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Strategic priorities 2025–2029
Over the four years to 2029 Te Hiringa Mahara has three strategic priorities. Each of the priorities is represented by a maunga tietie, as pictured below. This report comes under the first priority.
Read more: www.mhwc.govt.nz/strategy-on-a-page
Improved performance of the mental health and addiction system.
Poutama | A common pattern which symbolises stairways, whakapapa and also the pursuit of knowledge, advancement and growth.
Advancing mental health and wellbeing outcomes for people with lived experience of mental distress and addiction.
Aramoana | ‘Pathway of the sea’. The horizontal zigzags suggest pathways that the ocean and other waterways provide to many destinations.
Mental health and addiction services meet the needs of tāngata whaiora and their whānau.
Waharua Kōpito | A point where people or events cross. The pattern is a reminder that change occurs at such meeting points.
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Kupu  Whakataki
Foreword

People and their whānau have consistently called for better responses when reaching out to mental health and addiction services, particularly in time of crisis. This is especially the case for Māori, rangatahi and young people, and people experiencing substance use crises. Easily accessible, culturally safe,
and timely support is critical when people are experiencing crisis requiring an immediate response.
This report builds on our previous work and explains the crisis response landscape over the past five years, drawing on the experiences of people both working in and using crisis response services. It highlights the constraints that are affecting the system’s ability to respond effectively to people experiencing a mental health or substance use crisis.
This system is complex and hard to navigate. For people and whānau experiencing crisis, we have reached a point where urgent action is required to ensure a timely and effective response is consistently available. Many people do not receive the support they need at the time they need it.
Signs of progress can, however, be seen, such as the expansion of crisis cafés, and peer support roles in emergency departments and announcement of further co-response teams. It is important we celebrate these successes and build on the learnings gleaned from them.
Our report calls for a national crisis response system where people can access appropriate, holistic, and timely crisis support where and when they need.
We will continue to keep a watch over services that deliver crisis responses and advocate strongly for a system that prioritises tāngata whaiora and their whānau. We have already waited too long for change. People in Aotearoa New Zealand deserve better.
[image: ]
Hayden Wano
Chair, Te Hiringa Mahara—Mental Health and Wellbeing Commission
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Overall summary

This report focuses on crisis responses over a five-year period, from January 2020 to December 2024, and aims to deepen our understanding of them. Although one part of the mental health and addiction landscape, crisis responses form a critical function in ensuring people and whānau who are experiencing crisis get the urgent support they need.
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It examines how the current system is functioning and provides insights on the responses and pathways people and whānau navigate when experiencing crisis, and it defines what a good crisis response system could look like for Aotearoa New Zealand. It also makes two recommendations on what needs to happen
to improve crisis responses in both the short term and the longer term.

Fewer people but higher urgency
Compared with five years ago, fewer people have a recorded crisis activity and crisis activity makes up a slightly lower proportion of total specialist services activity. Overall access to specialist mental health and addiction services has also decreased over the past five years, although our monitoring indicates this is not due to decreased demand. Many reasons are evident for this, including increased complexity of distress
and needs, and system constraints.
The total number of crisis calls has decreased but a higher proportion are urgent. For Māori and rangatahi and young people, a higher proportion of calls are high urgency compared with non-Māori and those aged over 24 years.

Police received more calls for a mental health- related issue, but fewer were coded as a threat or attempted suicide. Slightly more people have called for an ambulance, but fewer between the ages of 19 and 24 years.

System is under pressure
Over half of the people reaching out for crisis support are doing this via crisis phone lines, and people are waiting longer to speak to someone.
In 2020, people waited an average of two minutes to talk to someone, and by the end of 2024, people waited an average of over five minutes.
People are staying longer in services than five years ago. The average length of stay in inpatient services has increased along with the number of treatment days in specialist services and bed days in respite per person. In 2020, the average length of stay across the country was 18 days, and by the end of 2024, this was 20 days.
Measures used to understand the complexity of distress and needs on admission to inpatient services show an increase in ratings since 2022. The New Zealand Health Survey results show increasing levels of high psychological distress and unmet need for care (Ministry
of Health, 2024a).





We heard about wide variation in crisis responses across the country and challenges of coordination and consistency of care. Ongoing workforce shortages affect the system’s capability to respond to the increasing levels of complexity in the distress and needs of tāngata whaiora and whānau.
Options, pathways, and resources are limited in some areas, and we heard about high levels of increasing distress when people and their whānau reached out for help and could not get what they needed. For those experiencing crisis related to substance use, these pathways are even more limited, with few options available.

Māori and young people need more support
We continue to see inequitable outcomes for Māori. Māori represent a higher proportion of those accessing services across all specialist mental health and addiction services, and this is also the case for crisis services. Of all people with a crisis activity, 32.5 per cent identify as Māori.
Māori represent a higher percentage (4.1 per cent compared to 2.7 per cent for non-Māori) of mental health related emergency department (ED) presentations.
Urgency of calls through to Whakarongorau Aotearoa | New Zealand Telehealth Services (Whakarongorau) crisis lines was higher for Māori, and Māori make up over half of the people who have a crisis activity in a police setting. Māori are also more likely to have a crisis activity within 48 hours before inpatient admission (79.8 per cent versus 72.9 per cent non-Māori) and more likely to be readmitted.
Rangatahi and young people (under 25 years old) also need more urgent support by the time they are reaching out to a crisis line. Over 30 per cent of all those with a crisis activity were under
the age of 25. They are accessing ED at a higher rate than other age groups and make up double the rate of ambulance mental health incidents, although this has reduced over the past five years.

Moving towards an improved crisis response system
International evidence points to the importance of cohesive, nationally coordinated, and culturally safe crisis response systems that value lived experience. Effective models provide 24/7 coverage, non-coercive care, cultural safety, peer roles, and youth-specific supports. These systems result in reduced ED use, reduced trauma, and improved outcomes for tāngata whaiora (Synergia, 2025).
In Aotearoa, we have a collection of services with components that are working well. Locally led Kaupapa Māori and peer-led services
show promise for increasing trust, safety, and engagement. Elements of a good crisis response system are often delivered as standalone services or locally driven initiatives.
Nationally, however, crisis responses remain fragmented, regionally variable, and lack robust evaluation. No overarching system-wide framework is in place across Aotearoa, and while some areas have a range of crisis response services, others, particularly rural, have limited options.
We recommend that a nationally cohesive, networked crisis response system be developed that includes clear pathways and addresses current gaps and inconsistencies. We also recommend that some shorter-term actions are taken while this is being developed.
We acknowledge that it will require significant effort to create a national crisis response system. Tāngata whaiora and whānau need to have trust and confidence that when they are in crisis, they will be able to access immediate, culturally safe, and timely support that meets their needs.

Te Hiringa Mahara
Mental Health and Wellbeing Commission

Whakamōhiotanga whānui

Ka aro tēnei pūrongo ki ngā urupare tairaru i te hekenga o te wā rima tau, mai i te Hānuere 2020 ki te Tīhema 2024, ā, e whai ana ki te whakapiki i tō tātou māramatanga ki aua urupare. Ahakoa he wāhanga noa o te horanuku hauora
hinengaro me te waranga, he mahi waiwai tō ngā urupare tairaru ki te whakarite kia whiwhi tautoko whitawhita ngā tāngata me ngā whānau e tairarutia ana.
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Ka tirotiro ki te āhua o te pūnaha o te wā me te tuku tirohanga ki ngā urupare me ngā ara ka whakaterea e ngā tāngata me ngā whānau ina
pā he tairaru, otirā ka tautuhi hoki i te āhua pea o tētahi pūnaha urupare tairaru whaitake i Aotearoa. E rua hoki āna tūtohu o ngā āhuatanga me tatū hei whakapai ake i ngā urupare tairaru
i te wā pae tata me te pae tawhiti.

He iti ake ngā tāngata engari he nui ake te whitawhita
Ina tauritea ki ngā tau e rima ki muri, he iti ake ngā tāngata i pūrongo i tētahi āhuatanga tairaru, otirā ko te nui o ngā āhuatanga tairaru he wāhanga paku iti ake o te tapeke o ngā mahi ratonga mātanga. Kua heke hoki te āheinga whānui ki ngā ratonga mātanga hauora hinengaro me te waranga i ngā tau e rima kua hori, ahakoa
e tohu ana ngā aroturukitanga ehara tēnei nā te hekenga o te popono. He nui ngā take i pēnei ai, tae atu ki te pikinga o te tuatini o te auhi me ngā matea, ā, me ngā herenga o te pūnaha.
Kua heke te nui o ngā waea tairaru engari he nui ake te pāpānga o ngā mea whitawhita. Mō te Māori me ngā rangatahi, he maha ngā waea whitawhita nui ina tauritea ki ērā o te tauiwi
me te hunga pakeke ake i te 24 tau.
Kua piki te maha o ngā waea ki ngā pirihimana
e pā ana ki ngā take hauora hinengaro, engari he iti ake i waeheretia hei whakatūpato mate

whakamomori. He paku nui ake te hunga i waea ki te tono waka tūroro, engari he iti ake mō ngā tau 19 ki te 24 tau.

E taumahatia ana te pūnaha
Neke atu i te haurua o ngā tāngata e toro atu ana ki te tautoko tairaru e mahi ana i tēnei mā ngā waea mōrearea, ā, he roa ake te tatari ki te kōrero ki tētahi tangata. I te tau 2020, he rua mineti toharite te wā i tatari ai te tangata ki te kōrero
ki tētahi atu, ā, nō te taenga ki te hiku o te 2024, i piki tēnei wā tatari ki te rima mineti.
Kua roa ake te wā noho a te tangata ki ngā ratonga tēnā i ngā tau e rima ki muri. Kua piki te roa toharite o te wā noho ki ngā ratonga tauroto, otirā i piki hoki te nui o ngā rā whakamātūtū ki ngā ratonga mātanga me ngā rā moe tānga manawa o ia tangata. I te tau 2020, ko te wā toharite o te noho ki ngā ratonga puta noa i te motu, he 18 rā, ā, nō te hiku o te 2024, i piki ki
te 20 rā.
E whakaatu ana ngā tauine i whakamahia kia mārama ki te tuatini o te auhi me ngā matea i te wā ka kuhu tētahi ki ngā ratonga tauroto, kua piki ngā pāpānga mai i te 2022. E whakaatu ana ngā hua o te Uiui Hauora o Aotearoa i te pikinga o ngā kaupae auhi ā-hinengaro teitei, me te matea tiakanga tutuki-kore (Manatū Hauora, 2024a).
I rongo mātou mō te taurangi whānui o ngā urupare tairaru puta noa i te motu me ngā wero o te rurukutanga me te reretahi o te tiakanga.
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He pānga tō ngā potonga rāngai kaimahi moroki ki te āhei o te pūnaha ki te urupare ki te pikinga o te tuatini o te auhitanga me ngā matea o ngā tāngata whaikaha me ngā whānau.
He whāiti rawa ngā kōwhiringa, ngā ara me ngā rauemi i ētahi wāhi, ā, i rongo mātou mō te tiketike o ngā pikinga auhitanga i te wā ka toro atu te tangata me ō rātou whānau ki te rapu āwhina, ā, kāore i whiwhi i tā rātou i matea ai. Mō te hunga e tairarutia ana nā te kai pūroi, he whāiti ake hoki ēnei ara, ā, he iti noa ngā kōwhiringa.

Me nui ake te tautoko mā te Māori me ngā rangatahi.
E kite tonu nei tātou i ngā putanga tautika-kore mā te Māori. He pānga riterite teitei ake te Māori o te hunga e kuhu ana ki ēnei ratonga puta noa i ngā ratonga mātanga hauora hinengaro me te waranga, ā, he pēnei anō ngā ratonga tairaru.
O ngā tāngata katoa e kite wheako ana i te āhuatanga tairaru, he 32.5 ōrau he Māori. He ōrau teitei ake te Māori (4.1 ōrau ina tauritea ki te 2.7 ōrau mō tauiwi) o ngā take hauora hinengaro e pā ana ki te tari ohotata (ED).
He nui ake ngā waea whitawhita mā ngā ratonga o Whakarongorau Aotearoa | New Zealand Telehealth Services (Whakarongorau) a te Māori, otirā neke atu i te haurua o ngā tāngata whai āhuatanga tairaru i te takiwā o ngā pirihimana he Māori tonu. He nui ake hoki te tūponotanga o te Māori ki ngā āhuatanga tairaru i roto i te 48 haora i mua o te kuhunga ki te wāhanga tauroto (79.8 ōrau, ā, he 72.9 ōrau mō tauiwi) otirā he nui ake hoki te tūpono kuhunga tuarua.
Me nui ake hoki te tautoko whitawhita i te rangatahi (i raro i te 25 tau) i te wā ka toro atu rātou ki te waea tairaru. Neke atu i te 30 ōrau o te hunga whai āhuatanga tairaru, i raro kē i te 25 tau. He nui ake te pāpātanga whakauru ki te ED tēnā i ētahi atu reanga tangata, ā, he rearua te pāpānga o ngā hauata hauora hinegaro tono waka tūroro, ahakoa kua heke haere tēnei i ngā tau e rima
kua hipa.

Te koke ki tētahi pūnaha urupare tairaru pai ake
E tohu ana ngā taunakitanga o te ao ki te hiranga o ngā pūnaha urupare tairaru tūhonohono, ruruku ā-motu, haumaru ā-ahurea hoki, e whakauara ana i te mātau ā-wheako. Ko ngā tauira whaitake ka whakarato i te tiakanga 24/7, uruhi-kore, haumaru ā-ahurea, tūranga aropā, me ngā tautoko rangatahi motuhake. Ko te hua o ēnei pūnaha, ko te hekenga o te whakamahinga ED, te hekenga o te kohuki, me te pikinga o ngā hua mā ngā tāngata whaiora (Synergia, 2025).
I Aotearoa nei, he kohinga ratonga ā tātou me ngā waehanga hoki e pai ana te haere. I kitea ana te hua i roto i ngā ratonga ā-kaupapa Māori, ā-aropā hoki e whakapiki ana i te pono, te haumaru me te whai wāhitanga. Ko ngā āhuatanga o tētahi pūnaha urupare tairaru pai, ka kawea hei ratonga motuhake, he kaupapa rānei e kōkiritia ana i roto i ngā rohe.
Engari, ko ngā kaupapa ā-motu, ka noho wehewehe tonu, he rerekē i roto i ngā rohe, ā, kāore he arotake tōtōpū. Kāore he anga hora pūnaha-whānui i Aotearoa, ā, ahakoa he whānui ngā momo ratonga urupare tairaru, he iti noa ngā whiringa o ētahi atu, ina koa rā i ngā wāhi tuawhenua.
Ka tūtohu mātou kia hangaia tētahi pūnaha urupare tairaru tūhonohono ā-motu, whai whatunga hoki, e kitea ana ngā huarahi mārama me te whakatau i ngā āputa o te wā me ngā mea hārakiraki. Ka tūtohu hoki mātou kia whakamanatia ētahi āhuatanga pae tata i te
wā e whakawhanaketia ana tēnei.
E mōhio ana mātou me nui te whakapaunga kaha ki te waihanga i tētahi pūnaha urupare tairaru
ā-motu. Me whakapono me manawanui hoki ngā tāngata whaiora me ngā whānau ina pā he tairaru ki a rātou, ka taea e rātou te whakauru ki ngā tautoko wawe, haumaru ā-ahurea hoki e tutuki
ai ō rātou matea.
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‘At-a-glance’ visualised summary
Crisis response pathways are complex, disjointed, and difficult for tāngata whaiora and whānau to navigate, which is further complicated by wide variation across the country.While some areas have a range of crisis response services, others, particularly rural, have limited options. There are also limited crisis response pathways for
people experiencing substance use crisis.



Referral source by region, 2020–2024.

	Region
Referral from	Northern (%)	Central (%)	Midland (%)	South (%)

	Self or relative
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Accident and emergency Other[image: ]
13
.5




General practitioner


	
	28.
	3
	




	11.8
17

11.217.7



17.5

13.7
25.
7



15.2

Police	13.5	14.6	11.27.3
11.1
11.6
18


Adult community mental health service	10.6

4.4

6.6

Note: Columns do not add up to 100 per cent due to referrals from NGOs that cannot be assigned to a region.% of people with a recorded crisis activity among people who used specialist services has decreased:
22.3% 2020
19.7% 2024
Number of people with a mental health crisis attendance decreased over the last five years.
60,000
40,000
20,000
0
2020	2021	2022	2023	2024

T01 (mental health crisis attendance)
In 2024, people accessed crisis response pathways via different entry points, including:

51.7% Telephone
15.9% Community mental health centre
14.7% Emergency department
9.2% Domicile, community, other
3.7% Acute inpatient
2.5% Crisis respite
2.4% Police
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Wait times for some crisis services have increased
Average ED wait times for an inpatient mental health bed:
Average crisis phone line wait times of:
4hrs 19mins
2019/20
5hrs 42mins
2023/24
minutes
2020
2
minutes
2024
5




Whakarongorau Mental Health After Hours urgent service contacts, by age group and selected ethnicities.
40% 	
36.9%
35% 	



The total number of crisis calls has


30%

32.0%
	27.9%	

decreased but a


25%

20%

15%

10%

5%

0%

22.5%






12.6%

23.5%



19.5%	21.5%

higher proportion are urgent, particularly for Māori and rangatahi and young people.

Under 19 years

20–24
years

25–64
years

65 years and over

European Māori	Pacific
peoples

Asian


The number of crisis activities in police settings
decreased between 2020 and 2024.
However, each year Māori are involved in more than half of crisis activities in police settings.
6,000
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4,000

3,000

2,000

1,000

0
2020
2021
2022
2023
2024
Māori	Non-Māori
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The changes we want to see

In this section, we set out the system changes (based on our key findings) that we want to see to improve crisis response pathways for tāngata whaiora and whānau.




A well-designed, coordinated national system
Cohesive networked approach that enables equitable outcomes through culturally safe, trauma-informed practices and delivers effective, health-led, multi-agency responses. Includes integrated systems that enable timely, seamless, and coordinated transitions between services, including ED handovers to crisis team services.
Increased range of options, including improved availability to crisis lines, Kaupapa Māori, rangatahi and youth, peer-led, and community-based options for 24/7 crisis support that also meet the needs of people and whānau experiencing substance use crisis.

Crisis responses that are person- and whānau-centred
People know where they can get help, get the right response when they need it, and have access to safe and welcoming options from which to choose. These options include pathways for people who have used substances while experiencing crisis and greater inclusion of whānau, especially for Māori and rangatahi and young people. Also includes a reduced number
of mental health assessments occurring in police cells.

Strengthened system enablers and data insights
A supported workforce with increased capacity and capability to respond to complexity and access to the systems, resources, skills, and knowledge they need to work effectively
and efficiently.
Conversations encouraged to address stigma and discrimination that tāngata whaiora and whānau experience in the health system, especially when they are transported by police to places for assessment.
Collection of meaningful data to better understand the experiences of people using crisis response services, including more detailed data on access for disabled people, rural communities, and those using substances. Further investigation is also needed to better understand abandoned calls, declined and closed referrals, as well as patterns when people experience more than one crisis in two or more quarters in a 12-month period.
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Ngā Tūtohu
Recommendations

In this section, we set out two recommendations based on the monitoring findings. These recommendations provide more detail about what success looks like, so action can be taken and progress monitored.

The recommendations included here are the more specific ‘who needs to do what’ to enable system change.



We recommend that:
1. Health NZ develops a nationally cohesive, networked crisis response system by 30 June 2027.
This system needs to:
· enable access to a range of options, including 24/7 phone-based crisis support
in every district, virtual options, crisis community teams, crisis cafés, crisis respite, acute alternatives, as well as inpatient services when needed. Needs to include youth-specific, peer-led, and Kaupapa Māori options
· be led by lived experience, embed peer support, be culturally responsive, rights-based, and trauma responsive
· ensure the provision of a timely and compassionate response as well as safe and welcoming places to go
· ensure tāngata whaiora and whānau have access to information about what they can expect when they are experiencing crisis, regardless of where they live
· ensure that responses match the patterns of demand, with comparable quality and timeliness in the evenings and weekends.
2. Health NZ to progress shorter-term actions by 30 June 2026:
· enable nationwide access to 24/7 phone-based crisis support
· develop clear, consistent pathways to crisis services from primary care
· evaluate the outcomes and impact of peer support in ED and crisis cafés.
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The purpose of this report is to monitor crisis responses over a five-year period from January 2020 to December 2024. It provides insights on responses to people experiencing a mental health or substance use crisis, including the pathways people navigate during experiences of crisis. The report also defines what a
good crisis response system could look like for Aotearoa.




Our independent monitoring role
Te Hiringa Mahara—Mental Health and Wellbeing Commission (Te Hiringa Mahara) is an independent Crown entity with the mandated function to monitor mental health and addiction services in Aotearoa and to advocate for improvements to those services. We also have legislated functions to assess and report publicly on the effectiveness, efficiency, and adequacy of approaches to mental health and wellbeing.
Our reports are aimed at people who can bring about change (the leaders within services, organisations, and government). Our focus is always on the people who can benefit from change and their whānau.
We have made a strong commitment to achieving better and equitable mental health and wellbeing outcomes for Māori, and our grounding in Te Tiriti
· Waitangi is expressed in our Te Tauāki ki Te Tiriti
· Waitangi | Te Tiriti o Waitangi position statement. We are committed to prioritising the voices of people who experience mental distress, substance harm, gambling harm, or addiction, and advocating for their needs and aspirations. This is expressed in our Lived Experience position statement.

This report builds on previous work
We have previously included content on crisis responses in other reports. In 2024, we published our Acute options for mental health care insights paper, which presented the range of acute options available and evidence on acute options (Te Hiringa Mahara, 2024a). In this paper, we highlighted the need to increase the range of acute services available, and the main features of these services that resonate for people with lived experience.
Reporting on crisis responses is part of our ongoing monitoring against our He Ara Āwhina (pathways to support) framework, and has been included in previous monitoring reports. In our 2023/24 monitoring report, Kua Tīmata Te Haerenga, and the accompanying Voices report, we described what the community and the mental health and addiction sector had told
us about the difficulty in accessing crisis teams (Te Hiringa Mahara, 2024b, c). Kua Tīmata Te Haerenga also showed the increasing number of Police and ambulance calls that are mental health related.
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Our ongoing engagement shows that effective crisis responses are a significant concern.Te Ao Māori Perspective
Mana Whakahaere
Mana Motuhake
Manawa Ora / Tūmanako	Mana Whānau / Whanaungatanga
Mana Tangata / Tū Tangata Mauri Ora	Kotahitanga
He Ara Āwhina (Pathways to Support) framework – Summary

We continue to hear from lived experience communities about the challenges people and whānau experience in accessing the right support at the right time when they are
experiencing crisis. Delays in access to services (both primary care1 and specialist2) can result in an increased demand for crisis services.
It is for these reasons that we decided to focus this year’s monitoring report specifically on crisis responses, so we could tell a more complete story about crisis responses.

The time frame of this report (2020 to 2025) covers a tumultuous period with two significant overlapping shifts that had wide-reaching impacts. The COVID-19 pandemic changed how people accessed and experienced services with lockdowns experienced in March 2020 and in the northern region in 2021/22. From July 2022 onwards, the health system underwent major reforms. These include the setting up and then disestablishment of Te Aka Whai Ora (Māori Health Authority), which brought significant organisational change, disruption to staff and services, and challenges with data continuity.
These changes also reshaped how health care is delivered, creating opportunities for more virtual options as well as integrated, equity-focused care.



1 Primary care services are those provided at initial entry points, usually by general practices and other services, such as pharmacists. Non-government organisations (NGOs), such as Māori and Pacific providers, can also provide primary and community care services.
2 Specialist services are those designed to respond to the needs of tāngata whaiora experiencing significant mental distress and/or a high complexity of needs. They usually require a referral or assessment from a primary-level service for a person to enter them, but some will accept self-referrals. Providers of specialist services can be hospitals, Health NZ community teams, or contracted NGOs.
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Scope of this monitoring report
This report monitors crisis responses from January 2020 to December 2024.
Our scope is broad. For this work, it includes mental health and addiction publicly funded services (inpatient services, community-based crisis teams, crisis cafés, crisis response call centres, and crisis respite), along with emergency responses provided by Police, ambulance, and ED. Crisis responses vary widely across districts, jurisdictions, and agencies.3 We acknowledge that primary care and other social services
also respond to people experiencing crisis, emphasising the importance of early intervention. The scope of this report is, however, limited to referrals to and from specialist mental health
and addiction services and related crisis activity.
It does not cover social responses to crisis events (for example, Police calls due to housing instability), nor does it cover people experiencing crisis in places of detention, such as prison.
We, however, have included people assessed in police cells by specialist mental health and addiction services.

What defines ‘crisis’ and ‘crisis responses’
No consensus has been reached on what defines a mental health or substance-related crisis event. From a lived experience perspective, crises are deeply personal, so people experience them in different ways. Further, ‘crisis responses’ are defined in diverse ways by different agencies.



For this monitoring report, ‘crisis responses’ are defined as:
Forms of urgent4 support, assessment, or intervention for people experiencing a crisis event that requires additional support to that provided in primary care or planned specialist care.


Improving crisis responses is a government priority
Aotearoa is strengthening its health-led response to support people experiencing crisis. A phased approach over five years is being undertaken.
First-year activities include, for example, improving the Earlier Mental Health Response (EMHR) clinical telephone service, trialling peer support in selected EDs, and considering the feasibility of a fourth option when people call 111. In subsequent years, the transition plan includes trialling safe spaces
in clinics, establishing hubs and multi-agency teams, and the roll-out of peer support in EDs (Ministry of Health, 2024c).
At the same time, Police and Health NZ have initiated a Mental Health Response Change Programme that will lead to a strengthened health response to mental health related callouts. These agencies, along with Hato Hone St John and Wellington Free Ambulance, are working closely together to change the way agencies respond to mental health.






3 Definitions of the different types of acute and inpatient services available across Aotearoa and a summary of services across the acute care continuum is available in the Acute Options insights paper.
4 ‘Urgent’ includes a response by emergency services, and/or as defined in Health NZ’s Mental Health and Addiction Services Service Specification Tier 1 (Health New Zealand, 2024b).
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This crisis responses monitoring report is part of a package
As part of this programme of work on crisis responses, we commissioned a literature scan: Crisis responses to mental health and/or substance use: What works? (Synergia, 2025). The literature scan reviewed international and Aotearoa evidence on crisis responses and assessed what works for the general population, Indigenous communities, and rangatahi and young people.
We also commissioned the development of an interactive pathways model and visual using Programme for the Integration of Mental Health Data (PRIMHD) (the national data collection on mental health and addiction specialist services). This has been used to show the common pathways tāngata whaiora and whānau5 follow when accessing specialist crisis mental health and addiction services.

This report addresses five main monitoring questions
In planning and implementing our monitoring activities for this report, we focused on the following questions.
1. What does the evidence say on what works for crisis models and approaches?
2. How are crisis responses performing across Aotearoa?
3. What do crisis response pathways for tāngata whaiora look like, including who is using them?
4. How have the functioning and pathways changed over time?
5. What does a good crisis response system look like, including recommended improvements?

The first of these questions is largely answered in the literature scan and covered below in the
section ‘What does a good crisis system look like?’ (Synergia, 2025). The other four questions are addressed primarily in this report.
This report draws from multiple sources
In writing this report, we used information from various sources, including:
· quantitative data, including information collected in PRIMHD as well as data supplied from Health NZ | Te Whatu Ora (Heath NZ), Whakarongorau Aotearoa | New Zealand Telehealth Services (Whakarongorau),
New Zealand Police, Hato Hone St John, Wellington Free Ambulance, and the Health and Disability Commissioner’s office
· qualitative insights gained from our focus groups and interviews with people working for, or in roles closely associated with, crisis responses, including people working in lived experience, whānau advisors, and advocate roles, as well as for emergency services, crisis and community teams, and Kaupapa Māori services
· findings from the associated literature scan
(Synergia, 2025)
· evidence from the interactive pathways model and visual
· insights gained from our broader monitoring reports, including our mental health
and addiction service monitoring report, Kua Tīmata Te Haerenga and the accompanying voices report (Te Hiringa Mahara, 2024b, c).
Further detail on the methodology used in drafting this report, including data limitations, is included in Appendix A.





5 This report uses ‘tāngata whaiora’ to include people of any age or ethnicity who are seeking wellbeing or support and ‘whānau’ to include the chosen family of tāngata whaiora. For more detail, see our Rārangi Kupu | Glossary.
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What does a good crisis system look like?
The literature scan found that effective crisis responses are those that provide timely, holistic, and collaborative support that is accessible and tailored to meet the needs of tāngata whaiora and whānau (Synergia, 2025). Additionally, crisis responses need to be culturally grounded, rights based, and equity led to ensure they meet the needs of the communities they serve. This includes embedding lived experience insights, culturally grounded and trauma-responsive approaches, and
practices in the development and design of crisis responses, pathways, and services.




In Aotearoa, some areas have a range of crisis response services available, including Kaupapa Māori, acute alternatives, and peer-led services. These are often delivered as standalone services or locally driven initiatives, and other areas, particularly rural, have limited options.
Integrating Kaupapa Māori approaches and models that centre mana motuhake,6 cultural identity, and healing are highlighted as a strength in crisis responses in Aotearoa. By drawing on the collective knowledge, leadership, and strengths of Iwi Māori, they embed relational, culturally safe, and “holistic support that extends beyond clinical frameworks” (Synergia, 2025, p.22).
International evidence shows that when crisis responses are embedded within coherent, system-wide frameworks, they produce better outcomes and offer continuity.

These systems demonstrate how integration, cultural safety, and peer leadership can reduce trauma and coercion, improve satisfaction, and support long-term recovery. Some overseas examples feature purpose-built therapeutic environments that are distinct from EDs (Synergia, 2025).
The literature scan also highlighted crucial aspects of an effective crisis response
system for Indigenous communities and young people demonstrated in international models. For Indigenous communities, responses need to embed family- and community-led approaches as well as Indigenous leadership and self-determination. For young people, engaging with family and youth-focused community settings is especially important.
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6 Mana motuhake means Māori self-determination, tribal governance, or more simply, autonomy over one’s affairs and destiny.
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Findings
1. What is crisis?


Experiences of mental health crisis are often a time of intense distress and/or disruption in people’s thoughts, feelings, and behaviour that significantly affect their lives and those of their whānau. Although overlaps may occur with a mental health crisis, a substance-related crisis is likely to be an overdose (medical event) or due to serious concerns from acute intoxication. During these times, people require immediate support to navigate the crisis, and to enable them to develop additional skills and strategies for mental wellbeing (oranga hinengaro).7 It is crucial to recognise that mental health and substance use crises are situations where the distress and disruption people are experiencing may place them
or others at risk of harm, including harm to health.
In 2024, 34,969 (or 720 per week) people and their whānau in Aotearoa accessed specialist mental health and addiction support for a crisis event. They did this through various pathways, including crisis teams, crisis phone services, primary care, and emergency services, including ED. While these figures reflect people accessing specialist services, the profound impact of crisis extends to many more people and their whānau who reach out for support but do not access specialist services. Even for those who do access specialist services, the timeliness and appropriateness of the response they receive can critically shape the trajectory of their lives.
Tāngata whaiora and whānau often describe experiences of mental health and substance use crises as deeply connected to trauma. The perspectives of tāngata whaiora and whānau on crisis, risk, and thresholds for support often differ from legislative and system interpretations and frequently result in unmet expectations of tāngata whaiora and whānau (Changem Ltd, 2022; Te Hiringa Mahara, 2024c).
I guess some of it comes down to that what is a crisis and whose definition of crisis are we working on? So, I would think that if we were working on a mental health services definition of a crisis or a crisis response or urgent response required, I think we do pretty well. But I'm not sure that that would be reflected in, say, the community's perspective of our response.
Service and system leader

This emphasises the need for collaboration in determining and designing what a good crisis system looks like and identifying and addressing gaps in the current system.






7 Oranga Hinengaro – System and Service Framework describes oranga hinengaro as “pursuit of wellbeing of the mind” (Ministry of Health, 2023, p.86).
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2. [bookmark: 2._Crisis_response_pathways][bookmark: _bookmark10]Crisis response pathways


Crisis response pathways are interconnected with a broader network of services and structures to ensure people and whānau experiencing crisis receive the right services and supports at the right time. The pathways refer to the journeys people and whānau navigate when experiencing crisis, including referrals in and out of services, and the options available for support and treatment within services.
The time of day, the geographic area where people are seeking support, and the support they need all influence the crisis response they receive. Throughout the journey, involving whānau in the network of support is recognised as vital to strengthening outcomes and supporting recovery.
Crisis response pathways involve several interconnected transition points that together, shape a person’s experience of seeking, accessing, and receiving support. It begins
with people reaching out for support during mental health and/or substance use crisis (section 2.2). Making a connection is the point at which people and their whānau connect with crisis support (section 2.3). From there, the triage and assessment functions determine how urgent the situation is and identify the resources needed to link people to the right support (section 2.4). Working towards wellbeing focuses on providing the right support to meet the immediate needs and long-term recovery goals of tāngata whaiora and whānau (section 2.5). The transition or discharge point is moving from crisis services back to community supports, and ensuring people have the support and strategies they need for mental wellbeing (oranga hinengaro), including continuity of care (section 2.6).
Urupare mōrearea:
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2.1. How are crisis response pathways functioning?
In practice, crisis response pathways are not always linear or sequential. Entry, triage and assessment, and the support functions often occur concurrently or with significant overlap.
We heard from people working in specialist services, non-governmental organisations (NGOs), and community services that the pathways are complex, disjointed, and difficult for tāngata whaiora and whānau to navigate. This is further complicated by the variation in systems and models of care in each district.
Geographic variation needs to be further explored as not all variation is unwarranted
and may respond to local needs and requirements. It is important to understand how the needs of local communities are being met. While variation in crisis response pathways may be necessary
to be responsive to local needs, we heard about inconsistencies in the care available to people and their whānau, inefficiencies in processes, limited resources, and the impact this is having in terms of exacerbating inequities.
Crisis response pathways need to be joined up, accessible, and easy to navigate for tāngata whaiora and whānau. Furthermore, crisis responses need to have some level of consistency, and they need to be resourced in such a way that provides sustainable support (Synergia, 2025).
2.2 [bookmark: _bookmark11]
Reaching out for support – referral sources
People and whānau may reach out for support during crisis through a variety of services and, therefore, may not necessarily come in contact with specialist mental health and addiction services. These services may include primary care and the recently established peer-led crisis cafés8 that are being rolled out in six districts throughout Aotearoa.
Figure 1 shows the crisis response pathway, tracing the progression from the initial referral source that triggers a crisis response, through to the provision of services. Over the five-year period from 2020 to 2024, the most common referral source for accessing crisis services and supports was self-referral, family, and whānau, accounting for 34.1 per cent of cases. This was followed by referrals from ED services (16.2 per cent). Other main sources included general practitioners
(GPs) (12.0 per cent), Police (10.2 per cent), adult community mental health services (8.0 per cent), hospitals (4.1 per cent), and inpatient services (1.4 per cent) (Figure 1).9

















8 Data are unavailable for these services.
9 The data used for pathways mapping include all available telehealth Programme for the Integration of Mental Health Data (PRIMHD) (local crisis phone lines, as well as Whakarongorau Aotearoa | New Zealand Telehealth Services (Whakarongorau) data entered in PRIMHD).




[bookmark: _bookmark12]Figure 1: Crisis response pathways (referrals in and out)
[image: Figure 1: Crisis response pathways (referrals in and out)]

Source: Visual from interactive pathways model.
Note: CMHC = community mental health centre; ED = emergency department.






[bookmark: _bookmark13]Looking at annual trends across the five-year period, self-referral or referral by a relative decreased in 2023 before increasing again in 2024, while referrals from EDs continued to increase (Table 1). Police referrals have shown
a gradual decrease, from 4,956 referrals in 2020

Table 1: Source of referrals

to 3,408 referrals in 2024. Referrals from adult community mental health services were higher during the COVID-19 pandemic period but have since decreased to 2,489 referrals in 2024.
Table 2 highlights regional variation in relation to referral source.


	Crisis year

	Referral from
	2020
	2021
	2022
	2023
	2024

	Self or relative referral
	17,125
	14,742
	12,746
	9,949
	10,555

	Accident and emergency
	7,237
	7,082
	5,352
	5,580
	5,714

	Other
	7,810
	5,568
	4,356
	4,507
	4,503

	General practitioner
	6,022
	4,961
	3,823
	4,098
	3,913

	Police
	4,956
	3,989
	3,548
	3,530
	3,408

	Adult community mental health services
	5,002
	2,724
	2,593
	2,553
	2,489

	Hospital referral (non-psychiatric)
	1,867
	1,450
	1,179
	1,584
	1,772

	Psychiatric inpatient
	962
	523
	431
	449
	246



Table 2: Referral source shown by region

	Region

	Referral from
	Northern (%)
	Central (%)
	Midland (%)
	South (%)

	Self or relative
	22
	20.9
	21.8
	25.9

	Accident and emergency
	13.5
	28.3
	25.7
	17.5

	Other
	17.7
	11.8
	17
	13.7

	General practitioner
	18
	11.6
	11.2
	15.2

	Police
	13.5
	11.1
	14.6
	11.2

	Adult community mental health service
	10.6
	7.3
	4.4
	6.6


Note: Columns do not add up to 100 per cent due to referrals from NGOs that cannot be assigned to a region.






Increasing complexity
We heard that people are reaching out for crisis support when the distress they are experiencing is compounding due to an increase in the complexity of social needs, and that the health system is not designed, resourced, or equipped to respond appropriately.
[image: ]
[It would be helpful if] some of the services … [could] support people to solve problems, … like access to social workers, or MSD [Ministry of Social Development], or emergency funds, or food … so that it wasn’t
all on health and police to do these responses.
[image: ]
Service and system leader

Increasing complexities are accompanied by increased levels of distress. In 2023/24, 13.0 per cent of adults (about 564,000 people) experienced high or very high levels of psychological distress in the previous four weeks, representing a significant increase from 7.5 per cent in 2019/20 (Ministry of Health, 2024a).10 While those with high levels of psychological distress may not necessarily need crisis services, a proportion will reach out for support.
2.3 [bookmark: _bookmark14]
Making the connection – entry to crisis services
The services people and whānau access could include specialist crisis services, crisis phone lines, and emergency services. The services that people and whānau connect with when experiencing crisis are often reliant on the available knowledge, or information, they have
about available services and what type of support they need. Past experiences of crisis responses may also inform their decision-making, with people and whānau seeking support from the services they have found to be most responsive and helpful.
In the interviews we conducted, a main theme we heard was related to the type of response that is needed:
[image: ]
... effective crisis response [should] reflect that crisis response is a social sector response as opposed to just a health system [response].
[image: ]
Rangatahi and young people focus group















10 Note that the K10 scale used in the New Zealand Health Survey questionnaire is a screening rather than a diagnostic tool.
It is not recommended as a measure of the prevalence of mental health conditions in the population. Reported levels of psychological distress do not indicate how many people need mental health and addiction services.






Crisis service use
Crisis service use is examined by looking at the number of people who have a crisis activity11 recorded in PRIMHD. This number has decreased over the past four years. In 2020, 40,870 people had a crisis activity, which decreased to 34,969 in 2024 (representing a 14.4 per cent decrease)

(Figure 2). The total number of people using specialist mental health and addiction services has also slightly decreased over this period, from 183,487 in 2020 to 177,719 in 2024 (Figure 2).
The percentage of people with a crisis activity among people who used specialist services decreased from 22.3 per cent in 2020 to
19.7 per cent in 2024.


[bookmark: _bookmark15]Figure 2: People with a mental health crisis attendance compared with all people who use specialist mental health and addiction services (2020 to 2024)12


200,000
180,000
160,000
140,000
120,000
100,000
80,000
60,000
40,000
20,000
0













2020	2021	2022	2023	2024


Total number of people using specialist services	T01 (mental health crisis attendance)





















11 Crisis activities are recorded in the PRIMHD national mental health and addiction data system as T01 – Mental health crisis attendances “Immediate and urgent assistance provided by a healthcare organisation to a tāngata whaiora/ consumer to reduce service distress, mitigate risks, and prevent harm. The contact is usually unplanned or arranged
on the same day.” (Health New Zealand, 2024a, p.26). Note that this may not include attendances relating to substance use crises (e.g. overdoses) and, therefore, these types of crises are likely undercounted in T01 codes.
12 Whakarongorau PRIMHD reporting is incomplete. Their data have been excluded from the crisis responses monitoring report analysis.






By district, variation occurs in the crisis activity per person. Figure 3 shows that the districts with the highest rate (per 100,000) of people experiencing crisis activities in 2024 were Taranaki (1,895), Lakes (954), Whanganui (1,043),
and MidCentral (998). The district with the lowest rate of recorded crisis activity was Tairāwhiti (192).
Despite the decrease in usage of crisis services in the past five years, many of the crisis staff we spoke to have observed an increasing complexity of needs and distress when people and whānau are experiencing significant mental distress and substance use crisis.
Crisis team services shared that they have to use a wide range of skills and are often working at the top of their scope. Due to the increasing complexity of distress and needs of the people they are supporting, they told us they are often
only able to respond to “the worst-case scenario”.

They shared that the increasing complexity of distress and needs is resulting in assessments often taking longer to complete and reducing the capacity of specialist crisis team staff.
[image: ]
People [mental health staff] have their specific child and youth or older adults, inpatient, maternal and infant. Whereas crisis nurses, we have to have all of that, you know, and so it is more difficult, and it takes a lot longer to get to the crux.
So that when we are responding to people, it’s in the best way that we think is for them with the
information that we have available to us at 2:00 in the morning.
[image: ]
Crisis team


[bookmark: _bookmark16]Figure 3: Number of people (per total 100,000) with a crisis activity, by district and region (2024)13
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13 Whakarongorau PRIMHD reporting is incomplete. Their data has been excluded from the crisis responses monitoring report analysis.






The proportion of crisis activities among the total number of people using specialist services shows a decreasing trend by ethnicity that is similar to the overall trend from 2020 to 2024 (Figure 4).
Asian experience a slightly higher proportion of crisis activity (22.9 per cent in 2024), compared with people of other ethnicities, followed by Māori (21.2 per cent) and Pacific peoples (21.0 per cent).
Staff told us that the reduced capacity of services due to workforce shortages and the limited options available for support during crisis are causing lengthy wait times of up to several months in accessing specialist services (Te Hiringa Mahara, 2024c). NGOs and primary care providers told
us they are having to provide increased support for people that is often beyond their scope
and expertise because they have been unable to access crisis services.

We heard concerns from people with lived experience that the increasing complexity of needs experienced by tāngata whaiora can lead to people being declined support from specialist services. We also heard that people are being transferred between multiple services due to the lack of resources or workforce expertise to respond effectively. This can result in exacerbated inequities for people experiencing co-existing and co-occurring challenges, including substance use.
While an overall decrease has occurred in access to all specialist services over the past year,
our monitoring indicates that this is not due to decreasing demand (Te Hiringa Mahara, 2024b).


[bookmark: _bookmark17]Figure 4: Proportion of crisis activity among the total number of people using specialist services, by ethnicity (2020 to 2024)14
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14 Whakarongorau PRIMHD reporting is incomplete. Their data has been excluded from the crisis responses monitoring report analysis.






Accessing crisis response pathways
Figure 5 shows how tāngata whaiora accessed crisis response pathways in 2024, from the moment the crisis activity is logged as a crisis event in PRIMHD, over the next seven days (with the day of access being Day 0).15 Of all crisis attendances, 49.7 per cent are closed by seven days. Just over half (51.7 per cent) of people

accessed support through crisis phone lines. The next most frequent entry points were through community mental health centres (CMHCs) (15.9 per cent) and EDs (14.7 per cent). On the weekends and outside of standard business hours (9 am to 5 pm), crisis phone lines and local EDs are often the main point
of access for tāngata whaiora and whānau.

Figure 5: Crisis response pathways (Day 0 to Day 7) started in 2024
[image: Figure 5: Crisis response pathways (Day 0 to Day 7) started in 2024]
Source: Visual from interactive pathways model.
Note: CMHC = community mental health centre; ED = emergency department.

15 The data used for pathways mapping include all available telehealth PRIMHD data (local crisis phone lines as well as Whakarongorau data entered in PRIMHD).






Figure 6 shows that referrals coming in by phone are significantly more likely to be closed (66.5 per cent) by the end of Day 1. In contrast, other settings, such as CMHCs, domiciliary visits,
community settings, and acute inpatient services, show a lower likelihood of same-day resolution.
While early closure may reflect efficient triage and resolution in some cases, it is of concern that

24 per cent of cases closed on Day 1 re-present within seven days, either to the same setting or a different one. Specifically, 9.6 per cent return via the telephone channel, 5.6 per cent through
CMHCs, and nearly 4.0 per cent to inpatient care. These patterns are concerning and highlight the importance of effective triage and transition to follow-up support.

[bookmark: _bookmark18]Figure 6: Where people were (setting) for those referrals closed at the end of Day 1 in 2024
[image: Figure 6: Where people were (setting) for those referrals closed at the end of Day 1 in 2024]

Source: Visual from interactive pathways model.
Note: CMHC = community mental health centre; ED = emergency department.






Crisis phone services
While the national picture shows half of all people accessing crisis response services by phone, the regional picture looks quite different. Table 3 shows that the southern region has a smaller percentage of entry points via crisis telephone services (13.9 per cent), compared with the other regions, and a higher percentage of entry points via CMHCs (39.7 per cent). The central region
has the highest percentage of ED entry points (23.4 per cent).

This regional variation in the pathways to support needs to be further investigated to understand the differences between regions and how they are responding to people in crisis. An opportunity may exist to extend crisis phone line provision and ensure a more consistent response across the country. It also highlights variations in the proportion of presentations to ED across regions, which warrant further investigation.

[bookmark: _bookmark19]Table 3: Variation across regions in relation to the top three settings of crisis entry point

	Region

	Entry point setting
	Northern (%)
	Central (%)
	Midland (%)
	South (%)

	Crisis phone lines
	57.6
	42.5
	48.5
	13.9

	Emergency department
	15.4
	23.4
	16.1
	20.8

	Community mental health centre
	13.5
	15.6
	16.9
	39.7

	Other
	13.5
	18.5
	18.5
	25.6




Mental Health After Hours service
Whakarongorau hosts the Mental Health After Hours (MHAH) service, which currently provides acute tele-triage support to 16 districts. Call operators are based throughout Aotearoa and not necessarily in the district the call originates from. Of the 16 districts using this service, some divert their crisis phone lines to MHAH only after hours, and others have their crisis lines diverted 24/7.

The crisis phone lines for the remaining districts not using the MHAH service are answered by local crisis teams.
The MHAH service handles around 80,000 to 95,000 calls a year. In 2024 of the 86,702 calls received, around 26,000 were not referred for specialist support with Whakarongorau providing support to the majority (23,361) with advice and information. The remainder were referred to
non-mental health specialist services.16

















16 This could include non-governmental organisations or other community support services other than mental health specialist services.






Figure 7 shows the number of calls that require an urgent response (within 24 hours) or a very urgent response (within four hours) increased from 2020 to 2024.17 This trend indicates an overall increase

in the level of urgency of calls from 2020 (20 per cent of calls for urgency categories A, B, and C combined) to 2024 (27 per cent).

[bookmark: _bookmark20]Figure 7: Whakarongorau Mental Health After Hours service contacts, by the most urgent categories18
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Figure 8 shows the Whakarongorau MHAH services’ immediate, very urgent, and urgent calls (categories A, B, and C combined) by age group and selected ethnicities. Younger age groups have a higher proportion of immediate, very urgent, and urgent calls, with people aged under 19 having the

highest rate (36.9 per cent of contacts have some level of urgency). Māori have the highest proportion of contacts that are categorised as immediate, very urgent, or urgent (27.9 per cent), followed by Europeans (23.5 per cent), Asian (21.5 per cent), and Pacific peoples (19.5 per cent).



















17 Data are based on the 10 districts with continuous service provision by Whakarongorau over the previous five years.
18 Other includes semi-urgent and non-urgent mental health responses, referral to non-mental health services, advice and information provided.




[bookmark: _bookmark21]Figure 8: Whakarongorau Mental Health After Hours urgent service contacts, by age group and selected ethnicities
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The average wait time for MHAH services also increased slightly from 2020 (two minutes)
to 2023 (just over two minutes) and then significantly increased in 2024 (over five minutes). The rate of calls that were unanswered or abandoned was steady from 2020 to 2023
(24 per cent to 26 per cent) and then climbed to 52 per cent in 2024.
We heard from crisis phone line services that they experienced challenges with being able to find people with the right skills and experience to fill vacancies in their service, resulting in an increase in call wait times and abandoned calls. Over recent times, they have been able to fill most of these vacancies. It will be important to continue to monitor abandoned or unanswered calls to ensure timeliness of response.

Emergency services staff told us that the barriers to accessing crisis services result in tāngata whaiora and whānau repeatedly calling emergency services when they are unable to access crisis phone services.
[image: ]
What we have definitely found … is that the connection back into the system is slow and unwieldy, and you can often have people being referred from police work back into community teams and that process … [can] take a very long time. …We’re talking weeks and weeks and weeks and weeks.
[image: ]
Emergency services






We heard from crisis phone services that the varied systems, processes, and crisis service configurations around the country made it difficult for them to enable access to the right supports for tāngata whaiora. The inconsistencies across systems and services mean people (including emergency services and other health professionals) are transferred, sometimes multiple times, before they are connected to
the right person. To be effective, crisis responses need to deliver timely support, be accessible, and easy to navigate (Synergia, 2025).
[image: ]
But if there was a more consistent way for crisis teams to be accessed, … that would definitely … support better outcomes for tāngata whaiora.
[image: ]
Crisis phone service

Further investigation is needed to better understand people’s experiences and needs when they are accessing crisis support
on a frequent basis over a 12-month period, to provide the support they need.
Emergency services
Police also provide crisis responses through the 111 emergency helpline. Calls to Police that
broadly relate to mental health are coded as 1M.19 Between 2020 and 2023, 1M calls increased steadily (from 41,133 to 54,372) but then decreased in 2024 (53,732) (Figure 9). From 2020 to 2024, the number of 1M calls that
were attended by Police (represented in the bottom line) was stable.


[bookmark: _bookmark22]Figure 9: Number of mental health-related Police calls (1M) and events attended (2020 to 2024)
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19 Police 111 calls may be coded as mental health, but this category may be used for a range of social issues that do not require a mental health response.






Calls to Police that relate to threatened or attempted suicide are coded as 1X. The number of 1X calls decreased slightly from 2020 (25,570) to 2024 (21,247) (Figure 10). Similarly, the number
of 1X calls that were attended by police decreased during this period (including the 1X calls that were of a higher priority).
[image: ]
To say police are dealing with social distress is not accurate. It’s mental distress which has come from wider social issues … very rarely are police the first people they call; they’ve normally gone through large quantities of people before they come to us.
[image: ]
Emergency services

Across all regions, Whakarongorau provides specialist mental health triage and support through its EMHR service via calls transferred from 111 emergency services (police and ambulance). EMHR handles about 11,000 calls per year, a volume that has been relatively stable over the past five years.
Hato Hone St John ambulance services and Wellington Free Ambulance may also be dispatched to respond to some 111 calls, depending on the needs of tāngata whaiora and if a medical response is the most appropriate. Between 2020 and 2024, the number of mental health-related ambulance incidents20 fluctuated and slightly increased between 2022 and 2024 (Figure 11).


[bookmark: _bookmark23]Figure 10: Number of suicide-related Police calls (1X) and events attended (2020 to 2024)
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20 Data are for mental health-related ambulance incidents only because substance use-related data were not available.




[bookmark: _bookmark24]Figure 11: Number of mental health-related ambulance incidents (2020 to 2024) 21
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Figure 12 hows age-related data patterns, indicating that people aged 19–24 years have nearly double the number of mental health ambulance incidents of other age groups
(per total 100,000 population). However, people

aged 19–24 years have had a 14.9 per cent decrease in mental health ambulance incidents over the past five years, while incidents for people aged 0–18 years and 25–64 years have increased.22


[bookmark: _bookmark25]Figure 12: Number of mental health-related ambulance incidents (per 100,000 population), by age group (2024)
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21 Figure 12 is showing the data for Wellington Free Ambulance and Hato Hone St John services.
22 Ethnicity-related data were not available.






A positive development is the expansion of co-response teams, which respond to 111 calls
where people are experiencing mental distress or substance use crisis involving mental distress. Co-response team configurations vary and comprise of representatives from Police, mental health professionals, ambulance workers, and, in one case, a joint initiative with a Kaupapa Māori NGO provider. As of April 2025, co-response
teams were in six districts,23 and additional teams were announced to be established from Budget 2025 (The Treasury, 2025).
The teams focus on delivering a health-led response rather than a police-led response and supporting a least restrictive and non-coercive approach in crisis responses. This development is consistent with international evidence on what good crisis responses look like, particularly the use of non-coercive practices involving interdisciplinary teams to provide more holistic support than what a police-only response provides (Synergia, 2025).
2.4 [bookmark: _bookmark26]Linking to the right support – triage and assessment
Triage and assessment functions focus on linking people to the most appropriate support or response by understanding what is happening for people, identifying their needs and any
potential risk, and prioritising the level of urgency. Some services shared that they use the UK Mental Health Triage Scale to prioritise crisis responses. 24 The urgency of the response is
often influenced by the varied interpretations of crisis, the available resources, and the level of knowledge and experience people have in providing crisis responses.
Depending on the entry point into services, tāngata whaiora may come in to contact with multiple agencies and services before a formal assessment is conducted by specialist mental health and addiction crisis services.

Whakarongorau telehealth services focus
on de-escalation of any distress. They provide tele-triage and assessment functions before referring tāngata whaiora and whānau to the most appropriate support, for example, emergency services, mental health and addiction specialist services, crisis phone support, NGOs, and GP providers.
Mobile crisis team services are designed to visit people in the community (e.g. home or other residential settings) to provide assessments
and support. People and whānau may also access community mental health clinics or hospital- based assessment areas for crisis assessment.
In some districts, the vast geographical regions covered by crisis teams add an additional barrier to providing timely responses. Crisis team staff shared that they often have to juggle competing priorities amidst pressures from emergency services and NGOs to provide support and assessments.
Triage and assessment settings – in emergency departments
Triage and assessment functions may also take place in the ED. In 2023/24, 34,656 (or 670 per week) mental health-related presentations were made to ED. People aged 19–24 years have a significantly higher percentage of ED presentations that are mental health related, compared with the total number of people presenting to ED for mental health reasons (6.9 per cent versus 2.7 per cent). In addition, Māori have a higher percentage of ED presentations that are mental health related compared with the total number (4.1 per cent versus 2.7 per cent).
In July 2024, the Government introduced the following target: 95 per cent of mental health and addiction related ED presentations are admitted, discharged, or transferred within six hours of arrival (Ministry of Health, 2024d). While the percentages are increasing toward the target,



23 The six districts with co-response teams are Waitematā, Waikato, Taranaki, Wellington, Canterbury, and Dunedin.
24 See UK Mental Health Triage Scale, for more information.






they currently fall short (the quarter three 2024/25 percentage was 66.1 per cent) (Health New Zealand, 2025). We heard from some people working in specialist services that the targets were adding additional pressure to the workforce, including pressure to utilise the Mental Health (Compulsory Assessment and Treatment) Act 1992 (Mental Health Act) to facilitate support.
[image: ]
It could be that they’ve being seen by the medical team first, so they could take up five hours running their tests and everything. They will phone the CATT [Crisis Assessment Treatment Team] team on the 5th hour, and then they’re under us and we breached the six-hour window.
[image: ]
Crisis team

For some people, the Mental Health Act is enacted to facilitate support and compulsorily provide treatment for tāngata whaiora accessing specialist mental health and addiction crisis services. Many people subjected to the Act report negative and traumatic experiences in mental health and addiction services in Aotearoa, highlighting issues such as coercion, lack of autonomy, stigma, and culturally unsafe care (Government Inquiry into Mental Health and Addiction, 2018, 2019; Te Hiringa Mahara, 2024a).
The introduction of peer support in EDs has been positively received in some of the six regions where it has been implemented or is in the process of being implemented. However, service and system leaders and lived experience staff shared that some challenges still exist with
the workforce being effectively integrated in other regions. This is due to the constraints posed in operationalising peer support in an ED environment and that peers in some ED environments, are experiencing stigma that

affects the integration of these roles.
No rangatahi or youth-specific peer support is available in EDs, which is of concern given
the proportionately higher rate of young people presenting to ED. This highlights service gaps that affect access to appropriate support
for rangatahi and young people.
We heard from people working in specialist services, including lived experience roles, that no dedicated space is available in EDs for assessments, and that the busyness of
the environment and sometimes stigmatising attitudes of staff can exacerbate distress
and retrigger trauma. When police are involved in transporting people to the ED, this can also introduce bias that can negatively affect the support a person receives.
Furthermore, international examples of good crisis responses feature non-ED settings that are purpose built for providing support to tāngata whaiora and whānau (Synergia, 2025). Therefore, efforts to improve the ED experience and environment, and provide alternatives to ED settings for crisis responses should be prioritised.
Assessment in Police settings
In the past five years, the recognition of the need for an improved health-led response has been
a positive shift. We heard that improvements have been made to processes for high-risk events involving multiple agencies. However, people in emergency services also shared that continued improvement in processes, systems, and resourcing would enable the health system
to more effectively lead this approach without defaulting to the Police.
Figure 13 shows the number of crisis activities in a police setting experienced by Māori and non-Māori. Despite the total number of crisis
activities in a police setting declining significantly from 2020 to 2024, the inequity experienced
by Māori has remained constant over this time. Each year, Māori are involved in more than half of all crisis activities in a police setting.




[bookmark: _bookmark27]Figure 13: Number of crisis activities in a police setting (2020 to 2024)
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This finding is of significant concern because conducting mental health assessments in police cells criminalises people’s distress, increases stigma, and can be dehumanising (Gordon et al, 2024). People working in crisis response pathways shared that limited after-hours crisis support, declined referrals to crisis services when substance use is a factor, and a lack of other options are all contributing factors to the use
of police cells for assessments. Delivery of crisis responses in EDs and police settings is not considered best practice, and this highlights the need for purpose-built, trauma-responsive environments that embed culturally grounded practice, and can provide immediate recovery- oriented support (Synergia, 2025).
2.5 [bookmark: _bookmark28]Working towards wellbeing – support and treatment
Crisis support and treatment options in Aotearoa are delivered through various services, including specialist mental health and addiction services, NGOs, peer-led services, and Kaupapa Māori services. The length of time people receive
support, and the treatment they receive, are often dependent on the complexity of the distress
and needs they are experiencing.

The average number of treatment days per person in specialist mental health and addiction services providing crisis responses decreased from 2020 (2.67 days) to 2022 (2.51 days) and then increased slightly in 2024 (2.84 days). This finding suggests a small increase in the volume of service use for people accessing these supports.
Figure 14 shows the average number of T01 treatment days per person by ethnicity from 2020 to 2024. For all ethnicities, the average number of treatment days from 2020 to 2023 was relatively stable. An increase occurred in the average number of treatment days for all ethnicities occurred from 2023 to 2024 (apart from Asian, which remained stable). Ethnicities with a slightly higher average number of treatment days were Other (3.0 days), followed by European (2.9), Māori (2.8), Middle Eastern,
Latin American, and African (2.8), Pacific peoples (2.8), and Asian (2.5).




[bookmark: _bookmark29]Figure 14: Average number of treatment days per person, by ethnicity (2020 to 2024) 25
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Inpatient services
Research shows that resourcing constraints, including bed shortages, are affecting the quality of care that tāngata whaiora and whānau receive in inpatient services, with people not being admitted when needed or being discharged early (Every-Palmer et al, 2024). Workforce constraints can lead to reduced capacity with inpatient services needing to reduce bed numbers at times due to limited staffing (Te Hiringa Mahara, 2024b).
[image: ]
They were running it about
110 per cent occupancy for a long time. …They got pressure about that. So, they instituted a much more stringent bed policy. So, now
… they’ve only got one emergency bed to go over numbers.
[image: ]
Crisis team

Māori are more likely than non-Māori to have a crisis activity within 48 hours before inpatient admission (79.8 per cent versus 72.9 per cent) and more likely to be readmitted. Research indicates that unmet needs and distrust in the services may be contributing to these inequities, highlighting the need for Kaupapa Māori approaches in inpatient settings to improve wellbeing outcomes (Te Aka Whai Ora, 2024).
The number of people accessing inpatient settings decreased from 2020 (9,592) to 2022
(8,671), but has increased between 2023 (8,779) and 2024 (9,191) (Figure 15). ED wait times for an inpatient mental health bed have increased from 4 hours and 19 minutes in 2019/20 to 5 hours and 42 minutes in 2023/24.





25 Whakarongorau PRIMHD reporting are incomplete. Their data have been excluded from the crisis responses monitoring report analysis.




[bookmark: _bookmark30]Figure 15: Number of people using inpatient (or equivalent) mental health services, total and by ethnicity (2020 to 2024) 26, 27
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26 T02 Mental health intensive care inpatient or equivalent occupied bed nights – 24-hour care and treatment where tāngata whaiora are more likely to be under a compulsory treatment order.
27 T03 Mental health intensive care inpatient or equivalent occupied bed nights – 24-hour care and treatment where tāngata whaiora require a short intensive period of treatment and support.






Table 4 shows the number and percentage of people using inpatient services by ethnicity from 2020 to 2024. Māori comprised 32.1 per cent
of the people using inpatient services in 2024. This finding highlights the disproportionate use

of inpatient services with Māori and the increased likelihood that Māori will present later to services, compared with non-Māori. This is partly due
to limited culturally safe primary care services (Te Hiringa Mahara, 2024b).

[bookmark: _bookmark31]Table 4: Number of people using inpatient services, by ethnicity (2020 to 2024)

	Ethnicity
	2020
	2021
	2022
	2023
	2024

	Asian
	586
(5.7%)
	609
(5.9%)
	569
(5.9%)
	594
(6.1%)
	593
(5.9%)

	Māori
	3,162
(30.6%)
	3,174
(30.6%)
	3,118
(32.5%)
	3,120
(32.2%)
	3,241
(32.1%)

	MELAA
	157
(1.5%)
	149
(1.5%)
	152
(1.6%)
	166
(1.7%)
	166
(1.6%)

	European
	5,703
(55.1%)
	5,595
(54.5%)
	5,019
(52.3%)
	5,100
(52.7%)
	5,341
(52.9%)

	Pacific peoples
	734
(7.1%)
	744
(7.2%)
	736
(7.7%)
	697
(7.2%)
	756
(7.5%)

	Total
	10,342
	10,271
	9,594
	9,677
	10,097


Note: MELAA = Middle Eastern, Latin American, and African.


Figure 16 shows the increase in average length of stay in inpatient settings from 2019/2020 (17.9 days) to 2023/2024 (19.9 days). Increased length of stay affects bed availability and flow- through services, reducing the ability to admit people as discharges reduce. By age, the number of inpatient bed nights for young people aged
0–18 years and 19–24 years reduced from 2019/20 (combined 14.2 days) to 2023/24 (combined 14.9 days), while the number increased for those aged 65-plus years (from 27.9 days to 34.3 days).

The reason for these trends is unclear, and we will continue to observe this in our ongoing monitoring activities.28
This figure also shows the increase in average length of stay in an inpatient unit by ethnicity. The increasing trend in the number of days is evident across all ethnicities from 2019/20 to 2023/24. In 2023/24, Pacific peoples had the highest average number of days (24.4), which is concerning and requires further analysis.














28 These figures are based on the financial year, not the calendar year. Please see Our monitoring dashboard | Te Hiringa Mahara—Mental Health and Wellbeing Commission.




[bookmark: _bookmark32]Figure 16: Average length of stay (number of days) in an inpatient unit (2020 to 2024), average and by ethnicity
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From 2019/20 to 2023/24, the total number
of inpatient bed nights across specialist mental health and addiction services fluctuated slightly, with a decrease from 2020/21 (245,629) to 2021/22 (233,211) and then increased from 2022/23 (234,491) to 2023/24 (243,292).
The number of inpatient bed nights was disproportionately higher for Māori, compared with other ethnicities (82,281 in 2023/24)
(Te Hiringa Mahara, 2025g).

A contributing factor in the increasing average length of stay in inpatient settings may be the increase in the complexity of needs and distress of tāngata whaiora accessing inpatient settings. Figure 17 presents Health of the Nation Outcome Scales (HoNOS) data.29 For both adult and child/ youth inpatient services, the average number
of measures that may be affecting the health and social functioning of tāngata whaiora has increased over the past three years. This suggests that the complexity of distress and needs tāngata whaiora are experiencing on admission to inpatient settings has also increased.



















29 HoNOS is a clinical assessment tool that measures changes in health and social functioning. We acknowledge concerns from people with lived experience that some of the measures may be culturally unsafe and introduce unintended bias.




[bookmark: _bookmark33]Figure 17: HoNOS average number of clinically significant items on admission (inpatient)
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Crisis respite services
Crisis respite services are delivered in the community by NGO and community providers, including Kaupapa Māori and peer-led services. People are supported 24/7 during crisis when the level of needs and distress they are experiencing can be safely supported in a community setting. This may be at their entry into services or when people are discharged from inpatient services
in a stepped down approach. The average number of bed nights for tāngata whaiora, including rangatahi and young people, accessing crisis respite services decreased from 2020 (9.6 bed nights)

to 2022 (9.2) and then increased from 2022 to 2024 (10.5). We heard from providers that
the supply of respite beds is limited and is often inadequate to meet the needs of tāngata whaiora and whānau, particularly for people experiencing substance use crisis.
Figure 18 shows the average number of crisis respite bed nights by ethnicity from 2020 to 2024. The trends for each ethnicity are varied, but most have increased from 2023 to 2024 (apart from European). In 2024, the highest averages were for Pacific peoples (13.1 bed nights) and Māori (11.7 bed nights).
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[bookmark: _bookmark34]Figure 18: Average number of crisis respite bed nights by ethnicity (2020 to 2024)30
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Most crisis respite services have been designed to support people experiencing mental health crises, except for a few, such as Puna Whakataa in Counties Manukau, which is a peer-led substance use crisis service delivered by Ember in partnership with the Salvation Army.
When people are experiencing substance use crisis, other services are not always set up
(in relation to service specifications) or well equipped to provide the right support due to scope and/or expertise.
The 2024 Acute Options Insights Paper highlighted the need to expand options for treatment and support. It also called for increased alternatives to inpatient settings, including
peer-led, community-based, and Kaupapa Māori services (Te Hiringa Mahara, 2024a).
2.6 [bookmark: _bookmark35]
Navigating the next steps – transition or discharge
Discharge from services that respond to crisis is a pivotal point in the recovery journey for tāngata whaiora and whānau. People may be discharged from crisis supports and services at any point
in the crisis response pathway, including ED, inpatient settings, respite services, and crisis support in the community.
Notably, the overall proportion of tāngata whaiora receiving specialist crisis support 30 days
post-referral to services has reduced in recent years. It has averaged 38 per cent to 39 per cent over the past three years, down from 46.9 per cent in 2020 during the COVID-19 pandemic high (Table 5).
Within this overall trend, however, the proportion of tāngata whaiora referred to GPs increased, reaching 29.4 per cent in 2024.












30 This refers to the T05 code in PRIMHD: crisis respite services.




[bookmark: _bookmark36]Table 5: Referrals 30 days post-crisis (2020 to 2024)

	
	
	
	Crisis year
	
	

	Last referral to (Day 30)
	2020 (%)
	2021 (%)
	2022 (%)
	2023 (%)
	2024 (%)

	Active referral
	46.9
	42.3
	38.7
	39.8
	38.2

	General practitioner
	21.7
	26.8
	27.8
	28.7
	29.4

	No further referral
	12.3
	12.1
	11.4
	13.0
	13.4

	Referred to other
	7.6
	7.9
	9.0
	7.6
	8.0

	Adult community mental health services
	5.7
	5.9
	6.7
	5.7
	6.2

	Self or relative referral
	4.0
	3.2
	4.2
	3.1
	2.5

	Unknown
	1.5
	1.5
	1.7
	1.6
	1.7

	Alcohol and drug
	0.5
	0.4
	0.5
	0.5
	0.6




In several regions, ‘bottlenecks’ have occurred when tāngata whaiora are clinically ready for discharge from inpatient settings but are not discharged due to the limited supply of appropriate accommodation. This is leading to some tāngata whaiora remaining in inpatient settings (or respite services) until accommodation is found that is appropriate for the complexity of needs they experience, and the level of support they require.
Staff highlighted ongoing challenges in ensuring that transitions are safe, coordinated, and well supported. The lack of step-down options or a ‘third space’ (that is not respite and not inpatient) for tāngata whaiora when discharged from ED or inpatient settings leaves some without adequate support when they no longer meet service criteria. Rangatahi and young people, in particular, benefit from a transitioned support pathway, including respite, before going home.
Peer support was described (by people we spoke to, including lived experience, system and service leaders, and whānau) as having an invaluable role in offering hope, continuity of support, and a focus on long-term recovery, particularly after being discharged from ED. Peer support can also be helpful when people have experienced a
non-fatal substance overdose or have disclosed use of substances during admissions to ED.

However, access to ongoing support from peers after ED admissions is inconsistent across the country. People from NGOs and primary care shared that seamless transition and continuity
of care are often optimised when they are involved in discharge planning. However, at times, delays and omissions occurred in notifying them that tāngata whaiora were being discharged.
We heard positive examples of where planned acute care, follow-up, and integration with specialist services community teams enabled timely responses and smoother referral pathways. This meant tāngata whaiora could access support from teams with whom they had already connected, and in the same location.
2.7 Limited pathways for substance use crisis
The focus of crisis responses in the mental
health and addiction sector is primarily on mental health or acute medical stabilisation, with few opportunities for specialist substance-related care or appropriate referrals to ongoing treatment and support.
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There is no on-call substance abuse [team] … It’s so fractured. Police have no capability or capacity to deal with that apart from the kind of normal ways you might deal with it: behaviour disorder, offending, arresting, putting them in the cells, or taking them home.
[image: ]
Emergency services

While the rate of hazardous drinking patterns decreased from 2019/20 to 2023/24, the use of some drugs (e.g. cocaine, ecstasy/MDMA, hallucinogens) increased during this time (Ministry of Health, 2024a). From 2021 to 2023,
11.2 per cent of adults (about 470,000 people) had a moderate or high risk of harm from problematic substance use,31 an increase from 10.1 per cent
in 2016/17 (Ministry of Health, 2024b; Te Hiringa Mahara, 2025e).32 Other data sources, including wastewater testing for methamphetamine, show consumption doubled in 2024, compared
with previous years (New Zealand Drug Foundation, 2025a, b).
Despite these increasing trends in substance use, the use of specialist addiction services has declined over the five years from 2018/19 to 2023/24, with a reported 10.5 per cent decrease in use of services since 2019/20. This decrease in
access is similar to other service trends discussed in this report, although use of specialist addiction services has not returned to pre-COVID-19 levels. Furthermore, a 36.1 per cent reduction has

occurred in people using intensive day programmes and a 21.4 per cent reduction in people using community detoxification supports.
Of the 44,850 people who accessed specialist addiction services in 23/24, 39 per cent were Māori. Across all types of specialist addiction services nearly one-third of Māori (5,230 out of 17,579) accessed a Kaupapa Māori service.
This highlights the need for responsive substance use crisis pathways that embed Kaupapa Māori approaches to ensure consistency of care
(Te Hiringa Mahara, 2025c).33
In most regions in Aotearoa, people and whānau experiencing substance use crises have limited pathways to effective and timely responses.
People working in NGO services felt that the specialist addiction workforce is “largely undervalued”, with a reliance on goodwill to fill service gaps. Further, crisis services, EDs, police, and ambulance staff are not always well equipped with the knowledge of the community supports available or the understanding of the long-term recovery pathway when people are experiencing substance use crisis.
We heard from NGO services that people may delay seeking support for a friend or whānau member because no clear protections are currently in place in the law for when people are seeking or providing help in drug overdose crises. Current legislation (Misuse of Drugs Act 1975) enables searches for illicit substances, and people may face legal consequences for their role in illegal activity (possessing or using illicit substances). This legislation also restricts opportunities for innovative health-led solutions, that could be enabled by legislation, such as
the ‘Good Samaritan’34 law that protects people



31 The Alcohol, Smoking and Substance Involvement Screening Test (ASSIST) tool describes risk as: people who are at moderate risk of health and other problems from current patterns of substance use, and people who are at high risk of experiencing severe problems (health, social, financial, legal, relationship) (World Health Organization, 2010).
32 We have published a summary of key mental health and addiction findings from the New Zealand Health Survey 2023/24.
33 Further information on addiction specialist service use is available in our data summary.
34 A ‘Good Samaritan’ is an individual who intervenes to assist another person without any prior obligation or expectation of compensation.






who call emergency services when someone has overdosed.
People have expressed concerns that they felt unable to engage with GPs due to the stigma they experience when disclosing substance use. This highlights the need for both conversations about substance use that reduce stigma, and for increased access to information about substance use before people experience crisis (New Zealand Drug Foundation, 2024).
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And even within primary care that if people disclose drug use that often that leads to a massive change in and restriction and what types of support is available to them afterwards.
[image: ]
NGO services

In the absence of appropriate pathways and options for support, experiences of substance use crisis are often criminalised, exacerbating stigma and increasing mistrust in services.
This highlights the need for non-punitive, tailored crisis responses and pathways that can provide continuity of care and support to recover from substance use crisis.
2.8 
Inequities experienced in crisis response pathways
Inequities continue to shape the experiences
of Māori and rangatahi and young people in crisis response pathways. These disparities manifest in unequal access to timely and culturally appropriate support, higher rates of unmet needs, and disproportionate contact with
justice services.
Kaupapa Māori and rangatahi and youth services provide community-based support through NGO and specialist services in some regions. They provide a range of services, including peer-led and respite services, and, more recently, an
after-hours Kaupapa Māori crisis café has been established in Palmerston North. Māori and rangatahi and young people crisis response pathways are often limited, with most culturally responsive supports and services only available during business hours.
Māori
Kaupapa Māori approaches centre mana motuhake,35 cultural identity, and whānau-led healing (Synergia, 2025). The emphasis on whanaungatanga (relationships), whakapapa (genealogy), and wairuatanga (spirituality) are integral aspects of wellbeing for Māori. This
is particularly important during crisis. This establishes trust, connections to the wider whānau, increases understanding about what is happening for tāngata whaiora Māori and their whānau, and supports tāngata whaiora Māori
to make meaning and sense of their experiences through te ao Māori. Integrating culturally grounded practices enables a safe pathway
for tāngata whaiora Māori to heal from experiences of crisis, and embed strategies grounded in te ao Māori to enhance mental wellbeing (oranga hinengaro).





35 Mana motuhake means Māori self-determination, tribal governance, or more simply, autonomy over one’s affairs and destiny.






The current mainstream models of care often narrowly focus on the individual rather than the wider whānau and ecosystem. People working in crisis responses shared that increased involvement and understanding of the distress whānau also experience is needed to support the healing process. For rangatahi, working collaboratively with whānau is instrumental because parents may express anger or concerns about cultural transgressions or trauma through whakapapa as the root cause of distress. This
highlights the need to ensure cultural assessment and support are embedded into crisis response pathways for tāngata whaiora Māori.
Māori represent a higher proportion of people accessing services across all specialist mental health and addiction services and this is also the case for crisis services, highlighting significant inequities. While there has been an increase in primary Kaupapa Māori services, access is limited and this is problematic, particularly during crisis, for tāngata whaiora who are also engaged in specialist services.36 This is because the crisis support provided during these times may be inconsistent with the practices and models of support they receive in Kaupapa Māori services.
We heard that, when Kaupapa Māori services are well resourced and connected to the community, they can deliver agile and holistic wrap-around support that better meets the needs of tāngata whaiora and whānau. This was demonstrated during the COVID-19 pandemic, with Māori strengthening existing networks (including through digital platforms) to enable people
to stay connected, to reduce isolation and increase mobilisation of resources, such as kai and wellbeing supports (Te Hiringa Mahara, 2023a, b; McClintock and Boulton, 2020).37

Kaupapa Māori services told us that appropriate resource allocation and investment are needed to ensure sustainability of existing and new initiatives that enable community capability and
capacity to address the inequities experienced by Māori. We concluded in our Kaupapa Māori report that investment and support are needed to address the inequities experienced by Māori along with a broader shift towards more culturally responsive and equitable mental health care
in Aotearoa (Te Hiringa Mahara, 2023c).
Rangatahi and young people
Across the lifespan, young people have the highest incidence and prevalence of mental illness and experience a disproportionate share of the burden of disease associate with mental disorder (McGorry et al, 2013).
Rangatahi and young people working in specialist mental health and addiction services shared that pathways to support are often adult-centric and do not always incorporate their feedback in service design and delivery. This leads to the omission of valuable input that can improve crisis response pathways. We heard that the transition from youth mental health and addiction services to adult services can often be difficult, and the compounding challenges rangatahi and young people experience during these times may result in escalating crisis.
Services designed to meet the needs of rangatahi and young people embed a trauma-responsive approach, however, the limited access to these services during crisis can often result in unmet needs and can retrigger trauma during crisis.
We heard that rangatahi and young people experience adult inpatient settings as inappropriate to respond to their needs, reinforcing insights from our youth-focused reports (Te Hiringa Mahara, 2023d, e).38


36 There has been an increase in access to Kaupapa Māori primary mental health and addiction services through the Access and Choice programme. For more information, please see our Access and Choice programme report and Kaupapa Māori primary mental health and addiction services infographic (Te Hiringa Mahara, 2025a, d).
37 Please see our insights paper on Exercising rangatiratanga during the COVID-19 pandemic.
38 For more information please see our report Youth services focus report – Admission of young people to adult inpatient mental health services.






NGOs working with rangatahi and young people told us that there is a shortage of youth respite beds, with the majority only being available in a few regions across Aotearoa. They also shared that rangatahi and young people are often fearful of accessing youth respite services. Therefore, work needs to be undertaken to ensure rangatahi and young people feel safe when accessing respite services and that they provide consent to do so. One of the ways they suggested this could be done would be by providing access to a digital walk-through of the service. This is so rangatahi and young people can feel reassured that the service can meet their needs.
As outlined in a report by the Office of the Auditor-General (2024), young people are often expected to fit into service models and care designed for adults. It is important that youth respite services are tailored for rangatahi and young people, and they are involved in the design and delivery of these services. We advocated for more youth-focused, short term respite beds in our Youth services focus report.
We also heard that rangatahi and young people are treated with less ‘agency’ and experience services as paternal, whereby they are often excluded from involvement in their support plans, which can be disempowering and leads to mistrust in the system.

Intersecting experiences of inequities
Inequities are exacerbated in crisis response pathways for neurodiverse and disabled people, and people in the rainbow community due
to bias, stigma, and knowledge gaps in understanding the complexity of needs or where to find additional support.
People living in rural and remote areas also experience additional barriers. This is due to the limited pathways and options available and the challenges in accessing timely support because of the distance mobile crisis teams need to travel or for people to access their local ED. Understanding this variation in accessibility is important and requires additional data sets that are not currently available.
People in crisis can also present to primary care when needing support. However, health improvement practitioners are not available in many rural GP practices, and rural GPs are not always well supported by specialist services to provide the level of support tāngata whaiora need. Rural GPs also expressed concerns about the Police withdrawing from providing crisis support (unless an imminent risk exists to self or others) and the effect this will have on rural communities. Local police are often the first
responders during mental health and substance use crisis, and they are known to tāngata whaiora and whānau, which can support
in de-escalating distress.




3. [bookmark: 3._System_constraints][bookmark: _bookmark37]System constraints


The mental health and addiction system is under sustained pressure. Workforce shortages and the increasing complexity of distress and needs are placing a strain on available services. As a result, crisis response pathways are not always performing in a way that enables timely, consistent, and equitable support. The constraints that these services
are working within relate to structure, data, and the workforce, as described below.



3.1 Varied structures
Crisis team staff, and system and service leaders shared that several restructures have been undertaken in the past decade that have significantly affected the way crisis services
are delivered. They shared that each restructure resulted in changes to operating procedures, processes, internal and external relationships, and disrupted the general workflow within the teams.
[image: ]
They set up a whole pile of boutique teams that only operate Monday
to Friday, 8 till 4:30. Come 3:30 It doesn’t matter what boutique team you have; all responsibility
falls to the CATT [Crisis Assessment Treatment Team] team.
[image: ]
Crisis team

Consistent with the expected transformation in He Ara Oranga (the Government Inquiry into
Mental Health and Addiction), people shared that more collaboration and less siloing of responses is required (Government Inquiry into Mental

Health and Addiction, 2018). This will involve a joint multi-agency response, shared NGO and specialist services initiatives, collaboration and coordination between services, and involvement of people in lived experience roles.
Developing a cohesive and effective crisis response system in Aotearoa is essential for establishing robust structures, evidence-based models of care, and clear standard operating procedures. These elements provide the necessary framework for consistent, effective, and culturally responsive crisis system services, enabling seamless pathways and equitable whānau-centric support.
3.2 Disconnected data and technology systems
In Aotearoa, a range of data and information technology systems support the mental health and addiction system to collect, store, and share information. However, these systems
are not yet fully connected or integrated. Many operate in isolation and with limited capability to support a seamless flow of information between services, districts and regions.
This fragmentation has led to service gaps and delays in coordinated support.39



39 Health NZ is currently developing a Shared Digital Health Record data connector to share primary care health information with clinical access to data by mid-2026. First responders, hospitals and specialist services will be able to access the data. Additional types and sources of health information will be integrated over time.
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We all … have different systems like technology systems,of the day, such as after hours or at weekends.
I think we need to review some of the data that the Ministry captures
… because I question how useful
… some of that data that they do collect [is, and] some of the data that should be captured isn’t captured in the system.
Whānau advisor focus group

all of our systems are different and that is a real inefficiency
I think would be great if we all could talk about apples and apples together.
[image: ]
Whānau advisor focus group


Furthermore, people working in emergency services and NGOs highlighted that people’s understanding and knowledge on the requirements vary on the Health Information Privacy Code 2020 and specific sections
of the Privacy Act 2020 relating to sharing of information between services. Delays or omissions in sharing this vital information
can affect timely access to the right support, the quality of care provided, and the safety of tāngata whaiora, whānau, and kaimahi.
Improvements are needed in information and data-sharing capability. This includes access to self-determined crisis plans (where consent has been provided) and seamless transition to support because tāngata whaiora and whānau are having to retell their story at multiple points throughout their journey. This results in frustration and unnecessary delays.
We also heard from several people working in specialist services that a review of the data collected by the system is needed to ensure it is meaningful and to identify any gaps. Addressing these information gaps could enhance decision- making and more effective resource allocation. An example of addressing a recognised data gap would be including time stamped data to better understand pressure points, service use, and service gaps that often occur at certain times

Improving how systems work together to strengthen collaboration, share information effectively, and create seamless processes to coordinate care is critical to transforming these disconnected systems into a cohesive and equitable digital ecosystem.
3.3 Constrained workforce
Crisis responses are provided by a diverse workforce that includes clinical, cultural,
and peer support roles, community providers, and emergency services, including Police
and ambulance.
A high rate of workforce vacancies is being experienced across most specialist services. Between 2018 and 2022, vacancy rates for the adult Health NZ workforce increased from
6.1 per cent to 11.3 per cent. Vacancy rates over the past three years have been high, although positive improvements occurred in 2024 because the overall rate reduced to 9.8 per cent (Te Hiringa Mahara, 2025b; Te Pou, 2025).40 However,
the vacancy rate for mental health medical practitioners has continued to increase over time, and, in 2024 was 20.9 per cent for these roles.



40 Further data on the specialist services workforce can be found in our Access to mental health and addiction services data summary.






Other data also show the 2024 resignation rate for the total adult Health NZ workforce was lower than for 2023 (9.6 per cent in 2024, compared with 13.1 per cent in 2023). The connected recruitment rates are also lower for 2024 than
for 2023 (the recruitment rate than for 2024 was 13.5 per cent, compared with 15.5 per cent in 2023). Te Pou (2025, p.10) describes this as “positive signs of recovery from the challenges identified in 2022 [including] … overall FTE
workforce growth, fewer FTE [full-time equivalent] positions vacant, and lower vacancy and resignation rates.”
Vacancy rates are impacting on the effectiveness of crisis responses, and staff workloads, safety, wellbeing, professional development, and retention are being compromised (Chambers
and Frampton, 2022; Every-Palmer et al, 2024; Te Hiringa Mahara, 2024b). External factors, such as pay disparities, further exacerbate vacancy rates. People working in crisis services and NGOs shared that pathways to increase skills and knowledge were limited. This is making it difficult to provide the most appropriate care, particularly when substance use, social factors and co-occurring conditions (e.g. neurodiversity) increase the complexity of people’s needs
and distress.
The workforce challenges were described as creating tension in the relationships between teams, services, and organisations. We heard from staff working in crisis services that they no longer have the flexibility or additional resources to perform tasks they once did ‘to be helpful’, because these were not part of their core role.
We also heard that pressure is often placed on the crisis team workforce to use mental health legislation to facilitate support, particularly when afterhours options for support are limited.

People working in crisis response pathways told us that diverse skills, knowledge, and experiences, including institutional knowledge attributed to long-tenured employees, are required to provide timely and effective crisis responses.
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High vacancy rate is a thing for us as well and it’s getting the experienced staff that you need
for a crisis response. They can’t be fresh out of the box and in fact to get an inexperienced staff member to those roles can almost be counterproductive really.
[image: ]
Whānau advisor focus group

We also heard that growth in the workforce should reflect the needs of culturally diverse populations including Māori and rangatahi and young people. People also told us that improved resourcing for training, opportunities to increase skills and capability of non-regulated workforces, and specialist mental health knowledge in general practices are needed. Further, training is also required for the workforce to effectively triage crisis events and navigate the crisis response system, which would improve access to the right support for tāngata whaiora.
Despite these constraints, positive developments relating to the workforce are evident. The overall estimated vacancy rate for the adult mental health and addiction workforce has decreased slightly from 11 per cent to just under 10 per cent between 31 March 2023 and 31 March 2024
(Te Pou, 2025). Recent investment in a three-year training plan to ensure workforce sustainability is
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welcomed, with anticipated growth in psychiatry registrars, psychologists and associated psychologists and specialist registered health profession roles (Doocey, 2024). An increased commitment has been made to expanding the peer support workforce across the sector, including the pilot programme for peer support in EDs (Ministry of Health, 2024c).
Meeting the increasing complexity of needs and distress experienced by tāngata whaiora is reliant on sustained workforce investment to ensure staff retention, equitable pay, and the right
mix of skills, expertise, cultural capability, and up-to-date knowledge. The literature scan highlights these workforce requirements, including the importance of multi-disciplinary
teams, workforce development (including cultural competency), and workforce wellbeing initiatives that enhance resilience and safety for staff (Synergia, 2025).
Te Hiringa Mahara
Mental Health and Wellbeing Commission
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Conclusion

This report is the first standalone monitoring report that Te Hiringa Mahara has published on crisis responses.
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This report examines the current crisis response system in terms of how it is functioning, the pathways that tāngata whaiora experience
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in their journey, and the system constraints that affect people’s experiences and access to support.
Many countries are focusing on improving heir systemic responses to mental health and substance use crises, and Aotearoa can learn from some of these overseas models.
The accompanying literature scan, Crisis responses to mental health and/or substance use: What works?, describes what effective crisis responses look like internationally and domestically (Synergia, 2025). In Aotearoa, parts of the current crisis response system are working well. Locally led Kaupapa Māori and peer-informed services show promise but are often delivered as standalone services or locally driven initiatives.
This report highlights various inequities in people’s experiences with crisis responses. Māori, Pacific peoples, and Asian who use specialist mental health and addiction services are more likely than those of other ethnicities to have a recorded crisis activity. Urgent calls to Whakarongorau are proportionally higher
for Māori and young people. Young people aged 19–24 years account for about double the
rate, compared with other age groups of mental health ambulance incidents. Māori are involved in more than half of all crisis activities in a police setting and are more likely than non-Māori to access inpatient services following a mental

health or substance use crisis. Pacific peoples had the longest length of stay in an inpatient unit and the highest average number of respite service bed nights.
Nationally, we have a collection of services, rather than an overarching system-wide framework.
Crisis responses remain fragmented, regionally variable, and lack robust evaluation. While some areas have a range of crisis response services, others, particularly rural, have limited options.
Tāngata whaiora do not have consistent access to 24/7, community-based crisis services. The availability and integration of digital crisis lines and in-person support are inconsistent. Also, definitions or metrics are not shared, making national benchmarking and service comparison
difficult. Robust evaluation is often unavailable for services that offer promising approaches, which precludes understanding long-term outcomes.
We also need specific pathways for tāngata whaiora experiencing substance use crises.
We need a national, networked crisis response system that defines clear pathways, addresses the unwarranted variation in services, and actions the changes needed, as highlighted in this report. The system needs to provide timely, holistic support that is culturally grounded and sets
clear expectations for responding to people experiencing crisis. It needs to be developed with Māori, people with lived experience, rangatahi and young people, and those with experience of problematic substance use
to ensure it addresses their needs.
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This appendix outlines how we went about our mahi and describes limitations for the data used in this report.
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One reference group was established for this monitoring project to provide knowledge, system and service expertise about crisis responses in Aotearoa, including lived experience and te ao Māori perspectives. The reference group provided on-the-ground expert input from the start to finish of this work. The group provided input into the development of the report and the data we used and supported sense-making of the data.
Reference group members supported wider engagement with the sector.

Qualitative data collection
We used a combination of qualitative and quantitative data sources to monitor crisis responses. Qualitative insights were collected in April and May 2025. The purpose of this data collection was to understand how crisis responses are working, how they have changed, and what needs to be improved
from a system-perspective.
Our qualitative data collection consisted of focus groups and key informant interviews, which were all held online.
· 
Focus groups: We held four focus groups for people working in peer, consumer, whānau advisor, and advocate roles with operational and systems level expertise of crisis responses, pathways, and services. These were a lived experience, Māori, whānau, and rangatahi
and young people focus group.
· Interviews: We conducted 16 key informant interviews with people who work in the mental health and addiction sector and who are closely associated with crisis responses. This included people working for services across crisis response pathways, such as emergency services, crisis and community teams, and Kaupapa Māori services.
Throughout the qualitative data collection and analysis, we followed He Awa Whiria: A Braided River approach (Arago-Kemp and Hong, 2018; Macfarlane et al, 2024). Responses from the Māori focus group and interviews with Māori staff were collected and analysed separately by staff identifying as Māori who had the skillset, knowledge, and experience to be
able to collect and analyse the data. The data were then integrated for this report. To analyse the qualitative data, we undertook a reflexive thematic analysis approach as outlined by Braun and Clarke (2006).
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Quantitative measure set
For this report, we analysed data for four years from June 2020 to June 2024. Data were sourced from the following:
· Internal Programme for the Integration of Mental Health Data (PRIMHD) analysis: PRIMHD is Health NZ’s national collection of activity and outcomes data for mental health and addiction specialist services.
Some of the data used in this report, such
as the number of people with a crisis activity, are derived from PRIMHD. This includes both people using Health NZ specialist services and non-governmental organisation (NGO) services (excluding primary care).
· Data requests: We submitted data requests to six agencies Health NZ | Te Whatu Ora (Health NZ); New Zealand Police; Hato Hone St John; Wellington Free Ambulance; Whakarongorau Aotearoa | New Zealand Telehealth Services (Whakarongorau); and the Health and Disability Commissioner’s office. We requested data from the relevant agencies for each calendar year (January to December) for five years, from January 2020 through to December 2024, and where possible, by detailed disaggregation of service type, ethnicity, and broad age groups.
We also drew from other published material, such as the New Zealand Health Survey and our He Ara Āwhina monitoring set of core measures (Ministry of Health, 2024a; Te Hiringa Mahara, 2025g).

Data sense making and sense checking
Once agencies had supplied the requested quantitative data, we conducted data cleaning, checking, and collation. We analysed the data first on an individual measure basis and then combined across measures to make sense of the data. We then triangulated the quantitative data
with what we heard in the primary data collection.
Once we had our key findings, we held a data sense-checking workshop with our reference group. The workshop was an important part of the process to validate our interpretation and/or provide feedback on how the data should be interpreted.
Following these data sense-checking workshops, we started to write this report. Our internal team and our expert reviewers reviewed the draft report. For factual accuracy purposes, we also sent the draft report to Health NZ.
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Data limitations
All data have their limitations, and there are significant caveats for the data we received for this report. Further, while we have undertaken a thorough quality assurance process to ensure the accuracy of data provided in this report, inherent limitations remain. The following
data limitations apply.
· Crisis cafés: Health NZ cannot supply the number of people using crisis cafés because it is working through the data reporting mechanisms (e.g. if this will be National Health Index-based and report into PRIMHD).
· Expenditure: Health NZ was unable to supply the expenditure on crisis teams because this requires a manual process. Health NZ is unable to differentiate expenditure for crisis when teams are integrated.
· Number of teams: Health NZ was unable to supply the number of separate crisis teams and the number of integrated crisis teams because significant variation exists in how districts define their teams in their financial systems.
· PRIMHD: Responsibility for this national collection sits with Health NZ. Health NZ services and NGOs providing specialist mental health and addiction services are mandated to report to PRIMHD.
PRIMHD provides service utilisation data as a useful indicator of activity. Some organisations have breaks in reporting and/or incomplete data in PRIMHD for some periods. PRIMHD
is a living data collection, which continues to be revised and updated as data reporting processes are improved. For this reason, previously published data may be liable to amendments, and data will differ based on
the PRIMHD extract date. We used an extract of PRIMHD of 29 May 2025 to generate the output used in this report, in line with the best practice of waiting three months or more from reference year end for data completeness.





Exclusions: All PRIMHD data from Whakarongorau (data sourced directly from Whakarongorau have been used) have been excluded in this report due to quality reasons. Data from one service in Waikato have also been excluded due to quality reasons.
· Workforce data: No separate coding is done of crisis services in the Health Workforce Information Programme workforce data so we
cannot report on workforce size and vacancies for people working in crisis services. Workforce data for combined NGO and Health NZ specialist mental health and addiction services have not been published since 2022 (because the NGO component is conducted via a four- yearly survey). More recent data for the adult Health NZ workforce are available.41
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41 Please see 2024 Health New Zealand Te Whatu Ora adult workforce estimates for more information.
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Glossary

Note: For terms in te reo Māori (Māori language) in this glossary, and also throughout the report, the meanings relate directly to the context of this report. We respectfully acknowledge there may be other interpretations and differences.

	Word or term
	Explanation of word or term

	Addiction services
	Services that exist to respond to the experiences, needs, and aspirations of tāngata whaiora and whānau who experience harm from substances or substance addiction.
Gambling harm services are out of scope for this report.
In this report we use the term ‘addiction’ when it relates to services. However, we use the term ‘substance use crisis’ when it relates to people.

	Districts
	The geographical locations consistent with the former district health board boundaries.

	He Ara Āwhina framework
	He Ara Āwhina means ‘pathways to support’. The framework He Ara Āwhina describes what an ideal mental health and addiction system looks like. For more detail, please visit our website.

	Health NZ services
	Services provided currently by Health NZ | Te Whatu Ora since it was established 1 July 2022 and before this, by district health boards.

	Kaupapa Māori services
	Kaupapa Māori mental health and addiction services are a tangata whenua response to effectively meeting the mental health and addiction needs of tāngata whaiora and their whānau (Te Rau Matatini, 2015).
Kaupapa Māori services are services that providers who identify as Māori develop and deliver. These services include Māori mental health services provided by non-government organisations (NGOs) and Health NZ that are not Māori-governed organisations.
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	Word or term
	Explanation of word or term

	Lived experience
	Having personal experience of an issue or situation. It may be a person
or a group that has this personal experience, and it can be current, recent, or in the past. For Te Hiringa Mahara, as outlined by our Lived Experience Position Statement, “whenever we use the terms ‘personal experience’, ‘living experience’ or ‘lived experience’… we are talking about people or groups who have their own, first-hand experience of distress, substance harm, harmful gambling, psychiatric diagnosis, addiction, using mental health or addiction supports or services, or experiencing barriers to accessing these support and services when they are needed (or any combination of these experiences).”
The position statement also states that “we value and uphold the right for people to choose how they identify and to reclaim language.” It is not our role to determine whether people have ‘lived experience’—it is each person’s decision as to how they identify (Te Hiringa Mahara, 2025f).

	Mana motuhake
	Māori self-determination, tribal governance, or more simply, autonomy over one’s affairs and destiny.

	Measure
	A topic of data. For example, ‘workforce vacancy rates’.
We use the term ‘measures’ when it relates to people who use services. In our other reports, we use the term ‘indicators’ where it relates to whole populations (consistent with Results Based Accountability terminology).

	Mental health and addiction system
	All supports and services that respond to the experiences, needs, and aspirations of people and whānau experiencing mental distress, harm from substance use, or harm from gambling (or a combination of these).
The mental health and addiction system is part of the wellbeing system.

	Mental health services
	Services that exist to respond to the experiences, needs, and aspirations of tāngata whaiora and whānau experiencing mental distress.

	Neurodiversity
	It is a broad term used to encompass a diverse and wide range of neurological differences, such as ADHD or autism spectrum disorder.

	Non-governmental organisation (NGO) services
	Diverse services that span from early intervention to specialist services, such as residential facilities, community support services, and addiction services.
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	Word or term
	Explanation of word or term

	Oranga hinengaro
	Oranga Hinengaro – System and Service Framework describes
Oranga Hinengaro as “pursuit of wellbeing of the mind” (Ministry of Health, 2023, p.87).

	Peer support
	Support provided by someone with their own lived experience of mental health distress and/or addiction. It is an equal relationship where two (or more) people give and receive support. For more information, please see our insights paper on the peer support workforce.

	Primary care services
	Services provided at initial entry points, usually by general practices
and other services, such as pharmacists. NGOs, such as Māori and Pacific providers, can also provide primary and community care services.

	Rangatahi
	Young Māori person.

	Specialist services
	Specialist mental health and addiction services are also known as secondary care services. Specialist services are designed to respond
to the needs of tāngata whaiora experiencing significant mental distress and/or a high complexity of needs. They usually require a referral or assessment for entry.
They are publicly funded services provided by Health NZ or NGOs. Specialist services include a range of services across inpatient and community settings. Most specialist services are community based, such as adult community, rehabilitation, alcohol and drug, and other specialist services.

	Tāngata whaiora
	People of any age or ethnicity who are seeking wellbeing or support, including people who have recent or current experience of distress, harm from substance use, or harm from gambling (or a combination of these).
Tāngata whaiora include people who have accessed or are accessing supports and services. They also include people who want mental health or addiction support but are not accessing supports or services.

	Te ao Māori
	The Māori world view.

	Wairuatanga
	Spirituality.
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	Word or term
	Explanation of word or term

	Whakapapa
	A lineage of descent that gives history of one’s genealogy of the human nature, but also to the kinship relationship to the natural elements and environment of ao Māori.

	Whānau
	Whānau has its whakapapa (history) and origins located in te ao Māori (Māori worldview) and refers specifically to blood connections that exist between generations of lineage that descend from atua Māori.
In present times, whānau is also commonly used to include people who have close relationships and/or who come together for a common purpose. Tāngata whaiora can determine who their whānau and/or kaupapa whānau are when they are seeking or receiving support. For this reason, we have used ‘whānau’ in this report to also refer to family.

	Whanaungatanga
	Relationships, kinship, a sense of connection, and belonging.
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Where to get support

Tough times affect each of us differently. It’s okay to reach out if you need to or, if you’re worried about someone else, encourage them to reach out. We all need a bit of support from time to time. If you or someone you know is struggling, support is available. Whatever support you’re looking for, a variety of online tools and helplines are available to choose from.




If it is an emergency situation and someone is in immediate physical danger, phone 111. For urgent care, you can go to your nearest Urgent Care clinic (Accident and Medical) or emergency department.

For urgent help, mental health crisis services, or medical advice
Phone your local Mental Health Crisis Assessment Team if you are concerned about a person’s immediate safety. Stay with the person and
help them to keep safe until support arrives. To get help from a registered nurse, call Healthline: 0800 611 116.
If you would like to engage with the Access and Choice programme
Visit the website for the Access and Choice programme. You may click on ‘Find Support’ to locate a provider in your area: www. wellbeingsupport.health.nz/about-access- and-choice.

If you need to talk to someone
Free call or text 1737 any time, 24 hours a day,
for support from a trained counsellor, or between 2 pm and 10 pm for a peer support worker.
Other great places to get support 24 hours a day, 7 days a week include:
· 
Are You OK: 0800 456 450
(family violence help)
· Anxiety NZ: 0800 269 4389
(0800 ANXIETY)
· Depression Helpline: 0800 111 757 or free text 4202
· Suicide Crisis Helpline: free phone 0508 828 865
(0508 TAUTOKO)
· Lifeline Helpline: 0800 543 354 (0800 LIFELINE) or free text 4357 (HELP)
· Alcohol & Drug Helpline: 0800 787 797 or free text 8681
· Youthline: for young people, 0800 376 633 or free text 234
· Samaritans crisis helpline: 0800 726 666
if you are experiencing loneliness or distress.
For confidential telephone support for sexuality or gender identity issues, phone OutLine Aotearoa on 0800 688 5463 between 6pm–9pm.
For more information about where to get support, please visit the Health NZ website or our website.
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