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Child and Youth Mental Health, Risk and 
Resiliency, assessment and management in 

young people in Aotearoa…
Northland GP Conference

Russell May 2018
Paul Vroegop

Pain Medicine Specialist and Paediatric Consult-Liaison Psychiatrist

Chronic Pain Service/Psychological Medicine/Centre for Youth Health Transgender Team 
Counties Manukau Health, Auckland

Pain Management Service / Te Roopu Kimiora (locum)
Northland DHB, Whangarei

Notes:
• Pain Medicine Training:  2 years, 1 year in a pain centre

(2 currently in NZ), open to those with a Fellowship from 
one of the feed-in Colleges, including RNZGP (GP’s this 
year >50% of Trainee Pain Fellows in Australasia)

• New Zealand Pain Society Annual Scientific Meeting will 
be held in the Bay of Islands in March 2020 – please 
consider being involved, and attending 

• ISPP (International Symposium on Pediatric Pain) will be 
held in Auckland in 2021

Summary of topics
• Provide input to Mental Health Commision!
• Developmental overview – children and adolescents
• Mental Health in C&A; whanau, community, primary and 

CAMH Services
• Risk and Resiliency in young people
• Assessment of young people: HEeADSSS
• Specific Presentations: Anxiety, Depression, substance 

misuse, suicide and self harm, disruptive behaviour

Youth

Adolescents are the worlds most immediate heirs;
The next age group to gain the advantages of adulthood.
Yet in every society they are the most likely to find them selves 

marginalised, abused, exploited and disregarded.
They are not young enough to inspire adult protection.
They are not old enough to grasp power and the possibilities of 

adulthood.
UNICEF 2003
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• 32% of young people have self-harmed / potentially 
lethal behaviour 

• ~29% had suicidal thoughts 
• 10% had attempted suicide in previous 12 months
• ~19% had indications of mental health issue

• More than 1 in 10 reported some level of sexual abuse 
(12.1%)

• 90% reported at least one parent cared about them

(NZ Youth ’07/’12 studies)

Youth Brain maturation
• High level executive function: full maturity well into 20’s

– Task initiation and management, Self-image
– Impulse control, Judgement
– Strategising pathways, Managing strong emotion

• Reward-initiating stimuli response – different compared 
to children and adults 

• Psychosocial maturity: matures later than thought (~ 
20yr)
– Responsibility, perspective, temperance
– Why? Not noticed when society was simpler?

More complex society?
Education and child rearing practices changed way 

brain matured?

Development

• Cognitive
• Emotional
• Identity
• Autonomy (locus of control)
• Moral

• So remember to put the young person in front of you into 
developmental context …

Child and Adolescent Psychiatry (1)

• Child and Adolescent Mental Health Services (CAMHS) are the 
specialist tier of clinical services for young people and whanau

• Individual, whanau, community and Primary Care also have 
significant roles in improving outcomes for young people

• The determinants of good “mental health” outcomes for young 
people and adults are mostly outside of the “sphere of influence” 
of the Mental Health system
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Child and Adolescent Psychiatry (2)
• Difficulties in adaptive functioning may arise in individual, 

relational, or family/whanau systems
• Influenced by biological, psychological, and social factors
• Profound effect on a young person’s trajectory
• Assessment and treatment take into account: 

– Attachment, and the critical effect of relationships on the (developing) 
human brain

– Developmental changes and trajectories
– Adaptive (and maladaptive) responses to the environment
– Family system functioning

• Aims to influence trajectory positively into adulthood

Resiliency
• Came from research examining the factors that impact 

on childhood development and lead to either positive or 
negative outcomes

• Seeks to understand why, in the face of similar adversity, 
some children struggle whereas others survive and 
prosper

• Provide a means to escape approaches which are 
�problem-focused�

• Leads to development of more empowering and 
recovery focused systems of intervention

Resiliency - Definitions

• Ability to tolerate multisystemic insults without 
experiencing significant disability

• The interaction between protective factors and risk 
factors that mitigate the occurrence of a negative 
outcome

Risk &
Resilience

- Compensatory processes
• Cumulative risk model
• Exposure to resilience 

factor beneficial 
whether or not 
exposed to risk 
factors

• E.g. IQ – beneficial 
whether or not child 
exposed to risk 
factors

Resilience factors

+ve outcomes

[Fergusson 2003]

Chronic adversity
(Risk factors)

-ve outcomes
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Risk &
Resilience

- Protective processes
• Interactive risks model
• Exposure to resilience 

factor beneficial only if 
exposed to risk as well

• Resilience factor not or 
less beneficial if not 
exposed to risk

• E.g. anxious-withdrawn 
behaviours protective in 
presence of alcoholic 
father

Chronic adversity
(critical characteristics)

+ve outcomes -ve outcomes

Intrapersonal
processes

Inherent
predispositions

[Rutter 1998]

Risk & 
Resilience

- timing 

• Risk and protective factors need to be considered in terms 
of their impact throughout a developmental trajectory

• Development as a process
• Effect of resilience seen in trajectory
• So timing, chronicity, context of risks critical

– Different risks become evident at different stages
– Or the same risks may have different impacts at different stages

Risk &
Resilience

- outcomes
• “Negative” outcomes may include a wide range 

of behavioural, social, educational, interpersonal 
and intrapersonal outcomes – some of these are 
seen by society as “mental health” issues

• These outcomes may be experienced as 
distressing for the person, their family, or 
society

• Negative outcomes include drug abuse, 
criminality, educational failure, mental illness, 
poor health, unemployment and poverty

Risk &
Resilience

- outcomes
• Mental health issues can be grouped into 
• Externalizing responses

– EtOH/drug dependence, conduct/ASPD, repeated interpersonal 
violence and repeated property offences

• Internalizing responses
– Depression, anxiety, suicidal ideation and attempts
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Risk & 
Resilience

- chronic adversity
�What determines a high risk child is not so much 

exposure to a specific risk factor but rather a life 
history that is characterised by multiple familial 
disadvantages…�
– Social and economic
– Impaired parenting
– Neglectful and abusive home environments
– Marital conflict
– Family violence 
– Adverse family life events

[Fergusson and Horwood 2003]

NZ Rates of childhood and family adversity (0-16)
[Fergusson and Horwood 2003]

Socioeconomic Adversity %
Family of semi-skilled/unskilled socioeconomic status 25.0
Both parents lacked formal educational qualifications 33.5
Family rated as having below average living standards on >3 occasions 10.3
Parental Change and Conflict
Experienced parental separation or entered single parent family at birth 34.2
Experienced 3 or more changes of parents 19.7
Physical violence or threats of physical violence between parents 22.0
Child Abuse
Experienced harsh or severe physical punishment 6.4
Experienced contact sexual abuse 11.6
Parental Adjustment
Parental history of problems with alcohol 12.1
Parental history of criminal offending 13.3
Parental history of illicit drug use 24.8

Early Risk & 
Resilience factors

Early/family risk factors
– Poor attachments
– Ineffective parenting
– Chaotic home environment
– Lack of a significant 

relationship with a caring 
adult

– Exposure to parental 
substance abuse, mental 
illness or criminal 
behaviour

Early/family protective factors
– Strong bonds between parents 

and children
– Parental involvement in child’s 

life
– Supportive parenting which 

meets diverse range of needs 
(ie emotional cognitive, social

– Clear limits and sound 
discipline

Later Risk & 
Resilience factors

• Later/external risk factors
– Inappropriate classroom 

behaviour
– Academic failure
– Poor social coping skills
– Association with peers with 

problem behaviours

• Later protective factors
– Parental monitoring, 

curfews, supervision, 
knowing friends, enforcing 
household rules

– Success in academic and 
outside activities

– Strong bonds with prosocial 
institutions (church)
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Risk & 
Resilience

• Risky periods
– Transitions – puberty, school changes, moving house community
– Stressful times – parental divorce
– Late adolescence and moving out of home

• Gender 
– In the past �femaleness� has been seen as a protective factor
– Now each sex is seen as having gender specific strengths and 

vulnerabilities
– Females resilient to externalising disorder
– Males resilient to internalising disorder

Examples of Risk & 
Resilience

-externalising• ‘Aggressive and 
impulsive toddler’

• ‘Rejected by peers, 
punished by 
teachers, fails at 
school’ 

• ‘Skipping school, 
associating with 
deviant peers, 
substance abuse’

• Parenting education
• Family support
• Daycare

• School programs
• Mental health 

treatment
• Extra tuition
• Social skills training

Examples of Risk & 
Resilience 

- substance abuse

• Reducing problems associated with substance 
abuse not about identifying (and intervening 
around) specific ‘substance use’ risk/resilience 
factors

• Rather substance abuse is just one of many 
potential problematic behavioural outcomes in 
high risk young people

• Targeting �substance use� prevention makes 
sense politically, but not practically

Risk & 
Resilience

- Personality
• Personality factors

– For risk of externalising disorder - low novelty 
seeking and high self-esteem mitigate against 
childhood adversity

– For risk of internalising disorder – low novelty 
seeking and low neuroticism mitigate against 
childhood adversity
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Risk & 
Resilience

- Early Relationships

• Attachment
– Strong parental attachment mitigates against 

internalising disorder
– Early relational trauma/neglect predisposes to 

dysfunctional affect and stress-regulation responses
• Emotional regulation

– Based on attachment
– protects against externalising behaviour, predicts 

better social and cognitive functioning

Risk & 
Resilience

- Later relationships
- Thoughts/beliefs

• Affiliations 
– Avoiding affiliation with delinquents mitigated against 

externalising behaviour
• Cognitive processes

– Beliefs, especially about self-efficacy, protective
– ‘hardiness’ – commitment, control, challenge
– ‘dispositional optimism’

Risk & 
Resilience
- Inherent 

predispositions
• Genetic factors

– Influence temperament
– Influence attachment 

(child-parent ‘fit’)
– Interact with environment 

to increase risk (eg 
serotonin transporter gene)

• Intrauterine (eg 
starvation)

• “Stress-diathesis” model, 
“constitution”

Chronic adversity
(critical characteristics)

+ve outcomes -ve outcomes

Intrapersonal
processes

Inherent
predispositions

Risk & Resilience  
– two sides of the same coin

• Externalizing:  5 sig. independent risk factors:
• Childhood adversity
• Gender (male)
• Deviant peer affiliations
• Novelty seeking (high)
• Self esteem (low)

• Internalizing: 5 sig. independent risk factors:
• Childhood adversity
• Gender (female)
• Neuroticism (high)
• Novelty seeking (high)
• Parental attachment (low)
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Risks (1)

[Fergusson and Horwood 2003]

Table 2a Rates (%) of externalizing behaviors
(16-21 years) by childhood adversity score 
(0- 16 years) (p significant to <0.0001)

Externalizing responses Adversity Score
0-1 2-3 4-5 6+ (high)

(N = 503) (N = 260) (N = 136) (N = 92)
Alcohol dependence 5.8 12.3 15.4 14.1

Illicit drug dependence 6.4 10.4 11.8 23.9

Conduct/antisocial personality disorder 3.8 8.1 8.1 15.2

Repeated (2+) violence offenses 9.2 16.2 16.9 30.4

Repeated (2+) property offenses 12.1 20.4 17.7 29.4

At least one of the above 20.5 31.9 36.0 50.0
Mean number (rate) of externalizing 
behavior problems 

0.37 0.67 0.70 1.13

Risks (2)

[Fergusson and Horwood 2003]

Table 2b Rates of internalizing behaviors (16-21 years) 
by childhood adversity score (0-16 years).

Internalizing responses Adversity Score
Measure 0-1 2-3 4-5 6+

(N = 503) (N = 260) (N = 136) (N = 92) 

Major depression 25.5 35.4 50.0 48.9
Anxiety disorder 17.9 23.5 30.9 43.5
Suicidal ideation 17.1 24.6 28.7 38.0
Suicide attempt 3.2 5.8 8.8 19.6
Any of the above 38.8 50.8 61.8 68.5
Mean number (rate) of 
internalizing problems 

0.64 0.89 1.18 1.50

Resilience 

[Fergusson and Horwood 2003]

Table 3. Rates (%) of later adjustment problems by childhood adversity
and resilience score.

Childhood Adversity Score

Resilience Score 
(Quartile)

0-1 (low) 2-3 4-5 6+ (high)

Q1 (high) 6.0 7.6 5.3 18.2
Q2 13.6 13.8 21.9 16.7
Q3 21.2 30.0 31.4 61.1
Q4 (low) 51.1 63.9 66.7 70.3

YOUTH MENTAL HEALTH:
ASSESSMENT
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Being “Youth Friendly”

• Be yourself (genuine)
• Avoid medical jargon
• Keep language non-judgmental / neutral
• Avoid assumptions
• Listen ( a lot )
• Avoid confrontations / ultimatums
• Regularly give feedback & supportive 

comments

Building trust

• Confident welcome
• Respond openly to young person’s initial 

reactions and feelings
• Clear introductions: yourself, your role, what 

you’ll be doing and why
• Move from less sensitive to more sensitive 

topics
• Move from third person to the personal
• Plans made with young person and family

Confidentiality / Privacy
• Seeing them on their own

– explained as part of standard process
– part of transition to “adulthood”

• Keep information confidential 

• Exception: “three harms”
– being harmed by someone else
– harming oneself
– harming others

• It is OK to set clear boundaries
– What is negotiable
– What is not negotiable (3 harms)

Why confidentiality is important

• Provides safe environment for the young 
person to disclose information

• Helps build trust and honesty

• Assuring confidentiality indicates respect
• Maintaining confidentiality is a measure of 

honesty
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HEeADSSS

• H – Home
• E – education / employment
• e – eating
• A – Activities (peer group)
• D – Drugs
• S – Sexuality
• S – Suicide / depression
• S - Safety

Intervention in Youth Mental Health (1) –
what works?

• Biological – foster health, regular routines/biological rhythms, 
excercise

• Psychological – foster hope, support belief in self-efficacy and 
capacity for change, problem-solving capacity, modifying 
behavioural responses

• Social – foster connectedness, relationships, responsibilities, 
decision-making, social competence

Intervention in Youth Mental Health (2)

• Primary prevention – society level
– Housing, unemployment, poverty, multigenerational patterns

• Secondary prevention – whanau/school/community level
– Early intervention, at risk children/families, eg working with parents who want things to 

be “better for my kids than it was for me”
• Tertiary prevention – specialist health/social services

– Treatment and rehabilitation (minimizing disability in young people with a mental illness) 

Specific Mental Health issues in young 
people

• Common, often relatively transient
• Often related to what is going on in a young persons life, though 

not always
• Difficulties often occur together (eg THC use increases risk of 

psychosis, or anxiety problems increase likelihood of alcohol use 
to cope)

• Recognition and intervention can make a big difference to a 
young persons life trajectory
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Alcohol and Other Drugs

• Very common
• Spectrum of occasional use to dependency – binge drink/drug use 

most common
Management:
• Ask questions about effects, risky behaviors when intoxicated
• Many AOD supports/counsellors available via schools, community, 

GP, CADS (Altered High) 
• Primary approach motivational interviewing: non judgmental, 

exploratory, client guides change

MI Spirit:
• Partnership
• Acceptance
• Compassion
• Evocation

MI Processes:
• Engaging
• Focussing
• Evoking
• Planning

Motivational Interviewing
Key Skills:  OARS
• Open Questions
• Affirmations
• Reflections 

(simple/complex)
• Summary 

Statements
Spirit

Processes

Skills

Anxiety problems

• Very common
• Spectrum from mild/situational (simple phobia, social anxiety) 
• to very disabling (OCD often not recognised, PTSD, GAD)
Management:
• Listen, explore levels of distress and risks
• Seek help via GP/school counsellors/MH service if disabling
• Primary treatment psychological/lifestyle/exercise
• If considering ssri: refer to CAMHS

Depression
• Very common in teenagers
• Sad/irritable mood for >2 weeks
• Disruption to biological rhythms (sleep, energy, appetite)
• Negative thoughts/self beliefs, poor concentration
• Change in school/work/social functioning

Management:
• Talk to young person
• Check for suicidal thoughts/risks
• School counsellor/GP/MH service (if severe)
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Self-Harm and Suicide:
• Assessment of a young person by an experienced youth mental health clinician is 

important
• Urgency depends on context (level of ongoing distress and intent) and capacity of 

adults in young persons life who can monitor their safety until assessment
• Assessment in an emergency setting will be trying to answer the following 

questions:
– Was this a suicide attempt?
– If so, how serious was it?
– How safe are you now?
– Do you have a psychiatric illness?
– Do you have a substance abuse problem?
– How can you keep yourself safe in the short term?
– Who can help?

Risk Factors - nutshell

• Baseline risk of suicide – 1%
• Psychosis, Bipolar disorder, Anorexia – incr risk x10
• Drug and Alcohol, Depression, Personality disorder – incr risk x3-4

• 10% suicides no identifiable mental health disorder (NB 20% have mental disorder at any 
one time)

Resiliency and suicide research

• 1994 USA, Add-Health Study 

• 90,000 USA teens surveyed

• 20,000 followed up at 1 year with additional parent, school and community data  

• Risk of suicidal act over 1 year

Suicide Risk

• high emotional distress 
• previous suicide attempt
• friend/family member suicide*
• victim of violence
• perpetrator of violence
• substance use*
• access to firearms*
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Suicide protective factors

• connectedness to family*
• connectedness to other caring adults
• connectedness to school*
• higher grade point average*
• feel safe in school
• religiosity

Prediction of suicide attempt

males
• 3 risk, 0 protective: 20% 
• 3 risk, 3 protective: 4% 
• 0 risk, 3 protective: <1%

females
• 3 risk, 0 protective: 30% 
• 3 risk, 3 protective: 8%
• 0 risk, 3 protective: <1%

Suicide in NZ youth:
•immediate risk of completed suicide is 

usually extremely low and cannot be 
predicted accurately

•most completed suicides occur between 17 
and 24, males > females by 2-3:1 (but 
female suicide attempts greatly outnumber 
males) 

•Contact with friends/whanau who have 
completed suicide is a risk factor

•risk before age 15 is very low (5 per year in 
NZ)

•completed suicides mostly due to falls, 
hanging, carbon monoxide and firearms

Self-Harm: Assessment

• Assessment in an emergency setting must answer the following 
questions:
– Was this a suicide attempt?
– If so, how serious was it?
– How safe are they now?
– Do they have a psychiatric illness?
– Do they have a substance abuse problem?
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Was this a suicide attempt?
•Expected Outcome: “What did you 

think would happen?”
•Intent (be specific):  “Did you mean to 

die?”
•Aim is often to escape a difficult 

situation
•Remember:  
– all self-harm must be considered 

dangerous behaviour
– self-harm is a communication 

(usually about the situation that the 
young person is in).

How serious was it? (1)
Medical seriousness

•Often incorrectly assumed that the seriousness of an 
overdose is directly related to the number and type of 
tablets taken 

•Requires determination to take more than 10 tablets. 
•Again, expected outcome is a factor

How serious was it? (2)
Circumstances of the self-harm

•Was discovery inevitable or unlikely? 
•Spontaneous or pre-planned?
•Was a note left?
•Was the person intoxicated (¯ behaviour
control, impulsivity) 

How serious was it? (3)
Method used

•Most teenagers will have taken overdoses or cut 
themselves superficially

•Anything more serious e.g. guns, hanging, jumping, 
carbon monoxide, is very serious

•above methods probably related to a higher 
incidence of psychiatric disorder or later completed 
suicide.
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How safe are they now?

• includes intent and seriousness

• attitude to “survival”: “How do you feel about still 
being alive?” (relief, embarrassment common)

• available social supports: family, whanau, friend, who 
can offer support 

• abuse issues: should be asked about bullying, physical 
assaults and sexual abuse.

Do they have a psychiatric illness? (1) 
Depression

• rare in childhood, incidence increases dramatically at puberty
• symptoms include:
– constant low mood for at least 2 weeks, not improved by anything much.
– change in sleep patterns (esp insomnia)
– poor appetite and/or weight toss

– poor concentration, poor energy

– hopelessness, suicidal thoughts

Do they have a psychiatric illness? (2) 
Psychosis

•less common, occasionally seen in ED)
•method used or emotional response may be unusual
•main symptoms of schizophrenia:
•hallucinations (usually auditory)
•delusions (can be bizarre bodily sx)
•decline in general functioning
•If the young person is very disturbed family/whanau will 

probably give a clearer history of unusual behaviour.

Do they have a substance abuse problem?

•high proportion with DSH also have substance 
abuse problems

•a risk factor for completed suicide
•may be intoxicated at the time of the attempt 
(and assessment)

•ask usual questions about 
types/amounts/frequency of substance use (incl 
synthetic cannabinoids)
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danger signs include:
•intent to die
•medically serious attempt
•violent attempt
•“well planned” attempt (success likely) 
•leaving a note
•continued wish to die
•little social support
•psychiatric illness, especially depressive 

disorder or schizophrenia
•substance abuse

Management
• Extreme risk: frequent, intense, and enduring ideation, specific plans, clear subjective and 

objective intent.  Extreme distress / symptomology.  Impaired self control.  Many risk 
factors, no protective factors 

• POLICE are appropriate agency

• High – severe risk: Frequent, intense and enduring suicidal ideation, specific plans, no 
subjective intent but some objective markers of intent (eg. Choice of lethal method, access, 
and some planning). High distress / symptomology.  Evidence of impaired self control.  
Multiple risk factors, few protective factors 

• CRISIS team, police cell or ED.  ASAP or next day if safety assured by parents / 
caregivers

Management  II

• Moderate risk: Frequent suicidal ideation with limited intensity and duration, some 
specificity in terms of plans, no associated intent.  Some distress / symptomology.  Good self 
control, some risk factors present, and identifiable protective factors 

• Refer to CAMHS,  often non-urgent appointment (< 2 weeks)

• Mild risk: Suicidal ideation of limited frequency, intensity, and duration.  No identifiable 
plans or intent.  Some distress / symptomology.  Few risk factors, and identifiable protective 
factors 

• School Guidance or local counsellor, or CAMHS as alternative

Risk / Protective Factors & Treatment

• separate continuums
• aim to reduce risk factors and promote protective factors

• Safety plan: 
– remove access to medications, cutting implements, fire arms, alcohol, car keys
– Supervision
– Crisis numbers to call: police, crisis team, CAMHS

• Medication for mental illness
• Core skills CAMHS: psychoeducation, CBT (incl relaxation, problem solving), DBT, family 

work
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First Episode Psychosis
• Approx 1.5% of adolescents, increased risks with heavy AOD use
• Delusions, hallucinations, disordered thinking, change in mood and 

functioning 
• Often very distressing/frightening for young person and whanau
• NOT isolated hallucinations – often these are related to trauma

Management:
• Support early MH assessment via GP/school/whanau
• Explanations/psychoeducation/engagement
• Medication – antipsychotics, +/- ssri’s
• CBT/therapy to manage voices/experiences
• Admission to MHU is NOT common

Out of Control behaviour
• Also known as Disruptive Behaviour Disorder (Education) or Conduct/Oppositional Defiuant

Disorder (MH)
• Behaviour problems in children and adolescents presenting to clinical services are common 
• Usually misguided strategies for coping with fear, pain etc. 
• Mostly these can be managed by parents and staff working together using reassurance, 

clear communication and warm, firm communication suitable for developmental stage.

• Some have a more established pattern of problem behaviour which worsens in a stressful 
situation such as hospitalisation. 

• If strategies don’t work and the behaviour can be safely ignored, this is often the best 
approach since difficult behaviour in children often increases in response to attention.

• Clinicians need to:

• Gather history of previous behaviours to decide whether this is a new response or whether 
there are pre-existing behaviour problems which might need a different approach.

• Ensure that family/whanau members best able to help the child cooperate are present and 
gain their views on the best approaches with their children (clear the room of ‘unhelpful’ 
people)

• Clearly explain what needs to happen in a developmentally appropriate manner
• Offer limited choice where appropriate (e.g. about site of IV, examination process etc)

• Advise calmly and firmly about allowed and not allowed behaviour

• If these approaches don’t help, the first issue is safety of the child and others. 

• Limit the area that the child has access to (e.g. a safe room, not wandering through the ED) 
• Remove potentially dangerous objects and 
• Ensuring lots of (‘helpful’) family members are present 

• Endeavour to calm the patient or talk them down; explain to them what is going on and 
address any concerns they have, irrespective of how unreasonable they may seem
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• Differential Diagnosis and comorbidity to think about too
– Conduct disorder
– ADHD
– Learning Disorder / Intellectual delay
– Substance abuse
– Mood disorders (mania & depression)
– Neurological conditions
– Psychosis

• Risk
– To self: DSH, suicide CAMHS
– To others Police

• Actively treating co-morbid disorders
– ADHD
– Depression
– Substance abuse
– Anxiety/PTSD
– Learning difficulties

• Involve all adults and services involved with young person
– Health, Education, Justice and Welfare
– Often needs CYFS notification as gateholders for Youth Horizons Trust who run the treatment 

programmes

• Functional Family Therapy
– 2-5 month in home treatment 
– Therapist has case load of 10 – 15 clients 
– Average cost per intervention <$5,000

• Multisystemic Therapy
– 6 months in home treatment 
– Therapist has case load of 6 clients 
– Average cost per intervention ~$15,000 

• Multidimensional Treatment Fostercare
– 6-12 months fostercare treatment combined with family therapy 
– Team has 12 -15 clients per year 
– Average cost per intervention ~$70-100,000 

• Residential Home
– 2-6 months treatment 
– 10-20 clients per year 
– Average cost ~$60-140,000

C&A MH: Northland
• Manaia PHO – primary care C&A psychological interventions
• Miriam Centre – trauma and ACC sexual abuse counselling
• Rubicon – Youth AOD
• Ngata Hine Health Trust – Incredible Years parenting
• Family Works: counselling, family counselling, parenting (IY), social work
• School counsellors/pastoral care/health teams; MoE response teams
• YouthSpace – one stop shop, social work, service brokers
• Jigsaw North: 0-19 counselling, family work, social work, parenting programmes
• Family Start (if a sibling under 1)
• Otangerei Trust – social work, youth justice
• Oranga Tamariki (CYFS) – looking at respite  
Comorbid medical and mental health often fall between services
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C&A MH: Northland: Te Roopu Kimiora

• SMO’s happy to be contacted directly for advice or 
problems with referrals; can see yp at GP surgery

• ?communication with GP’s
• ?under referral for disruptive behaviors
• Offer individual CBT, DBT (group soon), anxiety group, 

boxing and dance groups, family therapy

Questions?
Comments?


