Workshops
 Working with Challenging and Disengaged Young People : Michael Hempseed
 The ASNG Model of Supporting Nurses Working in Schools : Heather Laxon and Diana Nicholson –
Auckland School Nurses Group
 Young People and Pornography : Diane Shannon and Sarah Harvey – Community and Public Health –
CDHB
 Overcoming Barriers to Connection: Communicating in Dire Circumstances : Dr Anne Scott, Bella Aitkin,
Dr Don Quick, Kelly Pope, Dr Cathy Solomon
 Borderline Personality Disorder/PTSD – What are they, What’s the Difference? : Dr Sue Bagshaw, The
Collaborative Trust
 Enhancing Wellbeing Through Nature and Adventure : Daniel Eastwood and Briar Gallagher – St John
of God Hauora Trust

Working with challenging young
people.

6

What could you do to make this situation worse?

7

What could you do to make this situation better?

8

The Teenage Brain

Teenagers

• Future
• Abstract
• Complexity

More Passengers= more likely to crash

•

•

Preusser, D. F., Ferguson, S. A., & Williams, A. F. (1998). The effect of teenage passengers
on the fatal crash risk of teenage drivers. Accident Analysis and Prevention, 30(2), 217222.
Teen Driver Risk in Relation to Age and Number of Passengers May 2012
AAAFoundation.org Brian C. Tefft Allan F. Williams Jurek G. Grabowski

You sound like Elmo

What causes young people to become upset, angry
or violent?

13

What are the threats in the following images?
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Fear = violence

Fear as Anger

Yurgelun-Todd, D. A., & Killgore, W. D. (2006). Fear-related activity in the prefrontal cortex
increases with age during adolescence: a preliminary fMRI study. Neuroscience letters, 406(3),
194-199.
Social anxiety predicts amygdala activation in adolescents viewing fearful faces, by: William D.
S. Killgore, Deborah A. Yurgelun Todd Neuroreport, Vol. 16, No. 15. (Oct 2005), pp. 1671-1675
Killgore WDS. Yurgelen-Todd D. Cerebral correlates of amygdala responses during nonconscious perception of facial affect in adolescent and pre-adolescent children. Cog
Neuroscience Mar 2010 1(1):33-43.

People who have suffered significant
trauma often see a neutral face as an
aggressive face!

•
•

Emotional and cognitive changes during adolescence
Current Opinion in Neurobiology, Volume 17, Issue 2, Pages 251-257
Deborah Yurgelun-Todd
Felmingham, K. L., Bryant, R. A., & Gordon, E. (2003). Processing angry and neutral faces in post-traumatic stress disorder: an eventrelated potentials study. Neuroreport, 14(5), 777-780.

What’s really going on?

What might make someone feel threatened?

22

• How would you feel if a teacher said
• “We have a special activity after lunch?”

23

What should you do if an activity is really not
working?

24

Set up the environment the way you want it?

25

Build Rapport

26

Can I have a volunteer to read the follow
paragraph?

27
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Little Johnny

30

www.plainsfm.org.nz
lighthouse of Hope

Heather Laxon – PG Dip Youth Health
Diana Nicholson – PG Dip Youth Health

Overview of the ASNG
 History of ASNG
 ASNG model today

 Professionalisation of the group
 Supervision and PD
 Networking in clusters

 Consultative process
 feedback from members
 Further suggestions

History of ASNG – how it got started
 Small group of RN’s working in non funded schools
 No support from DHB – prior to PHO’s

 Instigated networking for self preservation
 Identified need to connect
 Phone contact in schools near members

 Meet after work once a month
 Annual study day
 Letters were faxed
 Newsletters mailed out ($1,500+)

1990’s
 Portfolio development
 Youth Health emerging as speciality

 CfYH
 Retiring ‘old guard’
 Youth Health post grad study

 AIMHI
 Links with DHB’s

ASNG model today
 OUR VISION

School nurses contribute to the wellbeing and resilience of
young people by ensuring they are healthy, happy, safe and
participating positively in New Zealand society.
 OUR MISSION

The Auckland School Nurses Group strives to promote
excellence by supporting evidence based professional practice,
empowering nurses in schools to enhance their skills and
knowledge through professional development and supervision.

Who we are
 Membership currently 120 members
 Predominately Registered Nurses

 50/50 funded and non funded nurses including private schools
 We charge an annual membership fee and a nominal fee for our study days
 An executive committee has 10 members made up of cluster

representatives, co-presidents, minute secretary, correspondence
secretary, treasurer and SYPHANZ representative.
 These are all voluntary positions, we pay travel costs to attend the
meetings.

Professionalisation of the group
 Clear that not providing industrial support
 AIMHI

 Could see the benefit of strong networking
 Created geographical clusters
 Aligned with CNA(NZ) initially

 HPCA Act
 Portfolio development
 Website 2004/5

Supervision & Professional Development
 Driven by the passion of one member
 Adopted by the ASNG

 Provides a framework for group supervision
 Provide bi-annual workshops for training

 Hold bi annual study days
 Actively seek free PD opportunities and notify members via email

Networking in clusters
 Predominately geographical by school locality
 May be fluid to ensure school clinic is staffed

 Meet monthly for 2 hrs – majority in work time
 Encourage connection with cluster member for collegial support
 Each cluster has a nominated representative on the Executive Committee

 Organise in advance a schedule which includes who is hosting/venue, who

is presenting and minute taker.
 Agenda and minutes sent out via email.

Consultative process
 Cluster representative brings ideas / concerns from the cluster to the exec
 Reports exec feedback to cluster

 Training Needs Analysis
 Developed rules
 Comment on national documents

 National Youth Health Nursing Knowledge & Skills Framework

Feedback from members
 Prevents nurses feeling isolated, particularly when new to role
 Knowledge is updated and practice supported

 Opens door to youth specific professional development
 Reinforces the value of the school nurse role
 Reflective case reviews and peer advice is helpful as provides a health lens

in an education setting
 Opportunity to discuss reports and updates eg SHARP, SYHPANZ and
NCNZ regarding portfolios.

Further suggestions – HWNZ funding, access to
PD via DHBs
 Stocktake of the school nurses in your area
 Intentional invitation to new school nurses to join a school nurses






network
Approach the DHB for access to HWNZ funding for post graduate study
Approach the DHB about accessing e-learning sites and other PD
opportunities
Develop an agreed process for the structure and facilitation of network
meetings
Formal supervision training workshops for members

Young people &
pornography:
start the conversation
Diane Shannon & Sarah Harvey
Community & Public Health
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30% internet traffic is porn (2012)
US $25 billion industry
International stats: 80-95% young people viewed
porn
NZ Netsafe estimate 80-90% NZ young people
90% boys, 61% girls (pre- smart phone) Fleming et al. (2006)
Kiwis 5th most regular visitors (per capita) to
Pornhub

 Average age 1st exposure – 11 years
(international)

Pornography has
changed and it’s
rougher, harder and
more violent than ever
from In The Picture, Maree Crabbe (2014)

from In The Picture, Maree Crabbe (2014)

“There is increasing awareness that the mainstreaming of pornography &
ease of access has an impact on what teenagers believe & the attitudes &
behaviours they take into sexual encounters & relationships”
from What’s in a story? Family Planning (2013)

“With a couple of clicks children and young people of all ages can now gain
access to hard-core, very explicit imagery. For many children and young
people, exposure to online pornography is their sex education – but what
they see are often violent portrayals of sex that lack the love and respect
that young people need in order to understand the key ingredients of
healthy sexual relationships. For many understanding of what constitutes
consent is also becoming very blurred.”
— Sarah Brennan, CEO, YoungMinds

Powerful teacher & reinforcer of sexual norms:
“The most prevalent learning experience or sex educator &
teaches young people about: consent, sexual health, pleasure,
performance, power and aggression”
from Young Men using Pornography, Michael Flood, 2010

“Pornography is a very powerful teacher of attitudes and
behaviours with highly effective messaging because it provides
ideal elements essential to learning: images, arousal, the
modelled example of others and it is biologically rewarded and
reinforced.”
from Layden, M. A. Pornography and Violence: A New look at the Research, 2010

from In The Picture, Maree Crabbe (2014)

from In The Picture, Maree Crabbe (2014)

from In The Picture, Maree Crabbe (2014)

 Can lead to viewing sex as primarily physical (not affectionate)
 more permissible attitudes towards casual sex
 an acceptance of female submission as the primary sexual paradigm
 viewing women as sexual play things eager to fulfil male desire
Owens et al (2012)

 Increased likelihood of viewing women as sex objects (70% ‘encourages
society to view women as sex objects’) Peter & Valkerberg (2007)

 Increased sexually aggressive attitudes & behaviour Owens et al (2012)
 Unrealistic attitudes (82% agreed porn leads to unrealistic attitudes)
 Sense of entitlement Owens et al (2009)

 Problematic messaging regarding consent, coercion, sexual violence,
sexual equality and entitlement.

Positive Actions
 Having positive, honest conversations
 Critique what you see – who telling the story? What are they saying?
How would someone else tell the story?
 Desire to be good lovers – better sex is about mutual pleasure,
exploration & learning together, fun fumblings!
 Healthy relationships – how to negotiate with partner, good sex is
mutual
 Reality vs. Fantasy – paid actors, “sexual athletes” who have trained their
bodies to do certain things

 Human rights – article 5. No-one shall be subjected to torture or to cruel

inhuman or degrading treatment or punishment.

Why can communication
sometimes be so
difficult?
Child Custody when Parents have Mental Illnesses and/or Addictions Project

Why are they talking past each other?
So, they’re never judged on their first [meeting], unless they’re
screaming, yelling and refusing to talk, but that’s not really about the
mental illness. We’d never judge about mental illness. It’s more about,
you were angry, you were extremely angry, and you put up some
resistance for us just to talk to you. [social worker - 2care2]
My partner just gets everything pulled from her. They'll say certain things
to her and she's young and she doesn't think what she says back to them.
They'll ask her certain questions where she shouldn't give answers. There's
certain things that she wants but she doesn't know how to tell them that
because she's scared of them. She's completely scared shitless. [young
father – 2parent11]

Wm Reddy on emotional cultures
• “Affect” – multiple, pre-linguistic, unfixed, visceral, feelings…
• Gets translated culturally into “Emotion”: fixed, named, singular.
• On a sea of feeling, by a yacht of “emotives”

Emotional cultures in statutory social welfare
• Affect translated into only certain acceptable emotions…
• Hierarchical relationship
• Professionals as rational, expert and humane
• Clients as docile, cooperative and open to learning

• The social technology of the ‘confession’
• ‘Discipleship’: almost a therapeutic activity

What if people deviate from the script?
• Embodied affect and ‘required’ emotions fit poorly
• Rage and shame
• What results?…

Why are they talking past each other?
So, they’re never judged on their first [meeting], unless they’re
screaming, yelling and refusing to talk, but that’s not really about the
mental illness. We’d never judge about mental illness. It’s more about,
you were angry, you were extremely angry, and you put up some
resistance for us just to talk to you. [social worker - 2care2]
My partner just gets everything pulled from her. They'll say certain things
to her and she's young and she doesn't think what she says back to them.
They'll ask her certain questions where she shouldn't give answers. There's
certain things that she wants but she doesn't know how to tell them that
because she's scared of them. She's completely scared shitless. [young
father – 2parent11]

How does stigma arise?
We categorise: naturally eg me/not me; food/poison

schooled eg friend/enemy; right/wrong
We explore and categorise: secure/insecure (attachment theory)
How do we tell the difference? Primarily by emotions
.
eg pleasure and laughter, fear and disgust
Then, we exercise judgement, using prototypes eg friend/enemy
We all do it. We do it differently in different situations
eg in family and community; professionally; in associations.
And so we learn to discriminate, often on the basis of “not me
please”, using stereotypes to project what we don’t want for
ourselves onto the other, not as another person but as a class of
persons, or worse, things.

Stigma

Some characteristics:
Situational/Local eg work
Relational
eg family
Physical
eg speech
Social
eg loss of status
Moral
eg threat to self-worth
Emotional
eg shame (self-stigma)
Intersubjective – arises in the space between people

Yang et al (2007)
Adding moral experience to stigma theory.
“What defines all local worlds is that something is at stake.
Daily life matters, often deeply....

Both the stigmatizers and the stigmatized are engaged in the
process of gripping or being gripped by life, holding onto
something, preserving what matters, and warding off danger.
If recipients of stigma find that what is held to be most dear is
being seriously menaced or may even be entirely lost, these
threats are also felt by non-stigmatised others and may lead
them to respond to the threat embedded in the stigmatizing
situation by discriminating against and marginalizing others.”
That is to say that those doing the stigmatizing are also facing
real or perceived threats of consequence.

Some suggestions for combating stigma.
Awareness of my own behaviours, which are likely to be different
in different situations. – How so?
Awareness of my own emotional responses (ditto).
.
-- Emotives?
Listening to others. – Being respectfully curious to know.
Reading people’s stories eg Like Minds, Like Mine.
Opening up: mindfully, non-judgementally. – Important for young
folk.
Seeing and telling ‘us/them’ influences eg in work, media, politics.
When behaving and feeling stuff, what’s going on between the
other (stigma?) and me (self-stigma)?
What are my moral values? What matters deeply?

Reframing Borderline Personality
Disorder – Bonnie Scarth, Sue Bagshaw

today

•
•
•
•
•
•

Definitions – comparing PTSD and BPD
The view of people who have BPD
The impact of stigma
Changing prejudice in helping professionals
A parent’s view
What helps

Pathologizing Trauma
'We need to ask, however, what kind of cultural process
underpins the transformation of a victim of violence to
someone with a pathology? What does it mean to give
those traumatized by…violence the social status of a
patient? And in what way does the imagery of
victimization as the pathology of an individual alter the
experience? Collective as well as individual? So that its
lived meaning as moral and political memory, perhaps
even resistance, is lost and is replaced by "guilt,"
"paranoia," and a "failure to cope"?' - Kleinman &
Kleinman (1996), p.10

Similarities, different language

DSM-5 Criteria for BPD

• Criteria updated for DSM-5 in 2013.
• A core feature of borderline personality disorder is an
intense fear of abandonment – so those with BPD
exhibit increasingly unsafe behaviors to avoid
abandonment.

The “ Uninviting Invitation” - Impact on Therapeutic
Relationships
• Because of the deep fear of abandonment, BPD clients may panic or get
very angry when a therapist is not available or out of town – even if prior
arrangements have been made.
• Splitting – the black and white thinking – can make them think you’re
super fantastic one day, then the worst person on earth the next.
• And this can be why many therapists struggle with BPD clients.

Prevalence

• About 1.6% of people have BPD in any given year (increasing).
• “Follow up studies show that remission is common − 74% after 6 years;
88% after 10 years (Zanarini et al, 2003a, 2006) − questioning the notion
that this is a chronic, unremitting condition.” (cited in Cailhol et. al.,
2015: 4).
• Risk of death by suicide for BPD is estimated to be ~10% - higher than
other psychiatric illnesses. Risk increases with co-occurrence of other
disorders.

Pathologizing Trauma?

• Golier et al (2003) proposed an alternative
model of BPD based on the high occurrence
of early trauma − a traumatic disorder
resulting from chronic childhood trauma.
• It’s worth noting that BPD was once
classified as a mild form of schizophrenia,
then a variant of PTSD. What will it be
classified as in the future? What should it be
classified as?

What do you think?

•
•
•
•

Small group – discuss people you have seen/know
What fits for them?
Label helpful?
Not helpful?

Real Voices (all names changed)

A six hundred question test, but you know,
they say to answer it as truthfully as possible
and I wanted to know, so I did. What that told
me, just from the results, was bipolar, OCD,
PTSD, generalized anxiety and borderline. So I
just have this melting pot of mental illness
swimming around in my brain. –Alan

A “melting pot” of trauma

When I was younger he (stepdad) would beat my mum, and as I started
getting older he started hitting me, and then I realized days when he was
hitting me he wasn’t hitting her, so I started to pick fights on purpose
and that way he would focus on me and not hit my mum. For me that
was what had to happen because I wasn’t going to let my mum go
through that. So I knew that if I was gone he would be hitting her again,
so I couldn’t (suicide) at that point. I had to stick it out for her. – Alan

and more trauma…
…This is another reason for some of (mental illness)… is I
grew up without a dad and never questioned why until I
was around twelve…and one day I asked my mum, “Why
don’t I have a dad? Everyone else I know has a dad. I
have a step-dad, why don’t I have a real dad?” And that
is when she told me she was raped and … it kind of
exploded my twelve year old brain. So yeah, that was a
very hard thing to learn…And at that point in time we
were on welfare, we lived in a broken down hundred and
fifty year old house that was falling apart at the seams. –
Alan

And upon learning the Diagnosis
In NYC… I saw a therapist for many years, for the abuse, for my mental illness…when I came
up here that therapist I did not like, I guess in our 2nd year of working together told me I had
that disorder... As weird as this sounds I went nuts, I started cutting (something I had never
done before) and many times would not talk to her. I did many suicidal things but never told
her because I had no trust for her. Now as strange as it seems…it kind of fits like an old
comfortable jacket or sweater. I will never understand my first reaction knowing how clearly
aside from bipolar, the diagnosis suits…this was deep but I want so badly to feel like I matter
and just…that I can make a difference and…Because one of the things I learned most from DBT
is I need to think of me, not as a victim but a survivor. - Sally

Contextualising that diagnosis

I have survived a stroke, two rapes, I have watched my
mother die, I held her hand until she took her last
breath for ten hours, I watched my father die; I have
been through the mill and then some, and I don’t ask
for pity, I don’t tell everyone this story, but you know
what? Yes, sometimes I want to kill myself because
sometimes I do get a bit overwhelmed or a lot
overwhelmed and I try and find … that is my biggest
problem right now in terms of suicide, two, three
o’clock in the morning…- Sally

Another survivor

My mother had extremely serious mental problems, I can see that now
more clearly. I had a relationship with my mother, and my father knew
about it and beat me because of it. Most of my memories don’t really start
until I was about eleven years old, and I can’t remember anything with any
accuracy prior to when we moved overseas really, not much before that,
which was when I was ten years old. It was not a voluntary relationship. –
Lucas

And the impact of trauma – and stigma-shame

The events that got me sober involved a suicide attempt with a gun –
the only time I ever owned a gun…. I was tired of feeling the way I
did. I was absolutely tired… I feel a little ashamed of myself, but that
is sort of normal and not terribly …
I: Where does the shame come from?
Because I tried to kill myself. Because I am somebody who has done
that. I have always felt ashamed of that. - Lucas

Mental illness vs “a personality thing”

But from fourteen to eighteen I really thought that was who I
was going to be for the rest of my life; I thought it was a
personality thing and I lived in a place where people didn’t
think mental illness was a real thing…but for a long time I
thought it was a personality thing and I was going to be a sad,
depressed person forever. - Angela

BPD Stigma
• Research consistently shows that BPD patient stigma is an issue among those
working with BPD patients/clients (Dickens et. al., 2015).
• Bonnington and Rose (2014: 8) found that “nurses commonly view BPD
patients as difficult, annoying, manipulative, treatment-resistant, dangerous,
attention-seeking, nuisances, and timewasters. They also report fear and
frustration in reaction to self-harming behaviour and tend to view those
diagnosed as ‘bad’ rather than ‘ill’.”

Difficult people

•
•
•
•
•
•

Litigious
Worshipful
Insightful
Intelligent
Life controls them
Rejection

How to Re-frame and re-work

• Clarke et. al. (2015) demonstrated
effectiveness of using Acceptance and
Commitment Training (ACTr) and
Dialectical Behaviour Training workshops
with mental health staff. First study of its
kind on how to effectively reduce stigma
among mental health staff towards
personality disorders.

Clarke, S., Taylor, G., Bolderston, H., Lancaster, J., & Remington, B. (2015). Ameliorating patient stigma amongst staff working with
personality disorder: Randomized controlled trial of selfmanagement versus skills training. Behavioural and cognitive

.

psychotherapy, 43(06), 692-704

• The DBTr gave mental health staff knowledge and skills to
incorporate into their clinical practice. The training
workshop involved both experiential group and individual
exercises, and didactic presentations.
• DBTr also taught staff how to validate their patient’s
experience (Clarke et. al., 2015).

Clarke, S., Taylor, G., Bolderston, H., Lancaster, J., & Remington, B. (2015). Ameliorating patient stigma amongst staff working with
personality disorder: Randomized controlled trial of self-management versus skills training. Behavioural and cognitive
psychotherapy, 43(06), 692-704.

• Primary outcomes were changes in attitudes towards BPD
patients, and staff-patient relations (therapeutic
relationship; social distancing) following training; secondary
outcomes related to measures of staff wellbeing (distress,
burnout, and psychological flexibility). This was sustained
at 6 months.

What has helped you?

• What has helped / could help you in your work with people who have
these symptoms?

What Helped Alan
“…I had seen a couple (of counsellors), but they were like, just no empathy and
of course, at that age I didn’t know what that was, I just felt like they were a
teacher doing a job that they got roped into, which may have been the case! But
the counsellor my last two years of high school I actually felt she cared, and plus
the difference was she was a woman and a mother, and the other counsellors I
had were men, and up until that point in my life most of the men I had come into
contact with were not good people..”

What helped Alan
So one of the things that my therapist had recommended while I was going through all this
was meditation… But she recommended a book by a Buddhist priestess called Pema
Chodron…and she described a method of meditation that really worked for me, where, rather
than, you know, doing the thing with your fingers and focusing on the energy of the universe
and all that hippy bullshit, it was just deep breathing, focusing on the out breath and then
rather than actively trying to clear your mind just instead just try to be aware of your
senses…That really worked for me! I meditate daily now and … it helps so much. For me just
that style of mediation works, whereas everything else I had tried was hippy bullshit and I am
not going to do this.”

What helped Ludo

…I have had that experience in therapy where I would actually
have … I would actually come out with something I wasn’t
planning to say and it would be spotlighted a bit. My initial
reaction would be very strong, but you know, after a while I
could be sort of brought to see that this was not the most
damming thing in the world…”

What helped Ludo

“I think it is very important … it is very important to
have mundane contact with humans. It is good to have
responsibilities, but I am accountable to them (dogs) at
such a basic level, I have to be more accountable than
that. I have to … one has to open one’s self up to
become accountable to someone else, and I think as
long as one feels accountable…. You know, they (dogs)
became very therapeutic for me, certainly when my
third wife left me, and that was very … you know,
without the dogs I wouldn’t be here.”

What Helped Sally

• DBT
• Music with headphones on
• Empathetic, non-judgmental therapists (males).
•

•

My therapist - I have a new therapist now and I have only had him for a month or two, maybe three months – but I prefer males and everyone is like, “A
woman who has been raped more than once and likes a male therapist?” My very first therapist was in college. I was having a problem with testing and one
of the professor’s sent me to the psychology office and I met Dr. X and he did the testing for test anxiety and then he pulled me into his office a couple of
times and said, “I think we need to talk,” and the next thing I knew I had a psychologist! I spoke to him once a week and it was very comfortable between us.
So it is not that I don’t like women, but I have had a lot of bad experiences. My first one threw me in the psych unit because she insisted it was … I was not
quite sure exactly what she thought because I didn’t feel like talking and I had headphones in my ears and I was listening to music, which is really soothing to
me – that is another thing that takes me away from it – self-soothing, and she just got upset and she had them come and take me. The next day when I got
out of there – for all of three days – I was really suicidal.
The only think I miss about it is DBT which is dialectical behavioural therapy…It is good and I miss the fact that there is none up there. I keep saying I know
every now and again you get a group going and I would really like it if you could … because I would really like to go

What helped Angela
“Also when I was a freshman at College I started seeing this therapist that I adore –
I call her my soulmate therapist, she is just a great person…because I had three or
four in high school that I just thought were awful. One of them was just a second
mum – she was such a bully! But I really, really liked this therapist and I think she
had a good effect on my life. A lot of the things we talked about when I was a
freshman in college were how feelings and thoughts are not necessarily your
identity, and we talked kind of about brain chemistry and dealing with moods and
stuff, so all those things were percolating in my brain as I was still being a pretty
suicidal eighteen year old….That was when I finally felt I could actually … it’s bad
metaphor, but for a long time I was like, “I can’t see the light at the end of the
tunnel,” and that was the first time I was like, “Oh my God, there is a light!” and
then … very bad metaphor, but I went through the tunnel!”

What helped Angela
“And then I met A and it was like, therapist true love! I think a lot of
the reason I liked A…is because she is just very patient and kind. She
is significantly older than any other therapist I had seen – she is
probably in her late sixties, so almost a grandma presence. She is
very… very hippy-liberal, like we both … would talk about theatre a
lot if I don’t want to talk about serious stuff, so it helped that…we
liked talking to each other, like we had a level of rapport… I liked her
because she wasn’t pushy. If I came in and I just needed to be
stressed about stuff …that is what we would talk about. But then
sometimes…one of us would be like, “Okay, I think we should talk
about these things today” and that is what we would do. I always
find it more helpful when I go and talk to someone to have a list…like
these are the three things … and we might not even get through the
whole list, but it was helpful because otherwise I rambled…”

What helped Angela
“…I just trust her a lot more than other people because she is very …
non-judgemental, very professional and very open to other things…So
she would be like, “Sometimes I just colour with my patients.
Sometimes we watch a JK Rowling video.” Yeah, I would say the
reason that I like her was she was just non-judgemental, which was
not something I was getting at any other place in my life. I didn’t
want pity, but I wanted someone who would listen to me and have an
intelligent conversation. I have a few friends that I can do that with,
which I am very grateful for, but because they know me and have
known me since before all this happened they clearly are biased
and…they have sort of been there for all of that. Having her sort of be
a new person who I could kind of share the parts of the story that I
wanted to as they came up. I am sure she cares about me, but the
fact we weren’t already part of each other’s lives was helpful…”

All that trauma – yet, hope
…When you come to that point where you feel that the pain isn’t worth it
anymore…What I likened it to is someone on the eightieth floor of the World
Trade Centre. The fire is coming…they are doing to die and they know they are
going to die, and the fire is coming up, and they jump. They don’t jump with the
hope they are going to survive from the eightieth floor – people jump from
fourth floors thinking it will kill them – they made the decision that the quick
stop was going to be better than…burn to death. A lot of times when people
decide to try suicide it is the same thing, the slow pain is not worth when they
can do the quick stop. But you know, when you are faced with a situation like
that and death is guaranteed you are going to take the route that is not
terrifying and horrendous. But when it is something that with a little bit of work
you could get through, yeah, the pain is bad but it hasn’t always been like that.
There were good times and there can be good times again, you know? …it’s how
to make joy possible again – because it is possible, you just don’t see it at the
moment. – Alan

Share in your group

• What have you found useful?

What do we do? – The A, B, C

• Attention
• Acknowledge/validate
• Address underlying
issues
• Attachment
• Arts/Creative Process
• Believe everything
and nothing
• Continuity

•
•
•
•
•

De-awfulisation
Engagement
Enhance options
Encourage choice
Eliminate dependence – keep
giving the ball back
• Flipside thinking
• Listen

Secondary care

•
•
•
•
•
•

Helpful or not?
Role of Respite
Support for whom?
Three way team
Vouchers – use of emergency services
Participation

Erich Fromm

We can’t make people sane by making them adjust to this
society. We need a society that is adjusted to the needs of
people

“The Body Keeps the Score”
Bessel van der Kolk
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Where to get help
Below is a list of some of the services available in New Zealand that offer support, information and help. All services
are available 24 hours a day, seven days a week unless otherwise specified.
•Lifeline – 0800 543 354 or (09) 5222 999 within Auckland
•Suicide Crisis Helpline – 0508 828 865 (0508 TAUTOKO)
•Samaritans – 0800 726 666
Depression Helpline – 0800 111 757 or free text 4202 (to talk to a trained counsellor about how you are feeling or to
ask any questions)
• Sexuality or gender identity helpline OUTLine NZ – 0800 688 5463 (OUTLINE) provides confidential telephone
support.
•Youthline – 0800 376 633, free text 234 or email talk@youthline.co.nz
•What's Up – 0800 942 8787 (for 5–18 year olds). Phone counselling is available Monday to Friday, 1pm–10pm and
weekends, 3pm–10pm. Online chat is available 7pm–10pm daily.
•Kidsline – 0800 54 37 54 (0800 kidsline) for young people up to 18 years of age. Open 24/7.
Skylight – 0800 299 100 (for support through trauma, loss and grief; 9am-5pm weekdays)
•Supporting Families In Mental Illness - 0800 732 825 (for families and whānau supporting a loved one who has a
mental illness)
Alcohol and Drug Helpline – 0800 787 797 or online chat
•Are You OK – 0800 456 450 family violence helpline
•Anxiety phone line – 0800 269 4389 (0800 ANXIETY)
•Shine – 0508 744 633 confidential domestic abuse helpline
•Rape Crisis – 0800 883 300 (for support after rape or sexual assault)

Enhancing Wellbeing Through
Nature and Adventure

Briar Gallagher
Dan Eastwood
Adventure Therapy Facilitators
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What is Adventure Therapy
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Adventure Therapy Waipuna
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Exercise
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Risk
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Research
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Young Peoples stories

•

Questions/Feedback

ADVENTURE THERAPY
AOTEAROA

Adventure Therapy is a
diverse field of practice
combining adventure and
outdoor environments with
the intention to achieve
therapeutic outcomes for
those involved.

Welcome to Mana Wahine…

• (Note: The images shared here are used with permission from the YP within them, but your confidentiality and respect is appreciated)

Pick-ups….

Karakia….

Check- In and Check Out…

Team Challenges…

Adventures!!!!!

Learning….

Reflecting…

Celebrating!

Risk…?

Healthy Risk

Otherwise known as wilderness therapy,
outdoor behavioral health care (OBH) is a
form of counseling that uses traditional
counseling techniques in natural outdoor
settings. OBH is most commonly defined as
“the prescriptive use of wilderness
experiences by licensed mental health
professionals to meet the therapeutic needs
of clients” (Pace et al., 2014, p. 1).

Research

Outdoor Behavioral
Health Care
Over the past few decades, it has grown
considerably, receiving increased recognition in
the counselling field.

(Behrens, Santa, & Gass, 2010; Hoag, Massey, Roberts, & Logan, 2013; Reese &
Myers, 2012; Russell, Gillis, & Lewis, 2008; Tucker, Javorski, Tracy, & Beale, 2013;
Wolsko & Hoyt, 2012)

Research

Increased urbanization closely correlates
with increased instances of depression
and other mental illness. Taking the time
to regularly remove ourselves from urban
settings and spend more time in
nature can greatly benefit our
psychological (and physical) well-being.
A nice long hike, sans technology, can
reduce mental fatigue, soothe the
mind, and boost creative thinking.
Exposing children with ADHD to
“green outdoor activities” reduces
symptoms significantly.
The results of this study
suggest nature exposure can
benefit anyone who has a difficult
time paying attention and/or
exhibits impulsive behaviour”.

Time in nature reduces a
person's chance of developing a
range of diseases, including
diabetes by 43 percent,
cardiovascular disease and
stroke by 37 percent and
depression by 25 percent.

Research
Nature: not just a pretty face
Findings from Planet Ark's Adding Trees - A
Prescription for Health, Happiness and
Fulfilment report was conducted ahead of
National Tree Day taking place Sunday July
31.

Nature induces positive feelings
through a number of
physiological mechanisms,
including activating the brain's
dopamine reward system.
Students who take part in
outdoor learning programs
perform better in reading,
writing, maths and science, with
77 percent of teachers reporting
student improvement in
standardised tests.

A strong connection to nature makes
people more likely to feel passionate
about relationships with their friends
and family.

Research

