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Executive Summary

In 1998 the New Zealand Youth Suicide Prevention Strategy In Our Hands and Kia Piki te Ora o te Taitamariki was released. In Our Hands and Kia Piki te Ora o te Taitamariki collectively form the New Zealand Youth Suicide Prevention Strategy (the Strategy). In Our Hands provides a framework for youth suicide prevention in the general youth population; Kia Piki te Ora o te Taitamariki presents a framework from a Mäori perspective. 

Five years into the implementation of the Strategy, policy officials and Government Ministers agreed to an evaluation of its effectiveness.

It was decided to conduct the evaluation in two phases, with the first phase informing scoping for the second. This report presents the findings of the phase one evaluation. The primary focus of phase one was to: articulate realistic outcomes for evaluating the Strategy; outline how implementation of the Strategy has occurred; and present stakeholders’ perceptions of the Strategy’s impact and usefulness. Phase two will involve a more in-depth study on key findings of interest that emerge during phase one. Scoping for phase two is presently under way and the evaluation is planned for completion by July 2004.

The phase one and two evaluations are led by the Ministry of Social Development with input from the Inter-Agency Committee for Youth Suicide Prevention and the Youth Suicide Prevention External Reference Group. 

Phase one was a qualitative study involving key stakeholders from government and non-government organisations. Stakeholders were selected because they had either been involved in the Strategy’s development, had high-level influence on its implementation, or were representatives of key organisations expected to respond to it. Most of the 62 participants had individual face-to-face interviews; however a small number of face-to-face group interviews and telephone interviews were conducted.

Core Strategy Activity

The Ministry of Youth Affairs, the Ministry of Health and Te Puni Kökiri developed the Strategy document. Development was guided by extensive consultation and two evidence reports were commissioned, one for In Our Hands and another for Kia Piki te Ora o te Taitamariki. Dissemination of the Strategy occurred primarily via a mail-out.

The following five categories encompass the core implementation processes and events reported in Strategy documentation: 

· development of work programmes

· undertaking stock-takes of government agency youth suicide prevention work
· establishment of committees and working groups

· changes in Strategy leadership

· key initiatives funded through the Strategy.

Strategy Achievements

The Strategy was widely commended as an excellent framework. It was believed to be evidence based and to reflect the spectrum of key intervention steps required to prevent youth suicide. 

The inclusion of a separate framework for Mäori was supported as illustrating a positive partnership approach and providing culturally specific information to improve the way that youth suicide prevention occurs for taitamariki Mäori. 

The establishment of a co-ordination team in the Ministry of Youth Affairs and an infrastructure of committees and advisors to progress implementation were commended as extremely important to retaining Strategy impetus and implementation. 

There was a generally-held belief, particularly by those working in government, that due to the Strategy there was now broader ownership of youth suicide prevention across sectors, and a collective focus for what was important in youth suicide prevention.

The primary way participants used the Strategy was as a reference tool. The Strategy document was frequently used within teaching programmes and to develop training workshops. 

The Strategy was considered particularly important for articulating best-practice principles and providing consistent, centralised advice. 

Many participants believed understanding about youth suicide prevention had improved as a result of the Strategy and that more government agencies and community-based groups were meeting to discuss youth suicide prevention. It was believed to have helped organisations, communities and individuals to understand the complexity and multiple tiers involved with youth suicide prevention work and it encouraged people to check whether their practice was consistent with the Strategy’s evidence-based principles.

New initiatives undertaken in direct response to the Strategy were identified. The development of guidelines
 was frequently commended, specifically the guidelines developed for schools and for primary care providers on youth suicide prevention. Additionally, several interventions were cited as examples of achievement, for example the National Suicide Prevention Information Resource Centre (Suicide Prevention Information New Zealand [SPiNZ]), the Kia Piki te Ora o te Taitamariki community development programme, and the Child, Youth and Family case monitoring.

The New Zealand youth suicide rate has declined significantly from a peak of 156 deaths in 1995 to 96 deaths in 2000, the lowest number since 1986. This has been matched by declines in a number of countries, including those without national suicide prevention strategies. Some influences noted by participants were the availability of clinically safer anti-depressants and changes in gun legislation. Appropriate and effective implementation of the Strategy would, participants believed, be one factor explaining the present reduction in youth suicide rates. However, the multi-causal nature of youth suicide and the need for improved Strategy implementation planning limited the extent to which improvements could be solely attributed to the Strategy.

Barriers impacting Strategy achievement 

The generality and inclusiveness of the Strategy was cited by a large number of participants as commendable in a framework. But these characteristics were also found to limit the extent to which the Strategy could be applied in a practical way. 

The most consistently reported barrier to achievement against the Strategy was the perceived inadequacy of planned implementation based on clearly identified gaps and prioritisation processes. Participants believed there should have been better planning before the Strategy’s release about how its goals would be achieved. 

Concern was also raised about insufficient communications planning. Though the Strategy was widely distributed (via a mail-out and other means), many believed this should have been followed up with information tailored for different audiences, and more use made of facilitated sessions. The issue of communication extended to dissemination and uptake of the primary care provider guidelines and guidelines for schools, which were not believed to have been sufficiently communicated to their intended audiences.

Participants involved in Strategy development generally agreed that Kia Piki te Ora o te Taitamariki and In Our Hands were intended to be applied together. However, this appeared to happen only rarely. Many people found integrating the two approaches confusing, and chose to respond to only one. There was concern that this discouraged mainstream responsiveness to Mäori, mainstream use of the Kia Piki te Ora o te Taitamariki framework, and use of the In Our Hands framework by Mäori. 

While it was widely believed that understanding about youth suicide prevention had improved, there was concern about a lack of clear information on intervention effectiveness. A related concern was that the public had a heightened – though false – understanding of suicide risk amongst the teenage population, due in part to the high media profile of school-based suicide programmes. 

The nature of funding for the Strategy was an identified barrier. There was concern that because funding comes largely from within existing government agency baselines, there was variable opportunity within agencies and organisations to prioritise youth suicide prevention over other competing priorities. The lack of accountability measures was also identified as a factor that limited organisations' responsiveness to the Strategy.

The absence of a government model for collaborative practice was cited as a barrier to achieving wider collaboration. Participants working in government frequently noted how collaborative working was undermined by government accountability systems.

Core issues identified as barriers to effective implementation mirror findings from other evaluative work within the state sector. There appear to be systemic issues which affect centralised government policy implementation generally. Of particular note are issues identified in The Review of the Centre by the State Services Commission (2002). The review pointed to the absence of a systematic approach to setting and achieving outcome goals and priorities across the state sector, and that it is difficult to pursue joint, across-government objectives when the sector is fragmented.
Future considerations for the Strategy

Develop a Strategy for all ages

A key recommended change to the Strategy framework is to extend the Strategy to encompass all ages. Because 75% of suicides occur in those aged over 24 years it is believed important that suicidal behaviour across all age groups is addressed within a national approach. 

Update information 

New evidence has become available about suicide prevention methods since the Strategy, evidence reports and most of the guidelines were written. It is therefore considered necessary that the Strategy, evidence reports and guidelines be updated in light of new evidence. 

Develop new guidelines, practice tools and specifications

Turning the theory of Kia Piki te Ora o te Taitamariki and In Our Hands into practice was a key issue identified by participants. Participants believed tailored information needed to be developed for a range of areas. Further investigation is necessary to identify where the need is and what type of information is required.  

Extend communication and dissemination planning
It was believed important to increase the momentum and effectiveness of communications on the Strategy to raise awareness of the Strategy and guidelines amongst those working in the youth suicide prevention field. The types of information dissemination techniques used would ideally be tailored to the audiences receiving it. 

Extend implementation planning

Improved implementation planning for both In Our Hands and Kia Piki te Ora o te Taitamariki is considered of paramount importance for progressing the Strategy. Development of annually-updated implementation plans should continue, and should  include documented and transparent processes for gap analysis, prioritisation processes, and accountability.

Develop processes for prioritising implementation activity 

Participants, primarily those working outside government, frequently did not believe their voice was heard or taken notice of on issues important to them. Participants sought a transparent and planned process for prioritising Strategy implementation. Clear systems for considering significant issues raised by stakeholders are required. 

Develop accountability measures

The lack of accountability for Strategy action was identified as a factor that inhibited organisational response to the Strategy.  It was widely believed that the development of accountability measures would encourage organisations to extend their contribution to youth suicide prevention, and increase responsiveness to both Kia Piki te Ora o te Taitamariki and In Our Hands.

Enhance leadership of Kia Piki te Ora o te Taitamariki

Some participants believed that within the Youth Affairs co-ordination team there should be a dedicated position to co-ordinate the implementation of Kia Piki te Ora o te Taitamariki. The perceived lack of focused leadership was believed by some to have led to Kia Piki te Ora o te Taitamariki becoming a neglected aspect of the Strategy. 

Introduction

Purpose of the evaluation

Phase one is a qualitative study of In Our Hands and Kia Piki te Ora o te Taitamariki (the Strategy) involving key stakeholders from government and non-government organisations. Stakeholders were selected because they had either been involved in the Strategy's development, had high-level influence on its implementation, or were representatives of key organisations expected to be responsive to the Strategy.

The primary focus of the phase one evaluation is to: articulate realistic outcomes for evaluating the national Strategy; outline how implementation of the Strategy has broadly occurred; and present stakeholders’ perceptions of Strategy impact and utility. Findings from the first phase of evaluation will inform scoping for phase two. 

Data collection for the second evaluation will begin after July 2003. It is envisaged that this will include quantitative analysis on awareness and use of the Strategy by those working directly with young people, including service providers, and Mäori and community organisations. Phase two presents an opportunity to undertake a more in-depth study of key findings from phase one.

Background

In 1998 the New Zealand Youth Suicide Prevention Strategy was released. In Our Hands and Kia Piki te Ora o te Taitamariki collectively form the New Zealand Youth Suicide Prevention Strategy. In Our Hands provides a framework for youth suicide prevention in the general youth population, and Kia Piki te Ora o te Taitamariki presents a framework from a Mäori perspective. 

Development of the Strategy was led by the Ministry of Youth Affairs. Key input was provided by the Ministry of Health, Te Puni Kökiri, a Mäori reference group, and advice from representatives of relevant government agencies, non-government organisations and the community. 

This evaluation was agreed to by the Ministerial Committee on Youth Suicide Prevention (see p.26). The evaluation is led by the Ministry of Social Development (MSD) with input from other government agencies and advisors.

Report Structure

Section 1 of this evaluation describes the Strategy’s context. It presents a theory for how the Strategy was intended to impact on youth suicide prevention and identifies six goals for Strategy implementation. 

An overview of the Strategy’s development and nationally co-ordinated implementation is presented in Section 2. This is informed primarily through documentation of the Strategy’s development and ensuing work programme. 

The evaluation findings form the third section. The findings are structured according to the six Strategy implementation goals identified in the theory exercise. 

The first goal, and the one with the greatest level of detail, is to establish a nationally co-ordinated approach to youth suicide prevention. A great deal of information is presented under this goal, including participants' perceptions of the Strategy framework, its leadership, and implementation. 

The remainder of section 3 focuses on participants' perceptions of goal achievement in respect of the five remaining Strategy implementation goals. The goals identified were: 

· to give impetus for new development and extended/modified youth suicide prevention interventions for all young people/taitamariki Mäori

· to ensure best-practice is applied to youth suicide prevention interventions for all young people/taitamariki Mäori

· to encourage collaborative cross-agency commitment to youth suicide prevention

· to improve understanding of those working directly and indirectly with youth/ taitamariki Mäori, about youth suicide prevention

· to align new and existing activity with the Strategy framework

· to establish a nationally co-ordinated approach to youth suicide prevention.

A brief discussion on the ultimate outcome – a reduction in youth suicide – is also included here. The discussion focuses on participants’ views of the extent to which declining youth suicide statistics can be attributed to implementation of the Strategy.

The report concludes with a section on future considerations, based on the findings from this evaluation.

External consultation on this report

The list below outlines the consultation process for this report.

· Three briefings on indicative findings of the evaluation were conducted with: the Ministry of Youth Affairs, the Ministry of Health and Te Puni Kökiri; the Inter-Agency Committee on Youth Suicide Prevention; and the Youth Suicide Prevention Strategy External Reference Group.

· First draft report was sent to an external evaluator for technical critique and the Inter-Agency Committee on Youth Suicide Prevention for comment.

· Final draft report was sent to the Inter-Agency Committee on Youth Suicide Prevention, and the Youth Suicide Prevention Strategy External Reference Group for comment.

How to read this report

Definition of the Strategy

The term Strategy, as referred to in this report, includes: 

· the Strategy documents In Our Hands and Kia Piki te Ora o te Taitamariki 

· the two evidence reports which informed the Strategy’s development

· the infrastructure which supports the Strategy. This infrastructure includes the leadership of the Ministerial Committee on Youth Suicide Prevention, the co-ordination of the Strategy through the Ministry of Youth Affairs, the Inter-Agency Committee and the Strategy’s External Reference Group.  

This broad definition reflects the way interviewees described the Strategy and its impact. While the interview schedule (see Appendix 3) led interviewees to focus at some length on the Strategy document, participants responded to the broad questions on the Strategy’s impact by using this wider notion of the Strategy. Where there is a distinction in the way certain questions are responded to, this is clearly stated within the report.

How participant views on Kia Piki to Ora o te Taitamariki and In Our Hands are presented

In Our Hands and Kia Piki te Ora o te Taitamariki collectively form the Strategy. Many of the issues raised are generic to both frameworks and are reported together. However, where participants identified issues specific to Kia Piki te Ora o te Taitamariki, these are reported separately. 

Judgements on youth suicide prevention interventions/programmes

This evaluation does not provide evaluative information on youth suicide prevention programmes. The purpose of this evaluation is to focus on the Strategy and how it has supported action, rather than on the effectiveness and appropriateness of specific interventions. However, it is important to note that evaluation plans have been or are intended for most programmes funded through the Strategy. For example, SPiNZ, the Community Youth Development Fund initiatives, and the Kia Piki te Ora o te Taitamariki community development programme all include an evaluation component as part of overall intervention delivery.

Participant perspectives

As this is phase one of a two-phase study, it is important to note that stakeholders within the present study do not necessarily represent the diverse range of organisations and groups working in youth suicide prevention. Rather, they are a selection of individuals
 who collectively possess a broad perspective on the youth suicide prevention field and the role the Strategy has played within that.

Participant perspectives and understandings form the basis of this report. These perspectives will depict multiple experiences and views. 

Method

Officials from the Ministry of Social Development designed and conducted this evaluation. The evaluation plan was developed with key input from the Inter-Agency Committee on Youth Suicide Prevention
 (Inter-Agency Committee). The evaluation plan was submitted once to the Youth Suicide Prevention Strategy External Reference Group
 (the External Reference Group) for their input.

The phase one evaluation is a qualitative study. Fifty-eight people representing the Strategy’s key stakeholders were interviewed for this evaluation. The majority of participants had face-to-face interviews which lasted, in general, an hour and a quarter. Telephone interviews were conducted when requested.

The interview schedule was reviewed by the Inter-Agency Committee and was subjected to a piloting process. The schedule was piloted with three participants, each representing different Strategy experiences.

Stakeholders were selected through multiple techniques. Firstly, agencies represented on the Inter-Agency Committee named individuals within their sector who they believed should be included within the evaluation. Secondly, the National Co-ordinator for Youth Suicide Prevention (the Co-ordinator) provided names of the External Reference Group members and other key players in youth suicide prevention. Thirdly, participant snowballing was used by asking each interviewee whom they would recommend the evaluators talk to for phase one or phase two evaluations. These recommendations were followed up and interviews organised where possible. 

The interview data has been subjected to qualitative analysis based on an emergent theme approach. Analysis sessions were run with all of the interviewers to identify key themes. These themes were systematically qualified and expanded through interview schedule coding and review.

Data was captured in writing rather than on tape. Therefore participants' quotes are paraphrased from written notes. 

A review of the documentation relating to the Strategy’s development and nationally co-ordinated implementation was conducted. The list of documents reviewed is supplied in the references.  

Strategy Context

1.1 Strategy Logic

This section describes the strategy-logic exercise carried out by the evaluation team. Participants were asked what the Strategy was intended to achieve and how it should be implemented. It was then possible to develop objectives for measuring how well the suicide prevention goals had been implemented, and provide a realistic basis for this evaluation to proceed.

The Strategy’s overall suicide prevention goals are listed in Table 1, while the measurement objectives that were developed – the Strategy Implementation Goals and Outcomes – are listed in Table 2.

Table 1: Strategy Prevention Goals

	In Our Hands
	Kia Piki te Ora o te Taitamariki

	To prevent young people becoming at risk of suicide through strengthening families/whänau, young people and communities
	To strengthen whänau, hapü, iwi and Mäori so that they can contribute towards fulfilling the potential of taitamariki Mäori

	To better identify and help young people at risk of suicide, and reduce opportunities which present suicide as an option
	To strengthen the role of taitamariki Mäori by enabling them to provide a valued contribution to Mäori development

	To improve support and treatment for young people who have attempted suicide or who are suicidal
	To increase the role of cultural development as a protective factor for taitamariki Mäori

	To give effective support to those who are bereaved or affected by a suicide, and to reduce the potential for further suicides
	To encourage and assist mainstream services to respond appropriately and effectively to the needs of taitamariki Mäori through the establishment of partnership with Mäori

	To improve information about the rates and causes of suicidal behaviour in young people to inform effective prevention efforts.
	To improve our understanding of the causes and true level of suicide amongst taitamariki Mäori


The identification of Strategy implementation goals was informed primarily by stakeholder interviews and secondarily by strategy documentation. In interviews, participants were asked what they believed the Strategy was trying to achieve, how they would know if the Strategy was achieving its goals and what activities were required for achievement. This formed the basis of the logic exercise, which presents the way key stakeholders perceive achievement of the prevention goals would occur, and sets realistic goals for evaluation.

Table 2: Strategy Implementation Goals and Outcomes

	Goals
	Outcomes

	Impetus for new development and extended/modified youth suicide prevention interventions
 for all young people and for taitamariki Mäori
	New/modified/extended interventions are developed/resourced which are responsive to a clear implementation plan based on systematically agreed priorities

	Best-practice applied to youth suicide prevention interventions for all young people and for taitamariki Mäori
	Best-practice approaches used

	Collaborative cross-agency approach to youth suicide prevention
	Increased collaboration

	Improved understanding by those working directly and indirectly with youth/taitamariki Mäori, about youth suicide prevention for all youth and for taitamariki Mäori
	Increase in knowledge of Youth Suicide Prevention

	New and existing work is positioned within the Strategy framework 
	Increased understanding of how current activity aligns with the intervention points in youth suicide prevention and specifically within the In Our Hands and Kia Piki te Ora o te Taitamariki frameworks 

	Establishing a nationally co-ordinated approach to youth suicide prevention
	Co-ordinated approach to Youth Suicide Prevention


Interviewees were asked questions about the activities that were required for achievement of the prevention goals. These questions were included to elicit information on desired Strategy outcomes and potential activities, and success criteria that would underpin their achievement. Diagram 1: Hierarchy of Outcomes and Table 3: Strategy Implementation Goals, Outcomes, Success Criteria and Activities depict this information. 

Ideally, mapping programme logic would include an interactive process whereby key stakeholders work together to debate and reach agreement on key goals, outcomes and activities undertaken to achieve the ultimate outcomes of the intervention. Due to the strategy logic aspect of this study being part of a wider evaluation, time and resources were limited and it was not possible to create a more interactive exchange of ideas. 

There was a high level of unanimity amongst participants about what the short-term implementation outcomes and goals of the Strategy should be. These outcomes are generally broad and process based. This reflects the broad nature of the Strategy, but also the absence of an implementation plan which linked activity to desired outcomes. 

It was widely agreed that the ultimate outcome of the Strategy was a reduction in the incidence of youth suicide and suicide attempts. A further long-term outcome cited by many participants was greater resilience of young people and their families/whänau, hapü, iwi and communities. Participants acknowledged that the Strategy would be just one factor influencing these longer-term outcomes and that there were numerous and complex issues impacting upon suicide rates and resilience.

Diagram 1 presents a linear chart of the strategy implementation outcomes developed through the logic exercise. The chart refers to the prevention goals from the two frameworks: Kia Piki te Ora o te Taitamariki and In Our Hands. These are presented as the next tier up from the “strategy implementation outcomes”. The diagram is presented in a linear way, but the two tiers of outcomes (prevention and implementation) are dynamic and do not necessarily occur in the order depicted.
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Table 3 presents the strategy implementation goals and outcomes identified by key stakeholders. It also lists the tentative success criteria and activities that would underpin achievement of the outcomes. The success criteria listed are not intended to be a comprehensive list, but are an aggregate of the ideas presented by participants in this study. The activities are those which participants believed would assist in the achievement of the Strategy implementation goals. Participants were asked to consider required activities which may or may not have occurred, so this list is an aggregate of both. 

Table 3: Strategy Implementation Goals, Outcomes, Success Criteria and Activities 

	Goals
	Outcomes
	Success criteria
	Activities

	Impetus for new development and extended/modified youth suicide prevention interventions for all young people and for taitamariki Mäori
	New and modified/ extended interventions are developed/ resourced which are responsive to a clear implementation plan based on systematically agreed priorities
	New and modified work developed and implemented which is in line with the Strategy framework

Achievement of new and modified work prioritised within the implementation plan
	Detailed Implementation Plan (immediate and longer term) for new and on-going work, agreed on annual basis 

Systematic prioritisation process developed to direct implementation planning

Development of performance criteria and audit processes to monitor achievement against plan

Approved Budget bids for implementation

	Best-practice applied to youth suicide prevention interventions for all young people and for taitamariki Mäori
	Best-practice approaches used
	Existing and new interventions are in line with available evidence on safe and effective practice, including well supported by Mäori for Mäori approaches

Strategy guidelines and other developed resources are well known and followed

People working with youth know how to access and receive information and advice on youth suicide prevention related issues
	Evidence reports and Strategy documents are distributed to the agreed intended audience (refer communication plan below for targeted distribution)

Training/facilitation is made available to assist practitioners/groups/orga-nisations working with young people to upskill and to practically apply In Our Hands and Kia Piki and specific guidelines/ toolkits relevant to their work

Clear contact information is widely disseminated on the processes for accessing information or guidance on youth suicide prevention, including specialised information on working with taitamariki Mäori

Practical guidelines/tool kits are developed for a diverse range of groups and sectors

By Mäori for Mäori approaches are resourced and well supported with experienced people working alongside the funded communities

	Collaborative cross-agency approach to youth suicide prevention
	Increased collaboration
	Increased collaborative initiatives in Youth Suicide Prevention which are cross-agency funded

Increased information-sharing between sectors and community groups, about issues which impact upon youth

Increased consideration of youth suicide prevention within policy development across a range of agencies
	Ministerial Committee

Inter-Agency Committee

External Reference Group

Inter-Agency and community forums and workshops to share information-sharing of resources across sectors and groups

	Improved understanding by those relating with youth about youth suicide prevention for all youth and for taitamarkiki Mäori
	Increase in knowledge of Youth Suicide Prevention
	Risk factors for youth suicide understood

Understanding of the different intervention points in youth suicide prevention

Knowledge of different approaches to prevention including the Kia Piki approach for taitamariki Mäori
	Communication plan developed which outlines which information should be disseminated for which groups of people and targeted interpretative/training assistance to be offered.

Regularity of distribution included in communication plan.

Present activities include: SPiNZ workshops, SPiNZ website, NZYSPS newsletters and Youth Affairs website

	Existing work is positioned within the Strategy framework 
	Increased understanding of how current activity aligns with the intervention points in youth suicide prevention and specifically within the In Our Hands and Kia Piki Te Ora frameworks 
	Awareness amongst those working in the youth suicide area about how their work fits within the youth suicide prevention Strategy framework
	Stock-take of work 

Strategy is widely disseminated to those working with young people

Training/facilitation made available to assist in the interpretation of the strategy

Development of a means to gain a picture of activity in the youth suicide prevention area for In Our Hands and Kia Piki

Development of an on-going, systematic recording of activity in the youth suicide prevention area, with criteria for inclusion

Developed process for identifying gaps in delivery (this would inform priority tool identified above)

	Establishing a nationally co-ordinated approach to youth suicide prevention
	Co-ordinated approach to Youth Suicide Prevention
	Clear national leadership

Known central contact point

National distribution of information

Liaison across the sector

National direction through key action planning and prioritisation (implementation planning, priority setting, performance measures and audit mechanisms as referred to above)
	Establishment of YSPS dedicated positions: 1 FTE National Co-ordinator and 1.5 FTE policy analysts

Ministerial Committee on Youth Suicide Prevention

Inter-Agency Committee on Youth Suicide Prevention

National Suicide Prevention Information Resource Centre (SPiNZ)


Strategy development and documented
implementation

This section summarises the key steps taken to develop and implement the Strategy up to 2002. Further detail on development and implementation is included in Appendix 2. 

1.2 Strategy development overview 

There were a number of reasons for developing a national Strategy. In the early 1990s the United Nations produced guidelines on the development of comprehensive national strategies to prevent suicide.
 The high rate of youth suicide in New Zealand compared with other OECD countries was highly publicised in this country and there was a growing movement within New Zealand to address youth suicide. 

In July 1996 Cabinet approved the development of a national strategy on youth suicide prevention. This was to be led by the Ministry of Youth Affairs, with key support from the Ministry of Health and Te Puni Kökiri.

The Strategy was to build on the 1994 Report and Recommendations of the Steering Group on Youth Mental Health and Suicide Prevention. This report made recommendations to 13 government departments to incorporate youth suicide prevention initiatives into their work programme. 

A Mäori Reference Group (established by Te Puni Kökiri to provide advice on the development of the national Strategy), an expert group (separate to the later External Reference Group) and a steering group made up of officials from relevant government agencies, supported the development of the Strategy. 
1.2.1 Development of Kia Piki te Ora o te Taitamariki

In 1997, Youth Affairs, the Ministry of Health, Te Puni Kökiri and the Mäori Reference Group agreed that a distinct strategy for Mäori youth suicide prevention should be developed, in line with the Crown’s commitment to the Treaty of Waitangi. A secondary reason for a separate strategy was that a higher rate of youth suicide had been identified for taitamariki. The separate approach for Mäori was to be consistent with, and form part of, a national strategy for youth suicide prevention. 

While Youth Affairs had overall responsibility for the Strategy’s development, Te Puni Kökiri took a major role in leading the development of Kia Piki te Ora o te Taitamariki. Keri Lawson-Te Aho was contracted to write the literature review
 used as the basis for this framework.

Kia Piki te Ora o te Taitamariki specifically supports Mäori efforts to reduce rangatahi suicide. It recognises that whänau, hapü and iwi are the basis of Mäori society and reflects a strong community development approach which promotes resiliency factors such as cultural identity and belonging.

In Our Hands Literature Review
Dr Annette Beautrais, Principal Researcher for the Canterbury Suicide Project, was contracted to write the literature review for In Our Hands.
 This review provided evidential support for the framework of In Our Hands.

In Our Hands focuses on the reduction of suicide and suicidal behaviour for all youth. It has a series of goals and objectives which aim to interrupt the pathway that can lead to suicide. This approach involves promoting wellbeing; early identification of risk factors; support and treatment; post-crisis support; and research and information.

1.2.2 Strategy document consultation, release and dissemination

In August/September 1997 the Draft Youth Suicide Prevention Framework, published as An Approach for Action, was distributed to community groups, health services and individuals. Consultation meetings, discussion groups, fono and hui were held around New Zealand to seek feedback. A total of 134 written submissions were received and analysed by the Ministry of Health.

Feedback from the consultation process informed the revision of the Strategy and in March 1998 the Youth Suicide Prevention Strategy was released under the leadership of the Ministry of Health with Te Puni Kökiri. 

Initial dissemination of the Strategy document occurred alongside the launch. The primary dissemination technique was through a mail-out. Ministry of Health, Ministry of Youth Affairs and Te Puni Kökiri databases and contact lists were used to form the basis for dissemination. In a small number of cases, the Strategy was presented to groups. 

Further distribution occurred in response to requests for the document. An on-going process of document distribution occurred through the Ministries of Youth Affairs, Health, and Te Puni Kökiri, and through SPiNZ, which was launched in June 1999.
Overview of documentation on implementation

The following overview of nationally co-ordinated implementation is sourced from documents produced by the Ministry of Youth Affairs, the Ministry of Health, Te Puni Kökiri, the Ministerial Committee on Youth Suicide Prevention and the Inter-Agency Committee on Youth Suicide Prevention. Information is also provided from stakeholders involved in the development and implementation of the Strategy. Participants' views on implementation are included in section 3.3.

The Strategy document provides some detail on how implementation of the Strategy should occur. The introduction to In Our Hands states that:

The National Youth Suicide Prevention Strategy provides a framework for understanding suicide prevention and signals the steps a range of government agencies, communities, services, hapü and iwi must take to reduce suicides in the 15–24 year old age group. 

Steps for preventing youth suicide protection are signalled in the Strategy document by:

· goals and objectives for prevention, presented through the two frameworks In Our Hands and Kia Piki te Ora o te Taitamariki

· examples of activities which would support achievement of these objectives

· examples of activity currently under way to respond to these objectives

· examples of government action (planned and under way) which support the goals of the Strategy

· advice on how non-government organisations and communities can use the Strategy.

Non-government organisations and communities are advised that:

They can use this Strategy to develop actions to help prevent suicides and to assess how well their community provides support for young people at risk of suicide.

Both In Our Hands and Kia Piki te Ora o te Taitamariki complement each other and should be read and applied together.

Documentation produced by the Ministry of Health, Youth Affairs and the Inter-Agency Committee states that implementation would be staged over time. Those interventions seen as the most effective and requiring leadership at a national level would guide the initial government response. 

The following five categories encompass the core implementation processes and events reported: 

· development of work programmes

· undertaking stock-takes

· establishment of committees and working groups

· changes in Strategy leadership

· key initiatives funded through the Strategy.

Each category is discussed below.

1.2.3 Development of work programmes

Strategy implementation work programmes were developed for each year of the Strategy’s implementation since the 1998 launch. The Strategy work programmes outline the broad focus for implementation and list priority areas. The lead agency for the Strategy writes the work programme with input from the Inter-Agency Committee. The committee submits the work programme to the Ministerial Committee for approval. From the documentation it appears that the lead agencies, with the Inter-Agency Committee, used a process of stock-take and gap analysis based on stock-take information. Government officials report a process of prioritising funding initiatives. These processes appear to have remained confidential to the government agencies involved in the budget bid process. 

The key components of each of these work programmes are outlined below.

1998 – 1999: Year One Activity

In November 1997, the first year of implementation, the government accepted Budget proposals from Vote:Youth Affairs and Vote:Internal Affairs for implementing Strategy proposals. Initiatives funded through this Budget round were: Suicide Prevention Information New Zealand (SPiNZ); Guidelines for Primary Healthcare Providers; Rangatahi Development Initiative; pamphlets for parents, Mäori parents, caregivers, and youth; the Community Based Youth Development Fund and the Crisis Response Fund. 

It is noted that while new monies were made available for implementing Strategy proposals, the Strategy was intended to be implemented within government agency baselines and not be dependent on new government money.

1998 – 1999 Strategy Work Programme

Year One focused on the provision of adequate information. Priority areas identified for Strategy implementation were:

· expansion of mental health services for youth

· publication of media reporting guidelines, a practical guide to coping with suicide, and school guidelines including training on the prevention, recognition and management of young people at risk of suicide

· identification of gaps in research

· improvements in the reporting and recording of suicide ethnicity data.

1999 – 2000 Strategy Work Programme

The broad aim of the work programme was to cover all levels of the Strategy, with immediate attention given to initiatives with the greatest potential impact. The work programme listed new and existing initiatives led by one or more of the agencies that contributed to In Our Hands and Kia Piki te Ora o te Taitamariki. 

One of the key priorities for the 1999 – 2000 work programme was to ensure that all those who came into contact with potentially suicidal young people were equipped with the skills and knowledge to respond. This was to be achieved primarily through guidelines, information resources and training. 

Some year two initiatives focused on areas where there had been little focus to date, such as exploring options for modifying or restricting access to means of suicide, and development of a website, and the establishment of Suicide Prevention Information New Zealand (SPiNZ).

2000 – 2001 Strategy Work Programme

The 2000 – 2001 work programme was submitted for approval by the Ministerial Committee. Ministers requested a more strategic vision of the desired outcomes, the steps required to deliver the outcomes, and identification of any gaps in knowledge or other barriers to achieving these outcomes.

In response, a five-year implementation plan was developed by the Inter-Agency Committee. The Ministerial Committee endorsed this in November 2002. 

It is clear from the documentation that the development of parameters on what initiatives should be included in work programmes was a particular challenge. In 2000 the Inter-Agency Committee developed the following criteria for determining which initiatives should be included in the programme:

Tier 1: initiatives that are a direct result of the New Zealand Youth Suicide Prevention Strategy eg SPiNZ.

Tier 2: initiatives that have a direct impact on youth suicide prevention (but are not necessarily a direct result of the Strategy) eg suicide risk training for Police.

Tier 3: initiatives not included in the Strategy but which have an indirect impact on suicide in that they address risk and protective factors common to youth suicide (eg Like Minds Like Mine campaign).
Key initiatives funded through the Strategy

A list of significant developments identified in documentation to the Ministerial Committee has been listed in section 3.5.

1.2.4 Undertaking stock-takes

Annual stock-takes of the government agency initatives that have contributed to Strategy goals have been conducted since 1998. The contribution from agencies carrying out Kia Piki te Ora o te Taitamariki initiatives has been low. In 1999 separate stock-takes of In Our Hands and Kia Piki te Ora o te Taitamariki initiatives were carried out. Again, a low level of activity in relation to Kia Piki te Ora o te Taitamariki was reported. This was explained in part by the broad nature of its goals, which were related to general Mäori and taitamariki development issues rather than being suicide specific. Agencies reported that this made it difficult to assess what to include and exclude in stock-takes.

The 1999 stock-take included an assessment of the relative impact of existing initiatives in terms of quality, consistency and coverage. This assessment appears to have been based on the stock-take information provided from agencies and the lead agency’s knowledge of prevention activities. The assessment noted that activity was occurring across most goals but that there were gains to be made by improving the quality and coverage of initiatives. 

Based on the 2001 – 2002 stock-take, the following priority work areas were identified. These priorities included: 

· Kia Piki te Ora o te Taitamariki needed a stronger focus

· identify opportunities to target higher risk populations

· co-ordination and quality of school-based initiatives was required

· continue expansion of youth mental health services

· strengthen best-practice approach, including alignment of initiatives with evidence

· liaise with community-based youth suicide prevention initiatives to encourage and support safe, effective, evidence-based and co-ordinated approaches

· improve post-intervention services

· alignment with related strategies

· continue on-going initiatives

· continue process to improve data accuracy and timeliness.

1.2.5 Establishment of committees and working groups

Two committees and one reference group were established to support the on-going implementation of the Strategy.

The Ministerial Committee on Youth Suicide Prevention

The Ministerial Committee aimed to provide inter-sectoral leadership and prioritisation of work under the Strategy. The membership of the committee, at its inception in 1999, was as follows:

· Minister of Health (Chair)

· Minister of Corrections and Police

· Minister of Education

· Minister of Internal Affairs

· Minister of Mäori Affairs

· Minister of Social Services, Work and Income

· Minister of Youth Affairs

The current membership of the Ministerial Committee, as of June 2003, is:

· Associate Minister of Health (Chair)

· Minister of Health

· Minister of Youth Affairs

· Associate Minister of Education

· Minister of Social Services and Employment

· Minister of Police and Internal Affairs

· Associate Minister of Mäori Affairs, and Community and Voluntary Sector

· Minister of Corrections and Pacific Island Affairs

· Minister of Accident Compensation Corporation

The Inter-Agency Committee on Youth Suicide Prevention

The Inter-Agency Committee aimed to monitor and review the policy programme, and provide reports and advice to the Ministerial Committee on progress with implementation of the Strategy. The membership of the Inter-Agency Committee, at its inception in 1999, was as follows:

· Ministry of Health 

· Te Puni Kökiri

· Ministry of Youth Affairs

· Department of Corrections

· Department of Internal Affairs

· Department of Social Welfare

· Department of Education 

· Ministry of Women’s Affairs

· Ministry of Pacific Island Affairs

· New Zealand Police

· Crime Prevention Unit

· Health Funding Authority

The current membership of the Inter-Agency Committee, as of June 2003, is:

· Ministry of Youth Affairs (Chair)

· Ministry of Health

· Te Puni Kökiri

· Department of Corrections

· Department of Internal Affairs

· Ministry of Social Development

· Ministry of Education/Group Special Education

· Ministry of Pacific Island Affairs

· Accident Compensation Corporation

· New Zealand Police

Youth Suicide Prevention Strategy External Reference Group

Early in 2001 the first meeting of the Expert Reference Group, now named the External Reference Group, was convened. This group provides advice on Strategy implementation from an outside government perspective. It is made up of people with a range of suicide, mental health, and youth expertise.

Kia Piki te Ora o te Taitamariki Working Group

This working group, led by the Ministry of Health, was established in October 2001 to advance Kia Piki te Ora o te Taitamariki-related work. The working group was discontinued, but recently a sub-group of the Inter-Agency Committee has been set up to focus on implementing Kia Piki te Ora o te Taitamariki.

1.2.6 Leadership transfer

In July 1998, responsibility for overseeing the co-ordination, promotion and implementation of the Strategy moved from the Ministry of Youth Affairs to the Ministry of Health. 

In March 2001, the leadership and co-ordination responsibilities for the Strategy were returned to the Ministry of Youth Affairs after a Cabinet decision. This decision also resulted in resources from several agencies on the Inter-Agency Committee being made available to fund a National Co-ordinator for the Strategy (one full-time equivalent – FTE) and a 0.5 FTE analyst role. The analyst position was extended to 1.5 FTE in 2002. This was the first time positions were dedicated to implementation of the Strategy.

Summary

The Ministry of Youth Affairs, the Ministry of Health and Te Puni Kökiri developed the Strategy document. Development was guided by extensive consultation and the commissioning of two evidence reports, one for In Our Hands and another for Kia Piki te Ora o te Taitamariki. The Strategy document was released in 1998. Dissemination of the Strategy occurred primarily via a mail-out.

Strategy activity co-ordinated at a national level occurred in a documented way. Committees at ministerial and inter-agency levels were established, as was an external reference group. Implementation plans were written in the form of work programmes or plans. Work plans outlined the general focus and priorities for Strategy implementation in the coming year(s). Projects under way and planned were also included within the work plans. Processes undertaken to identify priorities for the coming year were conducted by the lead agency with the Inter-Agency Committee. Documentation indicates that the stock-takes, conducted on government agency activities, were used to inform the work plan. 

Since the Strategy launch, leadership responsibility has shifted between the Ministry of Health and the Ministry of Youth Affairs. 

Evaluation Findings 

Establishing a nationally co-ordinated approach to youth suicide prevention

Section 2 outlined the key Strategy development processes and activities that have been undertaken to co-ordinate a national response to youth suicide prevention. 

Sections 3.1 to 3.4 present perspectives on the key components of establishing a nationally co-ordinated approach to youth suicide prevention.  Participants' views are expressed on the effectiveness of these components to date, and on key related issues.

1.3 Strategy framework and Guidelines

This section describes participants' views on:

· the content of the Strategy document

· the inclusion of separate frameworks for the youth population and for taitamariki Mäori

· the general nature of the Strategy and the practical implications of this when applying the Strategy to youth suicide prevention work

· guidelines produced through the Strategy.

1.3.1 Strategy framework

The Strategy framework was widely commended by participants. A frequent comment by participants was that the framework was "sound". It was noted that the final product managed to reflect, in an integrated way, the diverse and sometimes polarised views existing within the youth suicide prevention field. The goals were widely agreed to reflect the necessary intervention steps required to work effectively in youth suicide prevention. 

As well as commending the soundness of the Strategy’s framework, many participants acknowledged the quality of the evidence reports produced by Dr Annette Beautrais on In Our Hands and Keri Lawson-Te Aho on Kia Piki te Ora o te Taitamariki. The In Our Hands evidence report was heralded for the way it brought together a vast array of information into one user-friendly document. The Kia Piki te Ora o te Taitamariki report was commended as a seminal framework for working with Mäori in New Zealand. 

The significant effort undertaken to engage practitioners and communities through consultation on the draft Strategy was acknowledged. It was noted that the consultation process itself made an important contribution toward improved community networking and engagement in the issue of youth suicide prevention. 

The key change to the framework recommended by many participants was to extend the Strategy to encompass all ages. It was widely agreed that the Strategy had been appropriately pitched at youth. Now, however, the highest rate of suicide occurs in the 25–29 year age group,
 and it was seen to be important that this group become a focus of a national approach. 

Additionally, participants noted that since the Strategy was introduced more had been learned internationally about suicide prevention methods. Participants believed it was necessary for the Strategy to be updated in light of new evidence. 

1.3.2 Two approaches: Kia Piki te Ora o te Taitamariki and In Our Hands

Most participants were highly supportive of the dual approach to youth suicide prevention.

The inclusion of Kia Piki te Ora o te Taitamariki was frequently noted as a core achievement of the Strategy, important not just for youth suicide prevention but as a model for Government – Mäori partnership approaches.

Several participants noted that the approach in Kia Piki te Ora o te Taitamariki was valuable for the general population as well as Mäori. A number of Pacific participants considered that the Kia Piki te Ora o te Taitamariki approach could be developed and modified to meet the needs of young Pacific people.

However, two primary concerns were raised about the separate approaches. Firstly, labelling one approach as Mäori-specific increased the risk that Kia Piki te Ora o te Taitamariki might be viewed as a Strategy that was delivered by Mäori only. 

Secondly, there was concern that the separate approaches created confusion for implementation. It was reported that people in the field were struggling to conceptualise how they could implement the Strategy in its entirety. It was frequently stated that clear direction in how to implement each approach was lacking – let alone how to implement both together. This lack of direction may have reduced the uptake of an integrated approach to Strategy implementation. As noted in Section 3.4 of this evaluation, people implementing the Strategy generally selected either one or other of the Strategies to respond to. They rarely integrated the two.

Overall, the content of the two frameworks was commended. However, two content issues were raised. Firstly, because Kia Piki te Ora o te Taitamariki does not include specific detail on risk identification and treatment, several participants said it was very important that Kia Piki did not become separated from In Our Hands, which outlines the spectrum of intervention points. This was not a criticism of Kia Piki te Ora o te Taitamariki, but a reinforcement of the importance of viewing the two frameworks in a holistic sense.  

Secondly, the inclusion of Goal 4 within Kia Piki te Ora o te Taitamariki: 

To encourage and assist mainstream services to respond appropriately and effectively to the needs of taitamariki Mäori through the establishment of partnerships with Mäori 

was highlighted as a concern by a small number of participants. The major identified risk was that locating this goal within Kia Piki te Ora o te Taitamariki might draw funds away from supporting a “by Mäori for Mäori” approach, towards funding existing mainstream services to deliver a better service to Mäori. It was agreed that improving mainstream service provision for Mäori was extremely important. However, laying responsibility for this within Kia Piki, rather than within In Our Hands, was a core concern. It was noted that if implementation of the two Strategy approaches was operating as intended, then responsibility for Goal 4 within Kia Piki, like the rest of the goals within Kia Piki, would also be met by mainstream services. However, as this was not occurring in reality, Goal 4 of Kia Piki te Ora o te Taitamariki should instead sit within In Our Hands.

1.3.3 Increasing the practicality of the Strategy

The general nature of the Strategy, and the corresponding lack of practical applications, was a core issue raised by participants in this study.

One strength of the Strategy document, noted earlier in this evaluation, was that it effectively integrated the diverse field of youth suicide prevention and reflected multiple perspectives. 

The inclusiveness of the report was cited by a large number of participants as commendable in a framework, but too broad to use in any practical way. 

The broadness of the audience led to a very broad strategy, which limited its usefulness because of the general language and lack of specific guidance for how to do things differently.
It was widely agreed that the broadness of the intended audience (more detail on intended audience is provided in Section 3.3.1) led to an all-encompassing document. What is required now is specific guidance to assist users to translate the document into something practical.
There was much discussion about the need for supporting documentation that could provide specific direction in a range of areas. 

Though it is outside the scope of this report to detail what any new guidelines or supporting documentation should cover, some preliminary ideas provided by participants are listed below.

Participants identified a range of areas requiring tailored information. These can be divided into two categories: 

· assistance with specific population groups

· direction/performance objectives for service provision.

Participants identified a lack of direction and a need for tailored information when working with several population groups. Examples included: 

· more detail on how to focus effort on the 18–24 year age group, including specific detail on tailoring intervention for young men

· targeted approaches for high-risk young people, including Child, Youth and Family clients 

· Pacific young people and their families

· immigrant young people and their families.

In terms of increasing specificity for service provision, it was proposed that the inclusion of specific performance objectives would help to direct services and support resource allocation, especially for clinical practice and research.

Needs to be used as a practice tool and as a means to get additional funding – to do this it must be more specific.

Need to be able to go to the GM of the DHB and say ‘this is what we have to do’, but it is too broad – there is nothing to use there.

Several clinicians noted that Goals 3 and 4 of In Our Hands were too broad to assist them to make a case for change. These goals were seen as supporting the status quo because their general nature made it too easy to align them with current performance. Performance objectives are discussed further in Section 3.3.3.

Some participants compared the generality of In Our Hands and Kia Piki te Ora o te Taitamariki. Many found Kia Piki te Ora o te Taitamariki particularly difficult to relate to their specific work due to its generality, and thought that In Our Hands was more directive and so easier to respond to. Conversely, the broadness of Kia Piki te Ora o te Taitamariki was cited by some as an enabling feature. For example, those organisations using community development principles within their work found that Kia Piki te Ora o te Taitamariki aligned well with what they were doing. 

1.3.4 Guidelines

Five guidelines were developed to provide practical guidance on youth suicide prevention. Four of these were developed after the Strategy was released and one – the media guidelines – was released prior to the Strategy but updated more recently. These guidelines are listed below.

· Suicide and the Media: the reporting and portrayal of suicide in the media – a resource. Produced by Ministry of Health. These guidelines aimed to provide the media with information about reporting suicide.

· Draft Child, Youth and Family Services guidelines on identification and management of young people at risk of suicide. Produced by the Department of Child, Youth and Family Services.

· School guidelines on prevention, recognition and management of young people at risk of suicide. Produced by Ministry of Education and National Health Committee. 

· Guidelines for Primary Care Providers: detection and management of young people at risk of suicide. Produced by Ministry of Youth Affairs and Royal New Zealand college of General Practitioners. These guidelines were designed for general practitioners, practice nurses, public health nurses, and school or educational institution nursing staff.

· Best-practice guidelines for mental health services and emergency departments. Produced by the Ministry of Health. 
Participants commonly talked about the guidelines in a generic sense – making comments about them collectively. The most frequently discussed specific guidelines were those developed for schools and for primary care providers. 

Participants often cited the development of guidelines as a key means for bridging the gap between theory and practice. The guidelines developed for schools and primary care providers were considered to be evidence-based and extremely useful.

The major weakness identified in the guidelines was not in their content, but in their limited distribution and communication. It was believed, for example, that uptake of the primary care providers’ guidelines was extremely limited. 

Updating guidelines in line with new evidence, where applicable, was considered a necessary next step. Since several of the guidelines were developed there has been extensive new research conducted which the guidelines need to reflect.

Participants commented that the poor communication of the guidelines reflected the state of the Strategy: good work had been produced, but it was undermined because insufficient consideration or resources had been given to supporting the implementation of the materials produced. Communication and dissemination issues are discussed further in Section 3.3.

1.3.5 Summary

The Strategy was widely commended as an evidence-based work, reflecting the spectrum of key intervention steps required to undertake youth suicide prevention. The inclusion of a separate framework for Mäori was generally endorsed, but concerns were raised about the implementation of the separate approaches and whether the division: 

· discouraged mainstream responsiveness to Mäori

· discouraged mainstream use of Kia Piki te Ora o te Taitamariki

· discouraged Mäori use of the In Our Hands framework. 

While the Strategy’s content was generally applauded for its quality, many participants believed that the framework should now be extended to encompass all ages. The general nature of the Strategy prompted requests to develop specific tools (guidelines) for turning theory into practice. The quality of the guidelines that had been produced was commended, but the limited communication and implementation of these was raised as a concern.

Leadership

This section describes participants' perceptions of the leadership of the Strategy. Leadership includes the Ministry of Youth Affairs' co-ordination role and the committees and reference group established to direct the Strategy. Participants' views on which government department should lead this Strategy are also presented in this section, as this was a point of significant discussion within interviews. 

1.3.6 Funding

Participants identified the lack of ring-fenced Strategy funds as a key barrier to effective leadership. It was believed by many to be extremely difficult for the lead agency to influence implementation without a dedicated resource to support this.

Many participants agreed that resource responsibility should be shared across agencies; however, they believed that there also needed to be an on-going fund to support long-term action and planning by the central co-ordination agency.

In 2002, funding was allocated to Youth Affairs for Strategy leadership. This was used to resource a National Co-ordinator for Youth Suicide Prevention (1 FTE), who is the central contact point for the Strategy, and 1.5 (FTE) analyst positions. 

1.3.7 Co-ordination roles

Participants indicated that having a co-ordinator was valuable. The co-ordinator position was viewed as a critical central role for:

· keeping participants informed about upcoming issues

· facilitating collaboration 

· facilitating the Inter-Agency Committee and other government input

· providing a central response to the public on key youth suicide prevention issues

· proactively facilitating action to an issue when necessary.

The existence of dedicated co-ordinator/analyst roles was considered important because it provided focus and co-ordination. 

The … creation of the co-ordinator gave the Strategy clarity; prior to this it was being juggled.

Several felt that the Strategy had achieved and maintained a high profile, primarily due to the co-ordinated and responsive efforts being provided through Youth Affairs. 
However, some commented on the lack of centralised accountability for action. They commented that there were no co-ordinated processes for ensuring interventions were resourced and actioned. Additionally, it was not always clear whether concerns or issues had been heard or responded to. 

Insufficient clarity about how the co-ordinating position (co-ordinator) should respond to issues raised with them was a frustration noted by several interviewees. 

Participants generally accepted the need for a prioritisation of effort, and that not all issues could be immediately responded to. However, many sought a transparent process by which significant issues and priorities raised with the co-ordinating position would be considered in a systematic way and formally responded to.

1.3.8 Ministerial Committee on Youth Suicide Prevention

Youth Affairs reports on Strategy implementation to the Ministerial Committee on Youth Suicide Prevention.
 The Ministerial Committee provides inter-sectoral leadership and prioritisation of work under the Strategy.

Several participants believed that the continued existence of the Ministerial Committee was evidence of a high level of commitment to reducing youth suicide in New Zealand.  

The Ministerial Committee provided a forum to put certain actions in place and get Ministerial directives.

Having an integrated Ministerial point of contact for youth suicide prevention was cited as supporting and modelling a co-ordinated approach to prevention at a high level. 2002 was the first year a Minister was assigned a named delegation for youth suicide prevention.

1.3.9 Inter-Agency Committee on Youth Suicide Prevention

Strategy leadership is supported by the Inter-Agency Committee for the Youth Suicide Prevention Strategy.

The role of the Inter-Agency Committee is to monitor and review the Strategy work programme and to provide reports and advice to the Ministerial Committee on progress with implementation of the Strategy.

The Committee provides an opportunity to gain a good understanding across Government of what each other are doing.

Participants within the Inter-Agency Committee believed the inter-agency processes had increased awareness of different agencies’ roles and set up an infrastructure that made it easier for agencies to work together.

The on-going existence of the Inter-Agency Committee was considered an achievement by several participants. 

Restraints on the effectiveness of the committee were noted by some participants. The large size of the committee was considered to have restricted collaboration and the formation of working relationships between agencies, and was described by one participant as "unwieldy". One means of facilitating activity within the large Inter-Agency Committee has been to divide into subgroups for core activities. For example, this evaluation was initially supported by a sub-group of the committee. There have been many other sub-groups established at key times, including: a post-intervention sub-group; a suicide prevention in schools sub-group; a crisis development fund sub-group; and a sub-group to increase implementation of Kia Piki te Ora o te Taitamariki.

Staff turnover was considered to have impacted on the on-going engagement of committee members with the Strategy. It was believed that part of the difficulty was members’ varying understandings of the issue of suicide prevention and the purpose of the Inter-Agency Committee. For example, some members attended meetings to advise on their agency’s position with regard to upcoming issues, whereas others took a more active role and assumed responsibility for progressing implementation of the Strategy.

1.3.10 Youth Suicide External Reference Group 

The external reference group was set up in 2001 to provide advice to Youth Affairs on the implementation of the Strategy. This group was envisaged as a representative group of key stakeholders in the youth suicide prevention field. The need for a group of representatives with specialised knowledge was widely supported by participants. 

Concern was raised by a small number of the reference group about whether they were only there for token sign-off for Strategy initiatives. Few meetings were held and there was a perception that the limited involvement of the group in implementing the Strategy had restricted their level of influence and input.

The question of whether the reference group adequately represented expertise in youth suicide prevention was raised as an issue for consideration by a small number of participants. 

It was considered by some to be timely and necessary to restate the purpose of the group, and to check its representation against this purpose.

1.3.11 Leadership of Kia Piki te Ora o te Taitamariki

A perceived lack of leadership for implementing Kia Piki te Ora o te Taitamariki was a key concern raised by several participants. Some believed a dedicated position was required within the Youth Affairs co-ordination team. Some also felt that without focused leadership Kia Piki te Ora o te Taitamariki had become a neglected aspect of the Strategy. 

A small number of participants commented that Kia Piki te Ora o te Taitamariki lost momentum when Te Puni Kökiri moved from an active leadership role into a monitoring and advisory role after the launch of the Strategy. Some participants wanted to see Te Puni Kökiri taking a more active role in actioning and monitoring the government-based response to Kia Piki te Ora o te Taitamariki.

1.3.12 Who should lead the Strategy?

Participants in this study were asked about barriers to implementation of the Strategy. A large group of participants believed Youth Affairs' leadership of the Strategy’s implementation was a barrier, while a similarly large group cited its leadership as a key factor underpinning the Strategy’s success. Based on participant comments, the following section presents the pros and cons of Youth Affairs' leadership.

Pros of Youth Affairs' leadership

Youth Affairs’ lack of allegiance to any one discipline was praised. Some participants felt Youth Affairs was able to work more effectively across agencies because they were population-driven rather than directed by a sector focus such as health or education.

The Strategy would be too small a fish in the big pond of Health…

The size of Youth Affairs was considered by some an advantage for Strategy leadership. Being smaller allowed youth suicide prevention work to be prioritised. Concern was raised that in a larger Ministry, such as Health, the Strategy could be swamped by competing priorities.

The lack of bureaucracy within Youth Affairs was raised as another advantage to its leadership role, particularly for those contracting directly with Youth Affairs. It was easier to have a direct relationship with the Chief Executive than it would be in a larger, less egalitarian organisation.

Cons of Youth Affairs' Leadership

Many believed that Youth Affairs was too small to effectively influence Ministers and key government agencies, particularly when it came to securing adequate funding. 

Youth Affairs lack power and position…
In addition, it was thought that as a small agency Youth Affairs did not possess the necessary infrastructure and experience to direct the actions of other larger, more influential agencies, such as the Ministries of Health and Social Development. 

The importance of experience was raised by some participants, who were concerned that Youth Affairs would "reinvent the wheel" through lack of experience in previous strategies and projects. Concern was also raised that Youth Affairs lacked the technical expertise in mental health to be able to adequately direct change in this area.

Need agencies leading who are also operational.

Several participants commented on the need for the lead agency to have people on the ground carrying out suicide prevention work, so that the agency was not only in a figurehead-type role. 

1.3.13 Summary

In summary, significant activity has occurred in developing a leadership infrastructure for the Strategy. Co-ordination positions have been resourced within Youth Affairs, and high-level government committees and an external reference group have been established to advise on Strategy implementation. The establishment and continued existence of the co-ordination roles and of the committees was commended. 

Views on which agency should lead the Strategy were polarised. The small size of the Ministry of Youth Affairs was cited as being both advantageous and disadvantageous to its leadership of the Strategy. 

The lack of ring-fenced funding for the Strategy, and concern about an absence of dedicated leadership for Kia Piki te Ora o te Taitamariki, were raised as barriers to effective leadership and co-ordination of the Strategy.

Implementation of the Strategy

Section 2 provided contextual detail about Strategy implementation, sourced from available documentation. This section goes beyond the documentation to explore participants' views on the effectiveness of the implementation, including the effectiveness of the communication of the Strategy and the adequacy of implementation planning. The section concludes by providing a brief comment on generic issues faced within the state sector which impact on the implementation of government strategies and policy implementation.

1.3.14 Communication

The primary communication method for the Strategy document was an initial mail-out. The Ministries of Youth Affairs and Health, Te Puni Kökiri, and SPiNZ distribute the document in response to requests for it. Other communication methods used are the SPiNZ website, the Youth Affairs website, and the Strategy newsletter (which includes a newsletter from SPiNZ). SPiNZ also conducts workshops on youth suicide prevention. 

It was noted that the Strategy has been, and continues to be, one of the most frequently requested publications from the Ministry of Health. Approximately 15,000 copies have been published, and both Health and Youth Affairs have reprinted the document over the last five years. Despite the high number of documents distributed, participants were concerned that the communication approach was limited and required more comprehensive and on-going planning. The limitations of the mail-out approach were reported as a barrier to widespread knowledge of the Strategy.

There wasn’t enough thought given to how it was going to be rolled out to the communities, there was just a mail-out.

It was widely agreed that Strategy communication was not given due consideration. Receiving the Strategy by post was considered only appropriate for recipients already well-informed on youth suicide prevention and the Strategy. Participants involved in Strategy development commented that part of the communication plan was to set up SPiNZ, which was intended to play a key role as the accessible face of the Strategy. Workshops and the information services offered by SPiNZ were acknowledged by several participants as helpful for supporting practical learning on youth suicide prevention.
 

Many participants suggested a targeted approach to communication. The notion of targeting applied both to the communication method used and to the type of information received. 

If groups aren’t assisted in how to apply the Strategy to their work it will become just another document on the shelf.

Participants were asked whether they or their organisations would have found it useful to receive assistance in how to apply the Strategy to their work. The majority of participants said this would have been useful. Specifically, having someone to facilitate ideas about application of the Strategy would have assisted their use of it. 

Kia Piki needed to be taken out to communities in an intelligible form.

It was noted by a number of participants that applying the principles of Kia Piki te Ora o te Taitamariki and In Our Hands was not straightforward, particularly for groups not used to the language used in the Strategy document. Many participants felt that dissemination of the Strategy should have included face-to-face delivery where this was identified as appropriate.

According to In Our Hands, the Strategy was intended for use by government departments, health sector agencies, schools, churches, community organisations, local governments, hapü and iwi, and youth workers or individuals with an interest in reducing youth suicide. 

Opinions were divided about who the intended audience for the Strategy framework was considered to be. In general, however, participants agreed that the Strategy document was not appropriate for all audiences, and that there needed to be consideration of what was appropriate for whom. For example, many believed the Strategy was not user-friendly for those people unused to government documents.

Participants suggested that information should be tailored for different audiences and according to the ways the information was intended to be used.

Some consideration was given to whether the audience for Kia Piki te Ora o te Taitamariki was the same as that for In Our Hands. The same conclusion was generally arrived at – that the audience was broad, but that the means of communicating the framework needed to be considered. For example, it was widely agreed that a mail-out as the only means of communication was inappropriate for Mäori communities – and indeed for community organisations generally. 

On-going dissemination was raised as an issue. Several stakeholders described situations where staff had moved on and documents had either gone with them or been filed forever out of existence. As a result, there was concern that the pertinence of the Strategy documentation would be diluted over the years. It was felt likely that the document would now, five years on, have low prominence in some organisations. 

Well-planned communication of the Strategy was believed to be particularly important in the current environment, where organisations were being flooded with other Strategy documents. It was believed that communication planning would assist to establish the importance of the Strategy document and reduce its chances of being shelved unread.

1.3.15 Stock-takes of implementation

As described in Section 2, Youth Affairs conducts an annual stock-take of initiatives by government agencies that are aligned with Strategy goals. This is presented against each of the goals for In Our Hands and Kia Piki te Ora o te Taitamariki.

There seemed to be more emphasis on stock-takes of initiatives related to the Strategy, which took up a lot of time and energy. This may have got in the way of more strategic thinking about direction.

Several participants questioned the value of the government agency stock-take. It was regarded as a mechanism with limited scope and which did not capture all activity. In addition, participants believed it was neither systematic nor thorough enough to assist in the identification of gaps or act as an accountability tool. 

The fact that significant work occurring outside of government agencies was excluded from the stock-take led some participants to question its merit. 

Further, there was concern that the stock-take skewed the appearance of effort in favour of those activities which were broad enough to encompass a lot of work, and gave the appearance that minimal work was occurring in other, more specific, areas.  

The stock-takes have repeatedly indicated minimal work occurring in response to Kia Piki te Ora o te Taitamariki. Some participants were unsure whether this was a true indication, or whether the stock-take was simply an inappropriate tool for demonstrating government work in this area. 

1.3.16 Implementation planning

The most consistently reported barrier to achievement against the Strategy was, unquestionably, the inadequacy of well-documented, planned implementation based on clearly identified gaps and prioritisation processes. 

There is a desire for a very specific outcome through no specific actions.

There was broad criticism that implementation lacked urgency, organisation, engagement with those working in the field, political leadership, or sufficient funding to adequately address youth suicide prevention. 

There was wide agreement that there was insufficient systematic planning before the Strategy was released about how the Strategy's goals would be achieved. It was felt that this issue had still not been adequately addressed. 

Several government officials acknowledged that prioritisation processes were followed for agreeing work plans and budget bids, but that these occurred as part of the largely confidential budget bid process which the public were rarely privy to.

In the Strategy’s current state, the onus is primarily on agencies and organisations to decide what they will do for youth suicide prevention. Participants supported agencies’ ability to individually respond and align their work with the Strategy. However, participants believed that, in addition, there needed to be a central overarching implementation plan, based on identified priority needs.  

Everyone needs to play their part – but to do this they need to know what their part is.

The following list presents key questions participants identified for inclusion in an implementation plan.

· Priority: how will activities be agreed for inclusion in the implementation plan?

· Actions: what are the activities to be achieved – short-term to long-term?

· Funding: if funding is required, who will fund the activity?

· Provider: who is going to provide (implement) the activity?

· Roles: what are the roles of all of the parties involved?

· Indicators of success: how will success be measured?

· Audit: how will success be monitored?

Implementation planning was recognised as something that needed to occur annually, but with different timescales incorporated into the process it so that longer-term work could be planned for.

It was noted by one participant that one risk with implementation plans was that, if only the work within them was achieved, other emerging and/or important but less prioritised work might be stifled. 

1.3.17 Implementation of Kia Piki te Ora o te Taitamariki

Where is the action after the words are written? The dream of Kia Piki was let go, no protocols for how to use the strategy were developed. At present there are no key result areas for the Strategy and none for Kia Piki whom are a hugely at-risk group.

The specific concerns about the implementation of Kia Piki te Ora o te Taitamariki mirrorred concerns presented above for the Strategy as a whole. These concerns centred on the limited implementation follow-through after developing a good document. The Kia Piki te Ora o te Taitamariki community development programme, funded by the Ministry of Health, was frequently discussed synonymously with the Strategy itself. Participants were concerned about the lack of evidence of implementation outside this programme.

Several participants voiced their concern that agencies were frequently unaware of how their work supported the goals of Kia Piki te Ora o te Taitamariki. Participants speculated that this was due to limited familiarity and understanding of how work aligned with Kia Piki te Ora o te Taitamariki. However, it was widely agreed that alignment with the Strategy, while important, should not be the dominant aim of implementation, but rather the aim should be an active response to the principles of Kia Piki te Ora o te Taitamariki. 

1.3.18 Prioritising action

Participants expressed the desire to have clear processes for agreeing on which activities needed to be prioritised as part of Strategy implementation. 

What ended up being agreed by the Minister didn’t marry up with anything I had recommended. I don’t know how priorities were agreed and on what basis the decisions were made.

Many participants had provided information on what they believed should be prioritised if youth suicide was to be reduced, and felt frustrated that there was no systematic process for considering recommended actions. One area that a small number of participants repeatedly cited was the importance of improving recognition, treatment and management of depression in young people. These participants stated that depression in young people accounted for half to two-thirds of all suicides. Given this, it was believed that depression should be the number one priority for Strategy implementation. 

It is not easy to get a handle on where there are gaps.

The divergent views of those working in the youth suicide prevention field presented a significant challenge for Strategy co-ordination when it came to prioritising effort and assessing what work was credible and what was not. There was concern among some participants that Strategy implementation over-emphasised public health promotion to the detriment of clinical and research work.  Conversely, other participants believed that public health efforts were not prioritised and had not been adequately supported in the implementation of the Strategy. Concern was also raised that a politically correct agenda directed implementation of the Strategy over evidence-based knowledge. This debate, and others like it, was fuelled by the absence of documented, systematic and transparent processes, which prioritised youth suicide prevention activities and considered gaps and needs.

… shouldn’t be putting money into every programme that comes along, should be identifying what is working.

It was acknowledged that gap analysis was difficult in the youth suicide prevention field. However, people working in the area who had ideas about where gaps existed in their field of expertise wanted processes put in place that would allow their ideas to be considered.

1.3.19 Accountability

It was always intended that we should be able to measure the progress of the Strategy and, by proxy, the impact it was having. There should be agreed measures for what we are trying to achieve in this area.

Participants were concerned that there were no agreed measures for what the Strategy was trying to achieve. It was also widely considered that the lack of key indicators reduced the priority given to undertaking work responsive to the Strategy.

With the Strategy the principles and the basic premise were reasonably clear, but there wasn’t the expectation that mainstream had to create the change in an explicit way and be accountable to it.

The absence of an accountability mechanism to align with the prevention goals in the Strategy was considered to have reduced organisational investment in the Strategy. 

To increase accountability for Strategy implementation, participants proposed the following considerations:

· agree on how to measure Strategy achievement

· set performance indicators

· audit government agency activities in terms of Strategy implementation (not just alignment)

· establish yearly reporting against agreed measures.

There were diverse views about the types of performance indicators that should be set. Several participants wanted clearer accountability within District Health Boards (DHBs) and from government agency chief executives. Most participants wanted the issue of accountability to be thoroughly considered, and clearly responded to.

1.3.20 Generic issues in state sector operation

The core issues identified as barriers to effective implementation of the Strategy mirror findings from other evaluative work within the state sector. Of particular note are issues in public management identified in The Review of the Centre by the State Services Commission (2002), and in the 2002 State Services Commission briefing to the Minister of State Services, which noted the following weaknesses in public management: 

· interaction with Government is not easy for citizens

· there is no systematic approach to setting and achieving outcome goals and priorities

· the fragmented state sector makes it difficult to pursue complex or across-government objectives 

· the system is weak at developing and managing capability (people, culture, and common systems) 

· (in particular) many agencies are struggling to understand and meet needs of Mäori.

This list strongly parallels the major factors identified as limiting effective implementation of the Strategy.

It is therefore important to acknowledge that there appear to be systemic issues affecting centralised government policy implementation, which are not specific to the present Strategy. The Strategy exists within the mechanisms of Government and can thus be both positively affected and restrained by those mechanisms. This acknowledgement does not remove any onus to address these limitations; it endorses the findings of The Review of the Centre along with Strategy-specific and government-wide efforts to address them.

1.3.21 Summary

Insufficient consideration of how the Strategy was to be communicated was identified. Dissemination of the Strategy was primarily limited to mail-outs, which participants considered limited the extent to which the Strategy was applied. Many participants said more facilitated sessions on how to apply the Strategy to their work would have aided their use of it. Tailored dissemination of information appropriate to different audiences was recommended.

Thorough implementation planning for both In Our Hands and Kia Piki te Ora o te Taitamariki was considered by some to be inadequate and required more focus. It was identified that implementation planning must include a systematic and transparent process for identifying key areas of need and gaps in youth suicide prevention work. It was suggested that the implementation plan include a process for prioritising activity, and clear performance measures linked to an accountability process.

The limitations identified in the implementation of the Strategy do not appear to be specific to the Strategy, but are part of a wider set of issues identified for state sector management. 

Strategy Awareness and Use

Judgements about how successfully the Strategy has been applied to youth suicide prevention have been constrained by the limited information available on how the Strategy was intended to be used.

The introduction to In Our Hands states that the Strategy provides a framework for understanding suicide prevention, and signals the steps a range of government agencies, communities, services, hapü and iwi must take to reduce suicides in the 15–24 year old age group. The document also states that the Strategy can be used to develop actions to help prevent suicides. 

However, most participants did not view the Strategy as a practical guide for developing action to help prevent suicides. Section 3.1 outlines participants' comments about the general nature of the document, and its corresponding lack of specific applications.

Participants generally considered that the Strategy document and evidence reports should have been used to improve knowledge on youth suicide prevention and provide direction, in the form of key goals that need to be achieved to reduce youth suicide. 

Participants identified the need to develop more specific and practical information to bridge the gap between Strategy goals and their practical implementation (further detail on this point is available in Section 3.1).

The following section describes the way participants used the Strategy and issues they encountered with its use. A brief section on barriers to use is also included.

1.3.22 Awareness of the Strategy

The selection of participants for the phase one evaluation, as outlined in the methodology, was based on those people who were considered key stakeholders in the youth suicide prevention field. On this basis it was assumed that the participants were aware of the Strategy and knew its contents well. This was generally the case. All participants in the evaluation knew of, and had mostly read both frameworks within the Strategy. It is therefore not possible, in this phase one evaluation, to provide detail on Strategy awareness amongst the wider intended audience.

1.3.23 Broad overview of Strategy use

The following section on Strategy use outlines how participants within this study actioned/used the Strategy in their work. 

In this section, ”Strategy” primarily refers to the Strategy document and the evidence reports by Dr Annette Beautrais and Keri Lawson-Te Aho.
Kia Piki Te Ora O Te Taitamariki and In Our Hands 

Both In Our Hands and Kia Piki te Ora o te Taitamariki complement each other and should be read and applied together.

Those who were involved in Strategy development generally saw it as important that the two frameworks should be used alongside each other. While both frameworks were known to participants, there were different uses and understandings of each framework and they were infrequently used in a complementary way. 

For a participant actively involved with an organisation where Kia Piki te Ora o te Taitamariki aligned with the organisation’s philosophy, it was often the primary framework to which the participant referred. Equally, where the participant was working in a more clinically focused organisation, In Our Hands was the primary framework. There was a tendency for mainstream providers to delegate responsibility for the responsiveness to Kia Piki te Ora o te Taitamariki to the Mäori workers within their field. Conversely, those who worked very closely with Kia Piki te Ora o te Taitamariki were likely not to see the relevance to their work of In Our Hands. It was rare that their complementary nature or linkages were considered. 

It is practical and to be expected that the nature of the work, and the philosophy of the organisation or individual, influenced which framework took precedence. However, several participants said that if organisations only referred to those aspects of the Strategy that meshed with what they already did, then they received little incentive to change their practices.

For users of the Strategy linkages with other approaches and frameworks were almost always considered. Use of one or other of the Strategy frameworks was not therefore isolated from other strategies and approaches.
Participants working in teaching and training were one group who often did integrate both frameworks into their practice. However, while these participants actively used both frameworks they still tended to present the material separately. For example, Kia Piki te Ora o te Taitamariki was often the primary framework used when conducting training with Mäori, and In Our Hands when working with non-Mäori groups.

There was a lack of practical guidance available for how to apply both frameworks in an integrated way. As noted earlier, there was considerable confusion among organisations seeking to implement the Strategy about how to apply the two frameworks in a complementary manner. 

Type of Strategy use

The following lists and then describes broad categories of Strategy use.

Table 4: The ways the Strategy document and evidence reports are used

	Categories of Use
	Description of Use

	A source of information to guide the development of policy and programmes
	· guide the development of policy 

· provide broad direction for programme development

· provide input into strategic planning

	To increase understanding of working with Mäori for youth suicide prevention
	· Kia Piki te Ora o te Taitamariki used as a best-practice model for working with Mäori communities

	To develop training materials
	· inform publications

· inform teaching materials

· develop training workshops and training resources 

	To increase personal knowledge
	· inform individuals about the youth suicide prevention area

· complement and broaden learning alongside other strategies and documents in related fields

· include within induction to inform new staff of the Strategy and youth suicide prevention

	To support funding applications/submissions
	· funding applications

· support submissions to local council and central government

	To guide quality assurance
	· quality check that existing and planned activities are not contrary to the Strategy

	To publicly promote the issue of youth suicide prevention
	· inform decision-makers that youth suicide is an important issue

· promote the importance of youth suicide within organisations and work areas

· bring providers together in an effort to share information about the Strategy and what others are doing in the youth suicide prevention field


The primary use of the Strategy document was as a reference tool. The strategy document was regularly used alongside the evidence reports by Keri Lawson-Te Aho and Dr Annette Beautrais. For many, the Strategy informed policy and programme development, publications and resource development. In these instances the Strategy was used as one tool within a suite of literature. The Strategy and evidence reports were frequently cited as documents that had increased understanding of the broad field of youth suicide prevention. In several cases, organisations included the Strategy as part of an induction pack to brief new employees on key information and key strategies that they needed to be aware of and be responsive to.

The Strategy was used frequently within teaching programmes and to develop training workshops. Its use in these instances ranged from a reference document for trainees to be aware of, through to more active use where the Strategy framework guided the structure and format of the workshop.

The Strategy’s use for funding applications had both passive and active elements. Some used it as a reference within contract reporting, for example to DHBs. Others presented the Strategy as the foundation to legitimise the need for funding for youth suicide prevention work. 

Quality checking the direction of planned work was frequently mentioned as another use. For this purpose the Strategy helped workers to align the work they were doing with the direction of the Strategy. It also provided criteria for assessing funding applications.

There was also a promotional aspect to Strategy use. The Strategy was used to publicly promote the issue of youth suicide prevention. Activities underpinning this included submissions to Government (local and central) on youth suicide prevention- related issues, and the facilitation of forums on youth suicide prevention with community agencies and NGOs. 

All of these uses of the Strategy were considered to have positive impacts on the work it informed or the awareness it raised. 

The way Kia Piki te Ora o te Taitamariki is used

Kia Piki te Ora o te Taitamariki was described by several participants as a holistic approach which provided a basis for how they would work with Mäori communities. It was noted by these participants that due to the broad, community development approach presented in Kia Piki te Ora o te Taitamariki, it was easily aligned with other strategies or action plans, and could be applied in multiple settings.

Many participants believed that government agencies and many mainstream settings such as hospitals had not actively applied Kia Piki te Ora o te Taitamariki to their work. There was concern that because of the difficulties of working across the two frameworks, Kia Piki te Ora o te Taitamariki was not being used at all. 

1.3.24 Barriers to Strategy use

Participants identified three main barriers to using the Strategy: lack of ring-fenced funding for Strategy activity; the large number of competing strategies; and staffing shortages.

Funding

Participants said the lack of ring-fenced funding for the Strategy was a barrier to developing activity in response to the Strategy. 

Because Strategy implementation is largely funded from within existing government agency baselines, some participants observed that financial and political restraints often made it difficult to prioritise youth suicide prevention over other competing priorities. For example, the Sustainable Funding Path for health funding places tight constraints on the processes for bidding for new monies in the health sector. In recent years the Ministry of Health has been focused on large monetary issues, for example addressing DHB deficits, which makes reprioritisation within baselines for youth suicide prevention activity difficult. The Ministry of Health’s situation is a common one – all agencies have competing priorities and these invariably impact on the resources allocated to the Strategy.

The funding structure supports or mitigates involvement depending on whether you get funding or not.

Use of the Strategy was linked back to the lack of resources and priority given to it. Participants, particularly those working in health work where activity is directly linked with contractual obligations, noted that if funding was available then energy would be put into an active response to the Strategy; conversely, no funding led to no or minimal activity.

Large number of strategies

The high number of competing strategies that groups and organisations are exposed to was identified by many participants as a significant barrier to responsiveness to the Youth Suicide Prevention Strategy. 

Participants noted that there was a high level of duplication between strategies. As a result, they focused on those most directly related to their work, using the others as reference tools when required.

Staffing shortages

A pronounced shortage in mental health staff was identified by some participants as a key barrier to the ability of services to respond to the Strategy. 

Two other areas where staffing capacity was identified as a limiting factor were in youth suicide prevention intervention, evaluation and research, and in the number of employees with appropriate skills and cultural understanding to implement Kia Piki te Ora o te Taitamariki. This was particularly pronounced where organisations were only responding to Kia Piki te Ora o te Taitamariki if they had Mäori staff available to take responsibility for it.

1.3.25 Summary

The Strategy was primarily used as a reference tool, alongside other materials. The broadness of the Strategy was cited as a limiting factor in participants' ability to directly apply it to their practice. However, the Strategy document and evidence reports were considered to be extremely useful resource materials. Participants identified three main barriers to using the Strategy: lack of ring-fenced funding for Strategy activity; the large number of competing strategies; and staffing shortages.

Although participants involved in Strategy development generally agreed the two frameworks were intended to be applied together, this rarely happened in practice. There was concern that because many people found integrating the two approaches confusing, it was easier to respond to only one. There was concern that this was particularly disadvantageous to the actioning of Kia Piki te Ora o te Taitamariki. Several participants noted that Kia Piki te Ora o te Taitamariki was either given to the Mäori staff within an organisation or not responded to at all. Better information was needed about what it meant in practice to use the two frameworks in a complementary way. 

1.4 Perceptions of Goal Achievement

Section 3.5 presents participants' perceptions of the extent to which the Strategy has achieved or is achieving its implementation goals. The Strategy implementation goals are defined as those goals that it would be realistic to expect the Strategy to achieve. The goals identified were: 

· to give impetus for new development and extended/modified youth suicide prevention interventions for all young people/taitamariki Mäori

· to ensure best-practice is applied to youth suicide prevention interventions for all young people/ taitamariki Mäori

· to encourage collaborative cross-agency commitment to youth suicide prevention

· to improve understanding of those working directly and indirectly with youth/ taitamariki Mäori, about youth suicide prevention

· to align new and existing activity with the Strategy framework

· to establish a nationally co-ordinated approach to youth suicide prevention. 

The goal of having a nationally co-ordinated approach to youth suicide prevention includes achievements in leadership, implementation and Strategy use, which are covered in sections 3.2 – 3.4.
1.4.1 New and existing work aligned with the Strategy’s framework

The Strategy framework was widely believed to have increased understanding of how activities were integrated with the broad picture of youth suicide prevention. The Strategy provided the means for individuals and organisations that previously had not recognised their work as supporting youth suicide prevention to position themselves within the overall framework. 

This achieved two things. Firstly, it helped organisations, communities and individuals to understand the complexity and multiple tiers involved with youth suicide prevention work. Secondly, it encouraged people to check whether their practice was consistent with the Strategy’s evidence-based principles.

People can see their role within the whole prevention picture – this alleviated the hand-wringing response where the issue feels too big and people feel immobilised to act.

A frequent comment was that people struggled to see how their efforts could make a difference. The multiple goals of the Strategy assisted people to identify the many different aspects of youth suicide prevention intervention. As a result, both individuals' and organisations' understanding of the importance of their contribution increased.

The legitimising of youth suicide prevention work was noted in Section 3.4.3. Several participants said that the process of aligning their work with the Strategy had given their efforts credibility within their organisation. 

… has broadened the focus of agencies not traditionally working in youth suicide prevention.
Without the Strategy it would likely be pigeon-holed a mental health provider’s issue only.

Further evidence of alignment was that participants, particularly from government agencies, believed there was broader ownership of youth suicide prevention across sectors.

The notion of alignment was controversial within this evaluation. There was widespread concern that while it was important for organisations to see how their existing activity aligned, this should not be their only response. Many participants believed that the level of new activity established as a direct response to the Strategy was low, but the level of alignment of existing activity was high. 

There was concern, too, that aligning activity was an easy option that excused organisations from responding more actively with new interventions or changes to their practice. Several participants noted that the types of activity listed by government agencies within the stock-take lent support to this concern. 

A key initiative of the Strategy was the stock-take. Based on the stock-take of the Year 2 work programme, the Ministry of Health reported that there had been action across most of the goals within In Our Hands. However, there was concern that there was low reporting against Kia Piki te Ora o te Taitamariki.  

Several participants commented that some government agencies appeared not to fully understand the goals of Kia Piki te Ora o te Taitamariki, and consequently how the work of their department was aligned to it. There was also a view that the breadth of the framework and corresponding lack of specificity made it difficult to know what to include and what not to. Many participants, however, were concerned that the stock-take might indeed accurately depict a realistic picture of limited Kia Piki te Ora o te Taitamariki implementation.

1.4.2 Improved understanding of youth suicide prevention

The Strategy has improved levels of understanding of youth suicide prevention. All participants believed this needed to continue and be extended. Key factors identified as leading to improved awareness and understanding were:

· the release of the Strategy and evidence reports, which for many provided a clear repository of information on youth suicide prevention and a cultural response to taitamariki Mäori youth suicide prevention

· the production of guidelines

· the SPiNZ service, including symposiums

· the Kia Piki te Ora o te Taitamariki community development programme

· the centralised response from Youth Affairs to the media and to agencies on issues which arise and require comment.

All of the above are a direct result of the Strategy and were identified as core features of increasing knowledge of evidence-based youth suicide prevention. 

Created a better understanding of youth suicide prevention across the board.

Participants believed the Strategy had generated discussion and debate about youth suicide prevention and increased knowledge at Government, service provider and community levels. 

The following list reflects participants' views on improvements in knowledge.

· The Strategy improved understanding of the complex nature of youth suicide prevention.

· The Strategy coordinating team have taken responsibility for counteracting misinformation, something that did not occur in a co-ordinated way prior to the Strategy.

· People are now more comfortable about asking questions about suicide.

· The evidence reports assisted those working in the field. Several stated that the In Our Hands evidence report by Dr Annette Beautrais was the first to pool the vast research on youth suicide prevention into an easily accessible document. This document was cited as having assisted with the development of training resources and as being informative for people wanting to brief themselves on youth suicide prevention.

· The Kia Piki te Ora o te Taitamariki evidence report by Keri Lawson-Te Aho was identified by several people as the key document they used for informing their work practice.

· The strategy was believed by many to have raised awareness of mental health issues for young people, specifically in relation to the mental health link with suicide.

Many were apprehensive about the extent of the Strategy's influence on increasing knowledge on youth suicide prevention. Their primary concerns were:

· that inadequate communication of the Strategy and guidelines had limited the extent of knowledge gain

· that there was a lack of clear information on intervention effectiveness

· that the focus on youth suicide had falsely heightened the public’s view of teenage suicide risk.

Many participants felt that while there was excellent information available, it was not getting out to people or getting out in a way that would assist people.

The lack of information on effective interventions was identified as having hindered increasing knowledge on youth suicide prevention. There was also concern that there was insufficient understanding about what constituted safe practice. 

There was significant concern that the Strategy had contributed to a heightened – though false – public understanding of the suicide risks facing school-aged youth.  Many believed that there had been an excessive focus on school-based programmes and that the existence of these sent a false message to the public. Participants believed there was a misconception about the high level of teenage suicide. 

1.4.3 Collaborative approaches to youth suicide prevention

The way that the Strategy framework drew all of the dimensions of youth suicide prevention together was an important factor in setting the groundwork for collaboration. The Strategy has increased the number of agencies at Government level that now meet to focus on youth suicide prevention. There is also an indication that the knowledge gained from the Strategy encouraged more networking between community and service providers. However, some participants did not believe that collaborative actions had increased very much as a result of the Strategy. The structure of Government was generally considered to have undermined collaborative action and therefore the Strategy could not be said to be modelling collaborative practice. 

Collaboration in action

Some of the ways participants believed the Strategy enabled cross-agency collaborative working are presented below.

The Strategy was considered to have assisted the formation of a collective focus for what was important in youth suicide prevention, particularly across government agencies.

Before the Strategy it was more difficult for agencies to work together.

The Inter-Agency Committee on Youth Suicide Prevention was an example of government agencies working together. It was believed that the Committee had been a good first step toward encouraging collaborative working. 

It has brought about cohesiveness amongst a wide group.

The Strategy provided a point of reference for agencies to talk collectively about youth suicide prevention. It was believed the Strategy initiated a common direction for working together, which many believed reduced agencies’ isolation and increased their alignment with the Strategy’s goals.

The local collaboration brings people together and springboards further action.

Several participants working in mental health promotion and youth suicide prevention had established forums with community, NGO and local government groups to inform others about the Strategy. These forums were also used to talk about other available resources and share information on what was happening in the community with regard to youth suicide prevention work. The forums had created an opportunity for information-sharing and encouraged some collaborative responses to the issue.

Where collaboration hasn’t worked

Participant concerns about where collaborateon has not occurred and the barriers that have inhibited collaboration are presented below.

There is a lack of modelling of collaborative working from the top.

How can we expect community groups to work collaboratively if we can’t do it at the agency level?

The absence of a government model for collaborative practice was cited as a barrier to achieving wider collaboration. Several felt that government agencies had given mixed messages by expecting collaboration at community level but not undertaking it across government agencies.

The Public Finance Act inhibits collaborative working as performance is judged on an individual agency basis.

Participants working in government frequently noted how collaborative working was undermined by government accountability systems. The Public Finance Act (1989) was specifically cited as a barrier to collective responsibility. Some participants suggested that if agencies were judged by their collective input into youth suicide prevention, then collaboration would be more easily and frequently practised.

There should be funding attached for the implementation of the Strategy. This would mean that we have the resources to dedicate to it.

Funding was considered a primary restraint to collaboration. For many agencies, funding and contractual agreements directed what work was done. Several participants working in health noted that if there was no contract to deliver on the Strategy, then no activity would occur. Contracts that specified performance measures against activity led to highly-targeted outputs. Even where collaboration was a part of contractual agreements, it was highly specified toward an area of work.

There are no mechanisms established for collaboration.

It was widely agreed that there was a lack of systemic guidance for collaboration at agency level. Many suggested that systems were required to guide collaboration between agencies. It was noted that Memorandums of Understanding exist between some sectors and these articulate the working relationship between specified parties. Further detail on the success of Memorandums was not discussed within this evaluation.

Passion can at times get in the way of working collaboratively.

Several people commented on the territoriality of the youth suicide prevention field. “Patch protection” was believed to have inhibited collaborative working. Participants noted that strong views existed on who was qualified to discuss youth suicide prevention and who was not. Debates on credibility were considered to have reduced collaborative working and disenfranchised many from the youth suicide prevention discussion. These comments – on who had a right to speak on youth suicide and who didn’t – often arose from the frustration experienced by individuals who did not feel their views were being heard or responded to.

The potential existed for much greater collaboration within disciplines. For example, one participant commented on the small but diverse pool of youth suicide researchers and believed that collaboration between them could be better.

1.4.4 Applying best-practice to youth suicide prevention interventions

Best-practice within this report is defined as practice (activity), which is based on evidence of what works effectively and appropriately to reduce youth suicide prevention. 

The application of best-practice in the youth suicide prevention field is complex. It was believed that the existence of the Strategy was a crucial first step for providing evidence-based direction which, alongside the evidence reports and centralised co-ordination effort, would encourage a best-practice response. The Strategy document was not designed as a stand-alone practice tool, however, so the development of guidelines, which were commended as evidence-based, were identified as a key means of supporting best-practice in the youth suicide prevention field. 

Many participants believed that before the Strategy was introduced a lot of ad hoc and ill-considered youth suicide prevention programmes were run. The Strategy was considered important in articulating the principles of best-practice and (through the national co-ordinator) it had provided a safety watchdog function. The national co-ordinator's role was not necessarily seen as the watchdog, but as a central position that individuals and groups could contact with issues and concerns.

The presence of an approach specific to Mäori was believed to model best-practice. The development of Kia Piki te Ora o te Taitamariki reflected a partnership approach and the provision of researched, culturally-specific information to improve the way that youth suicide prevention occurs for taitamariki Mäori. 

In the same way that participants described examples of best-practice, many also described their concerns about the lack of evidence-based practice and the barriers to improving this. The primary concern was that there was still a lack of clear, evidential information on what interventions work well, for whom, and in what circumstances they were successful. There was also concern that currently available evidence was not actually being used. In addition, the lack of applied information was considered a key barrier to best-practice.

The following paragraphs present evidence of best-practice based on participants' comments.

· Many participants used the Strategy documentation, including the evidence reports, as reference materials to support their practice. Ideally, use of these reports could be a proxy for best-practice. However, it would be inappropriate to assume that reading the documents necessarily led to appropriate application of their contents. This is particularly so in the case of the Strategy, which has broad level information.  

· Several participants noted that the Strategy’s influence on best-practice would occur through the flow-on effect of interventions developed from an evidential basis through the Strategy. It was believed that the presence of these interventions would, in themselves, influence best-practice in interventions that either emulated them or were guided by them. 

· Certain activities were considered to have displayed or supported best-practice. The setting up of SPiNZ was identified by many working in the field as a good first point of contact for questions regarding youth suicide prevention. The SPiNZ symposium
 was also noted as an important capacity-building event for those working in youth suicide prevention. Child, Youth and Family case monitoring was also described as evidence-based practice. 

· The External Reference Group’s function of providing well-informed advice on youth suicide prevention was noted as an example of a process that supported best-practice. However, the group's infrequent meetings and corresponding limitations on the extent of their influence were noted as barriers to fully effective use of the group’s expertise.

· Some participants commented that the act of aligning their work with the Strategy was in itself an example of best-practice, as it encouraged them to think critically about how their work reflected Strategy direction. However, it was also believed that because of the broadness of the Strategy, a programme could be aligned with the Strategy in its description, while also being poorly conceptualised and ineffective in its delivery. 

Participants' concerns about barriers to best-practice are outlined below.

· The communication of some of the guidelines produced under the Strategy (in particular the School and Primary Care Provider guidelines) was considered inadequate; consequently their implementation and uptake was limited. 

· The broadness of the Strategy was cited as limiting the impact it could directly have on best-practice. The development of more specialised tools for the different groups working in youth suicide prevention (which would help them to interpret the evidence and use it within their practice) was repeatedly identified as necessary.

· Frustration was expressed about the lack of interventions that had been developed and designed from an evidential basis. Additionally, confusion about what actually constituted best-practice was frequently discussed. Several people identified a lack of clear information on how to progress prevention programmes from an evidential basis. There was further concern that there was no clear information available about which interventions worked most effectively to reduce youth suicide. Many believed there was a deficiency in research and evaluative information on programme effectiveness.

· A number of participants were concerned that due to the wide dissemination of the Strategy, people without appropriate understanding or experience might be encouraged to respond and consequently to develop ineffective and inappropriate programmes. This aligns with an issue discussed widely by participants about appropriate application of the Strategy. The Strategy, evidence reports and guidelines were designed as guiding tools only. They were not, however, intended as detailed sector-specific guides for intervention development, and specifically do not provide information on what works, for whom, and in what circumstances. The need for this level of detail to guide the development of prevention interventions was noted by many participants.

1.4.5 New developments and extended or modified youth suicide prevention interventions 

The existence of the Strategy has indisputably had a direct influence on the development of youth suicide prevention interventions. Five examples are: 

· the establishment of SPiNZ

· the Kia Piki te Ora o te Taitamariki community development programme

· the several guidelines developed

· Child, Youth and Family case monitoring
· the Community Based Youth Development Fund.
However, the issue that participants most wanted to talk about was not whether there were examples of new development or extended development, but whether there had been enough new and extended activity and whether it was the right type of activity. It was widely believed that, due to insufficient prioritised implementation planning, the Strategy’s impact had been constrained. 

There were many different views about the types of activity that should be occurring to reduce youth suicide. As discussed in Section 3.1, participants wanted a priority process to be established which would allow people’s views to be put forward and considered in a transparent, systematic way. 

The document provides an impetus for agencies to act and provides a sense of ownership and responsibility for all agencies involved in the work.

Many participants believed that through the Strategy there had been a great deal more consideration given to how agencies could approach youth suicide prevention.

A lot of people attribute a lot of things to the Strategy that were not developed through or because of the Strategy, they just fit in with what the Strategy advocates.

Conversely, many participants were frustrated that the process of aligning their work with the Strategy, instead of creating new or extended activity, seemed to be the primary source of action. 

The absence of ring-fenced funding was identified as a critical barrier to new development. For many there had been an expectation that, following the launch of the Strategy, an impetus for new or extended activity would come in the form of increased funding. 

There was broad agreement that a lot could be done without additional funding, for example alignment of work with the Strategy, a re-emphasis on youth suicide prevention by agencies that had not previously considered it to be within their brief, and co-ordination of effort. However, it was also believed that the Strategy required a ring-fenced baseline, which would underpin long-term planning for implementation of key priorities. 

Reliance on existing baselines put the onus on agencies to prioritise work effort in line with their internal performance agreements, which did not necessarily reflect the full compliment of Strategy priorities. 

There were, however, a number of examples where new initiatives had been established and funded within existing agency baselines. Three examples of these are:

· the development of the mental health services and emergency department guidelines by the Ministry of Health

· the suicide prevention guidelines by Child, Youth and Family

· training of school personnel by the Ministry of Education.
Kia Piki te Ora o te Taitamariki

Kia Piki te Ora o te Taitamariki was considered to have been important for promulgating a community-based response to youth suicide prevention. The presence of this approach within the overall Strategy had helped people identify with something specifically for Mäori. However, targeted action that arose from the Strategy was considered limited or at the very least not well known. 

The Kia Piki community development programme should not be the only implementation of the Strategy.

There does not appear to be any direct link between the policy and its implementation.

In the same way that participants felt frustrated by the lack of new initiatives and new money supporting youth suicide prevention activity, there was immense concern that the Kia Piki te Ora o te Taitamariki community development programme had become synonymous with the Strategy framework – Kia Piki te Ora o te Taitamariki. Many participants found it difficult to separate their conceptualisation of the programme from the Strategy approach. The lack of other pertinent examples of how Kia Piki te Ora o te Taitamariki has been put into practice led many to believe there was a lack of current activity – which in turn led to inadequate support for it. 

Significant developments

The following section is sourced from Ministry of Youth Affairs and Ministry of Health documents to the Ministerial Committee. The first list was produced for the October 2001 meeting of the Ministerial Committee on Youth Suicide Prevention and reports on "Significant Developments Identified for Years 1, 2 and 3 of the Strategy" (to October 2001). The second list is described as an update of the October 2001 list and was produced in October 2002.

Note that this is not an exhaustive list and only refers to initiatives that received government funding.

Significant developments identified for Years 1, 2 and 3 of the Strategy (to October 2001)

In Our Hands

· professional training and guidelines and risk assessment tool for primary care providers, Child, Youth and Family social workers, schools, Police and Corrections staff

· establishment of SPiNZ to provide information and advice to communities, individuals and organisations on youth suicide prevention, including a specific focus on youth suicide prevention for Mäori and Pacific young people

· establishment of seven projects funded under the Community Based Youth Development Fund, four of which are targeted to Mäori, and two to Pacific providers, and situated in Kaitaia, Papakura, Opotiki, Lower Hutt, Kaikoura, Westport and the Wairarapa with the aim of strengthening young people and their communities

· a resource for the media on the reporting and portrayal of suicide

· information resources on suicide prevention for parents and caregivers, young people and the general community

· establishment of a Crisis Response Fund to assist communities to manage a suicide-related crisis and prevent a cluster effect occurring

· traumatic incident planning for schools

· the funding of new research into Päkehä and Pacific youth suicide

· work to establish a method to assist Coroners to gather consistent information on suicides they investigate

· the establishment by the Health Funding Authority Public Health Group of a national service specification for purchasing youth suicide prevention programmes

· programmes to promote wellbeing and enhance resiliency, including expanded mental health promotion activities provided by a range of public health services

· expansion of child and youth mental health services.

Kia Piki te Ora o te Taitamariki

· for the Ministry of Health Kia Piki te Ora o te Taitamariki Community Development Programmes, funding was allocated from the Inequalities Programme fund and appropriated to the Ministry of Health for a four-year, multi-component programme targeting Mäori youth suicide as part of implementing Kia Piki te Ora o te Taitamariki, and including community development programmes in six sites nationally, and the development of Mäori-specific national resources, training and an independent evaluation

· initiation of a project to assist communities develop comprehensive rangatahi Mäori suicide prevention plans

· the development and piloting of E Tipu E Rea (a framework for working with young Mäori)

· the funding of new research into rangatahi Mäori suicide.

· information resources for Mäori parents and caregivers on youth suicide prevention

· establishment of several community-based projects under the Community Based Youth Development Fund which target Mäori

· expansion of kaupapa Mäori community mental health services 

· Ministry of Health taitamariki health and wellbeing project (Tu Tangata) in North Waikato targeted to improve resilience amongst taitamariki.
October 2002: Progress update on the implementation of the Strategy

The following initiatives were identified as either directly resulting from the strategy or supporting the goals of the strategy:

· more and better mental health services for young people, for example the development of early intervention services for young people, and expanded alcohol and drug services

· guidelines for mental health services and hospital emergency departments

· a range of mental health promotion programmes, such as Mentally Healthy Schools and the Like Minds Campaign, resources for young people

· establishment of youth specific (health) services, such as 198 in Christchurch, the Centre for Youth Health in South Auckland and the Urge/Whakamanawa website

· community and youth development initiatives, such as projects targeting same-sex attracted youth and Mäori and Pacific youth, youth corps programmes, and youth mentoring programmes

· the Ministry of Health Kia Piki te Ora o te Taitamariki Community Development Programmes

· rangatahi health and wellbeing projects, such as Education’s He Ara Tika, Mapihi Pounamu, and Pouwhakataki

· Mäori capacity building

· support for families, such as Family Start, intensive home visiting, domestic violence prevention programmes, and resources such as Helping Troubled Young People

· professional training and guidelines for schools, and the Crisis Support Fund

· establishment and expansion of SPiNZ

· HRC funded suicide research, for example the Canterbury Suicide Project

· on-going processes to improve data quality and timeliness, such as Child and Youth Mortality Review Committee focus on coronial datasets. 

1.4.6 Reduction in Youth Suicide

The New Zealand youth suicide rate has declined significantly from a peak of 156 deaths in 1995 to 96 deaths in 2000, the lowest number since 1986. 

The Strategy is a broad approach working on lots of fronts; if you put all the factors together (eg co-ordination and evidence-based practice into place) then you would expect there to be a reduction in youth suicide.

Appropriate and effective implementation of the Strategy would, participants believed, be one factor, amongst others, explaining the reduction in youth suicide. Concern about the lack of planned and funded implementation of the Strategy reduced the level of confidence in attributing the decline to the Strategy. It was noted that in a number of countries – including those without national suicide prevention strategies – there had been parallel reductions. 

Many factors affect the suicide picture. Some influences noted by participants were the availability of clinically safer anti-depressants, changes in gun legislation, and economic and employment influences.

There will always be multiple factors that affect the suicide rate. It is widely believed, however, that with improved implementation planning and funding, the Strategy will continue to be an important aspect of youth suicide reduction.

Summary of Goal Achievement and Future Considerations

1.5 Overall Summary of Goal Achievement

Achievement has occurred against each of the Strategy implementation goals (see Section 1 for a list of goals). There has been significant success in establishing national co-ordination. The development of a well-constructed, inclusive and evidence-based Strategy was a key first step in setting the parameters for how New Zealand should approach youth suicide prevention. The Strategy provided an agreed baseline for what the key intervention points were in youth suicide prevention. Key to the Strategy is Kia Piki te Ora o te Taitamariki – an approach whereby taitamariki Mäori youth suicide prevention could be considered within a culturally inclusive framework. Both frameworks were highly commended by participants in this evaluation.

The construction of a physical infrastructure to progress implementation of the Strategy marks further achievement. This physical infrastructure includes the co-ordination team at Youth Affairs, the Ministerial Committee on Youth Suicide Prevention, the Inter-Agency Committee for Youth Suicide Prevention and the Youth Suicide Prevention Strategy External Reference Group. The existence of all of these groups has been important in providing high-level direction for the Strategy, collaborative inter-agency working, and for receiving advice from people experienced in the different aspects of youth suicide prevention. There was a belief that before the Strategy was introduced efforts to address the issue of youth suicide prevention were ad hoc, and lacked co-ordination and direction.

The primary barrier to co-ordination achievement is the absence of transparent implementation planning based on prioritisation processes and accountability measures. There was concern that implementation of the Strategy had not occurred in a systematic or evidence-based way. The lack of accountability measures was identified as a factor that limited organisations' responsiveness to the Strategy. There was concern that without accountability measures alongside an implementation plan, people and organisations were inclined to do what they had always done.

The Strategy has extended responsibility for youth suicide prevention to agencies and sectors not previously involved. It has improved the level of understanding of youth suicide prevention and set the groundwork for collaboration. Since the Strategy was introduced, an increased number of agencies and groups at government and community level have met to focus on youth suicide prevention. The Strategy was considered important for articulating the principles of best-practice and providing consistent, centralised advice. The development of Kia Piki te Ora o te Taitamariki reflected a partnership approach and the provision of researched, culturally specific information to improve the way that youth suicide prevention occurs for taitamariki Mäori. The Strategy has also had a direct influence on the development of youth suicide prevention interventions. 

Areas believed to have limited the impact of the Strategy on goal achievement centre on the lack of prioritised implementation planning for both In Our Hands and Kia Piki te Ora o te Taitamariki. The limited implementation of Kia Piki te Ora o te Taitamariki was a particular concern. The inadequacy of leadership, priority setting, and guidance about how to practically apply the goals of Kia Piki te Ora o te Taitamariki and In Our Hands were raised as barriers to implementation. There was a widespread belief that a greater increase in knowledge on youth suicide prevention should have occurred as a result of Strategy implementation. It was believed that: inadequate communication of the Strategy document, the primary care provider guidelines and the guidelines for schools; lack of clear information on intervention effectiveness; and the media profile of school-based suicide programmes had confused public perceptions of what interventions were evidence-based and heightened false understandings of suicide risk among the teenage population. The generality of the Strategy and a corresponding lack of specific, applied information on youth suicide prevention was identified as a barrier to increasing best-practice in prevention work. There was concern that because funding for the implementation of the Strategy comes largely from within existing government agency baselines, commitment to prioritising youth suicide prevention over other competing priorities was variable.  

Finally, appropriate and effective implementation of the Strategy would, participants believed, be one factor among others explaining the present reduction in youth suicide rates. However, concern about the lack of planned implementation of the Strategy, and the multi-causal nature of youth suicide, limited the extent to which the reduction in youth suicide could be attributed to the Strategy’s impact. 

1.6 Future Considerations

The following section presents a series of future considerations for the implementation of this Strategy, based on participants' comments described within this report. These considerations are listed to assist agencies involved in the implementation of the Strategy to consider the areas identified in this evaluation to  require change or enhancement.

Development of a Strategy for all ages

· Extend or redevelop the present Strategy to be inclusive of all ages, retaining the youth-specific components.

A key recommended change to the Strategy framework is to extend the Strategy to encompass all ages. Because 75% of suicides occur in those aged over 24 years it is believed important that suicidal behaviour across all age groups is addressed within a national approach. 

Update information 

· Update evidence reports with new research findings.

· Quality-check the Strategy framework against new evidence, and update where necessary.

· Update guidelines in line with new evidence.

Since the Strategy, the evidence reports and most of the guidelines were written, new evidence has become available about suicide prevention methods. It is therefore considered necessary that the Strategy, the evidence reports and guidelines be updated in light of this new evidence. 

Develop new guidelines, practice tools and specifications

· Increase the practical application of In Our Hands and Kia Piki te Ora o te Taitamariki through the development of tailored information.

Turning the theory of the Strategy frameworks into practice was a key issue identified by participants. There was a range of areas for which participants believed tailored information should be developed. Further investigation is necessary to identify where the need is and the type of information required. However, some areas discussed by participants include: 

· assistance with specific population groups 

· direction/performance objectives for service provision, particularly for clinical practice.

Extend communication and dissemination planning
· Extend communication planning to increase the momentum and effectiveness of communications on the Strategy to raise awareness of the Strategy and guidelines amongst those working in the youth suicide prevention field. The type of information dissemination techniques used would ideally be tailored to the audience receiving it. For some groups the communication delivery method may include facilitated workshops. The types of information disseminated may include:

· the strategy document

· evidence reports

· guidelines

· practice tools, newly developed guidelines, SPiNZ fact sheets, etc.

Extend implementation planning

· Continue to develop annually updated implementation plans, but include documented and transparent processes for gap analysis, prioritisation processes and accountability. 

· The following questions were identified as needing to be addressed in the implementation plan: 

· priority: how will activities be agreed for inclusion in the implementation plan? 

· actions: what are the activities to be achieved – short-term to long-term?

· funding: if funding is required, who will fund the activity?

· provider: who is going to provide and implement the activity?

· roles: what are the roles of all of the parties involved?

· indicators of success: how will success be measured?

· audit: how will success be monitored?

How implementation of the Strategy has occurred was the number one concern raised by participants in this evaluation. Improved implementation planning for both In Our Hands and Kia Piki te Ora o te Taitamariki was considered of paramount importance for progressing the Strategy. 

Develop processes for prioritising implementation activity

· Strategy implementation needs to be informed by data on gaps and how best to focus effort. A transparent and planned process for how to prioritise Strategy implementation needs to be developed 

· Participation from key stakeholders needs to occur in the prioritisation process. Clear systems for considering significant issues raised by stakeholders are required. For example, one issue raised by a small number of participants was the need to prioritise public health approaches which improve recognition, treatment and management of depression.

Participants, primarily those working outside Government, frequently did not believe their voice was heard or taken notice of on issues important to them. This issue is not unique to the Strategy, but is a systemic issue faced by Government; having clear and transparent systems for planning and prioritising is one way that the public’s interaction with Government on the issue of youth suicide prevention could be enhanced.

Develop accountability measures

· To increase accountability for the implementation of both In Our Hands and Kia Piki te Ora o te Taitamariki, the following measures should be considered:

· agree on how to measure Strategy achievement

· set performance indicators

· audit government agency activities regarding implementation 

· establish yearly reporting against agreed measures.

The accountability mechanism would ideally include levers for encouraging implementation, for example measures specified within agencies’ Statements of Intent and Strategic Plans; and the use of relevant targets, such as alignment with appropriate Mental Health Services Blue Print targets.
The lack of accountability for Strategy action was identified as a factor that limited organisations' responsiveness to the Strategy. It was widely believed that the development of accountability measures would encourage organisations to extend their contribution to youth suicide prevention, and increase responsiveness to both Kia Piki te Ora o te Taitamariki and In Our Hands.

Enhance leadership of Kia Piki te Ora o te Taitamariki

· Consider having a dedicated person within the Youth Affairs co-ordination team to focus on Kia Piki te Ora o te Taitamariki leadership and implementation.

Some participants believed that there should be a dedicated position within the Youth Affairs co-ordination team for co-ordinating the implementation of Kia Piki te Ora o te Taitamariki. The perceived lack of focused leadership was believed by some to have led to Kia Piki te Ora o te Taitamariki becoming a neglected aspect of the Strategy. 
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	Service Manager
	Group Special Education, Auckland

	Shyamala Nada-Raja
	Co-ordinator of Intentional Injury Research Programme
	Injury Prevention Unit, Dunedin School of Medicine

	Simon Hatcher
	Psychiatrist/Epidemiologist
	University of Auckland

	Steve Shaffleburg
	Manager for Health Promotion
	Toi Te Ora Public Health, BoP DHB

	Teina Kake
	Public Health Manager
	Northland Health

	Vicki Crarer
	Mgr, Specialty, Rural and Rehab Services Mental Health
	Waikato DHB


Pilot Interview Names

	Name
	Position 
(at time of interview)
	Organisation

	Dave Mulholland
	Policy Analyst
	Department of Internal Affairs

	Mary Strang
	Mental Health Promotion
	Regional Public Health, Hutt DHB

	Tane Cassidy
	Policy Analyst
	Ministry of Health


Appendix 2: Chronology of Strategy Development 

Pre-Strategy 

From the 1980s there was a growing concern internationally about increases in youth suicide. In 1990 the World Health Organisation called on member states to develop national strategies targeting suicide. In New Zealand there had been growing concern, particularly about the sharp increase in the rate of male youth suicide since the mid 1980s. 

1992: Youth Mental Health and Suicide Prevention Project

The Associate Minister of Health (Katherine O’Regan) and the Minister of Youth Affairs (Roger McClay) initiated the Youth Mental Health and Suicide Prevention Project. This involved a review of mental health services for youth and a strategic planning workshop. 

The strategic planning workshop was held in September and involved mental health professionals, researchers, people working with young people in educational institutions and the community, policy makers from the Department of Health and the Ministry of Youth Affairs, general practitioners, and people with expertise in the causes and prevention of youth suicide. After the workshop Helena Barwick published the Workshop Report and Literature Review.
 

1993: Steering Group on Youth Mental Health and Suicide

The government set up an inter-departmental steering group to look at suicide among youth. This group was to make recommendations to government departments whose activities impacted on youth mental health to incorporate youth suicide prevention initiatives into their work programme. The steering group was made up of representatives from the following:

· Ministry of Health (convenor)

· Public Health Commission

· Ministry of Youth Affairs

· Ministry of Pacific Island Affairs

· Te Puni Kökiri

· Department of Social Welfare

· Mental Health Foundation of New Zealand

· Education Sector (Principal of a secondary school).

June 1994 Steering Group Report

The Ministry of Health published the ‘Report and Recommendations of the Steering Group on Youth Mental Health and Suicide Prevention’. This report made recommendations to 13 government departments to incorporate youth suicide prevention initiatives into their work programme. 

While the Steering Group Report itself was endorsed by Cabinet, several government agencies had not agreed to implement the recommendations, which were fiscally neutral and were to occur over three years.

In the meantime the United Nations had produced guidelines on the development of comprehensive national strategies to prevent suicide.
 The United Nations' report suggested that a more comprehensive strategy was required to provide leadership at a national level to be effective over time. Australia responded to these recommendations by introducing a National Youth Suicide Prevention Strategy in 1995.

1995: Inter-Agency Monitoring Group

In 1995 an Inter-Agency Monitoring Group (comprising of representatives from the ministries of Youth Affairs, Health and Te Puni Kökiri) was established to monitor departmental responses to the recommendations. 

April 1996: Second Annual Report of the Monitoring Group

This report identified concerns about inter-agency commitment to the report. There were areas where progress on implementing the recommendations was slow, and while some significant initiatives had been implemented, there were concerns about inter-agency commitment to the report. The then Minister of Health recommended the report be discussed at Cabinet to promote further action. 

Strategy Development

November 1996 – June 1997: Research and Design of Youth Suicide Prevention Framework

National Strategy Approved by Cabinet

In July 1996 Cabinet approved the development of a national strategy on youth suicide prevention. The development of the Strategy was to be led by the Ministry of Youth Affairs with key support from the Ministry of Health and Te Puni Kökiri. A steering group made up of officials from relevant government departments, and a Mäori reference group were also involved in this process of development. Evidence- based reports were commissioned to ensure the Strategy was well grounded.

Development of Kia Piki Te Ora O Te Taitamariki:

It was agreed appropriate to develop two interconnecting frameworks – one framework which focused on suicide prevention for all youth and the other framework designed from a Mäori perspective.

The Ministry of Health and Ministry of Youth Affairs led the overall development of the Strategy, but Te Puni Kökiri took a lead role in the development of Kia Piki te Ora o te Taitamariki. Keri Lawson-Te Aho was contracted to write the literature review.
 Keri had written a Masters thesis in 1991 on Mäori Youth Suicide Prevention. In 1994 she travelled overseas to research indigenous interventions based in Alaska, Hawaii and Mexico that addressed youth suicide. The literature review she wrote was used as the basis for the strategy.

Te Puni Kökiri funded an expert reference group which was made up of both government and non-government members who were working with youth, working with hapü and iwi, and had community development experience and clinical expertise. Five consultation hui were carried out in Wanganui, Whangarei, Christchurch, Whakatane and Auckland.

Kia Piki te Ora o te Taitamariki supports Mäori efforts to reduce rangatahi suicide. It recognises that whänau, häpu and iwi are the basis of Mäori society and reflects a strong community development approach which promotes resiliency factors such as cultural identity and belonging.

Development of In Our Hands:

Dr Annette Beautrais, Principal Researcher for the Canterbury Suicide Project, was contracted to write the literature review for In Our Hands.
 

In Our Hands aims to reduce suicide and suicidal behaviour for all youth. It has a series of goals and objectives which aim to interrupt the pathway that can lead to suicide. This approach involves promoting well-being, early identification of risk factors, support and treatment, post-crisis support, and research and information.

Dr Beautrais was also contracted to evaluate the general “goodness-of-fit of the policies advocated in the draft framework against existing international expert opinion”. 

July – September 1997: 

Community input on approach and identifying priority areas

August 1997: 

The Draft Youth Suicide Prevention Framework An Approach for Action was distributed for feedback to community groups, health services and individuals. Consultation meetings, discussion groups and hui were held around New Zealand to seek feedback and 134 written submissions were heard.

The analysis of submissions was fed back to the "Expert Panel" and the Mäori reference group and the strategy was then further refined.

November 1997: Budget proposals

While the intention was for the Strategy to be implemented within government agency baselines, for the first year of implementation the government accepted budget proposals from Vote: Youth Affairs and Vote: Internal Affairs to assist in the implementation of initial priority action areas. Initiatives funded from this included: SPiNZ, Guidelines for Primary Healthcare Providers, Rangatahi Development Initiative, pamphlets, Community Based Youth Development Fund and the Crisis Response Fund.

March 1998: Strategy Released

The Youth Suicide Prevention Strategy was released after national consultation, international peer review and the publication of two evidence-based reports
Appendix 3: Interview Schedule
NEW ZEALAND YOUTH SUICIDE PREVENTION STRATEGY EVALUATION

Phase One: Evaluation with Stakeholders in Key Sector Organisations
Interview Schedule
	Name of interviewee:
	

	Positionz
	

	Organisation
	

	Additional Information
	

	Name of interviewer(s):
	

	Interview date:
	

	Interview time:
	

	Interview location:
	


General
	1
	What is your understanding of the NZ Youth Suicide Prevention Strategy?

	2
	Could you please explain what aspects of your work relate to the Strategy?
  eg. developing policy/ implementation         

	3
	Are you aware that there are two frameworks that make up the Youth Suicide Prevention Strategy?
 ٱ                          esY  ٱ                          No   ٱ        

	4
	Within the work you do, do you use both Kia Piki and In Our Hands similarly?  
(If yes, how? If no, why has one framework been more applicable to your work than the other?)


Programme Logic – the theory of how a programme works
	5
	How important do you consider the Strategy document to be?

	6
	What do you think the Strategy is trying to achieve? 

	7
	How would you know if the Strategy were achieving its goals? 
Link back to what respondent thought the strategy was trying to achieve -

	8
	What activities need to happen for the Strategy to achieve its goals?
(bearing in mind that some of these may already be occurring)

	9
	Why will taking these steps achieve the Strategy goals?
Refer back to what steps need to be taken to achieve the goals

	10
	What are the sorts of things that might affect whether the Strategy is/will be successful?


Strategy Development
	11
	What involvement did you have in the development of the Strategy?

	12
	Why do you think the Strategy was developed?

	13
	Who do you consider to be the intended audience for the Strategy document?

	14
	As we discussed earlier, the Strategy is made up of two frameworks, Kia Piki and In Our Hands – why do you think that two frameworks were developed?

Why was it done in this way?

	15
	What do you think influenced how the Strategy developed? 

eg. change in Government, Ministerial directive, an event in the community

	16
	What were the key activities in the development and implementation of the Strategy? 

(What happened, who was consulted, who was involved?)


Receiving and Responding to the Strategy
	17
	How did you or your organisation receive copies of the Strategy?

	18
	How is the Strategy document promoted in your organisation/ in the organisations you work with?

	19
	Are Kia Piki and In Our Hands promoted in the same way, or are there separate approaches to promote the two frameworks?

	20
	Do you think more could be done to respond to the Strategy within your organisation/ within the organisations you work with? (If yes how?)


Organisations putting the Strategy into practice
	21
	How has your organisation / how have the organisations you work with/ used the Strategy? 

(For example: what prompted this activity- did you find it an easy strategy to use within your work)

	22
	Are there barriers to use of the Strategy within your work/organisation?

If yes, what are the barriers? How can they be overcome?

	23
	Did you [your organisation/other organisations/organisations you work with] receive assistance with how to use the Strategy within your work? 

If yes – what was this assistance and how useful was it? 

If no – would you have liked to have had assistance?

	24
	What would assist you or your organisation to further use the Strategy?

 Both: to be more useful and to be used more


Strategy Achievements
	25
	Do you currently have any evidence or examples about the success of the Strategy?

	26
	Why do you attribute these achievements to the Strategy?

Refer to the evidence of success provided in previous question

	27
	Do you think the achievements that have been made were what was intended when the Strategy was developed?

	28
	How would things be different if the Strategy had never been developed?

	29
	What do you think would happen if the Strategy were abandoned?

	30
	Are there improvements you would make to the Strategy document or its implementation, that you have not already told us about?

	31
	Is there anything further you would like to say about the Youth Suicide Prevention Strategy that may assist us with the evaluation?

	32
	Finally: Who else do you think we should be contacting for phase II of the evaluation?


CLOSE
	1
	THANK YOU for your time today.

	2
	Would you mind if we contacted you again by phone to clarify anything from this interview.

	3
	Please feel free to contact me if you have any questions about this interview, or the evaluation


� 	Five guidelines were developed to provide practical guidance on youth suicide prevention for a variety of sectors. These sectors include: the media, schools, primary health care providers, child youth and family workers, mental health services and emergency departments.


� 	The list of interview participants is given in Appendix 1.


� 	When it was set up in 1999, the Inter-Agency Committee on Youth Suicide Prevention comprised 14 agencies. A list of these agencies is included on p.26.


� 	The External Reference Group is a group of non-government people with youth suicide prevention expertise who provide guidance and advice on implementation of the Strategy.


� 	‘Intervention’ refers to any action undertaken in the area of youth suicide prevention.


� 	In 1993 the Department for Policy Co-ordination and Sustainable Development of the United Nations convened an International Expert Meeting on preparing Comprehensive National Guidelines for the Prevention of Suicidal Behaviour.


� 	Lawson-Te Aho, K. (1998). A Review of the Evidence: Kia Piki Te Ora O Te Taitamariki. Te Puni Kökiri: Wellington.


� 	Beautrais, A. (1998). A Review of the Evidence: In Our Hands. Ministry of Health: Wellington.


� 	In Our Hands, p.8


� 	Seventy-five percent of suicides now occur in those aged 24 years and older.


� 	See Section 2.2, p.24, for a full list of committee members.


� 	It is outside the scope of this evaluation to assess the effectiveness of SPiNZ; other independent evaluations have been conducted on SPiNZ.


� 	In Our Hands, p.8


� 	This symposium, held in 2002, featured key speakers in the youth suicide prevention field. In addition to speakers, the symposium included workshops and discussion forums on youth suicide prevention topics.


� 	Barwick H. (1992). Youth Suicide Prevention Project: Workshop report and literature review. Wellington: Department of Health.


� 	In 1993 the Department for Policy Co-ordination and Sustainable Development of the United Nations convened an International Expert Meeting of Comprehensive National Guidelines for the Prevention of Suicidal Behaviour.


� 	Lawson-Te Aho, K. (1998). A Review of the Evidence: Kia Piki Te Ora O Te Taitamariki. Te Puni Kökiri: Wellington.


� 	Beautrais, A. (1998). A Review of the Evidence: In Our Hands. Ministry of Health: Wellington.
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Summarization
Structure�

Ultimate Outcome
Reduction in the incidence of suicide and suicide attempt by young people/taitamariki Maori�

Prevention Goals/ Outcomes
As specified in �In Our Hands� and �Kia Piki te Ora o te Taitamariki (see Table 1 of this report)�

Strategy Implementation Outcomes:�

New/Modified/Extended interventions are developed/resourced which are responsive to a clear implementation plan based on systematically agreed priority�

Priorities identified�

Areas of need, gaps in service provision/ programmes/research identified�

Best practice approaches used�

Increase in multi-discipline and multi-sectoral approaches to YSP�

Increased understanding of what others are doing in the YSP field�

Increased access to current literature/ research on young people and YSP�

Increased information sharing and debate on key YSP issues�

Increased collaboration�

Inter-agency and community-based forums/projects develop�

Govt agencies meet and plan work together regarding YSP�

Increased participation in collaborative YSP activity by agencies previously not involved in YSP�

Increased understanding of interconnections across sectors/ fields in YSP�

Increase in knowledge on YSP�

Coordinated approach to YSP�

Appropriate and up-to-date information is available and is accessed�

People working directly and indirectly with youth/taitamariki Maori know how to access information and advice on YSP�

Increased understanding of how existing work aligns with intervention points in YSP and approaches to YSP�

In Our Hands and Kia Piki te Ora are understood�

In Our Hands and Kia Piki te Ora are known about by intended audience�

Diagram 1:  Hierarchy of Outcomes�


