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Executive Summary 

Background 
In 2007, the Ombudsmen were designated one of the National Preventive Mechanisms (NPMs) 
under the Crimes of Torture Act 1989 (COTA), with responsibility for examining and monitoring 
the conditions and treatment of service users1 detained in secure units within New Zealand 
hospitals. 

Between 19 and 22 November 2019, three Inspectors2 — whom I have authorised to carry out 
visits to places of detention under COTA on my behalf — made an unannounced inspection of 
Waiatarau Mental Health Inpatient Unit (the Unit), which is located in the grounds of 
Waitakere Hospital Campus, Auckland. 

Summary of findings 
My findings are: 

• There was no evidence that any service user had been subject to torture or other 
degrading treatment or punishment. However, I found evidence that some service users 
were subject to cruel or inhuman treatment due to long-term inappropriate placement in 
the Intensive Care Unit. 

• Service users felt safe on the Unit. 

• The Service had adopted the Safewards approach,3 which was well embedded on the 
Unit. 

• Induction and admission processes were comprehensive, with multi-disciplinary input. 

• Files contained the necessary paperwork to detain and treat service users on the Unit. 

• The use of seclusion and restraint was low.  

• District Inspector contact details were displayed on the Unit. 

• Accommodation was generally clean and tidy.  

• Service users had their own bedrooms, which they could lock. 

                                                      
1  A person who uses mental health and addiction services. This term is often used interchangeably with 

consumer and/or tāngata whai ora. See Mental Health Foundation. 
2  When the term Inspectors is used, this refers to the inspection team comprising of a Senior Inspector, 

Inspector and Specialist Advisor. 
3  Safewards is a model of care, developed in the United Kingdom, designed to reduce conflict (aggression, rule 

breaking) and containment (coerced medications, restraint and seclusion) in acute adult mental health 
inpatient units. For a more comprehensive description of the Safewards model, go to the Safewards website 
at: http://www.safewards.net/  

http://www.safewards.net/
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• Service users had free access to the courtyards and fresh air throughout the day. 

• A range of activities and programmes were available on the Unit. 

• The Service had recruited staff to provide activities and programmes for evenings and 
weekends. 

• Service users had access to primary health care services. 

• Staff were complimentary about the Unit’s leadership team. Leadership on the Unit was 
visible and staff felt supported.  

The issues that needed addressing are: 

• The long-term inappropriate placement of service users with high and complex needs 
and/or intellectual disabilities on the Unit. 

• The long-term inappropriate placement of a service user in the Intensive Care Unit 
amounted to cruel or inhuman treatment and a breach of Article 16 of the United 
Nations Convention against Torture and Other Cruel, Inhuman or Degrading Treatment 
or Punishment (‘Convention against Torture’).4 

• Service users with high and complex needs and/or intellectual disabilities were subject to 
restrictive management plans. 

• Window blinds in the seclusion room were not operational. 

• Service users in seclusion were provided with a cardboard receptacle in which to urinate 
or defecate. Inspectors noted the receptacle was visible from the seclusion door window 
and the observation room, which posed a serious risk to service users’ privacy and 
dignity.  

• Service users in seclusion were unable to maintain orientation to date and time. 

• The Door Locking: Egress of Adult Inpatient Unit Doors Policy was out-of-date. 

• Leave restrictions were placed on voluntary service users. 

• Some staff lacked understanding of what constituted ‘environmental restraint’, and were 
not recording when environmental restraint was applied. 

• The complaints process, as well as complaint forms, were not displayed on the Unit or 
readily accessible to service users or their whānau. 

• Consent to Treatment forms were not completed. 

                                                      
4 UN Convention against Torture, Article 16(1): “Each State Party shall undertake to prevent in any territory 

under its jurisdiction other acts of cruel, inhuman or degrading treatment or punishment which do not amount 
to torture as defined in article I, when such acts are committed by or at the instigation of or with the consent or 
acquiescence of a public official or other person acting in an official capacity. In particular, the obligations 
contained in articles 10, 11, 12 and 13 shall apply with the substitution for references to torture of references 
to other forms of cruel, inhuman or degrading treatment or punishment.” 
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• Service users did not attend Multi-Disciplinary Team (MDT) meetings and were not 
routinely provided feedback of the outcomes. 

• Some soft furnishings and carpets were damaged and worn. 

• Courtyards and communal areas required maintenance. 

• Bathroom facilities were in a poor state of repair. 

• Food service from the main hospital was poor. 

• There was no dedicated family/whānau liaison on the Unit to provide consistent 
information and support to whānau. 

• Cultural support and provision was limited on the Unit. 
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Recommendations 

I recommend that: 
1. The DHB continues to work with external agencies to minimise the need for service 

users with high and complex needs and/or intellectual disabilities to be 
accommodated on the Unit if no longer acutely unwell. 

2. Service users are not kept in the ICU for prolonged periods of time, unless clinically 
appropriate. 

3. Service users are not managed in an excessively restrictive manner. 

4. The window blinds in the seclusion room be made operational.  

5. Measures are taken to ensure that service users in seclusion cannot be viewed when 
urinating or defecating. 

6. A permanent fixture be installed to allow service users in seclusion to orientate to 
day and time. 

7. The DHB’s Door Locking: Egress of Adult Inpatient Unit Doors Policy be reviewed, and 
updated. 

8. Leave restrictions are not placed on voluntary service users. 

9. Staff receive training on ‘environmental restraint’ and its use is accurately recorded in 
the restraint register. 

10. The complaints process, including complaint forms, is well advertised and accessible 
to service users on the Unit, and their whānau. 

11. Service user consent to treatment forms be completed. 

12. Service users are invited to attend their MDT meetings, where appropriate. 

13. Damaged furniture and worn carpets should be replaced. This is a repeat 
recommendation. 

14. Maintenance issues are attended to (with particular attention to bathroom facilities). 

15. The quality of the meal service is improved. 

16. The Service allocate dedicated resources to family/ whānau liaison. 

17. Integrated cultural support and provision be made available to service users on the 
Unit. 

 

Follow up inspections will be made at future dates to monitor implementation of my 
recommendations. 
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Feedback meeting 
On completion of the inspection, my Inspectors met with representatives of the Unit’s 
leadership team, to outline their initial observations.  
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Facility Facts 

Waiatarau Mental Health Inpatient Unit 
Waiatarau Mental Health Inpatient Unit (the Unit) is a 32-bed acute adult inpatient unit, 
providing assessment, treatment and stabilisation of service users experiencing acute mental 
health issues, who are unable to be cared for safely in a community environment.5  

Service users receive acute mental health services provided by Waitematā District Health 
Board’s (DHB’s) Adult Mental Health Services (The Service). 

The Unit is a locked facility with separation for male and female service users. The Unit consists 
of two wings, Pukeko and Takahe; each with 12 beds, and the Intensive Care Unit (ICU), which 
has eight intensive care beds.6 The Unit is located in the grounds of Waitakere Hospital 
Campus, Auckland. 

Admission to the Unit is by referral from the Emergency Care Centre or a Community Mental 
Health Team.7 Service users can be admitted to the Unit either as a voluntary service user or 
under the Mental Health (Compulsory Assessment and Treatment) Act 1992 (MHA). 

Region 
North Shore, Rodney and Waitakere 

District Health Board 
Waitematā District Health Board 

Operating capacity 
32 (plus one seclusion room) 

Last inspection 
Unannounced inspection – February 2016 

Unannounced inspection – September 2012 

                                                      
5  www.healthpoint.co.nz 
6  There is no male/female separation in the ICU. 
7  Adult Mental Health Services, Waitematā District Health Board. Adult Mental Health Services information 

pamphlet. 

http://www.healthpoint.co.nz/
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The Inspection 
Three Inspectors conducted the inspection of the Unit between 19 and 22 November 2019. On 
the first day of the inspection, there were 31 service users on the Unit, comprising 13 females 
and 18 males. The average length of stay for the preceding six months was 45 days. 

Inspection methodology 
At the beginning of the inspection, Inspectors met with the Associate Charge Nurse Manager 
(ACNM), before being shown around the Unit. 

Inspectors requested the following information during and after the inspection: 

• a list of service users and the legislative reference under which they were being detained 
(at the time of the inspection); 

• the seclusion and restraint data from 1 May to 31 October 2019, and the seclusion and 
restraint policies; 

• any meetings/reports relating to restraint, seclusion minimisation, and adverse events; 

• records of staff mandatory training, including Safe Practice Effective Communication 
training (SPEC);8  

• service user absent without leave (AWOL) events from 1 May to 31 October 2019; 

• details of all sentinel events9 from 1 May to 31 October 2019; 

• complaints received from 1 May to 31 October 2019, a sample of responses and 
associated timeframes, and a copy of the complaints policy; 

• copy of minutes of service user group meetings from 1 May to 31 October 2019; 

• activities programme; 

• information provided to service users and their whānau on admission; 

• incident reports relating to medication errors from 1 May to 31 October 2019; 

• staff sickness and retention data for the previous three years; 

• staff vacancies at time of inspection (role and number); and 

                                                      
8  SPEC training was designed to support staff working within inpatient mental health units to reduce the 

incidence of restraints. SPEC training has a strong emphasis on prevention and therapeutic communication 
skills and strategies, alongside the provision of training in safe, and pain free personal restraint techniques. 
https://www.tepou.co.nz/initiatives/towards-restraint-free-mental-health-practice/149 

9  Sentinel events are unanticipated events in the healthcare setting which have resulted in serious harm to 
service users. 

https://www.tepou.co.nz/initiatives/towards-restraint-free-mental-health-practice/149
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• data on staff, categorised by profession. 

Inspection focus 
The following areas were examined to determine whether there had been torture or other 
cruel, inhuman or degrading treatment or punishment, or any other issues impacting adversely 
on service users.10 

Treatment 
• Torture or other cruel, inhuman or degrading treatment or punishment 

• Seclusion 

• Seclusion policies and events 

• Restraint 

• Environmental restraint 

• Restraint training for staff 

• Electro-convulsive therapy (ECT) 

• Sensory modulation 

• Service users’ and whānau views on treatment 

Protective measures 
• Complaints process 

• Records 

Material conditions 
• Accommodation and sanitary conditions 

• Food 

Activities and programmes 
• Outdoor exercise and leisure activities 

• Programmes  

• Cultural and spiritual support 

                                                      
10  My inspection methodology is informed by the Association for the Prevention of Torture’s Practical Guide to 

Monitoring Places of Detention (2004) Geneva, available at www.apt.ch. 

http://www.apt.ch/
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Communications 
• Access to visitors  

• Access to external communications 

Health care  
• Primary health care services 

Staff 
• Staffing levels and staff retention 

Evidence 
In addition to the documentary evidence provided at the time of the inspection, Inspectors 
spoke with a number of managers, staff, service users, and whānau.11 

Inspectors also reviewed service user records, were provided additional documents upon 
request by the staff, and observed the facilities and conditions.  

Recommendations from previous report 
Inspectors also followed up on six recommendations, following an inspection to the Unit in 
2016,12 which were: 

a. The practice of arbitrarily detaining clients should cease immediately. 

b. The seclusion register and restraint register should be fully maintained and 
accurately reported on. A quality assurance framework should be applied to the 
completion of all paperwork.  

c. As part of the sectioning process, the Unit records and reports on the 
family/whānau consultation process.  

d. Contact details for District Inspectors should be available next to the client 
telephone(s). 

e. Damaged furniture and worn carpets should be replaced. 

f. All clients should have access to at least one hour in the fresh air daily. This should 
be recorded accordingly.  

The Unit’s adoption, or not, of these prior recommendations is referred to in the relevant 
sections of this report. 

                                                      
11  For a list of people spoken with by the Inspectors, see Appendix 1. 
12  Office of the Ombudsman report on an unannounced inspection to Waiatarau Mental Health Inpatient Unit 

under the Crimes of Torture Act 1989, February 2016. 
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Treatment 

Torture or other cruel, inhuman or degrading treatment or punishment 

Long-term service users 
There was no evidence that any service user had been subject to torture or other degrading 
treatment or punishment. However, I found evidence of cruel or inhuman treatment. 

At the time of inspection, there were five service users who had been on the Unit for over six 
months. One service user (Service User A) had been on the Unit for 621 days13 and was being 
nursed in the Intensive Care Unit (ICU) with no approved leave. Another service user (Service 
User B) had been on the Unit for 344 days14 and was on a strict management plan. 

My Inspectors were informed that these long-term service users had high and complex needs 
(HCN)15 and/or an intellectual disability (ID) and were unable to be discharged due to a lack of 
available supported accommodation in the Auckland region. 

The Service was actively seeking placement for these service users and documentation 
provided showed that weekly Locality Coordination Service (LCS) meetings were occurring with 
local service providers16 to find supported accommodation. Referrals had been sent to the 
Needs Assessment Coordination Service (NASC)17 in the Auckland region, as well as to Forensic 
Mental Health Services (FMHS). However, lack of suitable housing as well as strict entry criteria 
with local service providers meant that these service users continued to be detained in an 
inappropriate facility. 

Due to extended periods on the Unit, the mental and physical wellbeing of these service users 
had deteriorated. This was evidenced from interviews with staff, discussions with service users 
and their whānau, and by reviewing clinical notes and meeting records. One long-term service 

                                                      
13  As at 19 November 2019. 
14  Ibid. 
15  ‘People with “high and complex needs” are a small and unique group of people with disabilities at the high end 

of the support needs spectrum. This group of disabled people includes those with multiple disabilities such as 
sensory disabilities, physical disabilities, severe intellectual disability, and serious and ongoing medical 
conditions. These individuals require support with self-care and basic activities of daily living. They tend to also 
have behaviours that require a very high level of support.’ Te Pou o Te Whakaaro Nui (2013). Valuing and 
supported disabled people and their family/whānau. Te Pou o Te Whakaaro Nui. 

16  Non-governmental organisations (NGOs) funded by the Ministry of Health to provide disability supports and 
residential services in the community. 

17  NASCs are organisations contracted by the Ministry of Health to work with disabled people and their family, 
whānau, aiga, or carers, to: identify their strengths and support needs, outline what disability support services 
are available, and determine their eligibility for Ministry-funded support services. NASCs allocate Ministry-
funded disability support services and help with accessing other supports. These services are then delivered by 
their respective service providers. www.health.govt.nz/your-health/services-and-support/disability-
services/getting-support-disability/needs-assessment-and-service-coordination-services  

https://www.health.govt.nz/your-health/services-and-support/disability-services/getting-support-disability/needs-assessment-and-service-coordination-services
https://www.health.govt.nz/your-health/services-and-support/disability-services/getting-support-disability/needs-assessment-and-service-coordination-services


Office of the Ombudsman | Tari o te Kaitiaki Mana Tangata 
 

 
 

 OPCAT Report: Mental Health | Page 11 

user was displaying new behavioural issues as a result of their prolonged inappropriate 
placement on the Unit. Staff also advised that the long-term service users’ often unsettled and 
challenging behaviour had an adverse impact on the wellbeing of others on the Unit. 

The purpose of an acute mental health inpatient unit is to provide rehabilitation and 
reintegration for service users experiencing an acute mental illness. According to staff, these 
service users were no longer acutely unwell and had not been for a number of months.18 These 
service users were instead being contained and managed.  

Inspectors observed staff interacting with the five service users in an engaging, respectful and 
caring manner. However, staff expressed distress and a sense of powerlessness at the situation 
of long-term service users and their inappropriate and extended placement on the Unit. 

Service users with HCN and/or ID require ongoing specialist support and the attention of staff 
with the necessary experience and expertise to allow service users’ independence, quality of 
life and autonomy over their living environment. 

I consider that the Unit is not suitable for long-term accommodation for service users with HCN 
and/or ID, who no longer require care in an acute inpatient setting. 

It is concerning to see that this issue has not been addressed. I will continue to raise my 
concerns regarding the inappropriate extended placement of service users with HCN and/or ID 
in mental health services. 

Restrictive management of long-term service users 
Some service users, such as Service User A and Service User B, were being nursed on a 
restrictive management plan with no approved leave. Staff and management acknowledged 
that this was due to their more difficult behaviours and lack of staff resource to effectively 
support these service users. 

Service User A 
Service User A, who was admitted in March 2018, was being managed in the ICU at the time of 
inspection. Service User A had no approved unescorted leave, was unable to attend daily 
programmes on the Unit, and had limited access to phone calls. Service User A was also unable 
to take their weekly one hour escorted leave on the hospital grounds as there were not 
enough same-sex Care Support Workers (CSWs) available to provide supervision.19 

Service User A’s daily living was limited to spending time in their bedroom, watching television 
and occasionally participating in group activities in the communal area of the ICU. 

                                                      
18  Inspectors attended a Multi-Disciplinary Team (MDT) meeting where staff repeatedly raised that the long-term 

service users on the Unit were no longer acutely unwell. All staff were actively involved in these discussions.  
19  Service User A had to be accompanied by two same-sex CSWs when taking escorted leave. 
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Service User A was moved to the ICU in July 2019 due to an incident on the Unit and ‘…risk of 
aggression/ violence towards staff/ service users when agitated’20. Service User A was awaiting 
a court hearing and a referral had been sent to the FMHS.21 

On reviewing Service User A’s clinical notes, there was no clear evidence that the service user 
was still presenting a ‘risk of aggression/ violence’. It was evident to my Inspectors, through 
clinical notes and interviews with staff, that residing in the ICU had become detrimental to 
Service User A’s wellbeing. Service User A’s clinical notes demonstrated an ongoing and 
escalating sense of hopelessness, frustration and anger from being contained in the ICU for an 
extended period. 

ICUs are designed to provide intensive mental health care for service users experiencing acute 
distress, agitation, or challenging behaviour, which is unable to be safely achieved in a more 
open unit environment. Individuals’ length of stay in the ICU is preferably short, allowing 
transition to a more open environment once the service user’s mental state and associated 
risks have stabilised. 

The ICU should not be used as long-term accommodation for those difficult to manage (or 
difficult to place) service users. It is my view that the long-term accommodation of Service User 
A in the ICU amounts to cruel or inhuman treatment under Article 16 of the Convention against 
Torture. 

Service User B 
Service User B, admitted in December 2018, had not been discharged due to ‘…poor coping 
and vulnerability of harm from others’22. Service User B was being nursed on a strict daily 
management plan.23 The plan specified that Service User B had restricted access to their 
bedroom during the day, except for one hour in the afternoon, received only one change of 
clothing, and was to be supervised when doing laundry. Service User B did not have any 
approved leave from the Unit due to the assessed high risk of absconding. 

While other service users had free access to their bedrooms throughout the day, staff advised 
that Service User B was not permitted to access their room due to significant cleanliness and 
self-care issues. Given their more complex needs and behaviours, Service User B required high 
levels of support and resources in basic tasks of daily living. 

However, due to limited staff resource and specialist expertise to provide individualised 
support, Service User B spent most of the time alone on the Unit listening to music and pacing 
corridors. 

                                                      
20  Service User A’s clinical notes. 
21  A forensic referral was sent in August 2019. 
22  Service User B’s clinical notes. 
23  This was documented in their file, displayed in the nurse’s station, and in their room. 
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I have serious concerns that service users, such as Service User B, are being cared for in an 
excessively restrictive manner, due to their inappropriate placement in an acute inpatient 
setting. 

Seclusion 

Seclusion facilities 
The Unit had one dedicated seclusion24 room and a quiet room, both located in the ICU. 

Access to the seclusion room was through the High Care Area. The High Care Area was light 
and spacious, with bathroom and shower facilities, and was adjacent to the nurse’s station. 
The High Care Area and quiet room were used to assist in the gradual reintegration of service 
users from seclusion back to the Unit. Staff advised that service users in the ICU often utilised 
the High Care Area as a ‘quiet space’. 

 

 

 

Figure 1: High Care Area  Figure 2: Seclusion room 

The seclusion room was stark and did not have any natural light as the window blinds were 
closed and not operational. There was adequate ventilation in the room, however, there were 
no en-suite facilities, with service users having to use a cardboard receptacle to urinate or 
defecate. The bed was a mattress on the floor.  

Inspectors noted that service users in seclusion urinating or defecating would be visible from 
the seclusion door window and the observation room. While observation of service users in 
seclusion is responsible, observation of service users urinating or defecating can and should be 
avoided. 

                                                      
24  Seclusion is defined as: ‘Where a person is placed alone in a room or area, at any time and for any duration, 

from which they cannot freely exit’. New Zealand Standards. Health and Disability Services (Restraint 
Minimisation and Safe Practice) Standards. Ministry of Health. 2008. 
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The ability to view service users in seclusion urinating or defecating poses a serious risk to their 
privacy and dignity. Any such viewing would likely amount degrading treatment and a breach 
of Article 16 of the Convention against Torture. 

There was also no ability for service users in the seclusion room to maintain orientation to time 
or date. I consider that a more permanent fixture is required in the High Care Area to ensure 
service users’ ability to orientate to day and time. 

Service users in the High Care Area were able to access fresh air through a separate internal 
courtyard. The ICU also had an internal courtyard. Both courtyards were small, unkempt and 
austere. 

No service users were in seclusion at the time of the inspection. 

 

 

 

Figure 3: Courtyard – High Care Area  Figure 4: Quiet room – High Care Area 

Seclusion policies and events 
The DHB provided Inspectors with the Seclusion Procedures and Guidelines – Specialty Mental 
Health & Addictions (dated May 2018). The procedure had a review period of 36 months. 

Data provided by the Service indicated that, in the six months from 1 May to 31 October 2019, 
there were four incidents of seclusion involving four service users. In my previous report, data 
provided for the 12 months between January 2015 and January 2016 showed 28 seclusion 
events involving 13 service users.  

I am pleased to see this reduction in the use of seclusion. 
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Table 1: Seclusion events 1 May – 31 October 201925 

Month Events Service user 
numbers 

Hours Average hours 

May 2 2 22.23 11.11 

June 0 0 0 0 

July 1 1 24.5 24.5 

August 0 0 0 0 

September 1 1 0.91 0.91 

October 0 0 0 0 

Total: 4 4 47.64  12.17 
 

Restraint 
Inspectors were provided with the DHB’s Restraint Minimisation – Adult and Auckland Regional 
Forensic Mental Health Services document (dated May 2018). The procedure had a review 
period of 36 months. 

Data provided by the Service showed that 21 service users, 11 male and 10 female, were 
subjected to 26 restraint events between 1 May and 31 October 2019. All restraint events were 
recorded as personal restraint.26 

Inspectors also identified the use of environmental restraint27 on the Unit, however this was 
not recorded (see page 17). 

In my 2016 report, there were discrepancies between the Unit register and electronic register 
for recording restraint. Comparable data from June 2015 to December 2015 showed an 
average of 70 incidents of personal restraint. While the comparative data is not conclusive, I 
am pleased to see an apparent reduction in the use of restraint. 

                                                      
25  Data as provided by the Service. 
26  Personal restraint is when a service provider(s) uses their own body to limit a service user’s normal freedom of 

movement. New Zealand Standards. Health and Disability Services (Restraint Minimisation and Safe Practice) 
Standards. Ministry of Health. 2008. 

27  Environmental restraint is where a service provider(s) intentionally restricts a service users’ normal access to 
their environment, for example where a service users’ normal access to their environment is intentionally 
restricted by locking devices on doors or by having their normal means of independent mobility (such as 
wheelchair) denied. Health and Disability Services (Restraint Minimisation and Safe Practice) Standards. 
Ministry of Health. 2008. 
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I am also pleased to see that, following my recommendation in 2016, both the restraint and 
seclusion registers were up-to-date and accurately reported on. 

Table 2: Restraint data (exclusive of seclusion data) 1 May – 31 October 201928 

 May June July August September October 

Total restraint 
events 

6 4 6 1 7 2 

Total service users 
restrained 

4 3 6 1 5 2 

Personal restraint 6 4 6 1 7 2 

Number of males 
restrained 

3 1 2 0 3 2 

Number of 
females 
restrained 

1 2 4 1 2 0 

Youngest person 
restrained (years) 

24 21 20 37 24 21 

Oldest person 
restrained (years) 

56 39 56 37 50 24 

Shortest restraint 
episode (minutes) 

1  1 1 2 1 2 

Longest restraint 
episode (minutes) 

15 10 15 2 30 7 

Average restraint 
episode (minutes) 

7 4.5 6.3 2 10.42 4.5 

Number of 
restraint episodes 
resulting in 
seclusion 

2 0 0 0 1 0 

                                                      
28  Data as provided by the Service. 
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Environmental restraint 

Environmental restraint of voluntary service users 
Inspectors were provided with a copy of the DHB’s Door Locking: Egress of Adult Inpatient Unit 
Doors Policy (the Door Locking Policy) (dated August 2015). The procedure had a review period 
of 24 months and was out-of-date at the time of the inspection. 

At the time of inspection, the doors leading into and out of the Unit were locked. 

Information was available to visitors at the Unit’s main entrance, detailing the entry and exit 
process. The induction information pack for service users also covered the process for leaving 
the Unit — for those allowed to do so. However, the pack did not explicitly state that voluntary 
service users had the right to leave when they wish to.  

The Door Locking Policy stated that, as part of voluntary service users’ treatment, an agreed 
leave process may be utilised. Inspectors reviewed clinical notes and noted that, despite the 
policy, leave restrictions were in place for voluntary service users.29 

The Door Locking Policy also included several caveats on voluntary service users’ right to leave 
the Unit. For example, voluntary service users had a right to leave the Unit ‘unless specified as 
part of their treatment plan’. Where staff have concerns about suitability for leave, the Door 
Locking Policy provided that consideration should be given to the use of some other authority 
to detain the person. 

I consider that, due to the lack of information for voluntary service users and the caveats in the 
Door Locking Policy, the risk of arbitrary and unlawful detention of voluntary service users 
remains, as highlighted in my 2016 report. 

The right not to be arbitrarily detained is focussed on the protection of human dignity, 
autonomy and liberty.30 I am concerned that the risk to these rights, as identified in my 2016 
report, has still not been addressed by the Unit. 

Environmental restraint in the High Care Area 
Inspectors were also informed that, on occasion, service users located in the High Care Area 
could be prevented from returning to the ICU. The door connecting the ICU and the High Care 
Area had an automatic function, whereby staff or service users could press a button for egress. 
On occasion, if a service user in the ICU was presenting challenging or volatile behaviour, staff 
would guide the service user to the High Care Area. 

Staff advised that they would, on occasion, place a covering over the exit button or place a 
staff member at the door to prevent the service user from entering the ICU. 

                                                      
29  At the time of inspection, one voluntary service user had two approved ‘Brief Unescorted Leave’ (BUEL) of 

fifteen minutes per nursing shift. 
30  R v Briggs [2009] NZCA 244 at [85] per Arnold J. 
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Staff did not record this as environmental restraint (door locking) and some appeared to be 
unaware of the terminology. 

Standards New Zealand31 requires that the service provider must demonstrate that: 

(d) the use of locking devices on doors does not restrict the normal freedom of 
movement of service users for whom restraint is not intended. 

In such circumstances, if a service user is prevented from entering the Unit, by whatever 
means, I consider this ‘environmental restraint’ and should be recorded as such. 

Restraint training for staff 
All Unit staff were up-to-date with Safe Practice Effective Communication (SPEC) training, with 
the exception of four staff for whom the training had been rescheduled to early 2020. 

SPEC refresher training was taking place at the time of inspection. 

Electro-convulsive therapy 
There were no service users undergoing Electro-convulsive therapy (ECT)32 on the Unit at the 
time of the inspection. 

Sensory modulation 
The Unit had a Sensory Modulation Room33 that was comfortable and well equipped. Service 
users were provided with a Sensory Pack34 on admission and staff recorded a list of sensory 
preferences on service users’ clinical notes. 

Some furnishings in the Sensory Modulation Room were showing signs of wear and tear. The 
massage chairs, in particular, were in need of repair. 

The Sensory Modulation Room was locked and service users had to locate staff to facilitate and 
supervise their access to the room. Staff advised that supervision was required in order to 
safely monitor the use of equipment, such as weighted blankets. The Occupational Therapist 
(OT) would accompany service users in the room for individualised sessions. Staff were 
recording when service users accessed the Sensory Modulation Room on their clinical notes.  

                                                      
31  Health and Disability Services (Restraint Minimisation and Safe Practice) Standards. NZS 8134.2. Wellington. 

2008. 
32  Electroconvulsive therapy is used mainly in the treatment of severe depressive episodes. It involves the 

passage of an electric current across the head of a person to produce a convulsion. 
https://www.health.govt.nz/publication/electroconvulsive-therapy-ect 

33  ‘Sensory modulation uses a range of tools to help individuals get the right amount of sensory input. In mental 
health settings, sensory modulation can be used to assist distressed service users to regain a sense of calm’. Te 
Pou o te Whakaaro Nui (2011). Sensory modulation in inpatient mental health: A summary of the evidence. 
Auckland. Te Pou o Te Whakaaro Nui. 

34  Sensory packs included: ear plugs, lavender spray, herbal tea, lollies, and breathing and relaxation exercises. 

https://www.health.govt.nz/publication/electroconvulsive-therapy-ect
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Figure 5: Sensory Pack  Figure 6: Sensory Modulation Room 

Service users’ and whānau views on treatment 
Service users and whānau said they felt safe on the Unit. Service users spoken with generally 
reported they felt staff treated them with respect and felt they could approach staff if they had 
any concerns. Inspectors observed positive interactions between service users and staff. 

Staff and management advised that the Unit had recently adopted the ‘Safewards’ approach35, 
a model of care designed to make units safer and more peaceful environments for staff and 
service users by reducing conflict and containment. My Inspectors were pleased to see this 
model embedded across the Unit with interventions such as ‘Mutual Expectations’, ‘Mutual 
Help Huis’ and comprehensive and supported induction processes. 

Common concerns among service users was a lack of information regarding their legal status 
and medication, access to the gym, provision of towels and cleaning materials, and general 
cleanliness of the Unit. 

Inspectors reviewed feedback from the weekly ‘Mutual Help Huis’,36 which was facilitated by 
the OT and Consumer Advisor. Service users appeared to be actively involved and previous 
meeting minutes indicate a broad range of topics discussed, including choice of meals, 
questions regarding leave and community mental health services, and the establishment of 
new therapeutic groups and activities. The Unit also facilitated monthly forums with the Health 
and Disability Advocate to discuss service users’ rights. 

Inspectors spoke with whānau, who had generally positive feedback of the Unit and Unit staff. 
Whānau said it was easy to visit the Unit and there were private spaces in which to conduct 
visits. However, some whānau commented that they did not have a good understanding of the 
MHA process and did not feel they were provided with adequate information or support. The 

                                                      
35  See http://www.safewards.net/ 
36  Based on the Safewards model, Mutual Help Huis are voluntary Unit meetings that allow service users and 

staff to establish peer relationships to help and assist positive interactions, expectations and support service 
users to shape their behaviour and progress them towards discharge. Source: http://www.safewards.net/  

http://www.safewards.net/
http://www.safewards.net/
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Unit did not have a dedicated resource for family/whānau liaison, which resulted in 
inconsistencies in levels of family support provided. This will be discussed further in Activities 
and Programmes section of this report (see page 27). 

Recommendations – treatment 

I recommend that: 
1. The DHB continues to work with external agencies to minimise the need for service 

users with high and complex needs and/or intellectual disabilities to be 
accommodated on the Unit if no longer acutely unwell. 

2. Service users are not kept in the ICU for prolonged periods of time, unless clinically 
appropriate. 

3. Service users are not managed in an excessively restrictive manner. 

4. The window blinds in the seclusion room be made operational. 

5. Measures are taken to ensure that service users in seclusion cannot be viewed when 
urinating or defecating. 

6. A permanent fixture be installed to allow service users in seclusion to orientate to 
day and time. 

7. The DHB’s Door Locking: Egress of Adult Inpatient Unit Doors Policy be reviewed, and 
updated. 

8. Leave restrictions are not placed on voluntary service users. 

9. Staff receive training on ‘environmental restraint’ and its use is accurately recorded in 
the restraint register. 

 

Waiatarau Comments 
The DHB accepted recommendations 1, 4, 6, 7, and 9. 

The DHB partially accepted recommendation 8. 

The DHB rejected recommendations 2, 3, and 5. 

Recommendation 2 response:  

This recommendation relies on the finding that Service User A had been in ICU for 
an extended period of time as they were difficult to manage or difficult to place. We 
do not accept this finding as this particular service user had been unable to be 
transferred from ICU due to the risk to themselves, other service users and staff 
members and as they were unable to be safely managed in a more open 
environment. 
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Ombudsman response:  

I acknowledge your response that Service User A had been in the ICU for clinical reasons. 
However, documentation provided to my Inspectors did not clearly demonstrate any ongoing 
risk assessments documenting a need for continued containment in the ICU. Neither did 
documentation include transition plans in place on how to effectively manage and reduce 
Service User A’s time spent in the ICU. 

Recommendation 3 response:  

The service would agree with the recommendation that service users should not be 
managed in an excessively restrictive manner. However, without further 
information, the service does not accept the finding that service users are being 
managed in an excessively restrictive manner. 

Ombudsman response:  

[As noted in the report] my Inspectors identified a number of service users on the Unit who 
were being managed in an excessively restrictive manner, [including one service user being 
unable to access their room during the day]. Documentation provided to my Inspectors did not 
clearly indicate any risk assessments or transition plans in place on how to effectively manage 
and reduce such restrictive measures. 

Recommendation 5 response:  

Seclusion is used as a last resort when there is evidence of imminent risk of harm to 
the service user. All service users in seclusion are required to be on constant 
observations to assist in monitoring their risk and identifying the earliest time at 
which seclusion can be terminated. This means that it is not possible to screen off 
any area within the seclusion room.  

However, Waiatarau has very low levels of seclusion use, attempts are made to 
minimise the length of time spent in seclusion and it is terminated as soon as it is 
deemed safe to do so.  

Ombudsman response:  

I am encouraged to note that the Unit did not have high levels of seclusion at the time of the 
inspection. I also agree that service users should be brought out of seclusion as soon as 
possible. However, I do not consider that these factors justify the observation of service users 
in seclusion while urinating or defecating, or that the need for constant observation for risk 
management extends to a routine need to observe service users whilst urinating and 
defecating. 

I have consistently been of the view that the observation of people in detention urinating or 
defecating constitutes degrading treatment. The only exception would be where, in a 
particular case, it was clinically necessary to do so. In my view, that is likely to be rare.  

I note that the average period of seclusion from 1 May to 31 October 2019 was approximately 
12 hours. It is reasonable to assume that, in a 12 hour period (or less), a service user will either 
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need to urinate or defecate, or will force themselves to wait until they are released from 
seclusion. Either way, I would consider it to constitute degrading treatment. That service users 
are required to use a cardboard receptacle for urinating or defecating exacerbates the 
degrading nature of the treatment. 

There should be practical ways of undertaking observations without unreasonably 
compromising the privacy and dignity of service users. My Inspectors have observed several 
facilities where service users have access to an en-suite, or where other measures are taken to 
ensure service users’ privacy and dignity when secluded. I do not accept that the Unit cannot 
do the same. 

Recommendation 8 response: 

Signage is in place asking all service users to approach their nurse should they wish 
to leave the unit. Nurses will facilitate leave where ever possible but are required to 
evaluate the mental status of all service users prior to taking leave, in order to 
assess risk. This is in alignment with the safety and risk assessment policy.  

Ombudsman response: 

I acknowledge your response. Any concerns about the safety of a voluntary service user taking 
leave should be dealt with by seeking legislative authority to detain the person. Failure to do is 
likely to render the service user’s continued stay in the facility arbitrary and unlawful 
detention. 

 

Protective measures 

Complaints process 
A copy of the DHB’s Complaints Management Policy (dated November 2019) was provided to 
Inspectors. The policy had a review period of 36 months. 

District Inspector (DI) contact details and posters for the Health and Disability Commissioner’s 
‘Code of Rights’ were well displayed on the Unit. Information on the role and functions of the 
DI was also available on the Unit and in service users’ induction packs. 

There was no information available about the complaints process on the Unit. Complaint forms 
were not available on the Unit. While complaint forms and information were available in 
service users’ induction packs, neither staff nor service users my Inspectors spoke with were 
aware of the complaints process. 

The Unit had received eight complaints between 1 May and 30 October 2019. The majority of 
complaints were in regards to lack of information or communication provided to service users’ 
whānau. This included communication around discharge planning and continuity of care. 
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Inspectors reviewed a sample of complaints, which were responded to comprehensively and 
within timeframes. The responses were courteous in tone, individualised and addressed the 
issues raised. 

The Unit provided an informal feedback process for service users, accessible via a ‘suggestion 
box’, located in the main communal area. This process was facilitated by the Consumer Advisor 
and allowed service users to provide suggestions for improvement, highlight issues of concern 
and make general comments. Inspectors observed the process to be well utilised on the Unit 
and outcomes were fed back to service users in the weekly ‘Mutual Help Huis’. 

Records 
Of the 31 service users on the Unit on the first day of the Inspection, 29 were detained under 
the MHA and the other two service users had voluntary status.37 All 29 files contained the 
necessary paperwork to detain and treat the service users. 

Service user files contained up-to-date copies of the legislative provision under which they 
were being detained. However, some service users reported that they were not provided with 
copies of their MHA paperwork and treatment plans. 

Signed Consent to Treatment forms were not found on files for service users subject to a 
compulsory treatment order.38 My Inspectors were also unable to locate records of consent to 
treatment for the two voluntary service users on the Unit at the time of inspection. 

I acknowledge that service users admitted to the Unit may often be too unwell to engage with 
the consent to treatment process. However, an approach with a consent to treatment form 
should be made when a service user is more settled. Service users’ inability to accept or reject 
treatment should be detailed in their files.  

Inspectors attended the Unit’s weekly Multi-Disciplinary Team (MDT) meeting. The MDT was 
well attended by Unit staff and community mental health services. Discussion was professional 
and constructive. A clinical meeting attendance record was completed at each meeting and 
retained on service users’ files. 

However, there was no evidence that service users were invited to attend their weekly MDT 
meetings. Inspectors also did not see any evidence that service users or their whānau were 
routinely or proactively provided with feedback about the outcome of the MDT. 

                                                      
37  A voluntary service user (sometimes called an 'informal patient') is someone who has been admitted as an 

inpatient to a psychiatric ward but is not detained under the MHA. This means that the service user has agreed 
to have treatment and has the right to suspend or stop that treatment. The service user has the right to leave 
the facility at any time. 

38  Despite a compulsory treatment order, section 59 of MHA requires clinicians to make efforts to obtain service 
users’ consent to treatment wherever possible. See Guidelines to the Mental Health (Compulsory Assessment 
and Treatment) Act 1992. Ministry of Health. 2008. 
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Effective multi-disciplinary based care in mental health services should enable users to 
determine their level of involvement in decision making and ensure service users have a clear 
understanding of their care plan. 

Given that both service users and their whānau expressed a lack of involvement and 
understanding in the decisions directing their care, I suggest the Service consider involving 
service users and whānau in the MDT function, where appropriate. 

Recommendations – protective measures 

I recommend that: 
10. The complaints process, including complaint forms, is well advertised and accessible 

to service users on the Unit, and their whānau. 

11. Service user Consent to Treatment forms be completed. 

12. Service users are invited to attend their MDT meetings, where appropriate. 

Waiatarau Comments 
The DHB accepted recommendations 10 and 11. 

The DHB rejected recommendation 12. 

There are several types of MDT meetings. Family meetings and discharge planning 
meetings involve all disciplines involved in care including Social Workers, 
Occupational therapists, Cultural Advisor, medical and nursing staff as well as the 
service user when possible, the family and any community supports.  

At present the so-called MDT review meetings are attended by staff only from the 
community and inpatient teams. Any changes to the plan made in the review 
meetings are fed back to the service user by their treating team following the 
review. 

Ombudsman response:  

I am pleased that staff endeavour to give feedback to service users as soon as practicable after 
their MDT. However, my Inspectors’ observations was that feedback was not routinely being 
provided to service users. I also do not consider that the Unit has provided a clear reason for 
not including servicer users in their MDT. The fact that these meetings have to date been 
attended by staff is not a sufficient basis for the status quo to remain.  My Inspectors’ 
observations are that, where service users are invited to their MDT, this also supports the 
development of an ongoing, individualised care and support for the service user. 
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Material conditions 

Accommodation and sanitary conditions 
The Unit, which opened in 2007, was generally clean, tidy and well maintained. 

The Unit comprised two wings, Pukeko and Takahe, each containing 12 bedrooms (the main 
Unit). Two bedrooms on each wing had en-suite facilities. The bedrooms with en-suite facilities 
did not have an en-suite door. The en-suite doors were reportedly removed as a preventative 
measure following the deaths of two service users at He Puna Wāiora Mental Health Inpatient 
Unit, North Shore Hospital, in May 2019.39 However, staff advised that an order had been 
placed for new ‘stable doors’ to remove the risk of ligature points and provide privacy to 
service users using the en-suite. 

Bedrooms were tidy, spacious, and could be locked from the inside. Each room had adequate 
ventilation and natural light, although some service users commented that rooms were 
excessively hot in the summer. Staff advised that a new centralised air conditioning system was 
being installed on the Unit. 

The two wings were separated by gender and each wing had a separate lounge and visits 
room. The wings were connected by a large communal dining area and external courtyard, 
which were freely accessible to service users throughout the day.  

The Unit was bright and open with plenty of natural light. However, my Inspectors observed 
some areas which were in a poor state of repair and required maintenance. 

 

 

 

Figure 7: Communal dining area  Figure 8: Women’s lounge 

In 2016, I recommended that damaged furniture and worn carpets be replaced. 

This was still a concern on the main Unit. Soft furnishings were damaged, carpets were badly 
stained, and there were considerable amounts of rubbish and cobwebs in both the communal 

                                                      
39  See Office of the Ombudsman report on an unannounced inspection to He Puna Wāiora Mental Health 

Inpatient Unit, North Shore Hospital, under the Crimes of Torture Act 1989, June 2020. 
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dining area and external courtyard. Staff advised Inspectors that requests had been made for 
an external provider to maintain the courtyard, however, the courtyard was in the same poor 
condition as it was in 2016. 

Service users repeatedly raised the issue of cleanliness with my Inspectors, particularly in the 
communal dining area. 

 

 

 

Figure 9: Carpet stains on the Unit  Figure 10: Bathroom facilities on the Unit 

Bathroom facilities were also in a poor state due to lack of ventilation. 

Laundry facilities were available on the Unit. However, service users were not able to use the 
laundry facilities without supervision.40 All linen was locked away and had to be requested 
from staff.  

The ICU was more austere. It had eight bedrooms, two with en-suite facilities. As in the main 
Unit, these bedrooms did not have en-suite doors for privacy and were in direct line of sight 
from the corridor. The ICU had a separate internal courtyard, communal lounge area, visits 
room, and dining area. Bedrooms were generally clean with natural light and adequate 
ventilation. 

The ICU did not have gender separation for service users. 

Food 
Service users’ meals were transported from the main hospital kitchen and delivered to the Unit 
in heated trolleys. Service users were able to choose their own meals from the hospital menu. 
Staff and service users commented that meals were regularly delivered late to the Unit, served 
                                                      
40  Staff had recently locked the laundry facilities due to incidents involving one service user who was still on the 

Unit at the time of inspection. 
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cold, and were often not what service users had requested. Breakfast was delivered between 
9am and 9.15am, lunch between 1pm and 1.15pm, and dinner between 5.30pm and 6pm. 

Staff attempted to mitigate these issues by providing service users with cereals, porridge and 
fruit in the communal dining area from 6am. 

There were facilities for service users on the main Unit to access hot drinks during the day, 
independently of staff. 

Recommendations – material conditions 

I recommend that: 
13. Damaged furniture and worn carpets should be replaced. This is a repeat 

recommendation. 

14. Maintenance issues are attended to (with particular attention to bathroom facilities). 

15. The quality of the meal service is improved. 

Waiatarau Comments 
The DHB accepted recommendations 13 and 14. 

The DHB partially accepted recommendation 15. 

Recommendation 15 response: 

Overall very few complaints are received about the quality of the meals – there is 
often positive feedback at the Mutual help meetings. Regular liaison occurs with 
food services and the self-help breakfasts are as a result of this  

A recent change to the food service delivery process has resulted in heated trolleys 
being used which maintain the temperature of food being delivered.  

Ombudsman response: 

I am pleased to see that there has been a recent change to the food service delivery process, 
which has improved the temperature of food being delivered.  

Activities and programmes 

Outdoor exercise and leisure activities 
A number of leisure activities were available to service users. Inspectors were pleased to 
observe the lounges and quiet rooms remained open and electronic entertainment devices 
were accessible to service users. 
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The Unit had one main courtyard with greenery, a BBQ, and built-in seating. Service users had 
free access to the courtyards until 8pm. Inspectors observed service users in the courtyards 
throughout the inspection. 

 

 

 

Figure 11: Courtyard seating and BBQ area  Figure 12: Courtyard – main Unit 

I am pleased to see that, following my 2016 inspection, all service users had access to at least 
one hour of fresh air daily.  

The Unit employed one full-time equivalent (FTE) OT and two 0.8 OTs. A weekly schedule of 
the Unit’s activities programme was well advertised to service users on a large white board in 
the communal dining area. Baking, arts and craft, and sensory activities, were among the 
weekly activities. Activities generally took place in the OT room. Service users also had access 
to the OT room’s computer on request.  

Unit staff also held communal BBQs in the main courtyard on Fridays. Staff commented that 
participation was generally high for these events. 

My Inspectors were pleased to hear that the Unit had recently recruited two FTE Allied Health 
Assistants (AHAs) to provide activities for service users during evenings and weekends. Staff 
advised that the AHAs would also facilitate a Men’s Group in the evenings, following service 
users’ requests. 

A gym was available on the main Unit. However, service users had to be supervised by staff. 
Limited access to the gym had been raised as an issue for service users in the ‘Mutual Help 
Huis’. Inspectors did not observe any service users accessing the gym during the inspection. 
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Figure 13: Gym  Figure 14: OT room 

The Unit employed two FTE Social Workers, who took referrals from the Unit staff. 

The Social Workers were responsible for developing packages of care for service users, and 
sending referrals to community mental health and support services. Service users were 
generally seen by a Social Worker within 24 hours of admission to the Unit. 

There was no dedicated family/whānau liaison resource on the Unit and it appeared that both 
Social Workers and Unit staff shared responsibility in contacting whānau. As a result, 
information provided to whānau was often inconsistent and lacking in detail.  

Programmes 
The Unit employed a 0.7 FTE Clinical Psychologist,41 who conducted one-on-one work with 
service users, cognitive testing, and relapse prevention planning in conjunction with the OTs. 

The OTs, assisted at times by the Social Workers and key workers from the community mental 
health and support services, delivered therapeutic programmes on the Unit. These 
programmes included Relaxation and Mindfulness groups, Alcohol and Drug groups, Peer 
Support groups, Women’s groups, and Social Work groups. These groups were delivered on a 
weekly and fortnightly timetable, which was displayed in communal areas. 

Cultural and spiritual support 
The Unit had relationships with a broad range of cultural services, including Whitiki Maurea 
Services and Malaga a le Pasifika Mental Health Services.42 

                                                      
41  The Unit had vacancy for one FTE Clinical Psychologist and were actively recruiting to fill the 0.3 FTE vacancy. 
42  The DHB’s Māori Mental Health Service (consisting of two teams: MOKO Services and Te Atea Marino), and its 

Pacific Mental Health Liaison Service, respectively. Source: waitematadhb.govt.nz 
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The Unit employed a Cultural Advisor, who was based onsite four days a week, to provide 
cultural support to tāngata whai ora.43 Tāngata whai ora were seen by the Cultural Advisor on 
admission and then within 24 hours. Unit staff would complete a referral to MOKO Services44 
for continued engagement after the initial meeting with the Cultural Advisor.  

While my Inspectors did not see Kaumātua during the inspection, staff advised that Kaumātua 
visited the Unit on an ad hoc basis for karakia and waiata for all service users who wished to 
participate. The Cultural Advisor also regularly attended the Unit’s MDT meetings as well as 
whānau huis (in a dedicated Whānau room) and hospital marae events marking tāngata whai 
ora’s discharge from the Unit. 

Staff and tāngata whai ora commented that external cultural support was limited and they 
would like to see more integrated cultural input, programmes and activities available on the 
Unit. 

While the Unit had a Falefono room to facilitate engagement with Pasifika service users, there 
was no dedicated Pasifika Cultural Advisor on the Unit. Staff would send referrals to Malaga a 
le Pasifika for cultural support for Pasifika service users and their families. 

The hospital chaplain visited the Unit on an ad hoc basis. Inspectors spoke with the chaplain, 
who advised that visits were mostly based on referrals from Unit staff. 

 Recommendations – activities and programmes 

I recommend that: 
16. The Service allocate dedicated resources to family/ whānau liaison. 

17. Integrated cultural support and provision be made available to service users on the 
Unit. 

Waiatarau Comments 
The DHB accepted recommendations 16 and 17. 

                                                      
43  Service users, consumers, or people seeking wellness (plural). Usually, but not exclusively, used in reference to 

Māori service users. See Keri Opai (2018). Te Reo Hāpai – The Language of Enrichment. Auckland: Te Pou o te 
Whakaaro Nui. 

44  The DHB’s Māori Mental Health Team, Whitiki Maurea Services. Source: waitematadhb.govt.nz 
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Communications 

Access to visitors  
Unit visiting hours were between 11am to 8pm. The Unit was flexible with visits and Inspectors 
observed visits taking place throughout the inspection. 

There were adequate visiting spaces on the Unit. Staff advised that visits could also take place 
in the Unit lounges. There was a separate room on the Unit for visits with children. Families 
were able to make hot drinks and the room had a variety of toys for children. 

There was also a dedicated Whānau room and a Falefono room with a separate kitchen area 
for visitors. 

I have no concerns with service users’ access to visitors. 

Access to external communication 
Both wings on the Unit had telephone booths for private calls. Service users had independent 
access to the telephones throughout the day. The contact details for the DI and legal services 
were located close to the telephone. 

Service users were able to keep their cells phones in their possession. Cell phones were 
removed only if there was clinical need to do so. 

The OT room also had a computer with internet access, which service users could use on 
request. My Inspectors were pleased to observe service users utilising the OT computer 
throughout the inspection. 

Service users did not raise any concerns with Inspectors about their ability to send and receive 
mail. 

Recommendations – communications 
I have no recommendations to make. 

Health care 

Primary health care services 
Service users received a physical assessment on admission and the House Officer visited the 
Unit regularly. A treatment room was available on the Unit for physical examinations. A 
separate medication room stored medications, including controlled drugs. These rooms were 
tidy and well organised. 

Service users received health reviews, such as smear tests, and health promotion education. 
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There were four documented medication errors between 1 May 2019 and 31 October 2019. 

I have no concerns with service users’ access to primary health care services. 

Recommendations – health care 
I have no recommendations to make. 

Staff 

Staffing levels and staff retention 
Data provided by the Service showed a multi-disciplinary staff complement (excluding medical 
staff) of 47 Registered Nurses (RNs), including two ACNMs and a Clinical Nurse Specialist, and 
21 Health Care Assistants (HCAs). 

Information provided to Inspectors indicated that the Unit had vacancies for 1.15 RNs and 1.1 
HCAs. 

Nursing staff worked a three-shift roster, with a designated staffing level on each shift. The 
morning shift ran from 7am to 4pm with eight RNs and three HCAs, afternoon shift from 3pm 
to 11.30pm with eight RNs and three HCAs, and the night shift from 11pm to 7.30am with 
three RNs and four HCAs. 

Staff were complimentary of the leadership and management of the Unit. They reported 
feeling supported and that they were part of a cohesive team environment. Inspectors’ 
observations confirmed this. Staff worked well together and good practice was evident around 
team support and care of service users. 

However, it was identified that agreed minimum staffing levels had been an issue on the Unit. 
Staff raised that the minimum staffing levels were not sufficient to provide safe and effective 
care to service users. My Inspectors assessed that this was exacerbated by the extended 
inappropriate placement of long-term service users with HCN and/or ID (this was discussed 
earlier in the Treatment section of this report (page 10). Staff reported often working double 
shifts to cover gaps in staffing, and these were observed during the inspection. 

Staff also commented that night staffing levels were insufficient to safely deal with crisis calls.  

The Unit’s senior management confirmed that a new agreement had been reached with staff 
to amend minimum staffing levels on the Unit. 

I welcome senior management’s decision to increase staffing levels on the Unit to allow for 
safe and effective care of service users and staff. 

Data provided by the Service showed that between 2017/18 and 2018/19, nursing staff 
turnover increased from 6.3 percent to 6.8 percent. Data showed that the majority of RNs had 
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worked on the Unit for over five years and the average staff sickness rate for the Unit for the 
2018/19 period was 3 percent. 

Recommendations – staff 
I have no recommendations to make 
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Appendix 1. List of people who spoke with Inspectors 

Table 3: List of people who spoke with Inspectors 

Managers Unit staff Others 

Unit Manager 

Associate Charge Nurse 
Manager 

 

Registered Nurses 

Consultant Psychiatrist 

Clinical Psychologist 

Occupational Therapists 

Social Workers 

Health Care Assistants 

House Officer 

Registrar 

Cleaner 

Service users 

Whānau 

Māori Cultural Advisor 

Chaplain 

Consumer Advisor 

Locality Coordination Service 
Coordinator 

District Inspector 

 

  



Office of the Ombudsman | Tari o te Kaitiaki Mana Tangata 
 

 
 

 OPCAT Report: Mental Health | Page 35 

Appendix 2. Legislative framework 
In 2007 the New Zealand Government ratified the United Nations Optional Protocol to the 
Convention against Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment 
(OPCAT).  

The objective of OPCAT is to establish a system of regular visits undertaken by an independent 
national body to places where people are deprived of their liberty, in order to prevent torture 
and other cruel, inhuman or degrading treatment or punishment.  

The Crimes of Torture Act 1989 (COTA) was amended by the Crimes of Torture Amendment Act 
2006 to enable New Zealand to meet its international obligations under OPCAT.  

Places of detention – health and disability facilities 
Section 16 of COTA defines a “place of detention” as: 

“…any place in New Zealand where persons are or may be deprived of liberty, 
including, for example, detention or custody in… 

(d)  a hospital 

(e) a secure facility as defined in section 9(2) of the Intellectual Disability 
(Compulsory Care and Rehabilitation) Act 2003…” 

Ombudsmen are designated by the Minister of Justice as a National Preventive Mechanism 
(NPM) to inspect certain places of detention under OPCAT, including hospitals and the secure 
facilities identified above.  

Under section 27 of COTA, an NPM’s functions include: 

• to examine the conditions of detention applying to detainees and the treatment of 
detainees; and 

• to make any recommendations it considers appropriate to the person in charge of a 
place of detention: 

- for improving the conditions of detention applying to detainees; 

- for improving the treatment of detainees; and 

- for preventing torture and other cruel, inhuman or degrading treatment or 
punishment in places of detention. 

Carrying out the OPCAT function 
Under COTA, Ombudsmen are entitled to: 

• access all information regarding the number of detainees, the treatment of detainees 
and the conditions of detention; 
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• unrestricted access to any place of detention for which they are designated, and 
unrestricted access to any person in that place; 

• interview any person, without witnesses, either personally or through an interpreter; and 

• choose the places they want to visit and the people they want to interview.  

Section 34 of COTA provides that when carrying out their OPCAT function, Ombudsmen can 
use their Ombudsmen Act (OA) powers to require the production of any information, 
documents, papers or things (even where there may be a statutory obligation of secrecy or 
non-disclosure) (sections 19(1), 19(3) and 19(4) OA). To facilitate his OPCAT role, the Chief 
Ombudsman has authorised inspectors to exercise these powers on his behalf. 

More information 
Find out more about the Chief Ombudsman’s OPCAT role, and read his reports online: 
ombudsman.parliament.nz/opcat. 
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