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M ori mental health workforce development depends on the interactiarrasige of

factors and systems. Some are clearly located within inleeadth services and play
major roles in securing the retention of qualified staff. @thie outside mental health
services but are nonetheless part of the wider healtbrse€he roles undertaken by
primary health care services, for example, have the poteatigteatly increase the
level of mental health assistance available to indivejuimilies and communities,

and in the process to significantly expand the total méwetalth workforce.

In addition to initiatives within the health sector, however,oM mental health
workforce development is dependant on other sectors, espebmlgducation sector.
Without opportunities for adequate training the workforce will be wnéblmeet the
complex demands that characterise mental health care in moches #urther, for
graduates to play effective roles within the workforce artbiee realistic expectations
of the actual professional and career realities that liedalikare must be close links

between theory and practice.

He Waka Arahi A Training-Workplace Nexus Framework explores #ngsvin which
training (education) and clinical practice might be better atigBg using the analogy
of a waka, a six-part framework has been constructed on foundaticategic intent,
goals, principles, levels of integration, and training-workplpathways. Alignments
between the sectors are necessary at a number of levels nigclgdvernment,
institutions, departments, staff (lecturers, tutors and heptthfessionals), and
student/interns. The framework provides a mechanism for considesingthe two

sectors and systems might relate to each other and plaetsrthat one has on the other.



A case study involving placements for trainee clinical psychst®ghighlights a
number of those impacts and concludes that effective workforeaipta requires
training institutes and mental health workplaces to shareasitmbad goals and values,
at least in respect of the needs of the Maori mentdthhevorkforce.

The main purpose of this document is to encourage further explorattbe @fining
workplace nexus and to encourage a philosophy of career-long learning wher
education and professional development are intertwined in bottlipieal and post-

clinical years.

Professor Mason Durie
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Kia Ng tahi te Waihoe!

Let us row the waka in unison!

This whakatauak® is part of Te Rau Matatini’s supporting vision, it encompasises
need for progression through synchronised collaboration and commitreenbtomon
goal. The whakataualn its entirety has been included due to its relevanéet@Vaka

rahi, a framework that aims to enhance synergies between and #weodomains of

education and health as they relate tawM mental health workforce development.
"Kia ng tahi te waihoe"
Paddle as one

Tahuri te kei o t waka, whawhati ngaru”
Turn the front of the canoe into the waves and push through them

"Haere ki tua, papapoumanu te moana"
Because past the waves the ocean is flat

"E topa, e rere ki uta"
And we will speed off into the distance

! This whakataukcomes from Te Maitaranui of Tuhoe and Ngati Awd a@s given to Rangi
Mataamua by his Koroua Kimoro Pukepuke.



He Waka rahi aims to facilitate an integrative and collaborative apgrdastween
health and education at all levels in order to extend the caamitgapability of those
working in mental health to respond effectively todWl mental health need. The name
He Waka rahi® refers to a vessel that can perform many different fonstisometimes
to lead and conduct, to escort and guide, or to navigate and sheovayhéde Waka
rahi is a project of Te Rau Matatini and seeks to build on currentgmelliliterature,
wider M ori experience, and other Te Rau Matatini projects that ajpnotmote closer

links between the education and health sectors.

“Within the education sector the future workforce is preparedt@ndurrent workforce
up-skilled” (Ihimaera & Tassell, 2004, p. 6). Quality educatiord training that
recognise and reflect te ao bti and are inclusive of Mori realities are critical to
ensuring the existing and future mental health workforce is equippeddbthe needs
of tangata whaiora wh nau, communities and, in doing so, to contribute tonah
well-being. It will therefore be necessary for tertiggiucation programmes to be
closely aligned to workforce realities and foster workforce lexwee so that best
practice benchmarks can be maintained (Te Rau Matatini, 20@teakingly, the
focus of tertiary education is to enhance the relevance, cedmess and quality of
tertiary education so that links with national goals and occupatsm@ors can be
strengthened (Ministry of Education, 2002a, 2002b). Integration ofthheaid
education will need to occur within the context of training tftee mental health and
wider sectoral workforces such as primary health care that mmaportant roles in

mental health detection and management of mental health care

2 williams Dictionary gives several definitions afhi (1985:14)

® Tangata whai ora means "a person seeking heaith'isaalso frequently written as tangata
whaiora which refers to "a person who has well-g&iMinistry of Health, 2000). Given the
workforce development focus of Te Rau Matatini, ga whaiora is currently used to
encompass both contexts.



To gain momentum for workforce extension and develop the wider Sectoda
dedicated Mori mental health workforce, increased participation byMin a broad
range of disciplines and in programmes that lead to higher qadlifins is also
essential (Ministry of Health, 2002). Orientation, mentoripgeceptoring, and
engagement in career pathways will further lead to workforcarestpn by enhancing
the M ori mental health workforce to utilise training and development opptgsni
more effectively to advance personal and professional developnfnpresent, a
number of workforce initiatives are currently focused on strengilgethie capability

and capacity of the Mri mental health workforce (see Appendix A).

Training and education programmes that also enable the wideradesorkforce to
actively contribute to improving Mri mental health and whau well-being will be
needed to address mental health issues that can be managed drdsidéed mental
health services. Furthermore, Mi mental health training will require a coordinated
workforce navigational approach at regional and national levelBnsoire ongoing
access and use leading to sustainable gains in workforce devetofmgie &
Maxwell-Crawford, 2003).

# $% % #HERE&

It is recognised that clinical competence cannot be sepdratadculture (Gurung &
Mehta, 2001; Ministry of Health, 2002a; 2002b; Sue, 1998) and thereforestanmp

in both clinical and cultural domains of mental health pcads essential.

M ori culture is important to Mori mental well-being since culture is part of identity.
According to Durie (2001), a secure identity is a prerequisitgbd mental health, and
identity depends on having access to culture, being able to expiage and having
that culture endorsed within social institutions such as healtlicesrv Furthermore
culture influences how behaviours and symptoms are perceiveldrstood, and
responded to by both whau and mental health workers. International and national
research has concluded that when there is a match between d¢watimers and
workers, clinical outcomes are strengthened (Gurung & Meht@l;26{uriwai,
Sellman, Sullivan, & Potiki, 1998, p.52).



For gains to be achieved in mental health, growing the siteed¥! ori mental health
workforce, combined with supporting Mri and non-Mori* mental health workers to
develop both clinical and cultural knowledge and skills, is an impogaat. In
parallel, the knowledge and skills that have been attained by msgrisdich enable
them to better meet the needs of tangata whaiora antbwhmust be given recognition
and value. A shared recognition of the importance of dual compeseisctherefore
needed in the education and health sectors. Accelerated devetopamnot be
achieved if education is not growing both sets of competenciesf dredlth is not

providing the opportunity to apply them.

(¢ )* &&+

The development of education and health collaboration strategaehieve maximum
workforce gains was considered essential by the Health Workféésory
Committee (HWAC) in a number of key recommendations to the Mmndf Health in
2003. They recommended progression ofoM workforce development (HWAC,
2003) through:

requirements for Mori capacity building into District Health Boards (DHBS)

workforce development plans
ongoing education and development for existingphealth practitioners

consideration of second chance health education initiativeduding work

experience and internships for dfi, and
the establishment of a national Mi workforce development group in the form of a
specialist Mori advisory group to HWAC.

The HWAC also recommended the Ministry of Education, in collalmorawith the

Ministry of Health and District Health Boards should:

provide accessible and positive health careers guidadedo students, and

* Workforce cultural training and education develepinfor non-Mori will need to be
addressed through other initiatives outside tlamgwork.



develop outcome-based incentives encouraging tertiary institutionslimg health

and education to increase di recruitment and completion.

Strengthened links between institutions such as universityanga and health services
are also supplementary to ongoing education and training opportuniieddWAC
(2003) acknowledged the key role DHBs have in actively trainingrMstaff, in
addition to the need for education-based training programmes, ongaifgggional
development and second-chance health education initiatives, tohadetalth needs of
M ori and the workforce development needs of thetiiworkforce. Close alignment
and effective collaborations between education and health seaatsesgfore pivotal
for sustainable and informed health and mental health workforcelogevent
strategies, to equip the New Zealand health system wittcé@ndtury skills to deliver
health and mental health services responsive to tangata wisaidravhnau needs
(Ihimaera & Tassell, 2004).
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He Waka rahi Training Workplace Nexus Framework is underpinned by key Te Rau
Matatini workforce themesworkforce expansigraims to increase the capacity of the
dedicated Mori mental health workforce through recruitment and retentiamkforce
extensionfocuses on the capacity of the & mental health workforce being extended
by strengthening the mental health expertise of workers inecefalds; workforce
excellence encompasses the promotion of dual competency within the mentdl hea
workforce so that comprehensive and relevant services araladedib tangata whaiora
and whnau; andworkforce navigation promotes the facilitation of a coordinated
approach to workforce development at national and regional leaeisss a range of
workforce development endeavours both within the health sector and @isavidely

across the broader arena of & development.

He Waka rahi also aligns with Te Rau Matatini projects that consideoiMmental

health workforce enhancement through recruitment to and retentionrimetital health
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professions and extends across all disciplines, professions, amehtions. Te Rau
Whakaemi, Te Rau Arataki, Te Rawafaata, Te Rau Whakamaru, Te Rau Ararau and
Te Rau Whakawmui are six of fourteen Te Rau Matatini projects that prorolaser
links between the education and health sectors. Appendix B outlinespttogscts and

their relevance to the education sector.

He Waka rahi builds on recent work completed in Phase One of Te Rau Whakamaru
which aimed to develop closer alignment between education and heedtigh
strategies that enhance the quality and comprehensivenesseshplas/internships for

M ori tertiary students, and the creation of positive and benelgsiating and practice
experiences within clinical/professional training. It is eaged that by creating
positive, comprehensive placement experiences within mentdth hearvices, an
increased number of Mri students will be better equipped to reconcile clinical and
cultural expectations and learning, and in doing so, actively ergmanad foster the
retention of Mori within mental health disciplines (Maxwell-Crawford, Hiti &
Durie, 2003).

He Waka rahi also incorporates Pathway Three of KiaRai Te Ararad, Education

and Training Developmenincluded in Phase One of Te Rau Whakamaru was a case
study highlighting challenges and opportunities for the future and existimkforce

and requiring intersectoral collaboration specifically betweduocation and health.
This case study with key consultation themes is presenteéctin® Three. Although

the examples outlined in Section Three are derived from expesianten the clinical
psychology discipline, it is expected there will be similar atioo/training-related
issues raised across the range of health workforce areaslimgchursing, social work,

occupational therapy, and psychiatry.

®> For more information about all Te Rau Matatini jpots and their alignment to the key
workforce themes, visitww.matatini.co.nz

® The name Te Rau Whakamaru derives frortafila whakamarumaru, a term that can be heard
in whaik rero, meaning a person who acts as a shelter.rii&gery of the tree and rau or leaf
is a part of the shelter, providing protection ifsrmany occupants. The name was given to
the project by Darryn Joseph, Tet&hii- -Toi, School of Mori Studies, Massey University.

"The Draft M ori Mental Health Workforce Development StrategiarP2005-2010 currently
in consultation

11
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To depict the interface between training and the workplace, addrttfy points where

integrated approaches can be applied, the framework uses #ghoretf a waka.

te Takere

Figure 1. He Waka rahi: The Trai

ning Workplace Nexus Framework

WAKA FRAMEWORK
Te Takere The Foundation
The hull or foundation which supports th&/h nau Ora

waka

Te Ihu Waka

The prow of the waka breaks the watédual Clinical and Cultural Competency-based Trajnin

and opens the way towards the desi
destination

Strategic Intent

red

Te Tau lhu

Maintains balance, enhances identity arfd Access to Life-long Training and Professional Depehent

reflects aspirations

Framework Goals

(i) Provision of Training Programmes that are Reletah ori
(i) Services Leading to Best Health Outcomes

Te Mahau
Houses the tohunga/specialists W
provide leadership throughout the journ

The Principles

h@ Sector Alignment
eyii) Cultural Competence
(iif) Clinical Competence

Te Kei
The place of steerage that ensures

waka progresses steadily and safely

forward

Integration Levels
thg Integration and Collaboration etween Key Governmer
Departments, and

Integration and Collaboration between Relevantidigrtand
Health Organisations

Integration and Collaboration between Students,tidrgr
Education Institutions and Health Organisations.

(if)
(iii)

Te Whakatakere i Te Waka
The navigation tool that informs th
direction of the waka

Integrated Training Workplace Pathways

gi) Cultural Competence in Training Curricula
(i) Effective Placement Experiences

(iii) Active Involvement by Professional Bodies.
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Wh nau ora is the ultimate purpose of this training workplace nexus framewbrk.
recogniseshe need for Mori families to be supported to achieve their maximum health
and well-being. “Workforce development must give recognition to rif@oitance of

the healthy whnau as the foundation of Mri society” (Te Rau Tipu Conference
Opening Address, 2004, p. 9). Education and training for mental headtirecognise

the influence of culture, and an individual's responsibility toodective linked by
whakapapa whmatf and kaupapa wina’’. Support systems that promote the inclusion
of wh nau support in educational and training pathways/programmes will enhanc

alignment to Mori aspirations and wimau ora.

J 6B3 -p-7HLINHNY, L.

The strategic intent dfle Waka rahi is to promote best practice supported by local,
national and international evidence, &fi expert opinion and indigenous valu€aial
clinical and cultural competency-based trainingis essential to ensure the bfi
mental health workforce is able to integrate professionaltaaknical knowledge,
skills and experience with cultural expertise (Te Rau Mata2id04). M ori values,
frameworks and processes need to play a significant part in tredodment of
systems, processes and supports to effectively work witmavhand achieve whau

ora (Sidney-Richmond, Maxwell-Crawford & lhimaera, 2004).

1.-3-3 63837 #-%! O#) /0-1"

He Waka rahi encompasses three goals:

0] Access to life-long training and professional development
(i) Provision of training programmes that are relevariltori
(iii) Services leading to best health outcomes

8 Wh nau members who all descend from the same anasigrossess a common history and
common endowment (Durie, 2001).

° A group who do not share a common heritage benanton mission, e.g., a kohanga whu,
team mates or wimau support group (Durie, 2001).
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Access to life-long training and professional developmentrecognises that
professional development and training depends on access to ongoirty tyaading

programmes that will lead to professional qualifications, amtcal experience in
guality settings. Life long training requires active profesal participation in post-

training and relevant work experience and opportunities for specidéarning.

Financial, geographic, cultural, and information barriers caneptesormidable
obstacles to pre- and post-entry training, especially if theycamulative. In addition,

M ori access is sometimes blocked by criteria that do not at#yguelue cultural
competence or the likelihood of being able to make substantial maidns to Mori
health needs. At the Te Rau Tipu Nationalo¥ Child and Adolescent Mental Health
Workforce Development Conference in 2004, it was emphasisedpattunities to
further M ori workers’ existing education and qualification base need to berires
educational institutions, wanga, between (health) providers and professional bodies
(Sidney-Richmond, Maxwell-Crawford & Ihimaera, 2004). This in twith promote
life-long learning, facilitated through ongoing close links betwaeademic settings

and workplace settings.

Provision of training programmes that are relevant to M ori acknowledges the
importance of curriculum, supervision, practice guidelines, serdlice performance
indicators that correspond with Mri expectations, world views and health needs. “In
order to equip the current and future workforce the education seakirbe aligned to
the workplace, at least to the extent that the curriculum pudlide the necessary
theoretical and analytical tools to address the realitiessauetd by mental health

workers” (lhimaera & Tassell, 2004, p. 7).

Services leading to best health outcomegecognise the preparation of health
professionals and equally of health services to deliver ssniltat lead tbest health
gains measured against reliable benchmarks that accommddtgeng health
perspectives. For both training institutions and mental healthcesrvMbest outcomes
are linked to a workforce that is well qualified and has both cultamd clinical
expertise. Those working in the field and research relevant tthresavice delivery
and workforce development have reiterated that effectereice delivery requires

people with a mix of cultural and clinical skills, supported by souadagement and

14



administration (Durie, 2001; Kui Tautoko Ltd, 2001; Sidney-Richmond, Maxwell-
Crawford & Ihimaera, 2004).

( .!19%%-6-37 .41.6! ## 1!1!"

Te Mahau provides opportunity for principles to extend from the iniegrievels. The

principles are:

0] Sector Alignment
(i) Cultural Competence
(i) Clinical Competence

Sector alignment in the context of the training workplace nexus means that the goals
of tertiary education institutions (TEISs), at least as thgylyato professional training,
should be cognisant of the aims and objectives of work sites. [dtidsother
providers should also identify relevant tertiary education uisiits’ programmes that

will address workforce needs.

Cultural competence the second principle, affirms that all mental health workers
should be competent at the interface between their own culturhemdlture of their
clients. In relation to Mori mental health, Mori cultural competencies must be
developed within a cultural context, facilitated by proficient oM leadership.
Therefore, acombination of knowledge, skill, experience and attitude benchraaeks
needed for the mental health worker to practice succesgfully standard that is

responsive to tangata whaiora and mdu need.

The importance of cultural competence was expressed byi khental health workers

in the national Te Rau Matatini training needs assessment codduc002. The
majority, 60% of those who respond@donfirmed te reo Mori and M ori models of
practice to be their key cultural training needs and 94% of respishdaiso rated dual
competence, the incorporation of i models of practice alongside Western concepts
of therapy, as very or extremely important when working with tangduaiora (Hirini

& Durie, 2003). A recent survey completed for mental health providentracted in

19 Or 324 respondents to the question from the susaeyple of 532.
1 Or 400 of the 424 respondents to the question.

15



the South Island to provide kaupapadvl mental health services concurs with the

above findings (Te Roopuwhiowhio, 2004, p. 28).

Education and training opportunities must be available/able to strentjthecapacity
of the future and current workforce to address language barriffiesjndj codes for
social interaction, variable community expectations and involaeré friends or
families in assessment, treatment and rehabilitation. Th@kemake important
differences to the way care is experienced, health outcormegeaerated and whau

ora goals are met.

Clinical expertise, the third principle, is derived from the premise thhtori, like all
New Zealanders, expect quality health services using methotdsrthaempirically
based and constitute best practice measured against both nationateanational
standards. They also expect they will not be subjected toeaimi# or unnecessary
interventions and will have access to new technologies and develtspbenchmarked
against the best in the world. “Culturally appropriate best iggoivhich incorporates
an understanding of the importance of wéu and traditional healing, represents a
synthesis between indigenous values and the highest internatlonedl standards”

(Te Rau Tipu Conference Opening Address, 2004, p.10).

YDOV7 77 M#-. 0 1191”

The three integration levels included in the framework are:

0] Integration and collaboration between key governmentrtiepats

(i) Integration and collaboration between tertiary education unitits and
health organisations and,

(iii) Integration and collaboration between students, tutorsurext and health

professionals.

The first level involves greatentegration and collaboration between government
departments (e.g., Tertiary Education Commission, Ministry of Educatiamd
Ministry of Health) in the policy arena. In order to faeilé this, the overall needs of
the education and mental health sectors must be identifiedddition to key

determinants that will be effective in addressing and fulfillingse needs. “There are

16



particular important interdependencies between health, eduogcatvi, M ori and
community based services ....when we work together as ageasidsams and as
individuals, the interconnectednes€nables us to support wiau” (Pakura, 2004, p.
18). The promotion of synergies between government departmentd obeul
strengthened through policies and strategies that are jointly ogexeklto address
common needs and shared goals. For example, the Tertiary EduCatimmission
(TEC) has increasingly focussed on the importance of relevamtesxcellence in
tertiary education. This approach advocates partnership withdtue aed stakeholders
to build system and organisational capabilities to ultimatadyeiase access to tertiary
education for all New Zealanders. A pivotal aspect to thisosmitment to the
development of strategies to enhance the overall relevaintiee tertiary education
system to deliver the skills and knowledge required to meetnatgoals and, in doing
so, inspire excellence in provider performance and researcmttanee learner

outcomes.

The Tertiary Education Commission’s (TEC) Working with ovi Strategy further
demonstrates how the TEC may contribute to mental health eduatibnraining
workforce development through:

Goal 6 TEC will help work towards making the tertiary edusagystem more
relevant to Mori learners by helping the system deliver the skills and
knowledge required for Mori learners to achieve their development
aspirations

Goal 7 TEC will work with the tertiary education sector to thyptocesses of
excellence and accountability with lri, and

Goal 8 TEC will inspire excellence in provider performancertoa@ce Mori
learners’ outcomes and contribute todvi achieving their development

aspirations (Tertiary Education Commission, 2004).

The second integration level involves greateegration and collaboration between
tertiary and health organisations Identification of workplace needs is necessary to
ascertain the specific training required, capacity to suppaodests, curriculum
development and funding. Developing and maintaining better interirdra-sectoral
collaboration and coordination of resources/funding can increase acadsscal and

cultural training opportunities. However, to pursue positive iatémmn and
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collaboration, some deconstruction of invisible boundaries createcdre the health
and education sectors will need to occur. Shared appointments fofigtaf.5 in
teaching and 0.5 in mental health practice) is one avenue flapramote and

reinforce integrative and collaborative practices.

The third integration level involves greatietegration and collaboration between
students, tutors, lecturers and health professional©ngoing efforts for the enhanced
identification of students’ learning and training needs are nage$sa increased
retention and successful graduation of students in health. Wtslessential to ensure
that integration of work practices occurs in the work environmeemd, that TEIs are
working jointly with health providers to match the curricula with wprkctices in the
training environment, specific integration strategies tligharaining and workplace
realities to students’ expectations and needs are also rqlims will ensure students
are able to make informed training and career choices basedpah from both
education and health and ally expectations from training and wogkgi@mains, with
their own. Clinical placements provide the opportunity to maseénthe experiences
students will face as they move from student to health wogket,to emphasise the
value of integrated understandings and protocols within training,iceerand

professional environments.

Increased integration and collaboration needs to occur across amEbetepartments,
institutions and services. However, moves toward this mustimefoeaussed on the
foundation and goals of positive integration to avoid the dangeregration becoming
the main endpoint, as opposed to the means to the end. “It istéamiptw ensure that
interagency collaboration does not become an end in its own rigite TS no point in
professionals celebrating new and improved relationships ifnah continue to

struggle with insufficient resources and support” (Pakura, 20@0)p
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Like te whakatakere i te waka, the integrated training-workplaathways offer the
navigational tools to action the framework leading to accekgnaental health career
advancement for Mori. Implementation strategies supported by research findings in

section three are identified for each of the pathways tfAilee pathways include:

18



0] Cultural competence in training curricula
(i) Effective placement experiences

(iii) Active involvement by professional bodies.

Cultural Competence in Training Curricula contains the broadbjective of
integrating cultural competencies into the training curriculaeofiary institutions.
Proposed Pukenga Mri Motuhake or Mori cultural competencies for mental health
nursing have recently been published (Maxwell-Crawford & Emery, 2G@4,
Appendix C). The competencies have been developed as part opa@sed dual
competency-based career pathway foroNl mental health nurses who work in
NGO/community settings. As these competencies have been laagely on Ng
Tikanga T tika, Kaupapa Mori Guideline$? based on input from Mri in a variety of
mental health roles, it is anticipated that many of the ctenpes will be transferable
to other health and mental health disciplines. However, othdegsional bodies
should ensure that core competencies complement specific culbampetencies that

have relevance to their own particular needs.

Further work is needed to identify wider cultural competenciesetelegd non-Mori to
support tangata whaiora Mri and wh nau effectively. The integration of such cultural
competencies into training curricula will help ensure graduateswell-prepared to
work effectively with Mori and non-Mori clients in placement, internship and
employment settings. Proficiency in both clinical and culturallsskhas been
highlighted as imperative by the Mri workforce (Hirini & Durie, 2003; Khui
Tautoko Ltd, 2001; Milne, 2001; Te Roopwvhiowhio, 2004).

Conversely, cultural safety is an integral part of cultuomhgetence. Ramsden (1996)
advised that cultural safety should be part of the ongoing trainingpaoidssional
development programme of all health disciplines, including studertsteachers [of
nursing] and health professional groups. According to Ramsden, cslifiesy is about
understanding self, the rights of others, the legitimacy otmiffce and that people
have different realities and their cultural values and betiafsot be stereotyped or

ritualised to become insignificant. “We should not underestimate vilae of

12 A report generated from a number of consultatisifacilitated and recorded by Moe Milne
in 2001 for the Ministry of Health.
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traditional healing, based on indigenous knowledge and encompasamd/teri and

the mana and the place of tangata whenua ...and should ensuretradt bezome a
natural component of assessment and treatment” (Te Rau Tipu Cmefedpening
Address, 2004, p. 9).

Strategies necessary for implementation of this pathway inatie:
integration of cultural competencies into education/headihitrg curricula
cultural safety and awareness training and professional developmogmammes
standardised into all health professional groups’ education/heaittimty curricula,
and,
development and implementation of national cultural policy to maitansistency

and promote best practice standards.

Effective Placement/Internship Experienceshave the broad objective of ensuring the
provision of effective placement experiences forol trainees leading to best learning

outcomes. To facilitate this, there are four specificaaocddocus:

0] Effective orientation processes

When beginning placements/internships, trainees are presented wattiety of new

information, processes, policies, and structures. An orientatmess is essential to
assist and support trainees during the commencement and transiases pbf

placements/internships “to make the new employee feel welcfpass] on essential
information such as rules and safety procedures, and teachesg\ittamployee] what
to expect” (Garside, 1996 cited in Maxwell-Crawford & Gibbs, 20033). The link

between theory and practice should form part of the orientati

Good orientation processes are informative, relevant, and vesiépied, allowing both

the incumbent placement/internship staff and trainees to learn eholtother and
their roles, in addition to clarifying expectations and support neatis &taxwell-
Crawford and Gibbs (2003) have suggested orientation processes provide a
opportunity for organisations to express to new employees that theheindole are
valued and will be well-supported, with the subsequent benefinwtasing the
likelihood of job satisfaction, ease of transition, and emplogéntion. Presumably

then, orientation processes occurring for trainees  beginningigtar
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placement/internships should be similarly effective. Opport@nitigght also be taken
to identify areas where educational preparation has beenqumetéeor contrary to

workplace expectations.

(i) Cultural match and cultural supervision

Given the increasing over-representation ofokilin health statistics and findings that
indicate the cultural match between client and therapist iresdzeneficial therapeutic
outcomes and retention rates (Gurung & Mehta, 2001; Sue, 1998), tresityeder
appropriately trained and experienceddvl health professionals could not be more
pressing. The inclusion of cultural aspects in training curri@asasuggested by the
first pathway in the framework, should provide mental healthees with a theoretical
knowledge base for working with Mri clients, whilst placement/internship

experiences enable trainees to enact such theoretical aspeqisactical manner.

Achieving complementarity between these two aspects afirgaiand providing
trainees with the opportunity to gain wider experience acroasgerof conditions and
with M ori clients from a variety of backgrounds therefore, requiragéaes be
exposed to and work with Mri clients during placement/internship periods, with
access to kaupapa Wi services. Alternatively, mainstream services neethae
strategies to ensure Mri students have access to & clients and are given the
opportunity to practice those cultural aspects pertinent toriMvell-being and good
mental health services. This will allow trainees the oppostaaibe better prepared in

their clinical practice.

To ensure that interactions are effective and mutually beakfmi both trainee and
tangata whaiora, ready access to appropriate cultural suparviich as relevantly
gualified and experienced Mri clinicians or kaumtua/M ori advisors must also be
assured. Supervision is seen as a critical issue andsantias component of the
placement experience (Merritt, 2003; Sidney-Richmond et al., 2004&hWalpiata &
Webster, 2004).

(i)  Appropriate valuing of internship experience and training
Remuneration offered during internships often does not alwaystreéfile years of

learning, qualifications, skills and experience trainee® lequired when they are due
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to commence their placements. Annual internship salariecwasiderably depending
on the level of funding available. Anecdotal evidence suggestsirtafficient
remuneration levels have caused some clinical psychology studentdeto thur
internship. As remuneration is frequently effective for éasing recruitment and
retention of employees (Maxwell-Crawford & Gibbs, 2003), it folldhat appropriate
levels of remuneration that reflect the qualifications, skilisl experience of trainees
commencing placements/internships, are likely to be influemtiahcreasing trainee

satisfaction, and subsequently increasing the effectivemessetention of trainees.

(iv)  Follow-up processes

Post-placement/internship follow-up by TEIs is necessary to determhether the
theoretical aspects of training are aligned to the practieglirements of the
placement/internship experience. This will have the additiomafliedf ensuring final
examinations are aligned with theoretical and practical espédtaining. Follow-up
by services at the conclusion of placement periods will atsore such services are
effective in meeting the specific needs and requirementsafees, particularly in

terms of internship preparation, and also align to workplaceotations.

Strategies essential for implementation of this pathway inable:
tertiary education institutions have protocols in place to ensumealliplacements
are well managed and achieve mutually agreed on outcomes
clinical settings have clear understandings about the goal ofnptate and their
responsibilities to students and TEls
effective orientation processes are installed in clinicahitrg programmes and
mental health service placements
students have access to advl supervisor or cultural advisory support for the
duration of their clinical training and placement experiengespective of the
orientation of the placement service
sustainable and appropriate levels of funding are allocated throutigoduration
of the clinical training and placement to promote successid positive
recruitment and retention outcomes, and
an evaluative process is used to ensure students are ahbeitte pegular ‘follow-

up’ feedback on clinical training and placement experiences.
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Active involvement by Professional Bodiespromotes the broad objective of
increasing involvement by discipline-specific professional bod@sss training and

workplace environments to addressadvl aspirations.

Professional bodies are primarily responsible for facilitatimgl goromoting the
professional development of members through a variety of mediaasutie setting of
professional standards, sharing of best practice and resehArobgh annual
conferences, networking opportunities, journal publications, statemants other
policy documents. For example, the Aotearoa New Zealand Associati Social
Workers (ANZASW) has facilitated the process of developingonatiregistration for
social workers in New Zealand. The minimum criteria foigtegtion is currently set
to be a bachelors degree; however, given that a significartiaru@’%) of ANZASW
members have less than a National Diploma, the Associstiseeking to have the
minimum criterion initially set at the Diploma level forti@nsitory period (Aotearoa
New Zealand Association of Social Workers, 2004). The regjistr of social workers,
once implemented, will ensure a higher level of service pmvit tangata whaiora as
well as consistency in the service received. This should thimgdded benefit of
protecting the professional integrity of the discipline and erihgnthe career

development of its members.

Examining professional bodies who do have strongiMmembership to identify the
critical success factors associated with membership amssist those bodies in
identifying factors associated with involvement and retentioll adri in training and
workplace environments. Furthermore, the success afriMvorkforce development
initiatives, such as the Henry Rongomau Bennett Memorial sshqbs in psychiatry,
clinical psychology and nursing, in promoting and encouragingrivimental health
leadership provides additional strategies that can be adoptedidéntification of
influential factors as well as past and present initiativag help professional bodies
develop strategies that address the aspirations afiMoncerning involvement and

retention issues in such environments.

Whilst such initiatives are available to bti traineesa specific focus must be given to

addressing aspirations related todvl involvement and retention within disciplines. To

23



facilitate this, lhimaera and Tassell (2004) have identifiethes possible critical
success factors and suggested itmplementation strategies for professional bodies
include:
an effective orientation information package and programmesfermembers
continued provision of current information regarding opportunities fonitmgj
employment and funding for Nri
opportunity for M ori to caucus
actively demonstrated leadership in education and health in comrgithe
necessity of cultural as well as clinical competence, and

the development of opportunities for collaboration between profeddiodies.

These factors signify the development and maintenance ofngaamd workplace
environments that earnestly encourage comfortable and meaningficippéion by
M ori, must be seen as high priority for professional bodies (Ihhanfad assell, 2004,
Levy, 2002).

"= & & * &Y

By focussing on the alignment of education, training and mentéhhaactice, this
case study provides evidence to supptetWaka rahi-A Training Workplace Nexus
Framework with its main goals, principles, and integration &vahd identifies the
integration training and workplace pathways. These pathways contaitivegos
comprehensive learning experiences leading to co-ordinated and auraggieoaches
throughout theoretical, practical and professional arenas of pdepast-entry training

and development.

M ori have been identified as featuring disproportionately in thetcpepulation of
psychologists (Levy, 2002). While the number of professionals workinghe
discipline of psychology in the last decade has increased by 8@%#tliHNorkforce
Advisory Committee, 2002; Levy, 2002), and recent data suggest the nahdive
clinical psychologists within New Zealand to be approximately 3084486) of
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registered psychologists (New Zealand Health Information Servg003), the

proportion of M ori clinical psychologists remains low.

Abbott and Durie (1987) provided the first real attempt to addressdhe of the lack
of M ori components in graduate psychology courses; the lack afriMvithin
psychology especially at the graduate and applied levels; and théondleese training
programmes and courses to become bicultural. Research since theantiased to
emphasize the real lack in numbers ofd¥ in all levels and all areas of psychology
(Levy, 2002).

The over-reliance on Western paradigms in psychology training hasviezesd by
some as serving to oppress & students during and even before entering the course
(Levy, 2002; Paterson, 1993). While some programmes present thesnses
bicultural, M ori student experiences suggest they are sometimes expectedit® pro
the bicultural content, and the course content often fails to gewuimebrporate
cultural components of mental health and psychology. The outcoime 8l tori and
non-M ori students are not provided with the opportunity to learn critiquity f

understand, and apply cultural theories and practices.

Reluctance to include taha ki in clinical psychology training programmes results in
inadequate preparation to work with & clients and highlights the need for more

M ori trained in psychology (Brady, 1992). In 1992 there were noritlinical staff

in universities, and 6 years later only threeok clinical students had graduated, only

three programmes had received dvl applicants, and only one programme had a

culturally appropriate interview schedule.

The focus over the last decade, with both norei and M ori researchers and
clinicians advocating for psychology to adopt a comprehensive inclusiotihe
perspectives, experiences and worldviews obiiA®, has continued but in 2003 only
eight M ori clinical students were approaching their placement omisigp (lhimaera
& Tassell, 2004).

3 Such as Cram & McCreanor (1993), Evans (2002)befer(2002), Levy (2002), Nikora
(2001), Ohlson (1993), Ritchie (1993) and Starfi03).
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In further exploring the cyclical nature of health education and peacéffective
training and graduation must in turn be followed by job opportunities anercare
advancement that support i on a professional and personal level (Glover &
Robertson, 1991). This includes recognition of additional skills thatiNvill possess
when working with Mori (Maxwell-Crawford & Emery, 2004; Te Roopuvhiowhio,
2004).

. H# =

A Working Party was established in 2003 that brought together repaéses from
mental health service providers offering clinical placemenésnships, tertiary
training institutions offering clinical psychology training, professil psychology
bodies, Mori clinical psychology students and bfti clinical psychology graduates.
The Working Party assisted the Te Rau Matatini project teack and recorded the
placement and internship experiences obMclinical psychology students who agreed
to participate in the project. The Working Party attempteddémtify the positive
experiences that enhanced students’ experiences and to fernsifategies to
overcome issues raised by students during placement experiehbesculmination
was the development of clinical placement guidelines foorMtertiary studentd
(Ihimaera & Tassell, 2004).

)* &&

The Te Rau Whakamaru pilot consultation exefGiggentified a number of themes
relevant to the training-workplace nexus:

training

training placements

professional affiliations

entry and access, and

government agencies.

4 A copy of the guidelines can be found at www.matao.nz.
> Which included interviews and focus groups withrrent and recent Mri clinical
psychology students.

26



(( & &.

Access to Training Programme Information

Information concerning the application process, programme struatdrémaeframes,
potential placement and internship services, and programme stalfffl Wwe of use to
potential clinical programme applicants. Availability of sfieciinstitutional

information about clinical programmes would enable students to nmakep@iate
decisions regarding the suitability of particular institutions tetnclinical training

needs.

There was no appreciation of the fact that | was placed [clinical

placement] an hour and a half drive away from everyone else.

Attention to Practical and Applied Aspects of Training

Students’ clinical theoretical knowledge, based predominantly orsciantist-
practitioner paradigm, was usually judged as well develdgpeaugh the training
programme; however, less time was spent on the applied andcakaxdpects of
theories and models. As a consequence, students often felt usgregptre application

and delivery of their practice.

I would have liked to have some opportunities to being able to link

theory to the applied [instead | had a] sink or swim internship.

Commitment to Dual Cultural and Clinical Competencies

The focus on Western paradigms and Western models of practtoeutva balanced
inclusion of Mori models of practice, indigenous values of health, and healing
modalities, often left students feeling inadequate and ill peelpéor working with

tangata whaiora.
My preparation was inadequate. This resulted in me learning [when |

undertook a placement in a kaupapadvi service] the tikanga, the

kaupapa side of what | needed at the detriment oflthigal side.
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This is not only an issue for Mri students, non-Mori students also need to develop a
level of M ori and wider cultural competence. By omitting cultural compmésnand
indigenous learning outcomes in the curriculumpkil students are unable to learn and
further develop the skills, ways of working and knowledge needed aéfdigive when
working with their own culture. Both Mri and non-Mori students are ill-equipped to
work with other cultures which are present in New Zealand sodiegycommitment to
dual competencies for both Mri and non-Mori students will also lessen the current
disadvantage that only Mri students are encouraged to display cultural competence

and engage in activities such as cultural supervision.

| don't think we’'ve been given enough training in working with

probably people of any culture let alone dfi.

Assessment of Cultural Competence

Final assessments are based on skills developed and learned thrahghotgrnship;
however, prevailing clinical competencies are assessethet@xclusion of cultural
competencies (for Mori and non-Mori students), which may have been learned during
internship. Furthermore, those students who have undertaken inpsriishkaupapa

M ori settings sent conflicting signals in the final assessmeocess as they have to
demonstrate clinical assessments and case studies based ordynarabperspective,
which is often very different from the integrated clinical anttural approach they are

likely to have learnt, practised and developed during thedrriship year.

Try and develop those mainstream skills .... developing cultural
competencies so it's almost like having a double load and those skills

aren’t assessed in the final exam.

Access to Relevant Cultural Support within Training

The availability of at least one significant bti support person was a particularly
salient issue. Students felt it vital to have continuous a¢oes$/ ori support tutor or
advisor while in the clinical programme, although a prefereoica M ori clinical staff

member, and more than one person to fill these roles,traagly highlighted.

The main thing in my training was that it didhave enough Mori.

Not having particularly easy access to otherdvl psychologists.
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Inclusion of Other Relevant Support Persons and Systems

As education environments do not often foster collective suppstgrag, students may
wish to use and bring whau support at pivotal stages of the programme, such as the
application process, interviews, and placement orientation.etidiore advanced in
their internship can also be valuable for other students. Inclutiwh mau support as

the norm will ensure Mori students have the choice to participate and engage with

education in line with wimau, hpu and iwi aspirations and processes.

...With the students that are coming through now and us being
interns...just kind of taking some responsibility for, you know, just

seeing how they’re going.

Cultural Education and Commitment to Cultural Competence ofStaff

The need for staff, particularly those with significantesyl to have an in-depth
understanding of cultural safety and cultural paradigms of pradicessential if

students are to gain adequate knowledge and skills. Wheye 8taff are limited, the
need for compensatory expertise is even more acute. Expectiog $fudents to

provide the cultural content and Bt perspective does not allow Wi students to

learn and benefit and may assume expertise that has motielsted.

During my training, there was one lecturer in particular that would
ask questions to me that was anything to do with thingsril.. so
that used to feel uncomfortable.

Assumption of Cultural Competency

A common misconception in some clinical programmes is thabrivstudents are
already confident and competent in tikangaol, perhaps as a result of life-learned
experiences and knowledge. However, this was not the realitydny, and assuming
M ori students already possess these skills and competencies piecapportunity
for learning to occur as part of their training and education and, @nsequence,

blocks cultural preparedness, competence and confidence.
...Don’'t make assumptions because you areorM you know

everything Mori, and put into Mori situations...and you kind of get

stuck
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Assumption of Providers of Previous Access to Cultural Leaing

During clinical placements there is a common expectationMhati students are well
versed in kaupapa Mri with advanced skills and knowledge. The expectation is
largely based on the assumption thatokl students are well versed in tikanga or that
the teaching programmes provide this in some detail. Neitltbesé experiences were
commonly shared by students who participated in the consultatioeseTassumptions

often reduce much needed learning opportunities in a safe context.

The expectation that ...I knew a little bit about a kaupaparM

service and knew tikanga so | could talk about it

Limited Opportunities for Development of Specialised Fikls of Practice Expertise

M ori students often found they were confined to working wittoiiclients and were
given limited opportunities to gain a wider experience acroasgerof conditions and
with clients from a variety of backgrounds. In doing do, the exposuee range of
placement and internship learning opportunities was limited, lesWmgnts feeling ill

prepared in their practice.

I think for awhile there, that was a potential sort of limitation
imposed by...not without good intention, but you know, | think it
makes assumptions and you inadvertently limit a person’s
experience...so by keeping it open ...about choices as well, | think
would be a good way to promote one’s potential in a range of fields

instead of in one based on colour, surname

Orientation Processes within Placement Services

An orientation process was considered essential by studentss adldws placement
service staff to know who the students are, why they are, thiedeto clarify early any
expectations and support needs. An orientation process helped rikiioina of

students into their placements and supported students to feel mom@tebiaf when

commencing placements.

30



A lot of the time the people who | was assigned to be with wwere
busy, hadn’'t prepared adequately for me, hadn’'t prepared goals or

sat down and talked about goals that | wanted to achieve.

Ethical and Practice Guidelines

General ethical and practice guidelines relevant to theigeact psychology are best
developed within a clinical context. However, ethical steashglaf practice observed by
health services often contradicted & values. For example, although
whanaungatanga and building rapport are essential when working wah, Mome
students were advised against sharing food with clients befaeortherapy sessions
despite the sharing of food assisting in the whanaungatanga pro¥éste it is
important to ensure that professional safety and boundaries arenmatomised, where
appropriate recognition of cultural values such as manaakitamgj&k@ahitanga is

important.

[person] said:You may offer a drink but never food. And never offer
a ride home, even if it's pouring with rain, as it is totally

inappropriate.’

Access to Cultural Supervision

The provision of effective cultural supervision was considerdtarifor both M ori
and non-Mori students. Cultural supervision allows opportunities to disquestion,
learn and unpack issues associated with working in a culturalpcte# way.
Furthermore, those students who had good supervisors also reported ptestgreent

experiences regardless of the pressures and the stress.

There are increased pressures put on you to pick up a particular
client that comes into the service because they are identifitt as

[and] it might be appropriate that | see them and I'm quite
comfortable with that ... its part of the reason that I've decae
become a psychologist...l could have had better cultural support to be
able to work with those [situations] and handle those additional

pressures better
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Access to Tangata Whaiora

In contrast to the experiences of being restricted torMclients, concerns were also
expressed about the lack of exposure or access to tangata whailstamgaged in the
placement experience. Some students reported no exposure at sillpawised
practice with Mori, which in turn prevented them developing an area of pradtate t

had high priority.

| had access to Mori networks during my placement, but | was in a
mainstream service and was not provided with an opportunity to work

with one M ori client.

Remuneration

Students felt the remuneration offered by placement servidesotreflect the years of
learning, qualifications, skills and experience students hageired by the time they
are ready to commence their placements. Annual internshipesalay considerably,
depending on the level of funding available for internships at eadd. Disufficient

remuneration levels have led to some students deferrinditiediyear of internship.

| think the money’s alright, but | think compared to the actual degree
that you've got...it doesn't...it's not, because you think of other
groups, professions that are out there working with a Masters...we're

about a good ten, fifteen thousand less.

Placement Guidelines

Guidelines to provide a practical framework for the enhancemieptacement and
internship processes, and learning and practice outcomes wetepaevearlier this

year (Ilhimaera & Tassell, 2004). The implementation of thagkelines and the review
of their usefulness will further assist in meeting the purgosewhich they were

designed. This will require joint commitment and participatbriertiary institutions,

professional bodies, service providers andNistudents.
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Access to Relevant Information

Although students appreciated the importance of affiliating to efegsional
association, there was a lack of information about the reldaties or the processes
necessary for gaining membership. Neither tertiary educatiwogiammes nor clinical
placements actively promoted membership as fundamental to tharatiep for a
career in psychology. Promotion would also be enhanced if the tarupbiefits
associated with membership were highlighted and experienced améearship had
occurred.

Barriers to Meaningful Participation

Costs incurred as a result of belonging to professional bodigs @@nference
attendance, membership fees), and the low level obriMmembership in some
professional bodies, were highlighted as significant factoectaffy meaningful and
effective participation of students. More research isieé¢o understand why Mri
membership is low. Examining professional bodies who do have strorgi M
membership, such as the Aotearoa New Zealand AssociatiS8oadl Workers, the
Nursing Council of New Zealand, the Australian and New Zealasitk@2 of Mental
Health Nurses Inc, and the National Council ofavl Nurses, and identifying the
critical success factors associated with membership, msaitathose bodies who
struggle to attract Mori.

...l was not able to attend the conference beyond the award ceremony

because it was too expensive.

If there is anything professional bodies can do fook students it is

supporting more symposia and gatherings foiol psychologists.

- % &6 &

Entry Requirements
Selective entry into postgraduate mental health specialty praggamct as a barrier

for many M ori undergraduate students anddvl mental health staff. For example,

33



the annual number of students admitted into clinical programmekis/ely small (i.e.
often between 10 and 20), with the proportion ofokl students admitted being
minimal. Entry is determined by academic record (requiringranmaiim B- average or
above in & year papers of an undergraduate degree in psychology), releferences

and previous relevant experience.

While references and relevant work experience have broadenedtéhia, selection is
seen to be determined by academic grades, which do not allyyseflect academic
ability. For M ori students this method measures the degree to which they have bee
able to think and write from a purely Western psychological petispeand avoids the
added pressures and expectations of studying in a field that hascoghised their
realities. While academic grades and ability are importhet,perception exists that
academic grades are the gateway to entry and, only if tleesudficient, will relevant
references and work and life experience will be asseatmuy with presentation and
communication during the interview. Selection based on all flaesers will assist a

holistic assessment approach to academic ability.

Furthermore, in other mental health speciality programmes, pogts®ental health
training programmes equate to post-graduate admission. Tjoetynaf M ori who

work in mental health without an undergraduate degree are often tinaueess these
training opportunities. Anecdotal evidence confirms that undertagivgj-graduate
studies without an under-graduate degree is a challenge. But swjthort for

accelerated learning of academic expectations and requiremsotsessful
participation in many post-entry, post-graduate certificatesdggidmas is achievable
(Nikora, Levy, Henry & Whangapirita, 2002). There is a needhvestigate these

options further.

Limited Number of Places in Training Programmes

Currently, clinical psychology programmes receive approximagegt times the
number of applicants than places available (Lambie & Stew@f3). Reasons for
limited intakes include the lack of funding for staff to teachhimitclinical training

programmes, limited numbers of clinical supervistirsprovide clinical supervision
whilst on placement/internship, and policy that restricts numbepsotdde focussed

and effective learning opportunities for students.
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Given the historical need for more bfi professionals in mental health, limited access
to training programmes constrains the ongoing need to develop a worldiodce
services that are responsive todM mental health needs. It is imperative that tertiary
institutions increase the annual number ofoll students admitted into training
programmes where Mri are sparse (such as clinical psychology and occupational
therapy). This could be achieved by offering endorsements oriNihental health,
establishing designated academic and support positions fori,Mhcreasing student
funding opportunities, and ensuring the graduate profile matches theucimes) they

serve. In addition, national need ought to be a factdeaiding training capacity.

Proposed Changes to Length of Training

The proposed change to the clinical psychology diploma from the cyrreqlired
gualifications of a Masters or PhD to the Doctor of Clinieaychology (DClinPsy)
would see clinical psychology training extended from 3 years (icdbe of a Masters
Degree and Clinical Diploma) potentially to 4 or more ydamiilar to current PhD
requirements). Given the documented difficulties of retainingrvin the profession,
the length of time needed to obtain the proposed qualification mdyseme as a
deterrent. This may have an adverse effect on an already nesoeirced Mori mental
health workforce and tangata whaiora who are currently over-repeelsas mental
health service users. Aligning to international standards @ritant for the ongoing
pursuit of quality education and excellence in health service pwoyibut tertiary
education institutions need to ensuredvl have access to new proposed academic
requirements and the longer training period is reflected in reration and financial

assistance.

Recruitment of M ori into Mental Health Training Programmes

Policies for recruitment into training programmes are thparsibility of individual
tertiary institutions. There do not appear to be any consistepfliied educational
policies aligned to the need of the workforce and sector. Whilsimber of incentives
have been implemented in various institutions to attract anish fettaori, such as the
tangata whenua/kaupapa i tutorials, hui welcoming new students, teina and

tuakana mentoring programmes, and the development of peer suppsdrkse
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provision for specific active promotion targeting ®fi students intoclinical
psychology training programmes is limited.

Although the gap between educational institutions and the workplatepresent
obstacles for students and later new workers, there are semattunities for
bridging the interface. The Training-Workplace Nexus frameworkagoed in this
document provides a basis for considering those opportunities and auntesm into

opportunities for enhanced learning as well as professional develbpme

The framework is built on three goals (life-long learning, vahee to Mori, effective
services) and three principles — (sector alignment, cultoaipetence and clinical
competence). It allows for an integration of educational endesvana workplace
demands through multi-level liaisons between: government degattniespecially
education and the Tertiary Education Commission and Health); ryeg@ucation
institutes and health organisations; tutors, lecturers and healthsgionals; and

students with both TEls and health services.

The placement of students in health services as a requiréonamidergraduate and
postgraduate qualifications presents particular opportunities foproired
understandings, consistent policies, shared objectives and joiativies whether they
apply to the curriculum or to the tasks undertaken during internshipgieddwork.
But equally important are decisions about the ways in which edoahtmolicies,
which can for example limit or expand the number of positions dlaitzationally for
health professional training, match actual workforce needskelrfato training) needs
to bear some relationship to health needs. Important also aweattsein which the
interface between training and the workplace is managecder&eéssues require further
exploration, including provision for funding clinical experience, opporesifor
educators and health professionals to establish joint planning foamashghe drafting
of formal arrangements between hospitals and TEIs that coweidex range of

activities including post-graduate training and ongoing prafessidevelopment.
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The Framework has placed particular emphasis on provisions fori. MWhile all
health professionals must have a common set of skills and edskaowledge base,
M ori health professionals must also be equipped to work witbriM That imposes
some obligations on both educators and health professionals to ensureutfad skilts
necessary for effectiveness with i clients is agreed on and transmitted in a
consistent manner by both agencies. Otherwise there willcdrdusion and
fragmentation of effort. There is some evidence that whdiming agencies and the
workplace more or less agree on the conventional clinical sieitessary for health
practitioners, there is less agreement about what constiultasal skills and how each

agency might contribute to their on-going development.

The overall purpose of the Training-Workplace Nexus Framework isritndmése the
acquisition and further development of theoretical, cultural amdcal expertise,
through enhanced communication and collaboration between the health antibaduca
sectors as represented by central policy making and the deldbfepducational

programmes and health services.

37



# s

Aotearoa New Zealand Association of Social Workers. (2004NZASW National

Executive Submission to the Registration Board, Response to Sectioties of

Social Workers’ Registration Act, 2Dunedin: Author.

Abbott, M. & Durie, M. (1987). A whiter shade of pale: Tahadvl and professional
psychology trainingNew Zealand Journal of Psychology, 16@&3-71.

Bidwell, S. (2001). Successful Models of Rural Health Service Delivery & Community
Involvement in Rural Health: International literature reviewChristchurch:
Centre for Rural Health.

Brady, E. C. (1992). Cross-cultural issues in clinical psychologiying programs.
New Zealand Journal of Psychology, 21@9-61.

Cram F. & McCreanor, T. (1993). Towards a psychology for Aoteakav Zealand
Psychological Bulletin, 7634-37.

Durie, M.H. (2001).Mauriora: The dynamics of Mri health. Auckland: Oxford
University Press.

Durie, M.H, & Maxwell-Crawford, K.M. (2003).Framework Palmerston North: Te
Rau Matatini.

Evans, I. M. (2002). Clinical psychology in early*2dentury Aotearoa/New Zealand:
Introduction to the special issudew Zealand Journal of Psychology, 31, &)-
53.

Garside, R. (1996). Welcome to your new jdterchant Jul,29. Wellington: Retailer
Publishing Company Ltd.

Gurung, R. A. R., & Mehta, V. (2001). Relating ethnic idgmtécculturation, and
attitudes toward treating minority clientultural Diversity and Ethnic Minority
Psychology, 7 (2)139-151.

Health Workforce Advisory Committee. (200Zhe New Zealand Health Workforae:
Stocktake of Issues and Capacity 200ellington: Author.

Health Workforce Advisory Committee. (2003)he New Zealand Health workforce:
Future Directions — Recommendations to the Minister of Health 2003.
Wellington, New Zealand: Author.

Herbert, A. (2002). Bicultural partnerships in clinical trainimgd practice in
Aotearoa/New Zealantlew Zealand Journal of Psychology, 31, (2)0-117.

38



Hirini, P.R., & Durie, M.H. (2003).Workforce Profile Palmerston North: Te Rau
Matatini.

Huriwai, T., Sellman, J. D., Sullivan, P., & Potiki, (R00O, p. 8). A clinical sample of
M ori being treated for alcohol and drug problems in New Zeal@hd. New
Zealand Medical Journall1ll (1065), 145-147.

Ihimaera, L. V., & Tassell, N. A. (2004 linical placement guidelines for Mri
tertiary studentsPalmerston North: Te Rau Matatini.

K hui Tautoko Ltd. (2001). Mori in the Mental Health Workforce: A report of the
focus group hui June—July 200dnpublished Paper.

Lambie, I., & Stewart, M. (2003)Training recruitment and retention strategies for
psychologists in child and adolescent mental health services: A neaimst
perspective.Auckland: The Werry Centre for Child and Adolescent Mental
Health.

Levy, M. (2002).Barriers and incentives to Mri participation in the profession of
psychology.A report for the New Zealand Psychologists Board. Hamilton:
Waikato University.

Maxwell-Crawford, K. M., & Gibbs, R. (2003)le Rau Matatini orientation and
preceptoring in Mori mental healthPalmerston North: Te Rau Matatini.

Maxwell-Crawford, K.M., Hirini, P.R., & Durie, M.H. (2003)e Rau Matatini
Projects Palmerston North: Te Rau Matatini.

Maxwell-Crawford, K.M., & Emery, M.A. (2004)Huarahi Whakat: M ori Mental
Health Nursing Career Pathwafalmerston North: Te Rau Matatini.

Milne, M. (2001).Ng Tikanga Ttika m Oranga Hinengaro, Oranga Wairua. Best
Practice Guidelines for Kaupapa Mri Mental Health Services.Unpublished
paper prepared for Ministry of Health

Merritt, M. (2003). Mori experiences in clinical psychology training consultation
report for Te Rau Whakamaru Working ParBalmerston North: Unpublished
paper.

Ministry of Education. (2002a)Tertiary Education Strategy 2002-200%Vellington:
Author.

Ministry of Education. (2002b)Statement of tertiary education priorities 2003/04
Wellington: Author.

Ministry of Health. (2000, p. 7)Rural Health Policy: Meeting the needs of rural

communities.Wellington: Author.

39



Ministry of Health. (2002a)He Korowai Oranga, Mori Health Strategy.Wellington:
Author.

Ministry of Health. (2002b)Te Pu waitanga: M ori Mental Health National Strategic
Framework Wellington: Author.

New Zealand Health Information Service. (200Bsychology workforce: Summary
results form the 2003 health workforce annual surfgpchure]. Wellington:
Ministry of Health.

Nikora, L. (2001). Rangatiratanga and Kawanatanjgew Zealand Psychological
Society, 9929-32.

Nikora, L., Levy, M., Henry, J., & Whangapirita, L. (200Z¢ Rau Puwai Evaluation
Overview Technical Report The University of Waikato, Hamilton.

Ohlson, T. (1993). The Treaty of Waitangi and Bi-cultural Issiee Psychologists.
New Zealand Psychological Bulletin, 8.10.

Pakura, S. (2004). The Importance of Intersectoral CollaboratiameBatChild, Youth
and Family and Mental Health Services. Keynote Addre3®tRau Tipu Mori
Child and Adolescent Mental Health Workforce Development Conference
Proceedings9-11 February, Palmerston North. Te Rau Matatini and TheyWer

Centre, Palmerston North.

Paterson, K. (1993). Life in a clinical diploma courseClitural Justice and Ethics:
proceedings of a symposium held at the Annual Conference of the New Zealand
Psychological SocietyJniversity of Victoria, Wellington, 23-24 August, 1993.,
57-61.

Sidney-Richmond, V., Maxwell-Crawford, K.M., & Ihimaera, L.{2004). Moemoe
for Wh nau Ora. Plenary session B¢ Rau Tipu Mori Child and Adolescent
Mental Health Workforce Development Conference Proceediidd February,
Palmerston North. Te Rau Matatini and The Werry Centre

Stanley, P. (1993). The Power, The Glory & the Great White éfuritlew Zealand
Psychological Society Bulletin, 763-22.

Sue, S. (1998)In search of cultural competence in psychotherapy and counselling
American Psychologist, 53 (4), 440-448.

Ritchie, J. (1993) Beyond the Treatfew Zealand Psychological Bulletin, 7&)-12.

Te Rau Matatini. (2004)Kia Pu wai Te Ararau Palmerston North: Author

40



Tertiary Education Commission. (20045trategy for the Tertiary Education
Commission: Working with Mri. Te Rautaki m te Amorangi Mtauranga
MatuaFebruary 2004. Wellington: Author

The New Zealand Psychological Society. (2004). Retrieved 21 July, 2G4,
http://www.psychology.org.nz/.

The Royal Australian and New Zealand College of Psychigtr{2004).About us
Retrieved 21 July, 2004, from http://www.ranzcp.org/publicarea/zdsnp#
whatdo.

Te Rau Tipu Conference Opening Address. (2004). A Culture of Baside.Te Rau
Tipu M ori Child and Adolescent Mental Health Workforce Development
Conference Proceeding9-11 February, Palmerston North. Te Rau Matatini and
The Werry Centre, Palmerston North.

Te Roopu whiowhio, (2004).South Island Regional Mental Health Network: Te
Waipounamu Kaupapa Mri Services ReviewCanterbury/West Coast: Author

Walsh-Tapiata, W., & Webster, J. (2004). Te Mahere: the Sigmmr Plan. Te Rau
Tipu M ori Child and Adolescent Mental Health Workforce Development
Conference Proceeding8-11 February, Palmerston North. Te Rau Matatini and

The Werry Centre.

41



= 182- --=> HOH#! .-

There are a number of workforce initiatives that focus on gmplie M ori mental
health workforce through health and education synergies. The TeuRaai!® bursary
programme aims to increase the number obiwith a tertiary qualification through
the provision of academic support networks tooM seeking qualifications, in
psychology, mental health nursing, social work, health science, and Realth at
Massey University. The success of Te Rau Puawai was idghtgd when the
Programme “achieved a staggering pass rate of 80% comipa6&ds for all Massey
University students as a whole” (Nikora, Levy, Henry & Whangepi2002), and
recently achieved the goal of graduating 100Mwith a mental health qualification,
within 5 years.

Critical Te Rau Puwai success factors identified by Nikora et al (2002) include:
an academic institution with multiple delivery modes, able tttaét committed
M ori people, to pursue qualifications that will support the needdhefM ori

mental health workforce across Aotearoa/New Zealand

well established Mori academic leadership with an international track record in

mental health and ongoing relationship with those in the field
an extended funding arrangement (5 years) provided at the nationalrégler
than regionally to provide for administration, coordination, staff financial and

academic support for bursars

a committed and enthusiastic Board composed of funder and provider

representatives of adequate status to effect changes wtessagy and to provide
short and long-term strategic leadership
a flexible section criterion responsive to regional and vocatibhalri mental

health needs

a recognisable Mori programme based on a supportivea¥ environment built on

a foundation of Mori values and processes, and a commitment to training people

for careers in Mori mental health

® Te Rau Puwai was established in 1999, as a joint venturavéen the former Health Funding
Authority and Massey University. The overall goéthe programme is to contribute at least 10M
graduates to the Mri mental health workforce within a five-year pueti
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innovative and multiple support strategies that respond to the i@hanc
circumstances, academic learning support needs, geographionocatirk status,
and time commitments of bursars

an enthusiastic and positive support team who collectively shoulder t
responsibility of supporting Mori bursars to successful outcomes; believe that the
bursars can achieve; who reinforce and model expectatioasaaressible to

bursars; and who provide timely, appropriate and sensitive support.

The Henry Rongomau Bennett Memorial Scholarsfiipim to increase the level of
M ori leadership in mental health by encouraging the developmentidy lgjgalified
and well-trained professionals. The initial phase focussddeomedical aspect of the
mental health workforce through scholarships to suppodripsychiatrists-in-training
and has recently extended to include other mental health occupatibnassaknical
psychologists, mental health nurses, social workers, and tajmarigatahi and wimau

therapists, including alcohol and other drug therapists.

The Auckland Medical School has established the Vision 2020 project wihisht@
increase the number of Mri doctors and associated health professionals.
The programme involves the provision of a preparation course thatesothie skills
and experience required to study at the undergraduate levetigzants then progress
to the Auckland Medical School or into allied health fields suchhgsiotherapy and
radiography.

Te Rau Matatini, a national Mri mental health workforce development organisation,
was launched in March 2002. It aims to consider how the capzditye M ori mental
health workforce might be enhanced through recruitment and retentiotméntoental
health professions and extended across all disciplines, profesanohsccupations. Te
Rau Whakamaru, one of 14 Te Rau Matatini projects, has ted bobjective of

promoting closer links between the education and health sectors.

" Named in memory of Dr Henry Rongomau Bennett it&t M ori Psychiatrist. The former Health
Funding Authority (HFA) established the Henry Rongu Bennett Memorial Scholarships (HRBMS) in
2001 and contracted Te Ohu Rata Aotearoa (Te ORAYJninister the scholarships.

43



Workforce initiatives such as these contain the common overargbiigof attaining
accelerated development of the &fi mental health workforce to a critical mass, that
allows services to have the right skills, at the rightetiamd in the right place to be
responsive to the mental health needs 0bM This therefore serves a dual purpose, to
not only increase the quantity of Bri mental professionals but also strengthen the
guality to ensure that service delivery supports best outco®esh a goal requires a
multifaceted approach which combats the institutional, sysiemphysical, and
attitudinal barriers to accelerated development within the ¢éidacaraining and work
contexts of Mori mental health. Intersectoral collaboration between tgréiducation
institutions and mental health organisations to ensure relevarieetiveiness, and
cohesion is seminal to achieving this. The progression of thiisgives also serves as

a platform for identifying successful strategies for the futur
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TE RAU MATATINI PROJECT

RELEVANCE TO EDUCATION SECT OR

Te Rau Whakaemi
Aims to co-ordinate and enhance training
critical areas for already existing i mental

health workers.

This will be achieved by the on-going contributi
iand enhancement of educational providers exis
training, and by aligning it more closely with tk
needs of the Mori mental health workforce
especially in developing guidelines around the ofs
M ori

models of practice within mental heal

services.

on
ting
ne

1%

th

Te Rau Arataki

Aims to increase recruitment, retention and
satisfaction of new staff entering i mental
health workforce.

Following the National ‘roll out’ of the on-ling

afirientation and preceptoring programme,
development of a ‘Train-the-trainer’ preceptori
model will be developed and piloted and aligned
implementation within health education and train

programmes.

Te Rau Piataata
Aims to promote Mori mental health as

rewarding and challenging career choice.

Videos, compact discs and accompanying lesg
apromoting Mori mental health careers (occupati
specific), have been developed and distributed
career advisors, teachers,

employment agen

libraries, educational institutions and wiau.

to

cies,

Te Rau Whakamaru

Aims to enhance recruitment opportuniti
through ensuring positive student experie
while on placement to Mri mental health

providers.

This will be achieved by supporting and contribgt
et the ongoing development and closer alignmen
naglucation and health through initiatives such

Clinical Placement Guidelines for Mri Tertiary

Students and He Wakearahi.

>

t of

as

Te Rau Ararau

Aims to increase the quality of practice
M ori mental health core competencies and
identification of multiple career pathway

across a range of disciplines.

Possible establishment of education programmes
invill be required to meet the criteria within thereq
tikempetencies.

S

that

Te Rau Whakawh nui
Aims to increase the capacity of bti primary
health care workers to provide early detect

and intervention for mental illness.

To ensure a nationally and qualified and recogn
workforce and to achieve course registration
qorimary mental health training modules, as well
building wider sector relationships with ‘train t

trainer’ primary mental health programmes wit

f

primary health education and training programmes.

sed
of
as
e

In

45



182 >

> %

0# %0.36-)!

P kenga M ori
Motuhake
Competency 1

Puna Tipu 1 (Beginner)
A M ori mental health nurse will be
able to:

Puna Whakat 2 (Competent)

A M ori mental health nurse will be
able to demonstrate Puna Tipu skills
and in addition will be able to:

Puna Whakatau 3 (Proficient)

A M ori mental health nurse will be
able to demonstrate Puna Whakat
skills and in addition will be able to:

Puna Rahi 4 (Highly Proficient)

A M ori mental health nurse will be
able to demonstrate Puna Whakatau
skills and in addition will be able to:

Wairuatanga

1.1.1 Acknowledges Mori creation
belief.

1.2.1. Acknowledges wairua as a forc
that can join and bind everyone
and everything.

1.4.1. Synthesises sound decision-
making process.

1.1.2. Demonstrates in practice an
understanding of taha wairua as

an integral part of hauora.

1.2.2. Acknowledges Mauri (life force

in all things.

1.3.1. Recognises that wairua will
shape the outcome of a hui an
assist to form appropriate
actions.

1.4.2. Promotes a heightened awaren

d of others wairua needs.

eSS

1.1.3. Displays self-awareness and
encompasses own spiritual

awareness.

1.2.3. Recognises and acknowledges
ones request, need for spiritual
guidance. (whakamoemiti, Inoi
whakaritenga, whakavea,

karakia, waiora).

1.4.3. Displays a developed sense of
consciousness and
understanding of own wairual
needs.

1.1.4. .Demonstrates in practice a resp
and sensitivity towards tangata
whaiora/whnau and others with

their own values and beliefs.

ett2.4. Acknowledges forms of Mri
cleansinge.g: tangi, karakia
and whakawtea

Adheres to the tikanga of
whakapono observed and
practiced in a rohe, workplace
or home.

Acknowledges mamae,

p uritanga within some whmau.
Recognises and respects those
who have been identified by
wh nau to undertake certain
rituals.

1.25.

1.2.6.

1.2.7.

1.3.2. Recognises the role of kaitiaki
(within wh nau,hap, Iwi).

1.3.1. Acknowledges moemoe
(dreams) of tangata
whaiora/whnau.

1.4.4 Leads interventions that enhan
interventions that enhance

tangata whaiora/whmau tino
rangatiratanga/self determination.

ce

1.1.5. Understands the distinction
between Mori spiritual concepts|
and religious philosophies.

1.2.8. Supports tangata whaiora and
wh nau in a way that respects

and incorporates their spiritual

concepts and needs.
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P kenga M ori
Motuhake
Competency 2

Puna Tipu 1 (Beginner)
A M ori mental health nurse will be
able to:

Puna Whakat 2 (Competent)

A M ori mental health nurse will be
able to demonstrate Puna Tipu skills
and in addition will be able to:

Puna Whakatau 3 (Proficient)

A M ori mental health nurse will be
able to demonstrate Puna Whakat
skills and in addition will be able to:

Puna Rahi 4 (Highly Proficient)

A M ori mental health nurse will be
able to demonstrate Puna Whakatau
skills and in addition will be able to:

Pupuri ki te
Arikitanga

Hold fast to the
chiefly things

Setting the
standards

Maintaining the
standards
Living the
standards

2.1.1. Demonstrates a code of condu
in practice incorporating:
Kaua e whakahihi
Kaua e kangakanga
Kaua e tkino
Kaua e takahi
Tika,pono, aroha, rangimarie.

t2.2.1. Incorporates the dynamics
wh naungatanga training
daily practice.

0R.3.1. Understands and impleme
in the principles of tika, pono and

aroha within practice.
2.3.2. Applies principles of the
dynamics of whnaungatangd
into interventions.

nt&.4.1. Affirms a foundational code ¢

ethics based in Te Ao Mri.

=

2.1.2. Demonstrates an understand
and is able to incorporate int
practice the concepts of tapu
noa.

ng2.2. Recognises in practice t

(o] tangata whaiora/whmau  will

&

and authority, sanctions a
rewards.

2.2.3. Understands and is able
incorporate
concept rhui.

2.2.4.

Acknowledges wimau

have certain forms of contrg

into practice th

interpretations of tapu and noa

ha2.3.4. Promotes an understanding
and knowledge of how to
incorporate into practice, the

concept rhui for colleagues.

o =

n

)

02.4.2. Promotes a better understandi

of wh nau interpretations of tap|
and noa and the concept ohui
within the organisation.

ing

[y
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P kenga M ori
Motuhake
Competency 3

Puna Tipu 1 (Beginner)
A M ori mental health nurse will be
able to:

Puna Whakat 2 (Competent)

A M ori mental health nurse will be
able to demonstrate Puna Tipu skills
and in addition will be able to:

Puna Whakatau 3 (Proficient)

A M ori mental health nurse will be
able to demonstrate Puna Whakat
skills and in addition will be able to:

Puna Rahi 4 (Highly Proficient)

A M ori mental health nurse will be
able to demonstrate Puna Whakatau
skills and in addition will be able to:

Tuakiri: Identity

Toi te kupu
Toi te mana
Toi te whenua

Secure cultural
identity, ready
access to Mori
cultural, social &
physical
resources

3.1.1. Displays self awareness:
Ko wai au? No hea au?

3.2.1. Enables tangata whaiora/whu
to rediscover their identity an
to enrich their mana.

d

3.3.1. Facilitates an environment th
acknowledges Mori cultural
and spiritual values and belie
integral to the healing process

at

fs

3.1.2. Has access to knowledge of o

WR.2.2. Builds appropriate relationshi

ns3.3.2.

Utilises relationships/networks

taB.4.1. Provides reliable access todvl

Whakapapa, pepeha. with Iwi Runanga, Kaunihera seek out appropriate resources cultural (rauemi) resources:
M ori, Rp Kaumtua and —Te Ao M ori.
other Rp Kaupapa Mori
(rp).
3.2.3. Supports tangata whaiora |to
establish or enhance bonds with
own wh nau, hap or Iwi
3.1.3. Has access to, or knowledge [08.2.4. Provides awhi, tautoko, aroh&.3.3. Promotes, initiates and3.4.2. Evaluates the appropriateness of
own mana whenua for tangata whaiora/wimau. facilitates the access to Te Ao the environment.
(t rangawaewae), Marae, M ori resources that emphasise
Maunga, Awa, Moana, Waka. tangata whaiora/wmau well
being.
3.1.4. Identifies a tikanga gr3.2.5. Displays knowledge of local
whakatauk from their tikanga/kawa of Mori in order
t rangawaewae and reflect on the to demonstrate respect for their
core values. mana whenua.
3.1.5. Understands the impact of owi3.2.6. Participates in and understand3.3.4. Understands the impact [08.4.3. Counteracts the impact pf
culture, values and life the varying forums in which colonisation and Treaty of colonisation, assimilation and
experiences on relationships with M ori partake and contribute Waitangi non-compliance on cultural alienation and other

tangata whaiora/wimau.

M ori.

barriers for Mori.

48



P kenga M ori
Motuhake
Competency 4

Te Reo mena
Tikanga

Kia mau ki
tikanga,me t reo
M ori,koneir t
t ranga teitei e.

Retain your
customs & your
M ori language.
For this is what

gives you status.

Puna Tipu 1 (Beginner) Puna Whakat 2 (Competent) Puna Whakatau 3 (Proficient) Puna Rahi 4 (Highly Proficient)

A M ori mental health nurse will be | AM ori mental health nurse will be | AM ori mental health nurse willbe | AM ori mental health nurse will be

able to: able to demonstrate Puna Tipu skills | able to demonstrate Puna Whakat able to demonstrate Puna Whakatau

and in addition will be able to: skills and in addition will be able to: | skills and in addition will be able to:

4.1.1. Engages in kero Mori | 4.2.1. Engages in kero M ori (lower | 4.3.1. Engages in kero Mori | 4.4.1. Engages in kero M ori (upper
(introductory level) and has intermediate level) and hds (medium intermediate level intermediate level) and hgs
access to karakia, mihi, waiata. access to pwhiri processes and has access to those who are access to those who are fluent|in

whaikorero, karanga, waiata. fluent in te reo, i.e. kuia, te reo, i.e. kuia, kaumtua
kaum tua wh nau. wh nau. Facilitates Te Reg
M ori in the workplace.

4.1.2. Demonstrates an  emerging.2.2. Displays respect for others4.3.2. Supports and guides proactivelg.4.2. Consistently demonstrates the
knowledge base of Tikanga and tikanga/kawa. tangata whaiora/wmau with ability to uphold te reo mena
tturu Mori concepts & tikanga M ori. tikanga.
practices (aim to enhance o
/restore cultural identity) 4.4.3. Initiates appropriate action |if

tikanga of tangatg
whaiora/whnau  has  been
offended

4.1.3. Articulates pepeha: ingoa, Waka4.2.3. Integrates the importance and.3.3. Affirms Mori  processes
Maunga, Awa, Moana, Marae impact of M ori processes in through transfer of practices in
Hap / lwi in Te Reo Mori. practice. varying areas,e.g. karakia,

waiata.

4.1.4. Demonstrates in practice aml.2.4. Investigates culturally 4.3.4. Incorporates and practices thd.4.4. Advocates and initiates cultural
understanding of behaviours appropriate practice amongpst concept of koha & reciprocity. processes in non-Ndri settings.
consistent with tikanga/kawa in colleagues, tangata4.3.5. Incorporates and practices thd.4.5. Leads and supports colleagyes
relationships  with Mori, i.e. whaiora/whnau. concept of Te W: Time is appropriately.
tika, pono, aroha. governed by processes.

4.2.5. Consults with Iwi to ensure
appropriate processes (tikanga)
are adhered to.

49



Puna Tipu 1 (Beginner) Puna Whakat 2 (Competent) Puna Whakatau 3 (Proficient) Puna Rahi 4 (Highly Proficient)
P kenga M ori A M ori mental health nurse will A M ori mental health nurse willbe | AM ori mental health nurse willbe | AM ori mental health nurse will be
Motuhake be able to: able to demonstrate Puna Tipu skills | able to demonstrate Puna Whakat able to demonstrate Puna Whakatau
Competency 5 and in addition will be able to: skills and in addition will be able to: | skills and in addition will be able to:
5.1.1. Knows and determines own | 5.2.1. Connects and engages Ww(ith.3.1. Identifies, or accesses assistance
Wh naungatanga wh nau links e.gwhakapapa, M ori wh nau. to identify, the impact of
pepeha, own position with a whakapapa upon a current
He aha te mea nui a purpose. situation.
te Ao, mku e ki [5.1.2. Demonstrates in practice an | 5.2.2. Acknowledges wimau, pepeha, 5.3.2. Identifies the key role-playe(s5.4.1. Recognises whau conflict and
atu, understanding of the diverse whakapapa, pakiwaitara, tero with tangata whaiora/wimau, assists to promote resolutig
He tangata, nature of whnau and p r kau, stories. ie. hoa rangatira based on the whakatauke kai
He tangata, relationships in contemporary (partner/spouse), tuakana, a te rangatira he krero.
He tangata. M ori interactions and how this 5.2.3. Ensures wimau are nurtured teina, kuia, kauntua, tohunga
influences your practice. well informed, involved and etc.
- supported.
PfOV'G,"”g best 5.3.3. Understands Mri principles
practices and 5.2.4. Establishes an awareness of the  of wh nau relationships such gs
services for tangatd different  role-players  and Tuakana-Teina and how those
whaiora/whnau. responsibilities within whnau. relationships  influence the
dynamics of supporting tangata
whaiora/whnau.

5.1.3. Demonstrates a critical 5.2.5. Enhances the establishment| &.3.4. Encourages extended whu | 5.4.2. Facilitates and supports whu
awareness of how to establish a positive relationships for tangata participation and support fdr healing, therapies, restoratid
relationship with tangata whaiora/whnau. tangata whaiora/whmau. via the utilisation of a Mori
whaiora/wh nau. process

5.2.6. Incorporates whau
participation in all (clinical)
interventions.

5.1.4. Establishes rapport with 5.2.7. Encourages whau protection 5.3.5. Ensures that appropriate formns
tangata whaiora/wimau to of their cultural rights by of information and knowledge
support a situation. inviting them to participate. are communicated to whau

including a clear breakdown of
5.2.8. Acknowledges the importance technical terms.
of a wairua connection betwegn
wh nau & whenua. 5.3.6. Encourages whau to make
decisions and find solutions.
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P kenga M ori
Motuhake
Competency 6

Puna Tipu 1 (Beginner)
A M ori mental health nurse will
be able to:

Puna Whakat 2 (Competent)

A M ori mental health nurse will be
able to demonstrate Puna Tipu skills
and in addition will be able to:

Puna Whakatau 3 (Proficient)

A M ori mental health nurse will be
able to demonstrate Puna Whakat
skills and in addition will be able to:

Puna Rahi 4 (Highly Proficient)

A M ori mental health nurse will be
able to demonstrate Puna Whakatau
skills and in addition will be able to:

Hauora M ori

6.1.1. Applies key aspects of bti
health perspectives in
practice such as the
importance of wairua,
hinengaro, whnau and tinana
when working with Mori.

6.2.1. Undertakes cultural risk
assessments based ondvl
concepts and values

6.3.1. Plans, implements and evaluatg

dimensions of hauora Mri and
maintain wellbeing including

cultural risk management plans.

26.4.1. Initiates promotion of hauora ar
integrated plans that address all

M ori development across all
sectors.

6.1.2. Demonstrates in practice an
understanding of the role of
tangata whaiora/whmau in
their own recovery.

6.2.2. Displays a balanced appreciatio
of physical, social, cultural,
spiritual and mental aspects of

health and health care.

N6.3.2.

Facilitates access to traditional
and contemporary healing
options for tangata
whaiora/whnau. e.g. Tohunga,
matekite, ronga, mirimiri and
karakia.

6.4.2. Facilitates health strategies tha
will benefit M ori and
encourage tangata
whaiora/whnau participation,
as and when appropriate.

6.1.3. Demonstrates in practice an
understanding of the
determinants of Mori health
e.g. housing, education, and
employment.

6.2.3. Acknowledges tangata
whaiora/wh nau perspectives of
hauora.

6.2.4. Respects tangata whaiora/méwu
in determining their choice of

rongo .

6.1.4. Investigates the key needs of|
M ori population groups. e.g.
M ori mental health needs.

6.2.5. Analyses and identifies areas of
need in varying dimensions e.g.

taha wairua, taha whau etc.

6.1.5. Understands the term taonga
and how it influences the way
in which you support tangata
whaiora/ whnau.

6.2.6. Utilises Mori models of practice.

6.3.3. Promotesdvl models of
practice for self and others
(colleagues).

6.4.3. Assists access of bri staff to
learning about Mori models of
practice.

6.1.6. Applies knowledge of the
differing health and socio-
economic status of Mri
and non-Mori.

6.2.7. Affirms taonga by acknowledgin
what tangata whaiora/whau

believe is precious/important.

) 6.3.4. Promotes proactively Mri

health gains.

6.4.4. Promotes an appreciation and
valuing of M ori models of
practice within the

[

organisation.
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P kenga M ori
Motuhake
Competency 7

Puna Tipu 1 (Beginner)
A M ori mental health nurse will be
able to:

Puna Whakat 2 (Competent)

A M ori mental health nurse will be
able to demonstrate Puna Tipu skills
and in addition will be able to:

Puna Whakatau 3 (Proficient)

A M ori mental health nurse will be
able to demonstrate Puna Whakat
skills and in addition will be able to:

Puna Rahi 4 (Highly Proficient)

A M ori mental health nurse will be
able to demonstrate Puna Whakatau
skills and in addition will be able to:

Ng Mahi
whina

He kokonga

7.1.1. Demonstrates in practice t
importance of whakarongo an
engages in effective
communications.

heg.2.1.
d

h

7.2.2.

Ensures that
whaiora/whnau are listened to.

Implements kanohi ki te kanohi

tangatar.3.1. Is supported as a bti mental

health nurse working within
rohe  with mana  whenu
endorsement.
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7.4.1. Accepts differences of opinion.

whare e kitea, He
kokonga ng kau
e kore e kitea

One can see the 4
corners of a house
one cannot see th
4 corners of a
heart.

addressed/reconciliated.

7.1.2. Establishes relationships/rapppi®.2.3. Adheres to the kawa/tikanga [0¥.3.2. Acknowledges reciprocity in [a7.4.2. Operates in a tuakana - telna

with tangata whaiora/wimau. the rohe, wabhi, persons’ honme relationship. situation.
or environment.
7.2.4. Supports waiata, katakafa,
i pakiwaitara as alternative ways
’ to communicate/relate  with
= M ori and support tangata
whaiora/whnau.

7.1.3. Applies in practice the7.2.5. Provides tautoko and7.3.3. Implements and ensurgd.4.3. Recognises the wero presented
importance of manaakitanga. appropriate Mori  processes to/by wh nau will assist with
tautoko,manaakitanga, including: whakawhitiwhiti achieving an outcome far
wh naungatanga and7.2.6. Whakamanatia te tangdta  k rero/whakaaro, pwvhiri, wh nau.
wairuatanga to ensure winau whaiora/whnau. whakangahau, fari,
are comfortable. whakawtea and hui. 7.4.4. Synthesises opportunities for

issues to be
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