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Briefing for decision

Mental health and addiction dashboard

Security level: IN CONFIDENCE Date: 31 October 2024

To: Hon Matt Doocey, Minister for Mental Health

Purpose

1. This briefing seeks your confirmation of mental health, addiction and suicide tio

measures to request for inclusion in quarterly dashboard reporting from Hgalt
Zealand | Te Whatu Ora (Health New Zealand).

Background

2. The Ministry of Health (the Ministry) has provided you with previ ice outlining
monitoring roles and responsibilities across the health syst@g and clrrent reporting
mechanisms [H2024046096] as well as initial advice o ensive range of both

rstand mental health and

ard/Commissioner, the Ministry and
Ministers. Health New Zealand’s dashboa Quarter 4 of 2023/24 is attached as

Appendix 1 for reference.
4. Health New Zealand's dashboafd ineludes many but not all metrics the Ministry would

recommend for ongoing re
enable to you to confirm,the Rpetr
reporting from Healt

you wish to see in ongoing quarterly dashboard
W nd, taking into account data availability.

board content

the metrics the Ministry proposes are included in quarterly
dashb re , mapped to your four mental health and addiction system
prioritie etrics proposed:

cthadvice from your office on specific metrics you have expressed an interest in

d on the metrics in Health New Zealand's existing dashboard with additional
metrics suggested to provide a fuller picture of system and service performance
against your priority areas

c. are limited to those with existing data sources that can be reported on in the short-
term, noting that data completeness and quality will be a challenge across metrics
(see below for further discussion on areas for further development)

d. include the mental health and addiction targets and initial balancing measures,
noting that final balancing measures will be confirmed through Health New
Zealand's detailed implementation plans and there may be standalone reporting
against the targets and balancing measures in future

Briefing: H2024053958 IN-CONFIDENCE



e. aim to balance the need for a diverse set of metrics to understand system and
service performance with feasibility and an intention to minimise reporting burden.

6. Where applicable, we recommend that measures include:
a. both numbers and percentage of population
b. timeseries data (preferably over at least 8 quarters)
c. age, ethnicity and regional breakdowns, particularly where there are notable variances.

7. As the dashboard is developed, and as Health New Zealand's regional model embed
may be appropriate to request both national and regional dashboards from Heal
Zealand, to understand variances between regions. We understand Health Newgealghd

is working to put in place more automated processes that would allow repQti
regional and district levels.
ew

8. Alongside reporting against service performance metrics, we recomm
Zealand retains the section in the dashboard reporting on risks ané mitigétions, as well

as reporting limitations and planned enhancements.

icige prevention metrics
well as areas where we
eporting. These include:

Areas for further development

9. There are constraints in the mental health, addiction
available for short-term reporting due to data a
would expect to see increasing quality and grantila

a. Consumer and whanau experience measures:there is not currently consistent
national collection of data related umer and whanau experience of mental
health and addiction services. This data gap was highlighted in a recent report by
the Mental Health and Welllp€i ission, which noted that filling this gap will
require collaboration wi Quality and Safety Commission. There are also
no current measures aroln laints and processing times, or the
implementation o nS\from complaints, which is required to understand a
learning health gys

b. Workforce datajy[here’is variable quality and collection of regular mental health
and addj€tion work¥orce data, including composition, vacancies and training. While
Health New Zedland's current dashboard includes training numbers and vacancies
for ssions, further work to capture a broader range of workforces is

eq ’g., the consumer, peer support and lived experience workforce) as well

noke regular capture of workforces outside of Health New Zealand-delivered

eCialist services (e.g., Te Pou collects data annually on non-government

Bfganisation workforces). In future, it would also be useful to have an aggregated

view of data from exit interviews for workforces where there are shortages.

c. Mental health and addiction support in primary care: Health New Zealand is
working to bolster reporting across the Access and Choice programme to support
reporting against the wait times target, noting that around 30% of Access and
Choice activity data is not reported at an NHI level. We are also not able to capture
mental health and addiction-related interactions within general practice more
broadly.
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d. Financial reporting: Reporting on expenditure against the ringfence is a manual
process, which limits the granularity of information that Health New Zealand is able
to provide. There are also limitations in Health New Zealand's ability to connect
expenditure data with information on inputs, outputs and outcomes. The Ministry
continues to work with Health New Zealand to bolster reporting against the
ringfence and has reinforced that this is a priority for you.

10. As Health New Zealand's data improvement work progresses, additional information and
breakdowns could be included in regular reporting. There will also need to be an
ongoing focus on improving data quality and completeness of PRIMHD (the nationa
data collection for specialist mental health services) as the source of many metric
including the targets. We understand Health New Zealand has work underway
strengthen governance of PRIMHD to support this, and there is an opport to
leverage the work of the sector-led Key Performance Indicator quality imp t
programme.

Wider monitoring considerations

11 The Ministry continues to progress work to reset the widerHealth Zealand
monitoring plan and will incorporate your expectations %netrics once
confirmed. We will also continue to provide advice in€ur gfstemmonitoring role,
drawing from Health New Zealand's quarterly repgrti her sources to provide a
critical lens on system and entity performance.

12. While this briefing focuses on mental healtfiand ad@jiction service performance and the
Ministry’s monitoring of Health New Z the Mental Health and Wellbeing
Commission also has a role to play in understapding system performance. The
Commission is well-placed to do gde@ger analysis into systemic issues than quarterly
dashboard reporting allows, but'thgd oard could be shared with the Commission
(and other interested agenci awdreness and transparency. The Ministry also
monitors the performange of the mission as a Crown entity.

13. We have tested this Nl he Mental Health, Addiction and Suicide Prevention
Assurance Grou GroUp has reinforced the need for confidence in the timeliness
and accuracy ata, mitigations around gaming of service metrics. The Group also
reinforced the needifor clear leadership and accountability within Health New Zealand

for tar d nd performance reporting. The Ministry will continue to monitor the
impacts h New Zealand's structural changes on mental health and addiction.

Equity
14@ oposed that Health New Zealand's quarterly dashboard reporting includes
br

eakdowns by age, ethnicity and region to maintain visibility of variances and track
rogress in addressing inequities in access and outcomes.

xt steps

15. Subject to your approval, we recommend your office commissions enhanced dashboard
reporting including the suggested metrics from Health New Zealand, to be included in
its quarterly reporting going forward. Reporting on Quarter 1 of 2024/25 is expected in
December 2024.
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16. It may take multiple quarterly reporting cycles for Health New Zealand to fully
incorporate the additional information requested into its quality assurance and reporting
processes. Specific timeframes for enhanced dashboard reporting will be confirmed in
discussion with Health New Zealand.

Recommendations

We recommend that you:

a) note that Health New Zealand has developed a dashboard for quarterly reporting

on mental health and addiction system performance (attached as Appendix 1) Q
b) note that the Ministry recommends inclusion of additional metrics to provide a
fuller view of system performance (refer Appendix 2)
c) agree to the broader suite of metrics recommended in Appendix 2 and to_request es/No
inclusion in future Health New Zealand quarterly dashboard reporting

OR

provide feedback to officials on Appendix 2 and any additional infofifiatigff you Yes/No

would like to see included in quarterly reporting y
re mend your

th d¥ew Zealand to
iStry will work with

d) note that following your confirmation of additional metrj
office commissions enhanced dashboard reporting fr
be included in its quarterly reporting, following whj
Health New Zealand to support this.

Geoff Short

Deputy Director-General

Clinical, Community and Mental H
Te Pou Whakakaha

Date: 31 October 2024 &\

Matt Doocey
inister for Mental Health
Date:

It
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Appendix 1: Health New Zealand’s Quarter 4 dashboard

Q4 2023/24 (April-June 2024)

Mental Health and Addictions Dashboard Health New Zealand

Te Whatu Ora

EARLY INTERVENTION

More people are seen earlier in life span

UZS yr olds sean G4

44222

U25yo accessing MH&A by svc type
Paople countad uniqualy within sarvice typs -
imdividual moy occeas more than 1 ave typs

secondary _ 30,800
Youth Primary I 2,233
Pacific primary | 766
Kaupapa Mior primary ] 2,145
GPS5 (IPMHA) 8,747

Peopla seen
per 100,000 popn

Uniclar 25 2,?26

25 & over: 3,15]

People®** under 25yrs accessing services
**counted uniquely aeross svies where data allows

azpas| 44277 4889847042 44740 41485 a4222

= i~
—p— —Hﬁn

(o] 03 Q4 o] Q2 Q3 Q4*
202223 202223 2022/23 202324 202324 2023/24 202324

More people are seen in primary MH&A

: All ages accessing primary care
People sean in primary

80,000
66,434  sopw
40,000
20,000
Paople seen in prirmary -
frer 100,000 popn

]'2?2 202324

GPs5 (IPMHA] BE3upaps Maori HEPadfic BEY

S
gz a3 04 a1

Q2 43 o4

These figures reflect onIy people seen by Access and Ch0|c

services. In this quarter, 42% of all people seen by MH&A s
seen in primary MH&A settings (up from 39% in the la

Note: In the absence of a recent epidemiology study regarding prevalence of MH is
expected rates per 100,000 population for each age group.
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SERVICE RESPONSIVENESS AND € C

People can access urgent care
rapidly and in their community

Crisis attends in ED by athnicity
_qd

MH ED stays < Ghrs

67.0%
@ rarcer:osx | Mo N 170
racific ] 221

Crizls attendances In Asian 359

0-04 | one [ .
5104 i Gk W

Seen within 3 weeks

79.3%

'
@ TARGET: B0%

People sean
pet 100,000 pop

1,7

Pegple cAf access primary MH&A rapidly

Seen inTwk
0.2%

ARGET: BO%

Paopla using specialist sves
by ethnicity - Q4

mzori [ 15275
Pacific -7J133

Aszian 6,103
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Crisis attendgffte®* (all g} & %in ED

Crigiz atberd s non=ED

Crigphtterd in BED ooty setting

inED

% Specialist MH referrals seen within 3 wks
B3EY B37% BA3Y B3O% B45% B8bBI% B64%

— el
66.4% BEBYX 653%L  662% 648% 652% G692%

Q2 03 Q4 o 02 Q3 04t
202223 202223 2022(23 202324 2023/24 202324 2023/24

- Al OQES  —— 3G T olds 25 yr+

Feople who occessed IPMHA services within 1wk

88.2% a10% B25% BL7% B2.4% B0.2%
e e LSS S R — i ol

\a7ag7 | |40m2 45430 | [gogm | laga7e | 46840

Q3 Q4 ai Q2 Q3 Qa*
2022f23 2022023 2023f24  2023f24 2023024 2023024

Referrals i % rafamals seen wat hin 1wk

There is no discernible
trend in either the number
of people seen in crisis or
the relative proportion of
these seenin ED.

ED length of stay for
people with mental
health-related concerns is
a new target with no
established baseline. Work
is under way to improve
data and develop detailed
implementation plans to

improve performance

Note: incomplete data in total
crisis attendances in Q2 is likely to
overstate % in ED - missing data
has been imputed to estimate
value.

86% of people 25 and over
are seen by MH&A services
within three weeks, while
69% of under 25s are seen
within this time frame.
There has been
improvement over the
past two quarters in both
wait time measures. This
will be monitored to
identify whether this
reflects increased effort to

decrease wait times.
Note: incomplete data in total
referrals in Q2 is likely to overstate

% seen - Ql result used instead.

There is no wait time data
for youth, Maori or Pacific
services. NHI-based
reporting will be rolled out
over the next two years to
expand services included.
This data is only provided
by services in general
practice, and referral date
is not mandatory, so wait
time data is highly
unreliable. Commencing
quarter 2 referral date will

be made mandatory.

Note: only Access and Choice services
are included in the primary care section
at this stage.



Mental Health and Addictions Dashboard Q4 2023/24 (Apr-Jun 2024) mmm Zealand

RINGFENCE WORKFORCE RIS IONS

We are fully committing funding to Our workforce is increasing toward  Risk

B Workforce shortages section of the Te Whatu Ora workforce plan
expectations funded levels 9 P

in the overarching workforce pipeline work
specific WF work programme within commissioning

Investment in prevention and early intervention Professionals entering training in calendar year . ‘onal recruitment

& 23.9% OF RINGFENCE

4 3 O Increasing demand Continued focus on developing and enhancing primary MH&A services
, SEMESTER1 FULL YEAR placing pressure a Developing alternatives to address inpatient acute demand
@ TARGET: 25% the system Ongoing recruitment to vacant clinical role sin H&SS

#
@ TARGET: 500

Clinical Service Planning — bed capacity project

Spend to budget* year to Dec 2023

ar i Mental Health Infrastruct P ith 14 inflight jects to refurbish
]O]cy Vaoanoies in HESS MHEA Workforce Orerr;gu"dea nfrastructure Programme wi inflight projects to refurbis
” 25% 29% National anti-ligature remediation programme
. Infrastructure Investment Plan
Cumulative budget and spend 23/24 (SM) 20% - m Sep-22
2,500,000 2,284,324 15% HSen2 Data and Digital data infrastructure improvement through the National
10% P Data Platform Programme
2,000,000 0% 9% b) Reinstate and strengthen the function of MH&A Data Governance Group
1,500,000 5% c-23
6%
1,000,000 I NRr-24 REPORTING LIMITATIONS AND PLANNED ENHANCEMENTS
0%
SOUE000 & & & 2 & There is a kay focus on improving data reliability in order to be able to report against MHA targets. There are several
0 & és«é' \6’? &\‘} risks to providing refiable, timely reporting of mental heaith & addictions health data. . Risks are dusto1)
@“" ' o & Incompletefimmature data sets, 2) Data quality and 3) Manual collection of data.
a1 Q2 a3 Q4 O & S
O e & &
B HESS W PEC e se= Budget L Approx. 30% of Access & Choice (asC) activity | D&D to bring In data for youth providers Jan 2025 and Maori &
is currently not reported at NH-lavel. Pacific providers over the next two years.
: - ASC data pipaline is unnecassarily complex, Data Sarvices to complete work undenvay to automate the
Funded & Act E iRgPrim MHE&A introducing several points of failure. ingestion and transformation of data onto a common national
1000 887 data platform.
7 .
. . . 800 COngoing lag in receiving PRIMHD data. D&D review PRIMHD data submission processes in districts & NGOs
The report of professionals entering training £00 with issues to reduce delay.
currently excludes psychiatric registrars and is for 289 : :
semester 1 of 2024 only. Reporting for the full 2024 400 176 263 Some Districts show poor data quality of HS&S ED physicians to review completenass and complance with
: ] ; : 112 39 SNOMED Clinical Terms coding accepted terms.
academic year (including semester 2) will be 200 ! .
] i D&D Quality check has been added to NNPAC app highlighting
presented in the quarter 1 report for 2024/25. From 0 _— high use of non-specific codes
quarter 3 2024/25 psychiatric registrars will be Youth Kaupapa Pacific
included. Maori Financial reporting is manual , with marny A programme of work driven by Finance is required to improve
assuUMpions & estimates rediability & ease of reporting.
Note: only Access and Choice services are included in c
. . . ontracted FTE ®Actual FTE . . . . .
funded and actual FTE for primary care section at this Note: Currently working towards an automated reporting pipeline that will allow reporting where
stage. applicable down to region and district

Briefing: H2024053958 IN-CONFIDENCE 2



Appendix 2: Proposed quarterly dashboard content

The table below sets out the suite of metrics the Ministry recommends is included in future Health New Zealand quarterly
dashboard reporting. These metrics are supported by existing data sources, so can be reported against in the short-term;
however, there will be data completeness and quality issues underpinning many metrics which will need ongoing focus to

address.

Note: It may take multiple quarterly reporting cycles for Health New Zealand to fully incorporate the additional information
requested into its quality assurance and reporting processes. The Ministry can work with Health New Zealand to support this.

Timely access

Access
e Primary MH&A services:
o Access and Choice: # people and % of population **
o Access and Choice: Referral numbers [if different from above] **
e Specialist MH&A services:
o Specialist community MH services: # people and % of population **

o Specialist community AOD services: # people and % of population
*%k

Referral numbers to specialist MH and AOD services **
¢ Inpatient and residential services:

# people and % of population

Bed numbers ** [may require manual reporting]

*

Occupancy rates ** [may require manual reporting]

e Emergency: # of MH-related ED presentations and % total
presentations

e Forensic MH services:
# people and % of population
Bed numbers ** [may require manual reporting]
Occupancy rates ** [may require manual reporting]
e MH&A telehealth call volumes [relies on provider reporting]
e Suicide prevention: Uptake of suicide prevention and postvention
services [relies on provider reporting]
Timeliness

e Access and Choice primary MH&A services: % seen within 1 week
[MH&A target] **

e Total, adult and child/youth (under 25) specialist MH&A service wait
times: % seen within 3 weeks [MH&A target] **

e ED wait times: % of MH&A-related ED presentations admitt
discharged, or transferred within 6 hours [MH&A target,

e Telehealth average call wait times [relies on providg

e Prison waiting list for admission to forensic inpat e+ data
capture work is required and underway as |

programme with Corrections]

Workforce

Capacity

e Increased numbers across MH&A workforces

Growth across professions/disciplines: FTE by
profession **

o Growth in training pipelines: 500 professionals
trained each year [MH&A target]

Increased recruitment and retention

e Vacancies: # and % across professions and/or
service types **

o Primary MH&A service vacancy # and rates
(Access and Choice) **

o Specialist MH&A service vacancy # and rates

&\

Key

** Metrics indicated by Minister for Mental Health's

Mental health and addiction targets show

Blue — measure is not currently on Health
dashboard reporting

Prevention and early intervention /
Investment

population of
ices by service type

jon incl. suicide prevention/postvention
[MH&A target]

enditure against the ringfence by
appropriation and/or service type **

e Expenditure against budget (and any forecast
over/underspends)

of particular interest

ashboard, recommended for inclusion in future

Effectiveness

Quality

* % of acute inpatient discharges that have a face-to-
face follow up in the community setting within the 7
days immediately following discharge from an acute
inpatient stay

e Proportion of specialist MH&A service users with a
transition and wellbeing plan

Safety

e Compulsory care: # and rates of compulsory treatment
orders

e Seclusion: # people secluded and seclusion hours in
adult and/or youth inpatient services [note: this would
be unvalidated data, further work is required to
establish measures for unintended consequences such
as increasing use of other forms of restraint] **

Experience

e Rate of family/whanau engagement in specialist MH&A
services

Effectiveness and outcomes **

¢ Individual outcome measures (HONOS, SDQ, Hua
Oranga, etc.) [from Te Pou reporting collation]

Efficiency

e Long-term inpatient stays:
Average length of stay in inpatient units **
# of people over 3 months, 9 months

e Percentage of acute inpatients that are readmitted to
inpatient mental health services within 28 days of
discharge **
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