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Before you read this

This is an Easy Read summary of a
report written by the Chief
Ombudsman.

Some of the information in this
document may upset people when they
are reading it.

This information is not meant to scare
anyone.

This document will give people
information about some changes being
made to make things better.
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If you are worried after reading this
document you can talk about it with:
• your family / friends

• your support workers.

If you are still worried you can also talk
to someone at the Office of the
Ombudsman.

The contact details for the Office of the
Ombudsman are:

Phone: 0800 802 602

Email:
info@ombudsman.parliament.nz

2

What you will find in here
Page number:

What is the Office of the
Ombudsman?......................................4

What the investigation looked at……...6

What the investigation found……...…10

What has changed so far?.................15

What will happen next?......................16

Where to find more information...…...23

3

What is the Office of the Ombudsman?

The Office of the Ombudsman looks into
complaints about government services.

The Chief Ombudsman is Peter Boshier.

There are lots of people who work with
him at the Office of the Ombudsman.

The Chief Ombudsman can ask the
people who work with him to:
•

look at complaints

•

do investigations

•

check up on places like the
services where people with
learning disability live.
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An investigation means looking
closely at something to find out what
has been happening.

The Chief Ombudsman has written a
report called Off the Record.

This document is an Easy Read
summary of the full report.

You can find the full report on the
Office of the Ombudsman website:
www.ombudsman.parliament.nz
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What the investigation looked at

The Chief Ombudsman said this
investigation is important.

The investigation looked at the
information the Ministry of Health had
kept about people with learning
disabilities in residential support
services who died.

Residential support services include:
• support in a place that is like a home
• services for older people that have
people under 65 years old with
learning disability living in them.
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Residential support services also
include:
• support services where children and
young people with learning disability
live away from their families /
whānau
• secure residential services.

Secure residential services are
locked residential services where
people cannot leave.

The Ministry of Health pays these
residential support services to run
these services.

It is the job of the Ministry of Health to
make sure that these services are
running well.
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Information

The Ministry of Health should keep
records when people who live in the
services die.

The investigation looked into the
deaths of people who had died in
residential support services in:
• Auckland
• Wellington
• Canterbury.

The investigation looked at the
information about the deaths of
1 hundred and 8 people who died in
residential support services.
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The people had died between:
• 1 January 2016
and
• 30 June 2018.

The investigation took a closer look at
41 of these deaths as part of the
investigation.
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What the investigation found

The investigation found that there was:

Information

?
?

• information missing about people
who had died in residential support
services
• not enough information about people
who had died in residential support
services

• not enough information about what

?

the residential support services
should report when a person die.
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The investigation found that the
Ministry of Health needed to:
Information

• find out more information about how
the people died
• share more information about the
people who died
• use the information to improve
services.
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?

The deaths of some people with
learning disabilities in residential
support services were sudden or
unexpected.

Sudden is when something happens
quickly.

Unexpected is when something
happens that:
• is not planned for
• you did not think would happen.

?
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The investigation found that the
Ministry of Health did not ask the
Coroner what information they had
about a persons death.

A Coroner is like a judge who looks
into sudden or unexpected deaths.

A Coroner will find out:
• when the person died
• where the person died
• how the person died
• why the person died.

A Coroner will also find out if there was
anything that could have been done in
a different way to stop the person from
dying.
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In most cases the only information that
the Ministry of Health had about any
deaths was from the Death
Notification Form.

The Death Notification Form is a form
that the residential support service fills in.

The form lets the Ministry of Health
know that someone has died in
residential support services.

The investigation found the Death
Notification Form did not:
• ask for enough information about the
deaths of people in residential
support services
• tell the Ministry of Health when it
needed to look more closely into the
death of a person in residential
support services.
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What has changed so far?

In July 2019 the disability services
group at the Ministry of Health put in
place a Standard Operating
Procedure for reporting of people who
die in residential support services.

Standard Operating Procedure is a
set of steps that everyone has to follow.

The Chief Ombudsman said these
changes were a good start.
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What will happen next?

In his report Office the Record the
Chief Ombudsman made
10 recommendations.

There is information about these
recommendations on pages 17 to 22
of this Easy Read document.

The Office of the Ombudsman has
asked the Ministry of Health to tell them
about how they are doing with putting
in place the recommendations.

The report is due by the end of
September 2020.
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The 10 recommendations that the
Chief Ombudsman has made are that
the Ministry of Health look at:

1. making sure information from the
Coroner is part of the information
collected about people who die in
residential support services

2. the new Standard Operating
Procedure to make sure it is giving
them all the information they need
when a person dies in residential
support services

3. the Death Notification Form to
make sure it has all the information
needed when a person dies in
residential support services.
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The Chief Ombudsman also
recommended the Ministry of Health
look at:

4. the information of 20 people who
died in residential support services
between:
• 1 July 2019
and
• 31 December 2019.

This is to make sure that the new
Standard Operating Procedure is
being used the way it should by:
• residential support services
• Ministry of Health.

This is also to check they are is
getting the information that is
needed.
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The Chief Ombudsman also
recommended the Ministry of Health:

5.

set up ways of checking how well
their disability services group is
looking into the deaths of people
with learning disabilities in
residential care.

6.

make a plan so that residential
service providers and the Ministry
of Health know:
• what needs to be looked into
when people die in residential
support services
• what information the Ministry of
Health needs from residential
support services
• how to share information about
the things they have learnt to
make things better.
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The Chief Ombudsman also
recommended the Ministry of Health:

7.

work with the Health Quality and
Safety Commission to look at
ways of making residential support
services better.

The Health Quality and Safety
Commission gives advice to the
Minister of Health.

They give the Minister advice
about how health and disability
services can be made better.
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The Chief Ombudsman also
recommended the Ministry of Health:

8.

work out ways of:
• looking more closely at that
the deaths of people with
learning disabilities in residential
support services
• learning about what can be
done better.

9.

look at ways the information about
deaths in residential care is kept
at the Ministry of Health.
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The Chief Ombudsman also
recommended the Ministry of Health:

10. look at ways of making sure
senior leaders at the Ministry of
Health know about what is needed
when someone with a disability
dies in residential support
services.

Senior leaders are people who
are in charge of the running of
services.
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Where to find more information

You can find out more about the
Off the Record report from
Office of the Ombudsman.

Website:
www.ombudsman.parliament.nz

Phone:
0800 802 602

Email:
info@ombudsman.parliament.nz
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This information has been
translated into Easy Read by the
Make It Easy service of People First
New Zealand Inc. Ngā Tāngata
Tuatahi.

The ideas in this document are not
the ideas of People First New
Zealand Ngā Tāngata Tuatahi.

Make It Easy uses images from:
• Changepeople.org
• Photosymbols.com
• Sam Corliss
• Steve Bolton

All images used in this Easy Read
document are subject to copyright
rules and cannot be used without
permission.
24

