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Foreword

The Mental Health Commission was established in 1996 to ensure the implementation of the national mental health strategy and to improve services and outcomes for people experiencing mental illness and their families.

Seventeen per cent of people accessing mental health services are Māori.  Between 1 January and 30 June 2003 approximately 10,600 Māori were seen by mental health services.  Of these, 30% accessed kaupapa Māori or services for Māori, up from 26% in 2001.  Most Māori access mainstream mental health services; many by choice, some through lack of options and some in conjunction with services for Māori.  It is therefore as important for mainstream services to be both culturally and clinically effective as it is for kaupapa Māori services.

The Blueprint provides direction for funders and providers on the implementation of the national strategy and on how mental health services should be delivered so that Māori have a choice of high quality Māori or culturally effective mainstream services.  The Commission is concerned that, for many, the choice between Māori and mainstream services is a choice between aspects of quality that should be similar for both Māori and mainstream services:

· standard of premises and facilities

· access to quality clinical care

· staffing levels

· support services

· clinical care

· the integration of clinical and cultural practice.

Good mental health care cannot be achieved without safe cultural practice.  This report deals with an essential element of cultural practice – cultural assessment.  Although cultural assessment is available in all DHBs, the report indicates that it is not always provided for Māori nor are cultural assessments consistently contributing to clinical assessments in mainstream services.  We are making progress but still have some way to go in appreciating the value of cultural information and its contribution to recovery.

This report does not specifically deal with the therapeutic value of cultural assessment and ongoing Māori involvement in treatment processes.  From my contacts with Māori providers across the country, there are sufficient anecdotal examples to suggest that cultural values and understanding can play a significant role in recovery.  The Commission will include this issue as a project in its ongoing programme of work.

The Commission hopes that this report on delivery of cultural assessment will provide some guidance to services in the changes needed to improve the integration of clinical and cultural care, and ensure that quality services are available for Māori whether in Māori specific or mainstream mental health services.

Bob Henare

Commissioner

Executive summary

In September 2001 the Mental Health Commission published Cultural Assessment Processes for Māori: Guidance for Mainstream Mental Health Services.  In 2003, to assess the impact of this guidance and to develop advice on practical implementation of cultural assessment, we commissioned a project in two phases: first a phone survey of managers and kaumatua /kaimahi in acute units and, second, the development of advice from Moe Milne, an experienced Māori mental health practitioner, based on her knowledge, experience and visits to the five DHBs with the largest Māori populations.

There were a lot of common themes between the results of the phone survey, which looked specifically at acute inpatient services in 20 DHBs, and Moe Milne’s observations of practice across mental health services.

Generally, the findings indicate that the concept and language of cultural assessment was present in each of the 20 DHBs surveyed.  Both mainstream and Māori firmly embrace the concept that cultural assessment can be carried out satisfactorily only by those with cultural expertise.  The project showed goodwill regarding cultural assessment and considerable activity but also indicated that cultural assessment was not operating smoothly or routinely for Māori using mental health services.  There was confusion in the understanding of the definition of kaupapa Māori services and the relationship between cultural assessments and clinical assessment.

While some DHBs do not have a cultural assessment document, the majority of those surveyed were able to identify key concepts that underpin cultural assessment, such as te whare tapa wha, powhiri poutama and tikanga.  Services were aware of the need for effective processes that allow tangata whaiora to identify as Māori.

Most DHBs were struggling with the confidentiality issues about the information gathered during a cultural assessment.  Given that information is gathered through a cultural rather than a clinical process, the ownership and protection of that information poses a dilemma for Māori.  Many respondents acknowledged that they were debating this aspect of care.

Differences were noted in the developmental stages of the various DHBs in implementing cultural assessment.  No apparent reason was identified for this.  Most differences emerged in systems and processes to support cultural assessment and the amount of resource (knowledge, skills, personnel, space and time) applied to these.  Not all DHBs had kaumatua available to engage in, or advise on, cultural assessment processes.

Some promising practices were noted in some DHBs.  For example:

· Māori staff being available in all services and in key units, like inpatient units

· Māori teams receiving cultural and clinical supervision

· Cultural assessments being completed for a greater number of tangata whaiora than in the past

· Kaimahi working in with mainstream assessment teams and multi-displinary teams (MDT)

· Mihimihi being used.

The project indicates that, rather than being fully integrated into standard mental health policies and practices, cultural assessment and its successful implementation are largely dependent on individual Māori staff, and the goodwill of the organisation and mainstream staff/services.  Where access to cultural assessment is compromised so too is the consistent achievement of cultural safety for Māori.  Progress is being made, but because cultural assessment is not yet systemically integrated into mental health services the practice is vulnerable.

Several areas for improvement were identified:

· Integration of cultural assessment in policy and assessment processes/documentation

· The contribution of cultural assessment to planning of treatment and rehabilitation programmes

· More regular cultural and clinical supervision for Māori teams

· Early and accurate identification of tangata whaiora

· Greater attention to powhiri or whakatau processes

· Maintaining a Māori continuum, including engagement with whanau, through the treatment phase

· Engagement of Māori working with tangata whaiora in discharge planning

· Communicating the cultural assessment to NGOs, especially in discharge planning and transfer of care

· Consistent provision of poroporoaki as part of planned discharge or transfer of care.

Kaumatua expressed the view that they needed to understand mental health and service provision and have access to training, which could be at the regional or national level.  Kaimahi reported needing training in cultural assessment and greater access to quality review.

Delivery of cultural assessment for Māori:

Introduction

Cultural assessment is integral to cultural safety and the development of effective treatment plans.  It is widely accepted by practitioners working in mental health services that cultural identity plays a significant part in the wellness of individuals and their communities whatever the culture.  Cultural assessment acknowledges the link between identity, wellness, treatment and recovery.

In September 2001 the Mental Health Commission published Cultural Assessment Processes for Māori: Guidance for Mainstream Mental Health Services.  In 2003, to assess the impact of this guidance and to develop advice on practical implementation of cultural assessment, we commissioned a project in two phases: first, a phone survey of managers and kaumatua/kaimahi responsible for cultural assessment in acute units and;  second, the development of advice from an experienced Māori mental health practitioner based on her knowledge and experience.  The project found goodwill regarding cultural assessment and considerable activity but also indicated that cultural assessment was not operating routinely for Māori using mental health services.

This paper presents the findings from the project and advice for further development of cultural assessment.

The Commission would like to express its thanks to the Mental Health Managers who facilitated the project, and the managers and staff within services who shared their experience and ideas with the project members.

Our special thanks to Julia Hennessey and the mental health staff of Hutt Valley DHB who provided advice and assisted in testing the survey.

What is cultural assessment?

Cultural assessment “refers to the process through which the relevance of culture to mental health is ascertained”
.  Cultural relevance relates to the significance tangata whaiora place on their identity as Māori and how they perceive the role of their cultural heritage in assisting them to achieve wellness.  The purpose of cultural assessment is to identify a person’s cultural needs and any cultural supports or Māori healing practices needed to strengthen identity and enhance wellness.

The assessment should not only be used to help determine the mental state of tangata whaiora, but also as a tool in planning treatment and rehabilitation programmes.  It can determine the significance of cultural factors for the person and enable planning of treatment and rehabilitation processes that address cultural issues.  While cultural assessment processes may vary between service providers it is important to remember that they are complementary to clinical assessment and any diagnostic tool, such as DSM IV.  Cultural assessment should support service providers to develop and maintain services that are culturally effective and relevant to tangata whaiora and whanau.  The outcome of cultural assessment should be a comprehensive treatment and care plan, which includes cultural supports.  The information gained from the cultural assessment should fashion the whole clinical care pathway.

Methodology

The aims of the project were to:

· Raise the profile of the Commission’s publication Cultural Assessment Processes for Māori: Guidance for Mainstream Mental Health Services (the guidance) and consider its impact

· Encourage mainstream mental health services to apply the guidance

· Share examples of good practice among mental health services.

To achieve these aims the project involved:

Phase 1:
A phone survey of district health board (DHB) acute inpatient units (conducted by Brora Ltd) assessing the extent to which cultural assessment has been implemented at this intake point for mental health services.

Phase 2:
A short programme of visits by  Moe Milne (of Te Moemoea), an experienced mental health practitioner and trainer with extensive experience in cultural assessment, to identify and document good practices.

Phase 3:
Development of a paper presenting the results and offering practical advice.

Phone survey

All 21 DHBs’ mental health managers were sent briefing papers outlining the project and of those, 20
 nominated people to be surveyed by telephone.  Most mental health managers nominated a manager/team leader in their mainstream inpatient unit (IPU) and a kaumatua or kaimahi responsible for cultural assessment in that unit.  These mainstream and Māori nominees were then contacted and mutually acceptable times were set for the telephone survey.

Prior to the interview all nominees were contacted by telephone and e-mailed a copy of the briefing paper and the survey question.  One of the interviewers spoke Te Reo Māori and the approach to engaging interviewees encouraged open sharing of information.

The survey was field tested and estimated to take 30 minutes.  Respondents were assured of confidentiality, which is being respected by producing only national aggregate results.

Nominees were very responsive and welcomed the opportunity to share information about cultural assessment in their service.  The average time of most interviews exceeded 30 minutes, with some taking up to an hour and a half.  Some DHBs chose to interview in combination (mainstream and Māori) where others had small groups from teams contribute to the interview.  In two DHBs the manager/team leader was Māori and represented both Māori and mainstream.  Three DHBs presented only Māori for interview.  Nominees surveyed included: kaumatua and kuia, clinical leaders, charge nurses, team leaders, whaimanaaki and kaitakawaenga.

Following the interview, a record was sent to those interviewed, with a request for them to make amendments.  Once returned these final records were then analysed to provide a national report.

Observations from Moe Milne

Moe is of Ngati Hine and Ngapuhi nui tonu descent.  Her pakeha whakapapa comes from her father who was Irish and French.  Moe is a registered psychiatric nurse, and was Māori manager for the Northland Area Health Board, locality manager for Northern Regional Health Authority and Kaiwhakahaere (Māori manager) for the Health and Disability Commission.  She has worked as a psychopaedic nurse and in general nursing.  Moe is also a certificated teacher and has worked in both mainstream classes and within Te Reo Māori education/teaching.

The Commission asked Moe Milne to describe examples of good cultural assessment practice and provide advice for improvement drawing on her experience, her knowledge of services generally and on field visits to five DHBs with the largest Māori populations.  This involved discussions with tangata whaiora, kaumatua, kuia, kaimahi, Māori clinicians, team leaders and managers across a range of both adult and child and adolescent services in community and inpatient settings.

Findings

Both the survey and field visits resulted in similar observations about the areas for further development.  This is reassuring as the phone survey provided a snapshot across the country for one part of adult mental health services whereas Moe Milne’s observations cover all parts of mental health service with emphasis on five DHBs.

In this paper the discussion is structured around five areas:

· Team specifics – the organisation and support of staff undertaking cultural assessment

· Training needs – required for Māori and mainstream staff to support cultural assessment and have cultural assessment contribute to comprehensive treatment and care planning

· First contact – initiation of cultural assessments and culturally appropriate contacts

· The cultural assessment – the process of cultural assessment and its integration with the clinical pathway

· Strategy and structure – organisational management and policy issues.

Team specifics

All of the DHB IPUs had Māori staff available to tangata whaiora, varying from one person to kaupapa nursing teams within the IPU.  Thirteen DHBs provided staff from a community-based service to undertake cultural assessment in IPUs (some of these were staff seconded into the IPU from the community team) and seven had Māori staff working in the IPUs.  Only one DHB had no kaumatua available in mental health services and the majority of teams comprised kaumatua, kuia, and a mixture of registered and enrolled nurses, social workers, certificated mental health support workers, certificated oranga hinengaro and counsellors.  Three Māori teams had resident psychiatrists.

The majority of mainstream team leaders surveyed could not recall the details of staff in the Māori services they used or the extent of their qualifications, training or supervision.  

It is essential that cultural assessment is done by a person authorised and trained and who is conversant with matauranga/tikanga Māori me te reo Māori.  Differences between the tikanga of individual iwi means that the kawa (protocol) for cultural assessment needs to be designed by kaimahi and kaumatua, who will be familiar with differences of tikanga.  When the Ministry of Health Guidelines for Cultural Assessment in Mental Health Services were first released in 1995, some mainstream clinicians attempted to do cultural assessment.  The survey showed that now both mainstream and Māori firmly embrace the concept that cultural assessment can only be carried out satisfactorily by those with cultural expertise.

All DHBs’ Māori teams did have cultural and clinical supervision, although the amount and regularity varied.  However, in all DHBs, mainstream and Māori respondents felt there was neither sufficient appropriate training available to both Māori and non-Māori nor was there sufficient appropriate supervision for Māori.

Investment in Māori team development varied greatly, ranging from a full day a week for one team (whakawhanaungatanga and case work) to monthly ad hoc sessions.  Regular hui and team training were common and several teams have undergone training with their own kaumatua and kuia, Te Ngaru Learning Systems, Te Korowai Aroha, Moe Milne, Mason Durie, Rose Pere or Tamati Krueger.  Training in powhiri poutama and te whare tapa wha were prevalent.

Training needs: Māori

Kaumatua, kuia, kaimahi and Māori clinical staff raised issues of training directly with Moe Milne.  Kaimahi and kaumatua who participate in cultural assessment would like training from a credible trainer – ie, reputation counts.  In addition to knowledge about how cultural assessment contributes to a comprehensive treatment and care plan, the trainer should be competent in:

· Te reo me ona tikanga

· Te Tiriti o Waitangi

· Kaupapa Māori mental health

· Mate Māori

· Oranga hinengaro, oranga wairua.

Supervisors of those undertaking cultural assessment should have the same competencies.

Kaumatua expressed the view that they need to understand mental health and service provision.  This is so that they can inform the process of recovery, advising on tikanga and kaupapa Māori in a more informed way.  Kaumatua indicated that facilitated wananga was an appropriate training method.  The small number of kaumatua in individual mental health services, their learning needs, and the desirability of sharing practice between kaumatua suggests that training opportunities need to be available at the regional or national level.

There was a strong view amongst Māori that kaimahi need access to training in cultural assessment.  One focus of this training would be to link cultural and clinical assessment with treatment.  Kaimahi sought greater opportunity for quality review as well as access to and information about cultural assessment processes used by other kaimahi.  Development of processes to provide this would assure consistency and sharing of kaupapa.

While the kawa remains that of the iwi, kaimahi and kaumatua saw a need for training in tikanga within the DHB setting eg  how whanau will be involved, hui conducted, karakia used, and so on.

Training needs: non-Māori

Both the survey and visits showed that DHB mental health managers want to actively support cultural assessment and that among other managers/team leaders there was also evidence of support.  However, there was a perceived lack of resource and support time available to implement cultural assessment.  Because of the risk management aspect of assessments and the importance of the cultural assessment contributing to the treatment and care plan, advice and training for mainstream staff is important and would assist this process.  Key elements of this training are:

· Training for all staff in cultural safety

· Te Tiriti o Waitangi training for all staff

· Training for the support needs of kaimahi Māori and kaumatua

· Training for effecting cultural change within a large organisation

· Training in relationships with Māori whanau, hapu, and iwi organisations

· Working for change and understanding the Treaty of Waitangi article two and article three obligations as service providers

· The role of non-Māori in supporting and strengthening identity as an important component in recovery for tangata whaiora.

First contact: the identification of tangata whaiora

Typically, first contact with mental health services is during a time of crisis and personal distress.   This is a time when establishing cultural and clinical safety is vitally important.  Cultural safety is underpinned by cultural assessment.  It is important that the process be started well and at the earliest reasonable opportunity.  Appropriate cultural processes at first contact and through admission assist in reducing distress for tangata whaiora and whanau, which also assists risk and clinical assessments, and supports recovery.

At first contact with mental health services, the people involved are usually the duly authorised officers (DAO), crisis and assessment team or community assessment team (CAT), psychiatric emergency team (PET) or community mental health worker.  It is at this point that cultural identity gets noted, correctly or otherwise.  If the person is not obviously Māori, then cultural assessment is not generally offered.  When the service provider already knows the tangata whaiora and their whanau, an informed decision is more likely regarding cultural assessment.

Tangata whaiora in the five DHBs with large Māori populations thought that the cultural assessment process should ensure their cultural safety at all points of access to services.  This was also the view of tangata whaiora involved in the development of the Commission’s 2001 guidelines.

There were several examples where kaimahi went out with the psychiatric emergency team (PET) and awhi (supported) tangata whaiora and whanau through the admission process.  Where kaimahi and kaiawhina are employed to work alongside a clinical team they assist with initial assessment through whanaungatanga, whanau involvement and processes.  It is generally at this point that tangata whaiora and whanau can safely self-identify and provide information for future care.  The kaiawhina or kaimahi can then take responsibility for the team in maintaining contact with whanau and ensuring their participation.
For example, in Tairawhiti DHB, community mental health workers provide the link between the services and the whanau/hapu.  Each worker is assigned as much as possible with their own hapu and provides support, from information/education to involvement at the time of admission.  Kaumatua are available to carry out karakia and powhiri protocols and have input into clinical pathways on admission to the Māori mental health team and other clinicians.

Very few of the DHBs expressed satisfaction with the way they identified whether a person being admitted to the IPU was Māori.  Identification typically happens either by self-identification, recorded on the admission sheet, or by admitting staff asking.  A common concern was that once ethnicity data is entered on a file it is difficult to change and assumptions are made about the approaches to the tangata whaiora in the current and subsequent episodes of care.  Some DHBs have specific questions on identity in their protocols but, in the main, it was thought that staff attitude and the pressure surrounding admission procedures were significant barriers to cultural identification being carried out sensitively and effectively.

Several DHBs identified the need for cultural training for staff who facilitate admissions.  

The cultural assessment

There was a wide range of understanding about what is cultural assessment.  Primarily it was carried out by Māori (kaimahi or kaumatua).  However, whether and when a cultural assessment was initiated was largely dependent on decisions by non-Māori about identity, ie, non-Māori decide whether to call in Māori for the assessment and, on individual kaumatua/kaimahi becoming aware of new tangata whaiora in units.  This latter factor appears particularly relevant where the kaumatua or kaimahi responsible for cultural assessment are not part of the inpatient unit team.  

The survey indicated that more cultural assessments are being carried out than in 2001 (when informal enquiries were made.)  However, across all DHBs cultural assessments were not yet a routine component of care systematically integrated into everyday practice.  Often cultural assessment depended upon individual champions among both mainstream and Māori – a finding which highlights the vulnerability of cultural assessment and a lack of depth in appreciation of cultural safety and its contribution to treatment and rehabilitation processes.

Māori clinicians reported that when they were involved they carried out both cultural and clinical assessment.  This seems to work particularly well with Māori-specific mental health teams that encompass both clinical and cultural expertise.  However, some clinicians and Māori expressed concern that tangata whaiora may be misdiagnosed if they are relegated to only Māori process without adequate clinical input and, thereby, inadequate treatment and care.  Conversely, often the cultural information is applied only to decisions about diagnosis and discharge.  Taken together these observations highlight risks where there is separation of cultural assessment from clinical care.  

Of the 20 DHBs surveyed, 10 had cultural assessment documents in use although many of these were not formalised.  Many cultural assessments were integrated into comprehensive assessment documents.  However five comprehensive assessment documents did not take cultural assessment into account.  Five DHBs had cultural assessment policies and others had protocols or guidelines within their policy manuals.  

Combinations of Te Whare Tapa Wha, Powhiri Poutamu, and Te Wheke models informed the content and format of the cultural assessments, along with local input from kaumatua and kuia.  Several DHBs have two levels of assessment, the initial one taking up to five days and the more comprehensive up to three months (this process would extend beyond the IPU discharge).  Two DHBs have developed comprehensive assessments that integrate clinical and cultural aspects, a process that is more likely to ensure that cultural assessment becomes common practice.  

Some Māori services shared the results of the assessment by way of posters, summarising symbolically the healing journey, which were also given to tangata whaiora.  Most information gathered in cultural assessment to some degree informed clinical care and discharge, although a frequent comment from Māori was that they were not always included in discharge meetings.  

Stronger processes and positive relations were observed where Māori team members or cultural assessors were integral members of multi-disciplinary teams (MDT), rather than occasional contributors.  Sharing, storage and ownership of information gathered in the cultural assessment process was frequently raised as a major concern for Māori.  Generally, the information in cultural assessment summaries is shared openly with clinical teams, mostly verbally within the MDT meetings and records in clinical notes.  However, information considered tapu is for the most part kept separately in files within Māori services.  One Māori team noted that they considered the tangata whaiora the main recipient of the cultural assessment information.

It is important that cultural assessment notes form part of the clinical file.  Otherwise the cultural assessment is unlikely to complement clinical assessments or assist supporting service providers to develop and maintain culturally effective and relevant services for the tangata whaiora and whanau.  As with other records, tangata whaiora should be informed of the purpose for which information is being gathered and be invited to consent.  Records keeping and getting consent for information sharing are important for handover of care at discharge when, for example, the information may need to be shared with Māori providers and whanau.

Māori were more likely to liaise with local whanau, hapu and Māori organisations within the concept of whanaungatanga, ie,  an informal ad hoc process.  In the main, Māori services were relied on to inform NGOs working with tangata whaiora about that person’s cultural assessment, and this was dependent on the Māori service being aware of discharge plans and on the quality of their relationship with NGOs in the DHB area.  

There is much debate among Māori staff in DHBs about the advantages or disadvantages of ‘integration’ or ‘partnership and separate’.  This issue was not raised significantly by mainstream.

Formal powhiri are not a common practice at intake/admission in mental health services, although mihimihi is routine when kaumatua or kaimahi meet tangata whaiora.  A low-key greeting ceremony or whakatau is often more appropriate at admission to inpatient services.  Services need to be sensitive to dynamics (such as the prestige of the tangata whaiora or those accompanying, and the importance of food in establishing a state of noa) and adapt their process accordingly.  

Greeting ceremonies:  powhiri or whakatau

Powhiri is an important initial phase in cultural assessment.  

The powhiri welcomes visitors and shows hospitality in an appropriate way.  

From being tapu, the ceremony moves towards a state of balance in which human relationships are normalised so that people can meet more informally.  Many powhiri are low-key and friendly occasions and the ceremony itself is adaptable and flexible outside of the marae context.  
 
A low key greeting ceremony is possible even in difficult circumstances, for example, where a distressed and agitated person may have been brought under restraint by police to an acute unit late at night.  The legal status requires that various formalities of admission are undertaken, however, powhiri or whakatau need not impede these requirements and can greatly assist.  Whanau who might be reticent about attending an acute mental health admission will be more likely to understand their role in a powhiri and wish to support their whanaunga (relative) through this.  If the Police or DAOs bringing tangata whaiora to an acute unit expect a powhiri to be held, they may be more likely to encourage whanau and other supporters to also come to the acute unit.  Whanau will have valuable information about the tangata whaiora.  The whanau’s presence at admission may reduce stress and encourage their future engagement in treatment and support.  

An acute unit is not a marae and therefore less formal protocols apply.  Expectations of a whakatau or low-key greeting at an IPU would be:

· Karakia (optional, can be discussed by hosts and visitors)

· Initial greeting (if possible, including some te reo Māori) and hongi

· A kaumatua, kaimahi or senior person (on duty) at the IPU gives a simple welcoming speech explaining who are the people admitting the tangata whaiora, what the unit is and what immediately will happen (this may be followed by a waiata)

· A reply from those accompanying the tangata whaiora

· Food (eg, drink and biscuits) shared by those participating to complete the ceremony.

This greeting need not take more than 10 minutes and can occur in a secure admissions area, a whanau room or on the ward as befits the circumstances.  The process is likely to be familiar for tangata whaiora and therefore comforting, normalising and affirming.

Following this ceremony of welcome, kaumatua, kaimahi or other staff involved in admission and assessment can engage with the tangata whaiora and whanau, consider whanaungatanga (relationships), and exchange information about how the tangata whaiora came to be here, what will happen over the next few hours and days and discuss the particular needs of the tangata whaiora, the whanau and the unit.

At discharge a poroporoaki/mihi mutunga would be expected as an important corollary to powhiri.

Whanau hui are commonly held during an admission but poroporoaki/ mihi mutunga are occuring spasmodically and opportunities are lost when quick discharges are made in response to demand for beds.

Greeting ceremonies are important and common across most cultures and indigenous peoples.  Relationships between and among people need to be guided by some rules.
  Greeting ceremonies convey meaning about the values and process to be applied in relationships and about whose cultural rules apply.  As such, greeting ceremonies affect a sense of belonging or safety for service users and families, and convey messages about whether services recognise and value the importance of culture.  New Zealand is becoming more culturally diverse with growing Pacific populations and groups from Asia, Africa and the Middle East.  The powhiri serves as a greeting ceremony that can be adapted across cultures more easily than the administrative processes of traditional inpatient admission.  

Whanau rooms were present in most IPUs although there were examples where this space has been taken over for bedrooms, staff rooms training rooms or courtrooms.  Many IPUs had co-located whare which accommodated Māori services.  Tangata whaiora and whanau could attend these whare and in some cases stay over or be admitted through the whare.  Generally, the DHBs’ corporate board wharenui were not available to mental health.   

Cultural assessment is part of a Māori continuum and there is risk when the Māori process is forced to fit a pakeha/mainstream process and expectation.  Kaumatua and kaimahi expressed frustration at losing contact with tangata whaiora during the clinical phase and then picking them up at the end.

There was general acceptance that cultural assessment should be carried out by those with cultural expertise, although barriers to accessing cultural assessment were prevalent in some DHBs.  These barriers were not generally known or identified by those surveyed from mainstream.  The main barriers to accessing cultural assessment were:

· Tangata whaiora not being identified as Māori

· Engagement of cultural assessors late in the admission or assessment process

· Reliance on the personal intervention of kaumatua/kaimahi to initiate cultural assessment.

In several DHBs cultural assessments were expected to be completed quickly.  The initial assessment may occur within a short space of time or take longer but, generally, cultural assessment will parallel the clinical assessment treatment and support process.  It is essential that cultural assessment is engaged from the first entry point to discharge and that it is considered relevant to ongoing community support.  

Cultural assessment contributes to whanau ora.
  It is important that whanau are involved throughout the whole process and that they have the ability to link the tangata whaiora with their own kaumatua, tohunga or support group.  Whanau ora is not inconsistent with clinical concerns that some family members may be involved in the dynamics of the illness.  Māori models of health expect that the whanau will be ill with the tangata whaiora.  Achieving whanau ora will require consideration of recovery for the whanau as well as the tangata whaiora.

Cultural assessment is complemented by a range of services provided by kaumatua, kaimahi and Māori services.  Other components of service offered by most Māori services include:

· Karakia

· Whakawhanaungatanga

· Manaakitanga 

· Access to tohunga, rongoa and mirimiri

· Access to tikanga support services

· Access to kaumatua/kuia.

Strategy and structure

DHBs have a variety of policy responses to cultural assessment.  Thirteen of the DHBs reported the presence of memoranda of understanding between boards and iwi or between the mental health service and local providers.  Many have a kaunihera group, which sit at governance or corporate level, and Māori positions in funding and planning departments were prevalent.  The majority of DHB business plans included components specific to Māori and several had Māori mental health plans.  For the majority of DHBs there was no clear policy reflecting a requirement for cultural assessment.  For some DHBs, policy implementation for cultural assessment was not monitored.  

Māori and cultural assessment policies are in the main integrated into mainstream policies, most of which had been screened by DHB Māori services to ensure an accurate reflection of Māori in documents, particularly in areas such as working with deceased and calming and restraint.  Protocols and guidelines on cultural assessment were present in some DHBs’ key document, although only five DHBs reported having a specific cultural assessment policy.  

How these cultural assessment policies have been applied depended upon individual managers.  Consequently implementation has been easily affected by changes in management personnel or structure in services.

These observations suggest the vulnerability of cultural assessment practice.   Senior practitioners observed that cultural assessment is more likely to become a normalised practice in mental health services if the policies are clear and clearly supported or signed off by the board, senior executives and managers.

Conclusion

More tangata whaiora are having cultural assessments and cultural assessment is becoming more firmly established into practice.  However, as yet, cultural assessment is not systematically embedded and its use largely depends on individual kaimahi Māori or kaumatua intervening and on the goodwill of the organisation.  

Tangata whaiora stated that the cultural assessment process should ensure their cultural safety at all points of access to services.

Changes in structure and management within DHB mean that the development of effective and appropriate assessment tools and process is ad hoc across services and DHBs.  There is little institutional recognition that cultural safety for tangata whaiora, rather than only clinical safety, can be achieved through cultural assessment.  

Barriers to the effectiveness of cultural assessment are:

· Insistence or expectations of mainstream (pakeha/monocultural) processes at admission and within units

· Initiation of cultural assessment late in the admission, clinical assessment or treatment process

· Cultural assessments and assessors (generally kaimahi) not contributing to clinical assessment/practice and the development of comprehensive care and treatment plans

· Cultural assessments and cultural assessors not being engaged in ongoing decisions about care or discharge planning (coordination of the Māori and clinical continuums of care) 

· Lack of support and supervision for cultural assessors.

Positive developments that encourage better and more relevant application of cultural assessment, were observed across mental health services and included: 

· Involvement of Māori clinical staff and kaimahi in Crisis and Assessment Team and Psychiatric Emergency Team roles

· Provision of Māori spaces (whare/whanau rooms) in mental health services

· Involvement of Māori clinicians, Māori team members or kaimahi in MDT

· Expectation of Māori processes (tikanga and kawa) at all stages of care

· Comprehensive assessment documents where cultural assessment information was a requirement.  
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Glossary of Māori terms

The follow descriptions may assist readers in interpreting the use of Māori terms in this publication.  It is not practicable to provide full explanations or explanations which incorporate the various other applications of these terms.

Aroha

-
love

Hapu

-
collection of whanau who are related

Hinengaro

-
emotional, thought

Hongi

-
touching of noses

Iwi


-
collection of hapu

Kai awhina

-
helper

Kaimahi

-
worker

Kaitakawaenga
-
middle manager

Karakia

-
prayer

Kawa

-
protocols relevant to that iwi

Kaumatua

-
older person (generally male of high status)

Kaunihera

-
council

Kaupapa

-
philosophy

Kuia

-
older women

Marae

-
meeting place

Matauranga

-
knowledge

Mihi

-
statement/acknowledgement of welcome

Mihimihi                   -
statement of identity (who a person is: their mountain, river and 
people)

Mihi mutunga
-
ceremony of farewell and leave-taking (see poroporoaki)

Oranga

-
well-being, wellness

Poroporoaki

-
ceremony of farewell and leave-taking

Powhiri

-
ceremony of welcome and greeting

Rongoa

-
healing practice

Tangata whaiora

Māori mental health service user/consumer

Tikanga

-
protocols

Te Reo Māori
-
Māori language

Turoro

-
sick person

Tohunga

-
specialist Māori healer, expert

Wairua

-
spirituality

Wananga


Māori teaching process (at specialist/tertiary level)

Whaimaaaki
-
someone providing support and empathy

Whakapapa

-
genealogy

Whakatau

-
informal greeting ceremony

Whanau

-
collective of people who are related

Whenua

-
land

Wharehui

-
meeting house

Whanaungatanga
-
linking through genealogy (whakapapa)

� MH Durie, A Gillies, Te K Kingi, MM Ratima, J Waldon, PS Morrison, GR Allan.  Guidelines for Purchasing Personal Mental Health Services for Māori .  A report prepared for the Ministry of Health, Research Report TPH 95/4, June 1995.  








� Contributing DHB mental health services: Auckland (A+), Canterbury, Capital  and Coast, Coastal Health, Counties Manukau, Hawkes Bay, Hutt Valley, Lakes, MidCentral, Nelson, Northland, Otago, Pacific Health, South Canterbury, Southland, Tairawhiti, Taranaki, Waikato, Waitemata, and Whanganui.


� Mead (2003) Tikanga Māori : Living by Māori  Values


� Mead (2003) p 117.


� Whanau ora is the guiding principle for Māori  health/mental health – see He Korowai Oranga: Māori  Health Strategy and Te Puawaitanga: Māori  Mental Health National Strategic Framework.
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