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Executive summary 

Background 
Ombudsmen are designated as 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 patients detained in secure units within New Zealand hospitals. 

Between 14 and 16 July 2020, two Inspectors1 — whom I have authorised to carry out visits to 
places of detention under COTA on my behalf — made an unannounced three day inspection 
of Pūrehurehu Forensic Acute Mental Health Inpatient Unit (the Unit), which is located in the 
grounds of Rātonga-Rua-O-Porirua Mental Health Campus, Porirua. 

Summary of findings 
My findings are: 

• There was no evidence that any patient had been subject to torture or other cruel or 
inhuman treatment or punishment. 

• Inspectors saw positive and respectful interactions between staff and patients. 

• The use of restraint was low. 

• Patients and whānau spoken with were complimentary about their experiences on the 
Unit. 

• District Inspectors’ (DI) contact details were well displayed on the Unit. 

• Patients in the Rehabilitation Wing2 had been supported to develop their own 
Rehabilitation Wing guidelines to outline expectations to achieve positive interactions 
and respectful behaviour on the wing. 

• Patients were invited to attend their Multi-Disciplinary Team meetings (known as 
Huihui), were given a copy of Huihui documentation prior to the meetings, and were 
provided with feedback of the outcomes of these meetings. 

• A new intensive psychiatric care (IPC) wing, called Tanerore, had been built. 

• The Unit was clean and tidy. 

• There were no complaints about the quality or quantity of the food. 

• There was a wide range of activities and programmes available to patients. 

                                                      
1  When the term ‘Inspectors’ is used, this refers to the inspection team comprising one Senior Inspector and an 

Assistant Inspector. 
2  The Unit was divided into two wings: the Rehabilitation Wing, and the intensive psychiatric care wing. 
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• Communication and access to visitors was good. Whānau from out of region were given 
practical support to visit where possible. 

• There was evidence that patients were regularly attending their medical appointments. 

• Unit staff and patients spoken with generally felt safe on the Unit, and staff spoken with 
felt well-supported by colleagues and Unit management. 

The issues that needed addressing are: 

• The seclusion3 room was being used as a bedroom, which may amount to degrading 
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 

• Patients in the Rehabilitation Wing were locked in their bedroom if they chose to remain 
there during the day or evening, but this was not recorded as seclusion. 

• Instances where patients were not freely able to exit their bedrooms following an 
episode of restraint were not recorded as seclusion events. 

• Night safety procedures (NSPs)5 were not recorded as seclusion events, and were used 
across the entire Unit. 

• Night safety plans6 were not always current or fully completed. Furthermore, night safety 
plans did not clearly specify the reason or rationale for the use of NSPs. 

• Consent, or the rationale for not obtaining consent, for the use of NSPs was not always 
documented in patients’ night safety plans. 

• Staff and patients spoken with did not have a clear understanding of patients’ 
entitlement to exit their rooms while NSPs were used. 

• Paperwork for reportable events was not always fully completed.  

                                                      
3  ‘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. 

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.’ 

5  The Ministry of Health defines night safety procedures as ‘the practice of locking a patient in their bedroom 
overnight for the purposes of safety. The practice has no therapeutic function and constitutes (at the very least) 
a form of environmental restraint’. Ministry of Health. 2018. Night Safety Procedures: Transitional Guideline. 

6  A night safety plan is the individualised documentation required to be completed for a patient to be subject to 
a night safety procedure. 
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• Medical assessment or advice was not routinely obtained, or not obtained in a timely 
manner after reportable events where there was potential harm to the patient. 

• Twenty-one percent of relevant staff had not completed or were out-of-date with their 
Safe Practice Effective Communication (SPEC) training.7 

• Complaints were not responded to within the required timeframes, and responses were 
often not personalised. 

• Patients did not have access to District Health Board (DHB) feedback and complaints 
forms without needing to ask staff. 

• Four patients in Tanerore did not have access to bathrooms overnight independently of 
staff, due to the use of NSPs. 

• The Rehabilitation Wing was not fit for purpose. 

• Patients in Tanerore were unable to access drinking water independently of staff. 

• Patients across the Unit were unable to access hot drinks independently of staff. 

• The courtyards in Tanerore did not provide adequate shade or shelter. 

                                                      
7  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. Accessed online 29 
September 2020. 

https://www.tepou.co.nz/initiatives/towards-restraint-free-mental-health-practice/149
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Recommendations 

I recommend that: 
1. The seclusion room is never used as a bedroom. This is an amended repeat 

recommendation. 

2. The use of NSPs be recorded and reported as seclusion events. This is an amended 
repeat recommendation. 

3. If a patient is placed in a room or area, for any duration and at any time, from which 
they cannot freely exit, it is recorded as seclusion. 

4. Consent for NSPs is obtained and documented each time they are used. If consent is 
not obtained the rationale for this is clearly documented and regularly reviewed. 

5. The use of NSPs is based on individual risk assessments and night safety plans are 
current and fully completed. 

6. Patients subject to night safety procedures are made aware of their entitlement to 
leave their rooms during the night upon request, and this is documented. 

7. Reportable event documentation is fully completed. 

8. Medical assessment or advice is obtained in a timely manner following any reportable 
event where there is potential harm to the patient. 

9. All relevant staff are up-to-date with their SPEC training. 

10. Responses to complaints are personalised, and provided within the DHB policy’s 
timeframe. 

11. Complaint forms are available to patients on the Unit without needing to ask staff. 

12. Patients are able to access the bathroom independently of staff, unless deemed 
unsafe based on an individual risk assessment. If a patient is not able to access to the 
bathroom independently, the reasons are recorded and regularly reviewed. 

13. Patients have access to shade and shelter while using the courtyards in Tanerore. 

14. Patients are able to access drinking water and hot drinks independently of staff, 
unless this is considered unsafe based on an individual risk assessment. If a patient is 
not able to access drinking water or hot drinks independently, the reasons are 
recorded and regularly reviewed. 

15. The Rehabilitation Wing be upgraded. 

16. Medical assessment or advice is obtained in a timely manner following medication 
errors where there is potential harm to the patient. 

I intend to monitor the implementation of my recommendations, including conducting follow-
up inspections at future dates. 
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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.  

Te Korowai Whāriki – Central Regional Forensic Adult Mental Health Service’s Operations 
Manager and the Acting Director of Area Mental Health Services (DAMHS) Forensic and 
Rehabilitation Service provided Inspectors with additional information about this and two 
other Te Korowai Whāriki units8 inspected at the same time.  

They told my Inspectors they faced challenges with COVID-19, recruitment, and service 
demand.9 They were aware of a growing waitlist of acutely unwell people in prisons and the 
community, compounded by patients being directed to the Service by courts.10 They said this 
resulted in:  

• patients being admitted to the Service with high needs, requiring more staff attention; 

• a shortfall of beds, leaving patients accommodated in spaces other than bedrooms, 
affecting their dignity and privacy; 

• increased risks to patients and staff, and  

• diminishing staff morale. 

Consultation  
A provisional report was forwarded to the District Health Board for comment as to fact, finding 
or omission prior to finalisation and distribution. 

District Health Board response 
The Capital and Coast District Health Board (the DHB) received a copy of my provisional report 
and were invited to comment. The DHB responded and I have had regard to that feedback 
when preparing my final report. 

The DHB’s letter and comments responded to a number of common themes from my 
inspections of the Unit and two other units in the DHB which were conducted at the same 

                                                      
8  My findings on these two units are addressed in my Report on an unannounced inspection of Tāwhirimātea 

Forensic Rehabilitation Unit, Rātonga-Rua-O-Porirua Campus, under the Crimes of Torture Act 1989, (2021) 
Wellington, and Report on an unannounced inspection of Rangipapa Unit, Rātonga-Rua-O-Porirua Campus, 
under the Crimes of Torture Act 1989, (2021) Wellington. 

9  Data provided by the DAMHS shows occupancy across the Service has averaged over 103 percent in the six 
months from January to June 2020. 

10  When a court orders a person be referred to the Service, that person must be accommodated regardless of 
capacity and waiting lists.  
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time,11 in particular around the use of seclusion rooms as bedrooms and ongoing reliance on 
night safety procedures (NSPs). 

The DHB emphasised that they considered the reports provided evidence of unmet need 
within the forensic mental health services. The DHB noted the legal requirement to admit from 
court and the high acuity of the prison waitlist are such that the bed capacity in the forensic 
mental health service is continually exceeded. Many of the responses to the recommendations 
also highlight significant financial pressure on the DHB and indicate the need for additional 
funding to achieve the recommendations.  

While I acknowledge that funding may be a barrier, my role as an NPM is to report on the 
conditions and treatment for people who are being detained, as they are at the time of the 
inspection. I have, however, highlighted these concerns with the Ministry of Health.12 I also 
intend to conduct follow up inspections of all the Units. 

  

                                                      
11  The units inspected at the same time were Rangipapa and Tāwhirimātea. 
12  For example, I have provided the Ministry of Health with my Report on an unannounced inspection of 

Haumietiketike Unit, Rātonga-Rua-O-Porirua Campus, under the Crimes of Torture Act 1989 (2021) and Final 
opinion of the Chief Ombudsman –  Oversight: An investigation into the Ministry of Health’s stewardship of 
hospital-level secure services for people with an intellectual disability (2021). 
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Facility facts 

Pūrehurehu Acute Forensic Mental Health Inpatient Unit 
Pūrehurehu (the Unit) is a 17-bed medium-secure forensic acute mental health inpatient unit 
for men.  

Patients receive mental health services provided by Capital and Coast District Health Board’s 
(DHB’s) Te Korowai Whāriki – Central Regional Forensic Adult Mental Health Service (the 
Service). 

The Unit provides assessment and treatment in a secure setting for people who have 
committed an offence as a result of, or in association with, a psychiatric disorder. The Unit 
provides assessment and treatment for patients admitted under the Mental Health 
(Compulsory Assessment and Treatment) Act 1992 (MHA) or the Criminal Procedure (Mentally 
Impaired Persons) Act 2003 (CPMIP Act).13 

The Unit consists of two wings; the Rehabilitation Wing, with 11 beds, and Tanerore, with six 
intensive psychiatric care (IPC) beds and one seclusion room. Tanerore is a new wing, opened 
in 2019.  

The Unit is located in the grounds of Rātonga-Rua-O-Porirua Mental Health Campus, Porirua. 

Region 
Wellington, Manawatū-Wanganui, Hawke’s Bay and Gisborne 

District Health Board 
Capital and Coast District Health Board 

Operating capacity 
17 beds, and one seclusion room. The Unit was funded for 15 patients at the time of 
inspection. 

Last inspection 
Unannounced inspection – February 2016 

Announced follow-up visit – June 2012 

Announced visit – August 2011 

                                                      
13  http://www.mhaids.health.nz/our-services/regional-forensic-and-rehabilitation-services/central-regional-

forensic-adult-inpatient-service/ 
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The inspection 
Two Inspectors conducted the inspection of the Unit between 14 and 16 July 2020.  

At the time of inspection, New Zealand was at COVID-19 Alert Level 1.14 

Inspection methodology 
At the beginning of the inspection, Inspectors met with the Clinical Nurse Specialist (CNS), 
before being shown around the Unit. 

Inspectors requested the following information during and after the inspection: 

• a list of patients and the legal authority for their detention (at the time of the 
inspection); 

• the seclusion and restraint data from 1 January to 30 June 2020, and the seclusion and 
restraint policies; 

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

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

• details of all sentinel events15 from 1 January to 30 June 2020; 

• complaints received from 1 January to 30 June 2020, a sample of responses and 
associated timeframes, and a copy of the complaints policy; 

• copy of minutes of patient group meetings from 1 January to 30 June 2020; 

• activities programme; 

• information provided to patients and their whānau on admission; 

• incident reports relating to medication errors from 1 January to 30 June 2020; 

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

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

• data on staff, categorised by profession. 

                                                      
14  See https://covid19.govt.nz/alert-system/covid-19-alert-system/ for more about New Zealand’s COVID-19 

alert system. 
15  Sentinel events are unanticipated events in the healthcare setting which have resulted in serious harm to 

patients. 

https://covid19.govt.nz/alert-system/covid-19-alert-system/
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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 patients.16 

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

• Seclusion 

• Night safety procedures 

• Restraint 

• Restraint training for staff 

• Electro-convulsive therapy 

• Sensory modulation 

• Patients’ 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 

Communications 
• Access to visitors and external communications 

                                                      
16  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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Health care  
• Primary health care services 

Staff 
• Staffing levels and staff retention 

Evidence 
In addition to the documentary evidence provided, Inspectors spoke with members of the Unit 
leadership team, staff, patients, and whānau.17 

Inspectors also reviewed patient records and additional documents provided by 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 
2016,18 which were: 

a. The two unfurnished IPC rooms and two seclusion rooms should not be used to 
house clients19 who are waiting for a bed in the main unit. 

b. If night safety orders20 are to continue in the Unit, they should be captured as 
seclusion events and reported as such. 

c. The DHB’s complaints process should be readily available in the Unit including 
contact details for District Inspectors. 

d. A robust quality control system should be put in place to ensure record keeping 
standards are maintained.  

e. Clients should be afforded privacy when using the telephone. 

f. Staff should be easily identifiable to clients and staff.  

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

                                                      
17  For a list of people spoken with by the Inspectors, see Appendix 1. 
18  Report on an unannounced visit to Purehurehu under the Crimes of Torture Act 1989, February 2016. 
19  In my previous report I referred to users of the service as ‘clients’; in this report I have used the term ‘patient’ 

to ensure consistency with terminology used by the Unit staff. 
20  In my previous report I referred to ‘night safety orders’; in this report I have used the term ‘night safety 

procedure’ (NSP) to ensure consistency with Ministry of Health terminology. The term ‘night safety plan’ refers 
specifically to the documentation produced to implement night safety procedures. 
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Treatment 

Torture or cruel, inhuman or degrading treatment or punishment 
There was no evidence that any patient had been subject to torture or other cruel or inhuman 
treatment or punishment. However, I found evidence of degrading treatment. 

Occupancy levels 
The Unit has 17 beds, and is funded to provide care for 15 patients. At the time of inspection 
there were 17 patients on the Unit, meaning that it was operating above its funded capacity. 
Data provided by the Unit indicated that for the period 1 January to 30 June 2020 the Unit had 
an average occupancy of 105 percent, with no periods at or below capacity. The average length 
of stay for the preceding five months was 80 days. Inspectors were told by staff and managers 
that the high acuity21 of patients combined with high occupancy levels was placing an 
additional strain on the Service as a whole. 

Patients frequently had to be moved to lower acuity wards or units at an earlier stage than was 
ideal, to accommodate high acuity admissions. Inspectors were told that patients waiting for 
admission from prison were often unable to be accommodated in a timely manner, as court 
ordered admissions had to take priority.22 The wait for admission meant that by the time the 
patient was accepted from prison they were presenting with even higher acuity, requiring a 
longer hospital stay to stabilise their mental health. 

Seclusion 

Seclusion facilities 
The Unit had one dedicated seclusion room located in Tanerore. It was situated in a high acuity 
pod which also contained an IPC bedroom, a shared bathroom and a lounge. A small courtyard 
area was attached to the lounge area. 

The seclusion room was unfurnished apart from a mattress on the floor. Although the mattress 
was on the floor, it was deep enough that it was at the same height as a normal bed. The 
seclusion room was clean, modern, and in a good state of repair. Natural light was available 
through a large window at one end, and there was good heating and ventilation. 

The seclusion room had an en-suite bathroom, with a toilet, sink and shower. Staff could 
control access to the bathroom if required, based on an individual risk assessment of the 

                                                      
21  In medicine, ‘acuity’ refers to the severity of a patient’s illness and the level of attention or care they will need 

from professional staff. See Taber’s Online, 2020, Unbound Medicine. 
www.tabers.com/tabersonline/view/Tabers-Dictionary/7458988/all/acuity accessed online 27 October 2020. 

22  At the time of inspection there were five men held in prison who were on the Pūrehurehu waiting list.  

http://www.tabers.com/tabersonline/view/Tabers-Dictionary/7458988/all/acuity
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patient in seclusion. The en-suite bathroom also opened into the lounge, and was shared by 
the patient accommodated in the adjacent bedroom. 

A large LED panel displayed the time and date. This could be seen from the window of the 
seclusion room, so secluded patients could orient to the time and date. 

Use of the seclusion room as a bedroom 
At the time of inspection the seclusion room was being used as a bedroom for a patient, 
despite the patient not being subject to a period of seclusion. Inspectors were told that this 
was because the Unit had six patients needing intensive psychiatric care, and only five 
bedrooms within the IPC wing which provided the level of observation required. 

Staff informed my Inspectors that when the seclusion room was being used as a bedroom, the 
door was left unlocked during the day so the patient could freely enter and exit. The door from 
the seclusion room to the shared bathroom however was kept locked to maintain privacy 
between the occupant and other patients. If another patient was to be secluded, the patient 
using the room as a bedroom would be relocated without notice. This would be disruptive to 
the patient sleeping in the seclusion room, and detrimental to the wellbeing of both patients.  

In my 2016 report I recommended that the Unit’s then two seclusion rooms should not be 
used to accommodate patients. I remain seriously concerned by the use of the Unit’s dedicated 
seclusion room as a bedroom.  

The practice of accommodating patients in seclusion rooms, despite them not being subject to 
seclusion, has the potential to cause significant physical and psychological harm, and 
compromise patients’ dignity and wellbeing. 

I consider the use of the seclusion room as a bedroom may amount to degrading treatment 
and a breach of Article 16 of the Convention against Torture. 

I will continue to raise my concerns with the Ministry of Health on this matter. 

Seclusion policies and events 
The DHB provided Inspectors with a copy of its Seclusion policy. The policy was issued in 
September 2015, with a review date in September 2020. 

Data provided by the Unit showed that between 1 January and 30 June 2020 there were three 
seclusion events involving two patients. The three seclusion events consisted of episodes 
lasting 95 hours and 10 minutes, 23 hours and 30 minutes, and 33 hours and 40 minutes 
respectively. The average seclusion time was therefore 50 hours and 48 minutes. 

In 2016, my Inspectors noted there were eight seclusion events during the previous 12 months, 
involving seven patients and with an average seclusion time of 8 hours and 11 minutes. The 
average length of each seclusion event has substantially increased.  

The 2020 seclusion data provided did not include the hours patients were subject to night 
safety procedures, nor the hours patients in the Rehabilitation Wing were locked in their 
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rooms. I discuss this in more detail below. Therefore, I cannot rely on the 2020 seclusion data 
provided by the DHB as accurate.  

Staff told my Inspectors that patients in the Rehabilitation Wing would be locked in their 
bedrooms if they chose to remain there during the day or evening. Staff said that this was 
because patients could not easily be supervised, due to the layout of the Rehabilitation Wing. 
Patients had call bells in their rooms which they could use to alert staff if they wanted to leave 
their bedroom, however they could not exit freely of their own accord. This meets the 
definition of seclusion as outlined in the DHB’s Seclusion policy, and should be recorded and 
reported as such. 

My Inspectors also noted that following two episodes of restraint patients had been told by 
staff to remain in their rooms. Notes from one episode of restraint stated that the patient ‘has 
remained in his room with his consent, therefore the use of seclusion has not been necessary’. 
The documentation indicates that seclusion would have been used had the patient not 
consented to remain in his room, which indicates a degree of coercion. Even with the patients’ 
consent, these instances could be considered seclusion, given the effective lack of choice for 
the patient. 

Night safety procedures 
Night safety procedures (NSPs)23 are defined as ‘the practice of locking a patient in their 
bedroom overnight for the purposes of safety. The practice has no therapeutic function and 
constitutes (at the very least) a form of environmental restraint’.24 The Ministry of Health has 
stated that the use of NSPs will be eliminated from practice by 30 December 2022.25 At the 
time of inspection, all patients on the Unit were subject to NSPs. 

In my 2016 report I recommended that if NSPs were to continue in the Unit they should be 
captured as seclusion events, and reported as such. At the time of inspection all patients on 
the Unit were subject to NSPs, and these was not being recorded as seclusion. I reiterate my 
view that NSPs are a form of seclusion. Accordingly, I repeat my recommendation that NSPs 
should be recorded and reported as seclusion events. 

The DHB provided Inspectors with a copy of the Te Korowai Night Safety Procedure (the 
Procedure) dated October 2018. The Procedure had a review period of three years. 

The Procedure stated that a night safety plan must be generated and authorised by the 
Forensic Director of Area Mental Health Services (DAMHS) and the Responsible Clinician. Night 
safety plans were valid for a maximum of three months, but could be renewed if necessary. My 

                                                      
23  As noted in footnote 19, above, in this report I have used the term ‘night safety procedures’ (NSPs) to ensure 

consistency with Ministry of Health terminology. The term ‘night safety procedure’ is sometimes used 
interchangeably with the term ‘Night Safety Order’ (NSO). 

24  Ministry of Health. Night Safety Procedures: Transitional Guideline. 2018.  
25  Above, footnote 16. 
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Inspectors reviewed a selection of patient files and found night safety plans that had expired 
and some that did not contain the required DAMHS signature. 

The Procedure stated that a patient’s night safety plan should specify why an NSP is necessary 
for the individual patient. However, night safety plans reviewed by my Inspectors did not 
clearly state the specific reason or rationale for the use of NSPs. It was therefore unclear to 
Inspectors whether individual risk assessments of patients had taken place and what risks 
justified the use of NSPs. 

The Procedure also stated: 

Consent will be obtained from the person each night prior to the initiation of the 
NSP unless doing so is likely to cause the person distress. If the person is not asked 
for consent every night, the rationale for this must be clearly documented in the 
Night Safety Plan. 

There was no consistent documentation in patients’ night safety plans that demonstrated their 
consent to NSPs, and Inspectors found no records documenting rationale for not seeking 
consent. Inspectors also viewed night safety plans that showed that some patients had not 
consented to the use of NSPs, however the plans had remained in place without any further 
consideration documented in their night safety plans. 

Staff and patients my Inspectors spoke with did not have a clear understanding of the 
requirements of NSPs. The Procedure stated that a patient is entitled to exit their room at any 
time, unless this would immediately jeopardise safety and/or the security on the Unit. 
However, patients and staff my Inspectors spoke with did not know this. In practice, this meant 
that patients were routinely locked in their bedrooms overnight without knowing they were 
entitled to exit. 

The Unit should ensure all staff and patients are aware that patients can leave their rooms 
during the night upon request.  

If NSPs are to be used, it should only be following an individual risk assessment. Additionally, 
consent, or the rationale for not obtaining consent, should be documented. 

Restraint 
The DHB provided Inspectors with a copy of its Restraint Minimisation and Safe Practice policy 
dated May 2020. The policy had a review date of November 2023. 

Data provided by the Unit showed three episodes of restraint involving two patients for the 
period 1 January to 30 June 2020. However, incident reports provided by the Unit recorded 
two additional episodes of restraint. My Inspectors therefore identified a total of five episodes 
of restraint involving three patients during the period 1 January to 30 June 2020. 

Inspectors reviewed the reportable event documentation for each episode of restraint and 
found the quality was variable. Some documentation contained an analysis of the event and 
recommendations, while other records contained only minimal information about the event 
with no evidence of a post-event evaluation, resolution, or outcome. 
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One of the reported events was particularly concerning, so my Inspectors requested more 
information about it. The documentation stated that a patient approached a Mental Health 
Support Worker (MHSW) in a threatening manner. The MHSW documented that they 
responded by ‘tackling [the patient] to the ground’. The duress alarm was activated and 
additional staff attended. The patient was restrained using SPEC-approved techniques until he 
had calmed. He was then moved to his bedroom under restraint. 

The reportable event documentation was only partially complete, with the section on patient 
harm, resolutions, and outcomes not completed by staff. Inspectors asked for case notes and 
additional documentation about this incident. The DI requested a photograph of the patient’s 
injuries, and a photograph was taken the day after the incident. Inspectors obtained a copy of 
the photograph which showed significant bruising to the patient’s face and forehead, and 
abrasions to their face and lip.  

Despite these injuries, which indicated a possible head injury, there was no evidence of any 
medical assessment immediately after the incident, or overnight. Staff did not increase 
observations of the patient, despite the apparent injuries to the patient, including injury to his 
head, and the reportable event record identifying that ‘risk of harm to others remains high’. 

The incident occurred at 5:30pm. At 3:55pm the following day, the Unit’s Consultant 
Psychiatrist noted the patient had bruising to his face, abrasions on his nose and lip, chest, 
knee, and legs. The patient complained of mild to moderate pain which had improved 
throughout the day. The Psychiatrist recommended paracetamol, icepacks and dressing of 
abrasions as required.  

I consider it unacceptable that no medical assessment occurred for almost 24 hours after the 
patient was ‘tackled to the ground’ despite apparent injury to the patient, including injury to 
the head. The reportable event documentation was not fully completed, in particular the ‘harm 
to patient’ section was not completed. 

Furthermore, despite the patient’s apparent injuries and documented high risk to others, the 
level of observations were not increased from hourly. This is inconsistent with the DHB’s 
Observation and Engagement procedure document (dated 1 December 2018), which states 
that ‘the observation level [of the patient] must be consistent with specific identified clinical 
risks the patient poses, that is harm to self and/or others, or physical health condition’. 

Restraint training for staff 
Information provided by the Unit showed that, at the time of inspection, five new staff 
members were yet to complete SPEC training, and five staff members were overdue for 
refresher training. A further four staff members were unable to complete the training due to 
their specific circumstances. Five staff members whose certificates had expired were scheduled 
to complete refresher training in August 2020. 

At the time of inspection, therefore, 79 percent of relevant staff members were SPEC-trained 
and up-to-date with their refresher training. All relevant staff members should be up-to-date in 
SPEC training as a matter of priority. 
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Electro-convulsive therapy 
There were no patients undergoing electro-convulsive therapy (ECT)26 in the Unit at the time of 
the inspection. 

Sensory modulation 
The Unit had no Sensory Modulation Room. 

Patients’ and whānau views on treatment 
Patients’ and whānau views on treatment on the Unit were generally positive. Patients 
reported good relationships with staff, and Inspectors observed respectful and positive 
interactions. 

Patients told Inspectors that they were invited to attend their Huihui, which were held 
quarterly. Patients were involved in developing their treatment plan and goals. Staff also 
advised that whānau were invited to attend the Huihui. My Inspectors attended a Huihui, 
which was attended by the patient and a range of professionals. I was pleased to note the 
thoughtful and considered discussion by the multi-disciplinary team, and that the patient was 
supported to participate.  

My Inspectors also attended a weekly Patients’ Meeting in the Rehabilitation Wing. These 
meetings gave patients an opportunity to discuss issues that arose on the wing. The patients 
had created a set of guidelines outlining their shared expectations for positive interactions and 
respectful behaviour. The guidelines were displayed on posters around the wing, and patients 
had agreed to use these to remind themselves and each other of, and to outline to new 
patients, expectations while on the wing. 

Whānau my Inspectors spoke with were complimentary about the care provided on the Unit. 

                                                      
26  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 
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Recommendations – treatment 

I recommend that: 
1. The seclusion room is never used as a bedroom. This is an amended repeat 

recommendation. 

2. The use of night safety procedures be recorded and reported as seclusion events. 
This is an amended repeat recommendation. 

3. If a patient is placed in a room or area, for any duration and at any time, from which 
they cannot freely exit, it is recorded as seclusion. 

4. Consent for night safety procedures is obtained and documented each time they are 
used. If consent is not obtained the rationale for this is clearly documented and 
regularly reviewed. 

5. The use of night safety procedures is based on individual risk assessments and night 
safety plans are current and fully completed. 

6. Patients subject to night safety procedures are made aware of their entitlement to 
leave their rooms during the night upon request, and this is documented. 

7. Reportable event documentation is fully completed. 

8. Medical assessment or advice is obtained in a timely manner following any reportable 
event where there is potential harm to the patient. 

9. All relevant staff are up-to-date with their SPEC training. 

 

Pūrehurehu comments 
The DHB accepted recommendations 1, 5 to 7 and 9. 

The DHB partially accepted recommendation 8. 

The DHB rejected recommendations 2 to 4.  

The DHB’s response included the following comment regarding recommendation 2:  

The use of Night Safety Orders (NSOs) are directly related to the environmental 
limitations of a building that was designed in the 1990s. We note that NSOs are 
used for the safety of the person as well as others. Night Safety Plans (NSPs) are 
completed for the use of NSOs. These are reviewed and consent sought from 
patients at intervals of not greater than every 3 months. When used, NSOs are 
recorded as an environmental restraint in accordance with the Te Korowai Night 
Safety Procedure. The use of NSOs are required to cease by 2022. 
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Ombudsman response: 

I acknowledge that Ministry of Health Night Safety Procedures: Transitional Guideline suggest 
that night safety procedures (NSPs) constitute, at the very least, environmental restraint and 
should be recorded as such. However, Ministry of Health guidance and the Health and 
Disability Services (Restraint Minimisation and Safe Practice) Standards define seclusion 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’.27 Perhaps the key element of this definition that distinguishes it 
from environmental restraint is the deprivation of company.28 

The practise of locking clients in their bedrooms overnight, alone, and without the ability to 
freely exit, by definition constitutes seclusion. I consider that it should be recorded as such. 

I note that the Unit was not routinely seeking consent from patients prior to the initiation of 
NSPs each night, contrary to the requirements in the Te Korowai Night Safety Procedure. 
Furthermore, there was no consistent documentation in patients’ night safety plans indicating 
that consent had been sought for the use of NSPs, contrary to the DHB’s response to my 
recommendation. I therefore do not believe that the Unit’s approach to seeking consent for 
the use of NSPs is acceptable. 

The DHB’s response included the following comment regarding recommendation 3:  

Should a patient wish to return to their bedroom during the day and evening, the 
bedroom door is locked behind them for safety and privacy reasons. If rooms were 
not locked, other patients would be able to access all rooms. Whilst patients are 
unable to freely exit, patients are able to activate the nurse call button to facilitate 
this. Their request is attended to immediately. We do not accept that this process 
constitutes seclusion. A business case is underway for current door locks on patient 
rooms to be changed to accommodate current best practice and allow for free 
egress by patients from their rooms. This will require significant financial 
investment from the DHB. 

Ombudsman response: 

As above, 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’.29 Given that this is the definition 
used by the Ministry of Health, I am concerned that the Unit has rejected this 
recommendation. 

The DHB’s response included the following comment regarding recommendation 4:  

                                                      
27  New Zealand Standards. Health and Disability Services (Restraint Minimisation and Safe Practice) Standards. 

Ministry of Health. 2008. 
28  Mental Health (Compulsory Assessment and Treatment) Act 1992, section 71. 
29  New Zealand Standards. Health and Disability Services (Restraint Minimisation and Safe Practice) Standards. 

Ministry of Health. 2008. 
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It is our aim to reduce/eliminate NSOs once we have the technology to allow people 
to access and exit their rooms of their own volition.  

Ombudsman response: 

The DHB has acknowledged the requirement to seek patients’ consent for the use of NSPs in 
their response to recommendation 2. They have also acknowledged the need to improve their 
recording and reporting of NSPs in their response to recommendation 5.  

I acknowledge the DHB’s intention to reduce and eliminate the use of NSPs in the future. In the 
meantime, however, it is important that the Unit have robust processes governing their use, 
including for seeking and recording consent for NSPs. 

The DHB’s response included the following comment regarding recommendation 5:  

It is our aim to reduce/eliminate NSOs as soon as we have the appropriate lock 
technology in place (and before cessation is mandated in 2022). We acknowledge 
the need to improve recording and reporting of NSOs. We are updating our 
processes and procedures accordingly. 

The DHB’s response included the following comment regarding recommendation 6:  

Patients are able to exit their rooms upon request and will be advised of this at the 
time that the Night Safety Order is completed and documented in the electronic 
health record. 

The DHB’s response included the following comment regarding recommendation 7:  

It is a requirement and expectation that all Reportable Event documentation is fully 
completed. This will be audited to improve compliance. 

The DHB’s response included the following comment regarding recommendation 8:  

Whenever a Reportable Event occurs, there is a documented assessment of the 
patient and of the situational context by a Registered Nurse (RN). This includes an 
assessment of any actual or potential harm to the patient. The RN exercises clinical 
judgement regarding the need for medical assessment or advice. If required, this 
should be obtained in a timely manner.  

Ombudsman response: 

The reportable event documentation completed for the event that prompted this 
recommendation did not indicate that the Unit followed the process described here. I strongly 
urge the DHB to ensure that, in future, medical assessment or advice is obtained in a timely 
manner following any event where there is potential or actual harm to a patient. 

The DHB’s response included the following comment regarding recommendation 9:  

It is our expectation that all staff are up to date with SPEC training. The requirement 
for updating restraint training is annual however training remains current for 18 
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months. It is very rare for a staff member not to complete their refresher update 
within this time frame.  

  



Office of the Ombudsman | Tari o te Kaitiaki Mana Tangata 
 

 
 

 OPCAT Report: Mental health | Page 21 

Protective measures 

Complaints process 
The DHB provided Inspectors with a copy of its Consumer Complaints, Advocacy, and Code of 
Rights policy dated November 2016. The policy had a review period of three years, and so was 
out-of-date at the time of inspection. 

Patients my Inspectors spoke with said they could contact the DI to make a complaint. 
However, staff and patients alike did not have a clear understanding of the internal DHB 
feedback and complaints system. In both Tanerore and the Rehabilitation Wing patients did 
not have access to DHB feedback and complaints forms without asking staff.  

In 2016 I made the recommendation that information on the DHB’s complaints process should 
be readily available in the Unit, including contact details for DIs. I was pleased to see the Unit 
had made good progress towards achieving this recommendation. However, the Unit needs to 
ensure consistent information about the complaints process is provided across both Tanerore 
and the Rehabilitation Wing. 

Information provided by the Unit showed that five complaints had been made through the 
DHB’s internal feedback complaints system for the period 1 January to 30 June 2020. Four 
complaints were made by patients and one by whānau. 

Responses to complaints reviewed by Inspectors were generic, formulaic, and, in some cases, 
did not sufficiently address the complaint.  

The Unit took an average of 49 working days to respond to complaints. This was significantly 
outside of the 20 working day timeframe set out in the policy. 

The Unit provided Inspectors with a copy of the Information Pack given to whānau of a patient 
on admission. It contained a good level of information about the complaints process, including 
information about the role of DIs, the Code of Health and Disability Services Consumers’ Rights, 
and how to raise issues or complaints with the DHB. It also contained the phone number for 
the Health and Disability Advocacy Service. 

A suggestions box was located in the Rehabilitation Wing for patients to provide informal 
feedback, suggestions and comments about the Unit. Patients also had the opportunity to raise 
any issues, concerns or complaints during the weekly Patients’ Meetings. I was pleased to note 
both of these initiatives. 

Records 
There were 17 patients on the Unit at the time of inspection. All patients had the necessary 
paperwork authorising their detention and treatment on the Unit. However, as noted in my 
section on Seclusion above, documentation for some NSPs was not current or fully complete. 
In 2016 I made the recommendation that a robust quality control system should be put in 
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place to ensure record keeping standards are maintained. This recommendation has not been 
achieved in respect of NSPs. 

The Huihui documentation viewed by Inspectors was, however, completed to a high standard. 
Documentation was comprehensive, detailed, and set out clear treatment plans for patients. 
Staff and patients said that documents were given to patients several days before their Huihui, 
so they had the opportunity to read them and ask questions in preparation for their Huihui. 

I was pleased that patients were assisted to fully participate in discussion and planning about 
their care in a meaningful way. 

Recommendations – protective measures 

I recommend that: 
10. Responses to complaints are personalised, and provided within the DHB policy’s 

timeframe. 

11. Complaint forms are available to patients on the Unit without needing to ask staff. 

 

Pūrehurehu comments 
The DHB accepted recommendations 10 and 11. 

The DHB’s response included the following comment regarding recommendation 10:  

The Quality Improvement and Patient Safety Directorate have issued guidance to 
assist with the provision of clear, comprehensive and consistent responses to 
complaints. It is our expectation that all complaints receive personalised responses 
within the guidance provided and are provided within the DHB policy's timeframe.  

The DHB’s response included the following comment regarding recommendation 11:  

While the 5 different ways of making complaints are displayed in all areas of 
Pūrehurehu, we will look into ways of making complaint forms available without 
needing to ask staff. The display racks used in other Units along with writing 
implements raise safety concerns, particularly in the acute area of Tanerore. 
Written complaints do not need to be made on a complaint form but can be 
submitted on any piece of paper. We acknowledge that making a verbal complaint 
can be difficult and patients are encouraged to consult with the Advocacy service 
and the District Inspectors, who visit regularly.  
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Material conditions 

Accommodation and sanitary conditions 
The Unit had two separate wings. Tanerore was the IPC wing, which opened in 2019 and had 
six IPC beds and a dedicated seclusion room. The Rehabilitation Wing, which opened in 1992, 
had 11 beds.  

Patients would initially be admitted into Tanerore for assessment. Tanerore provided a high 
level of care and supervision for the most acutely unwell patients on the Unit. Patients could 
then progress to the Rehabilitation Wing as their level of acuity reduced. The Rehabilitation 
Wing had a wider range of activities, and a lower level of observation suitable for those 
patients who were less acutely unwell. 

Tanerore 
Tanerore was modern and spacious with good natural light, heating and ventilation. Overall, 
the Unit was clean and tidy. Bedrooms were clustered into three pods, plus one additional 
bedroom:  

• a high acuity pod including the seclusion room and one other bedroom,  

• a second pod with two bedrooms attached to a small lounge, with an adjacent bathroom, 

• a lower acuity pod which contained two bedrooms, each with an en-suite bathroom, and 
a larger communal lounge and dining area, and 

• a transition bedroom located between Tanerore and the Rehabilitation Wing, with an en-
suite bathroom. 

Lounge rooms in each pod had a television and appropriate furnishings. Throughout the day 
patients could freely access their bedrooms. 

Bedrooms were large and in good condition. The bedrooms in the high acuity pod and the 
second pod were stark and sparsely furnished. One bedroom contained only a mattress on a 
raised plinth, two bedrooms contained only mattresses on a raised plinths and built-in shelves. 
These rooms were not personalised by the patients. 

These three bedrooms did not differ significantly in appearance or functionality from the 
designated seclusion room. When locked in overnight under an NSP, the conditions 
experienced by patients in these three bedrooms were similar to those of someone subject to 
an episode of seclusion. 

None of these three bedrooms had direct access to drinking water or bathroom facilities. 
Patients in these bedrooms did not have access to a toilet overnight independently of staff due 
to the use of NSPs. All patients should be able to independently access a toilet overnight, 
unless an individual risk assessment deems this unsafe. 
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Inspectors noted that one patient had been provided with cardboard receptacles in his 
bedroom for toileting. A patient using the receptacles would be visible from the observation 
panel in the door. This poses a serious risk to the patient’s privacy and dignity, and may 
amount to degrading treatment and a breach of Article 16 of the Convention against Torture. 

The transition bedroom was intended as a bedroom for patients moving from Tanerore to the 
Rehabilitation Wing. However, the bedroom could not be easily observed by staff, and the 
patient would be isolated from other patients while there. Staff told my Inspectors that this 
meant the room was not used to accommodate patients. 

The two bedrooms in the lowest acuity pod each had an en-suite bathroom, and had been 
personalised by the occupants of the rooms. 

Patients in Tanerore had access to two outside areas. One small courtyard opened off the 
lounge of the high acuity pod, and access was facilitated by staff. The second courtyard area 
was next to the lounge area used by patients in the lower acuity pods, and was open during 
the inspection. It contained a basketball hoop. Courtyards were clean and well maintained, 
however Inspectors noted there was no purpose-built shade or shelter available in either 
courtyard. 

Overall, I was disappointed to find, in a newly opened wing, that patients in three of the 
bedrooms were accommodated in such stark and basic conditions. 

Rehabilitation Wing 
Bedrooms in the Rehabilitation Wing were down a corridor away from the communal areas of 
the wing. Bedrooms were of a reasonable size, and contained a mattress on a plinth, a sink, 
built-in shelves, and a toilet behind a privacy screen. Bedrooms contained a call bell. There was 
sufficient natural light through external windows. Patients were able to personalise their 
bedrooms. Overall, however, the Rehabilitation Wing was outdated, in need of refurbishment, 
and the layout was not fit for purpose. 

Patients in the Rehabilitation Wing did not have free access to their bedrooms throughout the 
day or evening. In order to access their bedroom, a patient would have to ask a member of 
staff. 

Bedrooms were clustered into three pods, each with a shared shower. Showers were basic but 
functional. Carpets in corridors were worn and stained in places, and linoleum in some areas 
needed replacing. 

Communal areas in the Rehabilitation Wing consisted of a combined lounge and library, an 
activities room with a pool table and an overhead projector for movie-screenings, a small gym, 
and a dining room connected to the activities room. There were suitable furnishings, a 
television in the lounge/library, and a good level of natural light. 

The Rehabilitation Wing had a large courtyard. Access to the courtyard was facilitated by staff, 
and could be used without staff supervision, depending on a patient’s risk assessment. The 
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courtyard was large, with covered and uncovered areas. It contained a grassed area, a large 
concrete area for sports, a punching bag, tables and seating. 

 

 

 

Figure 1: Bedroom in Tanerore  Figure 2: Bedroom in the Rehabilitation Wing 

Food 
Patients’ meals were brought into the Unit in heated trolleys from the neighbouring Kenepuru 
Hospital kitchen. Breakfast was delivered at around 8.00am, lunch at 12.30pm, and dinner at 
around 5.30pm. 

Once a fortnight, patients in the Rehabilitation Wing had the option of either a barbeque or a 
cooked breakfast, and patients would decide collectively which they preferred that week. 
Patients in the Rehabilitation Wing also had the opportunity to make their own meals or 
baking, and group cooking sessions took place every Tuesday. 

Meals in the Rehabilitation Wing were served in the dining room, which could be separated 
from the activities room by a room-divider. Meals in Tanerore were served at the tables in the 
lounge/communal areas. 

No patients on the Unit had independent access to hot drinks, and only patients on the 
Rehabilitation Wing were able to access drinking water independently of staff. I consider that 
patients should have free access to drinking water and hot drinks unless this is deemed unsafe 
based on an individual risk assessment which is subject to regular review. 
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Recommendations – material conditions 

I recommend that: 
12. Patients are able to access the bathroom independently of staff, unless deemed 

unsafe based on an individual risk assessment. If a patient is not able to access to the 
bathroom independently, the reasons are recorded and regularly reviewed. 

13. Patients have access to shade and shelter while using the courtyards in Tanerore. 

14. Patients are able to access drinking water and hot drinks independently of staff, 
unless considered unsafe based on an individual risk assessment. If a patient is not 
able to access to drinking water or hot drinks independently, the reasons are 
recorded and regularly reviewed. 

15. The Rehabilitation Wing be upgraded. 

 

Pūrehurehu comments 
The DHB accepted recommendations 12, 13 and 15. 

The DHB rejected recommendation 14. 

The DHB’s response included the following comment regarding recommendation 12:  

All patients have independent access to toilets during the day. The 3 beds in 
Tanerore highlighted in the report that do not have independent access to a toilet 
during the night is a design issue. Staff attend promptly if a patient requests access 
to a bathroom during the night and facilitate this if it is safe to do so. A cardboard 
receptacle is otherwise provided and replaced as necessary. Patients who require 
the provision of a cardboard receptacle are generally those who require high input 
care, with correspondingly high levels of observation. This is undertaken in a safe, 
sensitive manner, to uphold privacy and dignity as far as possible. Care plans, which 
document the indications for nursing interventions, are regularly reviewed.  

The DHB’s response included the following comment regarding recommendation 13:  

We are investigating how we can provide this. It will require financial investment 
from the DHB. 

The DHB’s response included the following comment regarding recommendation 14:  

All patients on the Rehabilitation Wing have independent access to drinking water 
and drinking water is provided for patients on Tanerore. The safety risks associated 
with free access to hot drinks are well-recognised in secure environments. 
Pūrehurehu is a medium secure forensic unit, which provides care for clients who 
are acutely unwell and in the early stages of their recovery. Given the level of 
acuity, the normative expectation in Pūrehurehu is of hot water for drinks being 
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available upon request. We consider this to be a necessary and proportionate 
response to maintain a safe environment. Staff are able to relax this (and do) when 
it is inappropriate to the care of an individual client and does not compromise the 
overall safety of the unit, by facilitating supervised access to hot drinks. Additional 
consideration is required of the risks to physical and mental health of unlimited 
access to hot drinks (caffeine/sugar). 

Ombudsman response: 

I acknowledge the DHB’s safety concerns and the practical realities of what is needed to keep 
service users and staff safe. However, it is not clear to me why a hot drink made by a staff 
member is less likely to cause injury than one made by the client. The current policy on the 
Unit disadvantaged all clients as it applied to everyone irrespective of safety risk.  

My Inspectors’ observations are that there is not a consistent approach to this issue across all 
facilities in the country. Providing clients the opportunity to make their own hot drinks also 
promotes independence and autonomy. 

I therefore remain of the view that free access to hot drinks should be available for all clients 
unless deemed unsafe based on an individual risk assessment.  

The DHB’s response included the following comment regarding recommendation 15:  

A Building Condition Assessment Report commissioned by the DHB in 2019, 
recommended replacement of the roof of Pūrehurehu, in addition to internal 
replacement and upgrading of the internal fabric of the Rehabilitation Wing, 
including the kitchen facilities and servery. Locks require replacing to be compliant 
with the cessation of Night Safety Orders in 2022. A Business Case is currently in 
preparation. This will require significant financial investment by the DHB.  
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Activities and programmes 

Outdoor exercise and leisure activities 
As noted in my section on material conditions above, patients had access to outdoor 
courtyards during the day, though for some patients this was only when facilitated by staff. 
Inspectors were informed that a personal trainer ran circuit training several times a week, and 
other sports and recreational activities were also provided. 

The Rehabilitation Wing contained a treadmill, pool table, tennis table, board games, library, 
weights and puzzles. There was a large Occupational Therapy activity room with extensive 
supplies. These facilities could also be accessed by patients on Tanerore who were 
transitioning to the Rehabilitation Wing, based on an individual risk assessment. 

Unit staff also supported some of the patients to clean DHB cars for which they were paid. 

 

 

 

Figure 3: The Rehabilitation Wing outdoor 
area 

 Figure 4: The Rehabilitation Wing 
Occupational Therapy activity room 

Programmes 
The Unit employed two part time Occupational Therapists (OT) and there was one full time 
Occupational Therapy Assistant who worked across Pūrehurehu and another acute forensic 
mental health unit. The Occupational Therapy staff worked during business hours, Monday to 
Friday, and provided functional assessments. 

The Rehabilitation Wing had a weekly group programme coordinated by the OTs. The weekly 
programme was comprehensive, and included sessions such as music therapy, woodwork, 
educational groups, and art classes. These were facilitated by Unit staff and contracted 
providers. 

Of note, there were no psychology sessions for patients for some time leading up to and during 
the inspection, due to a vacancy. A psychologist had been appointed, but they were unable to 
enter New Zealand because of COVID-19 border restrictions. At the time of inspection, the 
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Service’s Alcohol and Other Drug (AOD) clinician role was also vacant. Staff told Inspectors that 
one AOD clinician role across the Service was insufficient to meet the needs to the patient 
group. It was identified by a number of staff that the lack of provision of psychology and AOD 
services was negatively impacting on patients.  

Cultural and spiritual support 
The Chaplaincy service visited the Unit on Sundays. Patients could ask staff to arrange a 
chaplain’s visit at other times. 

Vaka Pasifika30 and Ruaumoko31 were located on the forensic campus, and patients with 
escorted leave could be supported to access services there. Services included individual and 
group sessions. Staff from both services visited patients without leave on the Unit, on request. 

The Unit had a dedicated Māori social worker, and a Kaumātua was also available.  

Recommendations – activities and programmes 
I have no recommendations to make.   

                                                      
30  Vaka Pasifika is a charitable Trust set up with the mission and vision to ‘empower Pacific Island People to take 

charge of their lives and those of their family(s) to enjoy and participate in developing New Zealand Society.’ 
See: http://www.vakapasifika.org.nz/ 

31  Ruaumoko provides culturally appropriate assessment, management, treatment and rehabilitation in hospital, 
prison and in the community for patients who identify as Māori. See: http://www.mhaids.health.nz/our-
services/regional-forensic-and-rehabilitation-services/ 

http://www.vakapasifika.org.nz/
http://www.mhaids.health.nz/our-services/regional-forensic-and-rehabilitation-services/
http://www.mhaids.health.nz/our-services/regional-forensic-and-rehabilitation-services/


 Tari o te Kaitiaki Mana Tangata | Office of the Ombudsman 
 

 
 

Page 30  | OPCAT Report: Mental health 

Communications 

Access to visitors and external communication 
Unit visiting hours were generally between 3pm and 4.30pm on weekdays and between 10am 
and 4.30pm during the weekend. Visits were permitted for up to 30 minutes three times a 
week, however those visiting from out of region were permitted visits up to an hour. 

I was pleased to note that the Unit was flexible and accommodating of visits outside of the 
core visiting hours, and supported practical arrangements to enable this where possible. Staff 
said visitors could stay overnight in a DHB flat on the hospital campus if they had travelled 
from outside the region. 

There was a dedicated visiting room in Tanerore. The room was well lit and well maintained, 
and furnished with weighted furniture to minimise risk.  

Visits to patients in the Rehabilitation Wing took place in a multipurpose room which was also 
used for AVL, Huihui and staff meetings. There were sofas, chairs and a coffee table. Tea and 
coffee making facilities were available, and there was a selection of toys for visitors with 
children. 

 

 

 

Figure 5: Visiting Room in Tanerore  Figure 6: Visiting Room in the Rehabilitation 
Wing 

The Rehabilitation Wing had a phone for patients’ use on a wall in a communal corridor. 
Patients could also ask staff for a cordless phone to use in private. Tanerore did not have a 
fixed phone attached to a wall, however patients could ask staff for a cordless phone to make 
calls. Inspectors observed that phone calls were able to be made in private. Mobile phones 
were not permitted on the Unit. 

Additionally, there was a computer set up in a small, quiet room, which staff advised could be 
used for making video calls. Staff advised that the use of video calling had increased since the 
COVID-19 Level 4 lockdown ended in April 2020. 
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In 2016 I made the recommendation that patients should be afforded privacy when using the 
telephone. I was pleased to note that this recommendation had been achieved. 

Recommendations – communications 
I have no recommendations to make.  
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Health care 

Primary health care services 
Patients received a physical assessment on admission which included obtaining a medical 
history, taking routine blood tests, and addressing any physical concerns. A House Officer 
visited the Unit regularly and participated in the multidisciplinary Huihui.  

A treatment room on the Unit was used for physical examinations and storing medications 
including controlled drugs. At the time of inspection the room was tidy and well organised. 

Paperwork reviewed by Inspectors showed that patients who did not have leave were granted 
a dispensation to attend medical appointments outside the Unit accompanied by staff. 

There were four documented medication errors between 1 January and 30 June 2020. Two 
errors involved the wrong medication or the wrong dose being administered, one error 
involved a medication package being left in the foyer, and another error was due to a patient 
not taking their charted medication. 

Inspectors reviewed the documentation relating to the medication errors. For three of the 
events there was evidence of an immediate response, and a subsequent investigation and 
identification of actions to prevent a recurrence.  

The fourth documented medication error identified a patient being given double their 
prescribed dose. The record showed three unsuccessful attempts to contact the on call 
Psychiatric Registrar, but no further attempts to contact another medical professional for 
expert advice. The investigation, review, and outcome focused on the circumstances which led 
to the patient being given the double dose of medication. There was no comment about the 
inability to obtain medical advice following the incorrect dose. 

Patients did not raise any concerns with Inspectors regarding access to primary health care 
services. 

Recommendations – health care 

I recommend that: 
16. Medical assessment or advice is obtained in a timely manner following medication 

errors where there is potential harm to the patient. 

 

Pūrehurehu comments 
The DHB accepted recommendation 16. 

The DHB’s response included the following comment regarding recommendation 16:  
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This is current practice. It is expected that timely nursing and medical assessments 
or medical and/or nursing advice is always obtained in these circumstances. An 
inability to obtain timely medical assessment or advice is unusual and requires 
immediate escalation to another medical professional and follow-up as to the why 
there was no response to the initial and subsequent attempts at contact. 

Ombudsman response: 

I acknowledge that the Unit has accepted this recommendation. However, I note that the 
reportable event documentation completed for the event that prompted this recommendation 
did not indicate that there was immediate escalation to another medical professional, as 
stated in the DHB’s response here. 
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Staff 

Staffing levels and staff retention 
At the time of inspection, the Unit had vacancies for 4.47 full time equivalent (FTE) Registered 
Nurses (RNs). A vacant Psychologist position had been accepted by an overseas applicant, but 
at the time of inspection they had not been able to enter New Zealand due to COVID-19 border 
restrictions. 

The minimum number of staff on morning and afternoon shifts was nine and on night shift 
four. Staffing numbers could be increased based on the acuity and needs of patients on the 
Unit at the time.  

Nursing staff and MHSWs worked a three-shift roster, with a designated staffing level on each 
shift. There was variation in shift times due to different contractual arrangements. The 
morning shift was from 7am to 3:30pm or 4:05pm, with four to six RNs and four to five 
MHSWs. The afternoon shift was from 2:30pm to 10:30pm or 11:05pm, with four to six RNs 
and four to five MHSWs. The night shift was from 10:45pm to 7:20am with two RNs and two 
MHSWs. Staff spoken with informed my Inspectors that, at times, the night shift was covered 
by one RN and three MHSWs. 

Data provided by the Unit showed a turnover of 12.3 percent for RNs and 4 percent for 
MHSWs in the 2019/2020 financial year. Inspectors noted that over a third of RNs had been 
with the Unit less than one year. The average sickness rate was 4.6 percent for RNs and  
4.3 percent for MHSWs in the 2019/2020 financial year.  

In 2016 I made the recommendation that staff should be easily identifiable to patients and 
staff. Inspectors noted that most staff on the Unit were easily identifiable, with visible DHB 
name tags and/or uniforms. Patients did not raise any concerns about identifying staff. 

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

Table 1: List of people who spoke with Inspectors 

Managers Unit staff Others 

Unit Manager Clinical Nurse Specialist 
Clinical Coordinator 
Registered Nurses 
Psychiatrist 
Occupational Therapist 
Social Workers 
Mental Health Support Workers 
Unit Administrator 

Patients 
Family/whānau 
Cultural Advisor 
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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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