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DISCLAIMER  

¢Ƙƛǎ ǊŜǇƻǊǘ ǿŀǎ ǇǊŜǇŀǊŜŘ ōȅ YņƘǳƛ ¢ŀǳǘƻƪƻ /ƻƴǎǳƭǘŀƴŎȅ [ǘŘΣ ²ŜƭƭƛƴƎǘƻƴΣ ŦƻǊ ǘƘŜ aƛƴƛǎǘǊȅ ƻŦ IŜŀƭǘƘΦ ¢ƘŜ 
information it contains is primarily intended for use by the Ministry. While every effort has been made to 
ŜƴǎǳǊŜ ǘƘŜ ŀŎŎǳǊŀŎȅ ƻŦ ǘƘƛǎ ŘƻŎǳƳŜƴǘΣ YņƘǳƛ ¢ŀǳǘƻƪƻ /ƻƴǎǳƭǘŀƴŎȅ [ǘŘ ƎƛǾŜǎ ƴƻ ƛƴŘŜƳƴƛǘȅ ŀǎ ǘƻ ǘƘŜ 

correctness of the information or data supplied by third parties (e.g. survey responses). 
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EXECUTIVE SUMMARY 

Background 

In 1998 the Government released the New Zealand Youth Suicide Prevention Strategy (ΨKia Piki Te 
Ora o Te TaitamarikiΩ ŀƴŘ ΨLƴ hǳǊ IŀƴŘǎΩ).  As part of the implementation of the Strategy the Ministry 
ƻŦ IŜŀƭǘƘ ŦǳƴŘŜŘ ŀ ǇǊƻƎǊŀƳƳŜ ŎŀƭƭŜŘ Yƛŀ tƛƪƛ ǘŜ hǊŀ ƻ ¢Ŝ ¢ŀƛǘŀƳŀǊƛƪƛ ƛƴ ŀ ƴǳƳōŜǊ ƻŦ aņƻǊƛ 
ŎƻƳƳǳƴƛǘƛŜǎ ǘƻ ŀŘŘǊŜǎǎ aņƻǊƛ ȅƻǳǘƘ ǎǳƛŎƛŘŜǎΦ   In 2005, following consultation on the New Zealand 
Suicide Prevention Strategy 2006ς2016, this programme was re-ŦƻŎǳǎŜŘ ǘƻ ŀƴ Ψŀƭƭ ŀƎŜΩ ǎǳƛŎƛŘŜ 
prevention programme and renamed Kia Piki te Ora (KPTO)Φ ¢ƘŜ Yt¢h ǇǊƻƎǊŀƳƳŜ ǎƻǳƎƘǘ ǘƻ ΨŜƴŀōƭŜ 
inter-ŀƎŜƴŎȅ ŎƻƭƭŀōƻǊŀǘƛƻƴ ǿƛǘƘ aņƻǊƛ ǿƘņƴŀǳΣ ŎƻƳƳǳƴƛǘƛŜǎΣ ƘŀǇǹΣ ƛǿƛΣ ǎŜǊǾƛŎŜ ǇǊƻǾƛŘŜǊǎ ŀƴd 
ŀƎŜƴŎƛŜǎ ǘƻ ǇǊƻƳƻǘŜ ŎƻƭƭŀōƻǊŀǘƛǾŜ ŀƴŘ ŎƻƳǇǊŜƘŜƴǎƛǾŜ ŀǇǇǊƻŀŎƘŜǎ ǘƻ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴΩΦ 
 
The KPTO programme makes up one element among others in contributing to the New Zealand 
Suicide Prevention Strategy 2006ς2016. The strategy as a whole is intended to reduce suicide rates 
and the impacts of suicide on families, ǿƘņƴŀǳΣ ŦǊƛŜƴŘǎ ŀƴŘ ŎƻƳƳǳƴƛǘƛŜǎΦ Yt¢h in particular is 
ƛƴǘŜƴŘŜŘ ǘƻ ƘŀǾŜ ŀ ŘƛǎǘƛƴŎǘƛǾŜ ŎƘŀǊŀŎǘŜǊ ŀƴŘ ŀǇǇǊƻŀŎƘ ƎǊƻǳƴŘŜŘ ƛƴ ǘƛƪŀƴƎŀ aņƻǊƛΣ ŦƻŎǳǎŜŘ ƻƴ 
ǎŜǊǾƛŎŜǎ ōȅ aņƻǊƛ ŀƴŘ ŦƻǊ aņƻǊƛΦ Its activities include indigenous approaches based on identified 
cultural best practice models (e.g. Te Whare Tapa Whņ1 and tǁǿƘƛǊƛ Poutama2) relevant ǘƻ aņƻǊƛ 
suicide prevention and ǘƘŜ ǇǊƻƎǊŀƳƳŜΩǎ delivery focused on wƘņƴŀǳ ora and ǿƘņƴŀǳ ǿŜƭƭōŜƛƴƎΦ  
 
The KPTO programme ŦƻŎǳǎŜǎ ǎǇŜŎƛŦƛŎŀƭƭȅ ƻƴ aņƻǊƛ. Its four overall goals are to: 

¶ ǇǊƻƳƻǘŜ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŀƴŘ ǿŜƭƭōŜƛƴƎ ŦƻǊ ŀƭƭ aņƻǊƛ 

¶ include engagement with all communities 

¶ reduce access to the means of suicide  

¶ contribute to reducing the harmful effects and impacts associated with suicide and suicidal 
behaviour on families, ǿƘņƴŀǳΣ ŦǊƛŜƴŘǎ ŀƴŘ ǘƘŜ ǿƛŘŜǊ ŎƻƳƳǳƴƛǘȅΦ 

 
KPTO providers are expected to play a linking role, bringing the community together in support of its 
goals. This linking role puts less emphasis on direct service provision to families, ǿƘņƴŀǳ ŀƴŘ 
communities. KPTO providers have the freedom to tailor their activities to their own region, 
ƛƴŎƻǊǇƻǊŀǘƛƴƎ ǘƘŜ Ǉƭŀƴǎ ŀƴŘ ƴŜŜŘǎ ƻŦ ƭƻŎŀƭ ƛǿƛΣ ƘŀǇǹΣ mŀǊŀŜ ŀƴŘ ǿƘņƴŀǳΦ  
 
The Ministry of Health funded (or continues to fund) nine regional providers to deliver the revised 
Ψŀƭƭ-ŀƎŜΩ Yt¢h {ǳƛŎƛŘŜ tǊŜǾŜƴǘƛƻƴ tǊƻƎǊŀƳƳŜΦ KPTO providers employ 17 Coordinators in nine 
regions. The regions ǾŀǊȅ ƛƴ ǎƛȊŜ ŀƴŘ ǇƻǇǳƭŀǘƛƻƴΣ ŀƴŘ Řƻ ƴƻǘ ŎƻǾŜǊ ŀƭƭ ƻŦ bŜǿ ½ŜŀƭŀƴŘΩǎ aņƻǊƛ 
population. The regions are: 

¶ bƻǊǘƘƭŀƴŘ CŀǊ bƻǊǘƘΥ ¢Ŝ wǹƴŀƴƎŀ ƻ ǘŜ wŀǊŀǿŀ 

¶ bƻǊǘƘƭŀƴŘ aƛŘ bƻǊǘƘΥ bƎņǘƛ IƛƴŜ IŜŀƭǘƘ ¢Ǌǳǎǘ 

¶ South Auckland: Raukura Hauora o Tainui Trust 

¶ Bay of Plenty: Te Ao Hou Trust 

¶ [ŀƪŜǎ 5ƛǎǘǊƛŎǘΥ ¢Ŝ wǹƴŀƴƎŀ ƻ bƎņǘƛ tƛƪƛŀƻ ¢Ǌǳǎǘ 

¶ HawkeΩs Bay: Te Kupenga Hauora ς Ahuriri Charitable Trust 

¶ ²ƘŀƴƎŀƴǳƛΥ bƎņ ¢ŀƛ ƻ ǘŜ !ǿŀ ¢Ǌǳǎǘ 

¶ Christchurch: He Waka Tapu Ltd 

¶ Invercargill / SouthlandΥ bƎņ YŜǘŜ aņtauranga Pounamu Charitable Trust. 

                                                           
1 In Mason DurieΩǎ concept of ¢Ŝ ²ƘŀǊŜ ¢ŀǇŀ ²Ƙņ, tƘŜ ŦƻǳǊ ŎƻǊƴŜǊǎǘƻƴŜǎ όƻǊ ǎƛŘŜǎύ ƻŦ aņƻǊƛ ƘŜŀƭǘƘ ŀǊŜ ǿƘņƴŀǳ όŦŀƳƛƭȅ 
health), tinana (physical health), hinengaro (mental health) and wairua (spiritual health). 
2 Paraire HuataΩǎ tǁǿƘƛǊƛ tƻǳǘŀƳŀ CǊŀƳŜǿƻǊƪ is a ŦǊŀƳŜǿƻǊƪ ŀǇǇƭȅƛƴƎ ŎǳƭǘǳǊŀƭƭȅ ǎŀŦŜ ǇǊŀŎǘƛŎŜ ƛƴ aņƻǊƛ ŎƻǳƴǎŜƭƭƛƴƎΣ 
social work, mental health and social services. 
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KPTO evaluation 

Lƴ aŀȅ нлмп ǘƘŜ aƛƴƛǎǘǊȅ ƻŦ IŜŀƭǘƘ ŎƻƴǘǊŀŎǘŜŘ YņƘǳƛ ¢ŀǳǘƻƪƻ /ƻƴǎǳƭǘƛƴƎ Ltd to carry out an 
evaluation of the KPTO programme across the nine regions, focusing on service delivery for the 
period July 2010 to December 2013. The evaluation drew on a range of information sources to 
address questions about what KPTO delivers and what impacts have been demonstrated by its 
strategies and activities. Drawing on feedback from key stakeholders to assess the significance of the 
KPTO contribution, the evaluation identified numerous ways in which KPTO providers have 
contributed to suicide prevention or suicide responses in their communities. It also identified a 
number of concerns or areas to be considered further, and provided recommendations for the 
future structure and management of the programme. 
 
The evaluation of the KPTO programme focused on both process and impact questions. Areas 
considered included: 

¶ how each provider planned, delivered and monitored services in line with a KPTO Accountability 
Framework and All Age Suicide Prevention  Programme Logic Model 

¶ what service providers delivered 

¶ how wŜƭƭ ǇǊƻƎǊŀƳƳŜǎ ƳŜǘ ŜŀŎƘ ǇǊƻǾƛŘŜǊΩǎ ƻōƧŜŎǘƛǾŜǎ 

¶ what impact was achieved in the communities 

¶ ǿƘŀǘ ǾŀƭǳŜ ǿŀǎ ŀŘŘŜŘ ǘƻ aņƻǊƛ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ƛƴ ǘƘŜ ŎƻƳƳǳƴƛǘƛŜǎ 

¶ how KPTO contributed to wider suicide prevention objectives 

¶ cultural competency of the programme 

¶ strengths and opportunities for improvement. 
 
The evaluation drew on a variety of information sources: 

¶ interviews and focus groups to develop and refine evaluation questions and instruments 

¶ review of project plans, monitoring reports and other documents provided by the Ministry of 
Health 

¶ nine regional two-day site visits, with further document reviews and interviews with 34 KPTO 
staff and 51 local stakeholders 

¶ an online survey of stakeholders who were not available for interviews during site visits, 
including representatives from district health bƻŀǊŘǎΣ aņƻǊƛ ǇǊƻǾƛŘŜǊǎΣ New Zealand Police, 
social service providers and other non-governmental organisations. In total, 48 people were 
invited to respond to the survey. Of this total, 20 completed the online survey. 
 

This report presents a summary of the findings of the nine individual site-specific process and impact 
evaluations.  Individual site reports were also prepared for the nine KPTO regions and were given to 
KPTO providers for their review. These are incorporated into this report. 

Evaluation results 

What KPTO providers do best 

The KPTO programme provides a way to coordinate locally developed and directed activities, giving 
effect to its intended role in coordinating change driven by or grounded in the community. KPTO 
ǇǊƻǾƛŘŜǊǎ ŀǊŜ ŎƻƴǎƛŘŜǊŜŘ ƎƻƻŘ ŀǘ ŀŎǘƛƴƎ ŀǎ ŀ ŎƻƴŘǳƛǘ ōŜǘǿŜŜƴ ǿƘņƴŀǳΣ ƛǿƛΣ ƘŀǇǹ and marae, on the 
one hand, and organisations such as the Police and District Health Boards, on the other. KPTO 
providers facilitate conversations in their communities to address suicide issues (whether 
preventatively or after suicides have occurred). The focus on kŀǳǇŀǇŀ aņƻǊƛ ƛǎ ǎŜŜƴ ŀǎ ŀ ǎǘǊŜƴƎǘƘ ƻŦ 
the programme, allowing providers to promote wellbeing in culturally appropriate ways (referring to 
whņnau ora as a general objective) and some ŀƭƛƎƴ ǘƘŜƛǊ ǎŜǊǾƛŎŜǎ ǘƻ ǘƘŜ DƻǾŜǊƴƳŜƴǘΩǎ ²Ƙņƴŀǳ hǊŀ 
strategy. Stakeholders saw KPTO activities as successful because they were locally developed and 
adapted to local needs.  
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The evaluation concluded that the KPTO programme works best when there is continuity of staff and 
leaders in their communities and when KPTO staff members have extensive community experience. 
KPTO seems to have the greatest impact where other community organisations in the region adopt 
suicide prevention as part of their own vision and goals. Most KPTO providers have a history of 
service delivery in their communities and are able to work in partnership with key agencies in their 
region. KPTO Coordinators took part in variety of community events such as Waitangi Day 
celebrations and frequently carried out workshops or other activities at local marae.  
 
Impact of KPTO activities 

Questions about the impact of KPTO activities on their communities were largely addressed on the 
basis of judgements of stakeholders in the different regions. Stakeholders were asked about how 
KPTO Coordinators connected people from different groups and what happened as a result. They 
were also asked what value the KPTO programme added to suicide prevention and about the 
effectiveness of any collaboration with its staff for suicide prevention. All stakeholders expressed a 
belief that the KPTO programme provided a valuable resource for suicide prevention in the local 
aņƻǊƛ community. The broad scope of KPTO objectives, however, made it more difficult for 
stakeholders to assess the degree of its impact. Stakeholders also differed in the degree to which 
they were able to point to changes in their own services as a result of using the KPTO resource. 
 
Stakeholders referred to improvements in communications, stronger relationships, creation of new 
projects or initiatives and KPTO presence on local advisory groups or interagency networks. KPTO 
Coordinators were seen as more effective when they took part in strategic groups or forums led by 
either KPTO or other organisations because participation in those groups gave them a voice in wider 
strategic decision-making. All stakeholders who participated in interviews or the online survey 
ǊŜǇƻǊǘŜŘ ǘƘŀǘ Yt¢h ǿŀǎ ƛƳǇƻǊǘŀƴǘ ŦƻǊ ŜƴƎŀƎƛƴƎ ǿƛǘƘ aņƻǊƛ ƛƴ ǘƘŜƛǊ ǊŜƎƛƻƴ. Coordinators and other 
respondents noted that communication through KPTO helped to improve information sharing and 
ǇƻƭƛŎȅ ŘŜǾŜƭƻǇƳŜƴǘΦ wŜǎǇƻƴŘŜƴǘǎ ǎŀƛŘ ǘƘŀǘ Yt¢h ŀƭǎƻ ƛƳǇǊƻǾŜŘ ǘƘŜƛǊ ŀŎŎŜǎǎ ǘƻ aņƻǊƛ ŎƻƳƳǳƴƛǘƛŜǎ 
and schools. Another observation was that, as a result of KPTO relationships with local councils and 
district health boards, those organisations placed greater priority on suicide prevention in their plans.  
 
Questions or issues for the future of KPTO service delivery 

The evaluation highlighted several issues to be considered for the programme in future. These 
included:  

¶ the breadth and appropriateness of KPTO objectives 

¶ the size of the region covered by each provider 

¶ how providers engage with stakeholders, including their communication approaches 

¶ confusion about the role of the KPTO team and programme 

¶ which roles should be carried out for the KPTO programme at a national level 

¶ whether and how KPTO providers contribute to resources and capabilities in their region 

¶ how well the KPTO objectives reflecteŘ aņƻǊƛ ǾƛŜǿǎ ƻŦ ǎǳƛŎƛŘŜ ŀƴŘ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴΦ 
 
It was widely agreed that KPTO providers should contribute to wellbeing, including resilience, and 
should engage with community members. Other objectives, such as reducing access to the means of 
suicide, received less consistent agreement and support. The evaluation also suggested including a 
specific kŀǳǇŀǇŀ aņƻǊƛ ŦƻŎǳǎ ŦƻǊ ŜŀŎƘ Yt¢h ƻōƧŜŎǘƛǾŜΦ  
 
HawkeΩs Bay, South Auckland and Canterbury are large regions for KPTO providers to cover with only 
a few Coordinators. As a result, KPTO Coordinators had to limit their service in some areas of their 
region. In HawkeΩs Bay, for example, KPTO Coordinators focused largely on Napier and Wairoa, and 
spent less time in ǘƘŜ ŎŜƴǘǊŀƭ IŀǿƪŜΩǎ .ŀȅ ǊŜƎƛƻƴ ŘǳŜ ǘƻ ƭƛƳƛǘŜŘ ŎŀǇŀŎƛty. 
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KPTO Coordinators were able to engage with key stakeholders best when they already had high 
profiles in their region and had existing relationships to build on. Their success in engaging 
community members was also enhanced when they had more continuous relationships with their 
communities.  
 
The evaluation identified differences in expectations of the KPTO programme. Some stakeholders 
were unsure about how it fit ted into the range of suicide prevention and response programmes in 
their region. It was apparent that KPTO providers had a wide range of potential audiences to engage 
with, such as local government agencies, district health boards, ǿƘņƴŀǳ, iwi and ƘŀǇǹΣ ŀƴŘ their 
priorities for such engagement may not be clear. Although the programme is primarily directed at 
suicide prevention, some stakeholders expected Coordinators to provide crisis intervention and to 
respond after suicides had occurred. KPTO CƻƻǊŘƛƴŀǘƻǊǎ ǿŜǊŜ ŜȄǇŜŎǘŜŘ ǘƻ ƻǊƎŀƴƛǎŜ ǿƘņƴŀǳ 
meetings related to suicide attempts, help mainstream agencies provide front-line care to those at 
Ǌƛǎƪ ƻŦ ǎǳƛŎƛŘŜ ŀƴŘ ƎŜƴŜǊŀƭƭȅ ŀŎǘ ŀǎ ǘƘŜ ƭƻŎŀƭ ΨaņƻǊƛ ǎǳƛŎƛŘŜ ŜȄǇŜǊǘΩ. KPTO Coordinators responded to 
suicides in some regions in order ǘƻ Ƴŀƛƴǘŀƛƴ ǿƘņƴŀǳ ǘǊǳǎǘ ŀƴŘ ǘƻ ŜƴƘŀƴŎŜ ŎƻƭƭŀōƻǊŀǘƛƻƴ ǿƛǘƘ ƻǘƘŜǊ 
organisations in their region.  
 
The evaluation highlighted a need for greater national coordination or leadership in several regions, 
including the coordination of training for KPTO Coordinators, the development of consistent 
branding and communication materials, and the development of resources for use at the local level.  
 
KPTO providers differed in the resources they provided for use in their communities. For example, 
some had toolkits for use in marae, including checklists for identifying people at risk of suicide and 
materials for promoting greater resilience. Others had media toolkits and induction manuals for 
staff. These resources were generally developed separately by different KPTO providers, depending 
on their capabilities and the needs in their region.  
 
As the evaluation established, the KPTO programme was being delivered in a culturally competent 
way in all regions, allowing people to apply their own knowledge of changing cultural practices in 
local contexts. Questions were raised, however, about how well the activities in the annual service 
plans ǊŜŦƭŜŎǘŜŘ aņƻǊƛ ƳƻŘŜƭǎ ƻŦ ƘŜŀƭǘƘ ŎŀǊŜ ƻǊ aņƻǊƛ ǾƛŜǿǎ ƻƴ ǎǳƛŎƛŘŜ ŀƴŘ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴΦ {ƻƳŜ 
ǎǘŀƪŜƘƻƭŘŜǊǎ ǎǳƎƎŜǎǘŜŘ ǘƘŀǘ ǘƘŜ ƻǾŜǊŀƭƭ Yt¢h ŦǊŀƳŜǿƻǊƪ ǎƘƻǳƭŘ ōŜ ǊŜŎƻƴǎƛŘŜǊŜŘ ǿƛǘƘƛƴ ǘƘŜ aņƻǊƛ 
cultural context.  
 
Limitations of the evaluation  

The evaluation drew heavily on the experience of KPTO providers, only five of whom were employed 
during the entire evaluation period of 1 July 2010 to 31 December 2013. Because some Coordinators 
lacked knowledge and/or experience in the role, they were able to provide only limited information. 
Data from the online survey was limited in its usefulness and coverage due to the relatively low 
response rate (by 20 out of 48 people asked to respond). A wider range of stakeholders might have 
provided other views on the operation and impacts of KPTO. Finally, the KPTO programme is itself 
only one part of a wider strategy for preventing suicide, which limits its ability to demonstrate 
progress towards the longer-term goals of fewer suicides and reduced harm from suicide. Future 
evaluations of suicide prevention should assess KPTO as one element along with other components 
of the strategy.  
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Recommendations 

In light of the evaluation findings, five recommendations are made for consideration in making 
decisions on the future of KPTO. 
 

1) Review KPTO objectives and the scope of services to ensure that they are realistic and 
ŎƻƴǎƛǎǘŜƴǘ ǿƛǘƘ aņƻǊƛ ŎǳƭǘǳǊŀƭ ǾŀƭǳŜǎ ŀƴŘ ǾƛŜǿǎ ƻŦ ǎǳƛŎƛŘŜΦ LŦ ǘƘŜ Yt¢h ǇǊƻƎǊŀƳƳŜ ƛǎ 
intended to primarily support suicide prevention, then it should be made clear that 
agency requests to support emergency responses is not the preferred focus.  

2) Communicate expectations of the KPTO programme more clearly to a wide range of 
stakeholders, through a variety of means that include news media and common 
messages. 

3) Review the distribution of KPTO providers in terms of both geographical distribution and 
the appropriate size of the region covered by each provider.  

4) Consider establishing a structured national leadership mechanism for the KPTO 
programme. National leadership could provide training for Coordinators, develop 
consistent resources and guidelines, develop a consistent communication plan and brand, 
share information across different providers to improve learning about what works under 
different circumstances, and coordinate programme delivery. 

5) Review funding levels for KPTO providers to ensure that they are able to meet their 
objectives. 
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INTRODUCTION 

Background 

In 1998 the Government released the New Zealand Youth Suicide Prevention Strategy (ΨKia Piki Te 
Ora o Te TaitamarikiΩ ŀƴŘ ΨLƴ hǳǊ IŀƴŘǎΩ). As part of the implementation of the Strategy the Ministry 
of Health funded a progrŀƳƳŜ ŎŀƭƭŜŘ Yƛŀ tƛƪƛ ǘŜ hǊŀ ƻ ¢Ŝ ¢ŀƛǘŀƳŀǊƛƪƛ ƛƴ ŀ ƴǳƳōŜǊ ƻŦ aņƻǊƛ 
ŎƻƳƳǳƴƛǘƛŜǎ ǘƻ ŀŘŘǊŜǎǎ aņƻǊƛ ȅƻǳǘƘ ǎǳƛŎƛŘŜǎΦ   In 2005, following consultation on the New Zealand 
Suicide Prevention Strategy 2006ς2016, this programme was re-ŦƻŎǳǎŜŘ ǘƻ ŀƴ Ψŀƭƭ ŀƎŜΩ ǎǳƛŎƛŘŜ 
prevention programme and renamed Kia Piki te Ora (KPTO)Φ ¢ƘŜ Yt¢h ǇǊƻƎǊŀƳƳŜ ǎƻǳƎƘǘ ǘƻ ΨŜƴŀōƭŜ 
inter-ŀƎŜƴŎȅ ŎƻƭƭŀōƻǊŀǘƛƻƴ ǿƛǘƘ aņƻǊƛ ǿƘņƴŀǳΣ ŎƻƳƳǳƴƛǘƛŜǎΣ ƘŀǇǹΣ ƛǿƛΣ ǎŜǊǾƛŎŜ ǇǊƻǾƛŘŜǊǎ ŀƴŘ 
agencies to promote collaborative and comprehensive approaches to suiŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴΩΦ 
 
In 2006 the Government released the final all-age New Zealand Suicide Prevention Strategy 2006ς
2016 (the Strategy), which provided a high-level framework for reducing the rates of suicide and 
suicidal behaviour in New Zealand.  The purposes of the Strategy were to: 

¶ Reduce the rate of suicide and suicidal behaviour; 

¶ Reduce the harmful effect and impact associated with suicide and suicidal behaviour on 
ŦŀƳƛƭƛŜǎκǿƘņƴŀǳΣ ŦǊƛŜƴŘǎ ŀƴŘ ǘƘŜ ǿƛŘŜǊ ŎƻƳƳǳƴƛǘȅΤ ŀƴŘ 

¶ Reduce inequalities in suicide and suicidal behaviour. 
 
¢ƘŜ {ǘǊŀǘŜƎȅ ŀŎƪƴƻǿƭŜŘƎŜǎ ǘƘŀǘ ǘƘŜǊŜ ŀǊŜ ƛƴŜǉǳŀƭƛǘƛŜǎ ōŜǘǿŜŜƴ aņƻǊƛ ŀƴŘ ƴƻƴ-aņƻǊƛ ǎǳƛŎƛŘŜ ǊŀǘŜǎΥ 
ƻƴŜ ƛƴ ŦƛǾŜ ǇŜƻǇƭŜ ǿƘƻ ŘƛŜ ōȅ ǎǳƛŎƛŘŜ ŀǊŜ aņƻǊƛΣ ŀƴŘ ǊŀǘŜǎ ƻŦ ȅƻǳǘƘ ǎǳƛŎƛŘŜǎ ŀǊŜ ǘǿƻ ŀƴŘ ŀ ƘŀƭŦ ǘƛƳŜǎ 
ƘƛƎƘŜǊ ŦƻǊ aņƻǊƛ ȅƻǳǘƘ ŎƻƳǇŀǊŜŘ ǿƛǘƘ non-aņƻǊƛ ȅƻǳǘƘΦ  KPTO recognised that government 
agencies and community groups would have different strategic frameworks for, and responses to, 
Ƙƻǿ ǘƘŜȅ ǿƻǊƪŜŘ ǿƛǘƘ aņƻǊƛ ǘƻ ŀŘŘǊŜǎǎ aņƻǊƛ ƴŜŜŘǎ ŀƴŘ ǘƻ ŜƴǎǳǊŜ ǘƘŀǘ ǘƘŜƛǊ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ǿŜǊŜ 
accessible, effeŎǘƛǾŜ ŀƴŘ ŀǇǇǊƻǇǊƛŀǘŜ ŦƻǊ aņƻǊƛΦ3 ¢ƘŜ Yt¢h ǇǊƻƎǊŀƳƳŜ ǎƻǳƎƘǘ ǘƻ ΨŜƴŀōƭŜ ƛƴǘŜǊ-
ŀƎŜƴŎȅ ŎƻƭƭŀōƻǊŀǘƛƻƴ ǿƛǘƘ aņƻǊƛ ǿƘņƴŀǳΣ ŎƻƳƳǳƴƛǘƛŜǎΣ ƘŀǇǹΣ ƛǿƛΣ ǎŜǊǾƛŎŜ ǇǊƻǾƛŘŜǊǎ ŀƴŘ ŀƎŜƴŎƛŜǎ ǘƻ 
ǇǊƻƳƻǘŜ ŎƻƭƭŀōƻǊŀǘƛǾŜ ŀƴŘ ŎƻƳǇǊŜƘŜƴǎƛǾŜ ŀǇǇǊƻŀŎƘŜǎ ǘƻ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴΩΦ 
 
The KPTO programme makes up one element among others in contributing to the New Zealand 
Suicide Prevention Strategy 2006ς2016. The strategy as a whole is intended to reduce suicide rates 
ŀƴŘ ǘƘŜ ƛƳǇŀŎǘǎ ƻŦ ǎǳƛŎƛŘŜ ƻƴ ŦŀƳƛƭƛŜǎΣ ǿƘņƴŀǳΣ ŦǊƛŜƴŘǎ ŀƴŘ ŎƻƳƳǳƴƛǘƛŜǎΦ YPTO in particular is 
ƛƴǘŜƴŘŜŘ ǘƻ ƘŀǾŜ ŀ ŘƛǎǘƛƴŎǘƛǾŜ ŎƘŀǊŀŎǘŜǊ ŀƴŘ ŀǇǇǊƻŀŎƘ ƎǊƻǳƴŘŜŘ ƛƴ ǘƛƪŀƴƎŀ aņƻǊƛΦ ¢ƛƪŀƴƎŀ aņƻǊƛ 
ǇǊƛƴŎƛǇƭŜǎ ŀƴŘ ǇǊŀŎǘƛŎŜǎ ŀǊŜ ŎŜƴǘǊŀƭ ǘƻ ǘƘŜ ǇǊƻƎǊŀƳƳŜΦ  ¢ƘŜ ǇǊƻƎǊŀƳƳŜ ƛǎ ōȅ aņƻǊƛ ŦƻǊ aņƻǊƛΣ ǿƛǘƘ 
ŀƴ ŜƳǇƘŀǎƛǎ ƻƴ ǿƘņƴŀǳΣ ƘŀǇǹΣ ŀƴŘ ƛǿƛ ŘŜǾŜƭƻǇƳŜƴǘΦ  ¢Ŝ !ƻ aņƻǊƛ ƛǎ ŎŜƴǘǊŀƭΣ ǿƘŜǊŜ ŎǳƭǘǳǊŀƭ 
traditions and practices are a means to strengthen a community response to suicide.  This approach 
recognises that the communities at risk have the potential capacity to build on its strengths and use 
these to address the issues. Its activities include indigenous approaches based on identified cultural 
ōŜǎǘ ǇǊŀŎǘƛŎŜ ƳƻŘŜƭǎ όŜΦƎΦ ¢Ŝ ²ƘŀǊŜ ¢ŀǇŀ ²Ƙņ4 ŀƴŘ tǁǿƘƛǊƛ tƻǳǘŀƳŀ5ύ ǊŜƭŜǾŀƴǘ ǘƻ aņƻǊƛ ǎǳƛŎƛŘŜ 
ǇǊŜǾŜƴǘƛƻƴ ŀƴŘ ǘƘŜ ǇǊƻƎǊŀƳƳŜΩǎ ŘŜƭƛǾŜǊȅ ŦƻŎǳǎŜŘ on the concept of ǿƘņƴŀǳ ƻǊŀ ŀƴŘ ǿƘņƴŀǳ 
wellbeing.  
 
The KPTO programme aligns with four of the seven goals of the New Zealand Suicide Prevention 
Strategy 2006 -2016: 

¶ ǇǊƻƳƻǘŜ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŀƴŘ ǿŜƭƭōŜƛƴƎ ŦƻǊ ŀƭƭ aņƻǊƛ 

                                                           
3 Associate Minister of Health (2006), p 14 (Be wŜǎǇƻƴǎƛǾŜ ǘƻ aņƻǊƛ). 
4 In Mason DurieΩǎ concept of ¢Ŝ ²ƘŀǊŜ ¢ŀǇŀ ²Ƙņ, tƘŜ ŦƻǳǊ ŎƻǊƴŜǊǎǘƻƴŜǎ όƻǊ ǎƛŘŜǎύ ƻŦ aņƻǊƛ ƘŜŀƭǘƘ ŀǊŜ ǿƘņƴŀǳ όŦŀƳƛƭȅ 
health), tinana (physical health), hinengaro (mental health) and wairua (spiritual health). 
5 Paraire HuataΩǎ tǁǿƘƛǊƛ tƻǳǘŀƳŀ CǊŀƳŜǿƻǊƪ is a ŦǊŀƳŜǿƻǊƪ ŀǇǇƭȅƛƴƎ ŎǳƭǘǳǊŀƭƭȅ ǎŀŦŜ ǇǊŀŎǘƛŎŜ ƛƴ aņƻǊƛ ŎƻǳƴǎŜƭƭƛƴƎΣ 
social work, mental health and social services. 
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¶ include engagement with all communities 

¶ reduce access to the means of suicide  

¶ contribute to reducing the harmful effects and impacts associated with suicide and suicidal 
behaviour on families, ǿƘņƴŀǳΣ ŦǊƛŜƴŘǎ ŀƴŘ ǘƘŜ ǿƛŘŜǊ ŎƻƳƳǳƴƛǘȅΦ 

 

The KPTO programme has a specific All Age Suicide Programme Logic Model that details the 
ultimate, long term, intermediate term, medium and short term outcomes and objectives.  KPTO 
providers are expected to play a linking role, bringing the community together in support of its goals. 
This linking role puts less emphasis on direct service provision to families, ǿƘņƴŀǳ ŀƴŘ ŎƻƳƳǳƴƛǘƛŜǎΦ 
KPTO providers have the freedom to tailor their activities to their own region, incorporating the 
Ǉƭŀƴǎ ŀƴŘ ƴŜŜŘǎ ƻŦ ƭƻŎŀƭ ƛǿƛΣ ƘŀǇǹΣ mŀǊŀŜ ŀƴŘ ǿƘņƴŀǳΦ  
 
The Ministry of Health funded (or continued to fund) nine regional providers to deliver the revised 
Ψŀƭƭ-ŀƎŜΩ Yt¢h {ǳƛŎƛŘŜ tǊŜǾŜƴǘƛƻƴ tǊƻƎǊŀƳƳŜΦ It should be noted that originally there were six 
providers. Two providers were added in 2006 and Invercargill / Southland were added in 2011.  
KPTO providers employ 17 Coordinators in nine regions. The regions vary in size and population, and 
Řƻ ƴƻǘ ŎƻǾŜǊ ŀƭƭ ƻŦ bŜǿ ½ŜŀƭŀƴŘΩǎ aņƻǊƛ ǇƻǇǳƭŀǘƛƻƴΦ  The regions are: 

¶ bƻǊǘƘƭŀƴŘ CŀǊ bƻǊǘƘΥ ¢Ŝ wǹƴŀƴƎŀ ƻ ǘŜ wŀǊŀǿŀ 

¶ bƻǊǘƘƭŀƴŘ aƛŘ bƻǊǘƘΥ bƎņǘƛ IƛƴŜ IŜŀƭǘƘ ¢Ǌǳǎǘ 

¶ South Auckland: Raukura Hauora o Tainui Trust 

¶ Bay of Plenty: Te Ao Hou Trust 

¶ [ŀƪŜǎ 5ƛǎǘǊƛŎǘΥ ¢Ŝ wǹƴŀƴƎŀ ƻ bƎņǘƛ tƛƪƛŀƻ ¢Ǌǳǎǘ 

¶ HawkeΩs Bay: Te Kupenga Hauora ς Ahuriri Charitable Trust 

¶ ²ƘŀƴƎŀƴǳƛΥ bƎņ ¢ŀƛ ƻ ǘŜ !ǿŀ ¢Ǌǳǎǘ 

¶ Christchurch: He Waka Tapu Ltd 

¶ Invercargill/SouthlandΥ bƎņ YŜǘŜ aņtauranga Pounamu Charitable Trust. 
 

KPTO evaluation 

Lƴ aŀȅ нлмп ǘƘŜ aƛƴƛǎǘǊȅ ƻŦ IŜŀƭǘƘ ŎƻƴǘǊŀŎǘŜŘ YņƘǳƛ ¢ŀǳǘƻƪƻ /ƻƴǎǳƭǘƛƴƎ Ltd to carry out an 
evaluation of the KPTO programme across nine regions, focusing on service delivery for the period 
July 2010 to December 2013.   KTCL utilised underlyƛƴƎ ǇǊƛƴŎƛǇƭŜǎ ƻŦ YŀǳǇŀǇŀ aņƻǊƛ ǊŜǎŜŀǊŎƘ ǘƻ 
shape the approach to the evaluation. This included the appropriate expression of tikanga and 
ƪŀǳǇŀǇŀΣ ǘƘŜ ŜƳǇƘŀǎƛǎ ƻŦ ǿƘŀƪŀǿƘņƴŀǳƴƎŀǘŀƴƎŀ όƳŀƪƛƴƎ ŀƴŘ ǊŜƴŜǿƛƴƎ ǊŜƭŀǘƛƻƴǎƘƛǇǎύΣ ǘƘŜ 
promotion of kanohi ki te kanohi (face to face) methods of inquiry, the importance of collective 
ōŜƴŜŦƛǘ ŀƴŘ ǊŜŎƛǇǊƻŎƛǘȅΣ ŀǎ ǿŜƭƭ ŀǎ ǘƘŜ ǇǊƻƳƛƴŜƴŎŜ ƎƛǾŜƴ ǘƻ ǘƘŜ ǾƻƛŎŜǎ ƻŦ aņƻǊƛ ǇŀǊǘƛŎƛǇŀƴǘǎΦ  The 
methodology of the evaluation is explained in more detail in the appendix of this report. 
 
The evaluation of the KPTO programme focused on both process and impact questions. Areas 
considered included: 

¶ how each provider planned, delivered and monitored services in line with a KPTO Accountability 
Framework and All Age Suicide Prevention  Programme Logic Model 

¶ what service providers delivered 

¶ Ƙƻǿ ǿŜƭƭ ǇǊƻƎǊŀƳƳŜǎ ƳŜǘ ŜŀŎƘ ǇǊƻǾƛŘŜǊΩǎ ƻōƧŜŎǘƛǾŜǎ 

¶ what impact was achieved in the communities 

¶ ǿƘŀǘ ǾŀƭǳŜ ǿŀǎ ŀŘŘŜŘ ǘƻ aņƻǊƛ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ƛƴ ǘƘŜ ŎƻƳƳǳƴƛǘƛŜǎ 

¶ how KPTO contributed to wider suicide prevention objectives 

¶ cultural competency of the programme 

¶ strengths and opportunities for improvement. 
 
KTCL completed site visits to all nine regional providers during the July ς August 2014 period. 
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The evaluation drew on a variety of information sources: 

¶ interviews and focus groups to develop and refine evaluation questions and instruments 

¶ review of project plans, monitoring reports and other documents provided by the Ministry of 
Health 

¶ nine regional two-day site visits, with further document reviews and interviews with 34 KPTO 
staff and 51 local stakeholders 

¶ an online survey of stakeholders who were not available for interviews during site visits, 
including representatives from district health bƻŀǊŘǎΣ aņƻǊƛ ǇǊƻǾƛŘŜǊǎΣ New Zealand Police, 
social service providers and other non-governmental organisations. In total, 48 people were 
invited to respond to the survey. Of this total, 20 completed the online survey. 
 

KTCL analysed data from document reviews and responses from participants into themes for each 
evaluation question.  Where appropriate the following terms were used to describe the quantity of 
staff or stakeholder responses to various questions in the evaluation, for ease of reading: 
  

¶ ΨaŀƧƻǊƛǘȅΩ ƻŦ ǇŀǊǘƛŎƛǇŀƴǘǎ ς 75% or more made or affirmed this statement or finding; 

¶ ΨaƻǎǘΩ ƻǊ ΨƳŀƴȅΩ ƻŦ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘǎ ς 50% - 75% made or affirmed this statement or finding; 

¶ Ψ{ƻƳŜΩ ƻŦ ǘƘŜ ǇŀǊǘƛŎƛǇŀƴǘǎ ς 25% - 50% made or affirmed this statement or finding; and 

¶ ! ΨŦŜǿΩ ς 25% or less of participants made or affirmed this statement or finding. 
 
Drawing on feedback from key stakeholders to assess the significance of the KPTO contribution, the 
evaluation identified numerous ways in which KPTO providers have contributed to suicide 
prevention or suicide responses in their communities. It also identified a number of concerns or 
areas to be considered further, and provided recommendations for the future structure and 
management of the programme. 
 
This report presents a summary of the findings of the nine individual site-specific process and impact 
evaluations.  Individual site reports were also prepared for the nine KPTO regions and were given to 
KPTO providers for their review. These are incorporated into this report. 
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1. OVERALL FINDINGS 

This section consists of three parts. The findings from the individual evaluations of the nine KPTO 
providers are summarised in relation to process (Section 1.1) and then impact (Section 1.2). Finally 
Section 1.3 looks at how the findings about the KPTO programme fit with its Accountability 
Framework and All Age Suicide Programme Logic Model.  
 

1.1 Process evaluation themes  

1.1.1 Programme delivery activities 

All of the service organisations and KPTO providers were relatively well known in their respective 
regions and only a few ǿƘņƴŀǳ ƻǊ ǎǘŀƪŜƘƻƭŘŜǊǎ involved in the evaluation process did not know 
about the KPTO programme. It was clear that KPTO staff spent significant time building key 
stakeholder relationships and influenced organisations to prioritise suicide prevention and increase 
the number of activities and programmes across each region. 
 
KPTO activities included indigenous approaches based on identified cultural best practice models 
(e.g. Te Whare Tapa Whņ6 and tǁǿƘƛǊƛ Poutama7) relevant ǘƻ aņƻǊƛ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ŀƴŘ YtTO 
delivery focused on the concept of wƘņƴŀǳ oǊŀ ŀƴŘ ǿƘņƴŀǳ ǿŜƭƭōŜƛƴƎΦ  
 
Service partnerships were strong in most regions. Providers had good relationships with key 
agencies including Community Action Youth and Drugs (CAYAD) services; district health board (DHB) 
mental health, public health and injury prevention programmes; government partners including 
Police and Child, Youth and Family; and schools and local authorities. These relationships enabled 
service providers to mobilise collaborative efforts around a number of innovative strategies and 
initiatives (e.g. RAID Movement, ΨGot Your BackΩ campaign, Papakura High School project, Safer 
Community initiatives, MŀǊŀŜ ǿņƴŀƴƎŀ, Matariki celebrations, Fusion Group) at a local level. These 
partnerships helped providers and the KPTO programme to deliver on a number of mental health 
promotional efforts across their region. There were specific examples of KPTO providers working 
with media (to influence safe reporting of suicide) but this practice was not nationally consistent and 
in some regions it was not in evidence.  
 
The evaluation identified that the main challenges in programme delivery were: 

¶ providers operating outside of scope of KPTO (i.e. undertaking intervention and postvention 
activity)  

¶ stakeholderǎΩ expectation that KPTO providers would undertake intervention and postvention 
activity 

¶ providers with large geographical regions trying to reach all parts of their region equitably 

¶ the majority of providers not engaging with media on safe reporting. 
 
The majority of KPTO providers undertook robust service planning aligned closely to the 
Accountability Framework and the All Age Suicide Programme Logic Model. The evidence indicated 
these providers had clear knowledge of delivery expectations and activities that should be 
conducted annually. These providers also reported well on both a monthly and six-monthly basis, 

                                                           
6 In Mason DurieΩǎ ŎƻƴŎŜǇǘ ƻŦ ¢Ŝ ²ƘŀǊŜ ¢ŀǇŀ ²Ƙņ, the four cornerstones όƻǊ ǎƛŘŜǎύ ƻŦ aņƻǊƛ ƘŜŀƭǘƘ ŀǊŜ ǿƘņƴŀǳ όŦŀƳƛƭȅ 
health), tinana (physical health), hinengaro (mental health) and wairua (spiritual health). 
7 Paraire HuataΩǎ tǁǿƘƛǊƛ tƻǳǘŀƳŀ CǊŀƳŜǿƻǊƪ is a ŦǊŀƳŜǿƻǊƪ ŀǇǇƭȅƛƴƎ ŎǳƭǘǳǊŀƭƭȅ ǎŀŦŜ ǇǊŀŎǘƛŎŜ ƛƴ aņƻǊƛ ŎƻǳƴǎŜƭƭƛƴƎΣ 
social work, mental health and social services. 
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and maintained records of specific evaluations of their activities. The evaluation findings in turn 
were used to inform future service plans.  
 
Many used local data from the DHB and Coroner; others used needs assessment reports and 
information from partners. Conversely, some KPTO plans influenced the development of other 
ƻǊƎŀƴƛǎŀǘƛƻƴŀƭ Ǉƭŀƴǎ όŜΦƎΦ 5I. aņƻǊƛ health plans; local authority Safer Community plans). 
 

1.1.2 Programme delivery strengths 

Strong kaupapa aņƻǊƛ focus: There were many examples of culturally based, best-practice models 
relevant ǘƻ aņƻǊƛ ǎǳƛcide prevention, particularly those that focused on building resilience and 
spiritual connectedness in communities across the country. KPTO programme delivery in all regions 
ŦƻŎǳǎŜŘ ǎǘǊƻƴƎƭȅ ƻƴ ǿƘņƴŀǳ ƻǊŀ ŀƴŘ ǿƘņƴŀǳ ǿŜƭƭōŜƛƴƎ. Four sites noted that this focus was 
ŘŜƭƛōŜǊŀǘŜƭȅ ŀƭƛƎƴŜŘ ǿƛǘƘ ǘƘŜ DƻǾŜǊƴƳŜƴǘΩǎ ²Ƙņƴŀǳ hǊŀ ǎǘǊŀǘŜƎȅ, ǿƘƛŎƘ ŀƭǎƻ ǎǘǊŜǎǎŜŘ ŀ ǿƘņƴŀǳ 
ǿŜƭƭōŜƛƴƎ ŀǇǇǊƻŀŎƘΦ 5ǊŀǿƛƴƎ ƻƴ ǘŜ ŀƻ aņƻǊƛΣ Ƴŀƴȅ ǳǎŜŘ ŘƛŦŦŜǊŜƴǘ ŦǊŀƳŜǿƻǊƪǎ ǎǳŎƘ ŀǎ ¢Ŝ ²ƘŀǊŜ 
Tapa Whņ ŀƴŘ ǘƘŜ tǁǿƘƛǊƛ tƻǳǘŀƳŀ ƳƻŘŜƭǎ ǘƻ ŘŜǎƛƎƴ ŀƴŘ ŘŜƭƛǾŜǊ ǘheir programme.  
 
Wide variety of tailored approaches: One of the foundations of the KPTO strategy was a recognition 
ǘƘŀǘ Ψgovernment agencies and community groups would have different strategic frameworks for, 
ŀƴŘ ǊŜǎǇƻƴǎŜǎ ǘƻΣ Ƙƻǿ ǘƘŜȅ ǿƻǊƪŜŘ ǿƛǘƘ aņƻǊƛ ǘƻ ŀŘŘǊŜǎǎ aņƻǊƛ ƴŜŜŘǎ ŀƴŘ ǘƻ ŜƴǎǳǊŜ ƛƴǘŜǊǾŜƴǘƛƻƴǎ 
ǿŜǊŜ ŀŎŎŜǎǎƛōƭŜΣ ŜŦŦŜŎǘƛǾŜ ŀƴŘ ŀǇǇǊƻǇǊƛŀǘŜ ŦƻǊ aņƻǊƛΩΦ8 KPTO programmes across the country 
adopted and tailored approaches for their region that: built ƻƴ ƭƻŎŀƭ ǘƛƪŀƴƎŀ aņƻǊƛ ǇǊŀŎǘƛŎŜǎΤ 
incorporated aņƻǊƛ language of the area; incorporated the preferences of the local iwi and marae as 
to how work should happen; and used philosophical models to plan and implement the programme 
that were locally developed or appropriate to local history and tikanga.  
 
For exaƳǇƭŜΣ ¢Ŝ wǹƴŀƴƎŀ ƻ ¢Ŝ wŀǊŀǿŀ ǳǎŜŘ aņƻǊƛ ƳƻŘŜƭǎ ǘƻ ǇǊƻƳƻǘŜ ŀǿŀǊŜƴŜǎǎ ƻŦ ǎǳƛŎƛŘŜ 
prevention. Evaluations of its ǊƻƴƎƻņ ŀƴŘ Ƴŀƴǳ ŀǳǘŜ ŀŎǘƛǾƛǘƛŜǎ ŦƻǳƴŘ ǘƘŀǘ, as a result of programme 
workshop attendance, the majority of respondents (90 percent) felt more connected to the 
community and were empowered to make better life changes. In addition, 70 percent reported 
improved family relationships and 65 percent indicated improved self-esteem as a result of their 
participation in the KPTO programme. In another example, eight organisations in Whanganui worked 
together with a shared commitment to increase suicide prevention activity in the region. As a result 
of the collaboration and advocacy of these organisations, the local district council improved lighting 
and installed cameras at high-suicide spots in Whanganui to reduce suicide attempts at these sites. 
Further examples are provided in Section 3. 
 
Successful interagency partnerships: As the KPTO strategy promotes, successful outcomes were 
enhanced when KPTO staff focused strongly on collaborating with key agencies in their region, when 
ǘƘŜȅ ŀŘǾƻŎŀǘŜŘ ŀǘ ǎǘǊŀǘŜƎƛŎ ƭŜǾŜƭǎ ŀƴŘ ǿƘŜƴ ǘƘŜȅ ǿƻǊƪŜŘ ŎƭƻǎŜƭȅ ǿƛǘƘ ǿƘņƴŀǳΦ Two good examples 
are the Whanganui Safer Community Council, which involved a wide interagency collaboration 
including thŜ Yt¢h ǇǊƻǾƛŘŜǊ bƎņ ¢ŀƛ ƻ ¢Ŝ !ǿŀΣ ŀƴŘ ǘƘŜ Cǳǎƛƻƴ Group in the Northland Far North, 
which also had broad and strategic representation. KPTO providersΩ ǿƻǊƪ ƛƴ ŦƻŎǳǎƛƴƎ ƻƴ aņƻǊƛ 
ƳƻŘŜƭǎ ƻŦ ǇǊŀŎǘƛŎŜ ŀƭǎƻ ǊŜǉǳƛǊŜŘ ǘƘŜ ǎǘŀŦŦ ǘƻ ǿƻǊƪ ŎƭƻǎŜƭȅ ǿƛǘƘ ǿƘņƴŀǳ ŀƴŘ ǘƘŜ aņƻǊƛ ŎƻƳƳǳƴƛǘȅ ǘƻ 
tailor their approaches. There was clear evidence that KPTO providers were working collaboratively 
ǿƛǘƘ ƻǘƘŜǊ ǎǘŀƪŜƘƻƭŘŜǊǎ ƛƴŎƭǳŘƛƴƎ ǘƘŜƛǊ aņƻǊƛ ŎƻƴǎǘƛǘǳŜƴŎȅΦ hƴƭȅ ƻƴŜ ƻŦ ǘƘŜ ǇǊƻǾƛŘŜǊǎ was yet to 
form or participate in a formal regional network of stakeholders that could promote, plan and 
advocate for suicide prevention in their region. 
 

                                                           
8 Associate Minister of Health (2006), p. 14 (Be Responsive ǘƻ aņƻǊƛ). 
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{ǳŎŎŜǎǎŦǳƭ aņƻǊƛ community engagement: There was strong evidence that all providers prioritised 
aņƻǊƛ ŎƻƳƳǳƴƛǘȅ ŜƴƎŀƎŜƳŜƴǘΦ For example, many KPTO providers were present at major 
community events, such as Waitangi Day celebrations and Rņǘŀƴŀ tņ ŎŜƭŜōǊŀǘƛƻƴǎΣ ŀƴŘ ǎƳŀƭƭŜǊ 
community events. The majority of providers also built relationships with local marae and delivered 
on-site workshops and health promotion activities at marae wherever they could.  
 
Experienced service organisations: Most of the service providers had a long history of service 
delivery in their communities. Many were accredited organisations with sound policies, processes 
and planning tools. The majority had strategic plans and business plans that were aligned to the 
plans of their district health board and other agencies. None of the providers would be considered 
ΨƴŜǿΩ ǘƻ ǘƘŜ ōǳǎƛƴŜǎǎ ƻŦ ǘƘƛǎ ǘȅǇŜ ƻŦ ǇǊƻƎǊŀƳƳŜ ŘŜƭƛǾŜǊȅΦ 
 

1.1.3 Programme delivery challenges 

KPTO providers faced a range of challenges to successful service delivery, including the following. 
 
Large regions to cover: In HawkeΩs Bay, South Auckland, the Northland Far North and Canterbury, 
the KPTO programme was delivered across a large geographical region. As a result, the providers in 
these regions found it challenging to reach all areas in their region consistently due to the limitations 
ƻŦ ǊŜǎƻǳǊŎƛƴƎΣ ƘǳƳŀƴ ŎŀǇŀŎƛǘȅ ŀƴŘ ǘǊŀǾŜƭ ŘƛǎǘŀƴŎŜǎΦ Lƴ ǘƘŜ IŀǿƪŜΩǎ .ŀȅ ǊŜƎƛƻƴΣ ƻƴŜ Yt¢h 
Coordinator focused on working with communities in Napier and Wairoa while the other focused on 
the Hastings region. Consequently the central HawkeΩs Bay region, which is almost three ƘƻǳǊǎΩ ŘǊƛǾŜ 
(260 km) from the northernmost point of the region, received only limited coverage. Raukura 
Hauora o Tainui focused its programme solely on South Auckland although its region ranged from 
Kaiaua in the east, to Port Waikato in the west, to Pakuranga in the north and Manukau in South 
Auckland. Due to the lack of available resources and therefore capacity to reach these large regions, 
the reach of the programme was limited. In Canterbury, one KPTO Coordinator attempted to provide 
services as far north as Nelson and as far west as Westport. Yet during the 3.5-year evaluation 
period, this Coordinator had managed only one visit to Nelson, for instance, due to the demand of 
work in Christchurch and the need to cover other areas in the region. 
 
Engaging some service partners: tǊƻǾƛŘŜǊǎΩ ƛnfluence on and engagement with key stakeholder 
groups across all regions varied. If senior KPTO leaders already had a high profile with other agencies 
and stakeholders, it was often easier for the KPTO Coordinators to engage those agencies in their 
work. In other cases, some participants commented that trying to get consistent engagement from 
some sectors was a challenge. Two providers reported finding it challenging to engage at a strategic 
level with service partners particularly in the education and social development sectors (Child, Youth 
and Family; Work and Income). Overall, engagement with these sectors appeared to be the most 
challenging for KPTO Coordinators in their work to engage with all service partners, although three 
providers indicated successful engagement at an individual school level. 
 
Confusion about the role of the KPTO team and programme: Another challenge for programme 
delivery was an expectation (held by ǿƘņƴŀǳ ŀǎ ǿŜƭƭ ŀǎ ŀƎŜƴŎƛŜǎ ŀƴŘ ǎŜǊǾƛŎŜ ǇŀǊǘƴŜǊǎύ ǘƘŀǘ ǘƘŜ Yt¢h 
Coordinators were there to help with suicide crisis response as well as crisis prevention whenever 
someone was known to be displaying suicidal behaviour. In three regions, stakeholders saw KPTO 
Coordinators as ǘƘŜ ǊŜǎƛŘŜƴǘ ΨaņƻǊƛ ǎǳƛŎƛŘŜ ŜȄǇŜǊǘΩΦ ! ŦŜǿ ǎǘŀƪŜƘƻƭŘŜǊǎ ŦŜƭǘ ǘƘŀǘ: KPTO Coordinators 
should be available whenever there was a suicide-related incident; these personnel should bring in 
kŀǳƳņǘǳŀΤ /ƻƻǊŘƛƴŀǘƻǊǎ ǎƘƻǳƭŘ ƻǊƎŀƴƛǎŜ ǿƘņƴŀǳ ƳŜŜǘƛƴƎǎ related to suicide attempts; Coordinators 
should help mainstream agencies and service providers with front-line care; and generally 
Coordinators should be there as an aide for suicide intervention and/or postvention.  
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Often these expectations were formed because the KPTO Coordinators, with the identifiable KPTO 
suicide-related brand, ǿŜǊŜ ǘƘŜ Ƴƻǎǘ ǾƛǎƛōƭŜ aņƻǊƛ ΨŦŀŎŜΩ ŦƻǊ ǎǳƛŎƛŘŜ ƛƴ ǘƘŜ ǊŜƎƛƻƴΦ In four regions, 
KPTO Coordinators had in fact supported their colleagues and families in suicide response activity, 
which reinforced the impression that they were a type of first responder to these situations. Some 
Coordinators indicated that they performed this role to enhance collaboration with partners who 
requested ǘƘŜƛǊ ǎǳǇǇƻǊǘ ŀƴŘ ǘƻ ōŜ ǊŜǎǇƻƴǎƛǾŜ ǘƻ ǿƘņƴŀǳ ǎƻ ǘƘŀǘ ǘƘŜȅ maintained their trust. Two 
KPTO Coordinators commented that they were happy to undertake training that may support this 
type of collaborative response where they would attend suicide incidents as part of the response 
team. Another Coordinator felt that it was difficult not to respond when no other resources were 
available ŦƻǊ ǿƘņƴŀǳ ƛƴ ǘƘŜƛǊ ǊŜƎƛƻƴΦ 
 
This finding was also borne out by the stakeholder survey: half of the respondents were unsure of 
what the role of the KPTO programme and Coordinators was, and why front-line services for 
individuals or families were sometimes unavailable. Some respondents felt that the KPTO team was 
Ψƴƻǘ ŘŜƭƛǾŜǊƛƴƎ ŀ ƎƻƻŘ ǎŜǊǾƛŎŜΩ ōŜŎŀǳǎŜ ǘƘŜ /ƻƻǊŘƛƴŀǘƻǊǎ ǿŜǊŜ ƴƻǘ ŀƭǿŀȅǎ ŀǾŀƛƭŀōƭŜ ǘƻ ǊŜǎǇƻƴŘ ǘƻ 
suicide crises. One stakeholder commented that KPTO CƻƻǊŘƛƴŀǘƻǊǎ ΨŎƻǳƭŘ ōŜ ƳƻǊŜ ŜŦŦŜŎǘƛǾŜ ƛƴ 
supportiƴƎ ŎǊƛǎŜǎΩΦ hǾŜǊŀƭƭ ǘƘŜ ŦƛƴŘƛƴƎǎ ƛƴŘƛŎŀǘŜŘ ŀ ƴŜŜŘ ǘƻ ŎƭŀǊƛŦȅ ŀƴŘ ƳŀƴŀƎŜ ǘƘŜ ǊƻƭŜ ƻŦ ǘƘŜ Yt¢h 
programme and to affirm the role of a Coordinator is to act as ŀ ΨŎƻƳƳǳƴƛǘȅ ŦŀŎƛƭƛǘŀǘƻǊΩ ƻǊ 
ΨŎƻƳƳǳƴƛǘȅ ŘŜǾŜƭƻǇŜǊΩ ƛƴ ŀ ƘŜŀƭǘƘ ǇǊƻƳƻǘƛƻƴ ǇǊƻƎǊŀƳƳŜΣ rather than as a front-line first responder 
to suicide-related crises. Otherwise external stakeholders will continue to criticise the KPTO teams in 
each region unfairly because of their unreasonable expectations that the programme undertakes 
crisis response for which most Coordinators are not trained or funded to do. 
 

1.1.4 Planning and monitoring of service delivery 

In the vast majority of regions, the annual service plans were developed in alignment with the KPTO 
Accountability Framework and All Age Suicide Programme Logic Model. These plans included a 
description of activities along with short-term and long-term outcomes, performance measures and 
data collection methods. Some drew on additional data that they obtained from their local DHB 
including coroner data, community hui information, previous client evaluations and needs 
ŀǎǎŜǎǎƳŜƴǘ ǊŜǇƻǊǘǎ όǎƻƳŜ ŘƻƴŜ ŦƻǊ ŀ ǿƘņƴŀǳ ƻǊŀ ǇǊƻƧŜŎǘ, for instance), or from other sources to 
further inform their plans. Many service pƭŀƴǎ ǿŜǊŜ ƻƴŜ ŜƭŜƳŜƴǘ ƻŦ ǘƘŜ ƻǊƎŀƴƛǎŀǘƛƻƴΩǎ ǎǘǊŀǘŜƎƛŎ Ǉƭŀƴ, 
service plan or business plan. As well as annual plans and regular reports, some providers used 
workshop evaluations to inform programme enhancements and evidence impact. Only one of the 
nine providers did not have a formal annual service plan aligned to the KPTO Accountability 
Framework and All Age Suicide Programme Logic Model. With multiple sources of information and 
the guidance of the Accountability Framework and All Age Suicide Programme Logic Model, 
Coordinators had a sound framework for preparing their plans. The majority of staff noted that 
these tools were useful and effective for planning purposes. 
 
The KPTO Coordinators for South Auckland, who had been employed in this role for less than three 
months, were not involved in the development of their annual service plan. Therefore the evaluation 
team could not determine what processes had been involved in producing the plan but it could 
observe their draft annual service plan and planning activities for the current year. The South 
Auckland KPTO Coordinators commented that they were concerned about the need for them to 
cover a population of 1.7 million in Auckland and Tainui (with no other KPTO provider sites in 
Auckland) while other regions (such as Northland and Rotorua with populations of 120,000 and 
70,000 respectively) had a similar level of resources. KPTO staff also commented that there was no 
ŎŜƴǘǊŀƭ Ǉƻƛƴǘ ƻŦ ǊŜŦŜǊŜƴŎŜ ŦƻǊ ƛƴŦƻǊƳŀǘƛƻƴ ƛƴŎƭǳŘƛƴƎ ΨƘŀƴŘǎ-ƻƴΩ ǎǘŀǘƛǎǘƛŎǎ ŦƻǊ Yt¢h ŀǎ ŀ national 
programme that would help to prioritise their planning activities. 
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All KPTO sites had effective monitoring and reporting systems. They provided six-monthly 
performance returns to the Ministry of Health and KPTO Coordinators provided monthly reports to 
the Service Manager. Reports included outputs and outcomes achieved, highlights for the period, 
difficulties or barriers to implementation of KPTO and opportunities for improving implementation 
of KPTO. The evaluation team sighted workshop and training evaluations for the majority of the 
KPTO sites. The majority of KPTO sites also actively evaluated programmes and activities. They gave 
evaluation forms to workshop and training participants and used the results to make service 
improvements and to develop the next annual service plan. Two KPTO sites, ǿƘƻΩǎ /ƻƻǊŘƛƴŀǘƻǊǎ 
were not employed during the evaluation period, provided limited or no response and 
documentation as retrospective evidence of any monitoring processes. 
 

1.1.5 Programme delivery examples 

KPTO Coordinators undertook a wide variety of initiatives related to health promotion, stakeholder 
relationships and resource development. They also took the time to develop their own capacity and 
their work tools. Listed below are examples of programme delivery and activity by region 
(recognising that Coordinator activity was not limited to these examples). 
 
aņƻǊƛ mental health promotion 

¶ Whanganui: KPTO staff, alongside trained counsellors, ǇǊŜǎŜƴǘŜŘ ǘƘŜ ΨDƻǘ Your .ŀŎƪΩ ŎŀƳǇŀƛƎƴ 
to student leaders in secondary schools in the Whanganui and Rangitikei region. The campaign 
sought to support students to create or identify a network of people they could call on for advice 
on issues they might be struggling with in their lives. Other education speaking forums focused 
on physical and cyber-bullying. 

¶ Northland Far North: Education workshops and consultations were held with kura kaupapa and 
secondary schools to promote positive texting in schools in response to a considerable amount 
of cyber-bullying and suicidal ideation. The workshops also encouraged ƛƴŘƛǾƛŘǳŀƭǎ ŀƴŘ ǿƘņƴŀǳ 
to participate ƛƴ ǊŜǎƛƭƛŜƴŎŜ ōǳƛƭŘƛƴƎ ƛƴ ōƻǘƘ ǘƘŜ ǿƘņƴŀǳ ŀnd the community. 

¶ Northland Mid North: ¢Ŝ ²ƘŀƪŀǳǊǳƻǊŀ aņƻǊƛ {ǳƛŎƛŘŜ tǊŜǾŜƴǘƛƻƴ wŜǎƻǳǊŎŜ was used to orient 
KPTO service delivery to better reflect philosophies of te aƻ aņƻǊƛ όMid North) before He Tohu 
Rangatira was delivered ǘƻ ¢Ŝ YǳǊŀ YŀǳǇŀǇŀ aņƻǊƛ ƻ Yŀƛkohe and Motatau School. He Tohu 
Rangatira, the flagship programme of the organisationΩs healthy lifestyles campaign, sought to 
ŜƴŎƻǳǊŀƎŜ ǇŀǊǘƛŎƛǇŀǘƛƻƴ ƛƴ aņƻǊƛ ŎǳƭǘǳǊŀƭ ŀŎǘƛǾƛǘƛŜǎ ƛƴ ǿƘņƴŀǳ ŀƴŘ marae. 

¶ South Auckland: Initiatives included: Tihei Mauri Ora ǎǳǇǇƻǊǘƛƴƎ ǿƘņƴŀǳ ōŀŎƪ ǘƻ ǿŜƭƭƴŜǎǎΤ ȅƻǳǘƘ 
mental health summit national conference; performing arts initiative encouraging rangatahi to 
enter a career related to drama; workshops on positive use and behaviour related to social 
media in response to issues such as cyber-bullying; a research project to improve the 
understanding of the content and effects of synthetic drugs; strong association with the local 
/!¸!5 ǘŜŀƳ ƛƴ ǇƭŀƴƴƛƴƎ ŀƴŘ ŘŜƭƛǾŜǊƛƴƎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǇǊƻƳƻǘƛƻƴΤ ǎǳǇǇƻǊǘƛƴƎ ǘƘŜ Ψ²ƘŀǘΩǎ ƻƴ 
ȅƻǳǊ ǇƭŀǘŜΩ ƳŜƴtal health project; and supporting the Wairua Netball Club with an alcohol- and 
drug-ŦǊŜŜ ŎŀƳǇŀƛƎƴ ŀƴŘ ǇƻƭƛŎȅΦ wƻƴƎƻņ ǇǊŀŎǘƛŎŜ ǿŀǎ ƛƴǘǊƻŘǳŎŜŘ ǘƻ ǘƘŜ ŎƻƳƳǳƴƛǘȅ ƛƴŎƭǳŘƛƴƎ 
thorough workshops and training sessions. 

¶ Lakes District: Te Arawa MenΩs Health Day managed by Te wǹƴŀƴƎŀ ƻ bƎņǘƛ tƛƪƛŀƻ ¢Ǌǳǎǘ included 
messages around coping with depression. Other activities were: community awareness 
wņƴŀƴƎŀΤ tǊƻƧŜŎǘ [ƛƎƘǘƘƻǳǎŜ ƛƴ ¢ŀǳǇƻΤ the Respond to All in Distress (RAID) Movement; Ride 
Against Teenage Suicide (RATS); Kaingaroa provider community workshops; mental health 
forums; Te Rau Matatini hui; Mike King presentations; and sports events. KPTO staff also took 
part in a number of radio interviews to promote the support that was available and to explain 
the differences between clinical intervention and the KPTO prevention programme. 

¶ IŀǿƪŜΩǎ .ŀȅΥ Health promotion hui with organisations from Mahia and down to Takapau raised 
the awareness of suicide prevention in the community. KPTO reports highlighted media 
engagement activities with the IŀǿƪŜΩǎ .ŀȅ ¢ƻŘŀȅ newspaper, Radio Kidnappers and Radio 



19 

 

Kahungunu. Staff advised that they participate in question-and-answer media broadcasts at least 
three times a year, with the objective of raising the awareness of suicide prevention among the 
IŀǿƪŜΩǎ .ŀȅ ŎƻƳƳǳƴƛǘȅΦ 

¶ Christchurch: In August 2013 KPTO staff, in partnership with Pacific Health, developed the ΨI Got 
Your BackΩ campaign. The campaign sought to encourage positive behaviour including support 
and understanding. He Waka Tapu and the Pacific Trust launched the campaign at the annual 
.ǊƻΩǎ Ǿ ¦ǎƻΩǎ rugby league event, ǘƘŜ ƭŀǊƎŜǎǘ aņƻǊƛ ŀƴŘ tŀŎƛŦƛŎ ŜǾŜƴǘ ƛƴ ǘƘŜ {ƻǳǘƘ LǎƭŀƴŘ, which 
drew over 5000 spectators. The event organisers supported the promotion of a community 
strengths-based message, which helped to increase interest in the ΨI Got Your BackΩ campaign 
and the messages against domestic violence, bullying, alcohol and drugs, on-field and off-field 
violence, and suicide. In November 2013, KPTO and the Pacific Trust facilitated an ΨI Got Your 
.ŀŎƪΩ ŜǾŜƴƛƴƎ ǿƘƛŎƘ ǘŀǊƎŜǘŜŘ ǿƘņƴŀǳ ƛƴ ǘƘŜ ǎǇƻǊǘƛƴƎ ŎƻƳƳǳƴƛǘȅ ŀƴŘ ǇǊƻǾƛŘŜd information on 
signs and symptoms of depression and suicide as well as promoting healthy lifestyle messages. 

¶ Bay of Plenty: The ΨHaka UpΩ campaign drew on many concepts and the mana of haka, which 
underpin some key protective factors of suicide, and it received an excellent response. Some 
important haka-related concepts were: wero ς the challenge; cultural identity ς ǿƘņƴŀǳΣ 
language, marae, whenua, connectedness; the pride in ƻƴŜΩǎ ǎŜƭŦ ŀƴŘ ǘƘŀǘ ǳƴƛǉǳŜ ōŜƭƻƴƎƛƴƎΤ 
hard training in physical and mental stamina; and unity among brothers. Key messages of the 
campaign, which included a media launch, were: ΨHaka up against suicide ς Kotahi tņtou ς Kia 
Ƴŀǳ ǘƻ aņƻǊƛǘŀƴƎŀΩ; ΨStand/speak/challenge suicide Χ Stand together Χ Hold fast to your 
aņƻǊƛǘŀƴƎŀ ς your identity!Ω and ΨI am more than Χ L ŀƳ ǿƘņƴŀǳΩ. 

¶ Invercargill / Southland: KPTO Coordinators developed Choose Hauora Unlimited Rangatahi 
(CHUR) as a multimedia project highlighting alcohol-ǊŜƭŀǘŜŘ ƛǎǎǳŜǎ ŦƻǊ aņƻǊƛ ŀƴŘ tŀŎƛŦƛŎ ȅƻǳǘƘΦ 
bƎņ YŜǘŜ aņtauranga collaborated with the Pacific Island Advisory Cultural Trust to develop a 
variety of multimedia resources including a DVD, a poster and a song. Another initiative was the 
ΨShout Out SouthlandΩ campaign aimed at youth, which recognised the role of ȅƻǳǘƘΣ ǿƘņƴŀǳ 
and community in encouraging positive lifestyle choices and ongoing positive reinforcement. 
The ΨShout Out SouthlandΩ programme included a series of posters in which key sporting and 
musical role models encourage youth to shout out. 

 
9ƴƎŀƎŜƳŜƴǘ ǿƛǘƘ aņƻǊƛ ŎƻƳƳǳƴities  

¶ Lakes District: KPTO Coordinators led a marae-ōŀǎŜŘ ǿņƴŀƴƎŀ ƛƴƛǘƛŀǘƛǾŜ ŀŦǘŜǊ ǿƘņƴŀǳ ǿŜǊŜ 
ŜȄǇƻǎŜŘ ǘƻ ǎǳƛŎƛŘŜǎ ŀƳƻƴƎ ǘƘŜƛǊ ǿƘņƴŀǳΣ ƛƴŎƭǳŘƛƴƎ an 11-year-old girl. The objective of the 
ǿņƴŀƴƎŀΣ ŀǘǘŜƴŘŜŘ ōȅ ŀƴ ŀǾŜǊŀƎŜ ƻŦ мрς25 participants per four marae, was to enable people to 
talk more about suicide, rather than be fearful of doing so, and to move the community to a 
more strengths-based approach of empowerment and building champions. A marae tool box, 
tailored for each marae, included resources, a sympǘƻƳǎ ŎƘŜŎƪƭƛǎǘ ŀƴŘ ƳŀǘŜǊƛŀƭ ǘƻ ƘŜƭǇ ǿƘņƴŀǳ 
with coping strategies.  

¶ IŀǿƪŜΩǎ .ŀȅΥ Coordinators conducted networking and engagement activities with organisations 
such as Waikaremoana Trust Board in Wairoa and Kahungunu Executive who all form part of the 
current Wairoa Community Network. A workshop was delivered to over 100 participants at Te 
Aranga Marae to raise awareness about suicidal tendencies. A resilience-building programme 
was developed for rangatahi with the community members of Flaxmere (Napier) and further 
programmes were being discussed for the future. 

¶ Bay of Plenty: A Marae resilience plan initiative supported each marae, building on its strengths 
and developing its own resilience approaches. All marae in the Western Bay of Plenty region 
were contacted and supported to implement their plans ς whatever these looked like to them. 
This ongoing initiative incorporated feedback from the communities of each marae. 
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Initiatives to reduce access to means of suicide 

¶ Whanganui: KPTO Coordinators worked with partners and the local council to advocate for 
placing lights in areas of the city where suicides had been happening previously. A 
ǊŜǇǊŜǎŜƴǘŀǘƛǾŜ ŦǊƻƳ ²ƘŀƴƎŀƴǳƛ 5ƛǎǘǊƛŎǘ /ƻǳƴŎƛƭΩǎ {ŀŦŜǊ ²ƘŀƴƎŀƴǳƛ ŘŜǎŎǊƛōŜŘ ǘƘŜ ŎǊƛǘƛŎŀƭ ǊƻƭŜ 
KPTO staff played in the Safety and Wellbeing Steering Group. This forum implements actions 
from the Safety and Wellbeing Steering Group. 

¶ Invercargill / Southland: With local pharmacies, KPTO Coordinators implemented a campaign 
promoting the safe storage and disposal of medicines and pills. Pharmacists provided clients 
with script pack inserts that contained information about safe storage and safe disposal of 
medication. In early 2012, KPTO ran the campaign again and included posters and media activity. 

 
Resource development and distribution 

¶ Lakes District: Some resources developed were: Check it out pocket resource; Suicide 
Assessment Tool for Lakes DHB; AEIOU tool; the marae toolkit and the media toolkit; and KPTO 
induction manual (supported by other regions).  

¶ Invercargill / Southland: In August 2012, KPTO Coordinators, in partnership with the Southland 
Suicide Prevention Network, developed the Worried that someone you care about may be 
suicidal resource. The resource provides information about how to tell if someone is feeling 
suicidal, how to talk to someone who is suicidal, how to tell if the situation is serious and how to 
access professional help.  

 
Establishing, participating in and maintaining stakeholder collaboration groups  

¶ Whanganui: KPTO Coordinators participated in and contributed to: Removing Barriers Group 
with eight organisational members and families; Whanganui Prevention/Postvention Suicide 
Support team including Police, Victim Support, Child, Youth and Family, DHB mental health and 
public health for child and youth, and a variety of non-governmental organisations (NGOs); and 
Wellbeing and Suicide Prevention (WASP), which includes Strengthening Families, the district 
council, DHB, Te Oranganui and Balance Whanganui. Through these relationships, suicide 
prevention activity was prioritised across multiple agencies and community groups. Based on 
stakeholder responses, it was clear that KPTO Coordinators had a strong reputation and were 
considered key leaders across the suicide prevention landscape.  

¶ Northland Far North: The Interagency Social Wellbeing Governance Group was established to 
more effectively respond to the challenges facing vulnerable children, youth and families in 
Northland Far North. The governance group comprised representatives from Northland DHB, 
Police, MiƴƛǎǘǊȅ ƻŦ {ƻŎƛŀƭ 5ŜǾŜƭƻǇƳŜƴǘΣ aƛƴƛǎǘǊȅ ƻŦ 9ŘǳŎŀǘƛƻƴΣ ¢Ŝ tǳƴƛ YǁƪƛǊƛΣ ¢ŀƛ ¢ƻƪŜǊŀǳ Lǿƛ /ƘŀƛǊǎ 
ŀƴŘ ǘƘŜ ²ƘŀƴƎŀǊŜƛ /ƘƛƭŘǊŜƴΩǎ ¢ŜŀƳΦ ²ƛǘƘ ȅƻǳǘƘ ǎǳƛŎƛŘŜ ŀǎ ƛǘǎ ǎǘǊŀǘŜƎƛŎ ŦƻŎǳǎΣ ƛǘ ǇǊƻǾƛŘŜŘ ƻǾŜǊŀƭƭ 
leadership and oversight to interagency responses and agreed strategies that impact on the social 
wellbeing of Northlanders. Its work led to the establishment of a Fusion Group to share 
intelligence daily on vulnerable children at risk, with the aims of mobilising crisis intervention at a 
local level (through local response teams) and informing the development of prevention strategies 
that enhance the social wellbeing of Northlanders.9 The KPTO Coordinator was a member of the 
CŀǊ bƻǊǘƘ [ƻŎŀƭ wŜǎǇƻƴǎŜ ¢ŜŀƳΣ ǿƘƛŎƘ ǎǳǇǇƻǊǘŜŘ ǘƘŜ Cǳǎƛƻƴ DǊƻǳǇΩǎ ǎǘǊŀǘŜƎƛŎ ŦƻŎǳǎΦ  

¶ Invercargill / Southland: In 2011ς2012 the KPTO team participated in and contributed to the 
design of strategy and policy regarding SouthlandΩǎ regional response to suicide prevention. For 
example, they contributed to the development of the Future Directions Southland Mental 
Health and Addictions Network Strategic Quality Plan and a traumatic response document, as 
well as participating in the Southland Mental Health Collaborative Promotion Group. This multi-
agency collaboration around strategy and policy development helped to improve mental health 
ǎŜǊǾƛŎŜǎ ŦƻǊ aņƻǊƛΦ Lƴ нлмн ǘƘŜ Yt¢h ǘŜŀƳ ŀƭǎƻ ǿƻǊƪŜŘ ǿƛǘƘ ǘƘŜ {ƻǳǘƘƭŀƴŘ {ǳƛŎƛŘŜ tǊŜǾŜƴǘƛƻƴ 

                                                           
9 Retrieved from Northland Intersectoral Forum website (www.nif.org.nz). 
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Network to develop a media engagement plan. The plan detailed media engagement activities 
and provided useful information to media stakeholders.  

¶ Northland Mid NorthΥ bƎņǘƛ IƛƴŜ IŜŀƭǘƘ ¢ǊǳǎǘΩǎ KPTO and CAYAD teams (after consultation with 
rangatahi) launched the RAID Movement. Its purpose was to embed in the minds of all young 
ǇŜƻǇƭŜ ǘƘŀǘ ǎǳǇǇƻǊǘ ǿŀǎ ŀǾŀƛƭŀōƭŜΣ Ψw!L5Ω ǘƘŜ ǎǘǊŜŜǘǎ ǿƛǘƘ ƛƴŦormation about suicide prevention, 
promote awareness of signs and symptoms of suicide, and strengthen and unite the voice of 
ȅƻǳƴƎ ǇŜƻǇƭŜ ǎƻ ǘƘŀǘ ǿƘņƴŀǳ ŀƴŘ ǎƻŎƛŜǘȅ ǿƻǳƭŘ ƘŜŀǊ ǿƘŀǘ ǿŀǎ ƘŀǇǇŜƴƛƴƎ ŦƻǊ ȅƻǳƴƎ ǇŜƻǇƭŜΦ 
RAID provided an opportunity for agencies, providers and community organisations to listen in 
different and active ways to the voice of young people. 

¶ South Auckland: Current KPTO staff were not employed during the evaluation period; however, 
the document review identified that the previous team had participated ƛƴ ǘƘŜ aņƻǊƛ ŎŀǳŎǳǎ of 
the Injury Prevention Network of Aotearoa New Zealand and Counties Manukau DHB 
Interagency Steering Group, Mercer Netball Club, Te Wairua Sports Club, Te Matatini Waka 
Hourua advisory group and the iwi advisory forum. The KPTO team established and coordinated 
the Papakura High School Community Group to implement a leadership programme in the 
school as a direct response to a cluster of youth suicides. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

¶ Lakes District: Much of KPTO programme delivery was concerned with crisis prevention and 
ǿƻǊƪƛƴƎ ǿƛǘƘ ƎƻǾŜǊƴƳŜƴǘ ŀƎŜƴŎƛŜǎ ǘƻ ǿƻǊƪ ǿƛǘƘ aņƻǊƛ more effectively. KPTO /ƻƻǊŘƛƴŀǘƻǊǎΩ 
participation in relevant national advisory groups over the years was critical to keeping the KPTO 
agenda as a consistently high priority. Their participation included speaking at local and regional 
conferences. They were also strongly represented in key forums such as Ministry of Social 
Development, Suicide Prevention Information New Zealand (SPINZ), Mental Health Foundation, 
Taupo Injury Prevention Group, Te Rau Matatini, KPTO strategic planning team, media forums, 
Postvention Advisory group and Safer Communities Leadership Group. Previously KPTO staff 
participated in the now disestablished Ministry of Youth Development Postvention Group, 
Psychiatric Emergency Team Forum and the Rotorua Youth Resilience Centre. 

¶ IŀǿƪŜΩǎ .ŀȅΥ KPTO Coordinators participated in and contributed to the Napier City Council Safer 
Community accreditation, which led them to establish an interagency Suicide Prevention Group 
(with members from the IŀǿƪŜΩǎ .ŀȅ DHB, NZ Fire Service, Work and Income, Child, Youth and 
Family, mental health providers, schools and NGOs). The purpose of the group was to contribute 
ǘƻǿŀǊŘǎ ŀŎƘƛŜǾƛƴƎ ǘƘŜ {ǳƛŎƛŘŜ tǊŜǾŜƴǘƛƻƴ tƭŀƴ ŦƻǊ ǘƘŜ IŀǿƪŜΩǎ .ŀȅ Ǌegion.  

PAPAKURA HIGH SCHOOL 
A stakeholder praised the current KPTO team for its coordination of a KPTO-led 
community project in Papakura High School. In 2011 students were involved in a 
ΨhŀƴƎƳŀƴΩ ƎŀƳŜ in which rangatahi were getting texts on how to hang or choke 
yourself, which sadly resulted in two suicides and 17 hospitalisations (over the 

Christmas period). The KPTO team went into the community and organised a hui 
at Papakura Marae which involved NZ Police, Work and Income, the Families 
Commission and the Papakura Marae Society. It also organised a separate hui 
ǿƛǘƘ ǇŀǊŜƴǘǎ ŀƴŘ ǿƘņƴŀǳΦ The hui resulted in a community action plan. A 
Ψ[ŜŀŘŜǊǎƘƛǇ ƛƴ {ŎƘƻƻƭΩ ǇŜŜǊ ǎǳǇǇƻǊǘ ǇǊƻƎǊŀƳƳŜ ǿŀǎ Ǉǳǘ ƛƴ ǇƭŀŎŜ ǿƛǘƘ ǘƘŜ 

commitment and support of the community. Leaders (students) were identified 
within the school and the KPTO team coordinated appropriate training for them. 

These students wore wristbands to identify themselves as leaders. The short-
term outcome was a reduction in risky behaviour. After three years, the 
leadership programme was still running and the original leaders were 

volunteering their time to Lifeline.  
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¶ Bay of Plenty: KPTO staff participated in many interagency events: youth workersΩ hui; Te Pņ 
HŀǊŀƪŜƪŜ aņƻǊƛ networking hui; Ngņi TŜ !Ƙƛ ²ņƴŀƴƎŀΤ tƛǊƛǊŀƪŀǳ hauora postvention hui; Barry 
Taylor training workshops; Mental Health Awareness Week; Western Bay of Plenty (WBOP) 
resilience pƭŀƴƴƛƴƎ ƘǳƛΤ ¢Ŝ !Ƙƛ YǁƳŀǳ Ƙǳƛ; and aņƻǊƛ suicide prevention hui. KPTO /ƻƻǊŘƛƴŀǘƻǊǎΩ 
participation in relevant advisory groups over the years has been critical to keeping the KPTO 
agenda as a consistently high priority. Such groups ƛƴŎƭǳŘŜΥ ².ht aņƻǊƛ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ 
advisory group; WBOP Community Response Team (established by the KPTO provider); CAYAD 
reference group; Midlands Mental Health Forum; Te Pņ Harakeke; and RATS.  

 
Media activity 

¶ Christchurch: Activities included attendance at various community events such as FLAVA, HYPE 
Youth Weeks, media presentations, kapa haka, marae visits, rǹnanga hui, Matariki celebrations, 
ΨI Got Your BackΩ campaign, and presentations at secondary schools and interagency forums. In 
September 2012 the KPTO team coordinated a breakfast to which it invited media 
representatives to gain information about current suicide support and services throughout the 
South Island. Representatives attending were from Fairfax Media, the Press, the Christchurch 
Star, Tahu FM, New Zealand Doctor magazine, Hurunui News, Northern Outlook, Canterbury 
District Health Board Suicide Prevention Coordinator and Communications Advisor, Pasifika 
Health, He Oranga Pounamu of Canterbury University, Pacific Trust and WomenΩs Refuge. 

¶ Invercargill / Southland: Through the Southland Suicide Prevention Network, the KPTO provider 
established a media engagement plan to promote safe reporting of suicide in the media. Media 
representatives were provided with information that: clarified the prohibition under the 
Coroners Act 2006 on speculating on cause of death; reinforced current New Zealand guidelines 
of reporting on suicide and research behind the guidelines; and provided information and 
examples of reporting that facilitated learning and discussion while complying with evidence-
based practice.  

 
Capacity development 

¶ Northland Mid North: KPTO Coordinators participated in the Ministry of HealthΩǎ Gatekeeper 
(Question, Persuade and Refer)10 training and workshops in suicide prevention (delivered via 
Otago University) in the Northland 5I.Ωǎ catchment area.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                           
10 This training programme is a comprehensive first-level suicide screening method for individuals in the community and 
for organisations. 

NORTHLAND MID NORTH 
The Whangarei Youth Space was particularly interested in developing a 
partnership with the RAID Movement as a positive way in which youth 

vitality could influence the organisation. In addition to KPTO Coordinator 
support, the RAID Movement had access to support from clinicians and 

supervisors. While RAID members (Raiders) had access to the RAID 
Movement FŀŎŜōƻƻƪ ǿŜōǎƛǘŜΣ bƎņǘƛ IƛƴŜ IŜŀƭǘƘ ¢Ǌǳǎǘ ƳƻƴƛǘƻǊed and 

coordinated it. In 2013 a young person in the Wellington region 
mentioned on the Facebook page that she intended to take her own life. 
¸ƻǳƴƎ wŀƛŘŜǊǎ ƎŀǘƘŜǊŜŘ ƛƴǘŜƭƭƛƎŜƴŎŜ ŀƴŘ ǇƘƻƴŜŘ bƎņǘƛ IƛƴŜ IŜŀƭǘƘ 

Trust. Within 20 minutes of the Facebook post, the young person was in 
a meeting with her parents, school counsellor and child mental health 

services, discussing a plan to keep her safe. The RAID Movement 
contributed to her timely access to mental health support. 
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¶ South Auckland: KPTO staff participated in an induction and orientation programme. They 
considered that the KPTO induction manual (recently ŘŜǾŜƭƻǇŜŘ ōȅ bƎņǘƛ tƛƪƛŀƻύ ǿŀǎ ōŜƴŜŦƛŎƛŀƭ 
and clarified definitions of roles. The development of the manual, however, was in its early 
stages and staff felt this process should be coordinated at a national level. 

¶ IŀǿƪŜΩǎ .ŀȅΥ Staff confirmed that any training request was usually approved if it aligned closely 
with the objectives of the programme. Such training included a diploma in mental health, 
psychoactive substances training and pǁwhiri poutama. One of the staff commented that, 
although each KPTO region tended to focus on its own capacity development, Te Whakauruora 
training had been a great vehicle to establish national capacity for KPTO staff. Another staff 
member commented that training around clinical perspectives on suicide response would be of 
benefit. 

¶ Bay of Plenty: KPTO staff attended the Dr Candy Cookson Cox suicide prevention and 
intervention certificate cƻǳǊǎŜ ŀƴŘ ǘƘŜ aņƻǊƛ leadership certification with Anamata. They were 
conversant with Te Whakauruora through their previous training experience and now supported 
its facilitation with external parties. One KPTO Coordinator commented that Te Whakauruora 
training should form part of the KPTO competencies of the programme. KPTO Coordinators also 
participated in training with Te Tņpenakara mo te Iwi Trust which specialised in healing and 
rongoņ. Features of the training included ǳǎƛƴƎ aņƻǊƛ ƳƻŘŜƭǎ ƻŦ ǇǊŀŎǘƛŎŜΣ ǘhe spiritual aspects of 
suicide and understanding the difference between whakamomori and suicide. 

 
Focus on high need / high risk communities 

¶ South Auckland: Raukura Hauora o Tainui focused on locales of Papakura and Franklin that had 
been previously identified as priority areas and had experienced a suicide cluster in late 2010. 
Key activities included the successful implementation of an alcohol management policy with 
Franklin Sports Club; a training programme rollout out to Lifeline staff; engagement with the 
Papakura community with representation on the Papakura Council Social Services executive ς an 
interagency body mandated to advocate on social services and community issues for Papakura; 
and a skills-building initiative targeting young mothers. 

 

1.2 Impact evaluation themes 

1.2.1 Community impact and alignment with objectives 

Overall, the KPTO programme appears to have had a positive impact on the communities in which it 
has operated, in terms of encouraging a shared commitment to increase suicide prevention activity. 
This outcome was due largely to the strong multi-agency and community relationships that the KPTO 
programme initiated and maintained. It has benefitted not only suicide awareness, but crisis 
response, collaborative health promotion activity, and other services such as mental health, police 
response to incidents and school focus on bullying. Communities have become more aware of signs 
and symptoms of suicide and overall wellness, ŀǎ ŜǾƛŘŜƴŎŜŘ ōȅ ǎǘŀƪŜƘƻƭŘŜǊ ŀƴŘ ǿƘņƴŀǳ ǊŜǎǇƻƴǎŜǎΦ 
 
Strengthening partner relationships: In most regions, KPTO Coordinators connected people from 
ŘƛŦŦŜǊŜƴǘ ƎƻǾŜǊƴƳŜƴǘ ŀƎŜƴŎƛŜǎΣ bDhǎ ŀƴŘ aņƻǊƛ ǇǊƻǾƛŘŜǊǎ in a common cause. Among the results 
have been many stronger relationships, improved communications, better collaboration on joint 
ǇǊƻƧŜŎǘǎ ƻǊ ƛƴƛǘƛŀǘƛǾŜǎ ŀƴŘ ŀ ƎǊŜŀǘŜǊ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƻŦ ŜŀŎƘ ƻǘƘŜǊΩǎ ǊƻƭŜǎΣ ƳŀƴŘŀǘŜǎ ŀƴŘ ŀǾŀƛƭŀōƭŜ 
resources. In many cases, the partners worked together on specific projects or initiatives as a result 
of this collaboration. Key examples are the RAID Movement in the Northland Mid North, the Fusion 
Group in Northland, WASP in Whanganui, the Kaikoura Networking Group in Canterbury, the Wairoa 
Community Group in HawkeΩs Bay and the Southland Suicide Prevention Network ς all of which 
reinforced the success of a community response to community need. The Papakura High School 
project and the Kawerau project highlighted how efficiently and effectively KPTO Coordinators could 
bring together a community and respond to a community-based situation. Other regions had a KPTO 
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presence on advisory groups and/or external interagency networks and had likewise seen benefits 
arise from this participation such as joint policy development in the Lakes District. Both KPTO 
Coordinators and stakeholders reported that organisations were better positioned to address the 
varied and complex needs of their communities because their resources and information were 
shared and overall coordination was improved through the improved networking and 
communications. 
 
Engaging aņƻǊƛ on suicide awareness: In all regions, stakeholders involved in the evaluation 
ǊŜǇƻǊǘŜŘ ǘƘŀǘ ǘƘŜ Yt¢h ǇǊƻƎǊŀƳƳŜ ǿŀǎ ƛƳǇƻǊǘŀƴǘΣ ǇŀǊǘƛŎǳƭŀǊƭȅ ƛƴ ǊŜƭŀǘƛƻƴ ǘƻ ŜƴƎŀƎƛƴƎ ǿƛǘƘ aņƻǊƛ ƛƴ 
the area. Participants identified establishing, building and maintaining relationships among key 
stakeholders as critical elements and success factors for the KPTO programme. KPTO staff played a 
ƪŜȅ ŀŘǾƻŎŀŎȅ ǊƻƭŜ ŦƻǊ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ŀǘ Ƴŀƴȅ aņƻǊƛ ƘǳƛΣ ƎŀǘƘŜǊƛƴƎǎ ŀƴŘ ǿņƴŀƴƎŀ ŀƴŘ ǘƘŜȅ 
ǎƘŀǊŜŘ ƛƴŦƻǊƳŀǘƛƻƴ ǿƛǘƘ aņƻǊƛ ƻƴ ƳŀǘǘŜǊǎ ǎǳŎƘ ŀǎ ǎƛƎns and symptoms and key contacts in a crisis, 
as well as sharing ŀǾŀƛƭŀōƭŜ ǊŜǎƻǳǊŎŜǎ ǿƘƛŎƘ ǿƘņƴŀǳ ŦƻǳƴŘ ǾŜǊȅ ǳǎŜŦǳƭ όŜΦƎΦ toolkit developed by 
bƎņǘƛ tƛƪƛŀƻύΦ hǾŜǊ ƘŀƭŦ ƻŦ ǘƘŜ ǎǘŀƪŜƘƻƭŘŜǊ ǇŀǊǘƛŎƛǇŀƴǘǎ ǎǳƎƎŜǎǘŜŘ ǘƘŀǘ Yt¢h ǘŀƪŜ ŀƴ ŜǾŜƴ ƎǊŜŀǘŜǊ 
role in building community resiliency and community spirit (e.g. community gardens, sports 
mentors) so that people in the community took more responsibility for promoting a safer, more 
caring community.  
 

1.2.2 Examples of community impact and alignment with objectives 

KPTO Coordinators undertook a wide variety of initiatives that aligned with the specific four 
objectives of the KPTO programme.  The following are examples represent a sample of the activities 
recognising that KPTO programme delivery was not limited to these examples. 
 
 hōƧŜŎǘƛǾŜ hƴŜΥ tǊƻƳƻǘŜ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ŀƴŘ ǿŜƭƭōŜƛƴƎ ŦƻǊ aņƻǊƛ 

¶ Whanganui: Through collaborative forums, KPTO staff and key stakeholders organised open 
public workshops and health promotion events to reduce the stigma surrounding suicide. Such 
forums included Waitangi Day, community concerts and Mental Health Awareness Week 
celebrations. While impacts of such activities were difficult to measure, stakeholders reported 
that they increased awareness of signs and symptoms of suicide and provided resources to 
ƛƴŎǊŜŀǎŜ ŀŎŎŜǎǎ ǘƻ ǎǳǇǇƻǊǘ ŦƻǊ ǿƘņƴŀǳ ŘŜƳƻƴǎǘǊŀǘƛƴƎ Ψŀǘ ǊƛǎƪΩ ōŜƘŀǾƛƻǳǊǎΦ  

¶ Northland Far North: Feedback from participants in programmes and workshops revealed that 
the majority of respondents (90 percent) felt more connected to the community and were 
empowered to make better life changes. In addition, 70 percent of respondents reported 
improved family relationships and 65 percent of respondents indicated improved self-esteem as 
a result of their participation. 

¶ Northland Mid North: Between September 2012 and December 2013 the primary service 
activity was the RAID Movement. During stakeholder interviews, all respondents highlighted the 
success of the RAID Movement and the critical role it played across the youth suicide landscape. 
Key aspects of promotion that stakeholders identified included activities at Waitangi Day 
celebrations, community events and exerting an influence from within the Fusion Group. 

¶ South Auckland: One stakeholder who was involved with the Papakura High School project 
praised the existing KPTO team for its critical role in leading and coordinating this community 
project. ThŜ ǘŜŀƳΩǎ ǿƻǊƪ included providing leadership training and delivering positive messages 
to school students. The initiatives continued to be implemented.  

¶ Lakes District: Stakeholders commented that KPTO staff were well connected within the 
community and regularly provided ǊŜǎƻǳǊŎŜ ƛƴŦƻǊƳŀǘƛƻƴΦ aŀǊŀŜ ǿņƴŀƴƎŀΣ ǿƘƛŎƘ ǿŜǊŜ ŀǘǘŜƴŘŜŘ 
by 15ς25 participants per four marae, were an effective forum for ŘƛǎŎǳǎǎƛƻƴ ǿƛǘƘ ǿƘņƴŀu about 
being less fearful of talking about suicide. KPTO Coordinators provided a safe place for koroua to 
discuss what they could help with, particularly with their knowledge and respect they hold with 
the next generation.  
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¶ Christchurch: Building strong community networks was critical to the success of the KPTO 
programme. One of the KPTO CoordinatorΩǎ had a strong presence in the community and relied 
heavily on his existing networks to progress programme objectives. These networks created 
opportunities to further the reach of the Yt¢h ǇǊƻƎǊŀƳƳŜ ƛƴǘƻ ǘƘŜ aņƻǊƛ ŀƴŘ tŀŎƛŦƛŎ rugby 
league community. During 2012ςнлмо ǘƘŜ Yt¢h /ƻƻǊŘƛƴŀǘƻǊΩǎ ŦƻŎǳǎŜŘ ƻƴ ōǳƛƭŘing relationships 
with local marae. The presentations to marae introduced the KPTO programme and sought to 
strengthen cultural connections, build rǹnanga confidence in KPTO and develop a plan for linking 
services. The presentations also promoted awareness of signs and symptoms of suicide and 
ŜǉǳƛǇǇŜŘ ǇŀǊǘƛŎƛǇŀƴǘǎ ǿƛǘƘ ǘƻƻƭǎ ǘƻ ōŜǘǘŜǊ ǎǳǇǇƻǊǘ ǿƘņƴŀǳ ŀƴŘ ŦǊƛŜƴŘǎΦ .ȅ ǘƘŜ ŜƴŘ ƻŦ нлмо ŀƭƭ 
marae in the Christchurch region had ǇŀǊǘƛŎƛǇŀǘŜŘ ƛƴ Yt¢h ǇǊŜǎŜƴǘŀǘƛƻƴǎΦ hƴŜ ǿƘņƴŀǳ ƛƴǘŜǊǾƛŜǿ 
participant mentioned that she had noticed an improvement in demystifying myths surrounding 
suicide.  

¶ Bay of Plenty: The annual service plan was closely aligned to the All Age Suicide Programme 
Logic Model and Accountability Framework. There was evidence of activities across all of the 
four objectives. Stakeholders noted that KPTO played a critical role in bringing the agency arm 
ŀƴŘ ǿƘņƴŀǳ ǘƻƎŜǘƘŜǊ ƛƴ YŀǿŜǊŀǳ ŀƴŘ ǊŜǎpected the great work that KPTO staff had been doing 
in the community.  

¶ Invercargill / Southland: In 2011ς2012 the KPTO team contributed to the design of strategy and 
policy for SouthlandΩǎ regional response to suicide prevention. For example, they contributed to 
the development of the Future Directions Southland Mental Health and Addictions Network 
Strategic Quality Plan, the Southland Suicide Prevention Network Media Engagement Plan and a 
traumatic response document, as well as participating in the Southland Mental Health 
Collaborative Promotion Group. This focus on multi-agency collaboration around strategy and 
policy development helped ǘƻ ƛƳǇǊƻǾŜ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎ ŦƻǊ aņƻǊƛΦ  

 
Objective Two: Reduce access to means of suicide 

¶ Whanganui: The establishment of lighting within a high-suicide locale in the community was one 
specific initiative aimed at advancing this objective. A representative from Whanganui District 
/ƻǳƴŎƛƭΩǎ {ŀŦŜǊ ²ƘŀƴƎŀƴǳƛ ŘŜǎŎǊƛōŜŘ ǘƘŜ ŎǊƛǘƛŎŀƭ ǊƻƭŜ Yt¢h ǎǘŀŦŦ ǇƭŀȅŜŘ ǿƛǘƘƛƴ ǘƘŜ {ŀŦŜǘȅ ŀƴŘ 
Wellbeing Steering Group and in effecting this initiative. 

¶ IŀǿƪŜΩǎ .ŀȅΥ KPTO staff facilitated the coming together of a local community who had 
experienced several serious attempts and two suicides at a particular tree in a local park. To 
make the park safer for the community, the group removed the tree and enhanced lighting in 
the park.  

¶ Invercargill / Southland: The KPTO reports showed KPTO staff were involved in building a wood 
barrier at the top of a cliff in Murihiku, recognised as a high-suicide locale. As the current KPTO 
team was not involved in this strategy, the evaluation team was unable to determine the 
outcome of the initiative. 

 

Objective Three: Increase safe reporting of suicide by media  
Four regions (HawkeΩs Bay, Bay of Plenty, Canterbury and Southland) specifically worked with media 
outlets to improve safe reporting on suicide. In Invercargill / Southland, for instance, the KPTO team 
used existing networks to provide presentations about safe reporting of suicide by media to 
journalism students at the Southern Institute of Technology. The KPTO team also worked with the 
Suicide Prevention Network to develop a media engagement plan. The plan detailed media 
engagement activities and provided useful information to media stakeholders, such as the Ministry 
of Health publication Reporting Suicide: A resource for the media.11 
 

                                                           
11 Media Roundtable (2011). 
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As there appeared to be no evidence of such activity in other regions, this is an area that will need 
improvement nationally. 
 
hōƧŜŎǘƛǾŜ CƻǳǊΥ /ƻƴǘǊƛōǳǘŜ ǘƻ ƛƳǇǊƻǾŜŘ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǎŜǊǾƛŎŜǎ ŦƻǊ aņƻǊƛ 

¶ Whanganui: ! ǊŜǇǊŜǎŜƴǘŀǘƛǾŜ ŦǊƻƳ ²ƘŀƴƎŀƴǳƛ 5ƛǎǘǊƛŎǘ /ƻǳƴŎƛƭΩǎ {ŀŦŜǊ ²ƘŀƴƎŀƴǳƛ ŘŜǎŎǊƛōŜŘ ǘƘŜ 
critical role KPTO staff played in providing oversight of all suicide prevention activity of the 
Safety and Wellbeing Steering Group. With several partner organisations, KPTO established the 
WASP ki Whanganui forum to implement actions from the Safety and Wellbeing Steering Group. 
Through this partnership with key stakeholder organisations, including the Whanganui District 
Council, at least eight organisations agreed to increase support for prevention and postvention 
services and to increase the number of workshops in the community. One mental health 
stakeholder confirmed that the KPTO Coordinators influenced the development of their 
ƻǊƎŀƴƛǎŀǘƛƻƴΩǎ aņƻǊƛ health plan. 

¶ Northland Mid North: He Tohu Rangatira was a marae-ōŀǎŜŘ ǿƘņƴŀǳ ƻǊŀ ǇǊƻƎǊŀƳƳŜ ŘŜƭƛǾŜǊŜŘ 
to students and their ǿƘņƴŀǳΦ Although it fell outside KPTOΩǎ health promotion focus, He Tohu 
Rangatira filled a critical service gap in the suicide prevention landscape through its focus on 
suicide prevention rather than intervention (or service delivery). To influence and improve 
ǎŜǊǾƛŎŜǎ ǘƻ aņƻǊƛ, the KPTO team developed key relationships with organisations such as Manaia 
Primary Health Organisation (PHO), Tai Tokerau PHO, Te Roopu Kimiora Adolescent Health 
Services at Northland District Health Board, Fusion Group and Whangarei Youth Space.  

¶ Whanganui: Over the evaluation period, KPTO staff delivered educational workshops and 
presentations to mental health services, clients and community groups throughout the 
Whanganui and Rangitikei region. The workshops focused on recognising signs and symptoms of 
suicide and self-harm, along with wellness strategies. All workshops were tailored to suit the 
demographic of the specific community or group. Feedback from stakeholder groups indicated 
key KPTO campaigns were effective. Stakeholderǎ ǎǇŜŎƛŦƛŎŀƭƭȅ ƳŜƴǘƛƻƴŜŘ ǘƘŜ Ψ¸ŜŀƘ IŀǊŘΩ ŀƴŘ 
ΨDƻǘ ¸ƻǳǊ .ŀŎƪΩ ŎŀƳǇŀƛƎƴǎ ŀǎ ŜȄŀƳǇƭŜǎΦ A school reported that, in addition to talking about 
suicide, one male KPTO staff member engaged male students to speak about respecting women, 
anger management and self-harm. The school reported that a disproportionate number of 
students (mostly male) had been self-harming but this number had decreased following KPTO 
engagement. KPTO Coordinators clearly had a strong reputation among stakeholders. They were 
considered important leaders across the suicide prevention and postvention landscape and had 
considerable influence across the region. In 2011 they petitioned the Whanganui District 
Council, through the Safety and Wellbeing Steering Group, to reduce access to means of suicide 
by improving lighting and security cameras at sites of significance (high-suicide spots). 
Consequently, Whanganui District Council invested in better lighting and installed cameras at 
two high-suicide sites in the Whanganui area. Through the agency relationships that the KPTO 
team fostered, key suicide prevention and postvention groups with clear objectives were 
developed. In many cases, KPTO staff facilitated these groups and the current KPTO 
Coordinators are still represented on them. All stakeholders interviewed reported that KPTO 
staff were key influences in the suicide prevention and postvention landscape.  

¶ Northland Far North: The five stakeholders interviewed were mixed in their views of the 
effectiveness of the KPTO programme. Four of these stakeholders reported strong relationships 
and involvement with the KPTO programme. KPTO staff provided critical support to agencies and 
community organisations during periods of crisis. These stakeholders reported that KPTO staff 
had strong community relationships and provided support to improve service access for aņƻǊƛ 
communities and local schools. In 2013 the KPTO Coordinator commenced a programme of 
working with marae and haukņinga to explore cultural imperatives in relation to suicide such as 
ǘŀƴƎƛƘŀƴƎŀΣ ǿƘņƴŀǳ ǇŀƴƛΣ ƳƛƘƛƳƛƘƛ ŀƴŘ ƴŜƘǳŀΦ ²ƻǊƪǎƘƻǇ ŜǾŀƭǳŀǘƛƻƴǎ ǊŜported positive 
outcomes from ǘƘŜ ǳǎŜ ƻŦ ǊƻƴƎƻņ aņƻǊƛΣ ǎǳŎƘ ŀǎ ƪŀǊŀƪƛŀΣ ǘƛƪŀƴƎŀΣ Ƙơkoi ngahere, moana and wai 
moana, as alternative remedies and healing solutions for suicide prevention. One stakeholder 
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commented that suicide prevention initiatives were part of their own role and they did not see 
the value of the KPTO programme in the region. 

 

¶ Northland Mid North: Through the RAID Movement, the KPTO team had a strong presence in 
the youth community. Youth were empowered to lead their own programmes, with the support 
of supervisors and counsellors, and to positively influence their peers. All stakeholders 
interviewed reported that the RAID Movement contributed positively to the suicide prevention 
landscape. For example, it had a presence at Waitangi Day celebrations and community events 
promoting suicide prevention messages. The Fusion Group reinforced the success of a 
community response to the community need. Interview participants reported that organisations 
were better positioned to address the varied and complex community needs when they shared 
resources and overall coordination improved.  

¶ South Auckland: The consensus among all stakeholders interviewed was that the KPTO 
progrŀƳƳŜ ǿŀǎ ƛƳǇƻǊǘŀƴǘΣ ǇŀǊǘƛŎǳƭŀǊƭȅ ƛƴ ǊŜƭŀǘƛƻƴ ǘƻ ŜƴƎŀƎƛƴƎ ǿƛǘƘ aņƻǊƛΦ {ƻƳŜ ƛŘŜƴǘƛŦƛŜŘ ǘƘŀǘ 
the resources available for providing suicide prevention services ŦƻǊ aņƻǊƛ were limited because 
the region was so large. Feedback pointed clearly to the need for a stronger emphasis on 
increasing awareness and understanding of the KPTO programme in the region. Some 
stakeholders stated specifically that this area of activity should be managed by a regional or 
national body. 

¶ Lakes District: KPTO staff had a strong presence on a significant number of advisory forums, iwi 
forums and regional and national steering committees. They consistently collaborated with key 
agencies, advocated at strategic levels and worked ŎƭƻǎŜƭȅ ǿƛǘƘ ǿƘņƴŀǳ over the entire 
evaluation period. All stakeholders confirmed that KPTO Coordinators were well connected and 
therefore added value to the communities in the region. Another stakeholder complimented the 
KPTO staff for their innovative step of creating spaces where they could have a kǁrero with 
individuals in the workplace.  

¶ IŀǿƪŜΩǎ .ŀȅ: The KPTO programme was effective at including stakeholders in Wairoa to ensure 
a comprehensive, regionally inclusive approach. One KPTO Coordinator focused on Napier and 
Wairoa while the other focused on Hastings and central HawkeΩǎ .ŀȅ so that they could cover 
the region. However, achieving full coverage was still a challenge because of travel distances.  

NORTHLAND FAR NORTH: TIHEI-WA MAURI ORA 
In 2011ς2012 Northland Far North experienced a cluster of youth suicides. Local 
responses ranged from deciding where to bury the young person to communities 

refusing provider and agency intervention. It was within this context that the KPTO 
programme operated. The nature of activities changed to include indigenous 

approaches. An important part of this change was to identify cultural best practice 
models relevant ǘƻ aņƻǊƛ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴΦ Yt¢h ŘŜǾŜƭƻǇŜŘ ŀƴŘ ŘƛǎǘǊƛōǳǘŜŘ ǘƘŜ 
Tihei-wa Mauri Ora resource, which drew on aņƻǊƛ ŎǳƭǘǳǊŀl understanding of the 
order of life and being and reflected life stages of being, divine potential, darkness 

and light. KPTO delivery focused on ǿƘņƴŀǳ ƻǊŀ ŀƴŘ ǿƘņƴŀǳ ǿŜƭƭōŜƛƴƎΦ Health 
ǇǊƻƳƻǘƛƻƴ ŀŎǘƛǾƛǘƛŜǎ ƛƴǾƻƭǾŜŘ ǘŜ ŀƻ aņƻǊƛ ŎƻƴŎŜǇǘǎ ǎǳŎƘ ŀǎ manu aute (kite making 
and flying traditions). Manu aute activities were seen as connectors between the 

heavens and the earth. Traditionally they were used for light entertainment in 
significantly spiritual rituals. Children and adults made manu aute to practise 

whakawhanaungatanga, reinforce tikanga/kawa, commune with spiritual deities, 
produce artwork, perfect aerial movements and test their skills in competition. The 
KPTO team introduced manu aute and traditional techniques for making them to 

various schools in the Far North region. Through manu aute, rangatahi and children 
could express their feelings about suicide and ǘƘŜ ƭƻǎǎ ƻŦ ǿƘņƴŀǳ ŀƴŘ ŦǊƛŜƴŘǎ ŀƴŘ 

could begin the process of healing. 
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¶ Christchurch: The general consensus among stakeholders was that the KPTO programme was an 
invaluable resource in the Christchurch region. One stakeholder felt the service specification and 
particularly the focus on health promotion did not align with the original intent of the 
programme.  Another stakeholder commented that the programme would have a greater reach 
if it operated across both suicide prevention and intervention areas. Another comment from a 
few stakeholders was that, given kŀǳǇŀǇŀ aņƻǊƛ ǇǊƻǾƛǎƛƻƴ ǎǳǇǇƻǊǘŜŘ ŘƛǊŜŎǘ ǿƘņƴŀǳ 
engagement, re-aligninƎ ǘƘŜ ǇǊƻƎǊŀƳƳŜ ǘƻ ŀ aņƻǊƛ ǿƻǊƭŘǾƛŜǿ ǿƻǳƭŘ ŀŘŘ ƛƳƳŜƴǎŜ ǾŀƭǳŜ ǘƻ the 
KPTO programme. The ǘŜŀƳΩǎ relationship with the Canterbury DHB Suicide Prevention 
Coordinator was critical as it promoted collaboration, mutual respect and the exchange of 
knowledge and information.  

¶ Bay of Plenty: Interviews provided evidence that Te Ao Hou Trust had a good reputation in the 
community as a service provider. Through key stakeholder relationships, KPTO staff encouraged 
others to prioritise suicide prevention and increase the number of related activities and 
programmes across the region. Their participation in relevant advisory groups, events, 
community engagement forums and training over the years was critical to keeping the KPTO 
agenda as a consistently high priority. Te Ao Iƻǳ ¢ǊǳǎǘΩǎ strategy was to facilitate a wƘņƴŀǳ ora 
model of care, providing culturally appropriate support and developing a network of high-
performing providers. The KPTO initiative had obvious synergy with the GovernmentΩǎ ²Ƙņƴŀǳ 
Ora initiative, which could be harnessed to make real changes to engage and empower ǿƘņƴŀǳ 
in a well-coordinated approach to their journey to toiora ς linking to the All Age Suicide 
Programme Logic Model.  

¶ Invercargill / Southland: The evaluation found that during 2011ς2012 the KPTO team made a 
significant contribution to suicide prevention initiatives across the region. The team, through its 
well-established networks, also contributed to key suicide prevention strategic and policy 
developments. Initiatives were well researched and enhanced through programme and activity 
evaluations. The team followed clear reflective practice to inform programme enhancements 
and grow service reach. A general consensus among stakeholders was that in 2012ς2013 the 
suicide prevention message got lost within wider public health campaigns. 

  

1.2.3 Value to the region and to the programme 

Many KPTO staff were positioned as key leaders across the aņƻǊƛ suicide prevention landscape, and 
the KPTO programme played a critical role in raising suicide awarenesǎ ƛƴ aņƻǊƛ ŎƻƳƳǳƴƛǘƛŜǎ 
(including schools). Interview participants reported that community organisations could address the 
varied and complex community needs more effectively when they shared their resources and overall 
coordination improved through the collaborations fostered by the KPTO programme (e.g. the RAID 
Movement). Establishing, building and maintaining relationships were identified as a critical element 
for the KPTO programme. Where the KPTO Coordinators worked proactively to collaborate and 
communicate, relationships and initiatives with partners were more successful and sustained.  
 
Stakeholders interviewed confirmed that the KPTO programme contributed to and supported many 
positive local initiatives and made a difference for community members anŘ ǿƘņƴŀǳΦ ¢Ƙƛǎ role was 
particularly evident ǿƘŜǊŜ Yt¢h ǘŜŀƳΩǎ established different networks, held mŀǊŀŜ ǿņƴŀƴƎŀ όŀƴŘ 
created safe spaces to discuss suicide without fear or stigma), created community action plans and 
worked with local authorities and DHBs on injury prevention and Safer Community initiatives.  
 
These stakeholders also overwhelmingly reported that the KPTO programme played a critical role in 
the suicide prevention landscape. They ǎǇŜŎƛŦƛŎŀƭƭȅ ǊŜŦŜǊŜƴŎŜŘ ƛƳǇǊƻǾŜŘ ŀŎŎŜǎǎ ǘƻ aņƻǊƛ 
communities and schools as a result of their relationships with the KPTO team. In some regions, the 
Yt¢h ǘŜŀƳ ǿŀǎ ƛŘŜƴǘƛŦƛŜŘ ŀǎ ΨǿƻǊƪƛƴƎ ǿŜƭƭΩ ŀƴŘ ΨǾŜǊȅ ǎǳŎŎŜǎǎŦǳƭƭȅΩ ǿƛǘƘ ƭƻŎŀƭ ŎƻǳƴŎƛƭǎ ŀƴŘ ǇŀǊǘƛŎǳƭŀǊƭȅ 
Safer Community representatives, as well as DHB services in injury prevention and/or suicide 
prevention and mental health. As a result, those organisations often prioritised suicide prevention in 
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their Ǉƭŀƴǎ όǎǳŎƘ ŀǎ aņƻǊƛ health plans, local comprehensive community plans and DHB strategic 
service plans). In Christchurch, for instance, the KPTO ǘŜŀƳΩǎ relationship with the Canterbury DHB 
{ǳƛŎƛŘŜ tǊŜǾŜƴǘƛƻƴ /ƻƻǊŘƛƴŀǘƻǊ ǿŀǎ ǎŜŜƴ ŀǎ ΨŎǊƛǘƛŎŀƭΩ ǘƻ ŎƻƻǊŘƛƴŀǘŜ ǊŜƎƛƻƴŀƭ ŀǇǇǊƻŀŎƘŜǎΦ Lƴ ŀƴƻǘƘŜǊ 
example, ǘƘŜ Yt¢h /ƻƻǊŘƛƴŀǘƻǊ ƛƴ {ƻǳǘƘƭŀƴŘ ǿŀǎ ƴƻǘŜŘ ŀǎ ΨƛƴǎǘǊǳƳŜƴǘŀƭΩ ƛƴ ŦƻǊƳƛƴƎ ǘƘŜ Southland 
Suicide Prevention Network, through which stakeholders could take a more coordinated regional 
response to planning initiatives and projects. 
 
Those who responded to the online survey were mixed in their perceptions of the value and impact 
of the KPTO programme. Around half of these respondents indicated that the programme had a 
positive impact and provided value to the community through increasing the profile and awareness 
of suicide, developing the confidence of ǿƘņƴŀǳ ŀƴŘ ǘƘŜ ǿƛŘŜǊ ŎƻƳƳǳƴƛǘȅ ǘƻ talk about suicide, and 
more effectively coordinating efforts and resources around suicide prevention and intervention 
services. 
 
Others felt that, while the principles and objectives underpinning the KPTO programme itself were 
sound, its implementation was deficient and therefore, in their view, it had limited or no impact on 
the community. A few respondents considered KPTO providers lacked the requisite skills and 
capacity to effectively deliver the programme, including content knowledge around suicide 
prevention and effective approaches to suicide prevention and intervention, teaching and 
facilitation skills and strategic planning and coordination. Other comments noted the lack of 
consistency in the scope and role of the KPTO programme: was the focus on prevention and 
intervention services for individuals and ǿƘņƴŀǳΣ on strengthening the community-level 
coordination of multiple support and service agencies, or on influencing regional or national policy at 
the strategic level? The inconsistency in approach and focus was seen as limiting the KPTO 
programmeΩǎ ŜŦŦŜŎǘƛǾŜƴŜǎǎ ŀƴŘ ǊŜŘǳŎƛƴƎ ǘƘŜ ǳƴŘŜǊǎǘŀƴŘƛƴƎ of and confidence in it among 
community members and stakeholders.  
 
Some of the barriers to a more effective KPTO programme that respondents identified were: the 
challenges around privacy and confidentiality requirements, which they saw as limiting information 
sharing and cross-agency coordination; the communityΩǎ lack of knowledge and confidence to openly 
talk about suicide; fragmentation of funding where different provider services were seen to be in 
competition with each other, limiting integration of effective wrap-around prevention, intervention 
and postvention services; and a lack of evidence-informed practice to guide delivery approaches, 
particularly local research that identified contextually grounded approaches, strengths and assets.  
 

1.2.4 Cultural competency of the programme 

Some KPTO respondents felt ǘƘŜ ǇǊƻƎǊŀƳƳŜΩǎ four key objectives were too generic and did not 
ǊŜŦƭŜŎǘ aņƻǊƛ ǾƛŜǿǎ ƻŦ ǎǳƛŎƛŘŜ ŀƴŘ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴΦ For this reason, key activities in the annual 
service pƭŀƴ ŘƛŘ ƴƻǘ ǊŜŦƭŜŎǘ aņƻǊƛ ƳƻŘŜƭǎ ƻŦ ŎŀǊŜ ƻǊ aņƻǊƛ ǾƛŜǿǎ on suicide and suicide prevention. 
They felt that the overarching framework against which the KPTO programme was being measured 
ƴŜŜŘŜŘ ǘƻ ōŜ ƳƻǊŜ aņƻǊƛ-specific.  
 
Despite the above concerns, the evaluation team found evidence in all regions that the KPTO 
programme was being delivered in a culturŀƭƭȅ ŎƻƳǇŜǘŜƴǘ ǿŀȅ ōȅ ƻǊƎŀƴƛǎŀǘƛƻƴǎ ŎƻƳƳƛǘǘŜŘ ǘƻ aņƻǊƛ 
development and to achieving the ōŜǎǘ ƻǳǘŎƻƳŜǎ ŦƻǊ ǿƘņƴŀǳΦ Many partners viewed the KPTO 
/ƻƻǊŘƛƴŀǘƻǊǎ ŀǎ ǎǘǊƻƴƎ ƛƴ ƪŀǳǇŀǇŀ aņƻǊƛ ŀǇǇǊƻŀŎƘŜǎ ŀƴŘ ǊŜǎǇŜŎǘŜŘ ŀƴŘ ŀŎƪƴƻǿƭŜŘƎŜŘ ǘƘŜƛǊ ǾŀƭǳŜ ƛƴ 
ōǊƛƴƎƛƴƎ aņƻǊƛ perspectives to interagency tables and initiatives. Although evaluation participants 
defined cultural competency in many ways, the common feature of almost all definitions was that 
competency recognises people and/or systems have the ability to apply their knowledge about 
culture to change or improve practices in ways that influence local health and wellbeing outcomes. 
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In other words, cultural competency is about having the knowledge and ability to respond to the 
ǳƴƛǉǳŜ ƴŜŜŘǎ ƻŦ ƭƻŎŀƭ aņƻǊƛ ǇƻǇǳƭŀǘƛƻƴǎ ƛƴ tailoring programme design and delivery for them.  
 
Most providers used te reo aņƻǊƛ ƛƴ ǘƘŜƛǊ ǇǊƻƎǊŀƳƳŜ ŘŜƭƛǾŜǊȅ by employing fluent speakers as 
Coordinators or including kŀǳƳņǘǳŀ ƛƴ ǘƘŜƛǊ ǎŜǊǾƛŎŜ ŘŜƭƛǾŜǊȅΦ !ƭƭ ǎŜǊǾƛŎŜ ǇǊƻǾƛŘŜǊǎ ǳǎŜŘ ƭƻŎŀƭ ŀƴŘ 
national iwi or aņƻǊƛ ƳƻŘŜƭǎ ǘƻ ǇǊƻƳƻǘŜ ŀǿŀǊŜƴŜǎǎ ƻŦ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴΣ ŀƴŘ ƛƴŎƻǊǇƻǊŀǘŜŘ ƪŀǊŀƪƛŀΣ 
manaakitanga and whanaungatanga into their engagement processes. Most designed their own 
ǎǇŜŎƛŦƛŎ aņƻǊƛ ƛƴƛǘƛŀǘƛǾŜǎ όŜΦƎΦ manu aute model) that were tailored to their area and its history and 
population. Because many providers were iwi-based (rǹƴŀƴƎŀύ, they used the tikanga of the local 
iwi, as espoused in their own iwi plans and processes, for their KPTO planning process. All 
stakeholders confirmed that the regional KPTO ǘŜŀƳǎ ǿŜǊŜ ΨǿŜƭƭ ǊŜǎǇŜŎǘŜŘΩ ŦƻǊ ǘƘŜƛǊ ƪƴƻǿƭŜŘƎŜ ƻŦ 
ǘƘƛƴƎǎ aņƻǊƛΦ One provider identified that they supported their KPTO Coordinators in Te 
Whakauruora training to help improve the competency of their programme delivery. Other 
providers stated that, due to changes in government policy, they could not access this training 
anymore which they saw as a loss of capacity-building opportunities. 
 
!ƭƭ ƻŦ ǘƘŜ ǎŜǊǾƛŎŜ ǇǊƻǾƛŘŜǊǎ ǳǎŜŘ ŘƛŦŦŜǊŜƴǘ ƪŀǳǇŀǇŀ aņƻǊƛ ŀǇǇǊƻŀŎƘŜǎΣ ǿƛǘƘ ǘƘŜ ŎƘƻƛŎŜ ƻŦǘŜƴ 
depending on the kaupapa of ǘƘŜƛǊ ƻǿƴ ƻǊƎŀƴƛǎŀǘƛƻƴǎ όŀƴŘ Ƙƻǿ ǘƛƪŀƴƎŀ ŀƴŘ ǘŜ ǊŜƻ aņƻǊƛ ǿŜǊŜ 
ŜƳōŜŘŘŜŘ ǎǘǊŀǘŜƎƛŎŀƭƭȅ ŀŎǊƻǎǎ ŀƭƭ ƻǘƘŜǊ ǇǊƻƎǊŀƳƳŜǎ ŀƴŘ ǎŜǊǾƛŎŜǎύ ŀƴŘ ǎƻƳŜǘƛƳŜǎ ƻƴ /ƻƻǊŘƛƴŀǘƻǊǎΩ 
ŎƻƳǇŜǘŜƴŎȅ ŀƴŘ ƪƴƻǿƭŜŘƎŜ ƛƴ ǊŜƭŀǘƛƻƴ ǘƻ ǘŜ ŀƻ aņƻǊƛΦ ¢ƘŜ ƴŀǘǳǊŜ ƻŦ ŀŎǘƛǾƛǘƛŜǎ ŎƘŀƴƎŜŘ ǘƻ ƛƴŎƭǳŘŜ 
indigenous approaches; for example, some activities identified cultural best practice models relevant 
ǘƻ aņƻǊƛ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴΦ ¢ƘŜ ¢ƛƘŜƛ-wa Mauri Ora resource was one example of a specific model 
ŘŜǾŜƭƻǇŜŘ ƛƴ ƻƴŜ ǊŜƎƛƻƴΣ ǿƘƛŎƘ ŘǊŜǿ ƻƴ aņƻǊƛ ŎǳƭǘǳǊŀƭ ǳƴŘerstanding of the order of life and being 
and reflected life stages of being, divine potential, darkness and light. The evaluation found that the 
Ƴŀƴǳ ŀǳǘŜ ŀƴŘ ǊƻƴƎƻņ ŀŎǘƛǾƛǘƛŜǎ ƛƴŎǊŜŀǎŜd ǘƘŜ ŜŦŦŜŎǘƛǾŜƴŜǎǎ ƻŦ Yt¢h ǇǊƻƎǊŀƳƳŜǎ ƛƴ aņƻǊƛ 
communities. Te Whakauruora training as part of service delivery was seen as having a positive 
impact on health promotion activities, improving ƘŜŀƭǘƘ ŀƴŘ ǿŜƭƭōŜƛƴƎ ŦƻǊ aņƻǊƛΣ ŀƴŘ ƛƴŎǊŜŀǎing 
access to services. 
 

1.2.5 Examples of cultural competency 

The following are some examples of the activities by region that demonstrate the cultural 
competency of the KPTO teams. 

¶ Whanganui: Stakeholders reported high cultural competency among KPTO staff. When asked to 
elaborate, the majority of stakeholders highlighted KPTO leadership with respect to tikanga 
during hui. Although KPTO staff attended Te Whakauruora training, there was little evidence 
that staff were supported to put this training into practice. Stakeholders commented that the 
organisational services were delivered in a culturally competent way through their commitment 
ǘƻ ǘƛƪŀƴƎŀ aņƻǊƛ ŀƴŘ aņƻǊƛ ŘŜǾŜƭƻǇƳŜƴǘ. However, KPTO activities and campaigns did not 
ƴŜŎŜǎǎŀǊƛƭȅ ǊŜŦƭŜŎǘ ŀ aņƻǊƛ ǿƻǊƭŘǾƛŜǿ, perhaps due to the collaborative initiatives that involved a 
whole-of-community approach rather than focusing on aņƻǊƛ exclusively. 

¶ Northland Far North: ¢ƘŜ Yt¢h ǇǊƻƎǊŀƳƳŜ ŘŜƭƛǾŜǊŜŘ ōȅ ¢Ŝ wǹƴŀƴƎŀ IŀǳƻǊŀ ƻ ¢Ŝ wŀǊŀǿŀ 
ǎƻǳƎƘǘ ǎƻƭǳǘƛƻƴǎ ǘƻ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ŀƴŘ ǇƻǎǘǾŜƴǘƛƻƴ ŦǊƻƳ ǿƛǘƘƛƴ ǘŜ ŀƻ aņƻǊƛΦ ¢Ƙƛǎ ƭŜŘ ǘƻ ǘƘŜ 
delivery of programmes such as roƴƎƻņ ŀƴŘ Ƴŀƴǳ ŀǳǘŜ ǘƘǊƻǳƎƘƻǳǘ ǘƘŜ CŀǊ bƻǊǘƘΦ ¢ƘŜ Yt¢h 
programme delivered by ǘƘŜ wǹƴŀƴƎŀ, extends the reach of the overall KPTO programme 
ƻōƧŜŎǘƛǾŜǎ ōȅ ǿƻǊƪƛƴƎ ŘƛǊŜŎǘƭȅ ǿƛǘƘ ǿƘņƴŀǳΦ  

¶ Northland Mid North: ¢ƘŜ Yt¢h ǇǊƻƎǊŀƳƳŜ Ǉǳǘ ǿƘņƴŀǳ ŀǘ ǘƘŜ ŎŜƴǘǊŜ ƻŦ its service delivery 
ƳƻŘŜƭΦ ¢ƘǊƻǳƎƘ ƛƴƛǘƛŀǘƛǾŜǎ ǎǳŎƘ ŀǎ IŜ ¢ƻƘǳ wŀƴƎŀǘƛǊŀΣ bƎņǘƛ IƛƴŜ IŜŀƭǘƘ ¢Ǌǳǎǘ ŀŘŘǊŜǎǎŜŘ ǘƘŜ 
ƴŜŜŘǎ ƻŦ ǘƘŜ ǿƘƻƭŜ ǿƘņƴŀǳ ǿƘƛƭe recognising the requirements of individual members. The 
ǇǊƻƎǊŀƳƳŜ ŦƻŎǳǎŜŘ ƻƴ aņƻǊƛ ŦǊŀƳŜǿƻǊƪǎ ŀƴŘ ǎƻǳǊŎƛƴƎ ǎƻƭǳǘƛƻƴǎ to suicide prevention and 
ǇƻǎǘǾŜƴǘƛƻƴ ŦǊƻƳ ǿƛǘƘƛƴ ǘŜ ŀƻ aņƻǊƛΦ Interviews and document reviews found that the Trust 
used Te Whakauruora training within service delivery. Where possible, it integrated the suicide 
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prevention contract with other health promotion activities in a deliberate attempt to promote 
ƘŜŀƭǘƘ ŀƴŘ ǿŜƭƭōŜƛƴƎ ŦƻǊ aņƻǊƛ ŀƴŘ ƛƴŎǊŜŀǎŜ ŀŎŎŜǎǎ ǘƻ ǎŜǊǾƛŎŜǎ ŀŎǊƻǎǎ ǘƘŜ ǎǳƛǘŜ ƻŦ its services. 

¶ South Auckland: The provider is an iwi-based trust that is heavily underpinned by tikanga 
practices. Building the capacity of cultural competency both internally and externally was a key 
element of the organisation. As both KPTO Coordinators had recently joined the programme, the 
evaluation team was able to observe ς ŘǳǊƛƴƎ ǘƘŜ ǇǁǿƘƛǊƛΣ ƳƛƘƛ ŀƴŘ ǿƘŀƴŀǳƴƎŀǘŀƴƎŀ Ǉrocess on 
ǘƘŜ ǘŜŀƳΩǎ ŀǊǊƛǾŀƭ ς their tikanga practices and understanding of Raukura Hauora o Tainui that 
ŦƻǊƳŜŘ ǇŀǊǘ ƻŦ ǘƘŜƛǊ ƛƴŘǳŎǘƛƻƴ ǇǊƻŎŜǎǎΦ .ƻǘƘ /ƻƻǊŘƛƴŀǘƻǊǎ ǿŜǊŜ ŦƭǳŜƴǘ ǎǇŜŀƪŜǊǎ ƻŦ ǘŜ ǊŜƻ aņƻǊƛ 
ŀƴŘ ƻƴŜ /ƻƻǊŘƛƴŀǘƻǊ ŦŀŎƛƭƛǘŀǘŜŘ ŀ Ƴŀǳ Ǌņƪŀǳ ǇǊƻƎǊŀƳƳŜ ǿƛth rangatahi. The KPTO Team Leader 
also explained the history of Raukura Hauora o Tainui at the beginning of the evaluation hui. Both 
KPTO Coordinators commented that these tikanga practices were essential in programme delivery. 

¶ Bay of Plenty: KPTO staff commented that they had made a concerted effort to incorporate a 
strategic approach to bring back the rangatiratanga and mana to communities. One focus of the 
KPTO programme was ǘƘŀǘ ǎŜǊǾƛŎŜǎ ǎƘƻǳƭŘ ōŜ ŀǘǘǳƴŜŘ ǘƻ ǿƘņƴŀǳ ŎǳƭǘǳǊŀƭ ƴƻǊƳǎ ŀƴŘ ǊŜŎƻƎƴƛǎe 
the realities and opportunities in te aƻ aņƻǊƛ ŀƴŘ ƛƴ ǘƘŜ ǿƛŘŜǊ ǎƻŎƛŜǘȅΦ ¢ƘŜ ǿƘņƴŀǳ ƎǊƻǳǇ 
consulted agreed with this approach. KPTO staff worked hard ǘƻ ƪŜŜǇ aņƻǊƛ ŀƴŘ ƛǿƛ ƛƴǾƻƭǾŜŘ ƛƴ 
raising awareness of suicide prevention on a regular basis.  

¶ Lakes District: Since the inception of the Te wǹƴŀƴƎŀ ƻ bƎņǘƛ tƛƪƛŀƻ ¢Ǌǳǎǘ in 1987, its core 
business has been to support ƛǿƛΣ ƘŀǇǹ and ǿƘņƴŀǳ ƻŦ ¢Ŝ !Ǌŀǿŀ ŀƴŘ ¢ǹwharetoa, including 
Kaingaroa and Mangakino. The evaluation team found significant evidence ƻŦ ǘƘŜ ǇǊƻƎǊŀƳƳŜΩǎ 
cultural competency, such as in the KPTO-led, marae-ōŀǎŜŘ ǿņƴŀƴƎŀ ŀƴŘ marae toolbox. 
StakeholdersΩ ŀŎƪƴƻǿƭŜŘƎŜƳŜƴǘ ƻŦ ŀƴŘ ǊŜǎǇŜŎǘ ŦƻǊ ǘƘƛǎ ŎƻƳǇŜǘŜƴŎȅ ǿŀǎ ŀƭǎƻ ŜǾƛŘŜƴǘ. A number 
ƻŦ ǿƘņƴŀǳ ƛƴƛǘƛŀǘƛǾŜǎ, including the mŀǊŀŜ ǿņƴŀƴƎŀ, received positive evaluations.  

¶ IŀǿƪŜΩǎ .ŀȅΥ Staff commented that, while collaborations such as the interagency groups 
appeared to have some benefit, the stronger emphasis was on increasing networks within iwi, 
ƘŀǇǹ ŀƴŘ marae. These linkages provided an opportunity to work with people who could pass on 
sound advice in a different context and with the right cultural support. For example, the KPTO 
team delivered a positive workshop to over 100 participants at Te Aranga Marae, who were a 
great audience to raise awareness about suicidal tendencies. Cultural integration into all 
provider programmes was a key foundation for the provider. 

¶ Christchurch: ¢ƘŜ ǇǊƻƎǊŀƳƳŜ ǿŀǎ ŘŜƭƛǾŜǊŜŘ ōȅ aņƻǊƛ ŦƻǊ aņƻǊƛΦ However, documentation and 
stakeholder responses offered ƭƛǘǘƭŜ ƘŀǊŘ ŜǾƛŘŜƴŎŜ ǘƘŀǘ ǘƘŜ ǇǊƻƎǊŀƳƳŜ ǳǎŜŘ aņƻǊƛ ŦǊŀƳŜǿƻǊƪǎ 
or health models, even though staff had been trained in these areas. According to stakeholders, 
pǊƻƎǊŀƳƳŜ ŘŜƭƛǾŜǊȅ ǿŀǎ ŎǳƭǘǳǊŀƭƭȅ ŎƻƳǇŜǘŜƴǘ ŀƴŘ ǳǇƘŜƭŘ ǘƛƪŀƴƎŀ aņƻǊƛ ƛƴ Ƙǳƛ ŀƴŘ ŦƻǊǳƳǎ, and 
KPTO staff were highly culturally competent. One stakeholder commented that the KPTO 
programme ƛƴŦƭǳŜƴŎŜŘ Ƙƻǿ Ƙƛǎ ƻǿƴ ƻǊƎŀƴƛǎŀǘƛƻƴ ǊŜǎǇƻƴŘŜŘ ǘƻ aņƻǊƛΦ  

¶ Invercargill / Southland: Although monitoring reports described tikanga-based training 
opportunities, after a change in Ministry of Health policy in 2012 KPTO Coordinators were no 
longer able to access Te Whakauruora training. KPTO Coordinators felt that this change reduced 
their access to cultural competency training within the suicide prevention landscape. The KPTO 
ǇǊƻƎǊŀƳƳŜ ƻǾŜǊ ǘƘŜ ŜǾŀƭǳŀǘƛƻƴ ǇŜǊƛƻŘ ǘŀǊƎŜǘŜŘ ǿƘņƴŀǳ aņƻǊƛ but there was little evidence that 
aņƻǊƛ ŦǊŀƳŜǿƻǊƪǎ were used to influence service design and planning. The KPTO programme 
delivered by NƎņ YŜǘŜ aņtauranga in 2011ς2012 was a generic suicide prevention programme. 
Then, from late 2012 and 2013, key suicide prevention messages delivered by KPTO were lost in 
the design and delivery of health promotion messages that were again generic in nature. 
Programme planning and design were influenced by the Ottawa Charter, which was clearly 
useful in terms of health promotion principles but stakeholders felt that the programme 
ƎŜƴŜǊŀƭƭȅ ƭŀŎƪŜŘ ŀ ƪŀǳǇŀǇŀ aņƻǊƛ ƛƴŦƭǳŜƴŎŜΦ 
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1.2.6 Strengths and opportunities for improvement 

Competency in health promotion and partner collaboration: All providers used workshops, 
ǿņƴŀƴƎŀΣ ŎƻƳƳǳƴƛǘȅ ŜǾŜƴǘǎ ŀƴŘ Ƙǳƛ ǘƻ ǇǊƻƳƻǘŜ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ƛƴ ǘƘŜƛǊ ǊŜƎƛƻƴǎ. Some 
supported these activities with toolkits, hand-outs and other resources for families to take away. 
¢ƘŜȅ ŀƭǎƻ ǿƻǊƪŜŘ ǿƛǘƘ ƪŜȅ ǎǘŀƪŜƘƻƭŘŜǊ ƎǊƻǳǇǎ ǘƻ ƛƴŦƭǳŜƴŎŜ ǘƘŜƛǊ ŜƴƎŀƎŜƳŜƴǘ ǿƛǘƘ aņƻǊƛ ŎƭƛŜƴǘǎ ŀƴŘ 
in many cases they shared resourcing, undertook common planning, jointly developed and delivered 
initiatives at community events, and achieved tangible outcomes (e.g. lights installed in Whanganui 
and HawkeΩs Bay in areas known for high suicides).  
 
Scope of KPTO: It was necessary to clarify the role (and limitations) of the KPTO programme in the 
intervention/postvention realm in order to address unrealistic expectations of it. This was an area of 
tension because some providers wanted to provide a seamless array of support from prevention to 
intervention to postvention, all under the auspices of the KPTO programme. In one area, the 
provider focused the KPTO programme solely on health promotion, but recommended its expansion 
to include intervention and postvention.  
 
Awareness of KPTO mandate: As the stakeholder interviews and survey showed, in most regions 
awareness of the KPTO programme, its role and delivery elements were limited. In particular, many 
did not know whether they should expect KPTO staff to be involved in intervention processes.  
 
Coordinated capacity development for Coordinators: Building the capability of KPTO Coordinators 
was identified as an area for improvement from a national perspective. Although various training 
solutions were identified, there was no central coordination of what would be of most value or 
critical in the KPTO role. All KPTO providers suggested that the Ministry of Health invest in 
developing a structured skills and knowledge training programme for staff that was specifically 
linked to the suicide prevention objectives (similar to the national Breastscreen Aotearoa 
coordinator training programme). Likewise, some KPTO Coordinators recommended developing 
nationally branded KPTO resources (again similar to Breastscreen AotearoaΩǎ nationally branded 
resources) to give the programme a consistent national profile, especially in the media. 
 
Among surǾŜȅ ǊŜǎǇƻƴŘŜƴǘǎΩ ǎǳƎƎŜǎǘƛƻƴǎ ǘƻ strengthen the KPTO programme were to: 

¶ focus more explicitly on delivering community-based education initiatives that empower 
ǿƘņƴŀǳ ŀƴŘ ŎƻƳƳǳƴƛǘȅ ǘƘǊƻǳƎƘ ƪƴƻǿƭŜŘƎŜΣ ǎƪƛƭƭ ŘŜǾŜƭƻǇƳŜƴǘ ŀƴŘ ƛƴŎǊŜŀǎŜŘ ŎƻƴŦƛŘŜƴŎŜ ǘƻ 
identify and respond to incidents relating to suicide 

¶ improve the linkage and coordination between KPTO and specialist mental health and crisis 
ǎǳǇǇƻǊǘ ǎŜǊǾƛŎŜǎ ǘƻ ǎǘǊŜƴƎǘƘŜƴ ƛƴǘŜǊǾŜƴǘƛƻƴ ŀƴŘ ǇƻǎǘǾŜƴǘƛƻƴ ǎǳǇǇƻǊǘ ŦƻǊ ŎƭƛŜƴǘǎ ŀƴŘ ǿƘņƴŀǳ ǘƻ 
access these services 

¶ develop a nationally consistent, locally contextualised communications strategy to increase the 
visibility, awareness and leadership around suicide, which would include a specific strategy 
around social media 

¶ more strongly integrate culturally based initiatives that promote resiliency, identity and social 
ŎƻƴƴŜŎǘƛƻƴǎ ǘƻ ǿƘņƴŀǳΣ ƛǿƛ ŀƴŘ ǘƘŜ ǿƛŘŜǊ ŎƻƳƳǳƴƛǘy as a protective factor against suicide 

¶ develop a community-wide planning framework to strengthen agency and provider 
collaboration and integration of services 

¶ develop a stronger evidence base and dissemination strategy across the country to identify 
approaches that are working in this area, as well as make a greater investment in local research 
initiatives  

¶ strengthen the KPTO monitoring framework so that indicators are more clearly able to measure 
the impact and value of the programme.  
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1.2.7 Examples of strengths and opportunities for improvement 

¶ Whanganui: Due to the health promotion nature of the KPTO programme, it was very difficult to 
determine whether running workshops or having a presence at community events led specifically 
to positive changes for the community. Building strong networks was a critical element and a 
strength of the service. There was clear evidence of strong networks across multiple agencies and 
community organisations, which were further supported by the number of stakeholders who 
agreed to participate in this evaluation at short notice. The KPTO Coordinators had a strong 
presence in the community and among key stakeholder groupings. Service integration was seen as 
another positive aspect of the organisation. Staff believed that aƭƭ ǎŜǊǾƛŎŜǎ ǿƛǘƘƛƴ bƎņ ¢ŀƛ ƻ ¢Ŝ !ǿŀ 
could refer clients on to other services and they did so frequently.  

¶ Northland Far North: The strength of the KPTO programme of ¢Ŝ wǹƴŀƴƎŀ ƻ ¢Ŝ wŀǊŀǿŀ was that 
its activities and its solutions to suicide prevention were ŘŜǊƛǾŜŘ ŦǊƻƳ ǘŜ ŀƻ aņƻǊƛΦ wŜǎƻǳǊŎŜǎ 
produced by the KPTO Coordinator were used in the wider mental health sector and promoted 
by the Northland DHB. Activity and workshop evaluations reinforced the conclusion that the 
wǹƴŀƴƎŀΩǎ approach to suicide prevention had positive outcomes. Given the nature of the 
suicide landscape, staff reported that the KPTO programme could extend its reach by 
encompassing suicide intervention and postvention as well as prevention.  

¶ Northland Mid North: The KPTO programme had a strong health promotion focus but the 
organisation believed it would be more effective if it widened its focus to incorporate suicide 
intervention and postvention in addition to prevention. KPTO staff commented that KPTO 
involvement in postvention can support prevention.  

¶ Bay of Plenty: Over the evaluation period, KPTO staff used innovative ways to promote wellbeing 
ŀƳƻƴƎ aņƻǊƛΦ Lƴ ŀŘŘƛǘƛƻƴ ǘƻ ŘŜƭƛǾŜǊƛƴƎ ǿƻǊƪǎƘƻǇǎ ŀƴŘ ŀǘǘŜƴŘƛƴƎ ŎƻƳƳǳƴƛǘȅ ŜǾŜƴǘǎΣ Yt¢h ǎǘŀŦŦ 
worked with key stakeholder groups to influence their ŜƴƎŀƎŜƳŜƴǘ ǿƛǘƘ aņƻǊƛ ŎƭƛŜƴǘǎΦ ¢ƘŜƛǊ 
participation in relevant advisory groups, events, community engagement forums and training 
over the years was critical to keeping the KPTO agenda as a consistently high priority. KPTO 
Coordinators were able to demonstǊŀǘŜ ŀ ƴǳƳōŜǊ ƻŦ ŜŦŦŜŎǘƛǾŜ ŜƴƎŀƎŜƳŜƴǘ ŀŎǘƛǾƛǘƛŜǎ ǿƛǘƘ ƛǿƛΣ ƘŀǇǹ 
ŀƴŘ ǿƘņƴŀǳΦ ¢ƘŜ ŘƻŎǳƳŜƴǘ ǊŜǾƛŜǿ ƛŘŜƴǘƛŦƛŜŘ ǘƘŀǘ ƛǘ ǿŀǎ ŎǊƛǘƛŎŀƭ ǘƻ ǊŜŎƻƎƴƛǎŜ ǘƘŜ ŎǳƭǘǳǊŀƭ 
ŘƛǎǘƛƴŎǘƛǾŜƴŜǎǎ ƻŦ ǿƘņƴŀǳΣ ƘŀǇǹ ŀƴŘ ƛǿƛ ƛƴ ŜƴƎŀƎŜƳŜƴǘ ŀŎǘƛǾƛǘƛŜǎΦ ! Yt¢h ǇǊƛƴŎƛǇƭŜ ƛǎ ǘƘŀǘ ǎŜǊǾƛŎŜǎ 
shƻǳƭŘ ōŜ ŀǘǘǳƴŜŘ ǘƻ ǿƘņƴŀǳ ŎǳƭǘǳǊŀƭ ƴƻǊƳǎ ŀƴŘ ǊŜŎƻƎƴƛǎŜ ǘƘŜ ǊŜŀƭƛǘƛŜǎ ŀƴŘ ƻǇǇƻǊǘǳƴƛǘƛŜǎ ƛƴ ǘŜ ŀƻ 
aņƻǊƛ ŀƴŘ ǿƛŘŜǊ ǎƻŎƛŜǘȅΦ !ƳƻƴƎ ǘƘŜ ŦƛƴŘƛƴƎǎΣ ƭŜŀǊƴƛƴƎǎ ŀƴŘ ƻǳǘŎƻƳŜǎ ǘƘŀǘ ŎŀƳŜ ŦǊƻƳ ǘƘŜ 
Kawerau cluster was that the KPTO programme could bridge the clinical gap and bring 
communities together. KPTO staff, who had been heavily involved in the programme for a number 
of years, commented that the programme was not strongly coordinated, with nine sites taking 
quite different approaches. Although they did not think the current arrangements were bad, the 
KPTO staff felt that a better-coordinated programme would make it easier to identify what was 
working and what was not. A national role or body would be able to provide induction services, 
disseminate important communications, connect KPTO providers with the Ministry of Health, fulfil 
ŀƴ ŀŘǾƻŎŀŎȅ ƻǊ ŀŘǾƛǎƻǊȅ ǊƻƭŜΣ ŎƻƭƭŀǘŜ ǊŜǎƻǳǊŎŜǎ ŀƴŘ ƘƛƎƘƭƛƎƘǘ ǘƘŜ ƻƴŜǎ ǘƘŀǘ ǿŜǊŜ ǿƻǊƪƛƴƎ ŦƻǊ aņƻǊƛΣ 
and undertake general collaboration activities such as the national hui. 

¶ South Auckland: In their interviews, stakeholders showed that they had limited awareness of 
the KPTO programme. Some of their comments indicated room for improvement in building the 
capability of KPTO Coordinators and in coordinating the programme. As both KPTO Coordinators 
had been in their role for less than three months, they were unable to contribute significant 
information on the evaluation period. However, they did wish to discuss their plans for 
improving or developing the KPTO programme. Activities that were to form part of their 
planning processes in the future include: 

¶ delivering ŀ aņƻǊƛ ǎǳƛŎƛŘŜ ǇǊŜǾŜƴǘƛƻƴ ŎŀƳǇŀƛƎƴ ǘƘŀǘ ƛǎ ŎǊŜŀǘŜŘ ŀƴŘ ƭŜŘ ōȅ ȅƻǳǘƘ, which could 
include a performing arts initiative ς ΨYouth are so vulnerable these days and social media has 
ƘŀŘ ŀ ōƛƎ ƛƳǇŀŎǘ ōǳǘ ƻǳǊ ȅƻǳǘƘ ŘƻƴΩǘ ƘŀǾŜ ǘƘŜ ǘƻƻƭǎΩ 
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¶ developing and implementing a kaupapa for Ƴŀƴŀŀƪƛ ǿƘņƴŀǳ ǘƻ ǳƴŘŜǊǎǘŀƴŘ ǘƘŜƛǊ ƛŘŜƴǘƛǘȅ ƛƴ 
terms of whakapapa, Ƴņtauranga and tƛƪŀƴƎŀ aņƻǊƛ 

¶ implementing the RAID Movement as a nationwide strategy while appreciating that research 
evidence is required first 

¶ supporting the key role of iǿƛΣ ƘŀǇǹ ŀƴŘ mŀǊŀŜ ƛƴ ǇǊƻƳƻǘƛƴƎ ƳŜƴǘŀƭ ǿŜƭƭōŜƛƴƎ ǿƛǘƘ ǿƘņƴŀǳΣ 
particularly by connecting kaumņtua with rangatahi which was a need confirmed by one 
stakeholder 

¶ developing ŀ ǊŜǎƻǳǊŎŜ ǘƻƻƭ ǘƻ ŜŘǳŎŀǘŜ ǿƘņƴŀǳΣ ƘŀǇǹΣ ƛǿƛ ŀƴŘ Ƙapori on suicide awareness 
and prevention. This could include a digital resource for schools ς Ψideally a tool on the 
cellphone like an APΩ ς which would avoid the wastage of paper resources 

¶ focusing on influence at a Government level ς ΨWe need a champion like [former] Minister Jim 
Anderton and [former] Minister Tariana TuriaΩ 

¶ ƛƳǇƭŜƳŜƴǘƛƴƎ ŀ ƴŀǘƛƻƴŀƭ ōƻŘȅ ǊŀǘƘŜǊ ǘƘŀƴ ƘŀǾƛƴƎ ƴƛƴŜ ŘƛŦŦŜǊŜƴǘ ΨƘŜŀŘǎƘƛǇǎΩΣ ŜŀŎƘ ǿƛǘƘ ŀ ŘƛŦŦŜǊŜƴǘ 
flavour. The national body could provide one heart, one mission and one vision, measure 
strategies and coordƛƴŀǘŜ ǘƘŜ ΨǊƛƎƘǘΩ ŦƭŀǾƻǳǊΣ ǿƘƛŎƘ ŎƻǳƭŘ ōŜ ŀƭƛƎƴŜŘ ǘƻ ²Ƙņƴŀǳ hǊŀ ƻǳǘŎƻƳŜǎ 

¶ building community champions to work in schools and build the capability of parents as 
educators. 

¶ Lakes District: The document review confirmed that KPTO maintained strong relationships 
within the community and was well connected. KPTO staff also played a key advocacy role in the 
varying events and forums that they attended or participated in. One suggestion for 
improvement was to build resiliency in the community through community-based activities and 
initiatives that brought people together to work on them. Some stakeholders made comments 
ǎǳǊǊƻǳƴŘƛƴƎ ǇƻǎǎƛōƭŜ ŀƭƛƎƴƳŜƴǘ ǘƻ ²Ƙņƴŀǳ hǊŀ ŀƴŘ ²ŀƪŀ IƻǳǊǳŀ ǘƻ ŜƴǎǳǊŜ ƭƻŎŀƭ ŀƴŘ ƴŀǘƛƻƴŀƭ 
ŀƭƛƎƴƳŜƴǘ ƻŦ ǎǘǊŀǘŜƎƛŜǎ ōŜƛƴƎ ƛƳǇƭŜƳŜƴǘŜŘ ƛƴ aņƻǊƛ ŎƻƳƳǳƴƛǘƛŜǎΦ !ƴƻǘƘŜǊ ǎǳƎƎŜǎǘƛƻƴ ǿŀǎ ŀƭǎƻ 
for more national exposure of KPTO so that all regions of the country knew the programme was 
available in their respective region. 

¶ Christchurch: As the document review and stakeholder interviews showed, the success of the 
KPTO programme relied on strong relationships with key stakeholder groups. These relationships 
enabled multiple organisations to share resources to promote suicide prevention messages. 
Stakeholders reported that collaborative activities had mutual benefits such as achievement of 
shared outcomes, wider community impact and coordinated planning. Clear opportunities 
existed to improve coordination among agencies and providers to enhance outcomes across the 
Christchurch population. If all members of the multi-agency suicide prevention forum used 
standardised forms such as evaluation tools, the group would gain enhanced knowledge about 
the collective impact of their efforts at a population level.  

¶ Invercargill / Southland: Stakeholders interviewed commented on the health promotion focus 
of the KPTO programme, which felt was at odds witƘ ŀ ƪŀǳǇŀǇŀ aņƻǊƛ ŀǇǇǊƻŀŎƘ ƻǊ ŀ aņƻǊƛ ǾƛŜǿ 
of suicide prevention. KPTO staff considered that the programme would be substantially 
enhanced, with ƻǇǇƻǊǘǳƴƛǘƛŜǎ ŦƻǊ ƳƻǊŜ ƳŜŀƴƛƴƎŦǳƭ ǿƘņƴŀǳ ŜƴƎŀƎŜƳŜƴǘ, if it was extended to 
include suicide intervention and postvention activities.  

 

1.3 Assessment against KPTO Accountability Framework and All Age Suicide 
Programme Logic Model 

This section offers an assessment of the overall evaluation findings against the KPTO Accountability 
Framework and All Age Suicide Programme Logic Model. Its focus is on the short-term programme 
outcomes developed in 2010 and outlined in the KPTO All Age Suicide Programme Logic Model. Each 
one is listed below (in bold) and findings are recorded against each of these objectives. 
 
 
 




























































































































































