He Ako
Hiringa

EPiC Reflect & Audit: Youth Mental Health Learning

EPiC Reflect guides you through the process of reviewing your own/practice EPIC data*, comparing it to national data, and considering the
evidence for best practice. The notes and associated resources can help you to set actions to address inequities, create changes to your current
practice and plan quality improvements. Reflecting in this way may help you to incorporate your learning into your everyday practice and to have
more effective conversations with colleagues and patients. *The EPIC dashboard shows subsidised prescriptions that have been dispensed in

the community (ie, it is not a record of prescriptions written).

Meeting your CPD requirements

EPiC Reflect activities can be included in a health professional’s CME. Many of the elements involve reflecting on learning and fit with the goals

of the RNZCGP Te Whanake CPD programme (medical education, patient outcomes, reviewing practices, and cultural safety and equity).

Foundation Standard and Cornerstone applications

If you repeat the EPIC Reflect cycle after a specified time and document the changes that occurred, you will have completed an audit or

continuous quality improvement (CQI) activity — see page 7. The activity can be incorporated into your practice’s Quality Plan (RNZCGP

Foundation Standard indicators 8.1 and 8.2). For a more intensive focus, use your activities for the RNZCGP Cornerstone CQI project or as a CQ

initiative to improve equitable health outcomes for the Cornerstone Equity module.

How to complete EPiC Reflect

This activity encourages you to reflect on your current practice and to set goals and establish the actions you will take to achieve these goals.

You can do these activities as an individual or as a practice team.

1. Download this document and save it to your device, then work your way through each of the reflection examples and type your notes in

the spaces provided in the editable table.
2. Foreach of the four data stories listed in the table below for Youth mental health

- inthe first column of the table, think about the points to consider (or make up your own)
- inthe second column, type in what the data show you (use your own data if you are a prescriber or use national data if you’re not)
- inthe third column, record your learning notes, reflection notes, and your proposed actions.

You will see that we have provided example answers to help you formulate your notes. You can use these and/or add your own thoughts.
3. To continue the process and complete a practice audit or CQI activity, work through the Audit section from page 7.

4. Upload this document to your professional development learning record upon completion.


https://www.rnzcgp.org.nz/resources/te-whanake-cpd/te-whanake-cpd-programme-requirements
https://www.rnzcgp.org.nz/running-a-practice/the-foundation-standard/clinical-care/
https://www.rnzcgp.org.nz/running-a-practice/cornerstone/continuous-quality-improvement-cqi/
https://www.rnzcgp.org.nz/running-a-practice/cornerstone/te-mana-taurite-equity/

Reflection: Youth mental health

Points to consider for
each data story

What do the data show?

View the EPIC data displays and write notes
for yourself and/or your practice in this
column, as per the examples below.

Your learning, reflections, and actions

Write your notes in this column, using the examples below as
prompts.

Learning notes: What are possible conclusions | can draw from the
data?

Reflection notes: What does the data make me think and feel about
my current practice eg, might any internal bias be shown in the
data?

Actions: Are there are any changes | could make to my practice in
response to these data?



How many youth do you
see in your practice?

What is the demographic
breakdown of youth in your
practice?

Which medicines are most
commonly dispensed to
youth?

How does dispensing for
your youth population
compare with national
dispensing for youth?

[Editable text — write your data notes here]

Example: In the last 12 months, 244 patients
aged between 12 and 25 years had a
medicine dispensed from a prescription |
have written.

My practice has 3,904 enrolled youth;
43.8% of whom are Maori, and more than
50% of my youth patients are Maori. This is
quite different from national rates, where
21.9% of the youth population are Maori.
The majority of our youth patients live in
areas of higher socioeconomic deprivation,
eg, 62% of our youth population live in
quintile 5 areas.

Example: The data show that my most
commonly prescribed medicines are “other
medicines” followed by analgesics and
antibacterials. This is similar to the
prescribing for youth in my practice and to
national youth dispensing data.

[Editable text — write your notes here]

Learning example: We have a significant number of young people
enrolled at our practice. Our demographic breakdown is different
from national as we have a higher proportion of Maori youth and
much higher numbers of youth patients from quintile 5, the most
socioeconomic deprived areas in Aotearoa.

Reflection example: While our demographic makeup is different from
the national youth population, we have similar prescribing trends for
youth. Given the higher rates of respiratory illness and rheumatic
fever risk amongst rangatahi Maori, | would have expected us to have
a higher-than-average prescribing rate of antibiotics. This would also
be expected for medications used to treat mental health issues,
which are also higher in this population.

Action example: We will review our EPIC Youth Mental health
dashboard and will discuss the use of opportunistic screening for
mental health concerns when prescribing medicines for young
people. We will provide training for our staff on cultural safety and
ensure that internal bias and racism doesn’t affect our prescribing
practices when it comes to rangatahi Maori.



How many of your youth
patients, and youth
patients in your practice,
have been dispensed
psychotropic medicines in
the last12 months?

How does dispensing of
psychotropic medicines for
youth in your practice
compare with national
rates of dispensing?

Which psychotropic
medicines are your youth
patients dispensed?

Filter by different
demographic groups — are
some groups over-
represented in prescribing
of psychotropic medicines
or are there different
trends between different
demographic groups?

[Editable text — write your data notes here]

Example: In the last 12 months, 30.4%
(n=75) of my youth patients have been
dispensed a psychotropic medicine. For my
practice, 9.8% (n=382) of enrolled youth
patients have been dispensed psychotropic
medicines in the last 12 months. This
compares with 11.9% of all youth patients
dispensed psychotropics nationally over the
last 12 months.

Example: My most commonly prescribed
psychotropic medicines to youth are
antidepressants followed by
antipsychotics/ADHD medicines, which is
similar to my practice and to national
psychotropic medicine prescribing trends.

Example: For my practice, European youth
patients only make up 10% of the population
of youth patients, however they are
over-represented in prescribing of all
psychotropic medicines (25% of melatonin
dispensings and 33% of ‘other’ psychotropic
medicines dispensing). The opposite is true
for Pacific youth, who make up 38.4% of the
practice youth population but a much lower
percentage of psychotropic dispensing (10%
of the melatonin dispensing, 14.6% of other
psychotropic medicine dispensing, and
17.7% of antidepressant dispensing).

[Editable text — write your notes here]

Learning example: My proportion of youth patients dispensed a
psychotropic medicine is much higher than national rates of
psychotropic dispensing for this group. For the practice, dispensing
of psychotropic medicine is slightly less than the national rate.

Reflection example: Overall, the youth population at our practice is
prescribed fewer psychotropic medicines than the national average
for youth. I think this reflects how my colleagues and | approach
mental health issues in our youth population. We aim to employ other
non-pharmacological therapies as a first-line option where
appropriate. However, | am surprised to see such a discrepancy in
dispensing of psychotropic medicines between ethnicities of youth in
our practice. Are we treating youth patients differently based on their
ethnicity? | am also surprised to see how much higher my rates of
prescribing are than my colleagues. Am | over prescribing and not
utilising other, non-pharmaceutical measures as first-line? Oram |
seeing a specific cohort of our practice who are experiencing
moderate or severe mental health issues?

Action example: | plan to bring these data to the weekly clinical
meeting. We can discuss the use of psychotropics in our youth
population and consider the variation in dispensing of these
medicines between different ethnicities and among different
practitioners in our practice.



How has dispensing of
SSRIs, mirtazapine, and
venlafaxine to your youth
patients trended over the
last four years?

Filter by different
demographic groups — are
there variations in
dispensing trends over the
last four years between
different age groups and
ethnicities?

[Editable text — write your data notes here]

Example: As a percentage of the population,
SSRI, mirtazapine and venlafaxine use has
increased over time for all youth ethnicities in
our practice. However, the largest change
has been for European/other youth where it
has increased from 7% of the population to
15% of the population.

Example: As a percentage of the youth
population, SSRI, mirtazapine and
venlafaxine use has increased for both 14 to
17-year-olds (1% to 4%) and for 18 to
25-year-olds (4% to 7%) in our practice.

[Editable text — write your notes here]

Learning example: Between 2019 and 2022, SSR/, mirtazapine and
venlafaxine use increased across youth of all ethnicities at our
practice but increased the most for European/other youth.

Reflection example: It is expected that we are seeing rising rates of
psychotropic prescribing, however it is concerning that we are
seeing an inequitable increase in the use of SSRIs, mirtazapine and
venlafaxine, with the greatest increase seen in European young
people.

Action example: | plan to raise this for discussion at our next team
meeting. We can make sure we are utilising the local mental health
services for managing youth patients with mild to moderate mental
distress/depression.



What is the most common
SSRI treatment duration
for youth in your practice?

How does this compare
with national data on
treatment duration?

Filter by different
demographic groups —
does the duration of
treatment vary
significantly?

[Editable text — write your data notes here]

Example: The most common treatment
duration at our practice is O-11 months, with
45.2% of our youth patients having SSRIs
dispensed for this duration. Of the youth

dispensed SSRIs, 24% have been dispensed

these for 24 months or more.

Example: National data show that about a
third of youth have an SSR/ treatment
duration of O-11 months and another third
have a treatment duration of 24+ months.
This contrasts with our patient population,
where we have a relatively higher proportion
of young people being prescribed SSRIs for
O-11 months, and a lower proportion for 24
months or longer.

Example: In our practice, European young
people are more likely than other ethnicities
to have an SSRI treatment duration of 24
months or more.

[Editable text — write your notes here]

Learning example: In our practice, youth SSRI treatment duration
across all ethnicities is shorter than the national average; European
young people in our practice are taking SSRIs for longer periods
than other ethnicities.

Reflection example: | think as a practice we are conscious about
regularly reviewing youth patients taking SSRIs; we also have
access to good-quality, free counselling services for young people
and the waiting list isn’t too long. These factors may explain why, on
average, our young people remain on SSRIs for shorter time periods
than the national average. However, the fact that European young
people tend to remain on SSRIs for longer than other ethnicities is
concerning and requires some more thinking. This could indicate that
we are over-treating this cohort of the population, or that we are not
reviewing our other young people as often, and their prescriptions
are being stopped before the planned treatment time frame has been
completed.

Action example: | will raise this at our next clinical meeting, and we
can consider initiating a process for recalling our young people on
SSRIs at regular intervals, and proactively following up if they don’t
attend.



Turn your reflections into a formal practice audit or CQI activity

e Using findings from some of your reflections above, and using data from EPIiC Youth mental health, create a plan to
implement some changes or improvements in your practice.

e Record data from a first cycle (data capture one) in the table below and then re-examine your data over a
subsequent time frame and record in the second cycle (data capture two) table below.

e We have provided examples in the tables to help guide you with your data entry, but you may wish to choose other

measures for your data capture and different change/improvement ideas.

Your completed activity can be incorporated into your practice’s Quality Plan or

incorporated into your RNZCGP or



Audit/CQI activity: Youth mental health

Date of audit: [Editable text — write your dates here]

Data year-end Data capture one
date

(Select measures from the EPIC
(Show the EPIC dashboard — we have provided
data end date for some examples below)

initial data capture)

[Editable text — write | [Editable text — write your notes
your dates here] here]

Your practice patients* aged 12 to
25 years:

e Mdori = 1706 (43.8%)

e Pacific = 1488 (38.2%)

e Asian = 306 (7.8%)

e Furopean/Other = 399 (10.2%)

Number & percentage of your youth
practice patients dispensed
psychotropic medicines:

©387(9.9%)
Your youth practice patients

dispensed psychotropic medicines:
Antidepressants:

Change/improvement ideas Complete by (date)
(Consider your data in the previous column; are there any (Add the date by when
potential implications for health equity? Select change ideas | you plan to complete
that will work for your community, they can be small or large the change ideas)

changes — we have provided some examples below)

[Editable text — write your notes here] [Editable text — write
your dates here]

Professional development/peer group meeting/practice team

meeting:

e Fach team member to read the He Ako Hiringa article: Time
to focus on youth mental health tinyurl.com/453t7w72
e /n a clinical team meeting, watch the He Ako Hiringa
recorded webinar Youth Mental Health: Supporting our young
people/rangatahi tinyurl.com/YMH-webinar
e Explore and discuss other available resources such as those
from Wharaurau: wharaurau.org.nz

o Lunchtime Learning sessions tinyurl.com/bdeubca3



[Editable text — write
your dates here]

Your youth practice patients

dispensed psychotropic medicines:

Antidepressants:

e Maori =117 (45.5%)

e Pacific = 44 (17.1%)

e Asian =17 (6.6%)

e Furopean/Other = 79 (30.7%)

[Editable text — write your notes here]
Create a local services guide:

e Find out who your local mental health service providers are
(including Kaupapa M&ori providers) and create a guide for
the clinic. Consider translating this into te reo Maori and
Pasifika languages.

[Editable text — write your notes here]

Offer a mental health education/information session for your
local high school/community, or to local groups or
organisations that support young Maori and Pacific peoples:

e This could be a nurse-lead information session

e Options to deliver in the clinic or at outreach sessions at
schools

e Contact local schools to determine interest

e Add in other relevant health topics if required (eg, sexual
health)

e Example of a Youth Clinic: Young people keep themselves
safe tinyurl.com/ycko4rme — this is an example of a Youth
Clinic that could be adapted into an education session to suit
your local area to funding model.

[Editable text — write
your dates here]

[Editable text — write
your dates here]



Data year-end date

(Show the EPIC data
end date for initial data
capture — pick a
capture date at least
six months after data
capture one)

[Editable text — write
your dates here]

Data capture two

(Select the same measures from

the EPIC dashboard that you used

in data capture one — we have
provided examples below)

[Editable text — write your notes

here]

Your practice patients aged 12
to 25 years:

e Maori = 1728 (43.8%)

* Pacific = 1502 (38.1%)
e Asian = 309 (7.8%)

e European/Other = 400
(10.2%)

Number & percentage of your
youth practice patients
dispensed psychotropic
medicines:

© 350 (9.0%)

Your youth practice patients
dispensed psychotropic
medicines:

Antidepressants:
e Mori =115 (44.7%)

e Pacific = 53 (20.6%)
e Asian = 20 (7 &%)

Percentage change

(Record the percentage
change between the first and
second data captures)

[Editable text — write your
notes here]

The numbers of enrolled
youth have increased by a
similar proportion for each
ethnicity. This reflects the
demographic makeup of our
practice in general.

From data capture one to
data capture two, overall
use of psychotropics has
gone from 387 (9.9%) to
350 (9.0%). Thisisa 0.9%
change

From data capture one to
data capture two, the total
use of antidepressants has
not changed significantly
but has changed within
ethnicity groups:

e M3ori =45.5% to 44

Outcomes/lessons learned

(Write a statement about your audit and data — do you think your
changes made an impact? What learning has come from the
activity? Will you permanently implement any of the changes?)

[Editable text — write your notes here]

Overall, this audit cycle has resulted in some successful
changes that we will implement in our practice.

Specifically, the professional development completed by
team members helped the team feel more confident to
manage young people presenting with mental health
concerns, and increased their understanding of the role that
medication can play for those at the moderate-severe end of
the spectrum.

The “outreach” education sessions have been a real success.
The aim was to make young people feel more comfortable
about seeking health care advice from a medical practice if
needed. We feel like we achieved this purpose with more
young people attending the practice and an increase in youth
enrolments over the last 6 months. It has also improved team
members’ confidence in dealing with youth who are
presenting with mental health concerns and has been well
received by the young people using the service.

Going forward we plan to...
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This activity has been endorsed by The Royal New Zealand College of General Practitioners
(RNZCGP) and has been approved for CME credits for continuing professional development
purposes (1 credit per learning hour). To claim your CPD credits, log in to your Te Whanake
dashboard and record these activities under the appropriate learning category.

PHARMACEUTICAL SOCIETY This activity has been endorsed by the PSNZ as suitable for inclusion in a pharmacist’s CE
of New Zealand Incorporated records for CPD purposes.

Nurses may also find that completing this activity and reflecting on their learning can count as a
professional development required by the Nursing Council of New Zealand.

This EPIC Reflect audit/CQl activity has been reviewed by Dr Cathy Stephenson, a Wellington-based GP who supports young people as part of the 502

Rangatahi Ora team in Porirua, and is principal health advisor for the Ministry of Social Development Te Manatid Whakahiato Ora.

This version published August 2023.




	Text1: [Editable text – write your dates here]
	Text2: [Editable text – write your notes here] 

Your practice patients aged 12 to 25 years:

• Māori = 1728 (43.8%)
• Pacific = 1502 (38.1%)
• Asian = 309 (7.8%)
• European/Other = 400 (10.2%)

	Text3: Number & percentage of your youth practice patients dispensed psychotropic medicines:

• 350 (9.0%)

	Text4: Your youth practice patients dispensed psychotropic medicines:

Antidepressants:

• Māori = 115 (44.7%)
• Pacific = 53 (20.6%)
• Asian = 20 (7.8%)

	Text5: [Editable text – write your notes here] 

The numbers of enrolled youth have increased by a similar proportion for each ethnicity. This reflects the demographic makeup of our practice in general. 

	Text6: From data capture one to data capture two, overall use of psychotropics has gone from 387 (9.9%) to 350 (9.0%). This is a 0.9% change
	Text7: From data capture one to data capture two, the total use of antidepressants has not changed significantly but has changed within ethnicity groups:

•  Māori = 45.5% to 44

	Text8: [Editable text – write your notes here] 

Overall, this audit cycle has resulted in some successful changes that we will implement in our practice. 

Specifically, the professional development completed by team members helped the team feel more confident to manage young people presenting with mental health concerns, and increased their understanding of the role that medication can play for those at the moderate-severe end of the spectrum. 

The “outreach” education sessions have been a real success. The aim was to make young people feel more comfortable about seeking health care advice from a medical practice if needed. We feel like we achieved this purpose with more young people attending the practice and an increase in youth enrolments over the last 6 months. It has also improved team members’ confidence in dealing with youth who are presenting with mental health concerns and has been well received by the young people using the service. 

Going forward we plan to…



	Text9: [Editable text – write your data notes here] 

Example: In the last 12 months, 244 patients aged between 12 and 25 years had a medicine dispensed from a prescription I have written. 

My practice has 3,904 enrolled youth; 43.8% of whom are Māori, and more than 50% of my youth patients are Māori. This is quite different from national rates, where 21.9% of the youth population are Māori. 
The majority of our youth patients live in areas of higher socioeconomic deprivation, eg, 62% of our youth population live in quintile 5 areas. 

Example: The data show that my most commonly prescribed medicines are “other medicines” followed by analgesics and antibacterials. This is similar to the prescribing for youth in my practice and to national youth dispensing data. 

	Text10: [Editable text – write your notes here] 

Learning example: We have a significant number of young people enrolled at our practice. Our demographic breakdown is different from national as we have a higher proportion of Māori youth and much higher numbers of youth patients from quintile 5, the most socioeconomic deprived areas in Aotearoa. 

Reflection example: While our demographic makeup is different from the national youth population, we have similar prescribing trends for youth. Given the higher rates of respiratory illness and rheumatic fever risk amongst rangatahi Māori, I would have expected us to have a higher-than-average prescribing rate of antibiotics. This would also be expected for medications used to treat mental health issues, which are also higher in this population.  

Action example: We will review our EPiC Youth Mental health dashboard and will discuss the use of opportunistic screening for mental health concerns when prescribing medicines for young people. We will provide training for our staff on cultural safety and ensure that internal bias and racism doesn’t affect our prescribing practices when it comes to rangatahi Māori. 

	Text11: [Editable text – write your data notes here] 

Example: In the last 12 months, 30.4% (n=75) of my youth patients have been dispensed a psychotropic medicine. For my practice, 9.8% (n=382) of enrolled youth patients have been dispensed psychotropic medicines in the last 12 months. This compares with 11.9% of all youth patients dispensed psychotropics nationally over the last 12 months. 

Example: My most commonly prescribed psychotropic medicines to youth are antidepressants followed by antipsychotics/ADHD medicines, which is similar to my practice and to national psychotropic medicine prescribing trends. 

Example: For my practice, European youth patients only make up 10% of the population of youth patients, however they are over-represented in prescribing of all psychotropic medicines (25% of melatonin dispensings and 33% of ‘other’ psychotropic medicines dispensing). The opposite is true for Pacific youth, who make up 38.4% of the practice youth population but a much lower percentage of psychotropic dispensing (10% of the melatonin dispensing, 14.6% of other psychotropic medicine dispensing, and 17.7% of antidepressant dispensing). 

	Text12: [Editable text – write your notes here] 

Learning example: My proportion of youth patients dispensed a psychotropic medicine is much higher than national rates of psychotropic dispensing for this group. For the practice, dispensing of psychotropic medicine is slightly less than the national rate.  

Reflection example: Overall, the youth population at our practice is prescribed fewer psychotropic medicines than the national average for youth. I think this reflects how my colleagues and I approach mental health issues in our youth population. We aim to employ other non-pharmacological therapies as a first-line option where appropriate. However, I am surprised to see such a discrepancy in dispensing of psychotropic medicines between ethnicities of youth in our practice. Are we treating youth patients differently based on their ethnicity? I am also surprised to see how much higher my rates of prescribing are than my colleagues. Am I over prescribing and not utilising other, non-pharmaceutical measures as first-line? Or am I seeing a specific cohort of our practice who are experiencing moderate or severe mental health issues? 

Action example: I plan to bring these data to the weekly clinical meeting. We can discuss the use of psychotropics in our youth population and consider the variation in dispensing of these medicines between different ethnicities and among different practitioners in our practice. 

	Text13: [Editable text – write your data notes here] 

Example: As a percentage of the population, SSRI, mirtazapine and venlafaxine use has increased over time for all youth ethnicities in our practice. However, the largest change has been for European/other youth where it has increased from 7% of the population to 15% of the population. 

Example: As a percentage of the youth population, SSRI, mirtazapine and venlafaxine use has increased for both 14 to 17-year-olds (1% to 4%) and for 18 to 25-year-olds (4% to 7%) in our practice. 

	Text14: [Editable text – write your notes here] 

Learning example:  Between 2019 and 2022, SSRI, mirtazapine and venlafaxine use increased across youth of all ethnicities at our practice but increased the most for European/other youth.  

Reflection example: It is expected that we are seeing rising rates of psychotropic prescribing, however it is concerning that we are seeing an inequitable increase in the use of SSRIs, mirtazapine and venlafaxine, with the greatest increase seen in European young people. 

Action example: I plan to raise this for discussion at our next team meeting. We can make sure we are utilising the local mental health services for managing youth patients with mild to moderate mental distress/depression. 




	Text15: [Editable text – write your data notes here] 

Example: The most common treatment duration at our practice is 0-11 months, with 45.2% of our youth patients having SSRIs dispensed for this duration. Of the youth dispensed SSRIs, 24% have been dispensed these for 24 months or more. 

Example: National data show that about a third of youth have an SSRI treatment duration of 0-11 months and another third have a treatment duration of 24+ months. This contrasts with our patient population, where we have a relatively higher proportion of young people being prescribed SSRIs for 0-11 months, and a lower proportion for 24 months or longer. 

Example: In our practice, European young people are more likely than other ethnicities to have an SSRI treatment duration of 24 months or more.

	Text16: [Editable text – write your notes here] 

Learning example: In our practice, youth SSRI treatment duration across all ethnicities is shorter than the national average; European young people in our practice are taking SSRIs for longer periods than other ethnicities.

Reflection example: I think as a practice we are conscious about regularly reviewing youth patients taking SSRIs; we also have access to good-quality, free counselling services for young people and the waiting list isn’t too long. These factors may explain why, on average, our young people remain on SSRIs for shorter time periods than the national average. However, the fact that European young people tend to remain on SSRIs for longer than other ethnicities is concerning and requires some more thinking. This could indicate that we are over-treating this cohort of the population, or that we are not reviewing our other young people as often, and their prescriptions are being stopped before the planned treatment time frame has been completed. 

Action example: I will raise this at our next clinical meeting, and we can consider initiating a process for recalling our young people on SSRIs at regular intervals, and proactively following up if they don’t attend.

	Text17: [Editable text – write your dates here]
	Text18: [Editable text – write your notes here] 

Your practice patients* aged 12 to 25 years:

• Māori = 1706 (43.8%)
• Pacific = 1488 (38.2%)
• Asian = 306 (7.8%)
• European/Other = 399 (10.2%)

Number & percentage of your youth practice patients dispensed psychotropic medicines:

• 387 (9.9%)

Your youth practice patients dispensed psychotropic medicines:
Antidepressants:

• Māori = 117 (45.5%)
• Pacific = 44 (17.1%)
• Asian = 17 (6.6%)
• European/Other = 79 (30.7%)

	Text19: [Editable text – write your notes here] 

Professional development/peer group meeting/practice team meeting: 

• Each team member to read the He Ako Hiringa article: Time to focus on youth mental health tinyurl.com/453t7w72
• In a clinical team meeting, watch the He Ako Hiringa recorded webinar Youth Mental Health: Supporting our young people/rangatahi tinyurl.com/YMH-webinar
• Explore and discuss other available resources such as those from Whāraurau: wharaurau.org.nz 
                  o Lunchtime Learning sessions tinyurl.com/bdeubca3 
 
	Text20: [Editable text – write your dates here]
	Text21: [Editable text – write your dates here]
	Text22: Your youth practice patients dispensed psychotropic medicines:
Antidepressants:

• Māori = 117 (45.5%)
• Pacific = 44 (17.1%)
• Asian = 17 (6.6%)
• European/Other = 79 (30.7%)

	Text23: [Editable text – write your notes here] 

Create a local services guide: 

• Find out who your local mental health service providers are (including Kaupapa Māori providers) and create a guide for the clinic. Consider translating this into te reo Māori and Pasifika languages.

	Text24: [Editable text – write your notes here] 

Offer a mental health education/information session for your local high school/community, or to local groups or organisations that support young Māori and Pacific peoples:

• This could be a nurse-lead information session
• Options to deliver in the clinic or at outreach sessions at schools 
• Contact local schools to determine interest
• Add in other relevant health topics if required (eg, sexual health)
• Example of a Youth Clinic: Young people keep themselves safe tinyurl.com/yck94rme – this is an example of a Youth Clinic that could be adapted into an education session to suit your local area to funding model.

	Text25: [Editable text – write your dates here]
	Text26: [Editable text – write your dates here]
	Text27: [Editable text – write your dates here]


