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II. ABSTRACT 

 

Tertiary Learner Mental Health and Wellbeing: The Development of a National 

Framework 

 

Positioning of Research Project within the wider Doctor of Professional Practice programme 

 

This practitioner thesis explores the impact of tertiary study on the mental health and 

wellbeing of tertiary learners. I describe a dual practice approach combining two threads - the 

development of the work-based project for mental health of tertiary learners in education 

implemented as the Mental health Education Evaluation Tool (MEET) and the articulation of 

my professional framework of practice as a leading practitioner within the discipline of 

nursing associated with the mental health and wellbeing of tertiary learners. Through my 

professional practice I aimed to achieve a stigma-free culture at Otago Polytechnic (OP), 

Dunedin, New Zealand, associated with mental ill-health of learners and to heighten their 

wellbeing. My contributions in these areas are three-fold.   

The first contribution is the articulation of my framework for practice, as a change agent in 

the field of mental health in tertiary education. My innovative practice demonstrates 

leadership and the capability to positively influence a stigma-free tertiary environment. My 

professional practice has led to the implementation of a mental health education evaluation 

tool to enhance the mental health and wellbeing of tertiary learners. This practice change is 

my second substantial contribution. My third contribution is the creation of a strong mental 

health education evaluation tool that can be applied within organisations at a regional level, 

and on a larger national scale such as Te Pūkenga, to create a stigma-free tertiary 

environment. The findings of each of these three contributions are placed in the context of 

established literature and practice, and I reflect on my personal learning from that. 

Throughout this work-based project I am positioned as an educator within the discipline of 

nursing. I was concerned at the escalating numbers of tertiary learners presenting with an 

inability to cope with their own mental ill-health. I was intrigued to learn whether this 

phenomenon was specific to nurse learners only or was this a wider organisational epidemic?  
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These distressing situations for learners led to my motivation and drive to engage in the 

Doctor of Professional Practice programme with a mission to extensively understand the 

issues that learners are facing. With escalating numbers and acuity of tertiary learners 

presenting with mental ill-health, I believe all tertiary education organisations have a 

responsibility to act on these issues.  

This Doctorate in Professional Practice (DProfPrac) engages with the work-based project to 

investigate the impact of tertiary study on the mental health and wellbeing of learners. In 

addition, this project has identified that developing academic resilience in learners is 

advantageous to their success and retention in their chosen course of study and has therefore 

been embedded in the Mental health Education Evaluation Tool.  

Throughout this work-based project I have wanted to understand the lived experiences of 

colleagues both within Otago Polytechnic and nationally, employed by tertiary providers. 

Colleagues shared their personal experiences with distressed learners through semi-structured 

interviews. All data was analysed by engaging with a thematic approach to reveal three 

overarching key themes: resilience; environment and mental ill-health. Phase One of the 

practice research saw the development of the Supporting Distressed Students flowchart, in 

collaboration with Hayley Laughton, which has been presented internationally. A further 

development has been the Mental health Education Evaluation Tool, or MEET.  This 

evaluation tool has demonstrated that the focus on supporting distressed learners’ approach is 

robust and flexible in the way it could be adapted to form a tool for enhancing mental health 

in tertiary learners.  I describe the process by which this tool was accepted for 

implementation by the institution, including collaborative inquiry to illuminate practice, 

scrutiny and critique by the Mental Health Wellbeing Advisory Group and the Executive 

Leadership Team.   

This tool opens a space to create national and international positive change in reducing 

stigma that surrounds mental health in the tertiary environment. It will strengthen 

collaboration between internal and external partners to better support learners’ tertiary 

educational experience/s. 

I started this work with personal experiences of distressed learners; however, it is not just my 

experiences with learners that are of concern, it is much wider than this.  

This practitioner thesis demonstrates that colleagues nationally are faced with learners 

presenting in similar distressing situations. The impact of this work is to inject much needed 
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support for tertiary learners, in the first instance at Otago Polytechnic, and secondly at a 

national level, that can be accessed prior to them becoming distressed to avoid crisis 

presentations.  

This support is twofold; firstly, implementation of primary support which learners can access 

through presenting to Student Support Services, and secondly, secondary support through 

workforce education that will aid academic and non-academic staff within the tertiary 

institution to have the confidence and the tools to assist and triage distressed learners 

effectively.  

Due to the escalating numbers and acuity of learner presentations related to poor mental 

health in the tertiary environment, this work-based project to address this public health issue 

is not only timely, but critical. 
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VI. GLOSSARY 

Mental health 

is defined as a state of well-being in which every individual realises his or her own 

potential, can cope with the normal stresses of life, can work productively and fruitfully, 

and is able to contribute to her or his community (World Health Organisation, 2014).  

Mental ill-health 

is defined by EVERYMIND as “The broad term often used as an umbrella term that 

includes both mental illness and poor mental health” (2022). 

Mental illness/mental disorder 

is defined as health conditions involving changes in emotion, thinking or behaviour (or a 

combination of these). Mental illnesses are associated with distress and/or problems 

functioning in social, work or family activities (American Psychological Association, 

2011). 

Poor mental health  

Poor mental health does not necessarily come with a diagnosis of a mental illness, 

whether or not people meet the criteria for a medical diagnosis, their mental health can be 

poor (Te Hiringa Hauora, Health Promotion Agency, 2021). 

Poor mental health can include prolonged high stress levels, general unhappiness with 

life, and ongoing low levels of depression and anxiety and can interfere with a person’s 

cognitive, emotional or social abilities. 

Some people who experience poor mental health for a long time, or who are highly 

distressed, may meet the criteria for being diagnosed with a mental illness. (Te Hiringa 

Hauora, Health Promotion Agency, 2021) 

Wellness 

is considered, “an active process through which people become aware of, and make 

choices toward, a more successful existence” (Stoewen, 2016, p. 983). This definition is 

based on three tenets: 
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• Wellness is considered a conscious, self-directed, and evolving process of 

achieving full potential. 

• Wellness is multidimensional and holistic, encompassing lifestyle, mental and 

spiritual well-being, and the environment. 

• Wellness is positive and affirming (Stoewen, 2016). 

Protective factors 

refer to conditions that improve people’s resistance to risk factors and disorders.  They 

have been defined as those factors that modify, enhance, or alter a person’s response to an 

environmental hazard that prompts a maladaptive outcome (Rutter, 2013).  

Intrinsic individual protective factors 

are countenances identical to features of positive mental health, such as self-esteem, 

emotional resilience, positive thinking, problem solving and social skills, stress 

management skills and feelings of mastery (Rutter, 2013).  

Risk factors 

do not predict a particular negative outcome with absolute certainty; they only expose 

individuals to circumstances associated with a higher incidence of that outcome. Risk 

factors stem from multiple life stressors, a single traumatic event, or cumulative stress 

from several individual and environmental factors (Tusaie & Dyer, 2004).  

Helicopter parenting 

is a term used to describe the phenomenon of “a growing number of parents—obsessed 

with their children’s success and safety—who vigilantly hover over them, sheltering them 

from mistakes, disappointment, or risks, insulating them from the world around them” 

(Vinson, 2013, p. 423).   

Pastoral care 

Pastoral care is described as “help with personal needs and problems given by a teacher” 

(Collins, 2021).  
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MEET 

The Mental health Education Evaluation Tool is referred to as the MEET throughout this 

practitioner thesis. The MEET is a contribution from my practice research designed to 

provide a structure/process that is visibly embedded in policy of all tertiary organisations 

to demonstrate accountability for enhancing the mental health and wellbeing of staff and 

learners through de-stigmatisation, access to well resourced, enhanced support services, 

and positive imagery. 

Distressed learner 

If someone is distressed, “they are upset or worried” (Collins, 2021).  

For the purposes of this practitioner thesis, the term learner relates to those studying at 

tertiary institutes or higher education. A distressed learner in this thesis is referred to as a 

learner who is upset or worried and undertaking academic study at tertiary level. 

Co-existing Problems 

In this thesis the term co-existing problems has been used when an individual(s) 

experiences both mental illness and addiction problems concurrently (Te Pou, 2022). 
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The phone rang. It was the local mental health service, where I had a 

nursing student, Mary, stationed on clinical placement. “Please, you need 

to come, now, straight away! There is a problem with Mary.” 

 

Upon entry to the mental health service, I saw Mary curled up on the floor 

in the hallway, so distressed in her own mind, she was unable to cope. I 

wondered at that moment if through academic study we were actually 

making learners more unwell. 

 

Seeing this distress was a pivotal moment in my professional practice and 

became my motivation for change. Upon reflection it was this moment, with 

this distressed learner, that sparked the beginning of my DProfPrac 

journey.1 

  

 
1 ‘Mary’ is a pseudonym used to relay ongoing accounts from actual lived experiences in my role as clinical 
lecturer in the mental health paper attached to the Bachelor of Nursing Programme. 
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 CHAPTER ONE: INTRODUCTION 

1.1 Introduction 

In this practitioner thesis I describe my three contributions: My first contribution relates to 

the articulation of my framework of practice as a leading practitioner within the discipline of 

nursing, associated with the mental health and wellbeing of tertiary learners. My second 

contribution is the change in my practice associated with developing and adopting that 

framework of practice, including advocating for bolstered mental health support2 of learners. 

My third contribution is the impact of that change in practice; the development of a practice 

research project for facilitating mentally healthy tertiary learners resulting in implementation 

of the Mental health Educational Evaluation Tool (MEET). 

The MEET is described in detail in Chapter Five; however, I see the importance of 

introducing this mental health education evaluation tool early in the thesis to provide context 

for the reader, as the MEET is discussed throughout the practitioner thesis. Initially, I look 

forward to the development of the tool, then I look backwards to the beginning phases of this 

practice research. I then move through the process of investigating the literature before 

detailing the method/methodology and findings as discussion. I begin now, by firstly 

introducing the MEET. 

The MEET was designed to provide a structure/process that is visibly embedded in policy of 

all tertiary organisations to demonstrate accountability for enhancing the mental health and 

wellbeing of staff and learners through de-stigmatisation, access to well resourced, enhanced 

support services, and positive imagery. 

The Evaluation Tool was developed using two approaches; firstly, the Rainbow Tick Action 

Plan was used as an initial template. The Action Plan is a certification mark for organisations 

that complete a diversity and inclusion assessment programme. Otago Polytechnic was 

certified with the Rainbow Tick in 2016. This template was a starting point for development 

of the MEET, to aid in consistency of documentation within the organisation.  

 
2 I use the term mental health support as an all-encompassing term inclusive of support for mental ill-health, 
environmental support, and resilience development in tertiary learners.  
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Secondly themes and sub-themes identified in the practice research were used to develop 

accreditation questions. These questions encompassed priorities identified by participants in 

their ethnographies, related to enhancing mental health and wellbeing of staff and learners. 

These questions were then grouped under five sections in the MEET: leadership, engagement 

and referral process, external partnerships, workforce education and evaluation and 

monitoring. 

Each of the five sections in the MEET consists of evaluative criteria that tertiary institutions 

in New Zealand would be required to meet. For the purposes of this practice research, the 

MEET was designed as a pilot for OP to implement in 2021. This MEET was designed to be 

able to be implemented into all tertiary institutions under Te Pūkenga. Further discussion on 

the development of this evaluation tool is detailed under Chapter Five: Part Two. 

I now lay out the flow of the practitioner thesis with particular focus being placed on the 

process that links my practice research and my learning journey; this process is captured as a 

reflective commentary, namely, “reflections on professional practice” indicated in text boxes 

interwoven throughout the practitioner thesis. Reflection is incorporated throughout the 

practitioner thesis dialogue, in addition to this, these text boxes highlight focused points of 

reflection throughout the Doctorate in Professional Practice (DProfPrac) journey.  

“Mary Moments” are also presented throughout this practitioner thesis to demonstrate the 

pivotal learning points in this DProfPrac journey. Mary Moments are typed in bold and stand 

alone on the page, they are presented at the beginning of each chapter. The chapter that 

follows each Mary Moment details the related focus as each part of the learning journey 

progresses. Mary is a pseudonym used to maintain learner anonymity and represents real 

experiences I have encountered with learners in my professional practice role.  

In this practitioner thesis the undertaking of the practice research is described which 

illustrates and informs the articulation of my professional framework of practice.  

This practitioner thesis was undertaken during late 2020 and further written during early to 

mid-2021. The first section is looking forward; however, I mostly write in the present tense 

looking backward.  
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Reflection on Professional Practice – Ready to Go (January 2012- 2018) 

I am a Registered Comprehensive Nurse with twenty-five years’ experience in a multitude 

of clinical settings. I made a choice to exit the clinical environment and advance into 

academia, which took time to get used to. It is a transition to go from direct patient care to 

teaching, it is an entirely different role. I completed a Master’s degree in Higher Education 

in 2015 as a requirement of my academic role and I came to learn that I really enjoyed 

being able to make a difference and create new knowledge through research.   

I am filled with hope and excitement on embarking on this DProfPrac journey. For me it is 

about making a meaningful contribution to those who are vulnerable and in need of 

support in relation to their mental health and wellbeing. I want to be able to look back 

when I am older and see that I have made a difference while I have been on this earth. I 

want to see a culture change in stigma reduction across New Zealand. I want to see people 

sharing their experiences of poor mental health openly and without judgement because 

they feel safe in disclosing this information. If I can achieve this, or even begin the process, 

then I will have succeeded. It is important to me to demonstrate to others that one person 

can positively impact the lives of many, you just need passion, drive, resilience, and 

determination.  

  

1.2 Outline of the Practitioner Thesis  

The practitioner thesis comprises seven main chapters. Chapter One is introduced below, 

while Chapter Two discusses the influencing factors and my own lived experiences which 

have motivated me to undertake this work, I discuss the origin of this practice research from 

my own experience and from an organisational perspective, and why this research is 

important.  

Chapter Three covers the Literature and Context, before Chapter Four outlines Methodology 

and Methods providing a more detailed understanding and application of 

autoethnography/ethnography within a qualitative paradigm, as the underpinning theoretical 

framework which guides this research.   

Chapter Five presents the data analysis and findings as discussion, including identification 

and discussion of the three main themes that have been analysed from the raw data. 

Comparisons between regional and national participant groups are presented.  
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The MEET is then presented, describing the development process, collaborative enquiry to 

illuminate practice, and the importance for Otago Polytechnic. Chapter Six introduces 

recommendations, limitations; implications for future practice and provides an overall 

summary and concluding comments.  Lastly Chapter Seven reflects on my professional 

framework of practice and my learning throughout the DProfPrac journey. 

 

1.3 Outline of Chapter One  

In Chapter One, I introduce the practice research topic including issues currently being faced 

by tertiary learners in relation to poor mental health. I then highlight the research purpose 

together with my original intent. I outline the research aims before presenting my 

professional practice statement. This statement was written at the commencement of the 

DProfPrac journey in 2018 and learning throughout the journey has identified limitations to 

this statement. These limitations are explained as an ‘update’ to the original professional 

practice statement to demonstrate the reflective process.  

An overview of Otago Polytechnic to provide context of the organisation where I am 

employed in a professional practice context as an academic is then presented, and I provide 

insight into who I am as a professional practitioner, and how I position myself within the 

discipline of nursing. I outline autoethnography/ethnography as the guiding theoretical 

framework, embedded in the qualitative paradigm. Chapter One then concludes with an 

overview of the practice research process, research design, and a summary of the following 

chapters. In the following paragraphs, I commence with discussion on the practice research 

topic and background context is provided. 

 

1.4 Practice Research Topic 

This practice research is focused on the mental health and wellbeing of tertiary learners, 

primarily at OP, Dunedin, New Zealand, as this is my professional practice context as an 

academic. My intention is to gain more extensive understanding of the issues that are being 

faced as an organisation in relation to the escalating numbers and acuity of tertiary learners 

presenting with mental ill-health (Storrie, Ahern & Tuckett, 2010). 
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The background/context positions the related literature in what is already understood within 

the field of mental health and wellbeing specific to tertiary learners. The historical construct 

of resilience is explored due to resilience being an important construct of mental health and 

wellbeing. Resilience in relation to mental health, education, stressors, risk, and protective 

factors are identified as emerging constructs in the literature (Bartlett, Taylor & Nelson, 

2016; Jayalakshmi & Magdalin, 2015). 

Poor mental health and wellbeing can also affect learners’ academic performance and their 

desire to remain in higher education (New Zealand Union of Students’ Associations, 2018).  

According to a systematic review conducted addressing mental health problems among 

tertiary learners globally (Storrie et al., 2010) poor mental health in tertiary learners is a 

growing problem. The main contributing factors are firstly that there is an increasing number 

of learners enrolled in tertiary study (Grøtan, Sund & Bjerkeset, 2019) and secondly, there 

are increasing numbers of learners presenting with poor mental health (Tinklin, Riddle & 

Wilson, 2005). Today, the tertiary learner population represents the largest in history (Grøtan 

et al., 2019). Currently, there are around 200 million higher education students in the world, 

an increase from 89 million in 1998 (World Bank, 2017). The increasing poor mental health 

in the population of learners is a growing concern but also an opportunity, I believe, to 

address one of the most significant public health concerns in the populace of young adults. 

Significant numbers of learners can be reached at an imperative time in their life (Hunt, 

Horsfall & Cleary, 2010).  

There is evidence to suggest a quarter of higher education students experience psychological 

distress (Bewick, Gill, Mulhearn, Barkham & Hill, 2008). It has been reported that an 

increasing number of tertiary learners with a serious mental illness has risen significantly 

(Storrie et al., 2010).  

In 2016, the National Union of Students (NUS) of Australia with Headspace: National Youth 

Mental Health Foundation conducted a survey on students’ wellbeing and mental health.  The 

findings of this survey showed that 65% of young adult students (16 to 25 years old) reported 

high or very high psychological distress. Storrie et al. (2010) reinforce these findings by 

stating the following: 

Given the global prevalence and burden of mental illness, it is likely there would be a 

significant number of learners with emotional problems enrolled in tertiary study, 
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both with a formal diagnosis and, also no formal diagnosis but with disabling 

symptoms (p. 2).   

Understanding that mental ill-health whether formally diagnosed or not exists in escalating 

numbers in the tertiary population, is important for this practice research. Not all learners will 

struggle with poor mental health, but the focus of this practice research is bolstering mental 

health support for those learners that do.  

There is importance for learners in tertiary education to be able to manage their emotional 

stresses effectively. It would make sense that learners who can manage their stresses whilst 

studying have a greater chance of staying enrolled in study and not withdrawing on 

compassionate grounds. Included below is a professional practice reflection highlighting my 

experiences with learners who failed to cope with academic study. 

Reflection on Professional Practice – Falling Stars (2012-2021) 
I started this thesis with a little story about Mary. During the last decade, in my career as 
an academic positioned in the discipline of nursing I have borne witness to many falling 
stars - learners who excel but due to their own mental ill-health fail to cope with the 
pressures of academic study. Some literally fall over; others withdraw from their 
programme of study and some fail. I have noticed a trend of these distressed learners 
becoming more and more visible. I started supporting these distressed learners ten years 
ago, maybe one or two a year. Now in 2021, I would support thirty to forty percent of the 
Year Two cohort (about forty learners per year). In the last decade, I have found that I am 
supporting more learners, who are presenting with more acute symptoms including higher 
rates of suicidality. This increase in acuity and volume of distressed learners had led to 
much reflection on my part as I have moved through this DProfPrac journey. I have come 
to understand contributing factors and reasons for this such as pre-existing mental ill-
health that is amplified by academic study, and external pressures such as finances and 
relationships. This learning is written about in detail as we move through this practitioner 
thesis to an end point where the MEET was developed from the practice research. This 
may be one solution in aiding learners’ academic resilience through organisational 
support.  
Mary is not alone.   

 

I elaborate further on tertiary learners’ mental health and mental ill-health in Chapter Three, 

dedicated to the literature/context.  I examine the literature associated with mental health, 
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mental illness and wellbeing of tertiary learners and discuss the importance for this practice 

research. 

I now follow with the professional practice statement that has been shaped as this practice 

research and my understandings have progressed. In the following paragraphs I outline my 

professional practice statement at the start of the DProfPrac journey in 2018, then look 

forward and highlight the validity of this statement in 2021.  

 

1.5 Professional Practice Statement 

In 2018 when I commenced my DProfPrac, I wrote this Professional Practice Statement. I 

was full of hope and wanted to make meaningful change within my organisation to enhance 

the mental health and wellbeing of tertiary learners whilst creating a stigma free environment. 

I will be a leading practitioner in the mental health and wellbeing of learners within 

OP. I believe this practice research will create a regional and national positive change 

in reducing stigma that surrounds mental health in the educational environment, while 

strengthening collaboration between external partners and educational institutions to 

better support learners’ tertiary educational experience(s). The development of an 

education evaluation tool to support good mental health of learners that can also be 

applied to external organisations could have far reaching benefit for colleagues in 

education, the nursing profession, and mental health service users.  

I will heighten learners’ mental health and wellbeing whilst engaged in tertiary study, 

by developing individual’s academic resilience, and in turn increasing learner 

capability.  I will to be the change agent for new and innovative practice 

by demonstrating leadership and the capability to positively influence this change to 

others.  

It is now 2021 and I am a leader within the organisation in relation to supporting tertiary 

learners’ mental health and wellbeing. I have realised that my original thinking is still valid, 

but the subject matter was too sizable to address within this DProfPrac.  

My primary focus for this research study has been to develop a mental health education 

evaluation tool, primarily for OP, but is adaptable for use across the Institutes of Technology 

and Polytechnics (ITP) sector.  
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I was interested in academic resilience and fostering this in tertiary learners, but this topic 

was too extensive for this practice research project. I did not investigate resilience strategies 

beyond the literature review, as my primary focus was on making links between academic 

resilience and mental health support for learners within this project.  

My experiences with learners who could not cope with the pressures of academic study 

helped shape the aims of this practice research, I now outline these in the following 

paragraphs. 

 

1.6 Aims of the Practice Research 

At the start of this DProfPrac journey, I developed three practice research aims. The first 

practice research aim was: To support and enhance the mental health and wellbeing of the 

tertiary learner population at Otago Polytechnic, whilst creating a safe, stigma-free teaching 

and learning environment to heighten learner capability. The second aim was to understand 

the importance of resilience in relation to mental health of learners, and promotion of positive 

mental health through the efficient and sustainable use of resources. The third practice 

research aim was to view mental health and wellbeing as the foundation for student success 

and retention, as reflected in organisational mental health policy and strategy. I have revisited 

these aims and how they were met in Chapter Five: Part Two.  

I am invested in conducting research that benefits all OP learners, not solely the School of 

Nursing where I am currently employed in a professional practice role. I believe good mental 

health and wellbeing is of benefit to all learners. My focus for this practice research is 

organisation-wide, however, I am also interested in understanding if nationally, learners’ 

experiences in relation to maintaining good mental health and studying are reflective of 

regional students’ experiences at OP. Inclusion of a national participant group may be 

beneficial to investigate this further.  

It is important to now provide context for the reader in relation to OP. In the following 

paragraphs I provide information about OP as a wider organisation to give the context of my 

professional practice environment.  

I highlight the range of services provided by learner support services at OP and some of the 

difficulties that OP is currently facing in relation to the provision of these services.  
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I include personal communications with Student Success staff to evidence the challenges that 

were conveyed to me during everyday work interactions. 

 

1.7 Otago Polytechnic Context 

Otago Polytechnic is a tertiary education provider based in Dunedin, with campuses in 

Central Otago and Auckland, offering a range of New Zealand accredited postgraduate 

qualifications, degrees, diplomas, and certificates at levels 2–10 in a range of subjects 

including architectural studies, construction, engineering, information technology, leadership, 

visual arts, sport, exercise, and health. There are five Colleges at Otago Polytechnic 

comprising of multiple faculties: College of Health, College of Engineering, Construction 

and Living Sciences, College of Community Development and Personal Wellbeing, College 

of Creative Practice and Enterprises | Te Maru Pumanawa, and College of Work Based 

Learning, offering career-focused education and training (Otago Polytechnic, 2021).  

There is a wide array of learners studying at OP. Students’ demographics, ethnicities, ages, 

and geographical settings means that they embark on tertiary study with varied backgrounds, 

lived experiences and cultural understanding related to mental health and wellbeing (Hwang, 

Myers, Abe-Kim & Ting, 2008). Hwang et al. (2008) go on to explain that culture can 

contribute to differences in the way learners seek help, coping styles and 

treatment/intervention difficulties. Therefore, the learner’s cultural beliefs or lived 

experiences may be a barrier (or a foundation) for them in seeking help in relation to mental 

ill-health which can then further impact their studies.  

Understanding diverse cultures of learners is key in providing support services that meet the 

needs of the learner population. I have included a reflection on professional practice to 

demonstrate my learning through conversations I have had with colleagues at OP, in relation 

to needing a more formal strategy specific to the mental health of tertiary learners, that is 

inclusive of diverse ethnic and cultural backgrounds. 
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Reflection on Professional Practice – Tape and Glue (January 2018) 

After talking with colleagues, across OP, it has become clear that currently OP does not 

have a consistent strategy across schools/colleges to support learners who experience poor 

mental health, and some schools have no strategy in place at all. As part of developing this 

study I believe it is important to know where we are in terms of the organisational support, 

we currently offer to enhance learners’ mental health.  

I believe more than tape and glue is needed. I believe we need to understand the ‘why’ in 

relation to the increasing numbers of distressed learners presenting for support. Not just 

for domestic learners or just for international learners, but for everyone- an inclusive 

approach to support. If we understand the ‘why’ then an informed approach can be taken 

to optimise resources and support for learners that will be long term.  

 

A long-term approach is needed for all the Marys. 

 

Student Success Services at Otago Polytechnic provide a broad range of support services to 

aid in helping the learner through issues that may arise whilst studying. These services also 

include dedicated support for Māori and Pasifika learners. 

At OP there is a Māori Strategic Framework (MSF) developed in consultation with Ka 

Papatipu Rūnaka. The MSF has been developed to articulate Kai Tahu/Māori aspirations for 

tertiary education. The Framework represents a treaty-based model established on 

partnership, with the intention of building a tertiary system where Māori students are 

encouraged and supported to succeed (Otago Polytechnic, 2021).  

Other services provided by Student Success include academic/learning support, disability 

support, international learner support, counselling services, pastoral care, and wellbeing 

support. The sheer volume of learners presenting to Student Success Services, has resulted in 

Student Success staff identifying they are experiencing burnout and being time poor (personal 

communication, January 2019)3.  

Consequently, insufficient advice and/or information may be given to learners because of 

staff feeling overwhelmed and unsure how to provide support.  Sometimes over-stepping of 

staff-learner boundaries occurs, as reported by colleagues at the Mental Health and Wellbeing 

 
3 I have included information from personal communication with colleagues as part of my normal work practice 
which helped to shape this research. I had these discussions with colleagues prior to undertaking participant 
interviews. The discussions included as personal communications were not with participants in this study. 
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Advisory Group (MHWAG is outlined in the needs analysis and organisational experience, 

later in this section) by taking learners to their homes, giving learners money from their own 

funds or the like because they may have been unable to provide effective support during 

business hours at OP (personal communication, 2019). Staff, at times, have stated they feel 

unsure where their professional/personal boundaries are - and where/when their responsibility 

for learner support ends (personal communication, 2019). Student Success staff have reported 

that they are currently under-staffed and over-loaded with high numbers of learners (personal 

communication, 2019). These communications with colleagues highlighted to me that I was 

not alone in my professional practice role, interfacing with learners suffering from mental ill-

health. 

In the following paragraphs I outline my positionality, who I am as a professional practitioner 

and why reflective practice is important. 

 

1.8 Positionality 

I am positioned in the discipline of nursing as a Principal Lecturer, Course Coordinator for 

mental health in Year Two of the Bachelor of Nursing (BN) programme and Year Two Co-

Programme Leader in the School of Nursing at Otago Polytechnic. I am also positioned in 

nursing as a profession by being a Registered Comprehensive Nurse, currently registered 

with the Nursing Council of New Zealand.  

I am grounded as a reflective practitioner which I have grown into during the past twenty-five 

years of my practice. This means I have a sound understanding of my ontological position 

which means my perspective is shaped by having spent a significant amount of time engaged 

in the teaching and learning of learners and reflecting on my own knowledge, skills, and 

experiences. Nursing as a profession develops reflective practice and critical thinking 

(Teekman, 2000) and hence my background as a nurse has amplified my reflective nature, I 

like to consider “why” experiences come to be and the learning gained from this deeper, more 

critical understanding. I am a qualitative researcher situated in the interpretivist and reflective 

paradigms where my values, beliefs and nursing background contribute to how I position 

myself as a professional practitioner.  

Being a reflective practitioner, I incorporate understanding of self and community through an 

autoethnographic lens. Reflection is a core component of my professional practice for the 
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following reasons: reflection employs my problem-solving capability, which in turn can aid 

in the development of a theory, the formulation of a plan or action, or a decision or resolution 

of some uncertainty (Rolfe, Freshwater & Jasper, 2011).  

In addition, reflection allows me as a researcher to experience emotions, leading to self-

development, empowerment, and knowledge about my own feelings and emotions (Gibbs, 

1988). Finally, reflection provides material for further reflection, and most importantly leads 

to learning, and perhaps, reflection on the process of learning (Moon, 1999). 

 

1.9 Practice Research 

Emergent knowledge relevant to my professional practice context as a nurse educator at 

Otago Polytechnic will be captured through conducting semi-structured interviews with 

academic and non-academic colleagues within Otago Polytechnic and academic colleagues 

nationally working in tertiary institutes. This practice research is focused on generating 

substantial original knowledge about mental health and wellbeing of the tertiary learner 

population, practices within the organisation’s professional setting, and combining it with 

formal disciplinary knowledge. New synthesised knowledge will inform my professional 

practice, the organisation, tertiary learners, and the profession of nursing. 

My primary focus is understanding the regional perspective on tertiary learner mental health 

and wellbeing at OP.  I also investigate if OP staff experiences in relation to distressed 

learners are reflected nationally in other tertiary institutions. Having two data sets provides 

rich, raw data that I can both publish from and learn from, in terms of providing excellent 

mental health and wellbeing support for the learner population, to enhance adaptive coping in 

stressful situations whilst studying.  

I incorporate understanding of self through analysis of my life experiences and understanding 

of community through an autoethnographic lens. My own experiences with distressed 

learners were the initial motivation for this practice research.  

  



19 | P a g e  

Reflection of Professional Practice - Articulating Autoethnography (January 2018-

January 2019) 

I heard throughout the first two years of this DProfPrac journey ‘autoethnography’ 

mentioned often. I did not really understand this term in the scholarly sense and did not 

investigate it as I was guided by my academic mentors to adopt alternative methodologies. 

Initially I thought autoethnography did not apply to my work project - how wrong I was! 

As I moved through the DProfPrac journey, I have questioned more. I have started to feel 

more confident in my own voice.  I have begun to defend my work. I have grown as a 

professional practitioner as I have come to understand that I add value, I have something 

to say that is important and that my voice is just as important as other voices. On speaking 

to a colleague about autoethnography I came to understand that my work project was 

indeed using autoethnography as an underpinning framework, but I had not been able to 

articulate this in the scholarly sense. I was confused about what ‘framework of practice’ 

meant and the ‘methods/methodology’ that I was using. As I investigated autoethnography 

it became clear to me that my entire personal story was the beginning of this work project. 

My work stories and personal experiences with distressed learners had led to this research 

project coming to fruition. I was central to this work project and my story was the central 

thread. I could not separate myself from the research. As I started to untangle my own 

lived experiences with distressed learners, I started to reflect on whether colleagues within 

my organisation shared these experiences. Then I started to think wider - did my 

colleagues nationally have the same experiences with distressed learners? What were they 

doing to support learners? I wanted to learn more about the experiences of my community 

of practice. To understand community through self, I needed to understand 

autoethnography. The more I unpicked this term, the more I came to realise that this was 

the methodological approach with the best fit for my practice research.     

 

I have come to realise through reflection, and a more critical understanding that my own 

autoethnography along with my colleagues’ ethnography describing their experiences are 

fundamental to inform my professional practice role. A more critical analysis of 

autoethnography/ethnography is now discussed. 
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1.10 Autoethnography | Ethnography as a Theoretical Framework 

Autoethnography is an approach to research and writing that seeks to describe and 

systematically analyse personal experience to understand cultural experience/s (Ellis, Adams 

& Bochner, 2011). The reflective paradigm is a core component of an autoethnographic 

approach in discovering “self” or making meaning from personal experience (Maréchal, 

2010). Whilst autoethnography relates to “self”, Reeves, Kuper, and Hodges (2008) define 

ethnography as: 

The study of social interactions, behaviours, and perceptions that occur within 

groups, teams, organisations, and communities. The central aim of ethnography is to 

provide rich, holistic insights into people's views and actions, as well as the nature 

(that is, sights, sounds) of the location they inhabit, through the collection of detailed 

observations and interviews (p. 512). 

Understanding the insights of my colleagues through their own experiences with distressed 

learners should therefore help me understand the behaviours, and perceptions of the learner 

community and what is needed in the realm of mental health support. 

Investigation of the reflective paradigm uncovers the initial work of Dewey (1910) which 

was further developed by Mezirow (1990), Schön (1983), and Schön and Argyris (1996) 

which established the foundations of reflective practice as Schön and Argyris (1996) 

uncovered deeper assumptions, distinguishing between reflection-in-action and reflection-on-

action. Reflection-in-action refers to thinking about what you are doing whilst you are doing 

it and reflection-on-action takes place sometime later, referring to the retrospective 

contemplation of practice undertaken to uncover the knowledge used in practical situations, 

by analysing and interpreting the information recalled (Fitzgerald, 1994). Brookefield (1995) 

termed this as “critical reflection” and argued that we need to include critical thinking, which 

concerns linking personal experience with social and power arrangements. Brookefield 

(1995) focused on critical learning and critical teaching from the perspective of the adult 

educator, arguing that the emotional dimension to learning to be reflective could not be 

ignored. These historical foundations have been built on by several more recent writers 

including Jasper (2003) and Johns (2005), as they have explored reflective practice in nursing 

through different lenses.  
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Reflective models in the discipline of nursing are important, nurses are encouraged to reflect 

in, and on, their practice to continually improve clinical competency (Tashiro, Shimpuku, 

Naruse & Matsutani, 2013). 

My nursing education and the exploration of different reflective models (De Bono, 1985; 

Gibbs, 1988; Johns, 2005) influenced my approach to reflective practice. I now embrace that 

reflective practice is much more comprehensive than the nursing discipline when engaging in 

the research process; as Hickson (2011) points out, “reflective practice literature has become 

enriched by the discussions of reflection from differing perspectives” (p. 829). The concept 

of Reflective Practice centres on the idea that all inquiry is a form of learning in which a 

practitioner analyses experiences to learn from them. Reflective Practice therefore underpins 

the research process as we are continuously engaged in the reflection of situations 

encountered in our professional worlds (Schön, 1983).  

My life experiences working as a registered nurse in mental health and professional practice 

in the education context, together with working alongside distressed learners experiencing 

mental ill-health, have shaped this practice research. I have come to the interpretive method 

of autoethnography/ethnography through reflecting on this personal and professional 

experience with a scholarly lens. An interpretive approach ensures dialogue between me as 

the researcher and participants to validate that the data gathered is meaningful and authentic, 

as discussed by Elliott and Timulak (2005). Combining autoethnography and ethnography as 

a theoretical framework is comprehensively discussed in Chapter Four: Methodology. 

Reflection on Professional Practice – The Importance of People’s Narratives (March 

2018) 

During my professional practice in teaching mental health to second year undergraduate 

nurses at Level 6 of the Bachelor of Nursing (BN) programme, I have come to realise that 

mental health can be a confronting subject for many tertiary learners due to their own 

lived experience (Storrie et al., 2010). Responding to the needs of learners in relation to 

their mental health and wellbeing, needs to be a sensitive and supportive approach, this 

understanding is supported by Paton, Horsfall and Carrington (2018). Reflecting on my 

own nurse training I disseminated pivotal learning that changed the way I constructed 

meaning related to mental health and mental illness.  

I remember mental health services users telling my own nursing class their stories 

(autoethnographies). Twenty-five years on, I still remember their faces and their stories 
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and the pivotal learning from this in relation to stigma reduction. I am now using this 

approach with learners, continually attempting to shape mental health teaching, and 

learning environments into safe and supportive democratic spaces of knowledge exchange 

to increase learners understanding of this complex specialty in nursing and to reduce 

stigma associated with mental ill-health.  

 

This DProfPrac stems not only from my reflectivity, and personal experiences 

(autoethnography) but also from an innate caring of other people, my professional practice 

community, and the need to make change for learners to have better mental health outcomes. 

Reflective practice underpins the essence of who I am, and the origin of this practice 

research. This is my mark on the world, this is how I use reflective practice, my 

autoethnography and the ethnographies of participants as my super-power, this is how I effect 

change. 

 

1.11 Research Process 

Autoethnography seeks to describe personal experience to understand cultural experience 

(Ellis, Adams & Bochner, 2010). Understanding my personal experience and in turn the 

participants’ ethnographies – “hearing their voices” is integral to this research, to better 

understand tertiary learner environmental culture surrounding mental health and mental ill-

health. Therefore, the data elements I engage with are qualitative in nature, comprising of 

transcribed text from the semi-structured interviews with a set number of questions, with 

academic and non-academic colleagues from OP and academic colleagues working within 

tertiary institutions nationally.  

Through these interviews I investigate/explore the perspective of staff related to core themes 

emerging in the literature that also underpin this study: mental health and wellbeing, 

academic resilience, protective and risk factors, stressors (or triggers) and education and see 

if their experiences with the learner population are congruent with my own. 
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The research questions being addressed in this study are: 

1. What is the impact of tertiary study on mental health and wellbeing of tertiary learners?   

2. Are tertiary institutions alleviating or contributing to learner mental ill-health? 

3. What is the importance of developing academic resilience in learners? 

4. How do we embed mental health and wellbeing into policy/strategy to develop a new 

way of thinking? 

These questions drive the research design described in the following chapters. I revisit these 

questions in later chapters.  

 

1.12 Change of Design | Change of Method  

The primary practice research topic for this DProfPrac was “Exploring the role of academic 

resilience during mental health clinical practicum of undergraduate nursing students.”4  Due 

to an unforeseen situation arising, which I discuss in full in Chapter Three: A False Start, this 

project was amended to “Tertiary learner mental health and wellbeing: The development of a 

national framework.”5  I dropped the mental health practicum as context but lifted the impact 

to a national strategy. 

Having to redesign the practice research was a process that required adaptability, reflexivity, 

and resilience, on my part. Mental health and resilience remained fundamental concepts that I 

wished to explore in this research, so I needed to adapt the research rather than change it 

entirely. I needed to draw on my own resilience to continue in the DProfPrac process. Having 

to update the ethics application, and the Learning Agreement for the amended project after 

eighteen months in the programme was a test of my own levels of resilience. What I learnt 

was that I am incredibly resilient, as highlighted in my reflective piece below, and I was able 

to adapt my thinking through the reflective process to a more meaningful research topic that 

included all tertiary learners, not just those in the third year of the BN programme in the 

School of Nursing. I believe that this is the good that came from a challenging situation. 

 

 

 
4 Appendix 1. Ethics application for primary research project. 
5 Appendix 2. Ethics application for amended research project.  
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Reflection on Professional Practice - Resilient Me (April 2018) 

I have often wondered about resilience. It is not a term I heard a lot growing up, yet it 

seems to pop up often in my current professional practice as an academic. It is a term that 

people have used to describe me many times over the years. I have reflected a lot on 

resilience since commencing this doctoral journey and have come to realise that there is a 

‘moment’.  There is a ‘moment’ for me that is like flicking a switch.  It is almost tangible. 

When I face adversity (and there has been significant adversity in my life and often) I seem 

to firstly react with the normal stress response, then there is the ‘moment’.  

The ‘moment’ usually only takes 24 hours to occur. In this ‘moment’, it is almost like I 

change gears and become solely solution focused - focused on plan B, the next step, the 

answer, the ‘what now?’  I have come to understand that you cannot step backwards in 

life, you need to keep stepping forwards. Focus on what you can do, not on what you 

cannot do. I am resilient. I change gears. I have a ‘moment’.  

I believe that overcoming trauma in your life has an inoculating effect, perhaps not for all, 

but I have learnt that for me it did. With every trauma, I have developed a little more 

resilience. The time delay between the stress response and the ‘moment’ shortens. The 

focus on the ‘can do’ - not the ‘cannot do’ strengthens, and then my resilience grows. 

 

It was this resilience that allowed me to amend the practice research and carry on. I have 

reflected on this moment at length and learned “my cup is always half full”- I always try to 

find the good in a bad situation. The amended research project, now not limited to a small 

cohort of nurse learners, has the potential to widely impact all tertiary learners in growing 

support for mental health and wellbeing through the development and implementation of a 

mental health education evaluation tool.  

I contribute to self-development through reflection on my professional practice. I can then 

identify aspects for improvement and change, plan these changes before continuing to reflect. 

Through this process the practice research topic was amended and quickly started to be 

developed.  This experience shaped the methods of data collection, methodology, and 

participant cohort for the amended research. Learners would not be used, rather using a 

colleague’s lens within the organisation looking at learner experiences. To proceed with the 

new direction of my research, I had a korero with and gained approval from Kaitohutohu at 

OP as outlined under Ethics Approval in Chapter Four: Methodology.  
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1.13 Summary of Chapter One  

In this chapter, I have introduced the development of my practice research from which the 

Mental health Education Evaluation Tool (MEET) has been constructed. I introduced the 

tightly interwoven development of my professional framework of practice as a leading 

practitioner within the discipline of nursing associated with the mental health and wellbeing 

of tertiary learners. I have introduced the flow of the practitioner thesis that leads to the 

conclusion that mental health, wellbeing, and resilience are at the core of this research. I 

outline the practice research that investigates the mental health and wellbeing of tertiary 

learners at Otago Polytechnic through the lived experiences of staff.  I believed it would be 

interesting to compare among polytechnics nationally the lived experience of academic staff 

members in relation to learners presenting with mental ill-health; to identify if they were 

experiencing similar phenomenon to staff at OP. In the following chapter I describe my 

motivations for undertaking this journey, I discuss the origin of this research project, from my 

own experience and from an organisational perspective, and why this research is important. 
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Mary is not alone.  

It seemed that now, I was also not alone.  

I have come to understand that other people in my organisation are 

confronted with Mary also. 

Other people are seeing it too. 
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 CHAPTER TWO: MOTIVATION 

2.1 Introduction 

In the previous chapter, I introduced the reader to the Mental health Education Evaluation 

Tool referred to as the MEET (Figure 20) as this is discussed throughout the practitioner 

thesis. I introduced the layout of the thesis and the practice research. In Chapter Two, I 

describe what motivated me to undertake this work project. This is informed by my reflection 

on my personal background and experience as a clinical registered nurse, and as a nurse 

academic working in mental health nursing education. Chapter Two is written looking back 

and describes my learning journey.  

 

2.2 Outline of Chapter Two 

Chapter Two firstly highlights the foundation of this practice research by presenting my 

experiences as a clinical nurse and the rationale for moving into academia to teach student 

nurses. I then describe the organisational experiences as communicated by OP staff which led 

to the understanding that I needed to create systems change, to effect organisational change at 

OP.  I then describe Phase One (development of the Supporting Distressed Students 

Flowchart) which encapsulates the initial forays into this practice research. Phase One has an 

ongoing contribution to Otago Polytechnic, and I discuss the development and outputs of the 

“Supporting Distressed Students” Flowchart (Figure 3), before concluding with a review of 

the organisational change opportunity. I have included reflections on professional practice in 

text boxes highlighting my developing learning and understandings as the DProfPrac journey 

has progressed. 

 

2.3 Foundation of the Practice Research | My Experience 

The foundation of this research initially began fourteen years ago, when I was working in 

professional practice as a Registered Nurse on a medical ward, where undergraduate BN 

nurses attended their clinical practicum. I had been working in this professional clinical 

practice role for four years and had become aware that I felt somewhat disheartened at the 

attitudes, values, and beliefs of some of my nurse colleagues in relation to patients admitted 

to the ward with mental ill-health.  
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I commonly heard statements from my nurse colleagues such as, ‘I am not a mental health 

nurse - I won’t be looking after them,’ ‘the frequent flyer is here again - another overdose,’ 

and, ‘can’t they just do it properly the first time’ (suicide). I felt deep concern that this 

behaviour was taking place in front of undergraduate nurses undertaking their clinical 

practicum on the ward. I noticed that the undergraduate nurses’ experience was one of 

learning that it was okay to de-humanise and stigmatise vulnerable patients experiencing 

mental ill-health.  

I addressed this by firstly by caring for patients with mental health concerns myself to ensure 

professional and compassionate treatment, and secondly by mentoring undergraduate nurses 

to teach them the correct way to care for this vulnerable population of clients. Unfortunately, 

the culture of the ward environment was incredibly difficult to change, which led to my 

decision to migrate to Otago Polytechnic School of Nursing and become a nurse educator. I 

saw educating undergraduate nurses in mental health and wellbeing in a non-stigmatised way 

at foundation level, to be the most effective way to overcome the concerns that I had. I had 

not worked in nursing education before as a lecturer, but my passion to change the culture of 

the nursing workforce, through our new practitioners, was the driver for me to accept the role 

of Course Coordinator for Mental Health in Year Two of the Bachelor of Nursing (BN) 

programme.  

What I came to understand in my professional practice context was that the role of an 

academic lecturer was not just about education of learners, but also about pastoral care6 of 

those who had their own struggles with poor mental health. An ever-increasing component of 

my workload was devoted to pastoral care of learners, usually experiencing some degree of 

mental ill-health, by making sure they received support, counselling, and advice to aid 

academic success.  

During the initial years in my role, between 2012-2017, I would support one or two learners 

each year, who would disclose they had concerns in relation to mental ill-health. Now, 

between 2018-2020, life stresses, finances, academic load, social media, and the COVID-19 

pandemic have had a further influence on learners’ poor mental health. This would often 

come to the fore when commencing the mental health clinical paper attached to the BN 

programme, which I coordinate.  

 
6 The Collins English Dictionary describes pastoral care as “help with personal needs and problems given by a 
teacher.” (Collins, 2021) 
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Often learners had not disclosed in previous years or courses their own lived experience with 

mental ill-health. The number of presentations of mentally unwell learners and the heightened 

acuity of presentations in the tertiary environment has continued to escalate (Storrie, 2010). I 

have felt an intensifying need to further study how to support the mental health and wellbeing 

of our learners as, to some degree they are leaving our tertiary institutes more mentally 

unwell than when they arrived to begin their programme of study.   

In my context of teaching nurse learners, when they enter the mental health clinical field, as 

part of the compulsory mental health course in year two of the undergraduate nursing 

programme, this exposure appears to bring up feelings and emotions for some learners with 

mental ill-health that perhaps they have not yet experienced in the BN programme or that 

they have suppressed. Clinical practice can become overwhelming for some of these learners 

and my experience has been one of literally picking up learners in hallways, distraught, where 

the learner has become completely unable to function and cope with their BN clinical 

practicum. Learners have reported when working with clients of a similar age or diagnosis or 

witnessing acute client presentations within the mental health service can be confronting and 

challenging (personal communication, 2012-2019).  

My experiences with distressed learners became the stimulus for me to undertake the 

DProfPrac, as I saw there was a need for evidence-based research in this area. This was due 

to learners’ inability to cope, or their own deteriorating mental state which has seen them 

withdrawing from placement and/or the programme, and on a rare occasion, failing in the 

mental health course attached to the BN programme. My focus has shifted from changing the 

culture of the workforce, to a more immediate need, which is supporting learners when they 

themselves are struggling with varying levels of mental ill health. According to Dunn, 

Iglewicz and Moutier (2008), and Knight et al., (2012), training students to develop their own 

coping and resilience should be regarded as an important aspect of future educational 

programmes.  

My initial focus was on nurse learners, but during the process of reflection I have come to 

understand that all learners would benefit from enhanced organisational support related to 

their mental health and wellbeing, as it is not just nurse learners that present to support 

services, it is learners from all colleges within OP. In 2019 at an internal Health and Safety 

meeting staff in attendance from most faculties/colleges across OP raised their concerns in 

relation to the increased numbers, and amplified acuity of learners’ presenting with poor 
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mental health. My own involvement with learners experiencing mental ill-health whilst 

studying at OP, has resonated with colleagues across the organisation (personal 

communication, 2019). 

Reflection on Professional Practice – Bigger Picture (May 2018) 

I have reflected on the mental health and mental illness of learners by thinking back on 

situations I have encountered with learners failing to cope with their studies due to 

experiencing poor mental health. Initially in my professional practice, I found learners 

often seemed to struggle when they experienced poor mental health themselves prior to 

entering tertiary study. My interest in resilience and how this plays a key role in learners’ 

academic success led to resilience becoming a key construct investigated in the literature 

review in relation to mental ill-health (Hartley, 2011; Martin & Marsh, 2015). I became 

aware of learners’ individual experiences in relation to poor mental health through 

connecting with them in the provision of pastoral support. What I have come to understand 

is the escalation of learners becoming mentally unwell during tertiary study is not an 

organisational phenomenon, this is reflected in the national and international literature 

(Cvetkovski, Reavley & Jorm, 2012; Stallman & Shochet, 2009).  

 

It is important to note that mental health has been regarded, not as a possible consequence, 

but as a fundamental element, of resilience (World Health Organisation, 2009); or 

alternatively, as a state of well-being in which every individual can cope with the normal 

stresses of life, making resilience a feature of mental health (World Health Organisation, 

2014). I undertook a search of the literature and sought to understand resilience and how to 

develop this in learners to enhance their coping strategies. People who are resilient tend to 

seek support, have good humour, have moral courage, and can develop realistic plans to 

achieve their goals (Jayalakshami & Magdalin, 2015).  Resilient people can build confidence 

in themselves, their strengths, and their abilities. These attributes help in managing stress, 

being energetic and enthusiastic, and nurture a sense of belonging, which in turn leads to 

good mental health.  

In my professional practice at OP, from 2012-2021, I have talked at length with learners to 

better understand their lived experience and how to best support them in a pastoral care role. 

Some learners were able to verbalise their coping strategies when they faced adversity, 

including mindfulness, counselling, and practising self-care, while others reported having 
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little or no coping strategies. Learners declaring poor mental health was uncommon when I 

first started at OP in 2012, however, de-stigmatisation of mental ill-health is seeing more 

learners come forward to access support.  

Mental ill-health in tertiary learners is currently affecting millions across the globe (Storrie et 

al., 2010). The added pressures of academic study can trigger existing mental ill-health or be 

considered a risk factor for some learners in developing poor mental health (Stallman & 

Shochet, 2009).  

Mental illness can have a negative impact on academic outcomes and participation (Farrer et 

al., 2013). Effective strategies, policies and understanding are needed now more than ever to 

reduce the numbers of learners struggling with poor mental health and make a positive 

change for success and retention in the tertiary population (Reavley, Ross, Killackey & Jorm, 

2013).  

 

2.4 Organisational Experience 

At OP, the gap in pastoral mental health services has become more visible to many staff 

(personal communication, 2019). I have come to understand that I am not alone in engaging 

with how best to support learners with mental ill-health, there is a growing concern from both 

academic and non-academic staff.  Staff across the organisation found their experiences were 

similar, and the generalised feeling was that “something needed to be done to address the 

problem” (personal communication, 2019).   

In 2018, a new lecturer commenced her professional practice in the educational environment, 

working alongside me in the BN mental health clinical paper. She was an experienced mental 

health clinician who came to the School of Nursing and brought to my attention that she also 

had concerns about the number and acuity of presentations of learners in relation to poor 

mental health. She went to the OP-wide Health and Safety meeting on behalf of the School of 

Nursing to express our collective concerns (D. Cracknell, personal communication, 2018).  

Subsequently following the Health and Safety meeting, some months later, the Mental Health 

and Wellbeing Advisory Group (MHWAG) was formed.  
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Initially this group consisted of staff who had brought their concerns to the Health and Safety 

committee, and those who were interested in enhancing the mental health and wellbeing of 

students (and staff) across the organisation. I was a founding member of the MHWAG.  

This group was formalised by the CEO Phil Ker and the Executive Leadership Team. 

Members of the group decided to meet once per month to discuss mental health initiatives 

and reflect on experiences. Common threads began to emerge. For example, staff members at 

this stage identified they were experiencing the following: 

1. Increase in acuity, number of presentations and suicidality in learners. 

2. Being out of their depth when they were required to support mentally unwell learners. 

3. Feeling unsupported by process in managing distressed learners (personal 

communication, 2018). 

There were many staff feeling isolated in their experiences, unable to support learners due to 

lack of knowledge and understanding in relation to mental ill-health, uncertainty around what 

services were currently available for learners and feelings of burnout themselves due to the 

pastoral care load they were experiencing (personal communication, 2018). Having listened 

to colleagues across OP, and hearing these experiences, I saw the importance of 

implementing organisational change to improve mental health support for tertiary learners. 

To make change at organisational level, first a systems change is needed.  
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There was another phone call. There was another situation with a 

distressed learner, the learner was not on the floor this time but in an 

office, unable to engage, tears streaming. “Please can you come”. 

 

I realised at this moment that I could not “solve” this learner or Mary. 

 

I needed to solve the system. 

 

I started this journey not knowing what to do with learners who were so 

unwell in their own minds, so desperate.  

 

I now understand that systems change is needed at OP. 
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2.5 Systems Change 

According to Meadows (1999), “‘leverage points’ are places within a complex system where 

a small shift in one thing can produce big changes in everything” (p. 1). I can apply 

Meadows’ theory to OP and the mental health and wellbeing of tertiary learners. Meadows 

(1999) talks about the “standing stock” of importance. In my context, the standing stock is 

the mental health and wellbeing of tertiary learners. 

The inflows are the variables that increase the standing stock, (resulting in optimal mental 

health and wellbeing) and the outflows are the things that decrease the standing stock 

(resulting in poor mental health and wellbeing). If the inflows are greater than the outflows, 

the mental health of tertiary learners will heighten (remembering that mental health is a 

positive term and is the aim). If the outflows are greater than the inflows, then the mental 

health of tertiary learners can be negatively affected (Meadows, 1999). 

To demonstrate how Meadows’ (1999) theory may apply to the context of mental health and 

wellbeing of tertiary learners, I will use an analogy of a bucket being filled by a water tap at 

the top, but with many holes in the bucket allowing water to leak out. Some of the holes in 

the bucket have tape across them representing a temporary solution. 

The bucket itself represents good mental health and wellbeing of tertiary learners. The tap at 

the top of the bucket represents the inflows, or all the things that support /contribute to good 

mental health and wellbeing and keep the bucket full (or maintain good mental health). These 

are things such as: good support, resilience training, early intervention, and workforce 

education (Jowkar et al., 2014). 

There are also many holes in the bucket, representing the factors that deplete good mental 

health and wellbeing, these are the outflows. The purpose of the MEET is to stem these flows 

or become more than a temporary solution (represented by tape).  The outflows consist of 

things such as pre-existing poor mental health, academic pressures, not seeking help, stigma, 

and poor understanding of mental illness, as outlined in the New Zealand Kei Te Pai survey 

(NZUSA, 2018).  Ongoing professional practice application of the MEET is replacing the 

holes in the bucket, including those with tape, with welds to ensure a long-term solution. 
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I want to check from a systems perspective that I am developing an intervention that will 

have a positive impact – keeping the bucket full, so to speak, to aid in retention and success 

of tertiary learners and increasing their capability whilst studying. 

I understand that policy changes can take time to have an effect. The starting point in making 

an organisational change was through the development of a new process for enhanced 

support for distressed learners titled: Supporting Distressed Students Flowchart (Figure 3). 

Due to staff feeling overwhelmed, and the identified need for a new process, I, along with 

Hayley Laughton, saw a leadership opportunity arise in contributing to pastoral support of 

staff. In the following paragraphs I document the development and ongoing work 

contribution of Phase One: The Supporting Distressed Students Flowchart.  

 

2.6 The Initial Forays into This Practice Research | Phase One 

Phase One was the initial phase in the development of this practice research.  In keeping with 

the DProfPrac requirements of collaboration, in 2018 I worked together with the 

organisation’s Health and Safety Coordinator, Hayley Laughton, through the MHWAG to 

develop a process to support staff interfacing with distressed learners. We both had identified 

the need to develop a workplace resource, as a first step, in supporting staff who experience 

distressed learners within our organisation to assist in the quick and safe triage of these 

learners. This was not only to give staff some direction around what to do when a distressed 

learner presents, but also to provide consistency in approach, define boundaries to adhere to, 

provide learners access to help and support required quickly, and improve health outcomes 

for learners. 

 

Reflection on Professional Practice – Walk the Talk, People! (January 2019) 

There was a lot of talk. A lot of “we need to do something”, “something needs to be done”, 

“students need more support”, “leadership needs to acknowledge the problem.” 

I began to see there was a lot of talk about the need for change but committing the time, 

having the support and the resources to make this change was in fact difficult. Walking the 

talk in relation to talking about mental health and mental illness in a non-stigmatised way 

needed to happen to ensure learners felt safe to come forward to access support. 
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Walking the talk, myself:   

I admit that I thought I was doing a great job in my role as an academic, supporting 

undergraduate learners in the BN programme at Otago Polytechnic.  Years went by and I 

wondered “Why haven’t I received a staff award? I do my job really well”.  

I look back now and think “How was I so naive?” There is a difference between doing 

your job well and working at that individual level, and doing your job well, then thinking 

and reflecting on your job to enable you to make a significant contribution or substantial 

change as a consequence of your observations.  

This is where the DProfPrac has expanded my professional framework of practice, my 

thinking, and my understanding at a much wider level. Once I commenced work on the 

Supporting Distressed Students Flowchart, my eyes were opened at an organisational 

level- It was like I woke up. I began to understand the impact of my professional 

framework of practice not just on learners in the School of Nursing but the potential 

impact for all learners. I saw the difficulties across the organisations with distressed 

learners, I heard colleagues talking about their own experiences and I thought “wow, we 

are all in the same boat, and that boat needs a captain!” I led the work on the development 

of the flowchart, supported by Hayley Laughton, in the hope of supporting staff to in turn, 

be able to support learners. My own learning from this was not only did I feel “woke” but I 

began to understand the heightened need for increased support for learners and colleagues 

at all levels of the wider organisation. This is when I started to “walk the talk”, this is 

when I decided to be “Captain of the boat”. 

 

2.7 Priority Areas for Development 

I saw undertaking the development of a workplace resource as a leadership opportunity, to 

further develop as a leader in the mental health and wellbeing of tertiary learners and to 

advance my professional framework of practice. Through the development of the Supporting 

Distressed Students Flowchart (Figure 3), I took a lead role, supported by Hayley Laughton, 

in identifying three priority areas for development to support optimal mental health in tertiary 

learners at OP. These three priority areas are outlined in Figure 2. 
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Figure 2. Priority Areas for Development (used in developing the practice research topic) (Author, 2020). 

Through the need to assist staff in identifying, supporting, and triaging these distressed 

learners, the workforce resource titled Supporting Distressed Students Flowchart was 

developed by myself in collaboration with Hayley Laughton (Figure 3). This resource 

provides guidance for staff who are dealing with distressed students and assists them to 

recognise if there is a greater problem, how to respond and make the appropriate referrals, 

and advises staff of internal and external student support services. 

The flow chart consists of two pages; the first page is a flowchart beginning with identifying 

if you are concerned about a learner’s wellbeing and if so, what is the associated risk. If you 

are unsure if concern about the wellbeing of the learner is warranted, some cues are given to 

specifically state what you may see in the learner’s presentation that may indicate distress, 

such as, tearfulness, withdrawal, anxiety etc.  

The flowchart then continues with cues on how to respond, and who to contact in case of 

imminent threat to yourself or others, and how to gather further information if there is no 

associated risk. The second page lists the internal and external contacts that the learner can be 

referred to. 

The Supporting Distressed Students Flowchart is presented at Figure 3. 

  

Accessing timely, 
quality MH and 

wellbeing support for 
learners

•First priority 
area for 
development

Building inclusive 
environments where 
MH and wellbeing is 
acknowledged and 

prioritised

•Second 
priority area 
for 
development

Ensuring staff and 
learners develop skills 
& resources related to 
wellbeing (resilience & 

support of others 
including those at risk 

of suicide) 

•Third priority 
area for 
development
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Figure 3. Supporting Distressed Students Flow Chart (Bartlett & Laughton, 2018).  
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2.8 Collaboration and Consultancy 

To ensure the rigour of the Supporting Distressed Students Flowchart, consultancy/feedback 

occurred over a period of one year. Key stakeholders and industry professionals working in 

mental health education in the Southern District Health Board were given the opportunity to 

give feedback to ensure rigour, and the development of a robust document. I sent an email to 

these industry professionals, inviting them to make comments on the flow chart in draft form. 

The aim of implementing this resource was, and remains, to effect policy and practice change 

including: 

1. Enhancing staff knowledge and confidence in the management, communication, and 

triage of distressed learners. 

2. Consistency in the triage of distressed learners. 

3. Creating a positive change in reducing stigma surrounding mental illness in the 

educational environment. 

4. Strengthening collaboration with internal and external partners within the Southern 

District Health Board to better support learners. 

5. Amplification of the psychological health, wellbeing, and academic resilience of 

learners. 

6. National and international dissemination of new knowledge. 

 

2.9 Ongoing Work Contribution  

Phase One has an ongoing contribution to Otago Polytechnic; in the following paragraphs I 

discuss the development and outputs of the Supporting Distressed Students Flowchart (Figure 

3). The development of this resource was a process inaugurated due to concerns from staff 

across the organisation who were finding increased numbers of students were presenting with 

mental ill-health, they were feeling overwhelmed and unsure how to deal with the situation, 

and not knowing where to turn for support. The flow chart started as an idea, then several 

drafts were formulated. 

The first draft was submitted to the Mental Health Advisory Group for feedback and 

subsequently, changes were made; this process continued for nearly 12 months. After 12 

months of feedback and consultation, the resource was then presented to the Executive 

Leadership Team at Otago Polytechnic, and to the Learning and Teaching Leadership Team, 
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the Chief Executive of Otago Polytechnic, and Leadership Council. The delivery of these 

presentations was a robust and worthwhile process, as experts in industry were able to ensure 

the wording was correct and the content was appropriate. The consultation and feedback 

helped to formulate the final draft of the Supporting Distressed Students Flowchart.  

 

Reflection on Professional Practice - Impact (February 2019) 

The process of consultation was useful. Industry professionals challenged my thinking to 

ensure the wording used in the flowchart was inclusive and non-stigmatising. This 

reflective process enabled me to really contemplate the power of words.  

 

It was also an opportunity to collaborate with external providers, strengthen relationships 

with our partners in industry and disseminate new knowledge. Working with external 

colleagues developed my thinking to a more critical level.  I started to see the flowchart 

had potential to be used by the regional hospital board when our learners were in clinical 

practicum. Most learners in the health college had practice placements within the local 

district health board. When these learners were undertaking clinical, their 

mentors/preceptors may not have knowledge of OP support services if a learner became 

distressed whilst in clinical practice.  This flowchart could guide the industry staff quickly 

and easily to triage and refer learners to appropriate support.  

 

I started to see the impact of the flowchart beyond OP. 

 

Once the final draft was accepted by OP leadership team, dissemination, and socialisation of 

the Supporting Distressed Students Flowchart was achieved at the following presentations:  

1. The flowchart was rolled out on the OP staff development day on October 1st   2018, 

by Hayley Laughton and I, through delivery of a 50 minute presentation to staff. 

2. The flowchart was again presented at the OP staff development day in 2019 through a 

50-minute presentation for all staff. 

3. The Southern District Health Board requested Hayley and I present the flowchart to 

the Charge Nurse Managers (CNMs). This was completed on 11th September 2018 

with anticipation to roll out across their organisation also. 
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4. From the presentation to the CNMs on 11th September 2018. I received a request from 

the District Nursing Service within the Southern District Health Board (SDHB) to 

present the flowchart to their nursing team on the 9th October 2018. (The nurse 

educator invited Hayley Laughton and I to present this as her CNM saw it as a 

valuable resource in supporting our Otago Polytechnic students within their service). 

5. On a three-monthly basis, I am invited to present the flow chart at each preceptor 

training at Wakari Hospital for the SDHB, which is ongoing. The first presentation 

was on 16th November 2019. This presentation enables all new preceptors (nurse 

mentors for learners) to be aware of the resource and utilise it in their practice to 

support students who they are mentoring. 

6. Hayley Laughton and I presented the Supporting Distressed Students Flowchart to the 

National Academics in Administration Conference. “The Mental Health Advisory 

Group and initiatives in Mental Health & Wellbeing at OP” conference, Dunedin – 

2019.  

7. Hayley Laughton and I presented the flowchart at the Australasian Nurse Educators 

Conference (ANEC) in Dunedin, New Zealand. This abstract was published in the 

online conference journal. 

8. Presentation of the Supporting Distressed Students Flowchart at the Australian 

College of Mental Health Nurses (ACMHN) conference in Sydney, Australia, in 

2019.  Figure 4 depicts me and Hayley Laughton delivering the presentation. The 

abstract was published in the conference journal. 

Through The Supporting Distressed Students Flowchart being published and presented 

internationally it has therefore been open to critique and discussion from colleagues working 

in the discipline of mental health and in education alike. Presentations led to feedback from 

colleagues at OP on the practical application of the flowchart. National and international 

colleagues requested copies of the flowchart so they could adapt it to the context of their own 

tertiary institutions. The dissemination of knowledge of this flow chart at conferences, 

highlighted national and international colleagues were having similar experiences. In the 

following paragraphs I further discuss the impact of the Supporting Distressed Students 

Flowchart.  
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2.10 Impact of the Supporting Distressed Students Flowchart 

The flowchart proved to be useful, which was supported by feedback from OP staff who were 

using it to successfully triage and refer learners, (personal communication, 2019).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Figure 4. Presentation at ACMHN Conference (Author, 2019). 

 

Presentation of this work resource at Australasian conferences7 including ANEC 

(Australasian Nurse Educators Conference) in Dunedin, New Zealand, and ACMHN 

(Australian College of Mental Health Nurses Conference) in Sydney, Australia, consolidated 

the need for organisational policy/strategy reflecting the support of good mental health of 

tertiary learners internationally. The development of this resource demonstrated to me that a 

gap remained in primary support for learners and there was still a greater need for integration 

and implementation of policy/strategy. I now saw an opportunity to develop an education 

evaluation tool for Otago Polytechnic, to support learners and colleagues. I saw potential that 

an evaluation tool could implement a practice change leading to the creation of a non-

stigmatised environment, ensuring a safe space to talk about mental health and mental illness 

 
7 Abstracts that were submitted to both international conferences see Appendix 9 and 10. 
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as the primary impact. The development of the flowchart also highlighted to me that there 

was a need for a larger research project to be undertaken. 

Networking at these conferences gave me the opportunity to talk with nurse academic 

colleagues who saw in their own organisations and professional practice internationally, an 

identifiable gap that needed addressing through targeted research. My own experiences, and 

consideration of the organisational, national, and international perspectives gave me the 

volition to include a national participant group in this research project, as I wanted to 

understand from a regional perspective if what we faced at OP in relation to mental health of 

learners was also being experienced at a national level. 

The Supporting Distressed Students Flowchart is an ongoing work project that is making an 

impact within the organisation. Staff are giving feedback to the MHWAG that the flowchart 

is actively being used to triage and refer learners who are distressed. It has given staff at OP a 

clear process to follow so they can feel supported in their decisions when referring learners 

(personal communication, 2021).  An opportunity is identified to develop a change in how we 

practice at work and to embody that, in a mental health educational evaluative tool.   
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Reflection on Professional Practice – A Meaningful Award. 

 

In 2019, I received a joint OP staff award nomination with Hayley Laughton for 

our work on the Supporting Distressed Students Flowchart, which we proceeded to 

be successful in achieving. The award was for Excellence in Safety and Wellbeing 

at Otago Polytechnic. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 5. OP Staff Excellence Award in Safety and Wellbeing, awarded to Suzie Bartlett and 

Hayley Laughton (Author, 2019). 

 

2.11 Summary of Chapter Two 

In this chapter I have discussed the motivation for this practice research and explored the 
background to this work, personally, professionally, and organisationally. I have highlighted 
the Supporting Distressed Students Flowchart as Phase One and being part of the initial 
process in the development of this larger practice research project. I have outlined the priority 
areas for development which were used in developing the practice research, before discussing 
the impact of the Supporting Distressed Students Flowchart regionally, nationally, and 
internationally. In the following chapter, I firstly introduce the literature and context in which 
the topic “Mental Health and Wellbeing of Tertiary Learners” is situated, before providing 
discussion on the OP context in relation to the mental health and wellbeing of tertiary 
learners, the physical environment and what is currently working well. I then discuss an 
incident that occurred which tested my own resilience and resulted in reframing the 
DProfPrac practice research.  



46 | P a g e  

 

 

 

 

 

Why do some learners sink and some learners swim? 

 

Jane has Bipolar Affective Disorder.  

 

Jane was able to complete her clinical practicum in the psychiatric hospital 

with no decline in her own mental health. 

 

 Jane was the most resilient learner I have ever seen, and probably one of 

the most promising learners to go through the Bachelor of Nursing 

Programme. 

 

Why was Mary so different to Jane? 

 

Why did Mary sink and Jane swim? 
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 CHAPTER THREE: PART ONE | LITERATURE AND 

CONTEXT 

3.1 Introduction 

In the previous section I described my experience of working as a clinical registered nurse and 

my current professional practice role in relation to interfacing with distressed learners. This led 

to a realisation that mental health support could be improved by the implementation of a new 

process. The process of developing the Supporting Distressed Students Flowchart was Phase 

One, and the initial foray into this practice research.  

I commence Part One firstly with an outline, then discuss the key concepts in relation to the 

mental health and wellbeing of tertiary learners in which resilience has been identified as 

being the central concept of investigation. This research study investigates what is needed at 

an organisational level to better support distressed learners and colleagues with concerns 

related to mental ill-health. A thorough literature review related to the impact of tertiary study 

on mental health and wellbeing of learners, and if tertiary institutions are alleviating or 

contributing to learner mental ill-health has been undertaken and critiqued to reveal 

protective factors, stressors, barriers to seeking help, and triggers in relation to mental health 

and wellbeing as current themes in the literature. 

In Chapter Three: Part One, I explore the following practice research questions: 

1. What is the impact of tertiary study on mental health and wellbeing of tertiary learners?   

2. Are tertiary institutions alleviating or contributing to learner mental ill-health? 

3. What is the importance of developing academic resilience in tertiary learners? 

4. How do we embed mental health and wellbeing into policy/strategy to develop a new 

way of thinking? 

I examine these questions in a wider school of thought in this chapter. The intention is to 

demonstrate awareness of prior knowledge and practice, to provide a firm foundation for the 

Mental health Education Evaluation Tool referred to as the MEET (Figure 20) that will lead 

to significant impact through practice change.  
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3.2 Outline of Chapter Three 

Chapter Three is divided into three parts. Part One: Literature and Context, Part Two: OP 

Context, and Part Three: A False Start. Firstly, in Part One, I introduce the literature and 

context in which the topic “Mental health and wellbeing of tertiary learners” is situated. The 

focus is on national and international literature investigating the impact of tertiary study on 

mental health and wellbeing for learners; the role of resilience in being a tertiary learner and 

what can be implemented to support tertiary learners whilst studying. An overview of the 

incidence of mental disorders in the learner population, and why resilience is significant as a 

key concept in mental health of tertiary learners are outlined to give context to this study. An 

outline of the barriers that learners face in seeking help, in relation to mental ill-health and 

how this impacts their retention and success as tertiary learners is provided.  

In this chapter, background information including definitions of given importance in relation 

to the research topic are presented. Then an overview of the literature search strategy 

including refinement of the results leading to the core literature focused on and critique of the 

research process is presented, followed by discussion of the historical construct of resilience, 

while introducing academic resilience as an underpinning concept, in relation to mental 

health is outlined. Cultural differences distinct to Māori, resilience, and Māori learners are 

discussed as part of the outcome of consultation, in relation to the research process with 

Kaitohutohu. 

Risk and protective factors, and stressors for learners are summarised before discussing what 

is currently working well in the tertiary sector in relation to the mental health and wellbeing 

of learners.  How to improve current professional practice is included in this discussion. A 

futuristic approach to mental health and wellbeing support in tertiary education by 

investigating the use of technology in treatment of poor mental health is advanced on. 

Finally, a summary of conclusions that can be drawn from the evaluated literature is 

highlighted before discussion on the implications for professional practice and advances in 

the literature are presented. 

Part Two of Chapter Three follows Part One and provides the organisational context of OP, 

highlighting current support services, the physical environment and what is currently working 

well. Part Three of Chapter Three then provides an overview of the incident resulting in 

reframing the practice research, that lead to a change in the research topic and how this 
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incident helped shape this practice research. Chapter Three concludes by presenting a 

summary of the chapter, before introducing Chapter Four: Methodology | Method. 

3.3 Terminology 

From a mental health perspective, there is emerging theory proposing that mental health is 

not simply the absence of mental illness but also the capacity to ‘flourish’ (Keyes, 2007). 

Terminology is important to understand, as correct terminology can reduce stigma and 

increase awareness of this complex speciality in the health field. Mental health, and mental 

illness (refer to glossary) are key terms in relation to this study and are defined below.  

• Mental health is defined as a state of well-being in which every individual realises his 

or her own potential, can cope with the normal stresses of life, can work productively 

and fruitfully, and is able to contribute to her or his community (World Health 

Organisation, 2014).  

• Mental illness/mental disorder is defined as health conditions involving changes in 

emotion, thinking or behaviour (or a combination of these). Mental illnesses are 

associated with distress and/or problems functioning in social, work or family 

activities (American Psychological Association, 2011). 

In addition to mental health, wellness, is frequently used as an indicator of resilience, 

particularly when referring to resilience as a process of overcoming difficulties, adversity, or 

trauma so competently that functioning is even better than before.  

• Wellness is considered, “an active process through which people become aware of, 

and make choices toward, a more successful existence” (Stoewen, 2016, p. 983). This 

definition is based on three tenets: 

o Wellness is considered a conscious, self-directed, and evolving process of 

achieving full potential. 

o Wellness is multidimensional and holistic, encompassing lifestyle, mental and 

spiritual well-being, and the environment. 

o Wellness is positive and affirming (Stoewen, 2016). 

According to Stoewen, the difference between health and wellness, is “health is a state of 

being, whereas wellness is the state of living a healthy lifestyle. Health refers to physical, 

mental, and social well-being; wellness aims to enhance well-being” (p. 983).  
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Wellness is something that I have reflected on, not just in relation to learners, but in terms of 

my own personal wellness. I often give advice to learners about staying well and have come 

to realise that this advice was something I should also be paying attention to.  

 

Reflection on Professional Practice – Practice What You Preach (Written in 2021- 

looking back to 2019 -2020) 

From my experience, pastoral care of learners is a large part of my role. Over time I have 

learnt that engaging in pastoral care of learners and colleagues depletes me. I have found 

it is easy to advise others on how to look after themselves, the difficulty comes in 

maintaining your own levels of wellness by practising what you preach. During the 

difficulties in the first two years of my DProfPrac journey with changes in supervisors, 

personal stresses and changing the practice research, I did not look after myself.  I 

reflected on this whilst giving pastoral support to a student and realised that I too was a 

student, and everything I was suggesting she could do to increase her own wellbeing was 

all the things I should also be doing; I was burnt out. From that pivotal moment I made a 

conscious effort to take care of me.  I began to practise self-care and “walk the talk”. I 

journeyed from burnout to bouncing back as a healthier and more focused student. It was 

good to understand what I was asking other people to do, and good to understand my 

advice was worthwhile.  

 

3.4 Literature Search Strategy 

I now outline the literature search strategy including a clear indication of the search results, 

refinement of these results leading to the core literature focused on, and a critique of the 

research approach used in this key literature. 

The literature search was conducted in the Cinahl, Science Direct, Google Scholar, Pub Med, 

and Scopus databases to access research papers for the period 2000 to 2018 with the 

following key words included: Mental health, students, learners, tertiary, academic, study, 

university, resilience/academic resilience, barriers to seeking help, risk, and protective 

factors. 
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Limits imposed on the search were English language, scholarly journal articles and tertiary 

education (not inclusive of primary or secondary education) and articles dated post-2000, 

except if it was seminal work that still informs current practice. Reference lists of each article 

were searched by hand to identify articles that may have been missed in the search or may have 

been relevant to the topic of interest. 

Inclusion criteria consisted of literature that was of interest surrounding the key concepts 

outlined in the thesis such as learners experiencing poor mental health, resilience, academic 

resilience, barriers to seeking help, risk and protective factors, and technology in treatment. 

These concepts were explored in relation to tertiary learners nationally and internationally. 

Both qualitative and quantitative studies were included. 

Results of the literature search included a total of 43,100 articles. Of these sixty-four articles 

were considered eligible after reading the abstract, six other articles were included after 

looking at each article’s reference list. These seventy articles were reviewed in detail.  The 

remaining articles were excluded as they were not considered relevant to the research topic. I 

entered the relevant articles from the literature search into a table and then went through each 

article and extracted themes. I then honed the search by choosing the articles that included 

subject matter/themes such as mental health and wellbeing during academic study, resilience, 

barriers to help seeking and risk and protective factors, which became the core literature that 

was focused on. Table 1 summarises the research approach used, emerging themes and the 

importance to my research study of some of the key literature sources.  These key sources 

will be further critiqued in the following section. 

Table 1: Summary of Key Literature Sources 

Key Article Research approach used Themes emerged Importance to 
my study 

Stallman, H., 
& Shochet, I. 
(2009).  

 

Quantitative study. Cross sectional 
survey design to understand the 
prevalence of mental health problems 
in Australian University health 
services.  1,168 students from three 
large Queensland university health 
services in Australia.  

1. Barriers to help 
seeking. 

2. Being a tertiary 
student may be a 
risk factor for poor 
mental health. 

3. Elevated levels 
of mental distress 
in tertiary learners. 

Informs research 
questions. 
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Stuart, J., 
Slavin, S. J., 
Schindler, D., 
& Chibnall, J. 
(2014). 

 

Quantitative study. A new paradigm is 
presented for improving medical 
student mental health by describing an 
integrated, multi-faceted, pre-clinical 
curricula change.  

1. Barriers to help 
seeking. 

2. Poor mental 
health higher in 
tertiary learners 
than general 
population. 

3. Wellness 
programs gaining 
popularity. 

4. Resilience. 

Informs future 
research 
applications in 
mental health 
initiatives 
embedded into 
curriculum. 

Storrie, K., 
Ahern, K., & 
Tuckett, A. 
(2010). 

 

Systematic review of the literature 
using predominantly questionnaires 
that addressed emotional and/or 
mental health problems of university 
students worldwide. 572 articles were 
identified, 11 met inclusion criteria for 
systematic review. 

1. Barriers to help 
seeking. 

2.Impact of stigma. 

3. Poor mental 
health higher in 
tertiary learners is 
increasing. 

4. Academic staff 
lacking skills in 
managing 
distressed learners. 

Critical to 
understand lack 
of help seeking 
among learners in 
development of 
MEET. 

Morales, E. 
(2008).  

 

Mixed method approach, 
predominantly qualitative, but 
inclusive of quantitative data due to 
the sample size.  Qualitative 
interviews with fifty college students 
over a six-year period. Each 
participant underwent three separate 
interviews approximately ninety 
minutes duration. Phenomenological 
approach was used.  

1. Isolation from 
academic progress. 

2. Incongruence 
between culture of 
origin and 
academic culture. 

3. Student response 
to stress, erosion of 
individuality and 
self-esteem. 

4. Resilience. 

Contributes to 
understanding 
ethnic minority 
learners in NZ. 
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New Zealand 
Union of 
Students’ 
Associations 
(2018).  

 

Quantitative online survey design, 
1762 tertiary students participated. 
Designed to address gap in the 
literature regarding tertiary students in 
New Zealand.  Kessler 10 scale was 
used to measure students’ 
psychological distress and the impact 
of several factors on Kessler scores 
were evaluated. 

1. Barriers to help 
seeking. 

2. Mental illness 
affected student 
retention. 

3. Stress of 
university life and 
studying impacted 
mental health. 

4. More support 
needed. 

First study of its 
kind in New 
Zealand. Provides 
a baseline and 
crucial New 
Zealand context. 

 

In the following part of Chapter Three, the literature is explored, focusing on the key 

constructs underpinning this practice research, in which resilience is investigated as core to 

this study. Themes identified in the key literature are now discussed. 

 

3.5 Mental Health and Wellbeing of Tertiary Learners 

In the following paragraphs, the topic of mental health and wellbeing of tertiary learners is 

explored. Resilience as a central concept to this study is explored in detail, highlighting why 

resilience is a key concept in tertiary education. It is difficult to discuss mental health in an 

isolated silo as there are many factors that are inter-related including protective factors, 

stressors, barriers to seeking help, triggers, mental health, and wellbeing. This background 

section provides an overview of these concepts, how they relate to each other and to this 

research. The incidence of mental disorders within the population is important and provides 

context to this research study.  

According to the World Health Organisation (2009), mental illness affects nearly half the 

population worldwide. Hunt and Eisenburg (2010) maintain that “mental disorders account 

for nearly one half of the disease burden for young adults in the United States” (p. 3). 

Affective and anxiety disorders seem to be common presentations among tertiary learners 

(World Health Organisation, 2009).  Depression is an affective disorder and is one of the 

most common health problems for tertiary learners (Ibrahim, Kelly, Adams & Glazebrook, 

2012). Depression is a common and serious mood disorder, categorised by persistent sadness 

and a loss of interest in activities that you normally enjoy, accompanied by an inability to 
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carry out daily activities. Feelings of worthlessness, guilt, or hopelessness; and thoughts of 

self-harm or suicide are often associated (World Health Organisation, 2019). Feelings of 

anxiety are normal and are experienced by most people as a normal human response when 

facing a new, challenging, or unknown situation, occurrence of a stressful event or when 

something goes wrong in life. When feelings of anxiety occur so often that it interferes with 

day-to-day functioning of an individual, this is a sign an anxiety disorder could be present. 

Anxiety disorders are very common.  

As indicated in Figure 6, approximately 20.8% of young women, and 6.8% of young men 

aged 15 to 24 years of age will be affected by an anxiety or mood disorder. If this information 

is translated to the populace of learners, it would be fair to say most learners manage tertiary 

study without becoming mentally unwell. For the purposes of this study however, the focus is 

on implementing support for the learners that do become unwell because of the pressures of 

academic study. The Y axis shows the percentage of men and women with mood or anxiety 

disorders, the X axis represents age group. Figure 6 explains there are significant numbers of 

young New Zealanders experiencing anxiety and mood disorders. 

 
Figure 6. New Zealand adults diagnosed with mood or anxiety disorders (Source: Figure NZ, Ministry of 

Health, 2020). 
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According to Stallman & Shochet (2009) being a learner enrolled in tertiary study is a risk 

factor itself for developing poor mental health and wellbeing. The rationale for including 

Stallman and Shochet’s (2009) work in the literature review critique is because it contributes 

to informing the research questions in this professional practice research study. Firstly; ‘What 

is the impact of tertiary study on mental health and wellbeing of learners?’ and secondly ‘Are 

tertiary institutions alleviating or contributing to learner mental distress?’.   

Stallman and Shochet (2009) offer evidence from replicating and building on Stallman’s 

earlier work in 2008. Stallman’s (2008) original research study identified students enrolled 

within an Australian University health service were significantly more distressed than the 

general population.  The research approach taken in the replicated study conducted by 

Stallman and Shochet (2009) was a non-experimental, quantitative study aiming to 

understand the prevalence of mental health problems of university students in Australian 

University health services.  Stallman and Shochet (2009) undertook a cross sectional survey 

design using 1,168 students from three large Queensland university health services in 

Australia. Stallman’s (2008) original study surveyed 384 students. This replicated research 

approach allowed for a larger sample size, reaching more students. The gender of the sample 

in the replicated study was skewed 74.5% female. The difficulty with this research approach 

is that it is hard to quantify human lived experiences in relation to poor mental health, for 

example, a survey with a choice of fixed answers was completed by the sample group which 

does not capture individual narrative, behaviors, or changes in emotions. However, using a 

qualitative approach has the advantage of gaining insights from a much larger sample of 

students. 

The difference between Stallman’s original study (2008) and Stallman and Shochet’s (2009) 

replicated study is that the original study included only one student survey prior to exam 

time, whereas the replicated study had an additional survey included at commencement of the 

academic year as well as at end of the academic year before exams. The rationale for 

including an additional survey early in the year was to understand if the extensive level of 

prevalence of mental health problems reported in the study was related to “seasonal effect, 

associated with exam time or indicative of typical levels of distress found in students” 

(Stallman & Shochet, 2009, p. 122). Most students in both study samples were aged between 

18 and 24 years. Due to this also being the age of onset of major mental illness (Stallman, 

2008), this could skew the findings. 
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Stallman and Shochet’s (2009) paper is important as it precedes other similar findings  

(Gulliver, Griffiths & Christensen, 2010; Hunt & Eisenburg, 2010; Ibrahim, Kelly, Adams & 

Glazebrook, 2013; Storrie, Ahern & Tuckett, 2010; Stuart, Slavin, Schindler & Chibnall, 

2014; Zivin, Eisenberg, Gollust, & Golberstein, 2009) which also report higher incidence of 

poor mental health in tertiary students and identification of barriers to help seeking which 

adds strength to their own claims of university students being of higher incidence than the 

general population of poor mental health. These similar findings in the literature demonstrate 

Stallman and Shochet’s (2009) findings do not stand alone and that simply being a tertiary 

student may constitute a risk factor for mental health problems. 

Although one shortcoming of Stallman and Shochet’s (2009) work is the age of onset of 

major mental illness being between late teens and early twenties (Hunt & Eisenburg, 2010). 

Stallman and Shochet’s (2009) study establish through survey results, that the student 

population nevertheless has an increased chance of experiencing poor mental health which is 

the focus in this study.  What remains unaccounted for and unclear is how added variables 

such as winter seeing colder conditions impacting students in poor housing, and heightened 

flu season may also add to the decline in mental health of students. Stallman and Shochet 

(2009) support that the impact of tertiary study on learners contributing to poor mental health 

and that there is potential that tertiary institutions are indeed contributing to learner mental 

distress. Stallman and Shochet (2009) omitted inclusion of comparisons between Technical 

and Further Education (TAFE) and university students which would have been an interesting 

point of discussion or could indeed be a future research opportunity. 

Andrews and Wilding report there are higher levels of anxiety and depression among the 

tertiary learner population than the general population itself (2004).  Effectively, as educators 

in the tertiary environs, we have a hand in making learners more mentally unwell through the 

undertaking of tertiary study (Stallman & Shochet, 2009). Academic pressure, along with 

other factors such as financial and social pressures can put learners at added risk of 

experiencing poorer mental health and wellbeing (Thorley, 2017). According to Stuart, 

Slavin, Schindler, and Chibnall (2014) this is evident in the high levels of mental ill-health 

reported by learners, internationally, nationally, and locally (Cvetkovski, Reavley, & Jorm, 

2012; New Zealand Union of Students’ Associations, 2018; Storrie et al., 2010; Stuart et al., 

2014; Thorley, 2017) and the extent to which tertiary providers have experienced pronounced 

increases in the number of students seeking mental health support. Within the health field, 

there is evidence to suggest medical students consistently demonstrate depression rates that 
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are significantly higher than those in the same age cohort in the general population (Stuart, 

2014).  

Stuart et al. (2014) claim depression rates in medical students are significantly higher than 

those of the general population and provide references to other literature sources including 

Rosenthal and Okie (2005) and Goebert et al. (2009) but no statistics on the incidence of 

mental illness in the general population in relation to this literature or their own findings is 

evident, which weakens their argument. Stuart et al. (2014) describes improving mental 

health of students through curricula change, in this case focusing on medical students only. 

Stuart et al. (2014) conducted a quantitative study where “a new paradigm is presented for 

improving medical student mental health by describing an integrated, multi-faceted, pre-

clinical curricula change” (Stuart et al., 2014. p. 573), in other words, a preventative 

approach.  

Studies undertaken by multiple medical schools in the United States of America (Bloodgood, 

Short, Jackson & Martindale, 2009; Drolet & Rodgers, 2010) in relation to student wellness 

were examined. Stuart et al. (2014) took an alternative research approach in that it was not 

reactive, it was preventative. Curricula changes were designed and implemented to address 

stressors for medical students directly. Students completed assessments to monitor their 

anxiety, stress, and depression symptoms during first year orientation and at the end of each 

academic year. Using this preventative approach of developing resilience in students through 

curricula changes is transferrable knowledge to OP and tertiary institutions nationally in New 

Zealand. Resilience is a key theme identified in the literature, there is potential that 

integrating preventative measures such as those undertaken by Stuart et al. (2014) to develop 

resilience in learners could result in lower levels of mental ill-health among the tertiary 

population.  

It would be interesting to understand if Stuart et al.’s (2014) findings would be transferrable 

to other disciplines outside of the health field, similar to Stallman and Shochet’s (2009) work, 

which studied psychology students. Stuart et al. (2014) appears to focus on depression, 

anxiety, and burnout as an indicator of poor mental health in learners, interpretation of their 

results may have been different if there had been inclusion of major mental illness and co-

existing problems with addiction in the student population. Their work was also conducted 

within one medical school, with no comparison group which weakened their findings, there 
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may have been different results across multiple medical schools, and/or schools of other 

disciplines. 

Poor mental health and wellbeing can also affect learners’ academic performance and their 

desire to remain in higher education (New Zealand Union of Students’ Associations, 2018). 

The Kei Te Pai? Survey (2018) conducted by the New Zealand Union of Students Association 

(NZUSA) was the first of its kind in New Zealand gaining insights into the mental health and 

wellbeing of tertiary students enrolled at universities and polytechnics in Aotearoa. This 

seminal work underpins the professional practice research I have undertaken, it is a baseline 

that can be built on and comparisons can be drawn. The Kei Te Pai? survey was completed as 

I commenced my doctoral journey in 2018. NZUSA (2018) demonstrate that conclusions 

drawn within the literature internationally, (Cvetkovski, Reavley, & Jorm, 2012; Stallman & 

Shochet, 2009; Storrie et al., 2010; Stuart et al., 2014; Thorley, 2017) proposing students’ 

mental health was declining whilst undertaking academic study, were echoed in this survey 

which provided critical New Zealand context. The study is a quantitative survey of 1762 

students, representative of mainly 16–25-year-olds which coincides with age of onset of 

major mental disorders, which has potential to skew the findings. 

In the research approach undertaken by NZUSA (2018) the student voice is represented 

through survey responses, and the quantitative approach is useful to represent the findings 

with numerical values to identify trends. However, a qualitative approach with a smaller 

sample size may have shown additional insights through deeper interpretation of the data 

through allowing students to show their true feelings without guidance. A longitudinal study 

would also be useful to draw conclusions and monitor trends over time.  

Mental illness can have a negative impact on academic outcomes and participation (Farrer, 

2013). Developing a mental illness that is enduring in nature can affect academic resilience, 

success, and retention. Most major mental disorders onset by 24 years of age, and often 

during the time of tertiary study (Hunt & Eisenberg, 2010). Adapting to tertiary life and 

moving from adolescence into adulthood is a challenging period, without suffering 

symptomology of major mental illness (Hunt & Eisenberg, 2010).  

Today, the learner population represents the largest in history (Grøtan, Sund & Bjerkeset, 

2019). As outlined in Chapter One, there are currently around 200 million higher education 

students in the world, an increase from 89 million in 1998 (World Bank, 2017). With a rise in 

the tertiary learner population, a rise in the numbers of mental illness/distress or poor mental 
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health of learners would also be likely, with significant numbers of students presenting to 

support services, and/or academic staff (Storrie et al., 2010).  

Storrie et al. (2010) report numbers of students with serious mental illness have risen 

significantly in keeping with the general population. The research approach taken by Storrie 

et al. (2010) was to conduct a systematic review of the literature using predominantly 

questionnaires that addressed emotional and/or mental health problems of university students 

worldwide. In this systematic review, 572 articles were identified, and 11 met inclusion 

criteria. There are difficulties with such an interpretation as questionnaires often have 

prepopulated answers (multi choice questions) which can result in biased interpretations. Half 

of the student population in the studies reviewed by Storrie et al. (2010) developed mental 

illness after starting college, which weakens their argument due to the age of onset of major 

mental illness being late teens, early twenties when students typically enrol in tertiary study, 

as identified in Stallman and Shochet’s (2009) study. Despite these limitations, Storrie et al. 

(2018) were able to make an important contribution by highlighting three quarters of students 

who need help don’t access support services. If learners who need help most are not 

accessing support, they are then not necessarily included in statistical data from support 

services, so the most vulnerable students may be mis-represented or not captured in the data.  

Reflecting on Storrie et al.’s (2010) contribution, it is important to understand why learners 

do not seek help when they need it and is critical to consider in this professional practice 

research before developing a mental health education evaluation tool (MEET) that addresses 

the support needs of learners.  

Storrie produced a publication (2012) with Ahern and Tuckett investigating mental health 

concerns in learners undertaking studies in the health fields, whilst they are in clinical 

practicum. This paper can only be applied to a specific group of learners so was excluded 

from my search. There doesn’t appear to be further publications from Storrie in the searched 

data bases.  

However, increased incidence of learners presenting with mental illness, or poor mental 

health is not necessarily a negative. This could also be a consequence of learners feeling more 

comfortable in presenting to support staff for assistance due to a decrease in stigma in 

society, and /or their tertiary institution.  Learners may feel that discussing their lived 

experience is a proactive step, for staff to understand them and provide support where needed 

(Tinklin et al., 2005). Higher numbers of learner presentations can therefore be viewed as a 
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positive outcome. Hunt and Eisenberg (2010) mention two national surveys in the United 

States (ACHA-NCHA National Survey of Students, 2000-2010 and the National Survey of 

Directors of Campus Psychological Counselling Centres, 2008) which provide concerning 

evidence of the high prevalence of mental ill-health in tertiary learners reflecting the increase 

in help seeking behaviour as opposed to the increase in overall prevalence of mental 

disorders.   

Whilst help seeking is deemed a positive strategy for tertiary learners, resilience is also a key 

concept. Learners who seek help can be supported in developing strategies for resilience, a 

vital tool when pursuing academic study. The following paragraphs outline the role of 

resilience in tertiary learners and why this concept is important to the research study, 

commencing firstly with an introduction to the historical construct of resilience. 

 

3.6 Historical Construct of Resilience 

Evolution of the construct from physiological and psychological research extends from the 

1800’s to the present.  There are many definitions of resilience, commonly described as the 

ability to ‘bounce back’ in the face of adversity (Jacelon, 1997) or alternatively, a process of 

adaption to adversity (Newman, 2003). Resilience is a concept that has emerged to explain 

why some individuals behave adaptively under great stress (Hartley, 2011).  

 

The philosopher, Sir Frances Bacon, was responsible for the first known scientific use of the 

word “resilience” in English language in 1625 (Alexander, 2013). The first entry in the 

OED’s list of definitions of resilience "the action or an act of rebounding or springing back; 

rebound, recoil," is derived from Bacon’s work. Over the years, ecologists, scientists, 

psychologists, sociologists, and health care professionals have used the term ‘resilience’. For 

example, Holling (1973) was a seminal figure in pioneering the resilience concept in ecology. 

Holling questioned the concept of a single equilibrium and stability and he defined resilience 

as “determining the persistence of relationships within a system and is a measure of the 

ability of these systems to absorb change of state variable, driving variables, and parameters, 

and still persist” (p. 17).  

In psychology, resilience is recognised as “a dynamic process of positive adaptation within 

the context of significant adversity, trauma, tragedy, threats, or significant sources of stress” 
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(Olsson, Jerneck, Thoren, Persson, & O’Bryne, 2015, p. 1). More recently, resilience has 

been used by psychologists to describe an individual’s reactions to potentially traumatic 

events (Bonanno, 2004). Research on community resilience includes insights on health and 

human development. In disaster management, resilience refers to “multiple aspects ranging 

from absorbing and recovering from, to resisting, the effects of a hazard, as well as 

preserving and restoring essential basic structures and functions” (United Nations 

Development Programme, 2014, p. 24). Resilience thinking describes important attributes of 

ecosystems, of materials, and of human beings, that is, the ability to cope with, and recover 

after, disturbance, shocks, and stress as Olsson et al. (2015) highlight. 

Resilience has been associated with the mental health field since the 1970s. The earliest 

emergence of the concept of resilience in psychology was in relation to children suffering 

from psychiatric disorders during this period.  It is interesting to note that the link between 

mental health and resilience was identified in the originating research in this field. 

In the 1980’s further work by Flach (1980, 1988) described the dynamic process of resilience 

as a system which can be learned at any point in life. Flach (1988) in a self-help text, 

identified a normal process of disruption and reintegration, which characterises the life cycle.  

Resilience is part of this cycle. Using a developmental perspective, Flach (1988) presented 

the idea of bifurcation points, the points in life when major shifts occur.  Bifurcation points 

represent moments of extreme change in the life cycle. The process is cyclical, beginning 

with a bifurcation point, which disturbs the homeostatic processes of the individual.   

This can lead to disruption in normal routines. At this point resilience is initiated leading to 

reintegration and a new homeostatic structure at a higher level of functioning.  A bifurcation 

point for tertiary learners may be when they embark on their chosen course of study. Flach 

(1988) suggested strategies for improving one's capacity for resilience by improving self-

esteem, developing autonomy, and improving creativity. Flach (1988) argues resilience is a 

strength most can develop with thought and practice. Therefore, understanding how an 

individual does this, would suggest resilience could potentially be taught in the classroom to 

enhance the success of learners.  

In the 1990s the literature focused on childhood resilience as competent functioning under 

stress, coping appraisal and competence in the face of adversity (Scoloveno, 2016). Rutter 

(1987) proposed a process incorporating protective factors including qualities of the person, 

such as sex or age, and experiences, not necessarily positive. For example, Ashokan, 



62 | P a g e  

Sivasubramanian and Mitra (2016) suggest that exposure to stressful situations has an 

inoculating effect, enabling people to better cope with stress later in life. Martin and Marsh 

(2009) argue that increasing individual’s exposure to protective and enabling factors may be 

a more effective means of developing their resilience. Vinson (2013) suggests ‘helicopter 

parenting’ may contribute to millennial tertiary learners having developed poor resilience. 

Helicopter parenting is a term used to describe the phenomenon of “a growing number of 

parents - obsessed with their children’s success and safety - who vigilantly hover over them, 

sheltering them from mistakes, disappointment, or risks, insulating them from the world 

around them” (Vinson, 2013, p. 423). There is potential then, that ‘helicopter parenting’ has 

not allowed teenagers to have experiences that inoculate them, to develop resilience.  

Potentially, recent generations have been so well protected by their parents that they have not 

had to navigate situations where resilience has been key in bouncing back from adversity. 

Millennials were born between 1982 and 2002. Today that would give an age range from 22 -

40 years old. In this practice research tertiary learners that are classed as millennials are the 

focus. Figure 7 data from the Pew Research Centre (2018) defines the generations. 
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Figure 7. The Generations Defined (Source: Pew Research Center, 2018). 

 

Over time, the construct of resilience has moved from research focused on children, to adults 

and other populations. The 2000s saw the literature on resilience focus on families and 

communities and their response to adversity (Berkes & Ross, 2012; Greeff & Dutoit, 2009; 

Iacoviello & Charney, 2014).  

In a review of the definitions and conceptualisations of resilience, five overlapping, non-

exclusive key themes with a primary focus on resilience were identified in the health-related 

empirical literature, published between January 2000 and April 2015 (Schultze-Lutter et al., 

2016) as identified in Table 2. 
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Table 2: Descriptions of Resilience 

 

Description of Resilience Reference 

The process of overcoming (thriving or succeeding) difficulties, 

adversity, or trauma to a point of becoming more successful or 

functioning even better than before 

Rutter, (2013) 

The process of adjustment and adaption to new or difficult 

situations 

American Psychological 

Association, (2011) 

The process of fully recovering (or bouncing back) from 

difficult periods or trauma 

American Psychological 

Association, (2011) 

A form of mental immunity with good mental health as a proxy 

measure 

Masten, (2001) 

A universal yet difficult to quantify, personal strength grounded 

in positive experiences and support 

Davydov, Stewart, Ritchie 

& Chaudieu, (2010) 

 
(Author, 2020). 

 

3.7 Resilience 

Resilience is a central construct to this study as it is closely linked with mental health in the 

tertiary learner population. Crane and Searle (2016) suggest events stemming from stressors 

and adversity can have long term significant effects on a person’s mental health and 

wellbeing. If a learner has many stressors including academic failure, poor family/social 

connections, financial burden and /or mental ill-health coupled with poor resilience, this may 

cause failure to cope.  

In my observation of learners, if a learner has many stressors and a high level of resilience 

including understanding of their protective factors8, academic success and good mental health 

and wellbeing, then coping in the face of adversity is much more likely. 

Resilience is an overarching term incorporating other concepts that are interlinked including 

mental health and wellbeing, risk and protective factors, stressors, triggers, and education. 

Authors discuss different aspects of resilience including intrapersonal resilience academic 

 
8 Protective factors are discussed on under heading 3.1 in this chapter. 



65 | P a g e  

resilience, ethical resilience, professional resilience, pre-existing resilience, psychological 

resilience and physical resilience (Howe, Smajdor & Stockl, 2012; Martin & Marsh, 2009; 

Son, Lee & Kim, 2015). For the purposes of this study, the focus is on academic resilience as 

this is a central concept for tertiary learners, that is directly linked to mental health and 

wellbeing. In the following paragraphs academic resilience as a construct within the 

overarching term ‘resilience’ is introduced. 

Scoloveno (2016) defines resilience as “a dynamic concept that describes the ability of 

individuals, families and groups to successfully function, adapt and cope in spite of 

psychological, sociological, cultural and/or physical adversity” (p. 1). There are varying 

definitions of resilience, but they seem to share strength as a characteristic and persistence in 

overcoming challenges (Hart, Brannan & de Chesnay, 2014).  Levels of resilience seem to 

differ vastly across all levels of the population; interestingly, resilience has been referred to 

as a personality trait (Campbell-Sills, Cohen & Stein, 2006). Along with resilience, 

‘buoyancy’ is a term introduced by Martin and Marsh (2006). They define the concept of 

academic buoyancy as “students’ ability to successfully deal with academic setbacks and 

challenges that are typical of the ordinary course of school life e.g., poor grades, competing 

deadlines, exam pressure, difficult schoolwork” (p. 4). The concept of academic buoyancy is 

distinct from resilience in that it addresses the everyday setbacks and pressures associated 

with normal life. The traditional concept of resilience reflects acute and chronic adversities 

that are not an everyday occurrence.  

Some stresses challenge an individual and aid in the development of resilience, however there 

are some stressors that can hinder an individual’s resilience (Crane & Searle, 2016). This 

could suggest that resilience can be positively or negatively impacted by the tertiary 

environment.  

Within the academic environment, resilience is particularly germane to the act of learning, 

given that learning is dependent on a student’s ability to successfully negotiate the challenges 

and setbacks common within the academic setting.  

The Russian psychologist Lev Vygotsky (1978) developed a sociocultural theory that has 

application to teaching and learning in the academic setting. He believed cognitive 

development arises from social interactions from guided learning within the zone of proximal 

development (ZPD) (Vygotsky, 1978) as knowledge is co-constructed by a more advanced 
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peer. He views this co-construction of knowledge and interaction with peers as an effective 

way to develop skills and strategies.  

According to MacDonald, Bottrell and Johnson (2018) “resilience and wellbeing are essential 

for the academic and social development of young people” (p. 372), as are creating safe and 

supported learning spaces to promote enhanced wellbeing in young people.  

Resilience is a construct that has evolved throughout the literature over time. Outlining the 

history of resilience throughout the literature seems appropriate here to give historical context 

on where the term ‘resilience’ originated. Providing an historical construct of resilience will 

assist in viewing resilience in the 21st century. In the following paragraphs I outline the 

historical construct of resilience and the diverse types of resilience that are discussed in the 

literature, with a focus on academic resilience.  

 

3.8 Academic Resilience  

According to Martin and Marsh (2015), academic resilience refers to a learner’s capacity to 

overcome acute or chronic adversities that are major assaults on educational processes. 

Similarly, Morales (2008) defines academic resilience as being “unlike psychosocial 

resilience, it is not determined by how well adjusted or emotionally healthy an individual 

might be. Rather, academic resilience is defined solely by academic achievement in the face 

of adversity” (p. 152). Morales (2008) conducted a study using qualitative methodology to 

understand the experiences of academically resilient college students. However, this paper 

can only be applied to ethnic minority students in the United States of America. There are 

difficulties with the interpretation in this article as there is no control group or comparison 

drawn between ethnic minority students and white middle class students to identify gaps, 

strategies or frameworks that could aid these minority students when undertaking tertiary 

study. The data captured in this study is spread across six years.  

When considering the claims made by Morales (2008) it is not clear if the students were 

interviewed across the entire six-year period or within short timeframes during the six-year 

period. This understanding would be important as the results may differ markedly if students 

were interviewed across the entire six-year period, due to heightened maturity, or life events 

causing further inoculation to potentially enhance their resilience.  
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Some of the students interviewed by Morales (2008) were the author’s programme 

participants which could bias results due to a more personal relationship with these students.  

However, on the other hand an alternative way to look at this information would be that the 

author having a relationship with some of the students may in fact enhance their level of 

comfort in disclosing information due to the trust already gained with the interviewer, 

therefore may be a positive as opposed to a negative.  

Academic resilience is reported by Morales (2008) to be marked by distance travelled over 

time, this would suggest an opportunity for a longitudinal study as a future research 

opportunity to strengthen the findings in this article. The students in this research study are 

already deemed to be resilient, but not prepared for the academic demands of tertiary study, 

this paper could have been strengthened by the addition of a sample group deemed not 

resilient and the effect this had on retention and success. When considering the claims made 

by Morales (2008) there is no clear strategy developed for supporting ethnic minority 

students, and no links to the impact on mental health of these learners which weakens the 

report. 

Morales (2008) took a mixed method research approach, predominantly qualitative, but 

inclusive of quantitative data due to the sample size.  Qualitative interviews were conducted 

with fifty college students determined to be resilient over a six-year period. Each participant 

underwent three separate interviews approximately 90 minutes in duration. Reaching the 

point of saturation with many participant interviews, along with having interviewed each 

participant three times was a lengthy process. Morales used a phenomenological approach to 

this research; an alternative approach could have been to use a large sample size but do an 

exclusively quantitative study to reduce the time of data collection, analysis and, variances 

that could skew results over the long time period. 

Academic resilience has been noted as a factor in ways of coping of tertiary learners. People 

develop habitual ways of coping and dealing with stress, these habits or coping styles can be 

adaptive or maladaptive and can influence their reactions (Brown, Westbrook & Challagalla, 

2005). Academic resilience refers to an ability to protect psychological health from stressful 

conditions, to follow tertiary norms with academic achievement, motivation, and interest in 

tertiary life even under stressful conditions (Son et al., 2015). Often learners with mental 

illness whether formally diagnosed or not often seem to struggle with the stress and pressures 

of academic study (Gee, 2018).  
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Importantly, stressful conditions for learners can be variable including academic pressures of 

exams and assignments (Campbell-Phillips, Halder, & Hasib, 2020).  Often the learner is 

away from home, family/whānau for the first time when embarking on a new course of study 

at tertiary level, potentially living in a flat with unknown flatmates where relationships can be 

challenging, or they may be in a shared residence (student village/hall) which may be a 

totally new experience for them. This can provoke a sense of disconnectedness from 

whānau/family/land and cultural ties (Nikora, Karapu, Hickey & Te Awekotuku, 2004). 

Financial pressure is very real for learners; having to balance study and part time work can be 

exhausting due to limitations on the learner’s availability to be present at work (Trombitas, 

2012).   

Many learners are faced with setbacks in everyday life; overcoming acute or chronic 

adversities that impact on academic processes and success within the classroom is where my 

interest lies. Academic resilience comes into play when not only dealing with chronic 

underachievement, but also overwhelming feelings of anxiety that are incapacitating, 

debilitation in the face of chronic failure or anxiety, clinical presentations such as anxiety and 

depression, truancy and disaffection from school, comprehensive and consistent alienation, or 

opposition to teachers (Martin & Marsh, 2008). 

According to Strang (2014), to face challenges and overcome stressful periods learners 

should seek to heighten their academic resilience. Developing academic resilience will not 

make stressors disappear, but it can help learners face challenges with amplified confidence. 

Harrington (2013) lists seven elements of academic resilience, which have been summarised 

by Strang (2014) in the form of advice for learners in Table 3.  
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Table 3: Seven Elements of Academic Resilience 

 

1. Self-confidence. 

Do not underestimate yourself, view yourself as a competent person with many valuable traits, and 

believe that you can build the skills that you need to get you where you want to go. 

2. Risk Taking. 

Step out courageously and try something new. Worry less about failure; instead, concentrate on the 

potential benefits of exploring a new area of study, trying out a new hobby, or embarking on a new 

venture. 

3. Optimism. 

Your attitude plays a great role in your ability to overcome obstacles.  Choose to view your life’s 
situations from a positive and proactive standpoint. Seek out the good and be realistic and honest 

about the drawbacks. 

4. Willingness to learn from mistakes. 

Do not let a setback dominate your thinking or completely derail your plans. Examine what 

happened and endeavour to make changes based on what you have observed and learned. In 

hindsight, you may see that some of your mistakes provided the opportunity you needed to make 

discoveries and grow in the process. 

5. Concern about what you can control, not what you cannot. 

Do not obsess over the circumstances, events, and attitudes you cannot change. Instead, spend your 

energy working towards making the changes that are within your power and your reach.  You will 

feel-and be- more productive. 

6. A strong network of trusted people. 
Your friends and family can provide you with the support you need to build your strength and 

encourage you to push through your trials and get through your setbacks. In addition, of course, they 

will need you too, so be available to support them. 

7. Efforts to build connections on campus. 

Tertiary study presents a solid opportunity to build relationships with others walking the same path 

in their education (and life). They will get to know potential “study buddies” and bond with others 

going through the same experiences. They should also get to know their instructors, academic 

advisors, and others on campus who are able and available to provide the tools that support their 

academic success. 
 

Note. Adapted from https://blog.cengage.com/seven-elements-academic-resilience. Copyright August 2014 by 

T. Strang. 

 

https://blog.cengage.com/seven-elements-academic-resilience
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These seven elements of academic resilience (Table 3) are valuable teachings for learners in 

developing their resilience. The key points include identifying and using protective factors to 

the learner’s advantage.   

Influences on academic resilience can be classified as internal and external protective factors 

(Jowkar et al., 2014).  As mentioned earlier, the construct of resilience and protective factors 

are interrelated and affect each other. External protective factors include “the environmental 

social supports and opportunities available in the home, school, community, and peer groups 

in the form of caring relations, high expectations, and encouragement for participation in 

meaningful activities” (Jowkar et al., 2013, p. 34). Internal protective factors are individual 

qualities and characteristics (skills, attitudes, beliefs, and values) associated with positive 

developmental outcomes (Jowkar et al., 2013).  If learners can identify and perhaps develop 

their own protective factors prior to embarking in tertiary study, this may help them 

understand the areas where strategies for developing academic resilience may be useful. For 

example, if a learner finds it challenging to leave their home environment due to strong 

family/whānau/community connections being the main protective factor, studying with a 

local tertiary provider may be a more suitable option to advantage their learning.  

 

3.9 Resilience in Indigenous Communities 

Leaving family or whānau to study can be particularly difficult for Māori learners (Nikora et 

al., 2004). The values and beliefs of indigenous communities have not been accounted for in 

the typical measures of wellbeing and strengths-based approaches to resilience (Savage et al., 

2018). Historically, resilience and well-being approaches for indigenous communities in 

colonised countries have typically reflected the values and beliefs of the colonisers (Sangha, 

Le Brocque, Costanza & Cadet-James, 2015). 

While indigenous people share similar strategies for resilience to those of non-indigenous 

families, there are some cultural differences distinct to Māori - social connectedness, 

whakapapa, whānau relationships and the strength that arises from these shared bonds 

(Boulton & Gifford, 2014).   

Boulton and Gifford explain that as a people, Māori have demonstrated immense resilience in 

surviving the effects of land confiscation, language loss, disease, and population decline9.  

 
9 OP has dedicated support available for Mäori and Pasifika learners. 
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Mental ill-health among Māori learners appears to be congruent with non- Māori learners 

(personal communication, 2018-2019). 

 

3.10 Barriers to Help Seeking in Learners 

Learners may have many life stressors impacting on their ability to devote needed energy and 

time to their studies, in turn they may lack resilience to succeed in their chosen course of 

study. Storrie (2010) discusses two major factors that appear to hinder adequate support-

seeking in learners with psychological distress: the stigma of having a mental illness, and 

individual characteristics of the learner. Often learners will not disclose that they experience 

poor mental health whether diagnosed formally or non-diagnosed when applying for tertiary 

study which may be related to fear of not being accepted onto their programme of choice 

(Martin & Marsh, 2009), or it may be that the learner is mentally healthy at the time of 

entering tertiary study. 

Learners may perceive that having poor mental health is associated with weakness, which can 

possibly affect progression through their course and career post-graduation (Chew-Graham, 

Rogers & Yassin, 2003).  If a learner is not competent in managing their mental ill-health, 

they may be less willing to seek help according to Storrie et al. (2010). Learners who do not 

seek help are of great concern as the students who need help most, are least likely to get it 

(Gulliver, Griffiths & Christensen, 2010).  

Additional barriers to learners seeking help may be lack of time, privacy concerns; learners 

may be unaware of support services available to them on campus, appointments may not be 

available for lengthy periods due to high demand, appropriate resources may not be available, 

learners may not be accepting of help, they may not be able to afford services offered, and the 

physical environment may not be conducive to supporting learners’ mental ill-health 

(Clement et al., 2015; Gulliver et al., 2010; Hunt et al., 2010). Stress can also be a barrier to 

seeking help for learners. Stress is a well-documented phenomenon in undergraduate learners 

(Bartlett, Taylor & Nelson, 2016; Martin & Marsh, 2015; Rios-Risquez et al., 2016).  

Stress and anxiety are a normal occurrence for most learners to experience, however, when 

the symptoms of anxiety begin to interrupt normal functioning and negatively impact on the 

learner’s ability to study or perform, pastoral support may be necessary (Moscaritolo, 2009). 

Learner anxiety or stress may inhibit them from seeking support, especially if the support 
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available is in a physical environment that creates more stress/anxiety due to lack of privacy 

or confidentiality, for example.  

According to Gu and Day (2007) an educational setting that is caring and learner centred, has 

positive and high expectations and provides a positive learning environment, is placed within 

a strong, supportive, social community and offers supportive peer relationships could 

improve learner resilience.  

3.11 Risk and Protective Factors 

Risk and protective factors have been developed as two central concepts in research and 

theorising about resilience (Martin & Marsh, 2009). Protective factors can be defined as 

specific attributes or situations that are necessary for the process of resilience to occur (Dyer 

& McGuinness, 1996). Protective factors refer to conditions that improve people’s resistance 

to risk factors and disorders. They have been defined as those factors that modify, enhance, or 

alter a person’s response to an environmental hazard that prompts a maladaptive outcome 

(Rutter, 2013).  Intrinsic individual protective factors are countenances identical to features of 

positive mental health, such as self-esteem, emotional resilience, positive thinking, problem 

solving and social skills, stress management skills and feelings of mastery (Rutter, 2013). 

Protective factors also include relationships, employment, study, friends, good housing, 

animals, and other extrinsic factors that support good emotional and mental health and 

wellbeing. 

Risk factors do not predict a particular negative outcome with absolute certainty; they only 

expose individuals to circumstances associated with a higher incidence of that outcome. Risk 

factors stem from multiple life stressors, a single traumatic event, or cumulative stress from 

several individual and environmental factors (Tusaie & Dyer, 2004). Resilience can be a 

learned process, “students can be taught to identify and utilise protective factors that they 

already possess, and to develop or enhance others that they need” (Stephens, 2013, p. 128).   

Both personal characteristics, positive emotions and social support are categories of 

protective factors in the adolescent learner that include both internal and external factors 

(Stephens, 2013).  

Developing and nurturing resilience in tertiary learners through purposeful interventions and 

educational efforts to enhance protective factors is possible. If learners can develop these 



73 | P a g e  

protective factors and in so doing augment their resilience, then this leads to enhanced and 

adaptive coping and wellbeing (Stephens, 2013).   

It is clear to see that resilience, protective and risk factors, wellbeing, and mental health are 

all interrelated concepts and are difficult to address individually as they impact on each other.  

 

3.12 What Do We Know Reduces Stress and Increases Resilience? 

As many as 50% of tertiary learners may be undertreated in relation to poor mental health 

(Wasson et al., 2016). Having a formal process that is inclusive of treatment is imperative. 

Treatment is only part of the process however, improving awareness, and creating an 

environment where learners and staff alike feel safe to talk openly and honestly about mental 

illness is vital (Tinklin et al., 2005). For this to transpire, reducing stigma must come about 

(Chew-Graham et al., 2003). According to the Mental Health Foundation of New Zealand 

(2021): “Stigma within society can come in many different forms, but usually through 

stigmatised attitudes and stereotyping or labelling”. Stigmatised attitudes and stereotyping in 

relation to mental ill-health can inhibit learners from seeking support. Early intervention is 

crucial in supporting learners experiencing poor mental health, also, improving access to 

longer-term holistic and comprehensive treatment services, with reduced wait times (Kelly, 

Jorm, & Wright, 2007).  For effective implementation of mental health support at tertiary 

institutions, confidentiality, location, times, convenience of office hours, and financial cost 

are all important to consider. 

 

3.13 National Funding 

Early intervention, enhancing and improving access to mental health services have been 

prioritised in New Zealand through the New Zealand government allocating funding to 

establish a Mental Health Commission. Budget 2019 takes a transformational approach to 

mental health, wellbeing and addiction systems and services in New Zealand (Ministry of 

Health, 2019). In 2019 the New Zealand government set aside funding to establish a Mental 

Health and Wellbeing Commission to strengthen the leadership and oversight of the mental 

health and addiction system. Under this initiative there are several areas of focus: 

• Preventing suicide and supporting people bereaved by suicide 
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• Improving support for people experiencing a mental health crisis 

• Expanding access to and choice of primary mental health and addiction support 

• Expanding telehealth and digital supports for mental wellbeing 

• Expanding and enhancing school-based health services 

• Promoting wellbeing for primary and intermediate children 

• Forensic mental health services for adults and young people 

• Enhancing primary addiction responses 

• Mental wellbeing support for parents and whanau 

• Intensive parenting support 

• Enhancing specialist alcohol and other drug services 

• Enhancing specialist alcohol and other drug services 

• Te Ara Oranga - continuing the methamphetamine harm reduction programme in 

Northland. (Ministry of Health, 2019) 

Many of the Budget 2019 initiatives strongly align with the Governments response to He Ara 

Oranga, the report of the independent inquiry into Mental Health and Addiction. The New 

Zealand government have recognised the increased need for further mental health and 

addiction support nationally. The funding will enable improvement of health promotion, 

workforce capability, access to mental health and addiction services, upskilling of the nursing 

workforce, resilience building and mindfulness in schools, an increase in qualified staff and 

services, and expansion of support services. 

 

3.14 Use of Technology in Treatment  

The use of technology (apps/online CBT/self-help websites etc.) has the potential to play a 

significant role in improving mental health and wellbeing, especially symptomology of 

depression and anxiety/worry (Warmerdam, van Straten, Jongsma, Twisk & Cuijpers, 2010). 

The use of technology in the ITP sector could be useful in health promotion, mental health 

literacy, and encouraging at-risk learners to seek support and treatment (Farrer et al., 2013). 

Online interventions related to mental health and wellbeing can be easily accessed, are cost 

effective, less stigmatising (Farrer et al., 2013) and can be executed in the privacy of one’s 

own home, in their own time, at their own pace. 
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3.15 Future of Resilience Training | Education | Research 

There is a focus in the literature on the origin of resilience-based intervention and prevention 

programmes and many resilience scholars agree that based on the body of resilience work, it 

is appropriate to develop interventions (Luthar, Cicchetti, & Becker, 2000). According to 

Scoloveno (2016), there is an ongoing need to study resilience and explore the possibilities of 

resilience-based interventions. Helping individuals to strengthen and improve their resilience 

in the face of challenges and adversities will help achieve positive outcomes. 

Martin and Marsh, (2009) explain academic resilience requires effective response to 

academic adversity, therefore, there is a need to collect data to shed light on critical events in 

which academic resiliency is required, and students are experiencing these events. Similarly, 

there is a need for researchers to collect data through longitudinal studies in which 

individuals wrestle with some level of adversity, then, functionally emerge at some later point 

(Martin & Marsh, 2009). This may provide some insights into whether lived trauma/adversity 

contributes to the development of a person’s resilience.  

 

3.16 Conclusions drawn from the literature  

In critically reviewing and evaluating the literature, common themes were able to be 

identified including: 

• Higher incidence of poor mental health in tertiary learners 

• Stigma plays in a role in students not accessing support services 

• Resilience and protective factors are key for academic success 

• Isolation and environment can be academic stressors for indigenous/ethnic minority 

students 

• There are multiple barriers to help seeking in the learner population 

• Future initiatives or strategies that may enhance mental health of learners e.g., 

preventative measures such as an integrated curriculum. 

 

Conclusions that can be drawn from the literature include firstly, the age of onset of major 

mental illness is equivocal to the age many students commence tertiary study (Stallman & 

Shochet, 2009; Storrie et al., 2010) therefore may have an impact on the higher numbers of 

learners presenting with poor mental health. Secondly, the number of tertiary learners has 
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increased, in keeping with the general population, (Stallman & Shochet, 2009; Storrie et al., 

2010) which may also see an increased number of students presenting with poor mental 

health as there are simply more learners enrolled in tertiary study. Thirdly, barriers to seeking 

help in the key literature discussed, was noted to be due to stigma, lack of knowledge about 

the services available, and lack of resourcing, feelings of hopelessness, stress, and having 

external supports in place already (Bartlett, Taylor & Nelson, 2016; Clement et al., 2015; 

Gulliver et al., 2010; Hunt et al., 2010; Martin & Marsh, 2015; Rios-Risquez et al., 2016; 

Stallman & Shochet, 2009; Storrie et al., 2010). Lastly resilience is key for learners in staying 

mentally well during academic study.  

 

3.17 Critical evaluation of the literature and implications for professional practice  

Critical evaluation of the literature and understanding how the identified themes underpin, 

inform and contribute to this professional practice research is essential. The Kei Te Pai? 

Survey (2018) mentioned suicidal ideation as the third most common issue for students. This 

contribution is important to consider in the development of the Mental health Education 

Evaluation Tool, and how to support and address this alarming statistic. Workforce education 

in suicide awareness, included in the MEET, may be one solution in reducing numbers of 

students thinking about suicide if staff can pick up on this suicidal ideation early and provide 

brief intervention. Highlighted in the Kei Te Pai? Survey (2018) is that stressful life 

circumstances of students can contribute to poor mental health.  

Although it is impossible to fix all learners contributing life stresses, it is important to 

consider that these stressors have a significant impact on students in New Zealand whilst 

studying. The development of resilience in tertiary learners through preventative curricula 

change as Stuart et al (2014) contribute, could be one solution to retention and success of the 

learner population.  

New Zealand Union of Students’ Association (NZUSA, 2018) highlights along with Stallman 

and Shochet (2009), Storrie et al. (2010) and Stuart et al. (2014) that there are identifiable 

barriers to students seeking help. Stallman and Shochet’s (2009) study highlight tertiary 

students suffering from high psychological distress were the students who had low levels of 

seeking help. This understanding contributes to my professional practice research by ensuring 

the consideration of support services being accessible to all learners, including distance, 

international, and online learners in the development of the MEET. Inclusion of criteria 
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within the MEET that aid students to seek help more easily and routinely through increased 

support may be a first step in reducing barriers for learners. Therefore, considering why 

students don’t seek help when experiencing poor mental health will help guide the inclusion 

of strategies to address this within the MEET. 

Stuart et al. (2014) highlight that there are many initiatives for improving access, reducing 

stigma, and health promotion in relation to mental health of students but these are not 

embedded in curriculum, rather they are administered through support services. This 

understanding along with Stallman’s (2014; 2020) work in relation to resilience education is 

important as it informs my research. An example of this would be that there could be future 

application in mental health initiatives being embedded in the curriculum in New Zealand in 

the same way, such as online CBT, web-based screening programs and teaching mindfulness 

in the classroom. The MEET is to be embedded as an organisational initiative at Otago 

Polytechnic not within curriculum, which conflicts with Stuart et al.’s (2014) findings that a 

preventative classroom approach is more effective. However, having all staff within an 

institution, including classroom educators and support services alike, working in a way that 

promotes mental health of students surely is also beneficial.  

The literature reviewed by Storrie et al. (2010) identified a gap between academic staff and 

support service staff in the management of mentally unwell learners. This resonated in the 

professional practice research I have undertaken through colleagues reporting that staff at 

Otago Polytechnic were feeling overwhelmed and at times lacking skills in the management 

of high numbers of students presenting with poor mental health (personal communication, 

2019). These feelings could in part be due to academic staff not knowing how to help 

students with mental ill-health and quickly referring them on to support services. Bearing in 

mind Storrie et al.’s (2010) contribution, it is critical to address this professional practice gap 

and aid the staff community at OP, and colleagues nationally within New Zealand, in feeling 

confident and having the necessary skills to assist learners who present when mentally 

unwell. Addressing this practice gap needs to be visible in the MEET through workforce 

education and the development of mental health skills, response, engagement and 

understanding to be able to assist learners with brief intervention and decrease the high 

volume of learners presenting to Student Success at OP. 

Storrie et al. (2010) reports the most common question from academic staff is “How do I 

work with this student?” This question was echoed within the initial forays into this research 
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highlighted in Chapter Two | Motivation, hence the development of the Supporting 

Distressed Students Flowchart to address this problem in the Otago Polytechnic context. The 

supporting Distressed Students flowchart could therefore be included within the evaluative 

criteria in The MEET to contribute to mental health promotion, de-stigmatization, positive 

imagery of mental health and engagement with external partnerships.  Stigma was seen across 

the literature as a major hurdle for learners seeking help and is resonated in professional 

practice through colleagues’ narratives (personal communication, 2018-2019). This 

understanding highlights that de-stigmatization needs to be captured in the MEET through 

compulsory workforce education leading to stigma reduction, positive imagery, and mental 

health promotion. 

Morales (2008) highlights major academic stressors for ethnic minority learners can be 

isolation and environment. This understanding may be reflected in Māori and Pasifika 

learners in New Zealand. The partnership with Kaitohutohu in this professional practice 

research has been integral in understanding the complexities that Māori and Pasifika learners 

face and the importance in developing criteria to address these within the MEET. Criteria 

such as ensuring partnerships with Māori mental health practitioners, ensuring there is 

culturally safe spaces available for whakawātea (a clearing of the mind), inclusion of the 

Māori mental health framework Te Whare Tapa Wha, and the environment meeting the needs 

of Māori and Pasifika learners with access to technology are key for inclusion in the MEET. 

These key understandings taken from evaluation and critical review of the literature has 

informed this professional practice research in the development of a mental health education 

evaluation tool (MEET) that is fit for purpose for staff and students within the tertiary 

environs.  The literature has highlighted key areas for consideration and inclusion in the 

development of the MEET.  

 

3.18 Key Advances in the Literature 

Evaluation of the literature is an ongoing process; new advances are continually being made 

as new research is undertaken (Ganiz, 2005). It is important to reflect on these new advances 

to continue to inform professional practice.  

Goodyear-Smith, Martel, Darragh, Warren, Thabrew, & Clark (2017) present YouthCHAT as 

a recent advance in the literature using technology to aid in screening young people for 
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mental health and psychosocial concerns in primary care in New Zealand. “YouthCHAT is a 

youth specific, self-administered, holistic risk, behaviour, and mental health e-screening and 

intervention planning programme that has been developed in New Zealand” (Goodyear-Smith 

et al., p.6). The contribution of this screening technology could also have application to 

tertiary education by aiding in self-management, stigma reduction, engagement, and 

empowerment of youth.  

The evolution of modern-day applications for computers and smart phones has seen 

technology secure a place in the future of monitoring poor mental health, not only in tertiary 

learners but in the general population (Chandrashekar, 2018). It would appear that these 

advances in technology contribute to informing future research opportunities, development of 

self-management applications for the Institutes of Technology and Polytechnics (ITP) sector 

in New Zealand to aid learners in maintaining good mental health through personalized and 

portable preventative health screening. The use of technology, in particular phone 

applications could provide an opportunity for collaboration between health, education, and 

social sectors to address the challenges and intervene earlier when mental health problems 

emerge (Goodyear-Smith et al., 2017).  

The YouthCHAT Northland research project was undertaken in youth centers, school based 

primary care clinics and outreach services in Northland between October 2017 to October 

2020.  The research approach undertaken by Goodyear-Smith et al. (2017) in developing and 

integrating YouthCHAT was a co-design iterative process bringing Māori and non-Māori 

researchers together to reflect and act ensuring research is carried out with the end-users not 

on them (Goodyear-Smith, 2017). Co-design hui (meetings) took place during 2018 and focus 

groups, face to face semi-structured interviews and online surveys were undertaken in 2019 

and 2020. The consideration of Māori practices and protocols in this research appears to have 

been critical in engagement and uptake of YouthCHAT. 

Understanding the importance of bi-cultural research at Otago Polytechnic is critical in 

honoring the Treaty of Waitangi principal of ‘partnership’ and the Māori Strategic 

Framework which provides a roadmap for OP articulating how Māori and non-Māori work 

together to achieve desired outcomes (Māori Strategic Framework, 2020-2022). To adapt and 

embed YouthCHAT from a primary care perspective to a tertiary academic one at OP, would 

require careful consideration of cultural adaptions that may be needed, in consultation with 

Kaitohutohu. 
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The New Zealand context in Goodyear-Smith et al.’s (2017) research contributes to this 

professional practice study as it is considerate of New Zealand’s indigenous population and 

their specific needs. For Māori, New Zealand’s indigenous population, the burden of 

morbidity and mortality associated with mental health is considerably higher (Goodyear-

Smith et al., 2017). Many Māori live in isolated rural communities in New Zealand and their 

access to mental health support is primarily through General Practices. Regions of New 

Zealand including Northland, have a high population of indigenous Māori (Goodyear et al., 

2020). The Otago region in New Zealand has a much smaller population of Māori, which is 

also reflected in lower numbers of Māori learners enrolled in tertiary study (StatsNZ, 2022). 

Taking a bicultural approach combining Kaupapa Māori research (by Māori, for Māori) and 

co-design principles to inform implementation and evaluation of this research addresses 

inequity of young Māori and higher prevalence of poor mental health. This research approach 

is to be considered when conducting research in the tertiary environment that includes and/or 

benefits Māori in New Zealand to ensure cultural competence and safety. 

Although the literature highlights YouthCHAT is aimed at primary care (Goodyear-Smith et 

al, 2017), it could also have professional practice application for all learners undertaking 

academic study due to YouthCHAT being associated with improved mental health, improved 

youth resilience, improved help seeking behaviour and increasing equity for young Māori. 

There is potential then that promoting and utilising screening assessments such as 

YouthCHAT in the tertiary environs may have a systemic effect reducing the high numbers 

of learners presenting with mental health concerns to support services. 

When considering YouthCHAT as an intervention in the tertiary sector, it would be useful to 

reflect on limitations associated. Potential limitations could include access/funding for 

screens, lack of data protection and security, poor youth engagement, lack of connection/ 

coverage in remote areas of New Zealand, and lack of mental health literacy. The roll out 

process of YouthCHAT (2020) took a total of three years. Time taken for refinements, and 

adaptions of the YouthCHAT (2020) framework is transferrable knowledge to consider in the 

adaption and roll out of the MEET. It may be a lengthy process which requires consultation, 

collaboration with treaty partners, and multiple adaptions to suit regional context. 

Another recent advance in the literature highlights a quantitative, cross-sectional research 

study undertaken by Gorczynski, Sims-Schouten, Hill and Wilson (2017) aimed to ascertain 

levels of mental health literacy in UK university students, examining whether mental health 
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literacy is associated with better mental health outcomes and intentions to seek professionals’ 

care. This study was the first to examine multiple dimensions of mental health literacy in the 

UK and reports new insights in the literature, revealing mental health literacy is reported by 

to be positively correlated with help seeking behaviour in university students. It is important 

to consider the sample group in Gorczynski et al.’s (2017) UK study consisted mainly of 

undergraduate students. Recognizing that mental health literacy may increase with education 

years, the large sample of undergraduates may have lowered the overall mean average score 

of mental health literacy for the entire sample. It is also possible that national and regional 

context may be important in consideration of varied results between Gorczynski et al.’s 

(2017) UK study and similar Australian studies (Lam, 2014). 

Gorczynski et al.’s (2017) findings correlate with literature explored in this professional 

practice research including firstly, the use of technology having the potential to play a 

significant role in improving mental health and wellbeing, and secondly, the use of 

technology in the tertiary academic environment could be useful in health promotion, mental 

health literacy, and encouraging at-risk learners to seek support and treatment (Farrer et al., 

2013). In addition to these findings, Gorczynski et al. (2017) contributes strategies such as 

anonymous online resources can improve mental health literacy. Findings from Gorczynski et 

al.’s (2017) study show students with greater mental health literacy are more likely to seek 

help. The implications of this finding for professional practice are that adequate resourcing of 

student support services, the availability of mental health resources including online 

resources being available to learners to increase health literacy and access to online devices 

are all critical considerations in the development of the MEET to support de-stigmatisation, 

help seeking behaviours and enhanced mental health in learners. Gorczynski et al (2017) 

report university students have difficulties recognizing and understanding symptoms of 

mental illness, and a reluctance to disclose mental health problems due to stigma. Stallman’s 

(2020) approach in de-stigmatisation of suicidality (discussed in the following paragraphs) 

has impact here. 

Stallman (2008) along with Stallman and Shochet’s (2009) studies appear to have been the 

building blocks in developing the Health Theory of Coping (Stallman, 2020). The Health 

Theory of Coping “recognizes that all coping reactions are adaptive and may initially reduce 

distress, categorizing these strategies as either healthy or unhealthy, depending on their 

likelihood of adverse consequences” (Stallman, 2020. p. 295).  The Health Theory of Coping 

“conceptualizes cognitive and behavioural activities to reduce acute distress into either, 
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healthy or unhealthy categories based on the likelihood for potential or, additional, unwanted 

and unintended negative physical, psychological, or social consequences that is the potential 

harmfulness to the overall health of the person” (Stallman, 2020. p. 296)).  

Evaluation of the Health Theory of Coping (2020) has been conducted with health 

professionals and distressed university students in a qualitative study. There is evidence of 

impact of this theory through practitioners and students reporting heightened confidence in 

supporting people experiencing suicidality, and higher personal coping. Stallman (2020) has 

taken a different approach than other researchers by viewing disclosing suicidality and other 

unhealthy strategies, within this framework, as healthy coping strategies. This approach aids 

in de-stigmatizing suicidality by recognizing help seeking as a positive strategy a to reduce 

significant distress (Stallman, 2020). The implications of this approach may lead to higher 

numbers of students accessing support, more open and honest communication and earlier 

intervention and referral to specialist services promoting better mental health outcomes. 

The key advance in recognizing that taking a non-stigmatized approach to learner disclosure 

of mental health information and suicidality as in Stallman’s (2020) Health theory of Coping 

is important. This advance has contributed to my ongoing professional practice by 

considering how to create a learning environment that is de-stigmatized at OP and nationally 

in the New Zealand tertiary education sector. Creating a non-stigmatized environment is 

essential to consider in the development of the MEET to encourage learners to feel safe in 

seeking help initially, disclosing their stories and experiences, and to have help-seeking in 

relation to suicidality viewed as a strength and not experience negative consequences of 

disclosure.  

 

3.19 Summary of Chapter Three: Part One 

This chapter has explored the theoretical and practice basis of the importance of the role of 

resilience in tertiary learner success and retention. While the initial questions prompted by the 

need for increased mental health support for tertiary learners were focused on impact, 

strategy, and policy, positioning these questions in the context of prior work has enabled me 

to recast these questions in the light of the importance of enhancing mental health support for 

tertiary learners. The context of this work is within tertiary education and highlights the 
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importance of developing academic resilience in relation to maintaining optimal mental 

health and wellbeing in tertiary learners.  

In Chapter Three: Part One, I have introduced the following research questions, which 

underpin this practice research:  

 

1. What is the impact of tertiary study on mental health and wellbeing of tertiary learners?   

2. Are tertiary institutions alleviating or contributing to learner mental ill-health? 

3. What is the importance of developing academic resilience in tertiary learners?  

4. How do we embed mental health and wellbeing into policy/strategy to develop a new 

way of thinking? 

After investigating the literature, I believe these research questions remain pertinent, so I 

have not added to, or changed them. The practice gaps within New Zealand tertiary education 

providers that make my practice research questions particularly pertinent are firstly, having 

mental health specific accreditation to de-stigmatise mental ill-health in the tertiary 

environment and secondly, the need to further enhance tertiary learner mental health support. 

Engaging with a wide range of national and international literature has highlighted that there 

are many concepts within the construct of resilience.  In consideration of the literature, being 

a tertiary learner is considered a risk factor itself in developing poor mental health (Stallman 

& Shochet, 2009), this alone could give rise to learners becoming more unwell whilst 

enrolled in their chosen programme of study.  

Recognising that tertiary study could indeed be a risk factor for poor mental health, I see the 

need to better understand the patterns and incidence of presentations of learners experiencing 

mental ill-health at OP.  I now follow with discussion on the OP context, which outlines what 

we currently know related to mental health support of learners, and identification of the gaps 

in professional practice.  
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 CHAPTER THREE: PART TWO | OP CONTEXT 

4.1 Introduction 

At OP, there has been a noticeable increase in learner mental illness/distress yearly for the 

past decade (personal communication, 2018). This is a phenomenon which correlates with 

international trends (Thorley, 2017). As outlined in Chapter Two, The Mental Health, and 

Wellbeing Advisory Group (MHWAG) at OP was formed in 2017 because mental 

illness/distress within the student and staff demographic were overloading the support 

systems available. The increased demand for psychological support by students was 

becoming at times overwhelming for staff, contributing in turn to their own psychological 

distress. The acuity and complexity of presenting complaints to Student Support Services at 

Otago Polytechnic at an institutional level has heightened (personal communication, 2019-

2020). 

In 2017, Student Success Services at Otago Polytechnic recorded 276 learner presentations in 

relation to poor mental health and wellbeing. The number of presentations increased in 2018 

to 559 recorded visits and 2019 saw 685 learners present with poor mental health and 

wellbeing by mid-year (Student Support Counsellor, personal communication, 2019).  

Consistently increasing numbers of mentally unwell learners presenting to Student Support 

Services at Otago Polytechnic has identified the need for further structure and resourcing 

within the organisation to effectively support learners with mental ill-health. The gap 

identified in resourcing and a visible need for a strategy to support and enhance the mental 

health and wellbeing of tertiary learners at OP is the origin of the Mental health Education 

Evaluation Tool (MEET). 

The aim of the MHWAG at OP as outlined under Chapter Two, was to implement policy and 

strategy to support staff and learners to achieve academic and psychological resilience and 

maintain good mental health and wellbeing in a culture without stigma and a safe 

environment. There is no current research available at Otago Polytechnic related to mental 
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health and wellbeing and the academic resilience of learners, which is why this study is 

critical to add to this growing body of knowledge.  

This research could benefit learners within our organisation, and advance national and 

international understanding of the construct of academic resilience, possible educational 

interventions for all learners, and the development of an education evaluation tool in relation 

to mental health and wellbeing. 

 

4.2 Environment 

Environment plays a significant role in the engagement of learners with support services. 

Recognised negatively by Wasson et al., (2016) the tertiary learning environment can affect 

learner wellbeing and can contribute to depression and burnout not evidenced, prior to 

learners enrolling in tertiary study. At Otago Polytechnic, Student Support Services are 

located in “The Hub”. The Hub is a large communal area where people come together, both 

faculty and learners to talk, share food, and connect. I have identified ten positives to this 

area as listed below: 

1. Having centrally located support services for learners. 

2. Having café services located within the Hub. 

3. An enhanced sense of belonging and connection. 

4. A space where activities for learners and faculty are routinely held to heighten 

the sense of camaraderie and build connections. For example, people bringing 

in puppies/dogs for people hug as a form of sensory modulation, card making 

as a mindfulness exercise and to build connections, and a bicycle that makes 

smoothies. 

5. A place where free lunches for learners can be held where faculty are the 

servers. 

6. IT support located centrally for learners. 

7. Multiple meeting rooms that can be booked by faculty or learners are in the 

Hub. 

8. Students’ Association is centrally located for learners. They provide financial 

assistance, food parcels, activities for learners, timetables etc. 

9. Customer Support Services to aid with any organisational questions for both 

staff and learners are located inside the main entrance to the Hub. 
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10. The Hub can be booked as a venue for functions and has the capacity to hold 

large numbers of people. 

The Hub was designed to create a space for learners and staff, support services for learners in 

an easily accessible area.  

In an article for the Otago Daily Times, Gavin O’Brien and Tobias Danielmeier (2015) 

describe how design consultant Simon Kaan designed the Hub as a place where people meet 

and exchange ideas, incorporating the concept of Ara Honohono – ‘interconnected 

pathways.’ Special features in the Hub reflect these interconnected pathways, including: 

- The carpet design which reflects the Ōwheo river that flowed directly under The Hub. 

- Touchstones, Māuri kōhatu, which represent three parts of the region being brought 

together in one place. Pounamu, a precious stone found within southern rivers, basalt 

which represents the volcanic essence of the region, and sandstone from Oamaru.  

- The Roimata Toroa sculpture that hangs above the Hub Atrium represents the tears of 

the albatross. 

- The mōhiki which was used to hikoi or travel through pathways. It is an important 

reminder of who we are and where we may be heading (O’Brien & Danielmeier, 

2015). 

Much time and collaboration were involved in designing the Hub with a bi-cultural 

perspective in mind. In Figure 8, the communal space for meeting, exchanging ideas and 

sharing food is visible. 
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Figure 8. The Hub, Otago Polytechnic. Reprinted from Journeys in Space, by T. Danielmeier and G. O'Brien, 

2015, Otago Daily Times, 14-15. Used with permission. 

Although there are many positives to The Hub, there are also some identified negatives 

including having Student Support Services physically located in a busy environment where 

fellow students are in abundance and the rooms for learners to meet with support staff are 

glass walled. 

 
Figure 9. The Hub, Otago Polytechnic. Reprinted from Journeys in Space, by T. Danielmeier and G. O'Brien, 

2015, Otago Daily Times, 14-15. Used with permission. 

 

As shown in Figure 9, at the back of the space, the glass walled rooms for student interviews 

are in the very open and public area. These spaces allow for little confidentiality for the 

learner, and an audience of many when the learner is potentially distressed, in an environment 

where they are easily identifiable by their peers. There is still stigma associated with 

accessing help and learners sometimes see this as a failing on their part (Gulliver et al., 

2010). Having the option of external access to the building instead of having to access 

support services in a public arena, private rooms where learners can feel safe if they are 

distressed, having rooms available that have screening on the glass to give privacy would all 

be steps in the right direction to enhance engagement of learners with support services at OP 

(personal communication, 2018-2019). The physical environment can be a factor in learners 

accessing support services as highlighted above.   

 

4.3 What is Currently Working Well? 

Before I commenced this practice research there was mental health support provided for 

learners, however the lack of trained staff resulting in long waiting times was seen as an issue 

(personal communication, 2018). There was no policy specific to addressing mental health 
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and wellbeing of learners, staff education related to understanding mental health and 

associated issues was not available, and stigma was present as reflected in the low numbers of 

learners disclosing that they have poor mental health.  

The University of Auckland developed a document to assist staff on how to manage stressed, 

distressed and struggling students.10   

Flow charts were created for non-urgent and urgent situations related to people in distress, 

how to decide if there is a problem, who to tell and what to do, learner support services 

available and phrases to consider when interfacing with the distressed person. This UOA 

document was viewed and considered in the initial phases of the development of the 

Supporting Distressed Students Flowchart, however, the information provided was too in-

depth and comprehensive. OP colleagues were asking for a clear and simple process that was 

easy to follow, and not a lengthy document (personal communication, 2018) so the UOA 

procedures were not implemented at OP. 

At Otago Polytechnic, distressed learners can at times present at the cessation of classes, late 

in the day, requiring support, when support service staff have already clocked out. The duty 

of care then falls on academic staff members who may or may not have the skills or 

confidence to adequately support the distressed learner and triage to appropriate services.  

This was the rationale for creating the Supporting Distressed Students Flowchart (Bartlett & 

Laughton, 2018) as mentioned in Chapter Two, to support staff in triaging a distressed learner 

with a quick guided process related to the learner’s presentation/response. Internal and 

external phone numbers/contacts are on the flowchart for readily accessible help. This 

flowchart is currently being accessed by staff across the organisation, with positive feedback 

on the ease of use and easy to access phone numbers that help to refer distressed learners 

quickly (personal communication, 2020). 

At OP, the formulation of the Mental Health and Wellbeing Advisory Group,11 (of which I 

am a founding member) mentoring programmes, introduction of resiliency training, and 

introducing wellness programmes are part of health promotion initiatives implemented within 

the organisation. 

For the individual learner, the ability to increase his/her own personal academic resilience can 

lead to a happier and more successful tertiary experience (Stephens, 2013). By bringing to the 

 
10 Appendix 15, the University of Auckland, “Supporting Distressed Students” (2016). 
11 The MHWAG is outlined under Chapter Two: Motivation. 
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attention of tertiary learners being conscious of their own protective factors, and nurturing 

academic resilience, there is the potential to have a positive influence on student success and 

retention.  Implications for industry are many such as, resilient learners can pay forward their 

learning to benefit colleagues and customers alike and emerging practitioners could take a 

leadership role and educate colleagues to identify protective factors and understand strategies 

to build their own resilience (Thomas & Hunter Revell, 2016). This in turn could produce 

strong leaders who are able to withstand the challenges of often complex industry 

environments (Stephens, 2013).   

 

4.4 Summary of Chapter Three: Part Two 

Currently there is no research available on the topic of mental ill-health and resilience in the 

tertiary learner population at OP. Through engagement with international literature, realisation 

that the problems faced in my professional practice as an academic in the School of Nursing, 

(including the increasing number, complexity, and acuity of mental illness/distress among the 

learner demographic) is also of concern across all colleges at OP (personal communication, 

2018). These concerns have led to the research questions reflecting a focus on integration of 

enhanced mental health support and a visible strategy that prioritises the mental health of 

tertiary learners and faculty. This is where the professional practice gaps have been identified 

at Otago Polytechnic, which is why this practice research is essential.  

Chapter Three: Part Three now follows, outlining an incident which occurred that tested my 

own resilience in reframing the DProfPrac practice research. This incident led to an improved 

research project that can reach the entire student populace, and from which I learnt much about 

myself and the increased need for mental health support for tertiary learners.  
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There are some learners who come to tertiary study with very poor mental 

health.  

 

Are we as educators contributing to Mary’s poor mental health by 

continuing to engage them in learning when perhaps it is not the right time 

for them to study?  
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 CHAPTER THREE: PART THREE | A FALSE START 

5.1 Introduction  

Part Three of Chapter Three outlines an incident that occurred in early 2019, about half-way 

through my DProfPrac journey. This incident occurred after the development of the 

Supporting Distressed Students Flowchart.12 The timing of the development of the flowchart 

is important to note, as this was integral in shaping this current practice research. It was 

through the development of the flowchart that I realised there was a professional practice gap 

in supporting the mental health of tertiary learners that needed to be addressed. I gained a 

greater understanding through this incident that a more inclusive research project needed to 

be developed, looking at an organisational perspective inclusive of all learners, not just those 

in the School of Nursing. I have included a timeline of events to give an overview of how this 

incident helped to shape my practice research. The development of the MHAG13 and the 

Supporting Distressed Students Flowchart were key points in this journey in recognising the 

need for organisational mental health support for tertiary learners.  

Figure 10 depicts a timeline of events that demonstrate the importance of this incident and the 

development of the Supporting Distressed Students Flowchart before I elaborate further on 

the events that unfolded. 

 
12 The Supporting Distressed Students Flowchart is discussed in Chapter Two | Motivation.  
13 Mental Health Advisory Group 
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Figure 10. Timeline of events leading to the development of the practice research project (Author, 2020). 

 

January 2018

•Concerns related to the increasing poor mental health of learners were raised by staff at OP 
across campus at an internal Health and Safety Meeting.

March 2018

•Faculty who were concerned about escalating numbers of learners with poor mental health 
came together as a working party. The Mental Health Advisory Group was formed and was 
endorsed by executive leadership at OP.

April 2018

•Discussions within the MHAG identified there was a need for process for staff in supporting 
distressed learners.

•I took a leadership role in the development of this process and was supported by Hayley 
Laughton (Health & Safety Coordinator at OP) in developing the Supporting Distressed 
Students Flowchart (SDSF). 

•AUT documents were considered as a starting point (Appendix 15).

April -Sept 
2018

•External feedback sought from mental health educators within the Southern District Health 
Board on the SDSF.

•Internal feedback from MHAG and OP faculty.
•Multiple presentations given throughout the Southern Distict Health Board and OP on the use 

of the flowchart.

Jan 2019

•Mental Health Strategy Retreat. I was invited by the Executive Leadership Team as a founding 
member of the MHAG to have input into the development of the Hauora Plan for OP. During 
this meeting the idea of a mental health tick was raised by multiple attendees.

• I discussed the idea of the development of an evaluative tool to support learner mental 
health with two executive leadership team members at this meeting.

•I was asked to complete the work on this project as I had a passion and interest in this work. I 
was unable at this point to commit to the work as I was already working full time and 
undertaking the primary DProfPrac research.

March-April 
2019

•An overview of the primary research was delivered to the third year student nurse cohort to 
recruit participants.

•The incident discussed in Section Three: Part Three occurred. The practice research now 
needed to be amended.

•Recognition that all learners needed mental health support from an organisational level not 
just learners in the School of Nursing.

May 2019

•Feedback from colleagues after using the SDSF was positive, however identified a gap in 
professional practice in primary mental health support for learners (the flowchart was 
focused on assisting staff when supporting learners).

•Development of a new DProfPrac project due to the identification of this practice gap - and 
Ethics approval for practice research -“Tertiary learner mental health and wellbeing”.
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5.2 Change of Method 

The original aim of the work project for this Doctorate in Professional Practice was 

“Exploring the role of academic resilience during mental health clinical practicum of 

undergraduate nursing students”.  This project was amended to “Tertiary Learner Mental 

Health and Wellbeing”. The focus changed from studying learners to the development of a 

mental health education evaluation tool. In the following paragraphs I explain this change and 

reflect on my learning from this incident. 

During the original work project, I aimed to recruit third-year BN nursing students of the 

undergraduate nursing programme aligned with the School of Nursing at Otago Polytechnic. 

The rationale for choosing this cohort was because I was not involved in their teaching or 

clinical practice supervision. These Year Three learners were chosen as the participant group, 

as I was able to avoid a power relationship and I saw this as an ethical imperative. All Year 

Three students had completed a mental health clinical placement in year two of the BN 

programme. Having completed a mental health placement was inclusion criteria for the 

original practice research, due to data collection being focused on the learners’ experiences 

related to their mental health clinical. This was important to gain an authentic and ‘real’ 

understanding from the learner’s perspective of the challenges they faced through immersion 

in mental health clinical practicum. 

During the participant recruitment phase of the original work project, at Otago Polytechnic, 

the project overview took place prior to a scheduled lesson, for which the nursing learner 

cohort had come together. The work project overview was given to the Year Three cohort of 

undergraduate student nurses outside of their scheduled class time as outlined in the ethics 

application. A message had been broadcast to the learner cohort prior to them attending the 

project overview so learners could decide whether they wished to attend, this was to honour 

the voluntary nature of participation in the research project.  I now present my story, as my 

own autoethnography, looking back on the events that took place in 2019. 

During my presentation to the learners, I clearly outlined involvement in the project as being 

voluntary. My presentation gave an overview of the project including background 

information on how the work project had come to fruition, then outlined the rationale for the 

study, my experiences as a clinical lecturer working with learners in the clinical environment, 

my motivations, why the project would be significant for nursing learners in the future, 

options for change and methodology. The participant information sheet and consent forms 
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were emailed to all potential participants by a gatekeeper (the administrator for the School of 

Nursing). To ensure the presentation was delivered in a very careful and sensitive way, due to 

the challenging nature of the topic, I had two academic staff members with me as a safeguard 

in the event my presentation was triggering for any learner present, as talking about mental 

ill-health can be challenging for some people who have had personal experiences. Both staff 

members were very experienced mental health clinicians and academics. If a learner needed 

pastoral support during this time, one of the academic staff accompanying me in the lecture 

theatre was assigned to escort the learner to Student Support Services for pastoral care and 

referral if required. This would enable me to continue the presentation for the cohort of 

learners, accompanied by one academic colleague. I asked one academic colleague to remain 

with me to ensure my own safety, as a witness to the presentation being delivered in a non-

biased and professional way. Language used in the project overview presentation was 

specifically chosen during delivery, such as making sure learners understood clearly that the 

work project was voluntary for participants, and they could withdraw at any time with no 

disadvantage to themselves. I did not discuss individual learner experiences, so no learner I 

had worked with in the mental health clinical paper previously was identifiable. It was 

ethically important to maintain the anonymity of previous learners who were vulnerable as 

they suffered some form of mental ill-health, and I did not have consent from these learners 

to share their stories.  After I concluded my presentation the Year Three learner cohort 

continued with their scheduled lectures, and I left the classroom directly. I had no further 

contact with the learners.  

Within two days of the delivery of the project overview, the Head of School in the Nursing 

Department had received an anonymous email, stating that the project overview was 

delivered in a way that was coercive, threatening, and I had bullied the learners into 

participating.   

The CEO of the organisation was copied into the email from the learner(s) sparking an 

immediate investigation into my conduct during the project overview. The student(s) who 

sent the email were asked to come and talk with the Head of the Nursing School. They 

declined and refused to identify themselves, sending a further disturbing email, copying the 

CEO of the organisation, Health and Safety Coordinator, the Year Three Programme 

Coordinator, members of the Nursing School and the Executive Leadership Team at Otago 

Polytechnic. This email was threatening towards me, and my safety could now not be assured 

on site at Otago Polytechnic.  
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This was due to having no understanding of who sent the emails - they were signed “Year 3 

cohort”. The emails were sent from an unidentified Gmail account, not from a student email 

account. The Information Technology (IT) department was contacted by the Head of the 

Nursing School to find out where the emails had originated from, but the Gmail account from 

which they had been sent had been opened, and shut down again within two hours, so they 

had no way of tracing the sender according to them. Gmail was also contacted by the IT 

department to try to identify the person who had generated the two emails, to no avail. The 

two academic staff members accompanying me as the researcher during the project overview 

presentation, could attest to the professional way the information was delivered. They 

evidenced this in conversations they had with the Head of the Nursing School.  

On reflection, the emails were sent on 1st April, which is April Fool’s Day, traditionally a day 

when pranks are made. The email account was opened and shut down before twelve mid-day. 

The Executive Leadership Team of the organisation believed it was somebody’s idea of a 

malicious April Fool’s joke. I was very quickly cleared of any accusation associated with 

these claims. Because of this situation and being unable to find out who had sent these 

emails, I was guided by my academic mentors to adapt my project. This group of learners 

could now not be used as participants, due to not knowing who was responsible, conducting 

interviews with these learners would be very unsafe for me as a researcher. This incident not 

only disrupted the DProfPrac practice research but took an immense personal toll on me. For 

example, this incident was a personal attack on my professional reputation, integrity, and 

character, where my personal safety was put at risk. Being so focused on the learner’s mental 

health and wellbeing and making sure every avenue was considered to ensure their safety, in 

consultation with the OP research ethics committee, it was not anticipated that it would be me 

who was put in harm’s way to this degree.  

Where reflection-in-action refers to thinking about what you are doing whilst you are doing it, 

reflection-on-action refers to the retrospective contemplation of practice undertaken to uncover 

the knowledge used in practical situations, by analysing and interpreting the information 

recalled (Fitzgerald, 1994) – looking back after the event has occurred, through a cognitive 

post-mortem (Ellis & Bochner, 2006). It involves the turning of information into knowledge. 

The metaphor of “a ship's maiden voyage” is used to illustrate reflection on action (Schön, 

1983) in the reflection on professional practice documented below. 
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Reflection on professional practice – Reflection on Action (May 2019) 

When I was told about the complaint in relation to the research overview, I gave to the 

Year Three learners, I was taken into a small room by the Head and Co-Head of the 

Nursing School at OP. This room was inside a shared office space occupied by 10 people, 

some of whom were aware of the situation as they had been cc’d into the learner’s email or 

they had already been spoken to by the HOS, due to being present at the research 

overview.  I was not yet aware of what had happened. 

When I was first told of the complaint, I laughed out loud because it seemed absurd. I was 

then told the email had gone to the CEO and executives within the organisation and to my 

colleagues who were outside the door. I was absolutely devastated.  It was 

incomprehensible. I then realised the academic staff who were with me at the practice 

research overview presentation had been spoken to, and I was the subject of an 

investigation. I find it hard to document how I felt in that moment – it was as though all the 

oxygen had been sucked out of the room and then someone had punched me in the 

stomach. I felt physically sick and unable to breathe. It was the questioning of my 

character and integrity that was the hardest, feeling as though people were looking at me 

and wondering… did she? I was in absolute disbelief that this was happening. Tears 

streamed. I feared for my own safety and my children’s safety and would find myself 

looking over my shoulder everywhere I went, and I no longer felt safe at home. This was 

beyond unsettling. 

The learning that came from this situation was immense.  The reflective process 

commenced quickly, and I thought long and hard about how I presented the information to 

the learners and the ethics application process for the study. Was there anything I could 

have done differently? Did I make a mistake? Who would do this? Had I failed anyone in 

the course I coordinated that may have held a grudge? And so on.  

I learned that I was resilient, and I had the passion and commitment to re-focus my 

doctoral studies.  Now more than ever I recognised the need for support for mentally 

unwell learners at OP was critical. I decided to forego learners as participants and 

understand the experiences of my colleagues in relation to working with students with 

mental ill-health.  I wanted to look at an organisational view of what was happening, not a 

more narrowed Nursing School perspective to make a more significant contribution and 

positively impact the larger tertiary learner community.   

My amended doctoral project then began to quickly take shape. 
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After this incident occurred, the Year Three learners, as a group, were spoken to by the 

Nursing faculty Head of School and a member of the Executive Leadership Team.  They 

were made aware of the incident that had occurred, as the emails were seemingly signed from 

the entire cohort.  The learners were angry, and ashamed that one of their colleagues was 

responsible for this incident. The Year Three learners then came together to write a letter of 

support (Figure 11) for me to include in my DProfPrac. The learners also started a 

Crowdfunding page to buy me flowers and a gift to show their overall support, and that the 

actions of their colleagues were not a reflection of the group of learners. I was incredibly 

humbled at this gesture as I was unaware of what they were doing. I have included the letter 

(Figure 11) as this was a pivot point for me where I regained faith in the learner cohort and 

decided to continue with my DProfPrac and amend my practice research topic.  
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Figure 11. Letter of support from Year 3 undergraduate nurse learners (personal communication, 2019). 
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5.3 Summary of Chapter Three: Part Three 

Nationally and internationally, there is recognition that the escalating poor mental health of 

tertiary learners is a concern and needs addressing, as discussed in Section Three: Part One | 

Literature and Context. At Otago Polytechnic there have been many positive initiatives put in 

place to support the mental health and wellbeing of our learner population14 but there remains 

a gap in having specific policy that is able to be augmented/evaluated/accredited to ensure the 

ongoing visibility of the organisation’s commitment to the mental health and wellbeing of 

learners. The identification of this practice gap highlighted in the timeline at the start of 

Chapter Three: Part Three, has led to the development of the amended practice research.15 

The events outlined in this section that have led to a change in topic, methodology and 

method have made me a stronger and more resilient individual. I have realised through this 

adversity my passion for the mental health and wellbeing of all tertiary learners is authentic.  

I am interested to know if the heightened incidence of learners with poor mental health is 

replicated in New Zealand. This has led to my decision to include a national participant 

cohort to examine the experiences of tertiary faculty in New Zealand polytechnics, to see if 

they are congruent with OP. I have elaborated on this further in Chapter Four.  Investigating 

what is occurring for learners during exposure to academic pressures at OP and nationally, 

would be valuable in addressing the issue of why some learners cope well and some learners 

have poor coping strategies or fail to cope in the face of adversity (Mary and Jane). Chapter 

Four: Methodology | Method provides an overview of the amended research process. 

 

 

 

 

 

 

 
14 Outlined in Chapter Five: Findings and Discussion, Theme Three- Resilience, Sub-theme - Staff Capability. 
15 The timeline is written about here as it demonstrates chronologically the development of the practice research.  
The Supporting Distressed Students Flowchart is written about in more detail in Chapter Two | Motivation. 
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I now know that poor resilience in learners is bigger than Mary - bigger 

than the School of Nursing - bigger than Otago Polytechnic. 

 

Is Mary a national phenomenon? 
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 CHAPTER FOUR: METHODOLOGY | METHOD 

6.1 Introduction 

In the previous chapter I explored the theoretical and practical basis of mental health and 

wellbeing of tertiary learners.  While the field of mental health is well known, there are gaps 

in knowledge at the point of education of tertiary learners and how this applies in practice. 

Chapter Two described how my work practice provides motivation for change and that the 

goal of my personal framework of practice is to develop skills in this area. In Chapter Four, I 

describe the underlying methodology and the detailed method that have enabled me to 

undertake this work-based development in a way that aligns with my professional 

development. 

 

Chapter Four of this practitioner thesis outlines the pathway the practice research has taken 

from the planning stage to the process of data collection and analysis. Reflective 

commentaries continue in text boxes as explained in Chapter One and offer insights into how 

and why decisions were made in the planning of this practice research and new 

understandings that have developed as this work project has progressed.  I have made visible 

the congruence between Chapter One - Introduction, Chapter Two - the motivation for the 

research study, Chapter Three - investigation of the literature and context, and this Chapter 

Four outlining the methodology and the research process. I chose to position this research 

study in the qualitative, interpretivist paradigm to gain insights into participants’ lived 

experiences in relation to the mental health and wellbeing of tertiary learners. 

 

6.2 Outline of Chapter 

In Chapter Four - Methodology, firstly I outline the research topic covering the research 

design, including the development of the research aims research questions and ethics, before 

providing a more comprehensive analysis of my professional framework of practice as a 

follow-up to Chapter One. I then introduce autoethnography as the guiding theoretical 

framework for this research. The research process is then defined under subheadings 

comprising of inclusion criteria, participants, data collection, rationale for semi-structured 

interviews, developing the interview questions, the interview setting, journals, physical 

collection of information, and limitations of the interviews.  
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Discussion on ethics approval, confidentiality/anonymity, and rigour follows.  Chapter Four 

concludes with a summary of the section, while introducing Chapter Five of this practitioner 

thesis – Findings as Discussion.  

 

6.3 The Research Design 

This research design draws on the autoethnographic approach by Ellis and Bochner (2016), as 

discussed later in this section under Autoethnography as a Theoretical Framework, and 

Muncey (2005).  I incorporate Muncey’s four approaches of snapshot, artifacts, metaphor, 

and journey to assist with characterising lived experience of colleagues interfacing with 

learners experiencing mental ill-health and the development of a national Mental health 

Education Evaluation Tool (MEET)16, for tertiary learner mental health and wellbeing. For 

me, Muncey’s “approaches” resonate as “nursing”, “research”, “mental health” and the 

“maiden voyage”.  

 

Nursing, research, and mental health are for me inextricably linked, due to my professional 

practice as a nurse educator in the mental health space and, my academic studies from 

completion of my Masters of Higher Education, the topic being “Evaluating the Merits of 

Mental Health Simulations in an Undergraduate Nursing Degree Programme, Using 

Standardised Patients” (Bartlett, 2015), to the doctoral journey.  ‘Snapshot’ or reflexivity 

includes the context of my life, who I am and how I became who I am, reflection on my own 

lived experiences, memories, and influences, this in essence is captured in Chapter Two: 

Motivation. The ‘Artifact’ in my context is the MEET. The artifact that has developed as a 

central component of this research and to which this practitioner thesis is centred around. 

How I came to this idea is discussed in Chapter Five: Part Two. The maiden voyage became 

the perfect ‘metaphor’ representing my doctoral journey as described below. The ‘journey’ is 

in essence my DProfPrac journey. 

  

 
16 MEET is the acronym for the Mental health Education Evaluation Tool 
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Metaphor - The Journey (July, 2019) 

As a new doctoral learner, reflecting on my professional framework of practice has been 

critical to grow, develop my sense of self and understand more deeply the new knowledge I 

have contributed. I liken the process to standing aboard a ship that is about to embark on 

its maiden voyage.  I had some knowledge and preparation through undertaking a master’s 

degree, akin to a deckhand if you will. Through this process I have been able to challenge 

my own thinking and reach into the sea of knowledge (conducting the literature review). I 

was looking at the journey ahead into the unknown, with excitement and trepidation 

knowing there would be storms to weather and times when I would question undertaking 

this voyage. Initially I felt as though I was cast off at the wharf and left to my own devices 

to navigate what was to come next. I felt as though I was the captain of a very large ship 

with very little experience and not entirely sure where I was headed. As time evolved, I 

learned the ropes, and was able to navigate a little further into the unknown.  There have 

been many storms along the way, and some collisions, that ultimately ended in shipwreck. 

(Refer Chapter Three: Part Three). From these experiences and as the journey has 

progressed, my ship (practice research) has become more robust and I have come to 

understand the guidance and expertise I need on my ship, I have sought out these ‘crew’ 

(academic mentors) to aid in successful navigation of the maiden voyage (DProfPrac). I 

am now able to take charge of the vessel with new understandings, safely on course and 

navigating the ship to its destination (completion, submission, and graduation from the 

DProfPrac to create change for tertiary learners). 

 

6.4 Developing the Research Aims 

My inherent reflective nature and understanding of reflective practice contributes to self-

development through making observations about practice in action. I identify aspects for 

improvement and change, plan these changes then continuing to observe, and reflect. I 

followed this process in the adaption of the work project.  

The experience outlined under Chapter Three: Part Three | A False Start shaped this research, 

including the aims, and the research questions along with the data collection, methods, 

methodology, and participants of the new work project “Tertiary Learner Mental Health and 

Wellbeing”. 
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It was important to me to preserve the topic of mental health and wellbeing including 

resilience as a core concept of my project but needed to maintain a level of safety at the same 

time.  

I believed it would be interesting to compare among polytechnics in New Zealand, the lived 

experience of academic staff members in relation to students presenting with mental ill-

health; to identify if they were experiencing similar phenomenon to staff at Otago 

Polytechnic. The research aims outlined in Chapter One help formulate more specific 

research questions which underpin the research study. I now discuss these below. 

 

6.5 Developing the Research Questions 

The research questions were developed using the reflective process - my own autoethnography 

in relation to experiences I have had with learners, who live with mental ill-health. I wanted to 

explore the adversity that affects learners learning, not just those stresses that stem from 

learning itself, but the adversity that today’s learners are experiencing in everyday life. This 

may provide insight when developing a mental health education evaluation tool on how best to 

integrate and resource support for tertiary learners. This curiosity has led to the formulation of 

the following research questions in which all participants were encouraged to contribute: 

1. What is the impact of tertiary study on mental health and wellbeing of tertiary 

learners?   

2. Are tertiary institutions alleviating or contributing to learner mental ill-health? 

3. What is the importance of developing academic resilience in tertiary learners? 

4. How do we embed mental health and wellbeing into policy/strategy to develop a new 

way of thinking? 

My rationale for including the first two questions is that I have reflected on learners who I 

have encountered over the last decade in Year Two of the BN programme who have become 

mentally unwell. Some learners have pre-existing concerns related to mental ill-health, but 

often they do not, and some learners appear to develop anxiety and depression simply 

through being a tertiary learner. I wanted to explore the adversity that affects learners 

learning, not just those stresses that stem from learning itself but the adversity that today’s 

learners are experiencing in everyday life.  
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This may provide insight when developing a mental health education evaluation tool on how 

best to integrate and resource support for tertiary learners.  

Question three was developed at an OP professional development day, when all staff in the 

wider organisation come together for training.  Staff can choose from a variety of 

presentations and workshops they wish to attend. I attended a resilience training session as I 

had an interest in this area. I hoped to gain some strategies to implement into my professional 

practice role to augment learner’s resilience. Whilst I was engaged in this training, I 

wondered if resilience should be something that we routinely teach to students and wondered 

if it would make a difference to their academic capability and levels of personal and 

academic resilience. My aim was to foster positive mental health and wellbeing of learners at 

OP, and I saw there was a professional practice opportunity as an organisation to do this 

better, hence the need for question four.  

 

6.6 Positionality 

At this stage of the practitioner thesis, I extend the inclusion of positionality in relation to this 

practice research which I commenced in Chapter One. I position myself within the discipline 

of nursing as a Principal Lecturer, Course Coordinator for mental health in Year Two of the 

BN Programme and Year Two Co-Programme Leader in the School of Nursing within the 

College of Health at OP as outlined in Section One, under Positionality.  

The demands of the research questions, my professional practice, my knowledge base, and 

cultural beliefs are all factors contributing to the adoption of the qualitative paradigm in 

conducting this research (Schneider, Whitehead, LoBiondo-Wood & Haber, 2013). My 

decision to interview participants about the sensitive topic of mental health stems from 

epistemological and ontological stance, that knowledge and reality can best be sought from 

those who experience it. My ontological and epistemological stances are best described as 

naturalistic and interpretative. The teaching and learning of ontology and epistemology, helps 

to appraise, differentiate, and choose between competing philosophies, theories, and 

analytical traditions. Thus, it encourages reflexive learning and hence criticality through 

inquiry (Bates & Jenkins, 2007).  

The theoretical study of knowledge, in search for knowledge and truth as it applies to the 

mental health and wellbeing of tertiary learners is my focus for this work project or my 



107 | P a g e  

epistemological stance.  In taking an interpretive approach to this project I aim to generate 

meaning from my professional practice context. I want to understand the phenomenon of 

increasing numbers of tertiary learners experiencing mental ill-health, the impact of tertiary 

study on these individuals, how developing resilience plays a role in this and what can be 

achieved at organisational level in terms of structure, strategy, and support. This work project 

hence sits within a naturalistic (constructivist) paradigm.  In effect “reality is not fixed and is 

constructed according to naturally occurring events and situations” (Schneider et al., 2014. p. 

23). Using an interpretive method ensures dialogue between me as the researcher and the 

participants to construct a meaningful reality, the goal here is a deep and self- reflexive 

engagement with the phenomenon being investigated (Houghton, Hunter & Meskell, 2012). 

 

6.7 Autoethnography | Ethnography as a Theoretical Framework 

6.7.1 Introduction 

I establish autoethnography as a methodology that enables me as the researcher to get close to 

the social process where there is potential to create greater understanding (Liggins, Kearns & 

Adams, 2013), in this case, of the phenomenon in which I am investigating, “Tertiary Learner 

Mental Health and Wellbeing”. Autoethnography allows me to create a rigorous, naturalistic 

approach that is both idiographic (focused on the individual’s unique experience) in nature 

and reflective in practice (Ellis et al., 2011). For this reason, I have supplemented my 

professional practice research I have been engaged with, as I have progressed my 

professional framework of practice with a more explicitly autoethnographic approach. 

 

6.7.2 An Overview, Context and Application of Autoethnography  

Autoethnography is a research method that connects the personal self to the broader social 

and cultural context where personal experience is explored to extend knowledge on the social 

issue in question (Foster, McAllister & O’Brien, 2005).  The social issue in my context is 

declining mental health of tertiary learners.  Exploration of firstly my own experiences and 

secondly, my colleagues’ experience with distressed learners aims to extend my knowledge 

and understanding of this phenomenon.  
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There are different ways in which autoethnography can be done, however, all involve the 

inclusion of self into an investigation of cultural processes (Liggins et al., 2013). In this work 

project I draw on my own experiences of professional practice (autoethnography) as well as 

listening to the experiences of my colleagues (ethnography). Autoethnography/ethnography 

as a research method, offers opportunities to share and reflect on experiences and hear 

people’s voice in new ways, creating new knowledge and insights (Peterson, 2014). 

Autoethnography starts from one’s own personal experience, according to Creswell (2009) 

and Merriam (2009). One of the main advantages of personal opinions, narratives and 

experiences is that they give us access to an individual’s private world and provide rich and 

valuable data (Pavlenko, 2002). Arnold (2011) speaks of the “My Story” adapted from Ulmer 

(1989). This involves utilising the data as self, your individual observations, and reactions in 

addition to academic reading and cogitating.  My personal observations, experiences and 

reactions with distressed learners formulates my motivations for this work project and my 

own autoethnography.  During the last decade in my professional practice as an academic 

“My Story” involves bearing witness to escalating numbers of learners becoming more 

acutely mentally unwell during their course of study. From personal observation and the 

observations of colleagues (personal communications, 2012-2020), appropriate policies, 

strategies and resources to support and enhance the mental health and wellbeing of learners 

has been lacking within my professional organisation.  

My own autoethnography was the first means I used to understand and connect with this 

practitioner thesis, and then my participants narratives. Drawing on my own personal 

experience allowed me to empathise with my participants emotional reactions and 

experiences. Autoethnography is an increasingly popular method for engaging in reflection 

on a range of social phenomena (Ellis & Bochner, 2006). Making meaning exists because I 

have heard the narratives of my organisational colleagues, both academic and non-academic, 

and my academic nursing colleagues both regionally and nationally. I have listened to my 

colleagues’ experiences and intertwined my lived experience (self- narrative) to investigate 

the culture of the organisation to which I have created new knowledge and insights 

facilitating meaning. I have been able to scrutinise, publicise and reflexively rework my own 

understanding of self to shape the knowledge and understanding of the wider community 

(Liggins et al., 2013). 
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Autoethnography is a term for research that explores the connections between culture, the 

wider society, and the self (Chang, 2008). It does so by using the reflective practices of the 

researcher as subject. Writing tends to be in the first person and intends to evoke emotion in 

the reader.  

Personal stories (quotations from the participants) will be interwoven throughout my writing 

in Chapter Five: Findings as Discussion, to personalise the writing and engage the reader in a 

more meaningful way.  Epistemologically speaking, my colleagues’ shared narratives become 

part of my own lived experience. My own autoethnography enables and organises their 

naturalistic voices in a meaningful way, creating texts that both tell and may be interpreted as 

narrative analysis (Polkinghorne, 1995).   

Autoethnography and ethnography does not absolve the researcher from analysis and is an 

approach that recognises the researcher's influence on the research, rather than assuming it 

doesn’t exist (Ellis et al., 2011). Autoethnography helps us understand and critically think 

about the person we are or claim to be and how we influence interpretations of what we 

study, how we study it, what we see in emergent themes, our commentary on narratives and 

our critical reflection on narratives of participants (Ellis et al., 2011). 

Drawing on my own autoethnography, looking back on my nurse training, I obtained pivotal 

learning that changed the way I constructed meaning related to mental health and mental 

illness. I remember mental health service users who live with bipolar affective disorder, drug 

and alcohol addiction, depression, and anxiety, sharing their own experiences of mental ill-

health coming into the classroom when I was a learner. I found as an academic this approach 

to teaching learners about recovery and stigma minimisation was integral and still a teaching 

practice that I use today. Part of my own autoethnography has been observing learners, who 

are immersed in the mental health clinical field, having an innate fear of mental ill-health due 

to lack of preparatory time in the classroom, exposure to mental health service users, and 

understanding. Awareness of the limited time we have available to prepare learners for the 

mental health clinical field and the potential to develop their resilience and prepare them well 

enough to enhance their success was integral in the planning of the new curriculum for the 

BN programme. 

I have come to realise that my autoethnography or “understanding of self” is a combination 

of identities formed as a child, a parent, a student, a Registered Nurse, an educator, a 

colleague, a mentor, and a researcher.  I do not believe that identity is clearly fixed, but that it 
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is more fluid and evolves as we continue to have life experiences.  Taylor (2008) suggests 

identities will always be under construction. Interestingly, Wenger (1988) suggests that we 

reform our identities through the “tension between our investment in the various forms of 

belonging and our ability to negotiate the meanings that matter in those contexts” (p. 188).  

Meaning comes from life experience; indeed, “meaning does not exist independent of or prior 

to the interpretation of experience” (Bochner & Riggs, 2014, p. 202). 

 

6.7.3 Theoretical Framework 

Autoethnographic methodology can provide a researcher with the ability to write within an 

ethnographic format. Patterson (2014) highlights “this type of method affords the researcher 

with the ability to write about oneself living within a timeframe and then watching history 

unfold in relation to an era or culture” (p. 23). This methodology also encourages the writer 

to reflect on one’s own experiences of the raw material collected to impact the reader 

(Patterson, 2014).   

Figure 12 explains the overlapping spaces being worked in when undertaking 

autoethnography/ethnography as methodology.  Autoethnography combines characteristics of 

autobiography and ethnography. I have used the image created by Patterson (2014) to make 

my thinking/rationale clear for the reader.  

 

Figure 12. Autoethnographic approach (Patterson, 2014). 
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Autoethnography is seen in the circle placed at the top of Figure 12. Autoethnography is a 

form of ethnography and is a method of presentation through my professional practice lens.  I 

am drawing on my own autoethnography to make sense of “the problem” (lack of support 

and increase in presentations of learners with poor mental health in tertiary education) 

encountered in the doctoral journey. I am working in a space that is very interconnected. This 

interconnection between ethnography, and autoethnography including autobiography self, is 

represented by the middle space between all circles.  

 

Figure 12 shows ethnography culture on the bottom right of the diagram. Ethnography culture 

in the context of my study includes the semi-structured interviews conducted with 

participants. The connecting space between autoethnography and ethnography culture in 

Figure 12, highlights the participants’ stories captured through these interviews that have 

become part of my own lived experiences, or autoethnography. This is about capturing 

meaning to understand the social issue of participants reporting the declining mental health in 

the tertiary learner population. 

Patterson (2014) reports that “Research presented by the active participant is as valuable as 

being the observing participant. The belief is that one’s story can provide compelling 

information that can create change” (p. 24). I am unable to separate myself from the research- 

I have presented the participants stories as verbatim as possible, but this is in my frame which 

accounts for the connecting space between autoethnography and autobiography self. 

Autobiography self is seen in Figure 12 on the bottom left. My autobiography self is my 

personal lived experiences, or motivations that led to this study. This is relayed in the thesis 

from the perspective of Arnold (2011) who speaks of “My story” utilising your individual 

observations and experiences (page 108). You can also say that I am a participant to an extent 

as I am retelling others’ stories, so this fits in the connected space between autobiography self 

and ethnography culture. 

Figure 12 represents connecting the personal self to the broader cultural context where 

personal experience is explored to extend my knowledge on the social issue in question- 

‘What is the impact of tertiary study on learners and are tertiary institutions alleviating or 

contributing to learner mental ill-health’?  I have come to understand that by using tenets of 

both autobiography and ethnography to do and write autoethnography, thus as a method, 

autoethnography is both process and product. 
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6.8 The Research Process - Method  

6.8.1 Inclusion Criteria 

All participants in regional interviews were staff currently working at Otago Polytechnic 

employed in a professional capacity (both academic and non-academic staff) who had 

numerous interactions with distressed learners experiencing mental ill-health over their 

period of employment.  National participants were academic staff employed by Polytechnics 

who worked in varying roles within nursing faculties. The national participants also had 

many interactions with learners experiencing poor mental health. 

 

6.8.2 Gaining Participants in the Organisation 

Heads of Schools/Colleges (HOS/HOC) at Otago Polytechnic were presented with an 

overview of the work project at a HOS/HOC meeting.  The project overview was added to 

the meeting agenda via the appropriate staff member. Information about the study was given 

to the HOS/HOC via email prior to the overview being delivered. The HOS/HOCs were then 

approached to participate themselves and asked to disseminate the work project information 

to staff within their schools/colleges, to identify potential participants.  I did know some of 

the regional participants through working with them at OP, however, I only had professional 

working relationships with these colleagues.  

Prior to commencing study, I did not have personal relationships with any of the participants. 

All participants were told of my motivations for this research.17   

All staff at OP were approached to participate, therefore not isolating those with poor mental 

health. A follow up email from a gatekeeper (administrator within the School of Nursing) 

was sent to each potential participant following the HOS/HOC presentation on my behalf as 

requested by Otago Polytechnic Research Ethics Committee. This was to avoid coercion. 

Project information sheets and consent forms were emailed to the identified participants after 

an overview of the work project had been delivered at the HOS/HOC meeting.  

Participants recruited were asked to partake in a semi-structured interview with myself and 

were given the option to decline if they were not interested in taking part in the work project. 

If staff wished to participate in the project an appointment was made by the Nursing School 

 
17 See Section Two: Motivation. 
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administrator for the participant to meet with me to conduct an interview. Participants were 

informed that their participation was voluntary, and they could choose to stop participating up 

until one week post the dialogue being recorded. This gave the participants a “cooldown” 

period where they had time to make sure that their decision to participate in the project was 

the right decision for them. During this “cooldown period” if participants felt challenged by 

talking about mental health or if this was a triggering topic for them, they were able to 

withdraw from the research with no disadvantage to themselves.  

When conducting interviews, discussion of what may be considered sensitive subjects is 

common (Enosh & Buchbinder, 2005). Subjects that are likely to cause distress or an 

emotional response including mental health are considered sensitive research topics (Elmir, 

Schmied, Jackson & Wilkes, 2011; Stallman & Shochet, 2009). If a participant had feelings 

arise from the interview that made them feel vulnerable, free counselling through Staff 

Assistance Programme (SAP) and access to the OP Chaplain was made available for anyone 

who required it.  I (as the researcher) had access to SAP and the OP Chaplain should I require 

clinical supervision/debrief post-interview.  The interviews were conducted on site, so 

participants had immediate access to support if required. A sign was placed on the door of the 

interview room to avoid any interruptions.   
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6.8.3 Gaining National Participants 

Heads of nursing schools nationally were also contacted via email, with the same work 

project information to disseminate to their staff who may be interested in participating. The 

participants contacted me via email directly if they wished to proceed to an interview. The 

rationale for asking national participants from nursing schools was that these staff were 

interfacing with learners experiencing mental ill-health often.  I did not know the national 

participants and had no relationship with them. 

 

6.8.4 Participant Demographics 

Participants were asked to complete a demographic form prior to interview, along with a 

consent form. The demographic information collected from participants was as follows: 

 

1. Ethnic identity- fifteen participants identified as New Zealand/European, two 

participants identified as Indian, one participant identified as Māori, one participant 

identified as Māori/New Zealand/European/Samoan, one participant identified as 

Irish, one as North American and one as Scottish. 

2. All participants except one declared pastoral care of students was part of their role at 

work. 

3. Twelve participants taught mental health as part of their current role at work, ten 

participants did not teach mental health to learners. 

4. Participants had been employed in their current roles, between two and thirty years. 

5. There was an even spread of male and female learners being taught by participants. 

Some schools had a higher percentage of males, some had a higher percentage of 

females, and some had equal proportion of both male and female learners. 

6. Eleven participants stated they had both distance learners and international learners 

that they taught and/or provided pastoral care for. Of the remaining eleven 

participants, eight of these taught and/or provided pastoral care for international 

learners but no distance learners, and the remaining three participants interacted with 

no international or distance learners. 

7. Participants taught and/or provided pastoral care for between 0-28% Māori learners. 
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6.8.5 Data Collection 

I was guided by Roulston (2010) when I conducted the semi-structured interviews with 

participants as I saw the interview process not just as a simplistic sequence of questions and 

answers, devoid of underpinning theory but as a complex opportunity for new learning and 

understandings that could generate rich data to inform my research questions. In 

juxtaposition, I did not want to become overwhelmed with theorisations of qualitative 

interviewing where I was unable to contextualise the interviews in the broader array of social 

theory. 

The interviews were designed with semi-structured focus questions as outlined under 

“Developing the Interview Questions” in this chapter.  Semi-structured interviews fit 

effectively within the qualitative paradigm, provide sufficient information for ethnography, 

and are best suited to investigation of sensitive topics (Elam & Fenton, 2003). I was able to 

show genuine interest and was authentic in wanting to understand more about the 

participants’ experiences. Semi-structured  interviews allow in-depth conversation that goes 

beneath the surface of ordinary conversation, according to Charmaz (2011), who then goes on 

to explain “the interview structure allows participants to break silence and express their 

views, tell their stories and to give them a coherent frame, reflect on earlier events, be 

experts, choose what to tell and how to tell it, share significant experiences and teach the 

interviewer how to interpret them, express thoughts and feelings disallowed in other 

relationships and settings and receive affirmation and understanding” (p. 26).  

Through semi-structured interviewing, I was able to be authentic and empower the 

participants to reflect on their experiences in a supportive environment. Within the social 

sciences, qualitative semi-structured interviews are one of the most common and widely used 

methods of collecting data (Evans, 2017). Semi-structured interviews are an important data 

collection method because they allow researchers to explore participants’ subjective 

viewpoints to understand accounts of their rich, lived experiences, hence are suitable for 

ethnography.  

 

All semi-structured interviews were audio recorded on Otter (iPhone app) and using a 

Dictaphone. Using two forms of audio recording was to ensure I had a backup recording in 

case one device did not work or a recording was accidently deleted.  
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The use of a tape recorder/Dictaphone does not eliminate the need for taking notes but does 

allow you to concentrate on taking strategic and focused notes rather than verbatim notes 

(Patton, 2002). I was able to take notes during the interview in a field journal which was 

explained to each participant at the commencement of the interaction, so I could note down 

any thoughts or dialogue that I wished to follow up on.   

 

A field journal was utilised to take notes during each interview as outlined under “Journaling 

throughout the research process”.  Each participant was assigned a code number, no names 

were used in the field journal. The master copy of these code numbers was stored in my 

password protected computer to ensure participant confidentiality. Charmaz (2006) suggests 

participants will sometimes tell painful stories during an interview that they may not have 

anticipated disclosing. Four principles may be followed in this situation: 

1. Assume the participants' comfort level is higher priority than gathering juicy data. 

2. Pay close attention as to when to probe the participant. Listen. Particularly when the 

participant appears to be experiencing feelings in the described incident. 

3. Try to understand the experience from the participants view and validate its 

significance to the person.  

4. Slant ending questions toward positive responses to bring the interview to closure at 

a positive level (Charmaz, 2006). 

I aimed to implement these four principles when interviewing participants to ensure safe and 

ethical practice. 

 

6.8.6 Physical Collection of Information  

Participants included sixteen regional colleagues employed at OP, and six national 

colleagues: three from the North Island of New Zealand and three from the South Island.  All 

participants were employed at Polytechnics in either academic or non-academic roles and had 

student interface daily. As each participant, both national and regional, presented for the 

interview, I firstly welcomed them into the interview room and extended my thanks to them 

for agreeing to participate. I reiterated that participation was voluntary, and they had the right 

to withdraw up until one week post recording of the interview dialogue. I proceeded to give 

an overview of how the interview would progress, including physically obtaining the written 
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consent form and the demographic information sheet which was sent to participants to be 

completed prior to the interview.   

Once consent had been gained from the participant, I explained that I would record the 

interview dialogue on a Dictaphone and using the Otter app on my phone as a backup in case 

one method of recording for some reason failed.  I outlined that I had a set of research 

questions that they would have the opportunity to answer, and whilst they were speaking, I 

would take notes in a field journal which I could address when they had finished speaking. 

Interviews ranged from nineteen minutes to fifty-five minutes. Participants were given a brief 

overview of my interest in the topic, and my motivation for the practice research. The 

participant being interviewed and myself were the only people present during the interview 

process. 

Taking a sensitive approach to listening and observing was paramount due to the delicate 

nature of the topic.  Talking about mental health and mental ill-health can promote a triggered 

response for some people that can be challenging and distressing (Davis et al., 2004). It was 

critical to understand the vulnerabilities of the participant, remain authentic and be sensitive 

to their wellbeing. I was nervous in conducting the first interviews as this is not a data 

collection method I had used previously. I realised early on through my reflexivity that I tend 

to talk when I am nervous. Being mindful of this was important, as I needed to listen to the 

participants voice and not my own. Encouraging the participant to respond, allowed detailed 

discussion where they were encouraged to do most of the talking in the conversation. I was 

careful not to over contribute and insert my own knowledge and understandings in the mental 

health space into each interview conversation, as I wanted new knowledge and 

understandings to emerge that were not influenced by my professional practice. The 

interview discussions were raw and real and reflected the overwhelming need for a strategy 

or policy that supported and enhanced the mental health and wellbeing of tertiary learners 

which was visible within tertiary organisations. 

Charmaz (2006) has warned: “No interview should end abruptly after an interviewer has 

asked the most searching questions or when the participant is distressed. The rhythm and 

pace of the interview should bring the participant back to a normal conversational level 

before ending” (Charmaz, 2006, p. 30). I found I did this naturally. I would listen to each 

participant to ensure they were not in a distressed state post interview, and I would lead the 

conversation to a positive focus before concluding. This was often a short discussion on the 
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positive impact each participant would have on contributing to new knowledge that would 

positively support the mental wellbeing of tertiary learners.  

On conclusion of each interview, I journaled my reflective thoughts and feelings and checked 

that the recordings were successful.  I then uploaded each recorded dialogue from the 

Dictaphone to my password protected computer under the code number assigned to each 

participant. I then uploaded the Otter transcription and attached the participant’s code number 

to this before saving in a file on my secure OP computer. All participants remained in the 

study, and no participant refused to participate at any time. No repeat interviews were 

conducted. 

 

6.8.7 Rationale for Interviews – National and Local  

In conducting semi-structured interviews with academic and non-academic colleagues at 

Otago Polytechnic and academic colleagues at tertiary institutes nationally, I 

explored/investigated the perspective of staff, related to the core themes that underpin this 

study — mental health and wellbeing, academic resilience, protective and risk factors, 

stressors (or triggers) and education to see if experiences with learners are congruent 

regionally and nationally. 

The rationale for adopting semi-structured interviews, was to foster participants to draw on 

their own experience of working with learners in relation to their mental health/ill-health and 

well-being. Face to face interviewing allows for important human interaction and is a way of 

obtaining information that can be difficult to exchange using other methods such as surveys 

(Creswell et al., 2007). Using semi-structured interviews as opposed to structured interviews, 

sees “interview protocol being used as a guide” according to Roulston (2010, p.14). This 

allows the interviewer to ask predetermined interview questions in an order that may be 

varied from one interview to the next and invites the use of “probes” - further follow up 

questions in response to the interviewee’s narrative (Roulston, 2010).  

This allowed more structure than a free-flowing unstructured approach to interviewing where 

the talk may not generate useful data (Roulston, 2010). Understanding of the topic was 

sought through the relevant experiences of the participants.  This adversity bought them 

together to start kōrero and process in improving policy and strategy in relation to the mental 

health and wellbeing of the tertiary learners at Otago Polytechnic.  
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6.8.8 Developing the Interview Questions 

I have included a reflection on professional practice to describe my original thinking in 

conducting a survey as a data set and why my thinking changed to identify interviewing as a 

more appropriate means of gathering data. 

 

Reflection on professional practice – Make it Meaningful (August 2019) 

Initially, completing a survey as a data collection method was considered. Due to inquiry 

into colleagues’ and learners’ mental health and wellbeing being a sensitive topic that 

needs to be approached with respect and compassion, the survey questions after extensive 

consideration became very prescribed.  Asking learners to complete a survey that evoked 

mental ill-health due to the very nature of the questions being confronting or personally 

challenging, was ethically against the very essence of the project. To access raw data 

from participants, that was authentic and not prescribed personal narratives needed to be 

heard. Lived experience needed to be talked about openly and honestly in a safe way, 

where participants were protected by anonymity. To collect rich, raw data that was 

meaningful, added new knowledge and had potential to create change at a strategic and 

executive level, I decided that semi-structured interviews would be the best way of 

collecting authentic data. 

 

The interview questions I developed with much criticality.  I aimed to generate rich, raw data 

that answered the research questions in a way that was not forced. The interview questions 

were not piloted prior to participant interviews. The interview questions were designed to be 

open-ended questions, so participants were able to describe and reflect on their experiences in 

an in-depth way. Effective wording of open-ended questions is important, so the researcher 

does not ask loaded questions to elicit forced responses (Charmaz, 2006). I have included the 

interview questions asked of participants at semi-structured interviews below: 

 
1.  Can you share with me any changes have you noted in student behavior or mental 

health during your employment at OP? (Or other national polytechnic). 
 

2. Are there any trends you have noticed in relation to mental health/mental ill-health of 
learners?  If so, can you share your thoughts? What do you think are the contributing 
factors? 
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3. What have you previously done/are you doing currently to support the mental health 
and wellbeing of tertiary learners? 
 

4. Are you currently accessing/or have you accessed support services for your learners at 
OP? If so, what? 

 
     4a. For national participants: Can you tell me about the support services you currently    

have available for your learners on and off campus? 

 
5. What further support/resources do you think are currently needed to support the mental 

health and wellbeing of learners at Otago Polytechnic (or other national tertiary 
institution)? 
 

6. Have you had to support colleagues who are distressed themselves due to working 
with distressed/stressed learners? If so, can you tell me about your experience? 
 

7. Do you think you are equipped to support learners’ needs when they present in mental 
health crisis?  Is everyone in your school/college able to support/triage learners and 
meet their mental health needs? 
 

8. Do you think the increasing pressure of high workloads and to be research active, 
reduces your time and availability for pastoral care of learners? 
 

9. What are your main concerns related to the mental health and wellbeing of learners? 
 

10. Do you have anything else to add? 

 

Reflection on Professional Practice (2021, looking back) 

On reflection, I should have sent out the interview questions to participants prior to 

attending the interview, so they had time to reflect and become comfortable with the 

nature of the questions. I did not do this but can see that there may have been benefit for 

the participant in having access to the questions prior. This may have reduced first 

emotional response if a participant felt triggered by any question(s). 
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6.8.9 Interview Setting 

All regional semi-structured interviews were conducted on campus in a private room inside 

the School of Nursing, H Block at Otago Polytechnic. Staff and students in the school were 

not aware that interviews were being conducted or who the interview participants were, to 

protect their privacy which was paramount (Speziale, Streubert & Carpenter, 1999).  A sign 

was placed on the door to state the room was occupied to avoid interruption but did not give 

specific information. National interviews were conducted either via Microsoft Teams online 

(one participant), by phone call (one participant, due to Microsoft Teams failing) a meeting at 

their tertiary institution in a private office (one participant) or, in a private room at the 

Dunedin Town Hall post a national conference (three participants). Due to three of the 

national participants coming to Dunedin (during the data collection phase of the research) for 

the Australasian Nurse Educators Conference (ANEC) at which I was presenting, I sought to 

meet these participants face to face in a private room after the conference proceedings had 

ended. I found it easier to engage face to face with participants than on Microsoft Teams. The 

three participants who attended ANEC had the option to meet in person or conduct the 

interview by phone or Microsoft Teams; all three participants requested to meet face to face. 

It became necessary to use a variety of methods for interviewing the national participants due 

to physical distance, time, and expense in meeting face to face as half the national 

participants live in the North Island of New Zealand.  

It was important to consider the environment carefully when interviewing all participants for 

them to feel safe (Elmir et al., 2011; McCosker et al., 2001). I considered the participants’ 

physical comfort in providing comfortable chairs, adequate warmth and lighting, a table for 

them to place notes or belongings, water/tea, or coffee which I provided. The more 

comfortable the participants are, the more likely they will be to share sensitive information 

and the nature of their lived experiences (Speziale & Carpenter, 1999). If a participant had an 

emotional response to the discussion, I chose a room that had frosted glass at OP or a private 

room at the Dunedin Town Hall. If staff were moving past outside the room, they could not 

see inside. Building rapport with participants so they felt comfortable in sharing their 

experiences on a sensitive topic was paramount (Karnieli-Miller, Strier, & Pessach, 2009).  
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6.8.10 Journaling Throughout the Research Process 

The use of a field journal proved to be excellent. Taking notes during the interview facilitated 

later analysis including location of important quotes from the audio recording (Patton, 2002).  

I noted down information in my journal, so I did not have to interrupt the flow of 

thought/conversation of the participant.  I would go back to these ideas and thoughts at the 

end of the interview for further discussion points. I documented in this journal information 

related to each interview including time and date, the code number that I had given each 

participant to ensure anonymity, and the length of the interview recording. I documented how 

I was feeling prior to the interview, during the interview and afterward as this is part of my 

reflective professional practice self. I wanted to note if there was anything of significance that 

affected my interviewing or from the participants' perspective, if any internal or external 

variables were affecting/influencing their dialogue.   

 

Reflection on Professional Practice – The Art of Silence (September 2019) 

I wanted to understand if participants were in a state of stress prior to the interview, as 

talking about mental health and wellbeing can be an emotive subject itself (Paton, Horsfall 

& Carrington, 2018).  I noted reflective observations after each interview and realised that 

the interview was not about me or what I already know/understand in relation to mental 

health and wellbeing; rather, it was about gathering insights and new knowledge, giving 

participants the chance for their voice to be heard and understanding new and different 

perspectives.  I was not able to fill blanks for people or guide the interview in a direction 

that I thought it should go. I quickly became quieter and listened more, as opposed to 

guiding the conversation. This allowed rich, raw personal stories to emerge in a 

naturalistic and supportive way. 

 

6.8.11 Limitations of the Interviews 

The Otter app was useful to an extent; however, it did confuse the dialogue often with 

inaccurate recording of words in the transcription.  This meant that reading the transcription 

post interview, whilst listening to the Dictaphone recording concurrently was necessary to 

correct the transcript.  This created added workload, took many valuable hours and was the 

main reason I decided to outsource sixteen of the recordings to an external transcriber. 
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I anticipated that discussing the topic of mental illness in learners may trigger an emotional 

response in some participants. One participant became tearful due to her own lived 

experience of mental ill-health, and her empathy for learners she engaged with whose mental 

health needs were not currently being met. She declined further internal, and/or external 

support. She conveyed her thanks and excitement that this research was being undertaken and 

reaffirmed that she was happy for her material to be used in the practice research. 

Researcher burnout (Dunkley & Whelan, 2006) was a possibility during the interviewing 

process. I ensured I did not conduct more than three interviews per week and no more than 

one per day, so I had time to reflect on what the participants had said and what had occurred 

during the interview. I made sure to debrief with SAP or the OP chaplain if required. 

Confidentiality of all participants was maintained, and no participant names were mentioned 

during debriefing. 

 

6.8.12 Data Analysis 

The data set is qualitative in nature, comprising of text from semi-structured interviews with 

academic and non-academic staff from across Otago Polytechnic, and academic staff from 

national tertiary providers. Data analysis, thematic coding and word processing were all 

conducted on the printed scripts.  Printed out data analysis results were stored in a locked 

filing cabinet.  As required by Otago Polytechnic's research policy, these will be disposed of 

via confidential and secure means after seven years. The completed work project will be 

stored in a locked filing cabinet, with the keys held only by me as the researcher, in the 

School of Nursing at Otago Polytechnic. 

Before thematically coding all interview transcripts, I sent three anonymised transcripts to my 

primary academic mentor to independently conduct thematic analysis. We concurrently used 

thematic analysis to generate codes from these scripts before coming together to compare our 

findings. This ensured rigour in the analytic process. We found that we had generated the 

same codes, although we had worded our findings differently. This enabled me to continue 

with the analytic process independently, feeling confident in my approach. Figure 13 shows 

the core elements of the approach. 
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Figure 13. Approach to data collection (Author, 2020). 

 

Thematic analysis is a popular analytic method which enables researchers to “examine from a 

constructionist methodological position the meanings that people attach to their civic 

participation, the significance it has in their lives, and more broadly, their social constructions 

of it” (Evans, 2018, p. 2). As outlined in Figure 13, research questions should be referred to, 

when reading and re-reading transcripts to guide our thinking in what is worthy of a theme.  

A main theme should embody an important aspect of the data in relation to the research 

study, according to Braun and Clarke (2006).  

Familiarisation of the data and a thorough overview of the data collected was the first step in 

the analytic process. Once all interviews had been completed, I transcribed six out of the 

twenty-two scripts to become immersed in the data, as the initial step in the data analysis. An 

independent source was used to transcribe the dialogue of the other sixteen interviews due to 

time constraints on my part in getting the transcribing completed. There are conflicting 

opinions on out-sourcing transcribing, suggesting inexperienced transcribers can misinterpret 

text, so familiarising oneself with the text can be an important first step in the data analysis 

process (Bailey, 2008).  Widodo (2014) states: “transcription is seen as the act of data 

representation, analysis and interpretation" (p. 11).  Each recording was sent to the transcriber 

on a memory stick after all identifying information had been removed.  Transcripts were not 

sent to participants for comment or correction. 

Semi-structured 
interviews

Qualitative data Thematic analysis Address research 
questions

Otago Polytechnic 
participant group

National 
participant group
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Once all transcriptions were returned to me by the external transcriber, I started the process of 

reading each transcript and highlighting in various colours codes that emerged.  

Each code was written down with the corresponding colour associated in a key, so this 

information was readily identifiable as the thematic analysis process progressed.  This 

enabled me to make sure each code had a different colour and I had not accidentally applied 

different codes with the same colours. In thinking about what counted as a theme, I 

considered my research questions. I moved from the semantic level of analysis to the latent 

level (Evans, 2017) which enabled me to not just describe the data but gain a “deeper 

examination of how the data may reflect underlying assumptions, ideas or meanings which 

exist for individuals or in wider society” (Evans, 2017, p. E-4).  A semantic approach 

involves analysing the explicit content of the data for example interest in participants’ stated 

opinions and not looking beyond what the participant has said or written. A latent approach 

involves reading into the subtext and assumptions underlying the data or in what participants’ 

statements reveal about their assumptions and social context (Caulfield, 2019).  

Once all transcripts had been highlighted with codes, I read and re-read each transcript to the 

point of saturation. This ensured that all codes had been captured. Each transcript was 

thoroughly examined to ensure all scripts at the beginning were highlighted with the same 

codes that were identified later in the analysis process. Once all codes had been identified, 

these were printed onto paper for further analysis. Recordings were transcribed into written 

form so they can be studied in detail and linked with analytic coding (Stuckey, Hofstein, 

Mamlok, Naaman, & Eilks, 2014).  Codes that emerged from the text were renamed as 

categories. These categories were re-visited, and any text mentioned only once or twice 

across all interviews was discarded due to being too vague or not relevant enough. According 

to Caulfield (2019) the aim is to create potential themes that tell us something helpful about 

the data for our purposes. These categories were then refined into sub-themes which in turn 

were refined further into overarching themes. These overarching themes were named and 

defined by formulating exactly what is meant by each theme and interpreting how this helps 

understand the data.  

An inductive approach was taken where the data determined the themes, there were no 

preconceived themes that I expected to be found reflected in the data, based on my existing 

knowledge, and understanding of the topic area. No software was used to manage the data. 

Thematic analysis is a method of analysing qualitative data. It usually is applied to text, such 
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as interview transcripts, where close examination of the data allows themes to be identified 

(Caulfield, 2019).  

The first step taken in the data analysis process was to allocate the participants a code number 

prior to the scripts being transcribed allowing the participants to remain anonymous. Once 

anonymised, the raw data files (audio interview recordings) were transcribed into text. The 

anonymised transcripts were emailed to me by an external transcriber, excluding the first six 

interviews as outlined under Chapter Four: Data Analysis which I transcribed. Once 

transcribed the interviews were read, together with the original recordings to familiarise 

myself with the text. This close reading of, and listening to, the text in detail enabled me to 

become familiar with the content and gain an understanding of emergent themes covered in 

the text (Braun & Clarke, 2006). I sent three anonymised transcripts to my supervisor who 

used thematic analysis to identify themes independently, while I did the same. This was to 

ensure rigour in the process by ensuring we both had consistent themes before I proceeded to 

analyse the remainder of the transcripts independently. 

 

Each category was highlighted in a different colour. In inductive coding, categories are 

commonly created from phrases or meanings in specific segments of text (Charmaz, 2011). 

Each category described an idea or feeling in that part of the text.  It is important to be 

thorough at this stage of data analysis, going through every transcript of every interview, 

highlighting everything that stands out as relevant or interesting. (Caulfield, 2019). New 

categories were added as I read through the texts. This necessitated starting again and re-

coding all texts to make sure all categories that emerged later in the process were also 

captured in the first analysed text. 

 

6.8.13 Ethics Approval  

Approval for this work project was sought from the Otago Polytechnic Research Ethics 

Committee and in consultation with Kaitohutohu. Consultation with Kaitohutohu keeps 

everyone informed and safe. It also demonstrates Otago Polytechnic’s commitment to the 

Treaty principal of 'Partnership'. It upholds our Memorandum of Understanding with local 

Papatipu Runaka, honouring and strengthening this relationship. It was important to provide a 

summary of the practice research including topics and ideas I wanted to discuss, and any 

aspects of the research that involve, or are relevant to, Māori. My application was required to 

consider the Treaty of Waitangi in relation to the practice research. 
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Participation in this practice research was voluntary, participants were under no pressure to 

take part.  

I acknowledged each participant’s right to withdrawal and respected their decision to do so. 

Participants could withdraw by contacting myself or my academic mentor, contact details 

were included on the participant information sheet provided. All participants were provided 

with a project information sheet, and a participant information sheet via the gatekeeper 

(nursing school administrator) and they were given time to read this before participating in 

the study.  No participants chose to withdraw at any time during the study. Each participant 

was required to sign a consent form18 and complete a demographic form19 before the 

interview process commenced. Approval for the research was granted on 12 June 2019 by the 

Otago Polytechnic Research Ethics Committee20   

 

6.8.14 Confidentiality | Anonymity 

Participant anonymity is paramount. No participant names were attached to interviews, or 

transcripts, each participant was given a code number to render the data sets anonymous. The 

interview transcripts with code numbers were then ported to a secure online environment. 

Maintaining confidentiality of information collected complies with the requirement set out in 

the ethics approval for the study. Access to the raw data was restricted to me as the principal 

investigator and my primary academic mentor.  Only aggregated data devoid of names will 

be used for publication purposes. As personal experiences both positive and negative were 

shared during the interview discussions, I have included minimal detail of workplace setting 

to maintain participants’ confidentiality. I protected the participants’ anonymity by having an 

agreement with the transcriber that she would not disclose any of the details of the recorded 

interviews and resulting transcripts. The inclusion of “Mary Moments” throughout this thesis 

are based in reality but are fictionalised for anonymity. 

 

 
18 Appendix 5. 
19 Appendix 6. 
20 Appendix 7. 
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6.8.15 Rigour 

In using an interpretive approach to social inquiry, I aim to conduct this research in a way 

that merits consideration of others21.  

Rigour is described by Fallman and Stolterman (2011) as relevance and credibility, or 

according to Tobin & Begley (2004) a way of exhibiting the legitimacy of the research 

process. The process of rigour “seems to be linked to trustworthiness as reliability and 

validity are generally not held to be applicable to evaluate the findings of qualitative 

research” (Schneider et al., 2014, p. 136). The inclusion of Reflections on Professional 

Practice throughout this practitioner thesis, demonstrates my decision making and makes this 

visible for the reader and represents my responsibility for evaluating trustworthiness. 

 

Reflection on Professional Practice- The business of trustworthiness (December 2019) 

The terms’ reliability, trustworthiness, validity, and rigour have been talked about often by 

my academic mentors. What I have now come to understand is the importance of these 

terms. It is not just sufficient to say that you demonstrated rigour, you need to show how 

you have done this.  It is important. Conducting research with integrity and competence 

demonstrates legitimacy in the research process. Rigour also allows the reader to evaluate 

whether the chosen method was the most appropriate for answering the research 

question(s). It is also a measure of quality and reliability of the research. It is important 

that qualitative studies be conducted with extreme rigour because of the potential of 

subjectivity that is inherent in this type of research.  

 

The Consolidated Criteria for Reporting Qualitative Research (COREQ) checklist was 

developed to promote explicit and comprehensive reporting of qualitative studies (Tong, 

2007, p. 356). I have included the COREQ checklist in Appendix 14, to show transparency in 

the research method and as a demonstration of rigour in the quality of reporting.  

 
21 “In quantitative research, the basic principle for assessing the quality of the research is that of ‘rigour’ through 
the concepts of ‘reliability’ and ‘validity’ (Schneider et al., 2013. p.136). As researchers, we want to be sure that 
we have done the right thing. “We want to claim that because we have made all the right moves, we have 
procured the truth” (Angen, 2000, p. 380). As a nurse, my practice straddles both qualitative and quantitative 
paradigms, so the search for truth is influenced by both. 
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The checklist covers components that should be reported on when undertaking qualitative 

research. 

 

6.8.16 Summary of Chapter Four 

In this chapter I outline the research design, the entire research process, and the use of 

autoethnography/ethnography as a guiding framework, and understandings gained from the 

lived experience of colleagues who interface with distressed learners. This chapter leads into 

Chapter Five: Findings as Discussion, which provides comprehensive discussion on the 

outcomes and understandings gained from the research process. 

This practitioner thesis tells the story of the practice research undertaken to support and 

enhance the mental health and wellbeing of tertiary learners – and the development of my 

professional framework of practice, to become a leader in the mental health and wellbeing of 

tertiary learners. These two threads are closely interwoven, and this chapter has described the 

nature of this interweaving. The methodology of the research is 

autoethnographic/ethnographic in nature that is in effect, a cultural anthropology on my own 

professional practice. I have described the importance of autoethnography/ethnography as the 

underpinning framework of this professional practice. In this chapter I have described in 

detail my method of data collection that provides the means of development of my 

professional framework of practice. In Chapter Five: Findings as Discussion, I outline the 

approach to data analysis, before discussing each key theme identified in the data. I present 

the findings with excerpts from participants interwoven to ensure their narratives are heard, 

and to aid the reader in engaging with their stories. 
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How do I support Mary to swim? 
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 CHAPTER FIVE: PART ONE | FINDINGS AS DISCUSSION 

7.1 Introduction 

In earlier chapters I have described the overall professional practice opportunity to make 

change in my work context to the mental health and wellbeing of tertiary learners at Otago 

Polytechnic. In the previous chapter I described an autoethnographic/ethnographic approach 

to support this change. Chapter Five is divided into two parts; in Part One I review the 

practice research highlighting relevant insights gained through providing discussion on each 

stage of the research. Resilience is a central construct to consider, as identified in the 

literature review in the context of the mental health and wellbeing of learners. In Part Two of 

Chapter Five, I discuss in detail the Mental health Education Evaluation Tool referred to as 

the MEET (Figure 20) and the development process. 

Participant quotations or excerpts as I have named them, have been used in Part One 

throughout the data analysis section (in grey italicised text) to demonstrate the rawness of 

emotion and at times desperation of staff in needing ‘more’ in relation to mental health and 

wellbeing.  More structure, more policy, more process, more resources, and more pastoral 

care.22 

I have also inserted “points of critical thinking” throughout the data analysis section. These 

excerpts are in a text box, in blue text and appear under the heading: Point of Critical 

Thinking. I have used these points to highlight critical learning and reflective moments in the 

data analysis process.  

 

7.2 Outline of Chapter  

In this chapter I discuss in detail the analysis that emerged from the regional and national data 

sets (semi structured interviews) in relation to the three research questions outlined firstly in 

Chapter One, under Research Process. The chosen process of thematic analysis is detailed, 

the actions are reported, and results presented. The process and results are described.  

 
22. Many tertiary learners manage academic study and maintain good mental health. For the purposes of this 
study, discussion with participants was focused on learners that experience mental ill-health whilst studying at 
tertiary level. Thus, the themes are indicative of the learner population with poor mental health or mental 
distress. 
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The work is considered in terms of contribution to the overall work-based change process, 

and finally this is considered in terms of my emergent professional framework of practice.  

Through the process of thematic analysis, common themes between regional and national 

participants emerged.  This study was introspective (reflective) and idiographic (focused on 

the individuals unique experience).  My own autoethnography was the origin of the research 

and explores the experiences (ethnography) of colleagues working in the ITP sector in 

relation to learner mental ill-health.  Qualitative data was collected through semi structured 

interviews with participants. Identifying the benefits as well as impedance to learner mental 

health and wellbeing was seen as important. 

Once all the text had been highlighted to the point of saturation, the data was collated into 

sub-themes. Appropriate quotations that conveyed the core themes or essence of a category 

were selected; some were linked under a superordinate category when the meaning was 

similar (Thomas, 2003). These sub-themes give an overview of the common meanings that 

reoccur throughout the data and identify patterns among them.  Sub-themes included internal 

factors, external factors, and mental ill-health in relation to the first key theme Mental Ill-

health; external environmental factors, environmental sense of belonging, environmental 

support and teaching and learning environment in relation to the second key theme 

Environment; and staff resilience and capability, preparatory resilience, and resilience in 

engagement in relation to the third key theme Resilience. At this stage some of the categories 

were deemed too vague or not relevant because they did not appear often in the data, so they 

were discarded.  Once the sub-themes were an accurate representation of the data a final list 

of themes was defined: Mental ill-health, Environment, and Resilience. These three key 

themes encompassed the essence of the sub-themes and categories beneath them. It was 

important to formulate a succinct and easily understandable name for each theme as it helps 

to understand the data. 
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7.3 Approach to Data Analysis 

The diagram at Figure 14 gives a general summary of the approach to data analysis used. 
 

 

Figure 14. Approach to data analysis (Author, 2020). 

  

Step1
•Colour code/highlight interviews where reoccurring categories occur
•Re-code all interviews again after first analysis to ensure all interviews have all emergent categories colour 

coded

Step 2
•Document how many times each category comes up
•Document how many people discussed each category
•Add percentage and weighting

Step 3
•Development of Sub-themes:
•Environment: Teaching and Learning/Physical/Cultural
•Resilience: Staff, Learner, Course
•Mental Internal factors/external factors/Mental Distress 

Step 4
•Collate all categories under sub-themes
•Add weighting and percentages - use for ELT discussion.  Can use general terms not specifics when writing 

up - i.e.' the majority said ...,'  not '72% of participants said ...'

Step 5
•Re-visit categories- rename/re-group/discard and add categories under sub-themes.Each Theme consists of 

sub- themes

Step 6
•Development of 3 themes -
•Environment/Resilience/Mental ill-health
•Sort categories beneath each theme

Step 7
•Create diagram showing relationship of themes/sub-themes, categories and codes
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7.4 Key Findings 

Chapter Five presents three overall findings from the two qualitative data sets in this study; 

semi structured interviews with Otago Polytechnic academic and non-academic staff 

(regional interviews) and the semi structured interviews conducted nationally with academic 

staff (national interviews).  The qualitative data captured was analysed using a thematic 

approach as discussed in Chapter Four. Once both data sets were combined, it became 

apparent that categories in both data sets were reoccurring between both sources.  The data 

that emerged from both sources was able to be grouped into three clear overarching themes: 

1. Mental Ill-health 

2. Environment  

3. Resilience.   

 

Within these overarching key themes, sub-themes and categories have been identified and 

will be individually discussed. There was some overlap between discussion of some of the 

categories as many concepts were interrelated. The categories are addressed under each sub-

theme, but there is some cross-over of discussion between the three main themes. Participants 

were not contacted to provide feedback on the findings prior to writing this thesis. 

 

7.5 Theme One: Mental Ill-Health 

The first key theme that emerged from the data was mental ill-health. There were three sub-

themes that were identified beneath this key theme including: 

1. External factors 

2. Internal factors  

3. Mental distress.  

 

Under each sub-theme, categories were identified. These categories were created from 

phrases or meanings in specific segments of text (Charmaz, 2011). Each category described 

an idea or feeling in that part of the text. I have found there are some categories that overlap 

into other categories. There are multiple topics within the realm of mental health and mental 

ill-health that are inter-related.  
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Figure 15 illustrates Theme One. The key theme of Mental Ill-health sits at the top of the 

diagram with the three sub-themes below: internal factors, external factors, and mental 

distress. Below the three sub-themes are the categories that were identified within the 

transcripts. Each category has been captured, but there are some categories that will have 

content which can overlap with other categories as the content is related to more than one 

topic. 

 

THEME ONE | MENTAL ILL-HEALTH 

 
Figure 15. Theme One (Author, 2020). 

 

The following paragraphs discuss each of the three sub-themes: external factors; internal 

factors and mental distress, including expanding on the categories that were identified under 

External 
Factors

External pressures 
contributing to poor 
mental health (MH)

Global trend increased 
MH 

Are we making 
learners sicker 

through tertiary 
study?

Internal 
Factors

Normal feelings vs 
diagnosis - lack of 

insight 

Effect of 
behaviour/illness on 

others  

Attendance issues 

Increase in learners 
who disclose Mental ill 
health and who have 

internal/external 
supports

Mental 
Distress

Pre existing MH 
substance/violence/ 
immigration/other 

issues 

Trauma history in 
learners 

Increasing numbers, 
increasing acuity 

Anxiety increasing in 
numbers and or 

depression 
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each. Quotations are included within the text in grey text to enable the reader to “hear” the 

participants’ voices and engage further with their experiences.23 

7.5.1 Sub-theme One: External Factors 

External factors relate to those influences/impacts that are external to the learner. These may 

include political, economic, social, technological, environmental, and competitive impacts. 

The combined data sets showed external pressures contributed to poor mental health in the 

tertiary learner population. These pressures included pre-existing anxiety or depression prior 

to tertiary study, financial stresses including having to work as well as study, academic 

workload including assessments and academic pressure, relationship difficulties, leaving 

home to study, challenging home environments, sexual identity and social media. The added 

pressure of academic study on top of pre-existing mental ill-health appeared to be a risk 

factor for deteriorating mental health in learners.  This was captured eloquently both 

regionally and nationally, as discussed by the following two participants: 

The extra stress of academia and the learner’s ability to achieve and be successful is 

contributing to poor mental health.  

(National Participant, #20). 

Why are they not in class? You know, nine times out of ten it is because they are 

feeling anxious or depressed or extremely stressed by things that are going on in their 

life that are not just part of studying. 

(Regional Participant, #6). 

Learners becoming more unwell due to academic pressure was a common thread in both 

regional and national data sets. This finding is congruent with current literature which 

concludes that learners have added stress whilst studying from academic workload, but also 

have stresses of daily life to contend with such as work and family demands (Pedrelli, Nyer, 

Yeung, Zulauf & Wilens, 2015).  

Financial pressure was noted to be one of the biggest external factors causing stress and 

anxiety for learners which in turn contributed to a decline in their mental health. Most 

regional and national participants described that whilst studying, a learner’s income potential 

 
23 Labelled in brackets after each excerpt is the coded number used to anonymise each participant (as outlined 
under Confidentiality | Anonymity in Chapter One; Introduction) and highlighted whether the quotation was 
from a regional (Otago Polytechnic) participant or a national participant. 
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can be significantly reduced. Minimal income available for learners from New Zealand 

governmental support is difficult to survive on, and if a learner does not meet the criteria for 

government assistance (student loan/student allowance) and are living independently then 

having to work either part-time or full-time hours is a reality for many learners. Working 

part-time or full-time on top of studying can add extra pressure that can lead to a decline in 

mental health (Pedrelli et al., 2015).  The data showed shift work for learners could lead to a 

decline in mental health, exhaustion, and burnout. Some learners reported to educator 

participants they were required to undertake shift work whilst completing practicum (often in 

the health field) and/or they could be placed away from home, which could lead to extra 

expense for accommodation on top of rent, which they were required to continue to pay 

whilst on placement.  

Point of Critical Thinking 

Participants reported that the reality for many learners is that financial pressure can lead to 

lowered mood and heightened levels of stress and anxiety. Potentially then, educators are 

adding to a possible decline in tertiary learner mental health and wellbeing by placing them 

out of town for practicum. 

 

One participant highlighted that financial stress is one of the biggest pre-cursors to a decline 

in mental health that she saw: 

 

Financial and relationships are the top two I see, closely followed by workload 

expectations, so a lot of timeframe issues. The stress of lack of money can be so 

stressful for students they can actually develop anxiety and/or depression.  

(Regional Participant, #14). 

 
Along with financial pressure, workload, assessments, and academic pressure were noted to 

be a significant cause of stress contributing to learners’ poor mental health. Assessments 

seemed to be a source of stress leading to increased levels of anxiety in learners. Some 

learners who were reported to do well in the classroom, became so stressed and overwhelmed 

at thought of practical exams, they were unable to cope with the pressure and could not give 

their best effort at the time of the assessment as indicated in the excerpt below: 
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The practical exams are highly stressful. Sometimes the stress affects their (learners) 

performance on that critical assessment point.  

(Regional Participant, #4). 

 

Point of Critical Thinking 

These added pressures could mean that learners are not performing at their best during 

exams due to stress and anxiety and therefore may not achieve the optimal marks they are 

otherwise capable of. This could be of concern in a pass/fail assessment where due to 

pressure, stress and/or anxiety associated with the assessment, they may fail, affecting their 

ability to progress in their chosen course of study. 

  

Due to heightened levels of anxiety, an increasing number of learners appear to be putting off 

assignments as they feel unable to even start the process of writing, as outlined in the excerpt 

below. In putting assignments off, the flow-on effect can be compounding in that the learner 

then requires an extension for the due assessment, then there is less time available to 

complete the following assessment, so a further extension is required, and so on until the 

pressure mounts and anxiety worsens. This is demonstrated in the following excerpts from 

two regional participants: 

 

I am noticing more and more people knocking on my door saying, an assignment is 

due tomorrow, I haven’t managed it yet, I haven’t done any work around it. So, I am 

noticing more and more people like that- a number of situations and stresses I guess 

that creates a downward spiral. 

(Regional Participant, #2). 

  

I’ve just seen a student now who has anxiety, and he can’t finish his assessments, so 

he’s got an extension, but then that snowballs into the next one.  So, he said even now 

I’m anxious about this next one and I can’t function to finish this first one.   

(Regional Participant, #15). 
 

Along with the stress of assessments, it was reported in the data that relationship difficulties 

heighten some learner’s levels of stress, anxiety, and depression. Learners who had 

challenging home environments or who were living in houses/flats with roommates that they 
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had poor relationships with added to stress and anxiety levels. In some instances, learners had 

family members with poor mental health that contributed to their own mental ill-health. 

 

The regional participant was visibly upset when relaying the following in relation to a 

learner’s stress and anxiety around family relationships and assessments due as indicated in 

the following excerpt:  

 

Her son is suicidal, and she has four assignments due in the next two months. How 

can I even look at her and say I think you should stay when actually, it will break her, 

because there is a lot of stuff going on for her – it is enormous, no human should ever 

go through what she has been through. 

(Regional Participant, #9). 

 

The impact of family relationships was noted to be a risk factor in poor mental health of 

learners. Another risk factor that was identified in adding to poor mental health for learners 

was leaving home. It can be extremely challenging for a young person to leave their 

parents/family/whānau, their friend groups, their city of origin and their home to embark on 

study in a new city/region where they have little or no connection or sense of belonging. 

Connections were reported by most participants to be critical in academic success. These 

connections may be with family, friends, people, the land (tangata whenua) or they may be 

connection to their place of study including the culture of the organisation. OP was reported 

to be a place of connectedness for learners, that coming to OP each day to study gives a sense 

of belonging. This connection is a protective factor for learners which can aid them in 

remaining in their chosen programme of study.  

For some learners it was reported that sexual identity (LGTBI+)24 could lead to deteriorating 

mental health due to the fear of persecution in “coming out”. This fear of persecution was not 

from an organisational perspective, rather from personal relationships the learner held. This is 

reflected in the excerpt below: 

 

We have had quite a few of our young people come out in LGBTI+ class community. 

But one of our young girls was not feeling supported at home, wasn’t feeling safe, and 

 
24 Lesbian, Gay, Transgender, Bisexual, and Intersex. 
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felt like she wasn’t able to come out to her family for fear of persecution. She stated 

quite readily and freely that she was feeling suicidal about it, that she had been 

feeling suicidal about it for a number of years and this is the first time she had felt 

heard.   

(Regional Participant, #11). 

 
The impact of the learner’s relationship with her family, in relation to understanding her 

sexual identity, was impacting her mental health so significantly, she was having suicidal 

ideation25.  

 

Point of Critical Thinking 

As an organisation we are unable to control a learner’s external relationships, but we can 

implement strategies to support learners when they encounter challenging situations. 

 

Social media was reported to have an impact on learners maintaining optimal mental health. 

According to both data sets, this was due to a lack of connection and support learners give 

each other. Face to face conversations versus Facebook conversations can have a much 

different outcome. The personal touch of a hug or picking up on observational cues can give 

learners much more connection and demonstrate empathy in an authentic way versus an 

online chat that can be of a very public nature.  Two national participants expressed their 

concerns in relation to social media as demonstrated in the following excerpts: 

 

They are surviving in digital worlds, which means, I think, they have lost the ability to 

connect, unless it is with a screen. Which is an interesting idea, because there are no 

non-verbal cues, there is no ability to monitor social and what you say to people, you 

just do whatever you want. 

(National Participant, # 23). 

 

Some of the issues we have had have fallen out of the use of Facebook and those types 

of things, whereas maybe a face-to-face conversation may have had a different 

outcome. Every year we have a Facebook issue that causes distress, not only amongst 

 
25 Thoughts about committing suicide. 
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the students, not one student but the whole, and Snap-chat, yes because it is here and 

then it’s gone. 

(National Participant, #24). 

Snapchat, as mentioned in the excerpt above, is a social media platform where the content 

typed is deleted after the recipient has read it. This can cause concerns when cyber-bullying is 

occurring between learners, as the text evidence disappears. Social media was also deemed to 

be affecting the learner population because they seem to be directing their attention to what 

other people are doing on social media and looking at people’s lives that are not necessarily a 

real representation of feelings, emotions, and experiences. People can seem happy and that 

they are living the perfect life on social media, but their reality may be entirely different. This 

can be hard for learners and impact poorly on their mental health if they see these “perfect 

lives” on social media and they try to achieve what is unrealistic for them. It was also noted 

by participants that we now have a young population that are driven by the amount of ‘likes’ 

that they get. Too few ‘likes’ can create feelings of worthlessness and lowered self-esteem 

amongst those with more ‘likes’ or more friends/followers on social media, leaving them 

feeling they are not as popular or ‘liked’ as others.  

Social media was also seen as a useful strategy however in engaging learners, for example at 

one polytechnic in the North Island of New Zealand, colleagues were using break out time on 

social media for learners for short periods to help them stay focused in class. The participant 

explained: 

 

We use it in class, your reward after your 20 minutes of study is that you get 10 

minutes to go outside and scroll on Facebook. That’s reasonable in the world of 

digital native, and then you turn your phone off.  

(National Participant, #23). 

 
Using break out time for social media as a strategy was reported to be working well with 

learners to increase engagement in the classroom. Social media was also highlighted as a 

cause of increasing anxiety, depression, and suicidality in learners due to online bullying and 

learners not being able to turn off devices or not-read harmful messages.  The learners seem 

to be connected to social media to some degree by an umbilical cord, it was reported in both 

data sets to be very difficult to get learners to disengage with their devices when content was 

harmful, they felt a need to read negative content even when they knew it was not good for 
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their mental health. It was also reported that learners have a hard time disconnecting even 

during the night as one regional participant reported: 

 

And the problem is people do this at night, so they’re wasted in the day.  So, they lose 

all that sleep and that’s not good for them.  So, lack of sleep is a big thing for our 

young people.  And part of that is having the phones near their beds, the blue light 

and interacting. I know of people that are not prepared to have a shower without their 

phone near them, because they will miss out on a txt, so having their phones so close 

to know what was going on, sort of thing.  So, all those things have an impact on 

mental health in our learners.  However, it’s here, so what we need to do is we need 

to do is give people strategies and skills and teach them how to manage this stuff.  

(Regional Participant, #13). 

 

They are all on the internet, and they are so addicted to these little computer things, 

that you know, like this is the new smoking.  

(Regional Participant, #13). 

 
The concerns from staff, both academic and non-academic, in relation to learners being so 

unable to disengage with their devices, was echoed both regionally and nationally. 

 

Point of Critical Thinking 

There was understanding in both data sets that there is a national and international trend of 

increasing mental ill-health in the tertiary learner population. This is supported by national 

and international literature which highlights that the number of learners with mental illness 

is rising significantly (Storrie et al., 2009). The initial research question “Are we making 

learners sicker through tertiary study?” was also a theme that came up in the combined data 

sets.  

 

The thought that tertiary study was making learners more mentally unwell appeared to be a 

concern voiced in the data, I have included excerpts below from some of these participants. 

 

I don’t know whether or not they are getting through without their own mental health 

in-tact or whether they are getting through and they are healthy, which is what 
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concerns me.  Kids are scrambling, we are inheriting these kids where we continue to 

keep the washing machine going.  

(Regional Participant #2). 

The amount of pressure that educational courses put on people, is phenomenal and 

for young people who come out of secondary school, suddenly get into a tertiary 

sector, where they don’t know how to deal with it.  They will either sink or swim in the 

first six months. I think we could do a better job.  

(Regional Participant, #13). 

 
The two excerpts above would indicate that developing resilience in secondary school 

learners may be useful in helping them cope with tertiary study. These two excerpts also 

establish curiosity as to whether the high school system is such that it does not prepare 

learners for higher education. The two excerpts below identifies learners can present to higher 

education mentally well, but when the pressures of academic study are layered on top of life 

stresses, mental health can begin to decline.    

 
There are some underlying mental health problems that I think have been diagnosed 

while they have been here (in tertiary study) that have escalated with the pressures of 

the academic study.  

(National Participant, #20). 

 

Something I have been concerned about is that when students’ progress through, 

students who appear quite solid and resilient initially in year one, by year three are 

developing and showing signs of high stress or anxiety or depression or suicidality 

that appears, and we may not be providing what we need to provide.  

(Regional Participant, #2). 

 
Point of Critical Thinking 

In relation to the research question “Are we making tertiary learners sicker through 

academic study?” the data sets indicate that this could in fact be the case. It is not 

necessarily the organisation itself that is making learners sicker, but the pressures of 

everyday life layered with the pressures of academic study that would see learners at higher 

risk of mental decline. 
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The international literature suggests being a student is a risk factor for poor mental health 

(Gee, 2018) and this practice research has identified similar conclusions.  

Along with the external pressures learners are managing whilst studying, they will also 

manage internal pressures. Discussion is provided on internal factors in the following 

paragraphs. 

 

7.5.2 Sub-theme Two: Internal Factors 

Internal factors or human factors represented those variables that came from within the 

person themselves including thoughts, feelings, understandings, behaviours, intelligence, 

interests, talents, and motivations. The combined data sets reported that learners had some 

trouble distinguishing between what were normal feelings and what was a disease state, the 

effects of their own behaviour on other learners, issues with attendance, an increase in 

learners who disclose they have poor mental health, and those who have existing internal or 

external supports prior to tertiary study and learners who currently have pre-existing issues 

with mental ill-health, substance abuse, trauma history, and/or violence. In the following 

paragraphs each of these categories is addressed and discussed. 

Both data sets showed learners had varying levels of insight into their mental health and 

mental ill-health.  Some learners were highly functioning and had excellent insight into their 

mental ill-health, identifying triggers, early warning signs and coping strategies. They 

appeared to be resilient and cope well with tertiary study. Whilst other learners appeared to 

have poor insight into their levels of mental ill-health which appeared to lead to them having 

poorer resilience and poorer functioning whilst engaged in tertiary study. There was a theme 

throughout both data sets that questioned whether some learners identified as having mental 

illness when they had no formal diagnosis, and their distress was a normal reaction to normal 

life events.  I have included some excerpts below that reflected the thinking of participants in 

both national and regional groups. 

 
What I have noticed is that students do get quite anxious around exam times, and I 
know that some of it is part of that whole process as its’ coming to exam time, but it’s 
normalizing that for a lot of them – we all get anxious.  And I try and explain to them 
that the first time I stand up in front of a new group of students, is that I feel anxiety, I 
get nauseous, but what can happen is that I can manage that. But I think what is 
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happening is they don’t have the skills or the knowledge to be able to manage that or 
recognize that some of that is the norm.  
(Regional Participant, #16). 

 

A lot of people don’t know how to deal with the fact that they have a bad day.  They 

don’t actually know what to do, they don’t have strategies and when they get a bad 

day, they think the whole world is falling apart and they misinterpret that day.  And 

so, I think that our job is to give these people some skills to be able to deal with that 

and understand that life is not meant to be easy and stress free. 

(Regional Participant, #13). 

The two excerpts above demonstrate that lecturers report that learners may not be able to 

differentiate between “normal” reactions to adversity and “a diagnosis”. It can be difficult to 

know the difference between normal anxiety and an anxiety disorder. Normal anxiety can be 

a good thing and can help motivate learners to finish assignments and study hard, but when 

anxiety affects everyday life, a person’s ability to function and has disabling symptoms, then 

this could indicate an anxiety disorder (ULifeline, 2021). Some learners may think they suffer 

anxiety when in fact they are experiencing normal stress associated with a particular event 

before an exam for example. 

They will come in and they will say, I’m really nervous about my exam tomorrow, and 

you are kind of like, that’s normal, but trying to validate what is normal and what is 

true anxiety, I have to say that I’m struggling with that.  

(National Participant, #25). 

 

It is almost like it is trendy, am I saying this? But it is almost like it is trendy to say, 

I've got anxiety, or I've got depression, and it seems to be. And I mean, I can't 

diagnose people, I don't know, I just take people by what they tell me if they say 

they've got anxiety they’ve got it, you know, I appreciate that they have got anxiety, or 

they feel they've got anxiety. But it's almost like maybe there is this element of, it's 

almost like, something that you can use as a way out of other things.  

(Regional Participant, #5). 
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The excerpt above reflects the thought “claiming” mental illness could get them extensions or 

acceptance of impaired performance requests because staff would not question mental ill-

health.  

 

Point of Critical Thinking 

There may be an element of this occurring, but everyone’s experiences however they 

decide to label them are valid. If we stigmatise mental ill-health further or do not talk about 

it, there is no progression to access support when needed, and stigma remains which pushes 

mental ill-health “back under the carpet” so to speak. 

 

Mental health is more widely talked about than in previous years (MIND, 2021). Both data 

sets did raise the question: because mental ill-health has been more normalised in recent 

years, are tertiary learners putting their own labels on to their symptoms and self-diagnosing 

with anxiety, depression etc., which is contributing to the higher numbers of learners 

presenting? The excerpt below highlights this question. 

  

I think sometimes learners are saying they have anxiety, or they are mentally unwell, 

when in fact they are probably suffering from teenage angst. They are probably 

having normal variances of normal feelings, but almost think it is trendy to put a label 

on it, when they have no diagnosis. Maybe that is why we are seeing more learners 

coming to us for support? 

(Regional Participant, #10). 

 

The regional data set highlighted that some learners had little to no insight into their 

presentation and the effect this had on themselves and fellow learners. It was reported violent 

or aggressive learners whose behaviour had a traumatising impact on other learners and staff 

alike, where the learner had no insight or compassion or empathy for other people. I have 

included an excerpt from this participant below: 

 

The learner was fixating on a couple of young girls and when I asked him this 

morning, so do you have any empathy or do you have any concerns about how these 

girls might be feeling, considering that you pursued one to the bus stop, verbally 

abused her and you only moved on once she just failed to engage, she just shut up and 

just kept herself safe.  His response was, oh boo hoo.  Oh, so what.   
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Yes, it was shocking.  It was horrific and then of course, when I said to him, so you’ve 

got no empathy about these girls. He then eye-balled me and then sort of got his 

square jaw on, and said, what goes around comes around.  So, I’m sitting there 

going, so you’re threatening me now?  And he said, oh no I’m not threatening you.  

So, you’re threatening the girls again?  And he just had no connection to his 

behaviour, his language and his decisions and was almost blaming me for us being in 

this situation of having to have a meeting about exclusion.   

(Regional Participant, #11). 

 
Behaviour like this example, is certainly a safety issue for staff and other learners. Reported 

in the regional data set, incidences of abusive or violent behaviours within their learner 

cohorts, were seen as primary concerns. These concerns were reported among learners 

enrolled in lower-level certificates or foundation studies. Aggression and violence were not 

the only behaviours that had an impact on others around the learner, however. Learners who 

displayed suicidal ideation also impacted those around them. Talking about suicide not only 

had an impact on other learners but on the staff members whose attention they bought it to. In 

both data sets, it was reported that colleagues were at times feeling out of their depth and 

unsure how to have conversations with learners about suicide. They were unsure what to say 

and how to say it. They were however able to refer the learner to professional help when 

these conversations came up. Talking to learners about suicide can feel daunting and 

overwhelming. Many people fear it will cause an increase in the learner’s distress or even 

lead to the development of further suicidal thoughts (Mental Health Foundation, 2021). 

Reported in both data sets, was when learners present with suicidal ideation, this was not only 

stressful for the learner, but also for the staff member who was supporting them. Participants 

reported a visible increase in suicidal thinking and suicidality as indicated in the excerpts 

below. 
  

Certainly, the incidence of students and learners talking about suicide has increased. 

The incidence of it on close friends, family members, close people to them has 

certainly impacted. So those issues are the things that I've noticed exceptionally. 

(Regional Participant, #2). 
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It’s more visible in the classroom, colleagues are concerned. Suicidality certainly, in 

the last five years, I have seen that increase, and been aware of and supported three 

learners who have expressed suicidal ideation this year. 

(Regional Participant #15). 

 

Point of Critical Thinking 

Seeing more learners present with suicidality/suicidal ideation creates a place for 

workforce education. Training faculty in having life supporting conversations with learners 

who are expressing suicidality and or suicidal ideation, so they have the tools to provide 

brief intervention is needed.  

 

Along with aggressive behaviours and suicidal thinking in learners, the other area of concern 

raised in the data, in relation to learners not having any insight into how their behaviour was 

affecting others, was tardiness. Learners coming to class late or not at all impacted those 

around them. Disruption to the class when learners came in late and the request from learners 

who did not attend class for their peers to take notes on their behalf, was reported to increase 

the workload of those learners who did present for the lesson. Participants reported thinking 

about starting class ten minutes later to reduce the impact of tardiness on other learners, as 

indicated in the excerpt below. 

 

And we start the lessons at nine o'clock or one o'clock, because you know, they 

dribble in 10 minutes late, 20 minutes late, and it has an impact on lots of people. 

Maybe I should just wait for 10 minutes before I actually start the lesson, then it is not 

as disrupting to the others that are here on time.  

(Regional Participant, #6). 

  
Both data sets recounted learners who did not turn up to class on time were followed up by 

faculty. Upon investigation as to why the learners were not presenting on time, identified that 

attendance appeared to be a problem with learners who disclosed mental ill-health, and this 

was due in part to lack of motivation, depressive symptoms, and heightened levels of anxiety. 

It would appear that mental ill-health can be both a symptom and a cause for presenting late 

to class. 

 



149 | P a g e  

Regional and national data sets reported there was an increase in learners who see 

counsellors/psychologists/supports both internally and externally. Many students arrive to 

tertiary study with good support already in place. This was seen as a positive step in retention 

and success of learners.  

 

Point of Critical Thinking 

If supports were in place and learners had good rapport established with counsellors etc. 

prior to entering tertiary study, continued access to these supports whilst engaged in 

tertiary study appeared to aid learners in their personal resilience and successful 

completion of their chosen programmes of study.  

 

7.5.3 Sub-theme Three: Mental Distress 

High numbers of learners were found to be entering the tertiary environment with pre-

existing poor mental health, substance abuse issues, a history of violence or significant 

immigration issues that effected their learning at tertiary level.  Many international students 

were leaving family behind in their countries of origin, including children, young babies and 

sick relatives which created high levels of anxiety and emotional stress responses.  

 

Learners who had trauma histories, was reported to add a level of complexity to the pastoral 

care given by staff. Trauma history and the effect of this on learners is discussed in more 

detail in the following paragraphs.  Almost all participants mentioned the impact of pre-

existing trauma history on learner success in the tertiary environs. For some learners, their 

trauma history is something that they can discuss, for others it is not.  The severity of the 

trauma, and progression in the healing process will impact on the individual’s ability to 

communicate around this (Centre for Substance Abuse, 2014). Some learners found 

disclosing their lived experiences in relation to trauma helpful as highlighted in the following 

educator/participant excerpt. 

 

So, I guess, parents recently separating, internet addiction, addiction, eating 

disorders, history of depression, compulsive disorders- these sorts of things have not 

necessarily been a result of tertiary education, it’s stuff that they have bought with 

them, into our environment- they have got a history of it, that’s why some of them are 
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so- you know, so up front about it- they find it easy to talk about, and that’s really 

cool. 

(Regional Participant, #10). 

 

Some learners may not acknowledge pre-existing trauma, or they may have repressed 

memories in relation to this, there is the potential that academic study that can trigger 

unpleasant memories and impact the learner’s mental health and wellbeing as identified by a 

national participant in the following excerpt. 

 

I think in the first year of study we get them to examine their inner self and it might be 

that when they do that, for some students it brings back past memories of childhood 

or family, or things they have seen, that actually brings to the surface things they may 

have never talked about before. I think it comes out later in the programme, I think 

it’s just the over-reaction and stress of what is an intense programme really. 

(National Participant, #21). 

 
Pre-existing trauma can be related to substance/alcohol abuse, difficult family dynamics, 

sexual/emotional/physical abuse, poor childhood attachments, pre-existing mental illness, 

immigration, it can also be multi-factorial (Centre for Substance Abuse, 2014). International 

learners are often a very resilient group of learners who have overcome much adversity, just 

to be in New Zealand studying. Understanding their journey and culture can potentially aid in 

delivery of effective pastoral care as reported by the following regional participant. 

 

I think the international learners are a very, very different group for a start. They 

have so many unacknowledged human needs and we do not quite know if they are 

being met or not. So, for instance, they have left their families, they have left their 

jobs, they are often coming with high levels of debt and a currency that is much lesser 

value than what they are paying for the services here. They often do not know a single 

person here. They do not know the services that are available to them and so I think 

these people are loaded with stress already and they are coming into a culture and an 

education system that is so different and I rarely ever get no issues- very rarely. 

(Regional Participant, #4). 
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There appears to be a unique set of challenges and issues with international learners. At 

Otago Polytechnic there is international support. Educator/participants report that this group 

of learners is a small contingent of the larger learner population, the numbers of presentations 

would be more easily managed. The international learners have access to a 24-hour seven day 

a week phone number to call should they need support. 

 

Point of Critical Thinking 

Ideally domestic learners would also benefit from access to a 24-hour seven day a week 

support phone. 

 

It is imperative learners leave tertiary study in general with no decline in their mental health 

and wellbeing as a direct result of their program of study. Both data sets reported concerns 

that learners are at times leaving tertiary study more unwell than when they arrived.   

 

Almost all participants mentioned that a rise in the incidence of anxiety and depression in the 

populace of tertiary learners. Interestingly, high anxiety was reported by educator participants 

to be most prevalent in younger learners from teens to early twenties. This is a common age 

for mental illness to start to appear, so the onset of mental ill-health may have appeared 

regardless, if the learner was in tertiary study or not.  

 

Point of Critical Thinking 

Alternatively, it could be that academic study and the pressure associated with academic 

study is enough to exacerbate symptoms of poor mental health, or it could also be that the 

numbers of anxiety and depression in the learner populace have not increased but the 

presentations of learners have increased due to a reduction in stigma associated with 

mental ill- health and due to positive mental health promotion. 

 

I have included regional and national excerpts that highlight the increasing incidence of 

anxiety and depression. 

 

So, definitely anxiety is high.  Definitely depression is high. It’s not a black and white 

picture because there’s so many complexities in there.  So, anxiety is definitely one of 

the big ones and the age group that I’m dealing with and have dealt with, actually 
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most of the time here, is mostly between 17 years old and 22 years old, that’s kind of 

the main age bracket and then I’ve dealt with lots of older people.  

(Regional Participant, #13). 

 
One thing I think I have noticed is over the last 18 months is there seems to be more 

cases of anxiety compared to depression, like I think five years ago maybe, depression 

and anxiety and of course they kind of go with each other to a certain degree, but a 

lot more people I’ve noticed, are specifically presenting with anxiety.  And so, again 

I’m not sure why anxiety is going up, and we’re talking about learners at that age, 

teenagers and early 20s, but I’m not sure why that’s become more prevalent or if it’s 

just my view of that, maybe it’s better awareness around it.  But I do think that 

something is happening in our society, and we are getting busier life styles and things 

for young people, for the young developing brain, things can be quite overwhelming, I 

think.  And I get the sense that anxiety is when people have got overwhelmed by life 

plus everything they need to do.   

(Regional Participant, #8). 

 
The two excerpts above highlight anxiety and depression being seen in learners that are 

younger - late teens to early twenties. This was a common thread in the data, the more mature 

learners did not seem to present with anxiety as often. This may be due to learner strategies 

over time or potentially they are of a generation where mental ill-health is not discussed. 

 
Anxiety is something that I hear a lot, I don’t know if there’s more than there was five, 

six, seven years ago –but there are more people presenting. 

(Regional Participant, #7). 

 

Both, anxiety, and depression are more prevalent and more acute. 

(Regional Participant, #9). 

So, our young people get into a depression state or an anxiety state, and they will go 

into their shell and that’s a real big challenge, it’s a huge challenge to be able to 

reach out and touch base.    

(Regional Participant, #13). 
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I’ve been here at polytechnic for seven years and I think there’s definitely an increase 

in anxiety and depression. 

(National Participant, #23). 

I think there is a higher or an increasing prevalence of anxiety definitely, and 
obviously depression sometimes follows. 

(National Participant, #24). 
 

The five quotes above reflect a reoccurring theme in most participant interviews. Anxiety and 

depression appeared to be an emerging theme in the data analysis. In relation to poor mental 

health of learners, anxiety and depression were identified by participants as the most common 

concerns they observed among tertiary learners.  

 

A high level of anxiety and depression – learners who have been prescribed 

medication and then had follow up or support to explore other ways of managing 

their distress, that seems to have increased this year.  

(National Participant, #23). 

High anxiety is the probably the biggest one and what I find the most difficult about 

that is, that some of the students will say, I need to see you, I need to see you and I’m 

too scared to say I can’t see you until tomorrow, for fear that they will do something.  

(National Participant, #25). 

One thing I have noticed is over the last 18 months, there seems to be more cases of 

anxiety and depression- and of course they go hand in hand to a certain degree. A lot 

more people I have noticed are specifically presenting with anxiety. I get the sense 

that this anxiety is when people have got overwhelmed by life plus everything they 

need to do. 

(Regional Participant, #5). 

 
The three excerpts above describe that more learners are presenting with anxiety and 

depression but also highlights that more learners are also seeking help in relation to this, 

which is positive. 

Both data sets mentioned not only a rise in anxiety and depression but a rise in the heightened 

acuity of presentations. It was reported that currently more learners are presenting in crisis, or 
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more unwell than in previous years and co-existing problems with drugs and alcohol were 

identified as being a new concern in some learners. The following excerpts demonstrate the 

escalating numbers of learners experiencing poor mental health. 

I have seen a significant change - anxiety, depression and I’m just starting to see drug 

evidence and stuff like that, so that’s new for me within the last year.   

(Regional Participant, #3). 

It seems to be more like it’s almost the exception not to have a student that doesn’t 

have some mental illness type of effect. My major concern as it does seem to be an 

epidemic. 

(Regional Participant, #6). 

It’s been escalating.  Instances of mental health illness has been presenting more and 

more during the time that I’ve been here. 

(Regional Participant, #11). 

I’ve gone from 45 students, and I think I’m now supporting 700 this year. 

(Regional Participant, #15). 

 We’ve had suicide tendencies, we’ve taken students to the acute mental health unit 

because we have been concerned, we’ve had self-harming, but not on Campus. 

(National Participant, #20). 

And I see it, like all the compassionate withdrawals that I do, are all mental health, 

all crisis mental health stuff, it’s not actually - I’m unwell, I need to take some time 

out, it’s I’m in Wakari (Acute Psychiatric inpatient unit) or I have attempted suicide. 

It’s huge.  

(Regional Participant, #15). 

 

There is evidence here from the data that suggests the higher rate of learners experiencing 

mental ill-health and the acuity of these presentations is on the rise. Reported higher numbers 

of learners disclosing they experienced poor mental health prior to engaging in tertiary study 

is reflected in the excerpts below. 
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We’ve found a lot of them declare anxiety, depression and whole host of other mental 

health issues, and they’re very graphic when they explain where they at, which is 

good, but they’re then trying to make sense of it themselves, so they just spill it. 

(National Participant, #21). 

 
The majority of our students that we’ve had to deal with anxiety disorders have 

actually told their clinical educator.  

(National Participant, #25). 

 

Interestingly, although half the participants responded stating more learners were declaring 

poor mental health, the other half of participants reported poor numbers of students declaring 

mental health issues on application/admission to their chosen course of study as highlighted 

in the following excerpt. 

 

A lot of this stuff is under the covers. So, a lot of that mental health stuff, they won’t 

bring it out, it takes a bit for that to come out to the surface.   

(Regional Participant, #13).   

 
This would demonstrate that there has been a reduction in stigma in the tertiary environment 

to an extent, where learners feel they are not disadvantaged by disclosing they have or do 

experience poor mental health. But alternatively, this would also demonstrate that stigma and 

fear of disadvantage through disclosure is still prevalent (Maranzan, 2016). Stigma is 

discussed further under External Environmental Factors, a sub-theme of Environment. 

There are two ways to look at the information above.  Firstly, we could say that learners have 

a much higher incidence of mental ill-health now than they have in previous years. Secondly, 

we could surmise that the incidence of learners presenting with mental ill-health concerns is 

higher due to de-stigmatisation and awareness of mental illness, making learners more likely 

to present for help and support.  

 

So, we want to de-stigmatise things, but we want people to be able to, it’s like being 

aware and our staff, our professional staff need to be aware of this, is when someone 

goes – you’ve got to see the signs and you’ve got to go across and say, how’s it 

going? 
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(Regional Participant, #13). 

 

Much of the international literature suggests that stigma is still a contributing factor to why 

learners do not seek help for mental ill-health when needed (Clement et al., 2015; Gulliver et 

al., 2010; Hunt & Eisenberg, 2010). There is less evidence to suggest stigma is reduced 

therefore more learners are seeking support.  

  

7.6 Theme Two: Environment 

The second and largest theme to emerge was Environment. The sub-themes that lead to 

environment being named as a main theme were: 

• External Environmental Factors 

• Environmental Sense of Belonging 

• Environmental Support  

• Learning and Teaching Environment. 

 

These four sub-themes consisted of categories as dictated in Figure 16. The categories are 

discussed under each sub-theme in the following paragraphs. 
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THEME TWO | ENVIRONMENT 

 
Figure 16. Theme Two (Author, 2020). 

 

7.6.1 Sub-theme One: External Environmental Factors 

External environmental factors relate to the tangible environment itself, the safety of the 

environment in relation to stigma reduction, environmental barriers for learners in seeking 

help and new processes needed to further support learners through the physical environment 

maintaining anonymity for distressed learners.  The national data set did not bring up the 

tangible environment as an issue, the Hub at OP was only mentioned in the regional data set 

as a specific space that does not work well in presenting for support. The Hub is a central 
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space at OP where learners and staff can gather to share food, access support, study, have 

meetings, give presentations, partake in activities etc.  Classrooms, studios, libraries, outside 

spaces, digital infrastructure, flats etc. are also places that contribute to the learning 

environment.  

The tangible environment was mentioned in most of the participant texts regionally. The 

main concerns that were identified related to the physical visibility of students in the support 

services area at Otago Polytechnic. The physical environment is such that the learners are 

presenting to a support service in one of the most public areas of the organisation where staff 

and learners all come together to meet and eat. This space is called “The Hub”.  Not all 

learners are in the same geographical environment at OP. Some learners are distance learners, 

and some geographically, are not on the main campus, the buildings in some schools are a 

few minutes’ walk to the hub. This can pose both advantage and disadvantage according to 

some participants, as learners have the benefit of better tangible spaces to seek support that 

are not so public, but on the flip side, there is a physical barrier of having to walk/drive to the 

Hub to access support services which can also be a deterrent to seeking help. 

Learners to some degree are on display when they present to support services at Otago 

Polytechnic.  This was seen as a major barrier for learners in seeking help which is supported 

by both Hunt and Eisenberg (2010) and Gulliver et al., (2010). The regional data set reflected 

learners felt like they were going to the ‘naughty room’ or they were heading to the 

principal’s office, but with an audience.  

 

Point of Critical Thinking 

It is often the learners that need the help most that do not present to support services, so it 

is vital that an environment that is seen as safe from the learner’s perspective is available 

for mental health support. 

 

The following is an excerpt from a regional participant who echoed the consensus of the 

downside of Student Support Services tangible location at Otago Polytechnic. 

 

They are in fish-bowl rooms. Yesterday when I walked down there, the learner said 

every bodies here. So, I did say (to the learner support team) can I have a private chat 

with you, because the student was devasted and embarrassed.  But rather than going 

to a room, the staff member just came out and we were in the middle of the Hub, and 
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we were standing having this conversation and I could see the student welling up. The 

staff member was lovely and said not to worry about this because there was a number 

of students in the same situation. I think probably, she could have taken the student to 

a quiet space, somewhere private. I can’t book students into Student Success and say 

you are going to be distressed at 3pm and I will go and book the room- there needs to 

be spaces that are private and readily available. 

 (Regional Participant, #17). 

 

There are potentially some easy solutions to creating more privacy in the hub for distressed 

learners, and I have provided discussion on this under recommendations in Chapter Seven.  

There was strong evidence from participant responses to suggest that new process is needed 

in relation to the management of learners with mental ill-health. The Supporting Distressed 

Learners Flowchart mentioned in Chapter Two is one strategy that has been implemented at 

OP with good feedback from staff.   

At Otago Polytechnic we have a dedicated support team for our international learners, but 

perhaps their expertise could be disseminated through workforce education, for example OP 

staff development days. Having more staff, more aware of the needs of our international 

learner population and how to identify these needs, would potentially enable quicker and 

effective triage of the international learners to appropriate support services. Mental ill-health 

in international learners may be more complex also due to differing cultural beliefs and 

understandings of mental illness/distress. In some cultures, there is much stigma surrounding 

mental illness and therefore the learner’s experience may not be acknowledged.  

Stigma involves negative attitudes or discrimination against someone based on a 

distinguishing characteristic such as a mental illness, health condition, or disability. 

Unfortunately, stigma surrounding mental ill-health is still common. While stigma is not 

limited to mental ill-health, attitudes towards psychiatric illnesses tend to be more negative 

than that toward medical conditions. The data conveyed the stigma surrounding mental ill-

health can be a barrier for learners in seeking help. 
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Reflection on Professional Practice – Stigma (Jan 2020) 

During participant interviews I found myself reflecting on different views on stigma 

reduction.  Some participants saw that stigma was a reason that learners may not present 

to support services or disclose they issues related to poor mental health and then other 

participants would say that more learners are presenting due to the reduction in stigma 

associated with mental ill-health.  

I asked myself “Are more learners presenting due to stigma reduction or are more learners 

presenting because simply – there are more learners”?   

What I was able to surmise from both national and regional participants was the notion 

that polytechnics within New Zealand are making good progress to the reduction of stigma, 

although it still does exist, and many OP staff certainly see the increase in learners 

presenting has to do with less stigma associated with mental ill-health. We know more 

learners are presenting for support in relation to poor mental health, and we know there 

are more learners, this research shows that proportionately the reduction in stigma is 

encouraging learners to seek mental health support. 

 

The data sets also identified that mental ill-health may worsen over time without brief 

intervention and/or treatment, which is supported by Clement et al., (2014). Failing to seek 

help can ultimately worsen outcomes. Stigma is a local/national/international phenomenon 

which the impact of, is slowly being understood more.  In New Zealand, participants reported 

although reducing, unfortunately stigma is still present, impacting on the vulnerable lives in a 

destructive and unnecessary way. 

Barriers to seeking help was a category that appeared to fit under all three key themes and is 

discussed under external factors related to mental ill-health as the external environmental 

factors themselves are probably the biggest impedance to learners seeking help. Several 

barriers for learners in seeking help were discussed throughout both data sets. These were 

attributed to environment, stigma, fear of disclosure and the impact this would have on their 

study.  
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7.6.2 Sub-theme Two: Environmental Sense of Belonging  

There were cultural issues identified by participants that had an impact on the mental health 

and wellbeing of learners. Colonisation was one such issue that both regional and national 

data sets identified without being prompted or questioned on this. According to Smith (2017) 

the intergenerational impact of colonisation on tertiary learners includes low levels of 

participation and achievement in positive indicators such as education and economic well-

being, and over-representation in negative indicators such as drug and alcohol abuse and 

imprisonment rates. These negative indicators were echoed by a regional participant along 

with hearing about colonisation being seen as an impedance to some Māori learners attending 

class, as the following excerpt explains:  

 

Where I see that for our Māori learners, is that when we unpack the impacts of 

colonisation and we’re discussing, so it’s not like we can avoid or gloss the statistics, 

but the commonalities of over-representation in the negative statistics – jail, poverty, 

mental health, and suicide.  I can sometimes feel like I can see the Māori learners 

trying to both connect and disengage and absolutely the trauma of hearing about 

colonisation stops them from coming to class.  

(Regional Participant, #7). 
 

Some Māori learners were reported in the data, to not identify as Māori on application to their 

chosen programme of study. It was reported this was related to two things; the first being, 

they may not know that they have Māori whakapapa, or secondly, they may withhold this 

information because of the impact of colonisation. There were also cultural concerns in 

relation to non-attendance of some Māori learners. The combined data sets reflected some 

Māori learners will avoid coming to class because they do not want to be identified as having 

a problem or issue or some may not want to lose face as demonstrated in the excerpts below: 

 

I had one Māori student the other day that I have been trying to chase up for two 

weeks, I just managed to corner him out of another class and say look can we just step 

aside and speak.  He said well you know I do not, so I asked the reasons why he 

wasn’t turning up to certain classes and he said well, you know, I don’t want to offend 

you by not coming to your classes because I’m really respectful, but he actually 

hasn’t been coming to my classes because he wasn’t doing the work, so he didn’t want 
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to offend me.  So, now he’s bringing it on himself that he’s offending me by not 

turning up to my classes.   

(Regional Participant, #9). 

 

The Māori and Pasifika learners in particular, as international learners, I think they 

had cultural mental health needs that I haven't felt well prepared to, to manage.  A lot 

of it is around, honour and saving face with family and really push themselves right to 

the limit without wanting to admit that they're needing help right through to lying 

about results and not having family members know exactly what's happening for 

them.  

(Regional Participant, #2). 
 

As indicated in the excerpt above, some learners can have specific cultural needs in relation 

to their mental health. They may not disclose they are experiencing poor mental health to 

family for various reasons, including cultural interpretations of mental ill-health. In some 

cultures, mental ill-health is not acknowledged and is seen as a sign of weakness. The 

understanding of each learner’s cultural perspective is important for all learners, especially 

international learners, in addressing their mental health needs. It was reported that the 

pressure from family/whānau about changes they are making in their lives to move on and 

study or move away can be an internal struggle for some learners. It can be the loss of 

connection as indicated in the following excerpt. 

 

My personal opinion is that perhaps in a Polynesian community or Māori community, 

it’s – I am you and you are me.  So, if you’re doing okay and you’re okay, then I’m 

okay as well.  You know it’s that- connectedness, that- where I come from, that’s what 

we do.  

(Regional Participant, #11) 

 

Out of the disconnect learners may sense from leaving home, and/or family/whānau, the 

sense of connection or belonging tertiary institutions provide learners, is reported in the 

combined data sets as strong.  There is a sense of community, there are cultural connections. 

Through discussions with participants, it became clear at a regional level, that staff at OP take 

the opportunity to connect their Māori and international learners with the wider community 

when they have said that is what they are missing, a connection, particularly Māori learners 
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who come from outside Dunedin who have been used to a strong whānau network. Social 

connection has been identified as critical for good health, and there is widespread consensus 

in the literature that connectedness protects and promotes good mental health (Kawachi & 

Berkman, 2001; Perkins, Subramanian & Christakis, 2015). There are many supports for 

Māori learners in the tertiary sector, such as scholarships, dedicated Māori and Pasifika 

support teams, and whānau groups. It may be of note to identify the supports that are 

available to Māori learners as a marketing strategy to encourage higher populace of Māori to 

enter tertiary programmes.  The excerpt below reflects one participant’s experiences of 

connecting Māori learners with support at OP. 

 

Yes, yes, so Te Punaka Owheo, would have certainly also been another connection to 

how and what I would do with support pathways for, in particular for Māori learners, 

to try and give them that opportunity for some to feel that there is another space and 

place particularly on campus that they can go to for advice, where they can meet 

other learners and have other staff who aren’t from within the School of Nursing. So 

yes actually Te Punaka Owheo and the staff of previous, you know similar programs 

or facilities within poly[technic] have certainly been absolutely crucial for sure- some 

Māori learners will say no don't want anything to do with it but many will say yes I'll 

give it a go, and it's been a safe place on campus, I think that’s really, it's really 

important that connectedness has to come, not only in being able to provide support 

people but support places, are very important having safe zones where people can go 

and it's okay to be not 100% chipper not- and that's a very hard thing to do, but I do 

think Te Punaka Owheo has- and their Pacific Island room, certainly has provided- 

and the international office. I do worry about the majority of other learners though. 

Yeah. And they are the ones, the majority of our learners, let’s face it, international 

Māori/ Pacifica are a small percentage of learners - what's happened to the rest of 

our learners? Where do they go for the safe space, they don’t.  

(Regional Participant, #2). 

 

It is important to note that the participant excerpt above identifies safe spaces for 

international or Māori and Pasifika learners at OP are readily available, but there is a gap in 

the tangible environment with safe spaces for many other learners.  



164 | P a g e  

In the regional data, it was noted that a lot of young people coming through tertiary study 

appeared to be lonely. This was a concern that was raised as reflected in the following 

excerpt. 

 

A lot of the young people coming through seem to be very lonely and idolise suicide, 

because of course you’ve got suicide actual - and suicidality.  But it seems that 

they’re functioning as best they can with quite a high suicidality. 

(National Participant, #22). 

 

Academic study has been shown to give a sense of purpose and social connection for 

learners. This itself is good for learner’s mental health and wellbeing and can reduce the 

feelings of loneliness described above. The tangible environment, along with social 

connections, cultural, learning and teaching environments are all important then, to aid in 

good mental health and wellbeing of learners. 

 

7.6.3 Sub-theme Three: Environmental Support   

Having mental health disclosure statements on all applications for prospective learners was 

thought to be a positive step in encouraging learners to disclose if they have current concerns 

or a past history of mental ill-health.  

 

Point of Critical Thinking 

Both national and regional participants suggested there could be a mandatory statement or 

disclaimer on every application form to signify that if a learner has pre-existing concerns 

related to mental health, and if so, there would be no disadvantage to them in getting into 

their chosen course of study. Instead, it would allow for academic and non-academic staff 

to add a layer of support at the beginning of study such as regular check ins with a mentor, 

counselling, and assistance with study strategies and building resilience to aid in good 

mental health whilst studying to enhance their retention and success and capability. 

 

The excerpt below highlights a national institution that interviews learners prior to admission 

to tertiary study, and the possible inclusion of resilience training as an adjunct. 
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We interview all of our students, to get into our programme.  Whether we now need to 

look at testing resilience within that and saying, well actually, you’re not ready to 

come into study because you couldn’t cope with X, Y & Z.  Do we have to look at 

running a Foundation Course on Resilience?  That when people identify as being, for 

want of a better word, at risk or just not demonstrating resilience, I don’t know.  But 

it is possible that that’s where it’s going.  

(National Participant, #25).  

 

Both data sets indicated staff go above and beyond expectations to make sure students are 

well supported. This demonstrated to me, the dedication, empathy, and compassion that 

higher education faculty regionally and nationally have for learners. There was a very clear 

category emerge from the data that demonstrated staff from tertiary providers go over and 

above in the pastoral care of their learners. Whilst this is a positive thing, care must be taken 

not to overstep professional boundaries. Being authentic and genuine in interacting with 

learners was shown to increase learner engagement. Learners were reported to come to class 

more often if they had positive and genuine relationships with academic staff. The participant 

below eloquently describes the importance of authenticity in learner interactions. 

 
One of the biggest things is if you make the effort with people to learn their story, then 

often you can have a far deeper conversation with that person and then you can build 

on that and the person generally feels listened to, feels like they’ve made a 

connection.  So, one of my drives, always now and has developed over the years, is to 

always try and learn people’s stories. And by learning their story, then I learn and 

start to understand I shift my shoes into their shoes, about what their life is about and 

what’s going on for them.  And so by doing that, it helps me help the person and the 

trick here is that you’ve got to do it in a really authentic, genuine way.  So, the trick is 

to always check yourself if you’re present or not and we’ll have conversations with 

people that aren’t present and that irks me.  And so one of the things to help learners 

is to be present and make the time to talk to them. 

(Regional Participant, #13). 
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I think authenticity is really important too. If students know you’re genuine, then they 

tend to respond well to that, I think.  

(National Participant, #21). 

 

There seemed to be an overwhelming sense in both data sets that concerns with mental ill-

health and the pastoral care needs associated with this, were escalating in the learner 

population. This was seen as a problem in that staff workloads were ever increasing and less 

and less time was available for pastoral care of learners. Either staff felt as though they were 

rushing learners and referring them on, when they needed to give distressed learners the gift 

of time, or they were spending the time needed with learners when they were distressed, but 

then got behind on their other responsibilities. One solution that was reported was that they 

could be allocated hours specific to pastoral support of learners in their weekly workloads. 

Most staff at OP and nationally did not have hours assigned specifically to pastoral care as 

reflected in the excerpt below. 

 

I think it’s about the balance of recognising the amount of time that goes into 

managing those situations, [with distressed learners] because you can have 45 

students that all doing well, and three that aren’t, may take an extensive amount of 

time that’s not averaged into your workload. 

(Regional Participant, #1). 

 

Point of Critical Thinking 

Some staff, however, did in fact have allocated hours for pastoral care, and these 

participants found they had less presentations to learner support services as they were often 

able to provide brief intervention themselves. 

 

The staff who had pastoral care hours felt comfortable and had expertise in this area, if staff 

were not trained in basic mental health, suicide awareness and risk assessment, then the 

outcome could be different for learners. Along with having pastoral care included in staff 

workload, health promotion for mental health and wellbeing was seen as a critical element in 

learner success and retention. 
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The long wait times at Student Support Services was mentioned consistently throughout the 

regional data set.  

There was a sense of frustration from staff that learners who needed to be seen, could not 

always be seen in a timely manner due to the overwhelming workload of the small support 

team. One of the biggest overall concerns from staff was the escalating number of learners 

presenting with mental ill-health and the under-resourced student support team.  

 

I think experienced staffing would go a long way.  There’s one of me and I work part-

time for all domestic students, so that’s like 4,000 – it’s just silly, if we’re wanting to 

make a real difference.  So, there’s lots of things that would be lovely to be able to do 

but it’s just not possible.  And we do work in a team, there’s two Wellbeing Advisers 

now, which is fabulous and so I can refer to them as well, but they’ve got their own 

workload as well. 

(Regional Participant, #15). 

 

It was not only the wait times that were an issue, but also the gap in after-hours support for 

learners. The gap in after-hours support for learners was commented on in a significant 

number of the regional interviews also.  There was concern for learners when staff clock out 

for the day, there is no cover for the learners within the organisation if they become 

distressed/unwell. There were suggestions of providing an after-hours phone in the Hub for 

learners, with someone on-call to triage and refer, or to have designated people within 

schools/colleges with an on-call phone to cover their discipline specific learners. Again, this 

is associated with further cost of on-call, installation of phones, training of staff to be able to 

triage and refer. The excerpt below indicates the gap in after-hours support. 

 

If there’s an acute issue in a placement, like if a student is off-site and something 

happens or if something just happens, you know, whether it’s related to their mental 

health or physical health or whatever, and they can’t get hold of anyone, because we 

don’t carry phones.  We still give students our numbers to support them, but we 

shouldn’t be giving our personal cell phone numbers either, so there is sometimes a 

bit of a gap.  

(Regional Participant, #15). 
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In relation to after-hours support, interestingly, international learners at OP have a 24 hour a 

day, seven days per week help line that they can access.  

The populace of international learners is far less than domestic learners, and this is a positive 

strategy, there are many domestic students that would also benefit from this after hours 

support also. 

Environmental safety of academic staff was mentioned in only a small minority of interviews. 

There were some staff both nationally and regionally that were at times concerned for their 

own safety when talking with learners in a vulnerable state.  Some learners have a history of 

violence, so in this case the need for visibility or talking with them in a more open space is 

reasonable. As is the need to have a safety plan for staff when in a confined space with 

unsettled/unwell learners. One school at OP has extensive security measures in place, due to 

the demographic of learners they teach having higher incidence of violent or aggressive 

behaviours, trauma histories and more issues with learners taking drugs and alcohol. This was 

reported to make staff more fearful of their own safety, as one participant describes in the 

excerpt below: 

 

I guess the extent of damaged people that we’re trying to work with positively and 

that, just not myself, but my other staff are subject to these threats, these veiled 

threats, sometimes explicit threats, in a teaching environment you just think, wow. 

Yes, it impacts on our health and wellbeing because of course, yesterday after the 

student mentioned, that oh, I’d be fit, I’d be able to pummel anybody to death, you 

know.  And I’m sitting there going, so you’re going to harm people?   And he was so 

off the planet that even my team leader felt anxious, and that’s why we’ve got all the 

locks on our doors.  We laugh about Fort Knox. We even had to have a security 

camera installed in the meeting room, so that we can record, if we get assaulted, not 

to prevent anything, but if we do get assaulted, we’ve got the evidence to state that, 

well hey guys, we’re doing everything we can do and yes, right there, you see me 

getting punched out and on the floor getting kicked over, but at least we’ve got the 

video evidence that I’m not imaging this. The gentleman that screamed at me down 

the phone, he was very angry, very resentful, self-hating and is an older Māori man, 

and he was just like in a battleground and had just been released from jail and he 

traumatized one of my colleagues to the point that she was like, no I’m not going back 

in class with him at all.  
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(Regional Participant, #11).  

 
Making sure staff are safe when interacting with learners is critical. This may be a 

contributing factor for the “fishbowl” environment at Student Support Services at OP. 

However, some participants described strategies such as not interviewing learners with only 

one staff member (which is difficult if under resourced), installing cameras, or wearing 

personal duress alarms to ensure staff safety.  There was a fear reported that there are many 

learners accessing student support services, but the learners most in need of accessing these 

services are often the ones that do not present. This may be due to stigmatisation, cultural 

reasons, feeling unsafe in the tangible environment, fear of disadvantage or lack of insight- 

not recognising that they are unwell or in need of support.  

 

Point of Critical Thinking 

The tangible environment is important to consider in support service provision, along with 

the learning and teaching environment. 

 

Social media has an impact on the learning and teaching environment as indicated in the 

following paragraphs.  

 

7.6.4 Sub-theme Four: Learning and Teaching Environment 

Learners are now learning in a landscape different to previous generations due to the online 
component and social media being a part of learners’ daily lives.  Social media has an 
enormous impact on the lives of learners and can leave them vulnerable to cyber-bullying and 
a lack of privacy. There were reported instances in both data sets where learners had used 
social media/online platforms in a negative way including cyber-bullying, breaching private 
information in online chats by taking screen shots of chats and forwarding to others and 
putting inappropriate or harmful material online. The excerpt below reflects the nature of 
what learners’ post, which caused alarm. 
 

We have a Facebook group. So quite often there is messenger, you know, connected to 
that, and that sometimes can be, can be hard, I can think of a case, actually a student 
who we know, she was very fragile. And I saw on her Facebook page, actually, that 
she had put something up, which was quite alarming, and I messaged one of my 
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colleagues who I knew lived near her and, she went round there, you know, just to 
make sure she was okay. 
(Regional Participant, #6). 

 

Technology can be used in a way that can encourage poor mental health, but this online 

landscape also allows new ways of innovative and immersive learning to occur. The use of 

technology in supporting the mental health and wellbeing of tertiary learners was identified 

by participants as positive. Learners who can access Cognitive Behavioural Therapy (CBT) 

and other treatments online rather than face to face, suits some learners well. According to 

Richards and Timulak (2012) online CBT for learners aided them in developing new coping 

skills and positive behavioural changes. The learners who do not want to present to support 

services in person, perhaps due to fear of stigmatisation or at OP, lack of confidentiality in a 

more public environment, accessing online support is another option where access to support 

can be in their own time and in the privacy of their own homes. 

The negative dynamics of a student cohort was reported to add to the poor mental health of 

learners. The national data set reported when a group of learners do not engage in the 

classroom or there are big personalities within the group it can have an impact on the mental 

health and well-being of other learners in the cohort. When learners are disengaged in class, 

they can be distracting to their classmates. Louder, more dominant personalities were 

reported to discourage less confident learners to speak up in class or clarify information, 

which can lead to heightened stress and anxiety for those learners.  

 

I haven’t warmed to this group at all and that really annoys me.  I shouldn’t say all of 

them, but more than usual.  There’s a core group of strong personalities, who don’t 

have compassion for people and they effect other peoples learning- but they don’t see 

it. 

(National Participant, #23). 

 

Environmental impacts were reported on more than the other two main themes of mental ill-

health and resilience. However, all three main themes have important areas of discussion and 

have added new knowledge and understanding at both national and regional levels. 

Discussion of the third main theme resilience is provided in the following paragraphs. 
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7.7 Theme Three: Resilience 

Resilience is the third key theme identified in the data.  Sub-themes emerged related to both 

staff and resilience.  A large proportion of participants saw resilience as one of the key 

factors that was missing among both staff and the learner population. Resilience is a concept 

that has emerged to explain why some individuals behave adaptively under great stress 

(Hartley, 2011).  

Three sub-themes were identified in the transcripts under resilience; these include:  

• Staff Resilience and Capability 

• Preparatory Resilience  

• Resilience in Engagement  

 

Staff resilience and capability relates to the pressures on staff that affect their capability in 

supporting distressed learners and their own levels of resilience. Preparatory resilience relates 

to the learner’s individual resilience and their preparedness before they enter tertiary study. 

Resilience in engagement are the impacts on learner’s resilience whilst they are engaged in 

tertiary study. 

Staff resilience and capability was identified as a sub-theme because there were many 

responses from participants that suggested staff were distressed themselves from supporting 

distressed learners. There seemed to be a lack of consistency and process for staff in 

supported mentally unwell learners, and an issue with high workloads negating time for 

pastoral care which led to their own distress and at times burnout. 

Preparatory resilience was identified as a sub-theme as there appeared to be a cluster of 

categories that related to learner’s resilience prior to entering tertiary study. Both data sets 

identified that learners coming from high school seemed less resilient than in previous years 

and wondered if this may be related to the National Certificate in Educational Achievement 

(NCEA) system or that some learners are just not at a time in their lives when they are ready 

for tertiary study. Free fees were seen as promoting enrolment in tertiary programmes, and 

potentially encouraged those who were not mentally well or ready to study, to enrol.  I 

provided discussion on each of these variables under the heading Preparatory Resilience.  
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Resilience in engagement was labelled as a sub-theme as there was a collection of categories 

that related to resilience whilst engaged in tertiary study as opposed to pre-tertiary study. 

Helicopter parenting was a concept that was discussed by many participants along with the 

fear of failure and low self-esteem and self-confidence of many new tertiary learners. I have 

discussed each of these categories under the heading, Resilience in Engagement. 

Figure 17 demonstrates the overarching theme of resilience, the three aforementioned sub-

themes and below these the categories. In the paragraphs following Figure 17, I outline the 

sub-themes and categories and provide explanation and discussion for each. I have included 

anonymous participant quotations (excerpts) to help add depth to the discussion. 

 
THEME THREE: RESILIENCE 

Figure 17. Theme Three (Author, 2020). 
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7.7.1 Sub-theme One: Staff Resilience and Capability 

One of the main categories that emerged from both regional and national data sets was that 

there were a significant number of staff within polytechnics that had low levels of resilience 

themselves, which translated to early burnout and reduced capability when supporting 

distressed learners. If staff are feeling vulnerable, then supporting learners will be more 

difficult. Maintaining good mental health and wellbeing of staff working in the tertiary sector 

is important so they can then give their best to learners. Some staff have effective strategies 

in place to maintain their own mental health as reflected in the following excerpts. 

So effectively I am giving brief intervention to colleagues, which is very much 

depleting my own resources. this year specifically have meant that I have had to 

access the EAP. And I've been I've moved forward in that, and it's been quite 

beneficial.  

(Regional Participant, #1). 

If I were to stretch myself too thin, I know without a doubt that I’d be very unwell and 

I’d be taking a year off unpaid, and that’s not going to help my family whatsoever.  

So, learning how to prioritise is important. 

(Regional Participant, #11). 

I think a lot of colleagues just need someone to talk to.  I think often they’re quite 

okay they just need to unload that energy onto someone else. 

(Regional Participant, #4). 

Both national and regional data sets reported that currently there are some positive strategies 

that staff are using to maintain their own mental health and wellbeing along with learners’ 

mental health and wellbeing.  

Strategies that are reported to be currently in place to support staff’s own mental health 

nationally and regionally are: 

1. At OP the introduction of the “Good Yarns” programme 

2. Employee Assistance Programme (EAP) 

3. Access to counselling/chaplaincy  

4. Clinical supervision 
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Clinical supervision was reported to be done as an informal process, where colleagues 

discussed events or distress with each other, aiding in moving forward and implementing 

strategies to maintain their own mental health. The data reflected that having formal 

supervision was needed as a formal process as highlighted in the following excerpt. 

 

So, I suppose what I am saying is that we’re providing each other with clinical 

supervision and that’s essential.  I wouldn’t do it by myself, and I wouldn’t do this level of 

pastoral care by myself.   

(National Participant, #23). 

 

It is not only faculty that require strategies for keeping themselves mentally healthy, this is 

paramount for learners also. Positive strategies identified in the data to be currently in place 

to support learner’s mental health both regionally and nationally were: 

 

1. Giving students the option to go part-time if needed to maintain their mental health 

and wellbeing.   

2. Learning Support Service consisting of nurses, counsellors, disability support. 

3. Academic learning support for reading, writing, literacy, and numeracy. 

4. Referral to local district health boards for mental health crisis. 

5. On-call staff for learners who have practicum in the community setting. 

6. Electronic registers to check attendance so staff can follow up on non-attenders. 

7. Pastoral care support modules. 

8. Outside organisations coming to talk with learners about maintaining their good 

mental health and wellbeing whilst studying. 

9. Encouraging learner spirituality whilst in class. (This was reported to be a useful 

strategy for international learners who have a strong Christian faith). 

10. Involving learners in physical activity. 

11. Providing food for learners when they are unable to afford to eat properly, to aid in 

concentration and development of rapport.  

12. Mindfulness sessions taught in the classroom. 

13. Wellbeing toolbox online providing information and strategies on maintaining good 

mental health whilst studying. 

14. Teaching resilience in the classroom as a module. 
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15. Giving learners the “gift of time” and listening to them, to build connection and 

rapport. 

16. Sensory room. (Room where learners can practice sensory modulation). 

 

This evidence demonstrates that currently there is some good strategies already in place, 

which can aid learner mental health and wellbeing. The gap is in consistency across all 

schools/colleges and a lack of policy/strategy to ensure everyone employed at Otago 

Polytechnic conducts themselves in a way that is non-stigmatising, accepting and supportive 

of mental ill-health. I have included some excerpts below to demonstrate the strategies that 

staff highlighted from both data sets. 

 

When people are in clinical, so we have a programme manager that is on call 24 

hours a day, not the same person, it’s rostered, so if something happens to a student 

at 3.00 in the morning when they’re on night shift, there’s someone from polytechnic 

that they can get a hold of, and the crisis is managed.  And that works well in clinical 

(Nursing learners). So, occasionally 3.00 in the morning, you hear this horrific 

warning, warning work calling, because that is the ring tone and the students say, oh 

somethings happened, someone’s just died or you know, and it’s actually quite good, 

because at that moment, you can have a conversation with them and plus or minus go 

into the hospital if you need to, but that for us has worked really well in clinical.  So, 

we brought that in about seven years, and we have stopped a lot of near misses, which 

has been really good.  

(National Participant, #25). 

This strategy at a national tertiary provider is reported to be working. The importance of 

after-hours support is evidenced and has potential to avoid harm occurring. This is a strategy 

then that could be adopted by all polytechnics to reduce incidence of harm or near misses. 

We do electronic registers and so we can check students who are not in class and look 

at consecutive data bases and we can look it up and they’re flagged, and we have a 

pastoral care support module where we can document events. 

(National Participant, #20). 
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I mean for instance, I see it before they do their computer exams, make the sign of the 

cross.  And I think that spirituality is not something to move away from, but to 

acknowledge that it’s important in their lives. 

(Regional Participant, #1). 

 
Monitoring physical presence in the classroom and identifying consistent absences may give 

faculty clues to a decline in the learner’s mental health, allowing support to be implemented. 

Encouraging learners to express their spirituality may also be a strategy that improves 

resilience as the excerpt above indicates.  

 

Sometimes it is about that relationship that you’ve got with your students here and 

now, and half an hour of your day makes them.  

(National Participant, #24). 

 

So, we try and create some of those connections that are there and help them 

understand that how being involved in exercise or physical activity can help prevent, 

and also be part of the treatment regime for people that have got mental health stuff 

going on, illness, going on.  

(Regional Participant, #3). 

 

We try to break down some of the barriers between lecturers and students by doing a 

field course at the beginning of the year, we go away for a week, and we get to know 

the students a little bit more, their names who they are, their backgrounds. So that 

gives us a better introduction into, you know, picking them up if we are not seeing 

them in class. Yeah.  

(Regional Participant, #11). 
 

Occasionally throughout the year, we put on food for the students just to re-engage 

and say, hey guys, can we help with anything that kind of stuff.   

(Regional Participant, #5). 

 
The excerpts above indicate the importance of connection. These are strategies that are 

currently used by faculty regionally and nationally to encourage connection which is reported 
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in the literature to support good mental health and wellbeing (Kawachi & Berkman, 2001; 

Perkins et al., 2015).    

Currently there are many strategies being used by staff to attend to the pastoral care of 

learners, as highlighted in the excerpts above, some of which appear to work very well and 

are successful, others not so well, having minimal impact and further implications for staff.  

For example, some staff identified not knowing what was within their role in taking care of 

distressed learners. This saw some staff crossing boundaries as far as taking learners to their 

own homes to feed them and giving them money from their personal funds when they were 

struggling. This is a short-term solution with minimal impact. I understand this to have come 

from a place of kindness and wanting to aid the learner in maintaining their mental health and 

wellbeing, but this is where a clear policy is needed so the role and responsibilities of staff in 

the pastoral care of learners is clear. Currently at OP there are guidelines on maintaining 

professional boundaries, but no policy.   

An overwhelming category that was identified in the staff resilience and capability sub-theme 

was there is a need for more mental health services within the organisation. Also, that there is 

an overwhelming number of staff who feel further training in mental ill-health is key, and 

lack of training can contribute to heart rending outcomes as reflected in the following 

excerpts. 

Training for staff to be able to identify poor mental health is critical. Unfortunately, 

years ago I highlighted that this lad, seemed very, very sad and it was ballyhooed. I 

was told- he’s a cryer, he’s crying to anyone who wants to listen, no, don’t worry 

about that, we’d assessed that he’s okay and that he’s just a cryer.  Two weeks later, 

he topped himself. That’s what I mean by the training, if that worker had have 

actually realised that, this guy’s crying more than the average, what’s going on? and 

if we had had that conversation, that training, who knows, maybe that young man 

would still be alive.  And maybe many young people would still be alive, people would 

still be alive, that’s one thing that I feel would definitely helps the situation is the 

training.  Knowledge is power. 

(Regional Participant, #11). 
 

We’ve got bits that are really good, the staff are really committed, it’s just not 

enough. I really worry that we haven't got enough to manage what’s ahead of us 
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currently. It's just going to keep going. It's that, the overwhelming concern that we 

just not going to be able to manage.  

(Regional Participant, #2). 

 

“Staff education is key. We don’t have enough mental health and suicide awareness 

training.  How are we supposed to help vulnerable learners when we just don’t know 

what to do- we are letting them down because the educators are not educated.” 

(Regional Participant, #15). 

 

In both data sets it was reported that tertiary institutions did not provide enough mental health 

specific support for learners, and there was a need for further resourcing in mental health 

support for learners.  

The addition of workload hours specific for pastoral care has been mentioned under Theme 

Three: Environment, Group Three: Environmental Support. It is important to note that all 

participants mentioned they would attend to a learner in distress or with poor mental health as 

priority, but this at times made their workloads unmanageable due to the catch-up hours 

required on responsibilities not associated with pastoral care. This concern is reflected by the 

participant excerpt that follows. 

I try to give pastoral care when in the classroom, but another component is when I get 

contacts, like usually from emails or something, and I guess it’s not an acknowledged 

component of our work and it’s not time accounted for and therefore, yes we are 

taking time from other administrative or academic obligations and so, sometimes that 

pushes our work into the weekends.  It would be great to have that component of our 

work fully acknowledged as real work. 

(Regional Participant, #4). 

 

Data from both regional and national participants have provided affirmation that teaching 

staff across all disciplines are facing the same challenges with learners’ mental ill-health and 

levels of wellbeing in the current climate. The result of the data analysis has been a 

construction of a reality that we as tertiary academics are all facing.  
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Point of Critical Thinking 

Participants reported that supporting distressed learners contributed to a decline in their 

own mental ill-health and consequently, supervision/counselling was required.  It is easy to 

feel isolated in one’s school/college/organisation when managing mental ill-health in the 

tertiary learner population.  

 

Work culture was a significant category in that nearly 80% of all regional and national 

participants mentioned staff burnout, poor mental health among staff, lack of boundaries 

when staff were dealing with unwell learners and being put into stressful situations as 

currently their main concerns. It was highlighted when situations arise that staff feel 

overwhelmed or uncomfortable by related to poor mental health of learners, colleagues with a 

mental health skill set can be constantly called upon to manage these challenging situations, 

hence depleting their own reserves and contributing to burnout. This was also reported to be 

the case in situations where learners become violent or intimidating, male staff can be called 

upon due to their size and stature, to intervene when female staff members may be scared or 

uncomfortable. This was reported to be problematic in a regional service where there was 

only one male staff member and a high percentage of second chance learners with violent and 

intimidating behaviour. 

 

7.7.2 Sub-theme Two: Preparatory Resilience 

I have used the term preparatory resilience to refer to resilience that is inherent in learners 

prior to coming to tertiary study. Some learners arrive to the tertiary environment with good 

levels of resilience and others do not. Learners who lack resilience was one of the main 

categories that was generated under preparatory resilience. I have included excerpts from 

participants that uncover the main concern of participants - learners entering tertiary study 

with low levels of resilience, and their inability to cope. 

 

I think probably one of the things that I have seen as being a trend that's been across 

all of the programmes I've worked in, has been a change in what appears to be the 

resilience of learners of the ability to be able to cope with what would be considered 

normal issues.  

(Regional Participant #2). 
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I think that a lot of these young people don’t understand and rightly so, that life is not 

meant to be easy, life is quite tough, and life doesn’t owe them something.  And they 

will have their good days and bad days.  Some people get dished out pretty awful 

cards in life and some people don’t. Our young people need to have guidance and 

training that actually life is not fair. 

(Regional Participant, #13). 

 

I am noticing as well, resilience as well of students, that’s something that I feel is 

more noticeable, they’re not able to sort of manage or sustain life stresses or even 

things like a change.  Say three assessments are due, their ability to manage that 

process has been quite difficult and quite challenging for a number of students and 

that’s kind of sent them into like a little bit of turmoil, thinking oh my gosh, how am I 

going to manage, it affects their anxiety and can cause low mood too. 

(Regional Participant, #16). 

 
Educator participants can at best perceive low levels of resilience. One participant discussed 

what they saw as a positive solution for learners who have low levels of preparatory 

resilience - resilience training for all learners prior to entering tertiary study using real 

scenarios to prepare them for realistic events that they may face as learners, so they embark 

on tertiary study with a level of preparedness.  

 

I think they need nearly two weeks before they arrive, I think there needs to be some 

sort of online link set out or something and there needs to be a resilience course, a 

course on resilience, which teaches resilience.  So, if this random thing happened in 

your life, let us just say I was struggling for money, cold flat and couldn’t pay the 

power bill and then I got a car bill or crashed my car, what would you do in that 

situation?  We cannot think, we cannot do, therefore we stop studying because we feel 

paralysed too much, it’s overwhelming and therefore it creates a big ball, but if you 

can come separate to it, and just look at it in advance and say, oh well, this is what I 

would do. 

(Regional Participant, #8). 
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The excerpt above provides a suggestion for supporting learners to develop resilience. I have 

discussed this idea further under Chapter Seven: Limitations, Recommendations and 

Concluding Comments. Learners who were not ready for tertiary study were often described 

as second chance learners by participants and there was significant pastoral care required to 

keep these learners in their enrolled course of study. The data sets reflected retention and 

success of these learners was more difficult as for many of them they faced barriers that made 

it more difficult to study including, trauma histories, pre-existing poor mental health, lack of 

high school qualifications or early drop out from high school, learning disabilities, significant 

time away from study before enrolling at tertiary level, family obligations etc.  

Government’s Fees Free scheme also appeared to entice learners to tertiary education to 

study when perhaps they were not in fact ready to study for various reasons including poor 

mental health. Lack of funding of mental health services in New Zealand is being addressed 

by the government, by the formation of the Mental Health Commission.26 

Central to the work of the Mental Health Commission is providing more choice about the 

kinds of support available and greater access to services. The Budget 2019 funding 

supporting the Mental Health and Wellbeing Commission could support New Zealanders to 

build skills and resilience to manage their own mental health or provide funding for ongoing 

support through therapy or distance counselling for people who cannot make traditional 

appointments.   

Both regional and national participants all discussed that the structure of the National 

Certificate of Educational Achievement (NCEA) could be a pre-cursor to some learners 

struggling at tertiary level, in that it is a system that does not set learners up to bridge the gap 

between secondary school and tertiary study. NCEA was deemed by participants to have a 

negative effect on learners’ levels of resilience and preparation for tertiary study. One 

participant described the gap between studying Level Three at high school and Level Five at 

polytechnic for those going from school into degree programmes as “The Gulf of Mexico”. 

This was because the step from Level Three study to Level Five study saw many learners 

unprepared and unable to cope with the academic requirements of the courses. I have 

included regional and national participant excerpts to give an overview of the participants’ 

thoughts about the NCEA system. 

 
26 Refer to information on National Funding, Chapter Three: Part One. 
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I did not see that when I first started in 1996 with students who left through the old 

School Cert/UE pathway. They seem to be more grounded when they arrived and did 

not seem so strung out and stressed and that's a huge generalisation, but I think that’s 

a pattern.  

(Regional Participant, #2). 

 

NCEA is probably the bane of my existence because what I have found is the students 

are in class and you will say, we’re going to do an activity – are there any credits 

attached to this?  No.  And you just think everything is about getting credits.  So, they 

know they are coming into a degree and that the first year there is 120 credits but the 

structure of that, even though it’s very clear – they just go – oh is there credits for 

that? And then some of them just disengage because you break this very bad news to 

them that there is not.  

(National Participant, #25). 

 
When learners realise tertiary study is structured differently to NCEA and is not a credit-

based system where you have multiple attempts to pass, the fear of failure is very genuine. 

There appears to be an underlying sense from high school leavers portraying a need to 

succeed at everything (New Zealand Union of Students’ Association, 2018). Perhaps it is the 

high-school environs, students being pushed to succeed at all subjects by their teachers, 

perhaps it is pressure from families to ensure their children make something of themselves in 

the world.  There seems to be a gap in the literature related to the effect NCEA has on high 

school students and their ability to foster academic resilience. Participants reported 

consistently that the structure of NCEA generates learners who can have low levels of 

resilience as they are safeguarded to pass as outlined in the following excerpt.  

 

When I was working at university, we referred to the gap between NCEA and 

university study as the educational gulf, you know like the Gulf of Mexico or 

whatever.  It was huge, it is huge. I think firstly young people are not being taught 

how to fail at school and how to fail well, is what I am saying.  And how to respond to 

failure, how to work through failure because they are not failing, they are not having 

the opportunities to fail, they’re getting re-submissions, they’re getting other 

opportunities you know.  
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(Regional Participant, #8). 

 

Point of Critical Thinking 

Conversely, the not yet achieved result in the NCEA system, may result in actually 

increasing resilience as the learner has to try again. Investigating the NCEA system and the 

effect on resilience of learners could be useful future research. 

 

Coming from NCEA, for learners who then go on to tertiary study, the structure of facilitated 

learning can be a foreign and overwhelming concept.  They can have few coping strategies 

due to the high school system and start to founder as tertiary learners.  Perhaps there is a 

place for academic resilience to be taught in curricula at high school, even primary school 

level, to teach and develop resilience in our young generations to better prepare them for 

tertiary study, and adversity in general. A proportion of tertiary learners are mature or “non-

traditional” learners. Interestingly, Chung, Turnbull, and Chur-Hansen (2017) highlight that 

“life experiences commonly affiliated with being a mature-aged learner, including work and 

being a career, may contribute to higher resilience” (p. 77). There is potential that this cohort 

of mature learners could be a resource for younger learners with poorer resilience. 

 

7.7.3 Sub-theme Three: Resilience in Engagement 

I have used the term resilience in engagement to convey a learner’s resilience whilst 

undertaking tertiary study. A category that was highlighted in the data was that some new 

learners appeared to lack confidence and have poor self-esteem. As discussed previously, 

among the learner population, presentations of ill-health and acuity of these presentations is 

on the rise. Themes that emerged from the data sets has highlighted this could be attributed to 

fear of failure and expecting higher levels of input from staff due to the level of support 

NCEA demonstrates. A flow on effect of NCEA structure could potentially be that learners 

are not necessarily ready to hear harsh feedback and have multiple attempts at sitting 

assessments. This may develop poor self-esteem and a lack of confidence in learners.   

The following excerpt is one participant’s experience in giving a learner simple feedback on 

their assignment. 

 

I think that is the biggest thing, they kind of fall apart, because I think sometimes, they 

have never had feedback like that, that is constructive.  It can be something very 
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simple like – you might need to access some support from Student Success around 

sentence construction.  Then that student came up to me and asks me - what do I mean 

by this – in floods and floods of tears. 

 (Regional Participant, #8). 

 

The data saw concerns voiced that the NCEA system supported learners through multiple 

resubmissions and spoon-feeding to a degree, so they enter tertiary study unable to manage 

critical feedback.  

 

Lack of resilience could be a reason also that learners do not always demonstrate help 

seeking behaviour.  On the positive side, learners seem to be disclosing mental ill health more 

frequently and accessing external supports in higher numbers. An increase in help seeking 

behaviour could be due to a history of mental ill-heath or trauma and previous support is 

already in place or it could be a decrease in stigma and an environment where learners 

understand that it is okay not to be okay. This is a desired outcome, however, when the 

incidence of learners disclosing increases, this seems to correspond with higher learner 

presentations, which effects workloads and pressure on staff if they are not adequately 

resourced.  Being a tertiary learner can be a risk factor for poor mental health (Gee, 2018) if 

poor resilience is added to that, retention and success of learners is more complex.  There 

seems to be a percentage of learners who are not ready for tertiary study, whether emotionally 

or mentally, who come for various reasons regardless.  These learners were reported to be at a 

higher risk of withdrawing/failing their chosen program of study if they lack the appropriate 

support at the appropriate time. Learners were described as appearing to have a fear of 

failure. I have included the excerpts below to articulate the participants’ thoughts. 

 

And they just will not let it go. And like they have actually done enough to get 

through, but they don't feel that it's good enough and I have actually, I can think of 

one student at the moment in certificate and she is such perfectionist that she actually 

is making herself unwell worrying so much about this one little exercise, which is part 

of a big assessment is Yeah, she's repeated it, you know, like, she's got to cut out a 

stencil for some screen printing, and she's cut out her stencil about four times you 

know, and it's just because she just can't let it go. It is not quite how she wants it.   

(Regional Participant, #6). 
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A lot of people are saying that the students coming in now from NCEA, just have no 

resilience. They just keep getting second chances or third chances or they can go to 

the Warehouse and do some work and get credits for NCEA.  Like it is not necessarily 

academic stuff, there seems to be lots of ways to achieve, which I guess is good for 

those kids that are not high academic, but you’re not teaching them resilience. 

(Regional Participant, #8). 
 

They just want the answers.  So, they wanted me to go through the assessment 

guideline numerous times, it is constant questions.  And I know it is that fear of not 

wanting to fail.  

(Regional Participant, #16). 

 

This fear of failure was identified in the data as potentially being related to poor self-esteem, 

lack of confidence, over-support at high school, and helicopter parenting all leading to lack of 

resilience which has been identified as key for tertiary learners.  There is thought evident in 

both data sets that helicopter parenting has been an influence on learner success and 

retention. The data described parents who drive their children to succeed and put undue 

pressure on them which can potentially increase levels of anxiety and depression in their 

children, impacting on their ability to succeed as tertiary learners. It has been reported in the 

literature that facing adversity in your formative years and throughout early adulthood can 

have an inoculating effect and help to develop resilience (Martin & Marsh, 2009).  

 

Point of Critical Reflection 

There is potential then, that ‘helicopter parenting’ has not allowed teenagers to have 

experiences that inoculate them, to develop resilience.  If you are never exposed to 

adversity and ‘wrapped up in cotton wool’ as it were, then resilience can be lacking, which 

is key in coping with daily stresses and pressures and succeeding academically 

concurrently. 

 

I have added excerpts from participants that reflect their thinking in relation to helicopter 

parenting.  
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I have parents ringing up rather than allowing the adult child to come and speak to 

me, so parents making contact with me rather than the person coming direct to me. I 

think sometimes that sort of creates dependency between the child and their parents, 

they are not kind of learning life skills or learning how to deal with difficult 

situations.  That has been my experience I think, I would say, parents stepping in 

rather than allowing children to kind of deal with certain situations.  

(Regional Participant, #16). 

– I learnt a new term, so you used helicopter parenting and I’ve just come across this 

term this year and I was quite surprised, so basically, it’s like when you mow the 

lawn, like obviously it’s perfect, isn’t it, so that’s what parents are doing, they’re like 

creating that space for the children, having no difficulties, so it’s completely laid out 

ready for them.  So, they are not having to develop their skills in resilience, they’re 

not having those challenges in life, because the parents are like smoothing it out for 

them.  And the minute they get some feedback that they are not happy with it, the first 

thing they do is go home and tell their parents, and then the parents ring up.  

(Regional Participant, #16). 

 

These excerpts reflect the overall voice of participants, the term helicopter parenting was 

mentioned as being a factor in learners having poor resilience.  

There were some differences in national and regional responses but overall, the discussions 

were congruent, and the themes were repeated. I have added discussion on the differences 

and similarities below. 

 

7.8 National vs Regional Participants 

The responses from participants were similar regionally and nationally across the board. The 

main differences in responses were that OP faculty mentioned the tangible location of “the 

Hub” as not conducive to learner privacy and anonymity. Environment for learner support 

services nationally was not mentioned as often.  It is important to note that there are other 

places that learners are taken at OP besides the Hub for pastoral care such as many private 

rooms within schools/colleges, that faculty will talk with learners prior to them presenting to 
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Student Success Services at OP. The second difference to note was that clinical supervision, a 

formal debriefing for faculty, was provided more often within national institutions than at 

Otago Polytechnic. There is SAP available for staff at OP, but this is more generalised than 

just focusing on unpacking experiences of staff in relation to supporting mentally unwell 

learners. Most national participants reported they did undertake clinical supervision, but this 

was generally done informally in a colleague-to-colleague scenario, where staff were working 

in mental health (primarily with learners in the health field). Time was provided for 

colleagues to do this, to prevent burnout. 

 

7.9 Summary of All Themes 

The three main themes identified from the data collection through semi-structured interviews 

with participants were Mental ill-health, Environment, and Resilience. There are findings that 

support the current international and national literature, such as an increase in tertiary learners 

presenting to support services and academic staff with poor mental health. There is also 

evidence to suggest this study goes beyond the current literature in seeing the increased 

presentations of learners are not only a result of a larger learner population than ever before, 

and an increase in mental ill-health of learners but also a decrease in stigma in the tertiary 

learning environment in New Zealand. This study showed that tertiary learners in New 

Zealand are beginning to promote service use in relation to poor mental health and are 

starting to see this as a positive step in maintaining good mental health and wellbeing.  

This could be related to leadership in the tertiary sector seeing mental health as a critical area 

for funding, and promotion of mental health and wellbeing through various events. It could 

be due to workforce education and ensuring staff have the option to be trained in basic mental 

health/mental ill-health so have a skill set when distressed learners present. 

 

It seems that being a tertiary learner is in fact a risk factor for developing or exacerbating 

poor mental health. The added academic pressures on top of normal life stress including 

family, social relationships, financial burden, being away from home, lack of connections, 

and isolation can simply be too much for some tertiary learners. Many tertiary learners cope 

well with academic study and the pressure involved, but the population of those who are not 

coping appears to be getting more sizable. There are some tertiary learners who have a 

trauma history, and this can impact on their own success and those around them if they are 
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unaware of the effects of their own negative behaviours. Some learners come into study with 

diagnosed mental ill-health and have external support systems in place, others do not as they 

potentially do not have a diagnosis or recognise that their difficulties are indeed related to 

mental ill-health. It was found that learners with good mental health support do better than 

those learners who do not access mental health support when needed. Poor mental health was 

found to impact learner attendance, in that when learners were mentally unwell, they had 

more difficulty coming to class.  

The physical environment was seen as key, and if the support services are not in a place 

where the learner feels safe to present due to lack of privacy or anonymity, then this can be a 

substantial barrier to seeking help. Some further barriers to seeking help for learners were in 

the lack of after-hours pastoral support at OP, and at times there were long wait times for 

learners trying to access support. Long wait times for support was reported as a national issue 

for learners, this was mainly due to under resourcing of mental health support staff. There 

was an identified sense of belonging and connectedness at OP, but this was not something 

that was bought up in national interviews.  Stigma in relation to mental ill-health and support 

seeking was seen to be reducing nationally, however stigma was reported to still be present. 

Staff resilience was noted to be affected due to high workloads, increasing expectations of 

staff to deliver research outputs and lack of workforce education. To support learners, staff 

need to also be mentally healthy and able to give their energy, without leaving them burnt 

out.  

Many staff had great strategies to support learners and each other, however these were not 

consistent across all schools/colleges/polytechnics. A wider strategy was seen to be needed to 

encompass workforce education, leadership, strategies for maintaining good mental health 

and wellbeing across the tertiary workforce and learner population to facilitate mentally 

healthy learners. There were a group of learners coming to tertiary study who were not ready 

for study due to poor mental health and other life stresses but found Fees Free encouraged 

them to enrol. These learners were reported to have lower success rates, higher withdrawal 

rates and often an exacerbation of poor mental health. Resilience was seen to be lacking in 

learners in more recent years which was attributed to the NCEA system at high school, a lack 

of self-esteem and self-confidence and helicopter parenting. 

I now know that there are professional practice gaps at OP and nationally in the lack of 

visible policy specific to mental health and wellbeing of tertiary learners, there is an increase 
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in the need for pastoral care reflected in the escalating presentations to support services, but a 

lack of resources. Workforce education is needed to upskill all employees in supporting 

distressed learners and to de-stigmatise mental ill-health in the tertiary environment. There 

needs to be strong leadership in our tertiary providers that “walk the talk” when it comes to 

supporting the mental health and wellbeing of employees and tertiary learners, and the 

environment needs to be fit for purpose where confidentiality and privacy are paramount.  

  

7.10 Summary of Chapter Five: Part One 

In Chapter Five: Part One I have discussed the approach to data analysis and identified the 

three main themes that emerged from this process. 

The Mental health Education Evaluation Tool (MEET) has been developed primarily from 

the themes identified through the analysis of data. The three main themes identified in the 

practice research, Mental Ill-Health, Environment and Resilience, are incorporated into the 

MEET. The development of this evaluation tool has contributed to a greater understanding of 

the importance of enhanced mental health, wellbeing, and resilience of tertiary learners 

within the field of education.  

The purpose of the MEET is to provide a structure/process that is visibly embedded in policy 

of all tertiary organisations to demonstrate accountability for enhancing the mental health and 

wellbeing of staff and learners through de-stigmatisation, access to well resourced, enhanced 

support services, and positive imagery. 

Through development of the MEET, it is noted that the generalisability of this is limited by 

being constructed as specific to tertiary learners. It would be useful for further research to 

explore this, particularly considering adapting the evaluation tool to a broader context to 

include other sectors. I now discuss the MEET in detail in Chapter Five: Part Two.  
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The ambulance is at the bottom of the cliff. 

 

The development of the Education Evaluation Tool is critical. 

 

I am now making a system change within the organisation to keep Mary 

safe. 

 

 

 

 

 

 

 

 

 

  



191 | P a g e  

 CHAPTER FIVE: PART TWO | THE MENTAL HEALTH 

EDUCATION EVALUATION TOOL 

 

8.1 Introduction 

In the previous chapters I have discussed my motivations for this research, including my own 

experiences as a clinician and an academic. I have described the Supporting Distressed 

Students Flowchart as Phase One being the initial foray into this practice research. I 

investigated what we know within the literature and learnt resilience is a key concept in 

tertiary learners’ mental health and wellbeing. I then provided discussion on the context at 

OP in relation to tertiary learner mental health and wellbeing before highlighting the initial 

research topic being a false start, but learning from this, then led to a more mature and wider 

reaching project. The methodology was then explained using an 

autoethnographic/ethnographic approach before uncovering themes generated through 

thematic analysis of the data. The findings then led to the development of the Mental health 

Education Evaluation Tool (MEET). The foundations of the MEET (Figure 20) will be 

discussed in more detail directly after the chapter outline. 

 

8.2 Outline of Chapter 

In Chapter Five: Part Two, I firstly discuss the foundations of the MEET, and the alignment 

with the Rainbow Tick Action Plan (2016). I then discuss the Development of the Mental 

health Educational Evaluation Tool (MEET) through data analysis, before outlining the 

alignment of the findings to the three-practice research aims. The nine core values are then 

introduced along with the five sections within the MEET, before the MEET is then presented 

and explained. I discuss the process of collaboration in augmenting and developing the 

MEET for the organisation, the application of the MEET, and provide discussion on 

unintended consequences of the implementation of the accreditation tool. I highlight the 

importance of cultural responsiveness in implementing a framework such as the MEET 

before highlighting the importance for the organisation and an evaluation on the future use. 
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8.3 Foundations of the MEET 

Primarily, my own lived experience in relation to pastoral care of learners who experience 

mental ill-health and reflecting on my experiences and thus making meaning from them, has 

led to the development of the MEET. The development of the MEET also came from other 

origins as highlighted below. 

Initially there were three staff members27 who discussed the idea of a “Mental Health Tick” 

as OP already had accrued “The Rainbow Tick”.  

 

Reflection on Professional Practice – Starting Point  

Otago Polytechnic flies the Rainbow flag and has a “Rainbow Tick”. The Rainbow Tick’s 

focus is a commitment to rainbow diversity and inclusion. This assessment tool is based on 

current international best practice and is designed to capture information in the following 

key areas: Policy, Staff Engagement, External Engagement, Organisational Development, 

and Monitoring. 

This tool provides an indication of where the organisation is at in terms of providing a 

positive environment where rainbow diversity and inclusion is supported and encouraged, 

supporting the flourishing of all Otago Polytechnic’s people. The ratings the organisation 

receives overall and in specific areas provide an indication of not only where the 

organisation is at present, but also of potential for further development. (Rainbow Tick 

Action Plan, 2016) 

The framework outline of the Rainbow Tick was a starting point for developing an 

evaluative framework for the mental health accreditation. The three main themes identified 

in the data analysis of this practice research were the basis of forming the criteria within 

the framework for mental health.   

 

In these early conversations with colleagues, The Mental Health Tick was nothing more than 

a name and a thought that it would be good to have some sort of framework for mental health 

within the organisation. In January 2019, the Executive Leadership Team (ELT) at OP 

invited various faculty with an interest in supporting good mental health of learners to attend 

 
27 Hayley Laughton, Steve Downey and Deborah Cracknell. 
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a retreat to develop the Hauora plan, which I attended. Although the focus of this retreat was 

the development of the Hauora plan for the organisation, I see this gathering of faculty as the 

beginning of conversations with ELT in relation to developing an independent framework to 

support learner mental health and wellbeing.  

Developing the Hauora plan provided an opportunity for like-minded staff to come together 

and have discussions about also developing, and the need for a mental health tick.  It was at 

this meeting that I discussed with members of the ELT that I had an interest in developing the 

Mental Health Tick for OP. At the time, however, I was already working full time and under 

way with my primary DProfPrac research. As it was only a few weeks later that the incident28 

occurred, after some reflection and consideration, I amended my DProfPrac research to firstly 

address the practice gap identified by the development of the Supporting Distressed Students 

Flowchart and secondly the need identified by ELT to commence work on the development 

of a framework to support good mental health and wellbeing at OP. The MEET for mental 

health and wellbeing at OP has been generated from my practice research using the Rainbow 

Tick as a starting point. The title ‘The Mental Health Tick’ has been a working title and is 

currently being amended to reflect the framework which is an accreditation for the 

organisation that is measurable and requires monitoring, augmentation, and evaluation. 

Further investigation has shown that the title “The Mental Health Tick” already exists in the 

United Kingdom.  A new title for the MEET has not yet been developed. 

 

Reflection on Professional Practice - Fly the Flag (2018) 

When teaching a mental health class in a corner classroom of H Block, at Otago 

Polytechnic, I was looking out the window. I saw the rainbow flag flying, and I had a light 

bulb moment. I suddenly saw the potential and the impact that developing a mental health 

framework could have within the organisation. I thought about the conversations I had had 

at the retreat with ELT in relation to developing a mental health framework, and I started 

to wonder the implications nationally of this across the ITP sector, that could then 

potentially be adopted by any business, anywhere - I could literally change the culture not 

just of our organisation, but other organisations within the ITP sector. This could be how I 

could make a difference to vulnerable learners, colleagues, and consumers of mental 

health services. It seemed an overwhelming task, but a necessary one.  My focus from this 

 
28 Outlined under Chapter Three: Part Three | A False Start. 
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day forward became a practice research project to underpin the development of an 

education evaluation tool. On the completion of my DProfPrac I want to see the MEET 

accreditation flag flying outside my classroom window. This would demonstrate the 

organisations visible support of mental health and wellbeing of our staff and learner 

community, and the start of my ongoing contribution to the organisation and polytechnics 

nationally. 

 

8.4 Development of the Mental health Educational Evaluation Tool (MEET) through 

data analysis  

The three main themes discussed in the data analysis, mental ill-health, environment, and 

resilience, have led to the development of the Mental health Education Evaluation Tool 

which is presented and discussed in Chapter Five: Part Two. The three main themes were all 

considered in the development of the core values29 along with consideration of the practice 

gaps identified throughout Chapter Five: Part One. These themes and identified practice gaps 

were integral in the formation of the five headings in the MEET, where evaluative criteria 

were formulated to resolve these gaps and lead to the following five sections in the education 

evaluation tool:  

 

Section 1. Lead |Support |Govern. 

Section 2. Engage |Respond |Advocate |Refer. 

Section 3. External Partnerships and Engagement. 

Section 4. Workforce Education. 

Section 5. Evaluation and Monitoring. 

 

Figure 18 demonstrates the three key themes leading to the development of the MEET which 

is made up of five sections.  

 
29 Discussed in Chapter Five: Part Two. 
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Figure 18. Development of the Mental health Education Evaluation Tool (Author, 2020). 

 

The first main theme “Mental Ill-Health” is embedded in sections one, two and five of the 

MEET through developing evaluative criteria that ensure: 

1. Learners who come to tertiary study with existing mental health concerns or trauma 

history, can access organisational support to enhance learner capability, with the extra 

stresses academic study brings.  

2. The organisation leads by example – support our people and our community through 

policy, strategy, and process to enhance mental health and wellbeing and optimise 

staff and learner capability. 

3. Ensuring positive mental health is a priority and is visible in policy and strategy of the 

organisation, through leadership role modelling positive attitudes, and understanding 

of mental health and mental ill-health of staff and learners. 

4. All levels of the organisation from leadership down are aware of maintaining a 

positive, destigmatised, and visible approach to the mental health and wellbeing of 

staff and learners. 

5. Identified personnel are responsible for the ongoing evaluation, monitoring, 

progression, and expansion of the Mental Health Tick to have a positive impact on 

our community.   
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The second main theme “Environment” is embedded in sections two and three of the MEET 

to ensure:  

1. Staff and learner engagement, delivery of effective and appropriate pastoral care 

whilst maintaining professional boundaries and provide timely referrals to enhance 

best possible mental health outcomes. 

2. Privacy and anonymity for learners, culturally supportive spaces for Māori and 

Pasifika learners.  

3. To address the increasing numbers of learners presenting with poor mental health 

through provision of adequate and sustainable resourcing.  

4. The organisation publicly reflects and promotes commitment to positive mental health 

and wellbeing of our people and an understanding of mental ill health in a stigma free 

environment. 

 

The third main theme “Resilience” is primarily embedded in section four of the MEET. This 

is to ensure: 

1. Effective and appropriate training in mental health and mental ill-health is mandatory 

for all staff, to raise awareness and bring about individual and organisational culture 

change and develop and enhance staff capability. 

2. Mental health, resilience, and suicide awareness training for all current staff, but 

ensures employees new to the organisation have mental health training during staff 

induction.  

3. All leadership team members are trained in mental health, resilience, and suicide 

awareness to lead by example. 

 

8.5 Alignment of Findings to Practice Research Aims:   

8.5.1 Practice Research Aim 1:  

• To enhance the mental health and wellbeing of our learner population at Otago 

Polytechnic, whilst creating a safe, stigma-free teaching and learning environment to 

heighten learner capability. 

 

The findings in this section demonstrate that OP is providing an environment that is 

encouraging learners to come forward who suffer from mental ill-health. This is due to a 
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reduction in stigma within the organisation and correlates with participant responses within 

polytechnics in New Zealand. That is not to say that stigma does not still exist, but it has 

reduced to visibly see more learners seeking mental health support. 

 

8.5.2 Practice Research Aim 2:  

• Understand the importance of resilience in relation to mental health of learner’s 

promotion of positive mental health through the efficient and sustainable use of 

resources.  

 

The findings in this section demonstrate that staff need to be mentally well to effectively 

support learners needing mental health support. To do this sustainably, staff need supervision 

to maintain their own good mental health and wellbeing and adequate resourcing from trained 

mental health staff.  Not all staff have supervision, and this was reported to be lacking more 

so at OP than in national polytechnics. Staff reported both regionally and nationally under 

resourcing in mental health trained staff available to support learners. 

 

8.5.3 Practice Research Aim 3:  

• As an organisation, view mental health and wellbeing as the foundation for student 

success and retention, as reflected in organisational mental health policy and strategy. 

 

The findings in this section demonstrate that there is a gap in policy/strategy that has sole 

focus on the mental health and wellbeing of tertiary learners. This was recognised as a gap 

across polytechnics nationally. The data collected from the interviews with participants has 

led to the development of the MEET to try to close this gap. The MEET is introduced and 

comprehensively discussed in Chapter Five: Part Two | The Mental health Education 

Evaluation Tool. 

There are influencing factors to consider upon implementation of the MEET for the 

organisation. Policy/strategy that is visible and promoted is integral in making systems 

change to improve the mental health and wellbeing of learners and staff.30 Firstly, Leadership 

has a critical impact on the adoption and implementation of strategies/policy within the 

organisation. Role modelling and visible promotion of mental health and de-stigmatisation of 

 
30 See heading 2.5 on systems change. 
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mental ill-health from the leaders of the organisation demonstrates best practice for others to 

follow. Workforce education is critical in stigma reduction, I believe, knowledge and 

understanding of mental health and mental ill-health is the basis for a safe and non-

stigmatised environment. Secondly, external partnerships have an influence on the mental 

health of learners, as many tertiary learner’s complete practicum in industry. If mental health 

and wellbeing is well supported and promoted with external partners, learners may be more 

likely to continue their course of study and continue into their chosen field. Thirdly, ongoing 

monitoring and evaluation are required to demonstrate a commitment to the mental health 

and wellbeing of learners and staff.  Augmentation/enhancement and adaption of the MEET 

will be necessary to ensure it is fit for context and purpose across different 

polytechnics/organisations.  

With consideration of the organisational influencing factors mentioned above, I have 

developed criteria that the organisation can adopt to visibly demonstrate their commitment to 

the positive mental health and wellbeing of the staff and learner population. Prioritising 

mental health and wellbeing needs to be visible within policy and strategy to identify that 

mental health and wellbeing is important to, and supported by, the organisation. The MEET 

comprises of nine core values and five sections that the accreditation questions are grouped 

under. Firstly, I will discuss the origin of the nine core values before examining the five 

sections.  

 

8.6 MEET Core Values: 

I have developed nine core values of the MEET that communicate the ethnography of all 

participants in this practice research. These are related to values, attitudes, understandings, 

skills, support, stigma reduction, culture, and ongoing monitoring. For OP, the nine core 

values align with the OP organisational core values of Caring, Courage, Empowerment, and 

Accountability.  In developing the nine core values, I initially reflected on words that were 

identified as key in the data analysis such as: safe, non-stigmatised, respect, dignity, privacy, 

knowledge, understanding, initiatives, promotion, positive focus, and support. I have collated 

these words into a “word cloud” using the image of hands (Figure 19). I chose this image to 

reflect the collaboration that has been central to this project from colleagues, participants, and 

learners through workplace conversations, participant interviews, structured meetings, and 

presentations. 
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Figure 19. Reflection on Key Words, (Author, 2021). 

 

I then took these words and fomulated sentences that specifically explain how the core values 

apply to the staff and learner community. I wanted to convey a clear, consistent expectation 

in behaviour of learners and staff to ensure the learning environment, and use of resources 

align with the nine core values listed below:  

 

1. Staff and learners are treated in a way that is safe and non-stigmatised in relation to 

their own mental health and wellbeing. 

2. Staff and learners are treated with respect and have their dignity and privacy 

maintained in relation to mental ill-health.  

3. An increase in knowledge and understanding, and the development of appropriate 

skills and attitudes in relation to mental health and wellbeing through training, is 

mandatory for all staff and is included in the staff induction package. 
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4. Mental health and wellbeing of staff and learners incorporates the ability of the 

organisation to plan, develop, implement, and evaluate initiatives that promote mental 

health and wellbeing. 

5. There is a positive organisational focus on the mental health and wellbeing of staff 

and learners actively fostering a culture of safety and support. 

6. Staff and learners will have access to timely, expert mental health support/supervision 

as required, including internal and external support. 

7. All staff and learners maintain a non-stigmatised attitude to mental ill-health and, 

discrimination is reported and challenged by leadership. 

8. Mental health experts should have significant and ongoing involvement in the 

development and evaluation of the MEET. 

9. Mental health is viewed as a pivotal part of one's holistic health; one such model 

being Te Whare Tapa Whā, which includes tinana (physical), wairua (spiritual), 

hinengaro (mental) and whānau (familial) health (Durie, 2003). 

 

Once I had developed the nine core values, I used the Rainbow Tick Action Plan (Te Ngakau 

Kahukura, 2016) as a starting template for the MEET. I had numerous discussions with 

colleagues involved with the development of the Action Plan to see if I could use this as a 

basis framework for adaption. The outcome was that because the Action Plan framework is 

available online and not a unique model, I was able to use this as a basis for the MEET. 

Using the Rainbow Tick as a starting point was valuable as it enabled me to craft, augment, 

and refine the framework for mental health and wellbeing. 

 

8.7 Development of the Five Sections of the MEET 

The five sections within the MEET naturally aligned with the themes that were generated 

from the practice research, they were not forced to fit. The five sections included in the 

MEET are: 

 Lead – Support - Govern. 

 Engage – Respond – Advocate - Refer. 

 External Partnerships and Engagement. 

 Workforce Education. 

 Monitoring and Evaluation. 
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The first main theme identified in the data analysis “Mental Ill-Health” is embedded in 

sections one, two and five. The second main theme “Environment” is embedded in sections 

two and three, and the third main theme “Resilience” is primarily embedded in section four. 

Evaluative criteria were developed with consideration of the findings in this practice research 

as outlined under Chapter Five: Part One - Development of the Mental health Educational 

Evaluation Tool, through data analysis. 

In the following paragraphs I outline each of the five sections included in the MEET and 

what they represent. 

 

8.7.1 Section 1: Lead – Support - Govern 

1. The organisation leads by example – support our people and our community through 

policy, strategy, and process to enhance mental health and wellbeing and optimise 

staff and learner capability. 

2. Ensuring positive mental health is a priority and is visible in policy and strategy of the 

organisation, through leadership role modelling positive attitudes, and understanding 

of mental health and mental ill-health of staff and learners. 

3. All levels of the organisation from leadership down are aware of maintaining a 

positive, destigmatised, and visible approach to the mental health and wellbeing of 

staff and learners. 

 

8.7.2 Section 2: Engage – Respond – Advocate - Refer 

• Learners who come to tertiary study with existing mental health concerns or trauma 

history, can access organisational support to enhance learner capability, with the extra 

stresses academic study brings.  

• Staff and learner engagement, delivery of effective and appropriate pastoral care 

whilst maintaining professional boundaries and provide timely referrals to enhance 

best possible mental health outcomes. 

• Ensure privacy and anonymity for learners, culturally supportive spaces for Māori and 

Pasifika learners  

• To address the increasing numbers of learners presenting with poor mental health 

through provision of adequate and sustainable resourcing.  
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8.7.3 Section 3: External Partnerships and Engagement 

• The organisation publicly reflects and promotes commitment to positive mental health 

and wellbeing of our people and an understanding of mental ill health in a stigma-free 

environment. 

• The organisation refers learners where and when appropriate to external providers for 

specialist mental health support. 

 

8.7.4 Section 4: Workforce Education 

• All leadership team members are trained in mental health, resilience, and suicide 

awareness to lead by example. 

• Mental health, resilience, and suicide awareness training for all current staff, but 

ensures employees new to the organisation have mental health training during staff 

induction.  

• Effective and appropriate training in mental health and mental ill-health is mandatory 

for all staff, to raise awareness and bring about individual and organisational culture 

change and develop and enhance staff and learner capability. 

 

8.7.5 Section 5: Monitoring and Evaluation 

• Identified personnel are responsible for the ongoing evaluation, monitoring, 

progression, and expansion of the MEET to have a positive impact on our 

community.   

 

It was important to be able to evaluate how the organisation met each evaluative criterion. I 

adopted a maturity model to be assigned to each of the criteria in the five sections. The 

maturity model includes five levels: 

 

Level 1: Reporting 

Identifying risks and issues within the organisation. 
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Level 2: Analysing 

Identifying the professional practice gaps that need to be addressed. 

What are the trends seen across the organisation? 

Is there research being undertaken within the organisation to gain new insights? 

 

Level 3: Optimising 

Developing and adapting current policy to maintain a mental health focus. 

Enhancing mental health and wellbeing of staff and learners through the 

creation/development of an action plan. 

Reflecting cultural sensitivity. 

 

Level 4: Empowering 

Taking ownership at all levels of the organisation e.g., course, school, college. 

Workforce education 

 

Level 5: Innovating 

Developing new ways of thinking and doing 

Demonstrating leadership in the sector 

 

Using the maturity model and selecting the appropriate level, the organisation is required to 

show evidence of how they meet each of the criteria within the MEET. There is room for 

organisational growth in moving up the levels to demonstrate more critical analysis, 

development, and innovation. The “Next Steps” column then follows, which includes 

documentation of “monitoring and recommendations” detailing any further steps the 

organisation needs to take to meet the evaluative criteria and recommendations would be 

introduced here.  I then included a “Timeframe” column to ensure the organisation is 

accountable for honouring the recommendations given in a timely manner.  

From the themes and sub-themes identified in the practice research I developed accreditation 

questions that encompassed priorities identified by participants in their ethnographies related 

to enhancing mental health and wellbeing of staff and learners. These questions were then 

grouped under the five sections in the MEET: 
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I have included under Section Five-(d) of the MEET: “Has an internal and external 

monitor(s) been identified to monitor, evaluate, and augment the Mental Health Tick criteria 

in an ongoing and cyclical nature?” The rationale for including this is that I see the MEET 

working best with a monitor who has expertise in mental health and wellbeing to evaluate the 

accreditation on an annual basis.  

For OP this would be an internal monitor (someone within the organisation) and for national 

polytechnics this would be an external monitor (someone within OP that evaluates the 

external polytechnics).  I have had discussions with executive leadership regarding creating 

this position as a future role for me, to continue to develop as a leader in this space and to 

continue to build my professional practice through post-doctoral work.   

In the following pages the MEET is presented. 
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MENTAL HEALTH EDUCATION EVALUATION TOOL 
  

SECTION  CRITERIA  
  
Level 1:  Reporting  
Level 2: Analysing  
Level 3: Optimising  
Level 4: Empowering  
Level 5: Innovating   
  

EVALUATION  
(Select one)  
Level 1  
Level 2  
Level 3  
Level 4  
Level 5  

EVIDENCE  
(Verification)  

NEXT STEPS 
(Monitoring and 
recommendations)  

TIMEFRAME  
(Date of completion)  

 
Section 1: Lead – Support - Govern  
Lead by example – Support our people and our community through policy, strategy, and process to enhance mental health and wellbeing and optimise staff capability.  
  
  
Section 1  

  
a. Is mental health and wellbeing of staff and learners seen 

as a priority, visible and specifically mentioned in the 
organisations core values and guiding documents?  

b. Does executive leadership support and guide any board 
or subcommittee that represents optimising mental health 
& wellbeing of staff and learners?  

c. Are there any mental health and wellbeing measures or 
indicators that are reviewed and reported on by 
this mental health subcommittee?  

d. Is mental health and wellbeing a regular agenda item in 
board or executive leadership meetings?  

e. Is there a clear and visible code of conduct in relation to 
mental health and wellbeing of staff and learners within 
the organisation, including stigma reduction?  

f. Is mental health and wellbeing a topic that is raised in 
recruitment interviews or included as a declaration on all 
learner application forms?  
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g. Is there a clear framework/process and follow up strategy 
to support staff in the management of mentally unwell 
learners, traumatic/seminal events?  

h. Does the organisation website specifically 
mention mental health and wellbeing as a priority or 
mention supports available?  

i. Does the organisation use positive imagery that reflects 
mental health and wellbeing, promotes positive 
messages, and challenges stigma?   

j. Does the organisation have a strategy to give mentally 
unwell staff required support?   
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SECTION  CRITERIA  
  
Level 1:  Reporting  
Level 2: Analysing  
Level 3: Optimising  
Level 4: Empowering  
Level 5: Innovating   

EVALUATION  
(Select one)  
Level 1  
Level 2  
Level 3  
Level 4  
Level 5  
  

EVIDENCE  
(Verification)  

NEXT STEPS 
(Monitoring)  

TIMEFRAME  
(Date of completion)  

 
Section 2: Engage-Respond-Advocate-Refer  
Staff and learner engagement, delivery of effective and appropriate pastoral care and support whilst maintaining professional boundaries and provide timely, well-
resourced referrals to enhance best possible mental health outcomes.  
  
 
Section 2  

  
a. Is the physical environment safe for mental health 

support, e.g., is there privacy/cultural safety/anonymity?  
b. Does the organisation have a culturally safe space for 

staff and learners who wish to clear their mind 
(i.e., whakawātea), or simply 'be' for a time?  

c. Is after hours support for distressed learners available and 
appropriately resourced?  

d. Does the organisation promote effective mental health 
and wellbeing self-management strategies and have 
supporting resources available?   

e. Does the organisation have processes and resources in 
place for staff and learners who suffer from mental ill-
health?  

f. Has the organisation appointed visible ‘mental health and 
wellbeing champions’ at all levels of the organisation, 
including in each school/college to engage, respond, refer 
and advocate for learners?  

g. Do distance and international learners have support in 
place to optimise their mental health and wellbeing? 

        



208 | P a g e  

 

SECTION  CRITERIA  
  
Level 1:  Reporting  
Level 2: Analysing  
Level 3: Optimising  
Level 4: Empowering  
Level 5: Innovating  
  

EVALUATION  
(Select one)  
Level 1  
Level 2  
Level 3  
Level 4  
Level 5  
  

EVIDENCE  
(Verification)  

NEXT STEPS 
(Monitoring)  

TIMEFRAME  
(Date of completion)  

 
Section 3: External Partnerships and Engagement  
The organisation publicly reflects and promotes commitment to positive mental health and wellbeing of our people and an understanding of mental ill-health in a stigma free 
environment.  
  
 
Section 3  

  
a. Is there centralised information for staff on external 

providers of mental health support available?  
b. Does the organisation publicly demonstrate engagement 

with the MEET process?  
c. Does the organisation have substantive partnerships with 

a diverse range of external providers/practitioners 
available to meet diverse mental health needs, including 
Māori Mental Health practitioners?   

d. Does the organisation encourage and support staff and 
learners to set up mental health and wellbeing networks 
internally and/or to link with external ones?  

e. Do executive leadership members or senior staff show 
commitment, engagement and maintain 
currency with internal and external mental health 
focused forums?  
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SECTION  CRITERIA  
  
Level 1:  Reporting  
Level 2: Analysing  
Level 3: Optimising  
Level 4: Empowering  
Level 5: Innovating  
   

EVALUATION  
(Select one)  
Level 1  
Level 2  
Level 3  
Level 4  
Level 5  
  

EVIDENCE  
(Verification)  

NEXT STEPS 
(Monitoring)  

TIMEFRAME  
(Date of completion)  

 
Section 4: Workforce Education  
Effective and appropriate training in mental health and mental ill-health is mandatory for all staff, to raise awareness and bring about individual and organisational culture change 
and develop and enhance staff capability.  
  
 
Section 4  

  
a. How is training offered to capture all levels and aspects 

of the organisation including online training/support 
options available for staff and learners who are distance 
or across other campuses to support their own mental 
health and wellbeing?  

c. Is mental health, resilience and wellbeing training 
routinely included in orientation or induction training?  

d. Is mental health, and suicide response training routinely 
offered/included in training for staff including leadership 
and learners?  

e. Has the organisation collected and graphed data and/or 
completed research studies complying with the correct 
ethical and kaitohutohu approval looking at the mental 
health and wellbeing of staff and learners?   

f. Is mental health, resilience and suicide awareness 
training offered as a separate and specific training to all 
staff?   

g. How is attendance, completion and impact of mental 
health and wellbeing training monitored?  
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SECTION  CRITERIA  
  
Level 1:  Reporting  
Level 2: Analysing  
Level 3: Optimising  
Level 4: Empowering  
Level 5: Innovating  
  

EVALUATION  
(Select one)  
Level 1  
Level 2  
Level 3  
Level 4  
Level 5  
  

EVIDENCE  
(Verification)  

NEXT STEPS 
(Monitoring)  

TIMEFRAME  
(Date of completion)  

 
Section 5: Evaluation and Monitoring  
Identified personnel are responsible for the ongoing evaluation, monitoring, progression, and expansion of the MEET to have a positive impact on our community.    
  
 
Section 5  

  
a. Does the organisation regularly carry out internal surveys 

that measure employee and learner perceptions of 
stigmatisation and mental health culture at work?  

b. Is the topic of mental health and wellbeing an item that 
can be raised in exit interviews to help determine factors 
affecting staff retention?  

c. Are there clear feedback structures in place for staff and 
learners in relation to mental ill-health, 
grievance, harassment, or discrimination and conflict 
resolution?   

d. Has an internal and external monitor(s) been identified to 
monitor, evaluate, and augment the Mental Health 
Education Evaluation Tool criteria in an ongoing and 
cyclical nature?  

        

 
Figure 20. The Mental health Education Evaluation Tool (Author, 2019). 
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Reflection on Professional Practice – What did not work and concerns. (June 2020) 

I have come to understand that “what didn’t work” is just as important to note as “what 

did work” when undertaking research and development. An important part of rigour, and 

trustworthiness is documenting the process honestly and responsibly which includes the 

mistakes made or the processes which have not worked or worked poorly, as well as 

successes. The things that do not work, I have found sometimes enable the most learning.  

In the development of the MEET, I felt the document did not work well as the cultural 

component was missing and I did not know how to do this. The process required 

consultation with Kaitohutohu. This consultation pointed out the Māori wording in the 

document could be better conveyed and added to. This was very useful in making the 

document more culturally respectful and inclusive. I found I needed to collaborate with 

Kaitohutohu as I am not an expert in this area. There is room for further collaboration and 

consultation to further enhance the cultural component of this framework. 

 

I was concerned about using the Rainbow Tick Action Plan (2016) as a base document to 

adapt as I did not want to be accused of plagiarism. I found many similarities in some of 

the content of this document and have subsequently reworded and included some of this 

content to reflect mental health and wellbeing. What I learned was that having the 

Rainbow Tick Action Plan (2016) as a base document then naturally aligned to the MEET. 

This alignment and consistency were seen as favourable by members of the executive 

leadership team at OP, which I did not expect. 

 

Making a tool that could be adapted by any business anywhere did not work.  This was too 

broad and outside the focus of this practice research. I had to funnel the MEET down to 

focus on learners and staff at OP. This framework can easily be adapted to add the context 

of other polytechnics within Te Pūkenga, but for the purposes of this research, OP is the 

focus. I see the augmentation and development of the MEET to fit businesses outside of the 

ITP sector as post-doctoral work. 

 

 

After much critical reflection, I have decided the name “The Mental Health Tick” does not 

work. This has been a working title that was thought of by other people in the organisation, as 

OP already had the Rainbow Tick.  
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I believe the time has come to change the name to reflect that it is an accreditation tool, as the 

MEET has been developed through my practice research. I wanted to name the MEET 

Mindspace accreditation, but unfortunately, upon conducting an online search I have found 

this name already exists for a mental health framework in the UK. I have not yet decided on a 

new title. I believe the title needs to represent the evaluative nature of the tool and the focus 

of mental health and wellbeing. This title should be usable in any context outside of the 

tertiary sector, for future application. 

 

8.8 Collaboration 

In the early stages of development of the MEET, the Rainbow Tick Action Plan (Te Ngakau 

Kahukura, 2016) was used as a starting point as outlined under Chapter Five, Part Two: 

MEET core Values. The themes identified in the practice research shaped the evaluative 

criteria under each of the five sections within the MEET. The first draft of the MEET was 

similar to the Rainbow Tick Action Plan (Te Ngakau Kahukura, 2016) and needed to be 

crafted and refined into an independent document.31  

I reflected on the criteria in the MEET and believed further collaboration was needed in 

developing the criteria to ensure rigour. I then founded the Mental Health Accreditation 

Group after consultation with members of the Executive Leadership Team at OP. The Mental 

Health Accreditation Group consists of three other members.32 All three members had expert 

mental health knowledge and a passion rivalling my own for enhancing the mental health and 

wellbeing of staff and learners. Having other mental health experts working in collaboration 

to methodically go through each criterion, reflect upon these and discuss the language used in 

the MEET was a rigorous and useful process. It became evident that some criteria were too 

similar to the Rainbow Tick Action Plan (Te Ngakau Kahukura, 2016) and needed further 

development, some criteria doubled up and were hence merged into a singular criterion, some 

criteria were found to be irrelevant so were removed and some needed to be augmented or 

changed.  

 
31 See Appendix 16: Draft one of the MEET.  
32 Mental Health Accreditation Group members: Hayley Laughton, Katy Lockwood and Anne Tacon. 
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For example, the following criterion in the first draft of the MEET, detailed as example 1 

below, was amended to example 2 and included in the latest version, after collaboration with 

the Mental Health Accreditation Group: 

Example 1. 

Does the organisation publicly support any mental health and wellbeing events or 

organisations? (e.g. participation in any community events)  

Example 2. 

Do executive leadership members or senior staff show commitment, engagement and 

maintain currency with internal and external mental health focused forums?  
 

I have included the first draft in the appendices to demonstrate the robust process of 

collaboration and the changes that have been made to the MEET throughout this process.  

Initial evaluation of the MEET has been undertaken through collaborative practice 
highlighted in Chapter Five Part Two, under heading 8.8 Collaboration. This collaborative 
process including evaluation and critique, has occurred throughout the progression of this 
practice research and is part of my professional practice moving forward. Collaboration has 
not only developed my own practice it has given me the opportunity to work in a leadership 
role that challenges and develops the practice of others and has also provided organisational 
professional development through creating system change. Collaboration has been key in this 
practice research. Firstly, in evaluating the Supporting Distressed Students Flowchart 
(described as phase one33) secondly, critiquing and evaluating the MEET criterion and 
thirdly, in designing frameworks that are fit for purpose.  

The MEET has been aired and open for critique through presentations to the Mental Health 

and Wellbeing Advisory Group, and the Executive Leadership Team at Otago Polytechnic. I 

have also presented the MEET externally to the senior Director of Mental Health Nursing 

Services by invitation within the Southern District Health Board. This meeting also having 

focus on future collaboration to amend the MEET to the local tertiary hospital context rather 

than education context. This rigorous process of collaborative inquiry to illuminate practice 

and methodical testing with others is part of my professional practice moving forward in 

creating system change.  

 

 
33 See Chapter Two: Motivation. 
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8.9 Application of the MEET 

The MEET is a model established within nursing practice as this is my professional practice 
background. I needed to consider if this framework extended out to other areas outside of the 
health disciplines and could apply to other fields. I was able to do this by including as many 
participants as possible from outside of nursing and the health fields. This ensured that the 
data gained from participant interviews was demonstrative of a variety of disciplines 
including the trades, foundation studies, art and design, engineering, sport, and Student 
Support Services. Teaching and non-teaching staff were also interviewed to cover both 
perspectives and experiences. It is worth noting that regional participants were interviewed 
from across all schools/colleges at OP, however all national participants were employed 
within nursing schools. The rationale for including national participants from within the 
discipline of nursing was due to these contacts being passed on to me by my Head of College 
after the research overview was delivered to all College Heads for participant recruitment. 
The themes generated from all participants were congruent, the differences were related to 
the tangible environment and access to clinical supervision. I am also happy that the data 
generated from the practice research had reached the point of saturation prior to the 
development of the final themes. I did this by ensuring each transcript was read and re-read 
ensuring each theme that emerged over time was incorporated into every transcript. I believe 
the process as mentioned in Chapter Five, Part One under approach to data analysis 
demonstrated rigour. 

 

8.10 Unintended Consequences of the Implementation of the MEET 

Could this go bad? This was a consideration that required some reflection. I designed the 
MEET to be a living document. It is designed to be augmented and updated; it is not set in 
stone. I intend this document to continue to evolve and ensure it is robust by having 
evaluation built into the framework. Having an external monitor is a requirement of the 
framework to ensure there is mental health experts keeping an eye on the evolution of this 
framework, and ensuring evaluation is built into the process of implementation. A framework 
that gathers data is part of the intervention. 

Evaluation of the MEET has commenced with the formation of the Mental Health 
Accreditation Group. This group has been formed to collaborate and rigorously test the 
MEET prior to roll out at OP. The impact of this group is not only providing rigour to the 
document but ensuring that it is culturally responsive, and inclusive. The impact for the 
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organisation through implementing the MEET is de-stigmatisation of mental ill-health and 
enhancing responsiveness to mentally unwell learners through workforce education, 
leadership, adequate resourcing, external partnerships, engagement, advocacy, and referral.  

The CIPP Evaluation Model (Stufflebeam & Zhang, 2017) takes into consideration product 
evaluation including impact, effectiveness, sustainability, and transportability. Reflecting on 
this model in relation to the MEET, measuring impact assesses whether the MEET has a 
direct effect on staff and learners. Measuring effectiveness through the ongoing monitoring 
and evaluation (external monitor) will demonstrate if the MEET achieves the intended and 
unintended benefits and whether it is effective in achieving enhanced mental health and 
wellbeing of staff and learners. Sustainability will consider the lasting effects of the 
integration of the MEET for learners and staff. Transportability measures whether changes in 
de-stigmatisation and enhanced mental health are directly attributed to the deployment of the 
MEET. 

 

8.11 Cultural Responsiveness 

It is important to acknowledge what each learner brings with them to academic study and to 
be culturally responsive in our professional practice. This begins with genuinely involving 
Māori in frameworks such as the MEET.  

Te Whare Tapa Whä is a Māori holistic model of the four dimensions of wellbeing to provide 
a Māori perspective on health developed by Durie (1984). Early conversations with 
Kaitohutohu saw the inclusion of this model being mentioned in the evaluative criterion 
within the MEET as a way of demonstrating culturally responsive practice. I believe further 
and ongoing conversations with Kaitohutohu could enhance the cultural component of the 
MEET by making Te Whare Tapa Whā (Durie, 1984) more visible in the criterion, and to 
make the MEET even more culturally responsive and provide wider contextual application 
nationally. 

 

8.12 Importance for the Organisation 

The development of this MEET is timely given the current global pandemic, COVID-19, is 

contributing to a rise in the incidence of poor mental health, as Sahu (2020) reports, COVID-

19 has seen a rise in anxiety, stress and deteriorating mental health of tertiary learners. This 

may be related to the loss of connection, social isolation of lockdown and closure of 
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polytechnics and universities along with sporting facilities, gyms, cafes, and community 

gatherings. Also moving from face to face to online teaching/communication. In addition to 

COVID-19, Otago Polytechnic has seen a change in leadership with a new CEO in 2020 

which has added stress to employees as there have been changes in structure in the 

organisation.  

The Reform of Vocational Education (ROVE) has also been a further stressor for staff and 

learners within New Zealand.  ROVE has seen the formation of the National Institute of 

Skills and Technology (Te Pūkenga) bring together the existing 16 Institutes of Technology 

and Polytechnics (ITPs) into one organisation (Reform of Vocational Education, 2021). This 

has resulted in changes to the structure of OP including existing role restructures, 

redundancies, job losses and resignations.   

As OP is now part of Te Pūkenga, there is an opportunity to use the MEET as a national 

initiative. There is potential then to reduce stigma associated with mental ill-health 

implementing and using the MEET nationally and change the culture of our community and 

our nation. 

 

8.13 Leadership in the Sector 

The development of the MEET is an original initiative in New Zealand. There is no current 

accreditation framework developed in New Zealand for the ITP sector specific to the mental 

health and wellbeing needs of the tertiary population.  

The MEET is a first in the field and is not only demonstrating leadership in the mental health 

support of tertiary learners, but it also provides a professional practice opportunity to enhance 

external partnerships and collaboration throughout the Institutes of Technology and 

Polytechnics (ITP) sector. There may be a use for the MEET in all businesses and industries 

across the nation with individualised adaption and augmentation of the tool.  

 

8.14 Summary of Chapter Five: Part Two 

I have discussed the origins and foundations of the MEET. I have outlined the development 

of the nine core values and the five sections encompassed within the evaluation tool.  The 
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MEET itself is presented along with discussion on collaborative process to illuminate 

practice, application of the MEET and unintended consequences of implementation of the 

accreditation tool. I have then highlighted the importance of cultural responsiveness when 

implementing frameworks such as the MEET before giving an overview of the importance 

for the organisation and leadership in the sector.  

Chapter Six: Recommendations | Limitations | Concluding Comments now follows. Chapter 

Seven: Professional Framework of Practice | Reflection follows Chapter Six, where I identify 

the impact on my practice and the changes in my professional practice through the 

development of the MEET. I have written this chapter entirely as a “reflective box” written in 

2021, so is mostly in the past tense. 
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There is no need for an ambulance. 

 

There is no cliff. 

 

Mary is safe.34 

 

 

 

 

 

 

 

 

 

 

 

 
34 I had originally written here that “the ambulance was now at the top of the cliff”. Upon reflection, having an 
ambulance still reflects there is a crisis. I now think that there is no need for the ambulance as the crisis can be 
averted through the implementation of the MEET. Mary is now safe. 
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 CHAPTER SIX: LIMITATIONS | RECOMMENDATIONS | 

CONCLUDING COMMENTS 

9.1 Introduction 

In this practitioner thesis I have described the dual development of the practice research 

project “Tertiary Learner Mental Health and Wellbeing, the development of a national 

Mental Health Educational Evaluation Tool and my professional framework of practice as a 

leading practitioner in the mental health and wellbeing of tertiary learners.  In this final 

chapter I revisit the original motivations for the work leading to recommendations, before 

closing this practitioner thesis with concluding comments, where I examine the extent of 

which this learning contributes to advancing the field of mental health and wellbeing of 

tertiary learners in theory and practice. 

 

9.2 Implications: Conclusions 

Upon critical reflection, I believe there are some important implications for professional 

practice that need to be mentioned.  

Firstly, resilience could be a skill that is developed through co-constructed knowledge and 

interactions. There is potential that resilience training via face-to-face learning or online 

packages prior to study could be useful in preparing learners for the realities of tertiary 

academic study.  

Secondly, it would appear that mental ill-health can be both a symptom and a cause for 

tardiness in learners. If tardiness is an ongoing concern for learners, and they are unable to 

present to class on time or at all, it could be symptomatic that something more is going on 

and an indication that mental health support is needed. Alternatively, poor mental health can 

be the reason they are unable to get up and get to class, lack of motivation and energy 

associated with low mood/depression, or they may have high levels of anxiety preventing 

them from getting to class, or even major mental illness - it can be causative.  
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9.3 Limitations 

This qualitative practice research was undertaken primarily at Otago Polytechnic where 

sixteen employees (regional participants) were interviewed. Six national participants working 

within tertiary institutions in the North and South Islands of New Zealand were included in 

the study to seek wider understanding of the mental health and wellbeing of tertiary learners. 

The primary focus of the research was at Otago Polytechnic. 

The Mental health Education Evaluation Tool (MEET) developed from this practice research 

is to support tertiary learners and the language and criteria are specific to the tertiary 

environment. The MEET (Figure 20) could be adapted by other tertiary institutions to include 

contextual variations nationally. For example, Northland tertiary providers may see the need 

for inclusion of specific cultural criteria to reflect and honour partnerships with local iwi in 

the region.  The MEET could also be adapted to be used as an accreditation for all businesses, 

both nationally and internationally. 

Māori learners are mentioned in this study undertaken at Otago Polytechnic, and Kaitohutohu 

was consulted in the early stages of the learning agreement, and in the development of the 

MEET, however the focus of the research is not specific to Māori learners. There is an 

opportunity for future collaboration/consultation/research focusing on the mental health and 

wellbeing and academic outcomes of Māori learners in tertiary education. 

This thesis is founding practice research in New Zealand and was underpinned by the 

ethnographies of staff working primarily at OP, but also in national tertiary institutions.  

Larger studies including learners as participant groups may grow understandings in this area, 

but as outlined in Section Three: Part Three | A False Start, this was not an appropriate way to 

conduct this research project.  

The participants at OP were from all colleges across the organisation and the findings across 

all interviews were consistent. National participants who took part in this practice research 

were all working in tertiary institutions within nursing schools. Had participants been 

working in other schools there may have been additional findings unique to other disciplines.  

My initial professional practice focus was on nurse learners, but I have come to understand 

through undertaking this DProfPrac research, that all learners would benefit from enhanced 

organisational support related to their mental health and wellbeing. The development of the 
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MEET highlighted gaps in the mental health support of tertiary learners which has led to the 

following recommendations. 

The participants in this practice research were not all mental health professionals. Twelve of 

the participants taught mental health in their role and had a good understanding of terms, ten 

participants did not teach mental health but appeared to be able to articulate mental health 

terms correctly. There is potential that by having some lay people as participants, the use of 

terms such as anxiety, depression or major mental disorders may be misconstrued or have a 

different meaning. 

 

9.4 Recommendations 

This practice research has identified several recommendations for future professional 

practice.  

The first recommendation is for workforce education. A workforce that has undertaken 

training in mental health and mental ill-health can potentially pick up on early warning signs 

of distress and implement early strategies before employees become overwhelmed and 

experience a decline in mental state. Mental health “champions” in colleges/schools across 

tertiary institutions who are identifiable and trained in mental health 

engagement/response/referral and advocacy, could be one way to provide brief intervention 

for employees, and keep the “ambulance at the top of the cliff”.   

As a workforce education initiative, having staff trained in suicide awareness to respond to 

those expressing suicidal ideation or behaviours could be another layer of support in tertiary 

institutions. These “suicide first aiders” could engage in having life supporting conversations 

before referral to appropriate support services. Having trained staff who are able to address 

specific issues related to suicide, could then aid in the de-load of current support services.   

The second recommendation is providing clinical supervision for staff who are often working 

with learners experiencing mental ill-health as a mandatory process to debrief. This may aid 

in reducing staff burnout and heighten workforce retention.  

Thirdly, by having a formal statement on all application forms for tertiary study that de-

stigmatises mental ill-health, could be useful. Visibly identifying there is no disadvantage by 
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declaring having a history of, or current poor mental health may enable support systems to be 

put in place early to prevent a decline in mental health whilst studying.  

The fourth recommendation would be related to the physical environment specific to OP. By 

having an external door to Student Support Services that is entered from the street rather than 

the very public “Hub” may encourage learners to seek help when experiencing mental ill-

health. This may increase anonymity and remove the need for public presentation to support 

services.   

The final recommendation for future practice would be to have online resilience training for 

all learners as pre-entry criteria before attending tertiary study. This may increase the 

learner’s resilience and develop learned strategies that can be implemented in times of 

adversity whilst studying. 

 

9.5 Where To from Here? 

There is a need at OP for a mental health practitioner who can coordinate organisation-wide 

mental health support services, including further development and implementation of the 

MEET, resourcing of mental health support services with adequate funding to reduce wait 

times for learners, increasing access to support, mental health promotion and workforce 

training and education. I see this as a leadership role that is needed to address the identified 

gaps highlighted in this practice research including resourcing at OP for the mental health and 

wellbeing support of learners. Additional trained mental health practitioners are needed to 

reflect the increasing numbers of learners that are presenting to support services.  

The MEET will be implemented as a pilot at Otago Polytechnic in 2021 and will be 

embedded under the Health and Wellbeing strand of the sustainability workstream. Questions 

for further research would be related to the testing and effectiveness of the MEET at Otago 

Polytechnic. 

The next steps are to present the MEET to Te Pūkenga, as Otago Polytechnic is now part of 

this larger tertiary body, in preparation of the MEET being adopted as a national tertiary 

accreditation.  

I will be presenting the MEET in November 2021 on the international stage, at the 

International Congress of Nurses (ICN) which is the largest global annual nursing 
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conference. The acceptance of my abstract supports the maturity of my thinking to a more 

deep and critical level, that I am clear in my understanding of my doctoral research to 

disseminate new knowledge gained to clinical and academic colleagues both nationally and 

internationally. 

 

9.6 Concluding Comments 

Through undertaking this practice research, I have gained insight into the experiences of my 

colleagues working in tertiary institutions nationally, and at Otago Polytechnic, who are 

frontline in the assistance, support, and triage of distressed learners. I have come to 

understand, tertiary learner mental health and wellbeing may decline because of academic 

study and the pressures associated. Not all tertiary learners are affected but those with pre-

existing mental ill-health appear to be at a higher risk of experiencing mental ill-health whilst 

engaged in tertiary study. As a result, the academic pressures that tertiary institutions 

contribute may indeed result in learners experiencing mental ill-health.  

Developing academic resilience in tertiary learners has been identified as a critical 

component in retention and success of learners, as documented in the literature.35 However 

academic resilience will not make stressors disappear, but it can help learners face challenges 

with amplified confidence. 

I have identified the MEET is needed at an organisational level (and can be applied nationally 

with some adaption throughout the ITP sector) to better support distressed learners and 

colleagues with concerns related to mental ill-health. The MEET will support and enhance 

the mental health and wellbeing of tertiary learners, through creating a stigma-free 

environment and greater understanding of mental health and mental ill-health through 

workforce education.     

Embedding mental health and wellbeing into policy/strategy through the MEET to develop a 

new way of thinking could aid in increasing learner resilience and consequently learner 

retention and success.  

I have been fortunate in having the opportunity to complete worthwhile practice research 

integrating my work-based experiences and participants ethnographies with professional 

 
35 See Section Three: Part One | Literature and Context. 



224 | P a g e

practice knowledge to create new knowledge reflected in the development of the MEET. This 

accreditation framework specifically addresses the mental health and wellbeing of tertiary 

staff and learners with benefit primarily to the tertiary learner community, but there is 

potential benefit also to those whom I am professionally connected- colleagues in education, 

the nursing profession and mental health service users as well. The development of the 

MEET through this practice research addresses the need for timely brief intervention, well-

resourced support services and having after hours support for learners when campus is closed. 

The “Marys” and “Janes” now have a process, that is to be visibly embedded in 

organisational policy to ensure learners are well supported, their resilience is enhanced, the 

physical environment supports good mental health, that staff demonstrate de-stigmatisation, 

and role model talking openly about mental health is positive, and learners leave tertiary 

study mentally well. Mary and Jane are now safe.   
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 CHAPTER SEVEN: PROFESSIONAL FRAMEWORK OF 

PRACTICE REFLECTION 

Reflection on Professional Practice – Then, and Now (Written in 2021) 

 

Office conversations about learners facing adversity and struggling with poor mental 

health whilst studying sparked colleagues to share their experiences. I realised I was not 

the only one in the nursing school with concerns about “Mary”. More and more students 

were coming to my attention with varying levels of mental ill-health.  

Faculty in another school had recently experienced a learner committing suicide. I then 

also realised I was not the only one with concerns about “Mary” in the organisation. 

 

2018 

 

I was excited, I was ready to take on the DProfPrac with enthusiasm. I think my 

motivations for this practice research have always been pure in wanting to make a 

difference for the learners that struggle with academic study and become mentally unwell 

as a result.  

I began this journey three years after I finished my master’s degree in higher education at 

Otago University. The focus of which was investigating the merits of mental health 

simulation using standardised patients. I did not want to continue with further research 

into simulation, as I did not feel this subject held my passion anymore. I saw “Mary” as 

my passion. A longstanding concern that had been in the back of my mind for many years.  

Before 2018, I came to work each day, I did my job, and I did it well. I had concerns about 

learners experiencing mental ill-health but had not addressed this outside of the School of 

Nursing and had not implemented strategies to overcome this. Looking back now, I did my 

job well and supported learners well, but my thinking was not at an organisational level, it 

was not in a space of finding a resolution, it was not strategic, it was simply not ‘bigger 

picture.’ 

2018 saw the beginning of a shift in my thinking.  

As I progressed through the year, my concerns related to the heightened presentations of 

learners with poor mental health were taken to the Health and Safety meeting at OP via 

another staff member who shared similar concerns and the MHWAG was formed.  
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This was the first significant change in my professional practice - being a founding 

member of the MHWAG enabled me to look outside the School of Nursing and become 

aware of the organisational picture. Thinking bigger and subsequently, taking action.  

From here the SDS Flowchart was developed as a first step in assisting staff who support 

distressed learners. This was the second noteworthy change in my practice. This is when I 

started to develop as a leader within the organisation. I had previously had no role outside 

of the School of Nursing and knew few other staff within the organisation.  Through 

becoming a founding member of the MHWAG, I began to see the ripple effect across the 

organisation. I met like-minded people who were passionate about making a difference for 

learners. I took the leadership opportunity in the development of the Supporting Distressed 

Students Flowchart, and this progressed to regional, national, and international 

presentations and development of a mental health network across OP. When my initial 

research needed to be amended, I saw an opportunity to address the concerns I had about 

Mary and to develop a strategy to enhance the mental health and wellbeing of the tertiary 

learner population. My thinking was beginning to shift from a focus within the nursing 

school to making a difference to the learners in our organisation, and I have a 

responsibility to ensure through tertiary study, they are not leaving sicker than when they 

arrive. The opportunity to make significant change seemed to have great importance. 

 

2019 

 

Building internal partnerships has been an important and meaningful impact on my 

practice.  Working in collaboration with OP staff on the MHWAG has encouraged 

executive leadership to place higher importance on the mental health and wellbeing of staff 

and learners. This collegial approach has gained more traction and credibility than I could 

ever have done on my own. I now have a network of colleagues throughout all schools and 

colleges within the organisation who support and lead mental health initiatives.  

Building external partnerships has been an equally important impact on my professional 

practice, in gaining national perspective, context and experiences in supporting the 

development of the education evaluation tool. I now have a network of professional 

colleagues within polytechnics nationally who are coming together to share knowledge, 

expertise, resources, and experiences towards a consistent approach to pastoral care and 

support for learners experiencing mental ill-health. 
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2020 

 

I was promoted to Principal Lecturer in 2020 and then promoted again to Year Two 

Programme Leader, which was an integral step in developing and changing my 

professional practice. Both promotions were senior leadership roles within the School of 

Nursing. I realised in the first six months of these new roles that the pastoral needs of 

learners needed to be included in my workload due to the heightened presentations of 

distressed learners as reflected in this practice research.  I was able to bring this to the 

attention of the Head of School with clear evidence from this practice research which 

inaugurated a split in the Year Two Programme Leader role. Henceforth this role is now 

undertaken by two people. The primary role of day-to-day management of timetables and 

logistics is the responsibility of one staff member. I developed a secondary role which was 

solely focused on pastoral care and support of learners. This is another significant impact 

on my professional practice that has enabled me to put in place strategies to support and 

enhance learner capability at a school level. 

 

Growing leadership in my professional practice has been an outcome of the DProfPrac 

journey. I have grown in confidence, experience, knowledge and understanding. I am 

cognisant now of the impact of escalating numbers of learners experiencing mental ill-

health at organisational level, national level and beyond and the impact the development of 

the MEET may have: 

• What if the education evaluation tool that can benefit not only the tertiary learners 

at OP but all tertiary learners in New Zealand?  

• What if I could then design a tool that could then be adapted and be useful for any 

business anywhere?  

• What if I could change the culture of the nation through workforce education and 

destigmatise mental ill-health so all New Zealanders feel safe to discuss their 

experiences? What if the education evaluation tool could be useful internationally? 
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2021 

 

The day-to-day impact on my professional practice through undertaking the DProfPrac is  

how I manage the pastoral care and support of learners in my role within the School of 

Nursing. This year I have developed a conversation template to capture discussions I have 

with distressed learners to ensure consistency in my approach and also for accurate record 

keeping. I have come to understand through this doctoral journey the importance of 

consistency and clear process. The reason I developed a template to complete with each 

learner I see is firstly because I see many more learners now than ever before, and I simply 

cannot remember each student’s individual details and concerns. Secondly for consistency 

in information given, I have prompts to make sure I cover all support options with each 

student, this ensures each learner has the same opportunities. I also identify the protective 

factors and supports that the learner has in place currently as I work on a strengths-based 

approach. I also discuss with each learner their early warning signs and triggers so I am 

aware of the options that may suit the learner best (such as less acute clinical placements 

etc.). I then plan in collaboration with the learner, to try to enhance their mental health 

and wellbeing whilst studying. I find collaboration in planning is key with learners, as they 

are more likely to stick with it if it is tailor made with their input. Each conversation is 

followed up with an email to the learner which is copied to their digital file held in the 

Nursing School, outlining our discussion and the plan we have collaborated on. This is so 

we both have a record for the future to refer to in subsequent meetings, and because often 

when I see learners they are distressed, so they do not always remember the advice I have 

given them. This template and all associated information are kept in a locked door in my 

private office in the Nursing School.  All information is shredded at the end of the year 

when they leave Year Two of the BN programme. I have included the template below 

(Figure 21) as a reference. This change in my daily practice has been significant along 

with developing the role dedicated to pastoral care. I can manage my time better; I have 

clear records to refer to and I have a clear and consistent process to follow for each 

learner.  
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Pastoral Care Record 
 
Learner name:  Date:  
Lecturer name:  Time:  
 
Current Concerns 
 
Current Supports/Protective Factors 
 
Early Warning Signs 
 
Triggers 
 
What Currently Works Well? (Timetabling/journaling/routines/meds etc) 
 
Background Information 
Eating: 
Sleeping: 
Exercise: 
Academic Capability: 
Plan: 
 
Cues: 
Counselling/Student health 
Academic Support/Student success 
Audio recording of lectures  
Avoid shift work 
Good sleep hygiene 
Eat well/Sleep well/Exercise 
Stopping/starting/Continuing medications 
Regular check in appts  
Altered pathways/Part time study 

 

Figure 21. Conversation Template for Pastoral Care and Support (Author, 2021). 
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In the last three and a half years I have developed personally and professionally on many 

levels. I have developed as a leader in mental health and wellbeing across the wider 

organisation36 and in the School of Nursing as reflected in my promotion to Principal 

Lecturer and then to Programme Leader. The DProfPrac has expanded my thinking, 

developed, and enhanced my professional practice, impacted my organisation through the 

development of the SDS flowchart and the development of the MHWAG. I have developed the 

MEET to be integrated and implemented by OP as a pilot in 2021 to improve the mental 

health support of learners and staff. I have disseminated knowledge of the Supporting 

Distressed Students Flowchart internationally, and I have submitted an abstract to the 

International Congress of Nurses which is the biggest annual global conference for nurses37, 

along with an abstract submission to NNEC prominent Australasian conference in 2021. I 

have the confidence in my knowledge and expertise to deliver presentations on the 

international stage, something which I would not have done prior to commencing the 

DProfPrac. I am naturally shy and have little confidence in myself, so for me this is an 

enormous progression in my professional practice. In my Learning Agreement that was 

submitted in 2018, my professional practice learning outcomes were outlined in Figure 22: 

 

 

Figure 22. Professional Practice Learning Outcomes (Author, 2021). 

 

 
36 See Appendix 11. 
37 ICN abstract accepted for oral presentation on 18/05/2021. 
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I have achieved all three of these learning outcomes as evidenced throughout this thesis.  

Who am I now? 

I am a Registered Nurse. I am a teacher. I am a learner.   

I have become a leader. I have become a pioneer. I have become a change agent.  

I think differently. I work differently.  

Now, I am ready. 

 

10.1 Cognitive Post-mortem 

(Shared with permission from my supervisor, Martin Andrew) 

I had previously met with Martin as a potential supervisor, almost three years ago, in 

2018, and I had decided at that time to not bring him onto my supervision team, simply 

because I did not feel as though I was able to “sit at the academic table” with him. I felt as 

though the academic language that flowed freely from Martin was complex and I did not 

always have an understanding of the depth of what he was conveying.  I was concerned as 

a learner I was going to miss important information or get lost in conversation.  Almost 

two years later, after having a conversation with Martin regarding the shaping of my final 

DProfPrac thesis, I found I felt very comfortable in sitting at the academic table with him, 

discussing and defending my work.  I clearly understood what he was talking about and 

realised in that moment how much I had grown and how much I had come to understand in 

relation to “academic language” through this DProfPrac journey in the last two years.  

Upon cognitive reflective post-mortem, I began the DProfPrac journey a different person.  

Different in the way I think, the way I view the world, the way I understand other people, 

communities, and in my understanding of self.  Undertaking this journey has opened my 

eyes to a bigger picture of the organisation within which I work, it has seen me operate at 

leadership level within this organisation. I have developed as a leader in my field, as a 

practitioner, as a professional, as a colleague, and as an individual. I have grown from a 

Senior Lecturer to a Principal Lecturer, from a Principal Lecturer to a Programme Leader 

and from a founding member to the Chair of the MHWAG for Otago Polytechnic. I have a 

greater understanding of policy and strategy, how these come to fruition, and the rigorous 

process involved in the development. I understand what it means not to just come to work 

and do your job well in your department, but to come to work and strive to make a 
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difference to the greater organisation, internal and external community and make change 

that has a positive impact on everyone. I understand what it means to do this through 

passion and understanding at a deep level, not for self-interest or promotion but for 

genuine and authentic reasons. Who am I now?  I am different. I am me, but I am different. 

I have grown in so many ways that I have become a better person because of this journey. I 

have developed self-confidence; I have developed my voice. I am ready to defend my work, 

my position, my people, my community, and my practice. I am ready. 
 

 

 

 

 

 

 

 

 

 

 

 

  



233 | P a g e  

 

 

From Mary38 

 

 

 

 

 
38 This one is real, only her name is not Mary. 
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 POSTSCRIPT 

11.1 Final reflection 

As I sit at my computer looking out the window in rural New Zealand on a lifestyle block, I 

am surrounded by farmland and animals, positioned with panoramic views out to sea, the 

setting is therapeutic. It is September 2021 during the COVID-19 pandemic whilst New 

Zealand is in lockdown, I am about to press send on the computer for my final submission. I 

have had time to reflect over the last few weeks on the doctoral journey. This doctoral work 

has been all consuming for years, and I finally feel the pressure ease. I have had the space and 

time to look back on the mental health of tertiary learners, through the education system 

compounded with a COVID-19 lockdown and what all this means in relation to the work that 

I have done and the contribution I have made. 

Through engagement with this doctoral journey, I have become more critically reflective. I 

now reflect on, and question systems, policies, and strategies. I challenge others’ opinions 

and through reflection I offer my contribution. As my professional practice has progressed 

through this process, reflection has become my holy grail, situating me with evaluating the 

rigorous contribution I am making.  

Collaboration, for example with the Mental Health Accreditation Group, has been key and 

has not only developed my own professional practice it has been instrumental in the ongoing 

development of the MEET. On reflection it has enabled me to practice in a leadership role 

that enhances and develops the practice of others. I have come to realise that the development 

of the MEET through this practice research is the foray into future endeavours, for example, 

implementation, policy development, system change, evaluation of the MEET and potential 

ongoing research opportunities.  

The MEET is timely, in acknowledgment of exacerbating poor mental health of our tertiary 

learners in relation to the COVID-19 pandemic and national lockdown (September 2021).  

I am grateful for the opportunity to make a critical change for tertiary learners. I am now 

ready to lead this change at Otago Polytechnic. I am proud of this work and my contribution, 

and I am excited for what the future now holds.  
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 APPENDIX 

12.1 Appendix 1. Ethics application for primary research project 

  

Application Form 2014 

 
 
 
 

 

 

For assistance with filling out this form, please contact:  
• Your Research Supervisor/Facilitator (Students) OR  
• School Research or Ethics Coordinator (Staff). 

 
Notes: 
• Please ensure your application is written in language that will be understood by a 

layperson with no expert knowledge in your field. 
 

• Please use the Otago Polytechnic Research Guidelines when preparing your 
application. Explanations of terms such as potential harm, underage, vulnerable 
participants, anonymity and confidentiality are provided in the Guidelines.   

 

• Please attach your Participant Information Sheet and Consent Form(s) to your 
application.  

 
• If your research is a replication study or extension of a study for which you already 

have ethical approval, please attach a copy of that application and its approval. 
Complete only those sections of this application that relate to things that are different 
from your previous application.  

 
• If you are undertaking research within the Southern District Health Board (DHB) (or 

any other Health Board), you must apply to and follow the respective District Health 
Board’s Ethics Committee’s processes in the first instance. Please submit relevant 
DHB permission / documentation to Otago Polytechnic Research Ethics Committee 
(at EthicsAdmin@op.ac.nz) 

 
 
Please submit your application to Otago Polytechnic Research Ethics Committee via e-mail 
to EthicsAdmin@op.ac.nz (in a single Word document format or PDF) 

  

Otago Polytechnic  
Research Ethics 

Application Form 
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Lead Researcher / Primary Contact 

Suzie Bartlett 

 

Co-researchers (if applicable) 

N/A 

 

Department / School / College 

School of Nursing 

 

Phone (office & mobile)  

Office:             Mobile:           

 

Email Address 

 

 

Postal Address 

 

 

Title of Project  

Exploring the role of academic resilience in undergraduate nursing students during mental 

health clinical practicum. 

 

Commencement Date  

1st Feb 2018 

 

Completion Date 

1st Feb 2021 

 

Staff   ☒   Student/Learner  ☐ 
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Lay summary of project (300 words).  
Please make this jargon-free so it can be understood by someone not from your discipline. 

What is the project about and what are the benefits of this research? 

The study explores the role of academic resilience in learning. Academic resilience refers 

to a student’s capacity to overcome acute or chronic adversities that are seen as major 

assaults on educational processes (Martin & Marsh, 2015). The context is increasing 

numbers of nursing students struggling while being immersed in the mental health clinical 

environment as part of their nurse training. For this research, mental health is defined as a 

state of wellbeing in which every individual realises his or her own potential, can cope with 

the normal stresses of life, can work productively and fruitfully, and is able to make a 

contribution to his or her community (WHO, 2014). 

I am interested in the nature/character and practice/function of academic resilience within 

nursing students undertaking mental health clinical practice. The levels of academic 

resilience amongst nursing students are particularly diverse. Some students manage 

confronting and challenging situations incredibly well, they have adaptive coping 

strategies and succeed academically despite adversity in their lives.  Whilst other students 

have maladaptive, little or no coping strategies, which results in deterioration of their own 

mental state and inability to succeed academically. 

For some students negotiating, adapting to, or managing the stress or trauma that they 

will experience on their clinical placements can be difficult given there is currently little pre-

clinical environment support. While some of these students have developed strategies for 

managing their stress, some have not.  I recall one case where a student became so 

overwhelmed by the clinical environment she literally dropped to the floor in the hallway of 

a clinical facility. This is not an unusual response. A number of students will require 

pastoral support and/or intervention as a result of clinical placement. In comparison, other 

students appear to cope very well, in fact better than most. These students appear to 

exhibit a natural empathy with the patients in a way that many simply could not do. Why is 

it that some students suffer, and others strive? 

Over the last 7 years, in my role as Course Coordinator of the mental health clinical paper 

for 2nd year Bachelor of Nursing students, my concern has been growing for those 

students who have presented with mental ill-health.  Preparation for clinical practice has 

been minimal for what is an acute, challenging, and complex environment. This is mainly 

due to the way the curriculum is structured.  Currently the Bachelor of Nursing curriculum 

is under review.  This is an opportunity to strengthen the mental health component across 

the BN programme by implementing mental health training into Year 1 of the Bachelor of 
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Nursing programme, (currently there is no mental health training in first year) and 

changing how we deliver the content in Year 2.  By adding a full immersive mental health 

preparation week prior to the students going into clinical placements, instead of the 3 

hours of tutorials they currently have should help support students’ knowledge and 

prepare them for the mental health clinical environment more effectively.  

I am passionate about making a difference in the mental health and wellbeing of students, 

and in turn, the retention & success of students.  

I have started this process by becoming a founding member of the Mental Health Advisory 

Group at Otago Polytechnic, and this group came about due to the concerns of staff 

across the organisation, about the increasing numbers of students presenting with mental 

ill-health. Aligned with being a member of this group, I have developed a resource for all 

OP staff in conjunction with Hayley Laughton (OP Health and Safety Coordinator) on how 

to support distressed students. I have delivered numerous education sessions on this 

resource including a training session at the recent staff development day.  I have also had 

huge support from the SDHB in rolling it out across their organisation also, due to the 

number of students presenting with mental ill-health in clinical practice, off site.  As a 

result, we will now send out the resource to all clinical partners in the pack they receive for 

students under their care whilst in clinical placements.  I have undertaken suicide 

prevention training to enable me to do an intervention for students/staff who present as 

suicidal. I am working towards equipping OP with “suicide first responders” who are 

identifiable by photo on Tuhono (also linked to the student portal) with information about 

what we can offer as far as suicide intervention and training. I have met with Caroline 

Wilson the manager of A-Ok, Andy Westgate, and the mental health advisory group to see 

this happens.  This research project will hopefully support this new journey in making huge 

change for students (and staff) across Otago Polytechnic by having evidence-based 

research from our current learners that can be applied to our future learners in order to 

further support their mental health & wellbeing and prevent compassionate withdrawal 

from courses due to mental ill-health.   

 

Research aim and question/s 
What questions are you asking/addressing and why? 
 
Inquire | Questions: 
1- From a sociological perspective - I want to know how ‘intense/real’ professional 

situations within clinical practice are for student nurses. 
a. Can we identify professional situations where flight/fight behaviours are being 

triggered? And if so, can we also identify these triggers? 
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2- From an educational perspective – what is the impact of situations that engender 
fight/flight situations on professional development / learning?  

a. Are there particular strategies/approaches can be identified as advantageous to 
developing academic resilience? 

 
 

ETHICAL CONCERNS 
In the following section, you must explain clearly and succinctly how you have addressed 

these issues:  

 

Research design  
Please include a brief outline of the methods being used to conduct this research (300 words 

max). 
How will the research be done and what methods will you use? 

 
Resilience is one of the key education foci within mental health nursing. Currently an unpredictable 

and unknown state exists for trainee nurses in the clinical environment. Investigating what is 

happening to students, before and during exposure to mental health facilities would be valuable in 

addressing the issue of why some students’ cope and some students don’t cope in the face of 

adversity whilst studying at tertiary level (academic resilience). Once I have a clearer 

understanding of this, we will have a better idea of how best to embark on programs of support 

and/or academic resilience education. 

I intend to have semi structured interviews “discussions” a. with students and b. with 

clinical preceptors. Through this, I would like to investigate/explore the perspective of 

students and their clinical preceptors related to the core themes that underpin this study- 

mental health & wellbeing, academic resilience, protective and risk factors, stressors (or 

triggers) and education and see if they are congruent. 

Having 2 data sets will provide rich raw data that I can both publish from and learn from in 

terms of providing excellent academic support and teaching /assessing academic 

resilience in students prior to clinical practicum in order to enhance their adaptive coping 

in stressful situations. This new knowledge will benefit not only nursing students but all 

students across the organisation, staff at Otago Polytechnic, clinical colleagues and 

service users in clinical practice also. 

 
This ethics application is for Phase 1 of the research- the discussion with students.  
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Treaty considerations  

Otago Polytechnic researchers have an obligation to consult with Kaitohutohu as part of 

developing their research projects, in order to keep Kai Tahu informed about research at 

Otago Polytechnic and identify research of significance to Māori.  See the Kaitohutohu 

Moodle shell for more information.   

Have you met this obligation? 

 Yes    ☒ 

 Not yet   ☐  When will you do so?  

 

 

Processing of your Ethics Application will not be delayed; however, you must meet this 

obligation before starting your research.  

Participants and recruitment   

How will you approach and invite your participants to take part? Who are they, and what are your 

inclusion/exclusion criteria? 

Participants will be recruited from a 3rd year nursing class within the Bachelor of Nursing 

programme at Otago Polytechnic. I have chosen this group specifically as I don’t teach 

this cohort, therefore there is there no potential coercion to participate, neither do I mark 

any of their assessments, as I don’t work in year 3 of the Bachelor of Nursing programme. 

An overview of the study will be given to the students outside of class time by a colleague 

not involved in the project (a gate keeper). The study overview will be presented after a 

scheduled lecture when the whole Year 3 cohort is together. Students will be given the 

option to leave if they are not interested in the research study. A Moodle message will be 

sent to the Year 3 cohort about the research study presentation prior to this happening so 

they have forewarning and understanding of the presentation.   An invitation to participate 

will then be given to participate in a semi structured interview about their mental health 

clinical experience. Students’ will be informed that participation is voluntary, and they can 

choose to stop participating up until the dialogue has been recorded.  Study information 

sheets and consent forms will be given to the students at this time. A follow up email will 

be sent to all Year 3 students by the School Administrator. If they wish to participate in the 

study an appointment will be made by the School Administrator for the student to meet 

with the researcher to conduct an interview. 
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Vulnerability 

Vulnerability relates to a person’s ability to make decisions freely in their best interests 

(autonomy) and their ability to stop doing anything they do not want to do.   

Vulnerability may relate to a person’s health, age, or situation (e.g., prisoner). It may also 

relate to a person’s connections / relationships within the specific research setting (e.g., 

student, employee, patient, client, peer, etc.). A researcher may also be vulnerable in terms 

of their relationship with participants.  

Please explain any vulnerabilities in your project and describe how these will be managed. 

How are participants and/or researchers potentially vulnerable? What has been put in place to 

protect them? 

 

Semi-structured interviews will be conducted on campus in a private room outside the School of 

Nursing, so other nursing staff and students are not aware of the interview participants to protect 

their privacy.  Participation will be voluntary. The school administrator will act as a “gate keeper” 

and send out a request and appointments as required for the students to participate in interviews 

on my behalf as to avoid coercion and the students feeling vulnerable or they must participate.  

Students will have the opportunity to withdraw from the interview should they change their mind up 

until 1 week after the dialogue has been recorded. This will give the students a “cool down” period 

where they have time to make sure that their decision to participate in the research is the right 

decision for them. If a student has feelings arise from the interview that make them feel vulnerable, 

free counselling through student health and access to the OP chaplain and Te Punaka Owheo will 

be made available for any student who should require it.  The researcher has access to AEP 

should she require supervision post interview.  The interviews will be conducted onsite, so students 

have immediate access to support if required. 

 

Socio-cultural considerations 
In what ways, if relevant, have the socio-cultural perspectives of participants been 

considered?  

 
How have you considered cultural safety and appropriateness? This may be socio-cultural or 

connected with a relevant sub-culture or group for participants and/or the researcher(s). 

 

In some cases, students may wish not to be a part of the study as they do not want their 

lived experience being shared.  This is entirely their choice whether they would like to 

participate or not and there is no disadvantage to them if they choose not to participate. 
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Use of personal information  

Please explain how personal information will be used (for example, will the data be de-

identified or remain confidential? Alternatively, will participants be identifiable from the data 

(with their consent)?)  

 
Explain how data will be stored, who will have access to it, and how and when it will be disposed of. 

 

Interviews will be audio recorded. Otter (mobile app) will be used to transcribe the 

dialogue. Data analysis, thematic coding and word processing will be conducted on the 

researcher’s password protected computer, using N-Vivo.  Printed out data analysis 

results will be stored in a locked filing cabinet.  As required by Otago Polytechnics 

research policy, it will be disposed of via confidential and secure means after 7 years. 

Students/clinical facilities will be de-identified by Capable administration staff not 

associated with the research and a confidentiality agreement will be signed by the staff 

member involved. 

The completed research project will be stored in a locked filing cabinet, with the keys held 

only by the researcher, in the School of Nursing at Otago Polytechnic. 

 

Participant incentives / remuneration or koha 
Please explain any incentives or reimbursements (e.g. for parking/petrol), remuneration (for 

time), or koha (in acknowledgement) you may be providing.  

 
Are you offering any incentive, reimbursement, or koha? If so, could this affect the power 

relationship between the researcher(s) and the participant(s)? 

 

No. Students will be asked if they would like to see a summary of my results. 
 

Potential harm 

Potential harm (including physical, environmental, emotional, or reputational) can occur to 

the participant, the researcher, and/or the host organisation associated with the research.  

Please identify any risk of potential harm and explain how you have addressed this.  Please 

consider, for example, health and safety procedures, debriefing or counselling related to 

distress, personal safety, and institutional safety. 
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What potential harm could occur to the participants / researcher(s) / host organisation as a result of 

this research? How have you addressed these potential harms? 

 

I cannot foresee any harm caused from participating in this project due to the protections I 

offer around anonymity of students and not being involved with these students in a 

teaching or assessing role. 

The 3rd year cohort in its entirety will be approached to participate, therefore not isolating 

students with poor mental health.  Should a student become upset or distressed during 

the interview, I will offer support and de-escalation, followed by offering the student an 

appointment with the chaplain/Student success mental health support. Students will be 

offered access to free counselling and support services through Otago Polytechnic and 

Student Health should they wish to access this. 

Students are free to withdraw up until 1 week post the dialogue being recorded with no 

disadvantage to themselves of any kind. 

 

Relations with other research ethics committees and institutions  

Is approval also required from other bodies such as DHBs and/or organisations? Will participants 

be approached through other organisations? 

 

N/A 

 
Signatures:     Please also print name: 
 
Lead Researcher:   Suzie Bartlett 
 
Academic Mentors:   Jo Kirkwood 
 
      Karole Hogarth, School of Nursing 
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INFORMATION SHEET FOR PARTICIPANTS 
 

Exploring the role of academic resilience of 
undergraduate nursing students during mental health 

clinical practicum. 
 

Hi, my name is Suzie Bartlett, I am a senior lecturer in the School of Nursing, and I am 
studying for my Doctorate in Professional Practice currently.  
I want to thank you for showing an interest in this doctoral research project.  Please read this 
information carefully before deciding whether or not to participate.  If you decide to 
participate, I thank you.  If you decide not to take part, there will be no disadvantage to you 
and I thank you for considering this request. 
 
What is the aim of the project? 
I want to better understand the impact on learning of situations that initiate/trigger the 
fight/flight/freeze response in the clinical mental health environment for undergraduate 
student nurses. I am interested in finding out if there are strategies/approaches that can be 
integrated into education to develop academic resilience in nursing students.   
 
What types of participants are being sought?   
I am seeking third year nursing students from Otago Polytechnic to participate in this study. 
You are receiving this information sheet because you are a 3rd year nursing student at Otago 
Polytechnic and have been present at the research study overview which has been outlined 
in detail. 
 
How will potential participants be identified and accessed? 
All 3rd year nursing students will be approached to participate in this study. The School of 
Nursing has a list of all current year 3 students. The school administrator will send an 
invitation to you on my behalf to attend a semi-structured interview. I am hoping to interview 
a minimum of 20 students, and a maximum of 40 students. The first 20-40 students to 
respond will be interviewed. 
 
What will my participation involve? 
Should you agree to take part in this project you will be asked to: 
Attend a semi-structured interview individually, that will take approximately 20-30 minutes, 
and have an open and honest conversation with the researcher (Suzie Bartlett) related to 
your mental health clinical placement experience. 
 
Please be aware that you can decide not to take part in the project without any 
disadvantage to yourself of any kind. 
 
How will confidentiality and/or anonymity be protected? 
Dialogue is anonymous and no student will be identified by their individual responses to 
questions asked, A transcribing app will be used to record the interview. 
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Dialogue will have any identifying information such as clinical facility name or location etc 
removed prior to data analysis by a capable administrator who has signed a confidentiality 
agreement. 
 
What data or information will be collected and how will it be used? 
Results of this project may be published but any data included will in no way be linked to any 
specific participant without prior consent. 
 
You may request a copy of the results of the project from Suzie Bartlett  
 
Data Storage 
The data collected will be securely stored in such a way that only the researcher will have 
access to it. This will be retained in secure storage for a period of five years, after which it 
will be destroyed (unless agreed otherwise on the consent form). 
 
Can participants change their minds and withdraw from the project? 
You can decline to participate without any disadvantage to yourself of any kind. If you 
choose to participate, you may withdraw from the project up until 1 week after the dialogue in 
the interview has been recorded without giving reasons for your withdrawal. You can also 
withdraw any information that has already been supplied until the stage agreed on the 
consent form. You can also refuse to answer any particular question in the interview. 
 
Support services that may be accessed if required by the student. 
Student Success:(03) 479 3743 
Student Health: (03) 479 6082 
Te Punaka Owheo: tepunakowheo@op.ac.nz 
OPSA: (03) 477 6974 
Emergency Psychiatric Services: (03) 4740999 (ask for EPS) 
Youthline: 0800 376 633 or free text 234 (24/7 help for under 25s) 
Healthline: 0800 611 116 
OUTline: 0800 688 5463 (sexuality or gender identity helpline) 
Need to talk: Free text 1737 (counselling for all ages) 
Rape Crisis: (03) 474 1592 
Urgent Doctors: (03) 474 1592  
 
What if participants have any questions? 
If you have any questions about the project, either now or in the future, please feel free to 
contact  
 
Suzie Bartlett    Jo Kirkwood 
School of Nursing   Capable NZ 
Otago Polytechnic   Otago Polytechnic  
   
 
 

mailto:tepunakowheo@op.ac.nz
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Gate keeper email to be sent to students via School of Nursing 
administrator. 
 
 
Dear Year 3 Bachelor of Nursing student  
 
Thank you for attending the session outlining the doctoral research study “Exploring the role 
of academic resilience in undergraduate nursing students during mental health clinical 
practicum”. 
 
Please find attached the information sheet and consent forms for this research project.  
 
If you wish to be involved in this project by attending an interview to discuss your mental 
health clinical practicum with doctoral student, Suzie Bartlett, please complete the attached 
consent form and return to School of Nursing administration team, or scan and email to 
nursing@op.ac.nz 
 
The administrator will contact you with a time and location to meet with Suzie. 
 
Kind regards 
 
Administration 
School of Nursing 
 
 
 
  

mailto:nursing@op.ac.nz
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12.2 Appendix 2: Ethics application for amended research project 

 

Application Form 2014 

                                                                                                                                                                   
 
 
 

 

 

For assistance with filling out this form, please contact:  
• Your Research Supervisor/Facilitator (Students) OR  
• School Research or Ethics Coordinator (Staff). 

 
Notes: 
• Please ensure your application is written in language that will be understood by a 

layperson with no expert knowledge in your field. 
 

• Please use the Otago Polytechnic Research Guidelines when preparing your 
application. Explanations of terms such as potential harm, underage, vulnerable 
participants, anonymity and confidentiality are provided in the Guidelines.   

 

• Please attach your Participant Information Sheet and Consent Form(s) to your 
application.  

 
• If your research is a replication study or extension of a study for which you already 

have ethical approval, please attach a copy of that application and its approval. 
Complete only those sections of this application that relate to things that are different 
from your previous application.  

 
• If you are undertaking research within the Southern District Health Board (DHB) (or 

any other Health Board), you must apply to and follow the respective District Health 
Board’s Ethics Committee’s processes in the first instance. Please submit relevant 
DHB permission / documentation to Otago Polytechnic Research Ethics Committee 
(at EthicsAdmin@op.ac.nz) 

 
 
 
Please submit your application to Otago Polytechnic Research Ethics Committee via e-mail 
to EthicsAdmin@op.ac.nz (in a single Word document format or PDF) 

 
 
  

Otago Polytechnic  
Research Ethics 

Application Form  
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Lead Researcher / Primary Contact 

Suzie Bartlett 

 

Co-researchers (if applicable) 

N/A 

 

Department / School / College 

School of Nursing 

 

Phone (office & mobile)  

Office:           Mobile:   

 

Email Address 

 

 

Postal Address 

 

 

Title of Project  

Tertiary learner mental health and wellbeing: Development of a national strategy; A new 

way of thinking. 

 

Commencement Date  

1st Feb 2018 

 

Completion Date 

1st Feb 2021 

 

Staff   ☒   Student/Learner  ☐ 
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Lay summary of project (300 words).  
Please make this jargon-free so it can be understood by someone not from your discipline. 

  

What is the project about and what are the benefits of this research? 

The study explores the role of mental health and wellbeing in the tertiary learner 

population. For this research, mental health is defined as a state of wellbeing in which 

every individual realises his or her own potential, can cope with the normal stresses of life, 

can work productively and fruitfully, and is able to contribute to his or her community 

(WHO, 2014). The context of this project is increasing numbers of learners struggling with 

mental ill-health while being immersed in tertiary study.  

I am interested in developing a framework for Otago Polytechnic (called the Mental Health 

Tick) to put mental health and wellbeing of learners at the forefront of our mental health 

strategy. The levels of mental health and wellbeing amongst learners are particularly 

diverse. Some learners manage confronting and challenging situations incredibly well, 

they have adaptive coping strategies and succeed academically despite adversity in their 

lives.  Whilst other learners have maladaptive, little or no coping strategies, which results 

in deterioration of their own mental state and inability to succeed academically. 

For some learners negotiating, adapting to, or managing the stress or trauma that they will 

experience during tertiary study can be difficult given there is currently minimal 

organisational strategy related to mental health and wellbeing. While some of these 

learners have developed strategies for managing their stress, some have not.  A number 

of learners will require pastoral support and/or intervention as a result of tertiary study. In 

comparison, other learners appear to cope very well, in fact better than most. Why is it 

that some learners suffer, and others strive? 

Over the last 7 years, in my role as Course Coordinator of the mental health clinical paper 

for 2nd year Bachelor of Nursing students, my concern has been growing for those 

learners who have presented with mental ill-health.  I am passionate about making a 

difference in the mental health and wellbeing of learners, and in turn, the retention & 

success of learners.  

I have started this process by becoming a founding member of the Mental Health Advisory 

Group at Otago Polytechnic, and this group came about due to the concerns of staff 

across the organisation, about the increasing numbers of learners presenting with mental 

ill-health.  Aligned with being a member of this group, I have developed a resource for all 

OP staff in conjunction with Hayley Laughton (OP Health and Safety Coordinator) on how 

to support distressed learners. I have delivered numerous education sessions on this 
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resource including a training session at this year’s staff development day.  I have also had 

huge support from the SDHB in rolling it out across their organisation also, due to the 

number of learners presenting with mental ill-health in clinical practice, off site.  I have 

undertaken suicide prevention training to enable me to do an intervention for learners/staff 

who present as suicidal. I am working towards equipping OP with “suicide first 

responders” who are identifiable by photo on Tuhono (also linked to the student portal) 

with information about what we can offer as far as suicide intervention and training. I have 

met with Caroline Wilson the manager of A-OKNZ, Andy Westgate, and the Mental Health 

Advisory Group to see this happens.  This research project will hopefully support this new 

journey in making huge change for learners (and staff) across Otago Polytechnic by 

having evidence-based research from our current learners that can be applied to our 

future learners in order to further support their mental health & wellbeing and prevent 

compassionate withdrawal from courses due to mental ill-health.   

 

Research aim and question/s   

What questions are you asking/addressing and why? 

Inquire | Questions: 

1. From an educational perspective – what is the impact of tertiary study on mental health 

and wellbeing of tertiary learners?  Are tertiary institutions alleviating or contributing to 

learner mental ill-health? 

2. Are there particular strategies/approaches that can be identified as advantageous to 

learners in developing academic resilience? 

3. How do we embed mental health and wellbeing into policy/strategy to develop a new 

way of thinking? 

 

ETHICAL CONCERNS 
In the following section, you must explain clearly and succinctly how you have addressed 

these issues:  

 

Research design  
Please include a brief outline of the methods being used to conduct this research (300 words 

max). 
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How will the research be done and what methods will you use? 

 

I intend to have semi structured interviews “discussions” a. with Heads of 

Schools/colleges or appropriate academic colleagues at Otago polytechnic and b.  at 

tertiary institutes nationally. Through this, I would like to investigate/explore the 

perspective of staff, related to the core themes that underpin this study- mental health & 

wellbeing, academic resilience, protective and risk factors, stressors (or triggers) and 

education and see if their experiences with the learner population are congruent. 

c. I also aim to complete a meta-analysis of national and international data on mental 

health and wellbeing in tertiary learners. 

Having 3 data sets will provide rich raw data that I can both publish from and learn from in 

terms of providing excellent academic support and developing a framework to support the 

mental health and wellbeing of learner population at an organisational level, in order to 

enhance their adaptive coping in stressful situations. This new knowledge will benefit all 

learners and staff, across the organisation, employed on and off campus at Otago 

Polytechnic. 

 

Treaty considerations  
Otago Polytechnic researchers have an obligation to consult with Kaitohutohu as part of 

developing their research projects, in order to keep Kai Tahu informed about research at 

Otago Polytechnic and identify research of significance to Māori.  See the Kaitohutohu 

Moodle shell for more information.   

Have you met this obligation? 

 

 Yes    ☒ 

 Not yet    ☐  When will you do so?  

 

 

 

Processing of your Ethics Application will not be delayed; however, you must meet this 

obligation before starting your research.  

Participants and recruitment 
How will you approach and invite your participants to take part? Who are they, and what are your 

inclusion/exclusion criteria? 
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Heads of Schools/Colleges or appropriate academic colleagues at Otago polytechnic will 

be recruited to partake in a semi-structured interview. An overview of the study will be 

given to the participants by the researcher at a Head of School meeting. Arrangement to 

put the study overview on the meeting agenda will be arranged with the appropriate staff 

member. Information about the study will be given to the Heads of School/Colleges or 

appropriate academic colleagues via email prior to the overview being delivered. 

Participants will be given the option to decline if they are not interested in taking part in the 

research study. Participants will be informed that their participation is voluntary, and they 

can choose to stop participating up until 1 week post the dialogue being recorded.  Study 

information sheets and consent forms will be given to the participants after an overview of 

the study has been delivered at the HOS meeting. A follow up email from a gate keeper 

(administration) will be sent to each potential participant following the presentation. Study 

consent forms and participant information will be attached to the email. If staff wish to 

participate in the study an appointment will be made by the School Administrator for the 

participant to meet with the researcher to conduct an interview. 

 

Vulnerability 

Vulnerability relates to a person’s ability to make decisions freely in their best interests 

(autonomy) and their ability to stop doing anything they do not want to do.   

Vulnerability may relate to a person’s health, age, or situation (e.g., prisoner). It may also 

relate to a person’s connections / relationships within the specific research setting (e.g., 

student, employee, patient, client, peer, etc.). A researcher may also be vulnerable in terms 

of their relationship with participants.  

 

Please explain any vulnerabilities in your project and describe how these will be managed. 
How are participants and/or researchers potentially vulnerable? What has been put in place to 

protect them? 

 

Semi-structured interviews will be conducted on campus in a private room outside the School of 

Nursing, so other nursing staff and students are not aware of the interview participants to protect 

their privacy.  Participation will be voluntary. The school administrator will act as a “gate keeper” 

and send out a request and appointments as required for staff to participate in interviews on my 

behalf as to avoid coercion and feeling vulnerable or they must participate.  Participants will have 

the opportunity to withdraw from the interview should they change their mind up until 1 week after 

the dialogue has been recorded. This will give the participant a “cool down” period where they have 

time to make sure that their decision to participate in the research is the right decision for them. If a 

participant has feelings arise from the interview that make them feel vulnerable, free counselling 



253 | P a g e  

through SAP and access to the OP chaplain will be made available for anyone who should require 

it.  The researcher has access to SAP and the OP Chaplain should she require supervision post 

interview.  The interviews will be conducted onsite, so participants have immediate access to 

support if required. 

 

Socio-cultural considerations 
In what ways, if relevant, have the socio-cultural perspectives of participants been 

considered?  
How have you considered cultural safety and appropriateness? This may be socio-cultural or 

connected with a relevant sub-culture or group for participants and/or the researcher(s). 

 

In some cases, HOS/Colleges or other academic staff may wish not to be a 

part of the study. This is entirely their choice whether they would like to 

participate or not and there is no disadvantage to them if they choose not to 

participate. 

 

Use of personal information  

Please explain how personal information will be used (for example, will the data be de-

identified or remain confidential? Alternatively, will participants be identifiable from the data 

(with their consent)?)  
Explain how data will be stored, who will have access to it, and how and when it will be disposed of. 

 

Interviews will be audio recorded and notes may be taken by the researcher. An independent 

source will be used to transcribe the dialogue. Data analysis, thematic coding and word processing 

will be conducted on the researcher’s password protected computer, using N-Vivo.  Printed out 

data analysis results will be stored in a locked filing cabinet.  As required by Otago Polytechnics 

research policy, it will be disposed of via confidential and secure means after 7 years. 

Staff/Students/Schools/Colleges will be de-identified by Capable administration staff not associated 

with the research and a confidentiality agreement will be signed by the staff member involved. 

The completed research project will be stored in a locked filing cabinet, with the keys held only by 

the researcher, in the School of Nursing at Otago Polytechnic. 

 

Participant incentives / remuneration or koha 
Please explain any incentives or reimbursements (e.g. for parking/petrol), remuneration (for 

time), or koha (in acknowledgement) you may be providing.  
Are you offering any incentive, reimbursement, or koha? If so, could this affect the power 

relationship between the researcher(s) and the participant(s)? 

No. Participants will be asked if they would like to see a summary of my results. 
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Potential harm 

Potential harm (including physical, environmental, emotional, or reputational) can occur to 

the participant, the researcher, and/or the host organisation associated with the research.  

Please identify any risk of potential harm and explain how you have addressed this.  Please 

consider, for example, health and safety procedures, debriefing or counselling related to 

distress, personal safety, and institutional safety. 

 

What potential harm could occur to the participants / researcher(s) / host organisation as a result of 

this research? How have you addressed these potential harms? 

 

I cannot foresee any harm caused from participating in this project due to the protections I 

offer around anonymity of information. 

All HOS/Colleges or other appropriate academic staff members will be approached to 

participate, therefore not isolating those with poor mental health.  Should a participant 

become upset or distressed during the interview, I will offer support and de-escalation, 

followed by offering the participant an appointment with the chaplain. Participants will be 

offered access to free counselling and support services through Otago Polytechnic SAP 

should they wish to access this. 

Participants are free to withdraw up until 1 week post the dialogue being recorded with no 

disadvantage to themselves of any kind. 
 

Relations with other research ethics committees and institutions  

Is approval also required from other bodies such as DHBs and/or organisations? Will participants 

be approached through other organisations? 

 

N/A 

 
 
Signatures:      Please also print name: 
 
Lead Researcher:    Suzie Bartlett 
 
Academic Mentors:    Jo Kirkwood 
       Karole Hogarth, School of Nursing 
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Tertiary learner mental health and wellbeing, development of a 
national strategy: a new way of thinking. 

 
INFORMATION SHEET FOR PARTICIPANTS 

 
Hi, my name is Suzie Bartlett, I am a Senior Lecturer in the School of Nursing, and I     am 
currently studying for my Doctorate in Professional Practice through Capable NZ.  
I want to thank you for showing an interest in this doctoral research project.   
 
Please read this information carefully before deciding whether or not to participate.  If you 
decide to participate, I thank you.  If you decide not to take part, there will be no 
disadvantage to you, and I thank you for considering this request. 
 
What is the aim of the project? 
1. From an educational perspective – what is the impact of tertiary study on mental health 

and wellbeing of tertiary learners?  Are tertiary institutions alleviating or contributing to 
learner mental distress? 

2. What are the strategies/approaches that can be identified as advantageous to learners 
in developing academic resilience? 

3. How do we embed mental health and wellbeing into policy/strategy to develop a new 
way of thinking? 

 
What types of participants are being sought?   
I am seeking Head of School/Colleges or appropriate academic colleagues from Otago 
Polytechnic to participate in this study. You are receiving this information sheet because you 
are either a Head of School/College or an appropriate academic colleague at Otago 
Polytechnic and/or have been present at the research study overview at the HOS meeting, 
where the project has been outlined in detail. 
 
How will potential participants be identified and accessed? 
All HOS/Colleges will be approached to participate in this study. Also, academic colleagues 
who are deemed appropriate by their HOS/college to participate in the research will be 
approached. If you wish to be included in this research project, an invitation to attend a semi-
structured interview with the researcher will be sent via email. I am hoping to interview a 
minimum of 15 staff at Otago Polytechnic and 15 staff at tertiary providers nationally. The 
first 30 staff to respond will be interviewed. 
 
What will my participation involve? 
Should you agree to take part in this project you will be asked to: 
 
Attend a semi-structured interview individually, that will take approximately 20 minutes, and 
have an open and honest conversation with the researcher (Suzie Bartlett) related to your 
experience working with students who have presented with mental distress. 
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Please be aware that you can decide not to take part in the project without any 
disadvantage to yourself of any kind. 
 
How will confidentiality and/or anonymity be protected? 
Dialogue is anonymous and no staff member will be identified by their individual responses 
to questions asked. The interview will be recorded, and notes may be taken by the 
researcher. The interview will be transcribed by an independent source.  
 
Dialogue will have any identifying information such as School/College, individual 
names/location etc removed prior to data analysis. 
 
What data or information will be collected and how will it be used? 
Results of this project may be published but any data included will in no way be linked to any 
specific participant without prior consent. 
You may request a copy of the results of the project from Suzie Bartlett 
(Suzie.bartlett@op.ac.nz). 
 
Data Storage 
The data collected will be securely stored in such a way that only the researcher will have 
access to it. This will be retained in secure storage for a period of five years, after which it will 
be destroyed (unless agreed otherwise on the consent form). 
 
Can participants change their minds and withdraw from the project? 
You can decline to participate without any disadvantage to yourself of any kind. If you choose 
to participate, you may withdraw from the project up until 1 week after the dialogue in the 
interview has been recorded without giving reasons for your withdrawal. You can also 
withdraw any information that has already been supplied until the stage agreed on the consent 
form. You can also refuse to answer any particular question in the interview. 
 
Support services that may be accessed if required by Otago Polytechnic staff. 
Staff Assistance Programme  
Otago Polytechnic Chaplain- Steve Downey: (03) 479 3743  
Emergency Psychiatric Services: (03) 4740999 (ask for EPS) 
Youthline: 0800 376 633 or free text 234 (24/7 help for under 25’s) 
Healthline: 0800 611 116 
OUTline: 0800 688 5463 (sexuality or gender identity helpline) 
Need to talk: Free text 1737 (counselling for all ages) 
Urgent Doctors: (03) 474 1592  
 
What if participants have any questions? 
If you have any questions about the project, either now or in the future, please feel free to 
contact  
 
Suzie Bartlett     Jean Ross 
School of Nursing    School of Nursing 
Otago Polytechnic    Otago Polytechnic 
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Dear colleague 

 

 

Thank you for attending the session outlining the doctoral research study “tertiary learner 

mental health and wellbeing, development of a national strategy: a new way of thinking”. 

 

Please find attached the information sheet and consent forms for this research project.  

 

If you wish to be involved in this project by attending an interview to discuss your 

experiences with distressed learners, with doctoral student, Suzie Bartlett, please complete 

the attached consent form and return to School of Nursing administration team, or scan and 

email to nursing@op.ac.nz 

 

The administrator will contact you with a time and location to meet with Suzie. 

 

Kind regards 

 

 

 

Administration   

School of Nursing 

 
 

 

 

  

mailto:nursing@op.ac.nz
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12.3 Appendix 3: Letter of invitation to contribute 

 
 
 

Doctoral Research Project 
 

“Tertiary learner mental health and wellbeing, development of a national strategy: 
a new way of thinking”. 

 
Suzie Bartlett 

 

Dear colleague 

 

My name is Suzie Bartlett, and I am currently a doctoral student at Otago Polytechnic.  I am 

really concerned at the rising number of students presenting with mental distress in the tertiary 

sector and want to understand this more.  My aim is to develop a national strategy to support 

the mental health and wellbeing of our tertiary learners and staff. OP will be the pilot for this 

study “Tertiary learner mental health and wellbeing, development of a national strategy: a new 

way of thinking”. 

 

If you have been asked by your Head of School/College to consider taking part in this research 

project, background information is attached for you. 

 

If you wish to be involved in this project by attending a skype interview to discuss your 

experiences with distressed learners, with doctoral student, Suzie Bartlett, please complete 

the attached consent and demographic forms prior to the interview and scan and email to: 
 

I will contact you with a time and date in order to conduct the Skype interview (approximately 

30 minutes). 

 

Kind regards 

 

 

 

Suzie Bartlett 
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12.4 Appendix 4: Participant information sheet 

 

 
TERTIARY LEARNER MENTAL HEALTH AND WELLBEING, DEVELOPMENT OF A 

NATIONAL STRATEGY: A NEW WAY OF THINKING. 
 
INFORMATION SHEET FOR PARTICIPANTS 
 
Hi, my name is Suzie Bartlett, I am a Senior Lecturer in the School of Nursing and I am 
currently studying for my Doctorate in Professional Practice through Capable NZ. 
I want to thank you for showing an interest in this doctoral research project.  Please read this 
information carefully before deciding whether or not to participate.  If you decide to participate, 
I thank you.  If you decide not to take part there will be no disadvantage to you and I thank 
you for considering this request. 
 
What is the aim of the project? 
1. From an educational perspective – what is the impact of tertiary study on mental health 

and wellbeing of tertiary learners?  Are tertiary institutions alleviating or contributing to 
learner mental distress? 

2. What are the strategies/approaches that can be identified as advantageous to learners in 
developing academic resilience? 

3. How do we embed mental health and wellbeing into policy/strategy to develop a new way 
of thinking? 

 
What types of participants are being sought?   
I am seeking Head of School/Colleges or appropriate academic colleagues from Otago 
Polytechnic to participate in this study. You are receiving this information sheet because you 
are either a Head of School/College or an appropriate academic colleague at Otago 
Polytechnic and/or have been present at the research study overview at the HOS meeting, 
where the project has been outlined in detail. 
 
How will potential participants be identified and accessed? 
All HOS/Colleges will be approached to participate in this study. Also academic colleagues 
who are deemed appropriate by their HOS/college to participate in the research will be 
approached by their HOS/College. If you wish to be included in this research project, an 
invitation to attend a semi-structured interview with the researcher will be sent via email. I am 
hoping to interview a minimum of 15 staff at Otago Polytechnic and 15 staff at tertiary providers 
nationally.  
 
What will my participation involve? 
Should you agree to take part in this project you will be asked to: 
Attend a semi-structured interview individually, that will take approximately 20 minutes, and 
have an open and honest conversation with the researcher (Suzie Bartlett) related to your 
experience working with students who have presented with mental distress. 
 
 
Please be aware that you can decide not to take part in the project without any 
disadvantage to yourself of any kind. 
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How will confidentiality and/or anonymity be protected? 
Dialogue is anonymous and no staff member will be identified by their individual responses to 
questions asked. The interview will be recorded and notes may be taken by the researcher. 
The interview will be transcribed by an independent source.  
Dialogue will have any identifying information such as School/College, individual 
names/location etc removed prior to data analysis. 
 
What data or information will be collected and how will it be used? 
Results of this project may be published but any data included will in no way be linked to any 
specific participant without prior consent. 
You may request a copy of the results of the project from Suzie Bartlett 
 
Data Storage 
The data collected will be securely stored in such a way that only the researcher will have 
access to it. This will be retained in secure storage for a period of five years, after which it will 
be destroyed (unless agreed otherwise on the consent form). 
 
Can participants change their minds and withdraw from the project? 
You can decline to participate without any disadvantage to yourself of any kind. If you choose 
to participate, you may withdraw from the project up until 1 week after the dialogue in the 
interview has been recorded without giving reasons for your withdrawal. You can also 
withdraw any information that has already been supplied until the stage agreed on the consent 
form. You can also refuse to answer any particular question in the interview. 
 
Support services that may be accessed if required by Otago Polytechnic staff. 
Staff Assistance Programme  
Otago Polytechnic Chaplain- Steve Downey 
Emergency Psychiatric Services: (03) 4740999 (ask for EPS) 
Youthline: 0800 376 633 or free text 234 (24/7 help for under 25s) 
Healthline: 0800 611 116 
OUTline: 0800 688 5463 (sexuality or gender identity helpline) 
Need to talk: Free text 1737 (counselling for all ages) 
Urgent Doctors: (03) 474 1592  
 
What if participants have any questions? 
If you have any questions about the project, either now or in the future, please feel free to 
contact  
 
Suzie Bartlett    Jean Ross 
School of Nursing   School of Nursing 
Otago Polytechnic   Otago Polytechnic  
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12.5 Appendix 5: Practice research consent form 

 
 

CONSENT FORM FOR PARTICIPANTS 
 

TERTIARY LEARNER MENTAL HEALTH AND WELLBEING, 
DEVELOPMENT OF A NATIONAL STRATEGY: A NEW WAY OF 

THINKING 
 
I have attended the presentation describing the research study and/or have read the 
Information Sheet concerning this project and understand what it is about.  All my questions 
have been answered to my satisfaction.  I understand that I am free to request further 
information at any stage. 
    
I know that:  
 My participation in the project is entirely voluntary.  
 I am free to withdraw up until 1 week after the dialogue from the semi-structured interview 

has been audio recorded, without giving reasons and without any disadvantage.  
 Recorded dialogue, and any notes taken during the interview will be destroyed at the 

conclusion of the project but that anonymous data on which the results of the project 
depend, will be retained in storage for at least five years. 

 I agree to the information provided in the semi-structured interview being used for the 
purpose of this research.  Your dialogue within the interview will be anonymous; no 
identifying information will be required during this process. 

 
I agree to take part in this project under the conditions set out in the Information Sheet. 
 
.....................................................................................................(signature of participant) 
  
.....................................................................................................(date) 
 
.....................................................................................................(signature of researcher)  
 
 
Please return this consent form to Suzie Bartlett in order for an interview appointment 
to be scheduled.  
 
 

This project has been reviewed and approved by the Otago Polytechnic Research 
Ethics Committee 
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12.6 Appendix 6: Participant demographic form 

Demographic and Professional Profile 
 

Title:  Tertiary learner mental health and wellbeing: development of a national framework 
 

Personal and Professional Information 
 
What is the name of the tertiary institution you are currently employed with? 
 
_________________________________________________________________________________________ 
 
1. Do you identify yourself as  [   ] female    [   ] male     [   ] other gender 
 
2. Which ethnic group or groups do you belong to? 
 [  ] NZ European    
 [  ] Māori 
 [  ] Samoan    
 [  ] Cook Island Māori    
 [  ] Tongan    
 [  ] Niuean    
 [  ] Chinese 
 [  ] Indian   
 [  ] Other such as DUTCH, JAPANESE, TOKELAUAN. Please state:  

2013 Census form 
 

 
3. What is your current role title? 

 

 
4. Is pastoral care of student’s part of your current role? 
 [Yes] [No]  
  
5. Do you teach mental health content within your school/College? 
 [Yes] [No] 
 
6. How long have you been employed in your current role by your tertiary institution? 

 

 
 
7. What percentage of male-female learners do you have enrolled in your School/College? 

Male: Female: 

 
 
8. What percentage of Māori/Pasifika learners do you have enrolled in your School/College? 

 

 
 
9. Do you have distance learners enrolled in courses through your School/College? 

[Yes] [No] 
If yes, how many? 
 

 
 
10.  Do you have international learners enrolled in courses through your school/College?  

[Yes] [No]  
 If yes, how many? 
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12.7 Appendix 7: Ethics approval for primary practice research topic 
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12.8 Appendix 8: Ethics approval for amended project. 
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12.9 Appendix 9: Abstract for ACMHN Conference, 2019 

Abstract ACMHN Conference 2019  

Professional Issues - Workplace Health and Wellbeing 

“Supporting Distressed Learners” 

Bartlett, S., & Laughton, H. Otago Polytechnic. 

 

Introduction/Background 

Academic and Professional members of staff at Otago Polytechnic recognised an 

increasing number of students presenting with mental distress.  This was reported to the 

organisation’s Safety and Wellbeing Committee, resulting in a Mental Health and 

Wellbeing Advisory group being formed. The following priority areas for development 

were identified: 

• Accessing timely, quality mental health and wellbeing support for learners. 

• Building inclusive environments where mental health and wellbeing is 

acknowledged and prioritised. 

• Staff and student develop skills and resources related to wellbeing i.e. resilience 

and support of others including those at risk of suicide. 

Aims 

To enhance the mental health and wellbeing of our learner population at Otago 

Polytechnic, whilst creating a safe, stigma free teaching and learning environment to 

heighten learner academic capability. 

 

Project description 

Development of a workforce resource that: 

• Provides guidance for staff who are dealing with distressed students.  

• Assists staff to recognise if there’s a greater problem, and be able to respond or 

make the appropriate referrals. 

• Advises staff of internal and external student support services. 

Consultancy/feedback occurred over 1 year with key stakeholders and industry 

professionals. 
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Outcomes/significance/policy and practice change 

1. Development of resource “Supporting Distressed Students”. 

2. To see a visible decrease in the number of learners presenting in crisis 

3. Enhance staff knowledge and confidence in the management, communication, and 

triage of distressed learners. 

4. Consistency in the triage of distressed learners 

5. Create positive change in reducing stigma surrounding mental illness in the 

educational environment. 

6. To strengthen collaboration with internal and external partners to better support 

learners.  

7. To amplify the psychological health, wellbeing, and academic resilience of 

learners. 

8. National and international dissemination of new knowledge 

 

Implications for mental health nursing 

4. Enhanced internal and external collaboration, including partners in industry. 

5. Excellence in supporting learners in clinical practicum off campus. 

 

2-3 Learning objectives  

1. Effective collaboration with external stakeholders to enhance the tertiary learning 

and teaching experience. 

2. To challenge thinking that is unsupportive of a stigma free, safe environment where 

compromised mental health is openly and honestly discussed.  

3. Disseminate new knowledge nationally and internationally.   
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12.10 Appendix 10: Abstract for ANEC Conference, 2019 

Abstract ANEC Conference 2019  
Stream: Place 

 
Supporting Distressed Students 

 
Project description 
 
This presentation discusses the development of a workforce resource that: 
• Provides guidance for staff who are dealing with distressed students.  
• Assists staff to recognise if there’s a greater problem, to respond, or make the appropriate 

referrals. 
• Advises staff of internal and external student support services. Consultancy/feedback 

occurred over 1 year with key stakeholders and industry professionals. 
 
Aims of developing the resource: 
 
To enhance the mental health and wellbeing of our learner population, whilst creating a safe, 
stigma free teaching and learning environment to heighten learner academic capability. 
 
Background/context: 
 
In 2017 Academic and Professional members of staff at Otago Polytechnic recognised an 
increasing number of students presenting with mental distress.  This was reported to the 
organisation’s Safety and Wellbeing Committee, resulting in a Mental Health and Wellbeing 
Advisory group being formed. The following priority areas for development were identified: 
• Accessing timely, quality mental health and wellbeing support for learners. 
• Building inclusive environments where mental health and wellbeing is acknowledged and 

prioritised. 
• Staff and student develop skills and resources related to wellbeing i.e., resilience and 

support of others including those at risk of suicide. 
 
Outcomes/significance/policy and practice change 
 
1. Development of resource “Supporting Distressed Students”. 
2. To see a visible decrease in the number of learners presenting in crisis 
3. Enhance staff knowledge and confidence in the management, communication and triage of 

distressed learners. 
4. Consistency in the triage of distressed learners 
5. Create positive change in reducing stigma surrounding mental illness in the educational 

environment. 
6. To strengthen collaboration with internal and external partners to better support learners.  
7. To amplify the psychological health, wellbeing, and academic resilience of learners. 
8. National and international dissemination of new knowledge 
 
Key words: 
 
Mental Health, Safety & Wellbeing, Tertiary Learners, Resource Development. 
 
Format of presentation 
 
MS PowerPoint. 
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12.11 Appendix 11: Supporting letters for the 2019 OP Staff Excellence Awards 
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12.12 Appendix 12: Supporting emails for the MEET 

Kia ora Suzie  
 
Thanks a million for meeting with me today to update on the great work you have been conducting.  
 
As agreed, some thoughts for your presentation to OP ELT.  
 
It would be helpful to share the context as an update of the work you have completed, as the core project work 
of your DCC. It is so great to know also that you see this as a way of effectively sharing and building on the 
investment of the DPP, both in professional and organisational terms.  
 
I recommend that you also ask us for to endorse the work and agree / suggest next steps in terms of how we 
communicate and implement.  
 
It is also worthwhile noting the timing – as in we may look to retire the Wellbeing framework as we shift into 
a new Strategy Directions 2021-2023. This would enable you to leverage feedback from the WES pulse check 
which will be finalised for September, so messaging could be aligned, and you would be able to clearly 
indicate which aspects of the tick respond to feedback from staff on the ground.  
 
Suggestion a champion (you) and ideas for revenue generation are both excellent ways of creating a future 
focus and loop for us, and super important in terms of being able to continue to grow our reach into local 
community and collaborate with stakeholders 
 
Lynn can help to agree a time to present (Monday mornings).  
 
I know ELT will be thrilled to hear of such wonderful progress, and we will be keen to support the growth and 
consolidation of this project.  
 
 
Kā mihi,  
 
Oonagh 
 
 
Oonagh McGirr  
Deputy Chief Executive, Learning and Teaching Services 
 
Otago Polytechnic | Te Kura Matatini ki Otago 
Private Bag 1910 | Dunedin | New Zealand 9054 | 03 972 7602 | Email: oonagh.mcgirr@op.ac.nz  
 

 
 
 

 

  

mailto:oonagh.mcgirr@op.ac.nz
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Kia ora Suzie  
 
Many thanks for meeting with me last week to discuss progressing this valuable work. 
 
Obviously, your priority now is to complete you final assessment in June and then for us to look at how we 
can integrate this valuable post-doc work into our Sustainability workstream, which is a core strategic focus 
for the Polytechnic as we move into the era of Te Pūkenga.  
 
Key to this will be how we align, implement and close out on our three identified strands for Sustainability – 
Personal (Health and Wellbeing), Pedagogic (Programmes and products) and Environmental. There is a 
logical place for your work.  
 
We have collected and collated the various initiatives into a group focus and we are now working with staff 
across OP to streamline activity, map it against the OP Strategic Plan and report against these objectives to 
the OP Ltd Board, and in the first instance to our ELT lead, Megan Gibbons CEO.  
 
In terms of next steps:-  
 
1. As agreed, we will add you to our Sustainability Steering Group Teams page and invite you to our 

next meeting to present on your work thus far. This will enable us to think about how we align the 
work for the future.  

 
2. I suggested to you that you apply for additional research leave, which is now available to you as a 

staff member studying for a higher degree (implemented for 2021, which is why you may not have 
known about this). Leoni will share the relevant documentation with you and can let you know what 
you need to do.  

 
3. Once you have completed you DPP, we can look at professional development leave, and how we 

might plan for using this to initiate a pilot of the Mental Health Tick. This provides an opportunity 
for you to continue with this work and for us to benefit from the significant time and resource which 
has been committed to this work.  

 
4. We can then prepare a work plan and discuss with your HoS.  

 
 
How does this sound to you, Suzie?  
 
Oonagh  
 
 
Oonagh McGirr  
Deputy Chief Executive, Learning and Teaching Services 
 
Otago Polytechnic | Te Kura Matatini ki Otago 
Private Bag 1910 | Dunedin | New Zealand 9054 | 03 972 7602 | Email: oonagh.mcgirr@op.ac.nz  
 

 
 
 

 

 

mailto:oonagh.mcgirr@op.ac.nz
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12.13 Appendix 13: Evidence of Promotion  

September 23, 2019 
 
Tēnā koe – To Whom It May Concern, 
 
I would like to provide a letter of support for Suzie Bartlett in her application for promotion to Principle 
Lecturer. I do this mostly in my capacity as the Chair of Otago Polytechnic’s Mental Health and Wellbeing 
Advisory Group, of which Suzie is a founding member. She has been one of the key advocates for the 
establishment of this group, co-presenting it as a concept to the Executive Leadership Group and Tier 1-3 
leaders at the Leadership Council in 2017. 
 
Suzie was the project lead on the creation of the “Supporting Distressed Learners Flowchart” staff resource, 
which she presented on (and which was well received) at our Staff Development day last year. She was also a 
key contributor to the development of a draft Mental Health and Wellbeing Strategy for the Polytechnic and 
was one of many staff who attended the planning retreat for this Strategy in January this year. 
 
Through my interactions with Suzie and my professional observations of her, she is passionate about what she 
does and obviously committed to the wellbeing of our staff and learners. This is reflected by her vast 
contribution to the development of this Strategy and her quest for continual development through higher study, 
and attendance and presentations at numerous conferences and professional leadership fora. 
 
Given Suzie’s contribution to the leadership of Otago Polytechnic’s strategic response to mental health and 
wellbeing, and her service to the School of Nursing, the wider institution and broader health community, I am 
very much in support of Suzie’s application for promotion to Principal Lecturer. Coupled with these examples 
of leadership and service, I’m also aware that she is currently studying towards her doctorate, which positions 
her well for this level of promotion. 
 
I commend Suzie on her achievements to date, and for her drive and vision for enhancing mental health and 
wellbeing at Otago Polytechnic; I wish her well in her application. I look forward to hearing of her promotion 
to Principal Lecturer in due course. 
 
Nāku noa, nā 
 
 
Brayden Murray  
Director, Learner Services 
Otago Polytechnic 
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12.14 Appendix 14: COREQ checklist 

Consolidated Criteria for Reporting Qualitative Research (COREQ) checklist 
Section/Topic Item 

No. 

Checklist Item Section 

number: 

Domain 1: Research team and reflexivity 

Personal characteristics 

Interviewer/facilitator 1 Which author(s) conducted the interview or focus 

group?   

6.8.9 

Credentials 2 What were the researcher’s credentials?  1.8 

Occupation 3 What was their occupation at the time of the study? 1.8 

Gender 4 Was the researcher male or female?  n/a 
Experience and training 5 What experience or training did the researcher have?  

Relationship with participants?   

1.8 

6.8.3 

Relationship with participants 

Relationship established 6 Was a relationship established prior to study 

commencement? 

6.8.2 

Participant knowledge of 

the interviewer 

7 What did the participants know about the researcher? 

e.g. personal goals, reasons for doing the research.  

6.8.2 

Interviewer 

Characteristics 

8 What characteristics were reported about the 

interviewer/facilitator? e.g. bias, assumptions, reasons 

and interests in the research topic.  

6.8.2 

Domain 2: Study design 
Theoretical framework 

Methodological 
orientation and 
Theory 

9 What methodological orientation was stated to 

underpin the study? e.g. Grounded theory, discourse 

analysis, ethnography.  

6.7.2 

Participant selection 

Sampling 10 How were participants selected?  6.8.2 

Method of approach 11 How were participants approached?   6.8.2 

Sample Size 12 How many participants were in the study? 6.8.6 

Non-participation 13 How many people refused to participate or dropped 

out? Reasons?  

6.8.6 

Setting of data collection 14 Where was the data collected? Home, clinic, 

workplace?  

6.8.9 

Presence of non-

participants 

15 Was anyone else present besides the participants and 

the researcher?  
6.8.6 

Description of sample 16 What are the important characteristics of the sample? 

Demographic data, date?  

6.8.4 
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Data collection 
Interview Guide  17 Were questions, prompts, guides provided by the 

authors? Was it pilot tested? 

6.8.8 

Repeat interviews 18 Were repeat interviews carried out? If yes, how many?  6.8.6 

Audio/visual recording 19 Did the researcher use audio or visual recording to 

collect the data?  

6.8.11 

Field Notes  20 Were field notes made during and/or after the interview 

or focus group? 

6.8.10 

Duration 21 What was the duration of the interviews or focus 

group? 

6.8.6 

Data saturation 22 Was data saturation discussed? 7.2 

Transcripts returned 23 Were transcripts returned to participants for comment 

and/or correction?   

6.8.12 

Domain 3: Analysis and findings 
Data analysis 

Number of data coders 24 How many data coders coded the data? 
 

6.8.12 

Description of the coding 

tree 

25 Did authors provide a description of the coding tree?  7.5, 7.6 and 7.7 

Derivation of themes 26 Were themes identified in advance or derived from the 

data?   

6.8.12 

Software 27 What software, if applicable was used to manage the 

data?  

6.8.12 

Participant checking 28 Did participants provide feedback on the findings? 7.4 

Reporting 
Quotations presented 29 Were participant quotations presented to illustrate the 

themes/findings? Was each quotation identified? E.g. 

participant number?  

7.5 

 

Data and findings 

consistent 

30 Was there consistency between the data presented and 

the findings? 

7.4 

Clarity of major themes 31 Were major themes clearly presented in the findings? 7.5, 7.6 and 7.7 

Clarity of minor themes 32 Is there a description of diverse cases or discussion of 

minor themes? 

7.9 

 

Retrieved from: 

http://cdn.neoscriber.org/cdn/serve/82/8c/828c7a94a29a9997933e189c59d2849ebb6ef88c/coreq.doc 

http://cdn.neoscriber.org/cdn/serve/82/8c/828c7a94a29a9997933e189c59d2849ebb6ef88c/coreq.doc
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12.15 Appendix 15: The University of Auckland - Supporting Distressed Students  
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From Supporting Distressed Students, by the University of Auckland, 2016, Auckland, NZ: 
The University of Auckland. Copyright 2016 by the University of Auckland. Reprinted with 
permission. 
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12.16 Appendix 16: The MEET first draft. 

LEVEL CRITERIA EVALUATION 
(Select one) 

• Not met  
• Partially met  
• Met in full 

 

EVIDENCE 
(Verification) 

NEXT STEPS 
(monitoring) 

Lead – Support – Govern 

Lead by example – Support our people and our community through policy, strategy and process to enhance mental health and wellbeing and 

optimise staff capability. 

 
Level 1  

 Is mental health and wellbeing of staff and learners 
reflected in the organisations mission statement 
/philosophy/vision and core values as a priority? 

 Is mental health and wellbeing of staff and learners 
specifically mentioned in policies or procedure 
documents?  

 Does executive leadership delegate tasks in relation 
to maintaining good mental health & wellbeing of 
staff and learners? 

 Is there a mental health and wellbeing council or 
sub-committee at governance or senior 
management level or does the brief of any other 
committee include mental health and wellbeing? 

 Are there any mental health and wellbeing 
measures or indicators that are reviewed and 
reported on by this committee? 
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 Is Mental health and wellbeing a line item in Board 
or senior management reporting? 

 Is the physical environment safe for mental health 
support, e.g., is there privacy/cultural 
safety/anonymity? 

 Is there a clear and visible code of conduct in 
relation to mental health and wellbeing of staff and 
learners within the organisation, including stigma 
reduction? 

 Does the organisation have processes and resources 
in place for staff and learners who suffer from 
mental ill-health? 

 Is mental health and wellbeing a topic that is raised 
in recruitment interviews or noted on application 
forms? 

 Is after hours support for distressed learners 
available and appropriately resourced? 

 Is there a clear framework/process and follow up 
strategy to support staff in the management of 
distressed learners, traumatic/seminal events? 
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Engage-Respond-Advocate-Refer 

Staff and learner engagement, delivery of effective and appropriate pastoral care whilst maintaining professional boundaries and provide timely 

referrals to enhance best possible health outcomes. 

 
Level 1  

 Does the organisation have a culturally safe space 
for staff and learners who wish to clear their mind 
(i.e., whakawātea), or simply 'be' for a time? 

 Are online training/support options available for 
staff and learners to support their own mental health 
and well-being? 

 Does the organisation promote effective mental 
health and wellbeing self-management strategies 
and have supporting resources available?  

 Does the organisation encourage and support staff 
and learners to set up mental health and wellbeing 
networks internally and/or to link with external 
ones? 

 Has the organisation appointed visible ‘MH and 
wellbeing champions’ at all levels of the 
organisation, including in each school/college to 
engage, respond, refer and advocate? 

 Does the organisation encourage staff and learners 
to mark occasions of relevance to mental health and 
wellbeing such as mental health awareness week? 

 Do ELT members or senior staff ever attend any 
such events? 

 Do distance and international learners have support 
in place to optimise their mental health and 
wellbeing 
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External Partnerships and Engagement 

The organisation publicly reflects and promotes commitment to positive mental health and wellbeing of our people and an understanding of 

mental ill health in a stigma free environment. 

 
Level 1  

 Does the organisation website or any publicity 
material specifically mention mental health and 
wellbeing anywhere? (e.g., under its “About Us” 
“Mission Statement” or “Values” section) 

1. Is there centralised information for staff on external 
providers of mental health support available? 

2. Does the organisation use positive imagery that 
reflects mental health and wellbeing, promotes 
positive messages, challenges stigmatisation, and 
shows community participation?  

3. Does the organisation publicly demonstrate 
engagement with the mental health Tick process? 

4. Does the organisation have substantive partnerships 
with a diverse range of external 
providers/practitioners available to meet diverse 
mental health needs, including Māori MH 
practitioners)?  

5. Does the organisation publicly support any mental 
health and wellbeing events or organisations? (e.g. 
participation in any community events)  
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Workforce Education 

Effective and appropriate training in mental health and mental ill-health is mandatory for all staff, to raise awareness and bring about individual 

and organisational culture change and develop and enhance staff capability. 

 
Level 1  

 How is training offered to capture all levels and 
aspects of the organisation? 

 Has leadership addressed training needs of staff and 
learners in relation to mental health and well-being? 

 Is mental health, resilience and wellbeing training 
routinely included in orientation or induction 
training? 

 Is mental health training routinely included in 
training for leadership development? 

 Has the organisation collected and graphed data 
and/or completed research studies on mental health 
and wellbeing of staff and learners?  

 Is mental health, resilience and suicide awareness 
training offered as a separate and specific training 
to all staff?  

 How is attendance, completion and impact of 
mental health and wellbeing training monitored? 

 Do the leaders of the organisation receive mental 
health first aid, resilience and/or suicide awareness 
training? 
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Evaluation and Monitoring 

Identified personnel are responsible for the ongoing evaluation, monitoring, progression and expansion of the Mental Health Tick to have a 

positive impact on our community.   

 
Level 1  

 Are incidents of harassment or discrimination 
against staff and/or learners in relation to mental ill-
health monitored and causes addressed? (e.g., 
bullying, inappropriate comments or jokes)  

 Does your organisation regularly carry out internal 
surveys that measure employee and learner 
perceptions of stigmatistion and mental health 
culture at work? 

 Is the topic of mental health and wellbeing an item 
that can be raised in exit interviews to help 
determine factors affecting staff retention? 

 Are there clear feedback structures in place for 
issues relating to grievance, and conflict resolution?  

 Have an internal and external monitor(s) been 
identified to monitor, evaluate, and augment the 
Mental Health Tick criteria in an ongoing and 
cyclical nature. 
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