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1. Introduction

The Mental Health Commission is developing a new Blueprint (Blueprint Il) for the Mental Health

and Addiction (MHA) Sector2 @S NJ 1 KS ySEG SAIKG Y2y iKBludprint¢ KAa g2
for Mental Health Services in New Zealand: How Things Need@tg&iBehe past decade, the

original Blueprint has guided MHA resourcing and service development.

Much has changed since 1998: our service capability and capacity has improved greatly, our
understanding of the nature of population need and the pervasive influence of mental health and
addiction has deepened, and there is a wider range of interventions and innovative service
responses that are available. The environment is shifting with the prospect of constrained
resources, requiring us to leverage value from all the resources available to us. We are facing
complex challenges, opportunities and trade-off choices that demand we see the system as a whole
while acting locally to improve the quality for consumers. That requires a collaborative and
integrative resourcing and development framework.

It is now time to update the Blueprint to better reflect current service models and challenges to
chart a sustainable pathway for future service development.

This document is intended as a brief insight to provide background information on the project and
concepts guiding Blueprint Il. If you want further information, please visit the Mental Health
Commission website or email us to register to receive updates on the development process and
opportunities for you to provide input.

We hope you get involved. Go to www.mhc.govt.nz/new-blueprint.



http://www.mhc.govt.nz/new-blueprint

2. What is Blueprint II?

Blueprint Il will provide a framework to support outcomes oriented resourcing decisions for MHA
services in New Zealand. It will help align need, services, resourcing and performance measures to
drive ongoing service development and innovation in the mental health and addiction sector over
the next decade.

Blueprint Il acknowledges that service development and innovation is both purposeful; driven by
district, regional and national priorities, and emergent; as clinical and service leaders respond to real
world challenges and opportunities. The Blueprint Il framework aims to support both aspects with
tools that enable consistent approaches to collaborative thinking, planning and resourcing by leaders
across the sector.

From a national perspective Blueprint Il will align with national programmes for the MHA sector
underway this year. They will collectively cover:
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From a regional and district perspective Blueprint Il will be designed to support more local priority
setting and collaborative service development both within and between MHA services, as well as
across integrated clinical networks that include more general primary and community care.

Using the best of current knowledge, the Blueprint Il project will provide:

1. Asustainable national resourcing pathway for mental health and addiction with a focus on
outcomes and options for leveraging value and productivity within constrained future
funding, includes advice on any ring-fence modifications.

2. Clear guidance for long term evolution of mental health and addiction services and the
associated resourcing and outcomes.

3. Mechanisms to review current performance and support of the sector to make evidence-
informed resourcing and service development decisions across the health continuum.

4. Support for region and district-level decisions and accountability to achieve an effective and
efficient local response.

The scope will include:

1. Defining the resource path options for core mental health and addiction resources and
creating mechanisms to directly influence how and where these resources are applied.

2. Influencing how general health spend can better impact on mental health and addiction
outcomes through integration and synergies with initiatives such as BSMC.

3. Exploring and developing new ways for cross and intersectoral resource packages to create a
recovery-focused environment for consumers.

4. Support service designs that maximise consumer/g K n Yahdd®mmunity contribution to
MHA outcomes.

Questions for Blueprint lIDoes this focus and scope cover the requirements for an effective planning
and resourcing framework that is relevant to cunrand anticipated challenges of the sector?
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3. Creating a resourcing framework for the future

The original Blueprint created the platform for investment in infrastructure for community-based
specialist services for those with most severe need to support recovery and reduce inequalities.
Blueprint Il must maintain this focus while supporting the next wave of population priorities, service
innovations and societal responses that address the health and wider impacts of MHA to enable
recovery and equity. Blueprint Il must also be sustainable for our nation.

|l OKASOAY3I WadzaGrAYylIoAfAlGEQ A& || OKIFffSy3as
increasing awareness of need and broadening service options. Sustainability requires innovative
service developments that focuses on value, including early interventions, use of low intensity care
settings and leveraging of opportunities for integration. Sustainability is the product of an overall
environment that positively influences the multitude of service development and resourcing
decisions made by clinical leaders, funders and service managers across the sector as a whole. As a
response, the Commission is proposing that Blueprint Il develops a resource guidance framework
that applies at two levels ¢ national and local, with both supporting practical clinical and service
development

This two-level focus is shown below and aims to develop a platform for continuous quality
improvement and system-wide learning.

The graphic belowescribes the two ftus areas for Blueprint II:

Sector wide MHA leadership of
innovation, development & learning

National direction,
priorities, challenge framing
and boundary setting

BP Il - National MHA framework to guide
outcomes oriented resourcing decisions

BPII ¢ Guidance for Local (region, district,
network, service) MHA outcomes
oriented resourcing and accountability
decisions

Local priorities,
challenges,
opportunities
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National level: The aim is to support national clarity around future goals, service systems, resourcing
levels and performance expectations (i.e. review and refresh the original Blueprint framework to
reflecttoda@ Qa & AlGdzZ GA2Y YR (G2Y2NNRBgQa OKIffSyaSaoo

Local level: Achieve nationally-consistent locally-led approaches and decision support for service
funding and resource allocation decisions and performance review that reflects national and local
priorities, challenges and opportunities.

In this framework, key actions for Blueprint Il development include:

National mental health and addiction framework to guide outcomes oriented resourcing decisions

1. Outline future resourcing pathway and value proposition for investing in MHA services to reach
a next level of outcomes, productivity and impact through innovation and integration.
2. Update method of calculating and targeting mental health and addiction resourcing for DHBs
(achieve alignment with population-based funding, review functionality of ring fence).
3. Define broadly future service mix and system performance across the continuum (access and
response goalsC may be a mix of input, output and outcome indicators).
. Identify how KPI mix could link to service and performance framework for DHBs.
5. Adviseonaa AYAAGSNRa GFNBSG F2NJ YSyidlf KSIFfGK FyR

Local mental health and addiction framework to guide outcomes oriented resourcing and
accountability decisions

1. Co-develop with regions, DHBs and services a consistent approach to more locally oriented goal
setting, performance monitoring, service development and investment decisions in line with
national frameworks.

Co-develop decision support tools to help quality service development and resourcing decisions.
Develop mechanisms to increase local flexibility for service decisions mix to meet local needs
and priorities.

4. Update DHB accountability framework with MOH to reflect new KPIs and targets.

The table below takes some of the key components of the original Blueprint and looks at how these
might be updated (or retained) to remain relevant for the challenges of the next decade.
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Key changes between Blueprint | and Blueprint II

From (original Blueprint)

To (Blueprint I1)

1 Focus on service improvement and
innovation, recovery and responding to
GKS ySSRa 2F an2NJ
high need populations

2 Blueprint resourcing and performance
mechanisms form core MOH and DHB
contractual relationships and obligations

3  Future resourcing description from a
position of deficit (influenced by Mason
Inquiry) - need to invest to catch up and
enable safe community services

4 Needs and required service response
specified for the 3% most in need

5  Resourcing requirements defined as
inputs to achieve service levels

6  Performance standards linked to access
rates for the 3% - and in achieving

prescribed levels of inputs
(FTEs/services)

7  No specific requirements for updating
the Blueprint

8  Prescriptive inputs ¢ same for each DHB

9  General advice on resourcing new
services

10 Focus on core mental health investment

Focus on service improvement and innovation,
NBEO2@BSNE YR NBaLRYRAY

Pacific and other high needs populations

Blueprint Il resourcing and performance mechanisms
form core MOH and DHB contractual relationships

and obligations

Future resource description from a position of
relative strength within a narrow focus ¢ need to
maximise value of existing resources as the core of a
more integrated approach to MHA that strengthens
and utilises the resources of primary care and the

resouNDS&a 2F LIS2 L) S

Iy R

Needs and service responses specified for the whole
population, with a specific focus on those most in
need (including integration across public health,
primary health and specialist service responses)
Resourcing requirements align with population-
based funding formula and the need to meet future-

focused mental health and addiction KPIs

Performance standards linked to a mix of inputs,

outputs and outcomes across a continuum (building

on existing KPI developments or proposing a KPI
development agenda where critical). Itis proposed

that MHA performance indicators should be

AyOf dZRSR AYy aAyAaidSNRa
Blueprint Il should be a 10-year vision with more
frequent and periodic updating in order to remain

current

Clear national priorities and requirements, with
flexibility of interpretation and relative investment
across each DHB to reflect local needs, diverse

populations and service options

To explicitly address ways to support regions, DHBs
and clinical networks to increase their expertise as

funders and purchasers of mental health and

addiction services, especially to address future
challenges to improve outcomes and productivity

within a much more constrained funding
environment

Address issues of integration with general health

services, especially primary healthcare and

alignment of inter-sectoral investment to support

recovery environment

Questions for Blueprint 15 2 (1 KS &S
Il should cover to be successful?

WFNRYKkG2Q aidliSYSyida
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4. Background for Blueprint Il development

The points below inform the Blueprint Il development:

4.1  Build from our strengths
New Zealand is seen by many as world leading in how it has developed its specialist services and
community based infrastructure to support people with mental health and addiction needs. It is also

making strong progress with areas such as primary mental health, public health de-stigimitisation
LINEANF YYSAa FYR an2NA LINPGARSNI ySig2Nl aod

However, there are still areas where we could do better; areas of unmet need, variation in quality of
service and variation in cost effectiveness. Whether it be in specific places, populations or system-
level performance, it is clear that there is more we can do.

In addition there is growing indications that the future resource environment will be very challenging
for the mental health and addiction sector. In real terms it is highly likely that mental health and
addiction funding will remain constrained, and as such will only increase the pressure on the sector
to deliver productivity improvements and do more with the resources available to it.

Questions for Blueprinll: How do we ensure thaturrent strengths in our MHA system are clearly
recognised and understood and therefore retained and enhanced? How do we utilise those strengths
to support the next steps in improvement and innovation without pressures foissgab limiting
necessary change?

42 [ SFNY FTNRY (GKS 2NAIAYIFE . fdzZSLINAYy(Qa
Since 1996, following the Mason Inquiry, a ring-fence was established to protect resources tagged
for mental health services.

The original 1998 Blueprint outlined a programme of resourcing for mental health and addiction
services to achieve acceptable access rates for the 3% of the population who were estimated (at that
time) to be most affected by mental iliness and addiction. In 2006, Te Rau Hinengaro' revised this
figure to 4.7% of the population in any 12-month period, and identified other vulnerable population
groups with significantly higher prevalence rates, including adolescentsand a n 2 NJA

The Blueprint resourcing framework included mental health and addiction and addressed needs
across the age range. It also supported the concept of recovery and supported it becoming a service
priority. The Blueprint promoted the development of services for a n 2 aNd\Pacific people and set
2dzi GKS [/ 2 Y ¥fwbatkihd® ahddevels @f Aefide there needed to be for different
groups of people.

The Blueprint has enabled improved access rates to mental health services in recent years (see
below), particularly ¥ 2 NJ a n 2 NJR& Hokvafdr child}-y&uth Indl dlidr persons lag behind adults.

'hi1t88 .NRSYSS ad! 0 WoH9od 2S8tfas FyR Ydad {02000
{ dzNIBS @& ¢
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In 2009/10, 15 DHBs (71%) were at or above the 3% access target. Six DHBs (29%) are below target?.
DHBs that have reached the 3% for adults have opportunities to invest more broadly in mental
health and addiction priorities®.

Percentage of Total Clients accessing Mental Health and Addition Services by age
3.50%
3.00%
2.50% ///—/
2.00%
1.50%
1.00%

0.50%

0.00%
2002/03 2003/04 2004/05 2005/06 2006/07 2007/08 2008/09 2009/10 Q22010/11 Q3 2010/11

Total Child & Youth Total Adults Total Older people

(0-19 yrs) (20-64 yrs) (65+) —e— Total Clients

Questions for Blueprint 1IThe clear and straightforward approach to aligning needs, service
response, resourcing requirements and performance standards was effective at driving
improvements in theystem. How can we build from this approach while acknowledginghbkat
future will be more complex with requirements for increasing the reach of MHA services, greater
integrationand more options of services within a severely constrained budget?

43 TKS ySEG aél 0S¢ 2F aSNBAOS AYLINROSYSy
The mental health and addiction sector faces considerable challenges and opportunities. A recent

NELER2NI a¢26F NRa G(KS bSEG 21 @3S 27F aSyfdesdibed SFt GK |
the next phase of service development proposed by an expert working group. The group was

commissioned to identify the service configurations, models of care and health workforce

requirements to meet a doubling of service demand by 2020 with only a 30- 40% increase in funding

from 2010 levels (a substantial reduction from historic funding growth pathways).

? Ministry of Health: 2010 Mental Health and Alcohol and Drug Sector Performance Monitoring and
Improvement Report 2009/10

® |t needs to be acknowledged that access has only been measured through specialist services, and therefore is
not counting a significant part of the whole sector. Reductions in access could be seen as an indication of the
success of non-secondary care services ¢ highlighting the need for more systemic measures of performance.

* Health Workforce New Zealand: 2011 Towauds the Next Wave of Mental Health and Addiction Services and
Capability
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The report recommended taking a whole of system, whole of life course, person-centric approach
across eight consumer journeys’ that were used to describe the large majority of mental health and
addiction needs (see below):

Infant Child Youth Adult Elderly

X Life Course
Young woman at risk through
mental health & addiction
1. At risk families

& whUnau --1to +3 . ) Including impact on
3. Youth / 5. Big 5 high e

years; pregnancy, functioning and

post natal, maternal ad;r:iisectf/m prevalence independence of elderly

and infant wellbeing, Including impact on

parenting 5 chjidren with physical health

cognitive, Impact of conditions .
behavioural and adult MH & 8. People with
developmental addictions organic

disorders on families degenerative

<12 years

6. Low prevalence,
high severity
4. High risk
youth

7. Adult forensic
and/or Justice

Impact of substance abuse ;
system involved

Meta theme i Drivers of inequalities in mental health & addiction burden and outcomes

To achieve these goals within a constrained funding pathway the report recommended the following
key strategies:

1. Increase focus on the mix of services across the continuum towards earlier intervention
and mental health promotion, particularly for children and youth, and for older adults.

2. A wider scope for mental health and addiction services to reach 7-9% of the population
with both the highest needs and largest impact on wellbeing.

3. Progressive integration of existing specialist services across the wider continuum of
services to provide their expertise in community services, primary care and supported
self care.

4. Improved engagement of mental health and addiction sector with both general health
services and social services.

A very preliminary start towards a resource model was used to support the report, suggesting that
the goals could be achievable if there was substantial reconfiguration of the sector to maximise the
use of integrated resources across self care, primary, community and specialist settings. This
highlights the challenge for Blueprint Il to create a framework that facilitates rapid evolution within a
disciplined performance and learning structure that tests and refines critical ideas and assumptions
quickly.

Questions for Blueprint IThe future shape of mental health and addiction services will need to
evolve rapidly How can Blueprint Il suppdhte whole of sector development and innovation that
will be required?

> Health Workforce New Zealand 2011 Towards the Next Wave: Consumer life course journeys
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4.4 More near term priorities ¢ the 2011 Service Development Plan

The Service Development Plan is currently being drafted by the Ministry of Health and due to be
finalised in October 2011. The plan will provide direction for the next three years to improve mental
health and wellbeing and reduce alcohol and other drug misuse. It will support aligned change
across primary health, specialist services, other health services, and social agencies to improve
outcomes and making better use of public funds. It will also include specific actions and targets to
be achieved.

The following strategic themes are expected to be reflected in the plan, although yet to be
confirmed by Government.

The primary goal for the next 3 years: To improve rates of recovery for those already accessing
services while providing better access to effective services to improve mental health and wellbeing
for a wider range of people.

Underlying Principles
1. Using resources wisely

2. Removing barriers and enabling change
3. Addressing inequalities L} NIi A Odzf  NX @ F2NJ an2NR

Strategic Objectives
1. For people with low prevalence conditions and high needs
TOACHIEVE BETTER RATES OF RECOVERY

2. For people with high prevalence disorders®
TOINVEST IN WELL SUPPORTED, EFFECTIVE PRIMARY AND PHYSICAL HEALTH CARE SER\

3. For ourinfants, children and youth
TOTAKE CONCERTED ACTION TO BUILD RESILIENCE AND AVERT FUTURE ADVERSE
OUTCOMES

4. For our growing older population
TODEVELOP SERVICES THAT RESPECT AND PROTECT THEIR POSITIVE CONTRIBUTION

To achieve these objectives we will continue to build resilience, advance recovery, support self-
management and minimise harm for people in all age groups who are most adversely affected by
mental health or addictions issues. We will address the significant inequalities of health outcome
that exist for people within this group, and that exist between the members of this group.

We will invest in improving existing services and developing new services for infants, children and
young people, adults with high prevalence conditions, and the growing older population.

We will use our existing resources within both mental health and addictions services and primary
care more effectively and efficiently, and we will need to make high impact strategic investments in
new services.

® anxiety, depression, alcohol and drug issues, medically unexplained symptoms

9]Page Blueprint Il - Background and Approach



Any additional funding available will be invested in one of three ways: temporarily, as bridging
funding to leverage change in existing services; to address gaps in services for people of all age
groups with moderate to severe mental health or addictions issues; and/or to develop the nationally
prioritised new high impact services.

There will also need to be broad-based action across the wider spectrum of health and social
services, and within our communities. Our role will be to highlight this need and to contribute to a
joined-up approach in which everyone plays their part, because improving mental wellbeing is
everyone@ business.

Questions for Blueprint IIHowcan Blueprint lhelpcreategrounded thinking and planning that will
enable multiple stakeholders &xploreoptions and scenarios and to reach wefbrmed choices of
where and how future investments are made across the system as a whole?

4.5  Address issues with current Blueprint funding

From 2001-2010 the Blueprint guided the investment of additional funding into mental health and
addiction services to increase access to the 3% of the population with most need. It guided
investment in specialist services and workforce inside the ring-fence which grew at a rate higher
than the increase for Vote:Health. The 2010-11 resourcing mix is shown below.

Who Funds Mental Health?

Other Funding Sources including local DHB/PHO initiatives, ACC%, MSD?,
Private Insurance, corrections programmes, workplace wellness and counselling,
education programmes, and private expenditure

Non
“Ring fenced” Primary Mental Health - specific services $25m* + all other primary care where
funding mental health is a component (GP services, maternity, youth etc)”
PHARMAC funded anti psychotics ($66m) and anti depressives ($24m) totalling $90m*®
MoH directly funded Mental Health services MoH - $88m*
27%
Inpatient
“Ring fenced” 35%
funding 2 ) _  Fundingring NGOs

fenced in
Largely focused agreement

those with the y with the MoH
most severe i X $1.17bn*

disorders (3% of '

the population)

73%
Community

xt Wave of Mental Health & Addiction Services ¢

hildren in Care.
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Over recent years the Blueprint has lost some influence as funding policy evolved. In 2010 the
Ministry of Health changed the funding requirements for DHBs to include higher access rates to
specialist services for vulnerable population groups, new services in primary care and other
Government priorities. There is now a general consensus in the sector that the Blueprint needs to be
updated to align it with the broader policy environment. The reasons given include the following:

- Investment are based on inputs, not outcomes, or maximising value for money

- Reflects a model of care that was used 13 years ago

- Aprioritised focus on the 3% with most severe mental illness, with varied interpretations on
expenditure once the target is met

- Abias towards adult mental health (as opposed to child/older persons/addictions)

- Itis creating distortions in operational management to align services with out-dated
resourcing rules given the more contemporary models of care

- Mismatch between Blueprint funding and targets for mental health and population based
funding for other health services creates distortions and difficulties for many DHBs

- Need for greater funding flexibility

- Service performance data indicating value for money may be declining

Questions for Blueprint IIHow shouldBlueprint liprovide a clear resourcing framework for mental
health and addictionthatfd (2 R @ Qa FdzyRAy3a I yR aSNWBAOS Sy gdAiNR:
people understantl
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4.6  Respond to sector needs

In preparing the groundwork for Blueprint Il, the Mental Health Commission interviewed sector
leaders around what they would like to see Blueprint Il deliver. The diagram below is a high-level

summary of the feedback received.

People
Put people and
; their )
Integration ¢ 4 i |'i es/ wh (Protectien
Support an the centre of . .
explicit whole resourcing B#]'gj dgr;r;[hn‘:e%"’t‘g;s
system approach decisions

to mental health
and addiction

health and
addiction services
over the last

service design
and resourcing

BLUEPRINT

Recovery

Achieve an
organised service
and societal
response that
addresses risk
and enables
recovery across a
life course

Intervention

Strengthen focus
on early
intervention
across the life
course

decade

A national resourcing
framework for mental health
and addiction services that is
based on:

Productivity &
sustainability

Continuously
improve health
sector
productivity and

quality.

¢KS OKFftSy3as ra (2

Future focus

Provide a
resourcing
platform for the
next generation of
services and
emerging priorities

dzLJRI 48 G K

Accountability

Move from
accountability for
inputs to
accountability for
outcomes

Wellbeing for
all

Address emerging
inequality in
outcomes by

championing the
value of mental
wellbeing

S . f dzSLINA y i

example how can we design a resourcing framework that would put people and their

families/whnnau at the centre of resourcing decisions?

NB & 2 dzNX

Questions for Bluepnt 1I: How carBlueprint lbalance broad sector aspirations with a pragmatic
approach that develops a resourcing framework that works for DHBs and the Ministry of Health?
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5. Get involved in the Blueprint Il project

Process and timing

The Blueprint Il project is being developed by the Mental Health Commission with support from a
group of expert sector leaders. The project is being led by Dr Lynne Lane, the Mental Health
Commissioner.

Discussion document in December 2011:! v A YA GA I f  WRA 3ftOillde@om@efed iy 2 O dzY Sy
the end of December 2011. Consultation with the sector will occur in early 2012.

Final document in May 2012: A final document, and associated advice on policy settings and
implementation, will be completed by the end of May 2012 (note that on 1 July 2012, the current
Mental Health Commission is to be integrated with the Health and Disability Commission).

Following completion of Blueprint Il, the Government will review the document and determine
whether to accept the recommendations. If accepted, they would then influence the ongoing core
resourcing and performance agreements between the Ministry of Health and DHBs.

Your input

You all have a stake in ensuring the new system works for you, whether you are a consumer,
family/@ K n yerdber, NGO or a health worker. The Commission will conduct an in-depth
consultation on Blueprint Il over the coming month:s.

There will be several stages of feedback and consultation before the project is due to be completed.
We will be regularly updating those interested in the project about the opportunities for getting
involved.

Sign up for regular updates on the project by emailing info@mhc.govt.nz

Read regular updates on our website www.mhc.govt.nz/new-blueprint

Provide feedback online by clicking here

Attend presentations and discussions with key sector groups

If you have any further questions about how to get involved phone us on (04) 4748900

= =4 =4 =8 =9

The Blueprint Il development team

The Blueprint Il project is being led by the Mental Health Commissioner, with support from a Sector
Expert Advisory Group that in turn is supported by senior experts seconded from the MHA sector,
together with project support from health research and strategy group Synergia Ltd.
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