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Primary mental health on NZ’s west coast 

Bev Barron, Manager Mental Health Program, West Coast Primary Health Organisation, New Zealand  

Background 

The West Coast Primary Health Organisation (PHO) is a not for profit organisation created in response to the NZ 
Primary Care Health Strategy.1,2 Apart from being an administrative vehicle for all West Coast General Practice 
payments, the PHO’s main purpose is to improve health outcomes and decrease inequalities in health. This is being 
achieved by better engagement with communities, families/whanau, and better collaboration and integration with other 
health providers. The PHO uses Services to Improve Access funding to reduce identified inequalities in accessing 
health; Health Promotion funding for encouraging lifestyle changes to promote better health outcomes for the 
population, plus several contracts with the District Health Board (DHB), Ministry of Health (MOH), and Ministry for 
Social Development (MSD). 

In New Zealand, the MaGPIe3 study of attendees at primary health care practices concluded that about a third of all 
people who consulted a General Practitioner (GP) in the previous twelve months had a diagnosable mental health 
problem. Of these: 

 13 per cent had an anxiety disorder 
 7 per cent had a depressive disorder 
 3 per cent a substance use disorder 

In about half these patients, the disorder was current within the past month. The GPs estimated that about half of their 
patients had experienced psychological problems, and that the mental health problems were moderate to severe in 
about ten per cent of those. 

This correlated with MOH estimates that of the 20% of people who experience some form of mental illness, 12% 
experience mild to moderate mental illness; 5% experience moderate to severe mental illness; and 3% experience 
severe mental illness. An estimated 50% of people who suffer mental health concerns remain untreated. 

The 2006 Te Rau Hinengaro New Zealand Mental Health Survey4 estimated that the lifetime risk (up to 75 years of 
age) of experiencing any common mental disorder such as depression and anxiety was 46.4%. 

Mental health is a priority for the PHO and an innovative pilot Mental Health (MH) program funded through the MOH5 
commenced in 2006. This program was targeted at the identified 17 to 20% of the population with ‘mild to moderate 
mental health issues’. This group had rarely accessed services because of limited or no services in the area, cost 
barriers, perceived or actual stigma, ineligibility for secondary mental health services, and/or lack of awareness that 
support could be available/beneficial. 

The program aimed to provide a more holistic approach to primary care by meeting people’s mental and emotional 
health needs within their general practice. It aimed to provide a more preventive approach as intervention at the mild-
moderate level can prevent issues developing into a mental illness. It also aimed at a more collaborative approach with 
increased cooperation between primary and secondary health providers and other community providers. 

The program was developed in consultation with primary care providers and other key stakeholders, with a Steering 
Committee comprised of consumer, Maori, community and health provider representation to provide oversight, 
information and advice.  

Personnel and processes 

Two mental health professionals, a psychologist and a GP Liaison Nurse, were appointed in March/April 2006 to 
develop and implement the MH program. After extensive consultation and planning with all West Coast General 
Practices and other health providers, a two-month trial implementation program took place in May-June 2006. 

The GP Liaison Nurse’s role was to provide advice and support to General Practitioners (GPs) and Practice Nurses 
(PNs) in regard to any enrolled patient with mental health issues. A key part of this role was to conduct assessments 
and triaging of people after receiving requests from GPs and PNs.  
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The psychologist’s role was to provide up to six free Brief Intervention Counselling (BIC) sessions for enrolled patients 
identified with mild to moderate mental health issues. Priority was given to those who met certain criteria, eg those 
from populations with known poorer health outcomes and those not eligible for or able to access other counselling. 

Wherever possible, people were seen in their general practice rooms, the MH team members becoming part of the 
general practice team of whichever locality they were in. The general practices and health clinics spread along the 
West Coast received regular visits involving travel of over 1000 kilometres a week.  

After consultation with primary providers and community representatives, plus feedback from participating enrolled 
patients, the program was fully implemented. The only major change was to hold the sixth or final session at least six 
months after the previous sessions. This change extended the therapeutic relationship, offered an opportunity for 
review and refreshment, and ensured better sustainability of the positive changes that were made.  

The MH program was thoroughly evaluated by MOH via Wellington School of Medicine with quantifiable data being 
regularly exported by the team and qualitative data collected by an independent team through interviews with GPs, 
PNs and participants. 

The program proved very successful and demand quickly reached full capacity. Further funding was obtained to 
enable the employment of a Brief Intervention Counsellor who commenced in March 2007. 

Additional features 

Extended consultations 
Up to four extended consultations may be claimed for any one patient in any twelve month time period. Consultations 
are for assessment or treatment management by a GP or a PN. Length of consultation must be greater than 20 
minutes. The opportunity exists to have the GP Liaison Nurse take part in these consultations. 

Resource kits 
A 108 page kit was developed in 2007 and distributed to all GPs and PNs working in the PHO general practices on the 
West Coast. These kits contained general MH information, screening and assessment tools, handouts for patients, 
listings of local resources, plus other relevant information.  

Professional development 
The MH team contributed to professional development for GPs and PNs through presentations/workshops on MH 
issues by team members or invited specialists. 

General practice workshops 
The MH team facilitated workshops on requested topics requested by general practices, eg coping with stress and 
change, working together, dealing with confrontational patients, values and cultural change. 

MSD contract 
In November 2007, the MH team undertook to provide BIC to people in receipt of a benefit from MSD’s Work and 
Income. This involved similar criteria and processes, being targeted to beneficiaries with mild to moderate MH issues.  

Outcomes 

The numbers of requests from each practice are shown in Table 1 along with the percentage of the enrolled population 
in each practice and the percentage of requests to the MH program from each practice. Despite being very disparate in 
the first few months, the percentage measures for the enrolled populations and for the requests became more 
congruent over time. 

Figs 1-3 show annual data for gender, age, and ethnicity respectively. More females than males participated in the 
program; the peak age range was 36-45 years; and the percentage of Maori participants was higher than the 
percentage of Maori living on the West Coast. 

Figs 4-6 show the reasons given by GPs and PNs for the requests, comparisons of the number of GPs and PNs 
making requests, and the number of people from each decile, the higher the decile, the more socioeconomically 
deprived the area.  
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Table 1 Usage of programs by practice 

 

General 
Practice 

BMS 

General 
Practice 

GMC 

General 
Practice 

HSM 

General 
Practice 

RMC 

General 
Practice 

WTN 

General 
Practice 

WMC TOTAL 
Implementation 7 10 10 7 1 14 49 
Jul-Sep 06 14 6 5 5 1 17 48 
Oct-Dec 06 9 14 12 7 1 12 55 
Jan-Mar 07 18 10 16 11 3 21 79 
Apr-Jun 07 25 11 21 2 1 15 75 
Jul-Sep 07 26 14 21 5 1 17 84 
Oct-Dec 07 23 14 19 2 0 22 80 
Jan–Mar 08 18 16 12 3 2 26 77 
Apr-Jun 08 35 9 10 9 0 27 90 
Totals 175 104 126 51 10 171 637 
Enrolled Pop. % 24.7 17.8 22.2 6.5 4.1 18.3   
Requests % 25.6 17.4 21.2 7.7 1.8 26.3   
 

 
Fig. 1 Gender data 2007/08    Fig. 2 Age data 2007/8 

 

  
Fig. 3 Ethnicity data 2007/08    Fig 4 GP/PN reasons for requests 
 

 
Fig 5 Number of requests from GP/PN  Fig 6 Deciles 
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One evaluation measure was the General Health Questionnaire 12 (GHQ12) which was given to people prior to 
commencing BIC, at the end of the last session of counselling, and at the six-month follow-up session. The GHQ12 
has a possible total score of 36. Average data are given for these measures at the three different stages of 
counselling. 

 Pre-counselling 23.78 
 Post-counselling (5th session or less) 4.83 
 Six-month follow-up (6th session) 5.42 
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Fig 7 MSD data  

Fig 7 shows the number of beneficiaries (males and females) who participated in the program since November 2007, 
and the number who received BIC. There were more males participating through the MSD contract than through the 
primary MH program.  

The required evaluation tool for this MSD group was the Kessler10. The average score prior to commencing BIC was 
26.4 and after receiving BIC, it was 13.0.  

The MOH evaluation of the pilot programs summarised the benefits for patients and GPs: 

Patient benefits (MOH) GP benefits (MOH) 
Seen at practice Intervention timely 
Timely Information useful 
Free Patient doesn’t leave practice 
No stigma Option of discussion with worker 
Confidential Workers are a resource 
Improves access to community services Good patient outcomes 
Good information Integrated approach 
 

Local evaluation measures on the desirability of receiving counselling in general practice rooms and on satisfaction 
with the counselling were overwhelmingly positive, with the highest ratings given by 97% and 98.5% of participants 
respectively. Each person who received BIC was asked to write comments on their subjective outcomes and these 
were also very positive. 

Participants’ feedback examples:  

 “I was feeling really down but have definitely changed. I’ve learned to be calmer and not indulge in shouting 
matches.” 

 “‘I was not in a good place and was given something to work on that really works in all situations. Prevented me 
from becoming more miserable and anxious. I feel free!” 

 “I’m heaps better. Learned new strategies so I’m no longer weepy or worried about what I can’t change.” 

 “It wasn’t what I expected – it has helped me shift my focus from feeling sorry for myself to actually working to feel 
better in myself.’ 
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Discussion 

New Zealand’s primary mental health care initiatives have much in common with the Australian ‘Better Outcomes in 
Mental Health Care’ (BOiMH) programs that focus on integrated primary mental health care. 

The PHO program has shown that mental health care can be effectively delivered at the primary level and that giving 
priority to those with the poorest health outcomes (eg Mäori, Pacific peoples, people in rural communities and people 
from lower socioeconomic groups) can reduce health inequalities. Accessing mental health care through GPs and PNs 
allows early intervention, a more holistic approach, and a decrease in the level of stigma often attached to mental 
health services. 

Brief intervention counselling proved to be an appropriate response to people who present at a general practice and 
who are unlikely to seek, need, or attend specialist treatment. While depression accounted for approximately 50% of 
requests, emphasis was shifted from a diagnostic medical model to a more enabling and empowering model which 
encouraged people to build on their strengths and take responsibility for making choices that were in their own best 
interests. 

The opportunities to access BIC in rural communities proved very beneficial for people who previously had no such 
options available. By extensive travel throughout the West Coast, the MH team took their expertise to people who were 
seen at socially acceptable venues and who reported highly significant outcomes in dealing with mental health issues 
which impacted on their lives. Evaluation measures showed that these outcomes were sustainable over time. 

In July 2008, additional funding was obtained for another psychologist and this allowed the age criterion to be lowered 
from eighteen to fourteen years. Also in July this year, the pilot program, along with other such initiatives in NZ, ceased 
to be a pilot and became part of MOH’s ongoing funded primary health programs. 
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Presenter 

Bev Barron, a Kiwi, is an experienced psychologist who has worked in health, community, forensic, organisational, 
and clinical settings. She has also experienced life in many other countries and has worked in a variety of rural and 
urban settings. After 20 years of living and working as a psychologist in Australia (Member APS), she returned to NZ 
(Member NZPS) to manage a new pilot mental health program servicing rural communities on the South Island’s wild 
west coast.  

 


