health Outcomes for Students. Auckland: University of Auckland, page 25  

49. Denny S, Howie H, Grant S, et al. 2018. Characteristics of school-based health services associated 
with students’ mental health. Journal of Health Sciences Research & Policy. 23(1): 7-14 

50. Superu/PWC. 2016. Youth Mental Health Report: Cost-Benefit Analysis, page 67, available at 
http://thehub.superu.govt.nz/resources/prime-ministers-youth-mental-health-project/  

51. Copland R, Denny S, Robinson M, et al. 2011. Self-reported pregnancy and access to primary care 
among sexually experienced New Zealand high school students. Journal of Adolescent Health. 49(5): 
518-524. https://doi.org/10.1016/j.jadohealth.2011.04.002  

52. Denny S, Robinson E, Lawler RN, et al. 2012. Association between availability and quality of health 
services in schools and reproductive health outcomes amongst students: A multilevel observational 
study. American Journal of Public Health. 102: e14-e20. DOI: 10.2105/AJPH.2012.300775 

53. Rosenthal MS, Ross JS, Bilodeau R, et al. 2009. American Journal of Preventative Medicine. 37(6): 
S280-87, https://doi.org/10.1016/j.amepre.2009.08.014  
Denny S, Grant S, Galbreath R, pages 8, 26Adolescent Health Research Group, p 97 

 

Cultural identity 

 

Enhanced primary 
MHA responses 

 

 
 

Strengthen cultural identity 
due to culturally appropriate 
and responsive service 
provision  

Equitable health outcomes 

Individuals 
(Māori, all 
ages) / families 
and whānau / 
community. 
Society  

 

Te Kupenga 2013 identified that for most Māori, involvement in Māori culture is 
important (Statistics New Zealand/Tatauranga Aotearoa, 2014). 

Māori who feel strongly connected to their culture are more likely to speak te reo 
Māori, know their pepeha, be connected to their tūrangawaewae, and practice 
manaakitanga. Māori respondents who could speak te reo Māori in day-to-day 
conversation, who knew much of their peeha, had visited their ancestral marae, and 

Low 

 

<5 years 54. Russell, L. (2018). Te Oranga Hinengaro: Report on Māori Mental Wellbeing Results from the New 
Zealand Mental Health Monitor & Health and Lifestyles Survey. Wellington: Health Promotion 
Agency/Te Hiringa Hauora.  

55. Oakley, Browne et.al, 2006: Te Rau Hinengaro  
56. New Zealand evaluation of enhanced integrated practice teams (Fit for the Future evaluation)* 
57. Anecdotal evidence from evaluation of enhanced integrated practice teams (Fit for the Future 

evaluation)*  
58. All Right? (2018) Annual evaluation 
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