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Executive summary 

Background  

Ombudsmen are 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 tāngata whai ora1 detained in secure units within Aotearoa 
New Zealand hospitals. 

Between 18 and 21 May 2021, 2 Inspectors2  — whom I have authorised to carry out visits to 
places of detention under COTA on my behalf — made an unannounced four day inspection of 
Ward 21, Palmerston North Hospital.   

Summary of findings  

My findings are: 

 Tāngata whai ora were positive overall about their treatment and care on the Ward.  

 Tāngata whai ora and whānau were included in multi-disciplinary team meetings 

regarding their care and treatment.  

 There was no routine practice of locking tāngata whai ora in their bedrooms overnight.  

The issues that need addressing are: 

 The Ward was consistently over-occupied, with tāngata whai ora numbers regularly over 
the funded 24 beds.3  

 Staff numbers were not always adequate to care for the number of tāngata whai ora on 

the Ward.  

 The Ward, especially the High Needs Unit, was in need of upgrades and urgent 

maintenance work. 

 Appropriate consent to treatment paperwork was not completed for voluntary tāngata 

whai ora.  

 Seclusion paperwork was missing some key information, such as justification for ongoing 

seclusion, and how seclusion was safely ended.  

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

user, consumer or client. 

2  When the term Inspectors is used, this refers to the inspection team comprising one Senior Inspector and one 
Inspector. 

3  MidCentral District Health Board. Ward 21 – Increase of Staffing. April 2021. This business case showed bed 
day usage at an average of 143% between April 2020 and March 2021. This was consistent with occupancy at 
the time of inspection.  
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 Māori were disproportionately subjected to seclusion.  

 Young people were subjected to restraint and seclusion.  

 Seventeen percent of relevant staff were not up-to-date with Safe Practice Effective 
Communication (SPEC) training, and a number were out-of-date with other mandatory 
training.  

 Admission medical assessments could take, on average, six days to be completed.  

 Voluntary tāngata whai ora were subject to leave restrictions.  

 There were a high number of medication errors.  

 There were issues with the complaints process, so that tāngata whai ora could not make 

a written complaint without staff assistance, and concerns about treatment were 
sometimes treated as feedback rather than complaints.  

 There were insufficient activities and programmes for tāngata whai ora, especially in the 

evenings and weekends.  

 Visits did not always take place in dedicated visiting areas, potentially compromising the 

privacy of others on the Ward.  

 Tāngata whai ora did not have independent access to telephones.  
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Recommendations  
 

Follow up inspections will be made at future dates to monitor implementation of my 
recommendations. 

I recommend that: 

1. Seclusion records are sufficiently detailed, at a minimum, in line with the Seclusion 
Policy and Seclusion Procedure. 

2. All necessary steps are taken to reduce the disproportionate seclusion of Māori.  

3. Robust processes are established to ensure that young people are only secluded or 
restrained as a last resort, where all other methods have been exhausted and failed, 
including documentation of all methods attempted.  

4. Leave restrictions are not placed on voluntary tāngata whai ora.  

5. A dedicated sensory modulation area is available to tāngata whai ora at all times. 

6. Tāngata whai ora are able to make a written complaint independently of staff. 

7. Feedback containing concerns about treatment are categorised as a complaint, and 
are dealt with accordingly.  

8. Consent to treatment paperwork is completed for all voluntary tāngata whai ora, and 
where tāngata whai ora have not signed, the reasons for this are recorded. 

9. The DHB ensure maintenance and repair work be urgently undertaken in the HNU.  

10. The new build is progressed urgently and in line with best practice for the design of 
mental health facilities.  

11. Resource is available to improve the range of activities and programmes on the 
Ward, including during evenings and weekends.  

12. Visits take place in a way that protects the privacy of tāngata whai ora.  

13. Tāngata whai ora have access to telephones independently of staff, unless individual 
assessment deems it unsafe.  

14. Tāngata whai ora receive medical assessment promptly on admission, and if this is 
not practicable, the reasons why are recorded in case notes.  

15. A systemic review of medication controls and processes is undertaken, and all 
necessary steps are taken to reduce the number of medication errors.  

16. The DHB ensure staffing is adequate to ensure care for the number of tāngata whai 
ora on the Ward.  

17. All staff are up-to-date with mandatory training.  
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Feedback  

On completion of the inspection, my Inspectors met with representatives of the Ward’s multi-
disciplinary and leadership teams, to outline their initial observations.  

The Ward, the DHB, and the Ministry of Health received a copy of my provisional report and 
were invited to comment. I thank them for their feedback, and have had regard to it when 
preparing my final report.  
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Facility facts  

Ward 21  

Ward 21 is a mixed-gender acute inpatient mental health unit, based at Palmerston North 
Hospital, Manawatū. The Ward has 6 high needs beds in a secure unit, for tāngata whai ora 
held under the Mental Health (Compulsory Assessment and Treatment) Act (the MHA), and 18 
beds for acute care including tāngata whai ora held under the MHA and voluntary admissions.  

The Ward, along with the Hospital, is in the MidCentral District Health Board (the DHB) district. 
At the time of inspection in May 2021, Inspectors were told the Ward was funded for 24 beds, 
with 28 beds occupied. However, in response to my provisional report, the DHB confirmed that 
a safe staffing proposal had been approved, also in May 2021, to support 28 beds. On the first 

day of my inspection there were 30 tāngata whai ora in the care of the Ward (although two 
were on leave and not staying in the Ward at the time).  

Twenty-two tāngata whai ora were under MHA orders, while the other eight were voluntary 

admissions. While voluntary tāngata whai ora were not subject to an order made under the 
MHA, there were substantial barriers to their ability to leave the facility which amounted to 
them being ‘deprived of their liberty’ for the purposes of my OPCAT role. The average length of 
stay at the time of my inspection was 17.5 days.  

A planned new building to replace the Ward is expected to be completed in two years’ time. 
Alongside this, the DHB advised they are undergoing a programme of change to implement a 
new integrated model of clinical and kaupapa Māori service delivery in the next 9 to 12 
months. This includes provision of resources in the community as an alternative to admission, 

and implementing community based step-down and long-term rehabilitation beds in 
partnership with other providers.  

Previous inspections 

2017 – Follow up inspection 

2015 – Full inspection 

2012 – Full inspection 
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The inspection  

Two Inspectors conducted the inspection of Ward 21 between 18 and 21 May 2021. On the 
first day of the inspection, there were 30 tāngata whai ora in the care of the Ward, including 
two tāngata whai ora who were on leave and not staying in the Ward during the inspection. 

Inspection methodology  

At the beginning of the inspection Inspectors met with the Charge Nurse before being shown 
around the Ward.  

During the inspection, Inspectors observed the facilities, conditions and treatment of tāngata 
whai ora. Inspectors spoke with a number of managers, staff and tāngata whai ora, and, where 

appropriate and possible, with whānau.4  

Inspectors also considered a wide range of information provided during and after the 
inspection, such as clinical records, incident reports and meeting minutes.  

Recommendations from previous report  

Four recommendations were made during the previous inspection in 2017. Those 
recommendations were: 

 Necessary steps are taken to ensure bedroom alarms in the seclusion/HNU area are 

audible in the HNU nursing office. 

 The locked door policy is implemented and the process to enter and exit the Ward 

publicised. 

 A copy of the care plan and objectives of admission is made available to the clients. 

 Redesign of the HNU and Ward is prioritised. 

The Ward’s progress towards these recommendations is addressed in the relevant sections of 
this report. 

 

  

                                                      
4  For a list of people spoken with by the Inspectors, see Appendix 1. 
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Treatment 

Patients’ and whānau views on treatment 

A number of tāngata whai ora spoke with Inspectors, and were positive about their care on the 
Ward. Tāngata whai ora said they each had good relationships with staff members.  

However, tāngata whai ora also raised concerns with Inspectors about the poor environment in 
the High Needs Unit (HNU), the mixing of genders in a busy Ward, and a lack of communication 
from staff around seclusion and restraint.  

Inspectors saw whānau being included in Ward meetings and saw that staff treated them 
respectfully.  

Length of stay  

The purpose of an acute mental health inpatient unit is to provide rehabilitation and 
reintegration for tāngata whai ora experiencing an acute mental illness. The length of stay may 
be determined by orders made under the MHA.  

The DHB provided a monthly average length of stay figure for the six months prior to the 
inspection. The average length of stay across this period was 17.5 days.5  

On the first day of inspection, five tāngata whai ora had been on the Ward for more than three 
months, with two having been on the Ward for over a year. The DHB advised that, since the 
inspection, three of these tāngata whai ora have been discharged, and a fourth is on long-term 

leave as part of a transition out of acute care.  

Staff told Inspectors a shortage of suitable accommodation and community services were 
barriers to transitioning tāngata whai ora out of the Ward. Inspectors saw evidence of efforts 
to transition long-term tāngata whai ora to appropriate housing in clinical notes which 
confirmed this. In feedback on my provisional report, the Ministry of Health advised there is 
work being undertaken to understand ‘barriers to discharge across the country, and to 
facilitate a resolution to this issue.’ In the meantime, the Ministry advised they are monitoring 
this situation.  Alongside this, the DHB advised they are undergoing a programme of change to 
implement a new integrated model of clinical and kaupapa Māori service delivery in the next 9 
to 12 months. This includes provision of resources in the community as an alternative to 
admission, and implementing community based step-down and long-term rehabilitation beds 
in partnership with other providers.  

                                                      
5  Average length of stay figures provided by the DHB for this period were: November 2020 16.5 days, December 

2020 16.5 days, January 2021 14.8 days, February 2021 31 days, March 2021 10.8 days and April 2021 15.4 
days.  
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Data provided by the Ward at the time of inspection showed the Ward was consistently over-
occupied in the six months prior to the inspection.6 Despite being funded for 24 beds at the 
time of the inspection, the Ward was fitted out with 28 beds, and had 30 tāngata whai ora in 
its care at the time of inspection. The DHB advised, in feedback on my provisional report, that 
overflow was managed using tāngata whai ora leave, in partnership with the community 
treatment team. The DHB advised a staffing proposal was approved in May 2021 to support 28 
beds, and that, as of September 2021, recruitment was underway to ensure the Unit is able to 
safely operate up to the fully resourced capacity of 28. A new role of Patient Flow and Bed 
Manager has been introduced to liaise and support inpatient and community services for 
tāngata whai ora transitioning between services.  

I am concerned that tāngata whai ora who were no longer experiencing acute mental illness 
were being detained in a unit with more restrictive practices than those individuals required. I 

consider that the Unit is not suitable as long-term accommodation for tāngata whai ora who 
do not require care in an acute inpatient setting. I am aware that this issue is not limited to this 
unit alone, and I will continue to raise this matter with the Ministry of Health. 

I welcome the information from the DHB, in their feedback on my provisional report, regarding 
a programme of change to implement a new integrated model of clinical and kaupapa Māori 
service delivery over the next 9-12 months. This aims to provide resources in the community as 
an alternative to admission. The DHB informs me that the programme includes ‘strengthening 
community based services and implementing both community-based step-down and long-term 
rehabilitation beds’.  

The DHB informs me that, in addition to achieving more effective management of mental 
health without inpatient treatment, these changes will contribute 9-10 additional sub-acute 

and long-term beds in the community which will reduce the need for acute inpatient beds. 

The DHB said they have ‘identified a service gap where there is a lack of community based non-
acute extended care service that supports rehabilitation towards long term recover’. The DHB 
reports they have worked in partnership with an NGO provider to establish a four-bed facility 
which will provide a pathway for those tāngata whai ora who are no longer acutely unwell but 
require further rehabilitation to enable successful integration back into the community. The 
DHB were expecting to place tāngata whai ora in this facility in December 2021. 

I look forward to seeing the positive impact of these initiatives, and encourage moves to safely 
reduce the use of secure care.  

                                                      
6  MidCentral District Health Board. Ward 21 – Increase of Staffing. April 2021. This business case showed bed 

day usage at an average of 143% between April 2020 and March 2021. This was consistent with occupancy at 
the time of inspection.  
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Seclusion  

Seclusion facilities 

Seclusion events7 took place in the HNU. The HNU contained six bedrooms, three of which 
could be locked off to create a smaller confined area. In their feedback to my provisional 
report, the DHB advised that while all six bedrooms had been used as seclusion rooms in the 
past, from late December 2020 only one bedroom was specifically designated as a seclusion 
room. However, Inspectors saw evidence that since January 2021, three different HNU rooms 
had been used for seclusion, despite the reduction in designated seclusion rooms.  

 

 

 

Figure 1: HNU bedroom  Figure 2: Door to HNU bedroom 

Tāngata whai ora in seclusion could freely access the en-suite bathroom and drinking water. 

There were call bells in rooms used for seclusion to attract staff attention. I made a 
recommendation relating to the audibility of these alarms in the HNU nursing office in 2017. 
During this inspection, it was not raised as an area of concern. Tāngata whai ora had means to 
orient themselves to date or time while in seclusion.  

The HNU was a congested area, with constant staff and tāngata whai ora presence making the 
space noisy and crowded. There were no working blinds or curtains on internal windows, so 
those in seclusion could not manage their own levels of stimulation or privacy, despite sharing 
the HNU space with other acutely unwell tāngata whai ora. External blinds were not working in 
all bedrooms so tāngata whai ora could not control access to natural light. There was graffiti on 
doors, some of which was offensive.  

I consider the conditions in the HNU were not of a standard appropriate for acute inpatient 

mental health services. Urgent upgrades and maintenance work were needed. I address this in 
more detail under the heading ‘Material conditions’. In their feedback, the DHB accepted this 
point and set out details of work planned to improve conditions, discussed below.  

                                                      
7  Seclusion is when a person is placed, alone, in an area from which they cannot freely exit.  
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Seclusion policies and events  

Inspectors were provided with a copy of the Ward’s ‘Seclusion Policy’ (the Policy) and 
‘Seclusion Procedure’ (the Procedure) documents. The Policy was issued in April 2019, and the 
Procedure in September 2020. The Policy and the Procedure set out clear instructions for the 
initiation, safe management, and conclusion of seclusion events.  

Staff in leadership positions told Inspectors there was a strong focus on achieving ‘Zero 
Seclusion’.8 There was information about Zero Seclusion visibly displayed in staff areas of the 
Ward. The information indicated that the Zero Seclusion project was achieving positive results 
and that the number of seclusion events and hours were decreasing.9 

However, data provided by the Ward showed a need to continue and increase efforts to 
achieve Zero Seclusion. There had been 20 seclusion events in the period from 1 November 

2020 to 30 April 2021, with an average seclusion time of over 22 hours.  

The Ministry of Health has been discouraging the use of Night Safety Procedures10 since 2018, 
with a view to eliminating the practice in Aotearoa New Zealand by 2022.11 At the time of 
inspection the Ward was not using Night Safety Procedures, and there was no evidence that 
tāngata whai ora were routinely locked in their bedrooms overnight.  

Table 1: Seclusion events from 1 November 2020 to 30 April 2021 

Month Events Patient numbers Total Hours Average hours 

November 2 2 24 hours 20 

minutes 

12 hours 10 

minutes 

December 6 6 110 hours 7 

minutes 

18 hours 31 

minutes 

January 3 3 84 hours 25 

minutes 

20 hours 6 

minutes 

February 5 5 186 hours 20 

minutes 

37 hours 6 

minutes 

                                                      
8  ‘Zero Seclusion’ is a project run in partnership between the Health Quality & Safety Commission and Te Pou o 

te Whakaaro Nui (Te Pou), with the stated aim of eliminating the use of seclusion in New Zealand by 2020. For 
more information see https://www.hqsc.govt.nz/our-programmes/mental-health-and-addiction-quality-
improvement/programme/  

9  The number of seclusion events had decreased 47.9 percent between 2017 and 2020, and the number of 
seclusion hours had reduced 68 percent in the same period. 

10  Night safety procedures 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.’ Ministry of Health. Night Safety Procedures: Transitional Guideline. Ministry of 
Health, Wellington, 2018. 

11  Ministry of Health. Night Safety Procedures: Transitional Guideline. Ministry of Health, Wellington, 2018. 

https://www.hqsc.govt.nz/our-programmes/mental-health-and-addiction-quality-improvement/programme/
https://www.hqsc.govt.nz/our-programmes/mental-health-and-addiction-quality-improvement/programme/
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Month Events Patient numbers Total Hours Average hours 

March 2 2 17 hours 15 

minutes 

8 hours 37 

minutes 

April 2 2 23 hours 50 

minutes 

11 hours 51 

minutes 

Total: 20 20 446 hours 17 

minutes 

22 hours 19 

minutes 

 

Of the 20 seclusion events reported, 14 involved seclusion of Māori tāngata whai ora (70 

percent of seclusion events), despite the percentage of tāngata whai ora identifying as Māori 
on the Ward during that period being approximately 38 percent. This indicates that Māori were 
disproportionately subject to seclusion in comparison to both the rates of seclusion for non-
Māori, and to the rates of admission of Māori tāngata whai ora. In their feedback, the DHB 
noted that while nationally, seclusion rates for Māori are increasing, in the MidCentral DHB 
rates have been in ‘steady decline.’  

Inspectors reviewed seclusion paperwork and found it to be well organised. However, 
Inspectors noted that records lacked key details. Specific care requirements (such as 
vulnerabilities related to age or cultural needs) were not routinely recorded. Observation notes 
did not routinely contain the detail required by the Procedure (for example, at ten-minute 
observations noting ‘asleep’ without noting details such as if tangata whai ora skin colour had 
changed or if they were breathing). Seclusion paperwork did not always include justification for 

continuing seclusion.  

The DHB advised in feedback that this detail was recorded in contemporaneous nursing notes, 
and noted that seclusion and restraint documentation had been commended in a recent 
certification audit. My Inspectors could not easily access contemporaneous notes during the 
inspection. Following the inspection they requested copies of clinical notes relating to specific 
seclusion events, but these were not provided. I note there is a risk of information being 
overlooked when seclusion event notes (including checks) are recorded in multiple places, and 
encourage use of a single seclusion record for each event.  

Restraint  

Inspectors were provided with the Restraint Minimisation and Safe Practice Policy and the 

Restraint Minimisation and Safe Practice Procedure. Both documents were issued in 
September 2020.  
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Data provided by the Ward showed that personal restraint12 was frequently used on the Ward, 

with 87 restraint events between 1 November 2020 and 30 April 2021.  

Table 2: Restraint data (exclusive of seclusion data) 1 November 2020 – 30 April 2021 

 November December January February March April 

Total restraint 

events 

4 30 21 15 10 7 

Total tāngata 

whai ora 

restrained 

4 11 8 8 4 3 

Personal restraint 4 30 21 15 10 7 

Youngest person 

restrained (years) 

17 yrs 14 yrs 15 yrs 20 yrs 20 yrs 16 yrs 

Oldest person 

restrained (years) 

44 yrs 47 yrs 39 yrs 47 yrs 59 yrs 30 yrs 

Inspectors reviewed a sample of 30 restraint event reports from this period. Restraint reports 
generally contained appropriate levels of detail on the events leading up to the use of 
restraint, but in some areas seemed generic. For example, ‘de-escalation strategies’ almost 
always included the response ‘spent time talking to patients’, even when the description of 
events indicated urgent use of restraint was likely to have been appropriate and there 
appeared to be no practical opportunity to engage in de-escalation by talking (such as when 

tāngata whai ora were physically aggressive).  

Only 12 of the 30 event reports reviewed contained clear evidence of de-escalation techniques 
being employed before restraint was used. In 13 of the reports reviewed, security guards were 
present, but it was not clear from the reports to what extent they had been involved in the 
restraint. Nine of the 30 restraint events were for the purpose of administering inter-muscular 
injections.  

The quality of reviews of restraint events varied. While the best indicated consideration of 
alternatives, staff training needs, and options to reduce the use of restraint in future incidents, 
others were perfunctory and generic.  

                                                      
12  Personal restraint is when a service provider(s) uses their own body to limit a patient’s normal freedom of 

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

Of 82 relevant staff, 14 (17 percent) were out of date on Safe Practice Effective Communication 
(SPEC) training.13 Ten of those staff (12 percent) required a full four-day training session, 
including some senior clinical staff, while the remaining four were out of date for refresher 
training. Ensuring staff are up-to-date with SPEC training will be critical to reducing restraint.  

In their feedback, the DHB noted that the training numbers at the time of inspection included a 
number of new staff who had not yet been trained, and a number of staff whose in-person 
training had been deferred due to COVID-19 interruptions. They advised that staff who had not 
been able to take a refresher had undergone a review of practice to maintain compliance, and 
have subsequently been booked in to attend training.  

Records showed that a senior staff member who undertook reviews of restraint events was not 

SPEC-trained. In my view, staff providing oversight of restraint events must have the 
appropriate training. 

Seclusion and restraint of young people 

In its 2013 report, the Subcommittee on Prevention of Torture and Other Cruel, Inhuman or 
Degrading Treatment or Punishment noted that the Ministry of Health had issued guidelines 
on the placement of people under 18 in adult wards.14 This includes the expectation that any 
such placement must be in the best interests of the child, and that there is ‘age appropriate 
specialist care’.  

As indicated in the data tables above, people under 18 years of age had been secluded and 
restrained during the reporting period. The youngest person restrained in the period was 14 

years old and the youngest secluded was 17 years old. Young people are particularly vulnerable 
to the damaging effects of practices such as seclusion.15  

In the records reviewed by my Inspectors, while a rationale for initiating seclusion and restraint 
was documented, I am not satisfied that the records demonstrated all other methods had been 
exhausted and failed, or that seclusion lasted for the shortest possible period of time. 

The Procedure stated that ‘[s]eclusion should be used with extreme caution and intensive 
monitoring in certain circumstances, including... Where age is a vulnerability factor, particularly 
                                                      
13  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. 
See https://www.tepou.co.nz/initiatives/towards-restraint-free-mental-health-practice/149 for more detail. 

14  Subcommittee on Prevention of Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment. 
Report on the visit of the Subcommittee on Prevention of Torture and Other Cruel, Inhuman or Degrading 
Treatment or Punishment to New Zealand from 29 April to 8 May 2013. 2014. Accessed online at 
https://tbinternet.ohchr.org/Treaties/CAT-OP/Shared%20Documents/NZL/CAT_OP_NZL_1_Add-
1_17459_E.pdf on 18 August 2021. 

15  See, for example, Shalev, S. (2017) ‘Thinking Outside the Box? A review of seclusion and restraint practices in 
New Zealand’ pg. 18, citing American Civil Liberties Union (ACLU) (2013) Alone and Afraid: Children Held in 
Solitary Confinement and Isolation in Juvenile Detention and Correctional Facilities. ACLU: Washington DC. 

https://www.tepou.co.nz/initiatives/towards-restraint-free-mental-health-practice/149
https://tbinternet.ohchr.org/Treaties/CAT-OP/Shared%20Documents/NZL/CAT_OP_NZL_1_Add-1_17459_E.pdf
https://tbinternet.ohchr.org/Treaties/CAT-OP/Shared%20Documents/NZL/CAT_OP_NZL_1_Add-1_17459_E.pdf
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those under 18 or over 65 years.’  However, the Restraint Minimisation and Safe Practice Policy 
and the Restraint Minimisation and Safe Practice Procedure contained no information 
specifically about restraint of young people.  

In response to my provisional report the DHB noted this, though said the policy and procedure 
are organisation wide and not owned by the ward. They did, however, accept and agree with 
my feedback and advised that the Chair of the Restraint Advisory Group would take this 
forward.  

I acknowledge the steps the DHB intends to take in respect of this matter and I intend to 
closely monitor it. I remind the facility of the expectation regarding age appropriate specialist 
care, and encourage them to consider whether seclusion of young people, in particular, is ever 
necessary or appropriate.   

Environmental restraint for voluntary tāngata whai ora  

The Ward had express policy stating that voluntary tāngata whai ora were free to come and go 
as they pleased.16 In practice, the Ward was locked and tāngata whai ora could only exit the 
Ward with staff assistance. There was a sign on the Ward doors apologising for the locked 
doors and advising those able to exit the Ward to see a staff member about opening the door. I 
made a recommendation about this in my 2017 report and am pleased to see this in place. 
However, Inspectors saw that reception was not always staffed and there could be delays 
waiting to leave the Ward. 

The Ward 21 Locked Door Policy (the Locked Door Policy) specified that voluntary tāngata whai 
ora were only to be allowed out after their assigned registered nurse was informed of their 

leaving and plans, to ensure staff knew where tāngata whai ora were at all times.  

Inspectors noted that two voluntary tāngata whai ora were recorded as having ‘no leave’, 
despite the Locked Door Policy. This is inappropriate for voluntary tāngata whai ora, who are 

under no legal compulsion to remain on the Ward. Informed consent provides the lawful 
authority for voluntary tāngata whai ora to remain on the Ward and receive treatment. 
Consent may be revoked at any time by voluntary tāngata whai ora, and they should be able to 
access leave. In their feedback on my provisional report, the Ministry of Health advised they 
have reminded all Directors of Area Mental Health Services that this practice is not 
appropriate, and this is being monitored with the assistance of District Inspectors.  

The Locked Door Policy was reviewed in September 2020, so was up-to-date at the time of 
inspection.  

                                                      
16  Ward 21. Ward 21 Locked Door Policy. MidCentral District Health Board, 2018.  
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Electro-convulsive therapy 

There was one tangata whai ora undergoing Electro-convulsive therapy (ECT) in the Ward at 
the time of the inspection. Inspectors reviewed the paperwork for ECT, which included 
appropriate medical assessments and consent to treatment.  

Sensory modulation  

Sensory modulation17 is an effective means to support patients to self-regulate when 
distressed or agitated. It has been identified as a potential alternative to the use of seclusion 
and restraint.18  

During the inspection, staff told Inspectors there were no dedicated sensory modulation 
spaces in the Ward at the time of the inspection, but that there was a bedroom, which was 

sometimes used for sensory modulation. Staff also told Inspectors there was some sensory 
modulation equipment available, but it was not readily accessible and Inspectors did not 
observe it to be widely in use. I encourage the increased use of sensory modulation.  

In their feedback on my provisional report, the DHB advised there was a dedicated sensory 
modulation room on the open side of the Ward. I am not satisfied that a bedroom sometimes 
used for sensory modulation is an adequate arrangement. A dedicated sensory modulation 
area should be available for tāngata whai ora use at any time.  

                                                      
17  ‘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. 

18  Sutton, D, & Nicholson, E. (2011) Sensory modulation in acute mental health wards: A qualitative study of staff 
and service user perspectives. Auckland, New Zealand: Te Pou o Te Whakaaro Nui 
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Recommendations – treatment 

I recommend that: 

1. Seclusion records are sufficiently detailed, at a minimum, in line with the Seclusion 
Policy and Seclusion Procedure. 

2. All necessary steps are taken to reduce the disproportionate seclusion of Māori.  

3. Robust processes are established to ensure that young people are only secluded or 
restrained as a last resort, where all other methods have been exhausted and failed, 
including documentation of all methods attempted.  

4. Leave restrictions are not placed on voluntary tāngata whai ora.  

5. A dedicated sensory modulation area is available to tāngata whai ora at all times. 
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Protective measures  

Complaints process 

Information about the Mental Health (Compulsory Assessment and Treatment) Act 1992 
(MHA) was prominently displayed on the Ward, as were consumer information posters from 
the Health and Disability Commission, and posters from the DHB inviting tāngata whai ora 
feedback. There were also a range of information brochures available on the Ward.  

Information about the District Inspector was less obvious, although the District Inspector’s 
phone number was displayed in the entrance foyer, in the phone booth on the open side of the 
Ward, and in the HNU.  

Not all tāngata whai ora Inspectors spoke to knew how to make a complaint. One option was 
to use the DHB feedback form, however Inspectors observed that these were not freely 
available on the Ward. Staff told Inspectors that these forms were usually available. The box 
for submission of completed forms was located in the entrance foyer, outside the locked Ward 

doors, so tāngata whai ora could not access the box without staff assistance. I consider it 
important that tāngata whai ora are able to access a feedback box, and make written 
complaints, independently of staff.  

Between 1 November 2020 and 30 April 2021, nine complaints had been made about the 
Ward. One was withdrawn by the complainant, and Inspectors saw the responses to the 
remaining eight complaints. Written responses were personalised, courteous, and addressed 
concerns raised in detail. 

Matters raised with the Ward could also be dealt with as queries. Queries could be resolved 
informally and no written response was required by policy. Inspectors noted that in the six 
months prior to the inspection, a further 19 issues had been raised with the Ward (17 on DHB 
feedback forms, and two by telephone). These had been categorised as queries rather than 
complaints, despite some containing obvious concerns about treatment. This was attributed, at 
least in part, to a tick box on the feedback form asking if the matter was a ‘concern’ or ‘query’.  

Complaints should be categorised and treated as such based on the content of the feedback, 
irrespective of the form in which it is received. Even when complaints can be resolved in 
conversation, it would be good practice to confirm the details of the discussion and outcomes 
in writing.  

In their feedback on my provisional report, the Ministry of Health expressed concern that 
categorising concerns raised about treatment as complaints could prove a barrier to tāngata 

whai ora who wish to raise concerns more informally. I agree that, ideally, tāngata whai ora 
feel comfortable raising concerns informally without the use of a feedback form. It is desirable 
for issues to be addressed at the level they can most quickly and effectively be dealt with. 
However, I note that the ‘concerns’ my Inspectors identified had been raised through a formal 
feedback channel. My concern, that complaints about treatment made on the feedback form 
were not appropriately dealt with when identified as a ‘concern’ or ‘query’, remains, and I 
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encourage the Ward to consider the substance of the matter raised in each case, and respond 
appropriately, including documenting responses where appropriate.   

Records  

At the time of inspection 22 tāngata whai ora were held under the MHA. A further eight were 
on the Ward on a voluntary basis.  

Inspectors reviewed tāngata whai ora records. Detaining paperwork, where relevant, was 
complete and sufficiently detailed. However, Inpatient Consent and Confidentiality forms 
required for voluntary patients were not present in all relevant tāngata whai ora files, and of 
the forms that were present, some were not signed by tāngata whai ora and none were signed 
by a clinician. Similarly, the General Information Sheet for voluntary tāngata whai ora was not 

routinely signed by tāngata whai ora. I also found no evidence of appropriate procedures to 
allow voluntary tāngata whai ora to revoke their consent to remain in the Unit. This gives rise 
to a risk that voluntary tāngata whai ora could be arbitrarily detained. 

Multi-disciplinary team meetings  

Inspectors attended multi-disciplinary team (MDT) and whānau meetings. They saw that 
tāngata whai ora and whānau were included in MDTs. Clinical staff asked relevant questions 
and made efforts to involve tāngata whai ora in the meeting and to listen to them.  

In 2017 I recommended tāngata whai ora have access to a copy of their care plan and 
objectives of admission. I am satisfied that including tāngata whai ora in MDT and whānau 
meetings helps to achieve this goal.    

Recommendations – protective measures 

I recommend that: 

6. Tāngata whai ora are able to make a written complaint independently of staff. 

7. Feedback containing concerns about treatment are categorised as a complaint, and 
are dealt with accordingly.  

8. Consent to treatment paperwork is completed for all voluntary tāngata whai ora, and 
where tāngata whai ora have not signed, the reasons for this are recorded. 
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Material conditions 

Accommodation and sanitary conditions 

The Ward layout was not well suited to the Ward purpose, and the DHB has accepted that the 
ward conditions are no longer fit for purpose. Staff told my Inspectors the layout of the open 
side of the Ward did not enable easy oversight, with a number of blind spots, especially when 
staff were based in the nursing station.  The open side of the Ward was clean and well 
maintained. Aesthetically, the Ward was sterile and institutional. Staff and tāngata whai ora 
told Inspectors the Ward did not have enough decoration.  

Bedrooms were organised in four groups: six in the HNU, four in the open side of the Ward, 
and the remainder in two wings on the open side of the Ward. One wing, containing ten rooms 

and shared bathroom facilities, was dedicated for use by female tāngata whai ora. The second 
wing, containing eight rooms and shared bathroom facilities, was dedicated for use by male 
tāngata whai ora. The four bedrooms not in wings could be used by tāngata whai ora of any 
gender. Both wings had their own small lounge with a television, which tāngata whai ora could 
use if they did not want to be in the larger, mixed, communal areas.  

 

 

 

 

Figure 3: Bedroom in the male wing  Figure 4: Lounge in the female wing 

There was no physical separation between male and female parts of the Ward, but male 
tāngata whai ora were not permitted on the female wing. Staff were required to manage this 
by observation of tāngata whai ora movements.  

A number of rooms had windows opening onto publically accessible parts of the grounds, 
including the male bedroom wing. Staff told Inspectors this created a security risk, particularly 
around control of contraband. I consider it essential for tāngata whai ora to have access to 
fresh air in their bedrooms, but note the security of such features should be factored into the 
design of the new build (discussed below).  
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A dedicated family room, with an en-suite, allowed whānau to stay in a shared space with 
particularly vulnerable tāngata whai ora. Inspectors saw the room being used for this purpose 
during the inspection.  

The HNU contained six bedrooms, five of which had an en-suite bathroom. HNU rooms were 
used by tāngata whai ora of any gender. The HNU could be divided into two areas. One area, 
containing three bedrooms, was always locked and was used for seclusion (discussed above). 
The second wing could be separated from the first and combined with the open side. There 
was a communal lounge and a small external courtyard. Inspectors saw new furniture, which 
had been specifically designed for acute mental health facilities. 

The HNU was clean, but the environment was stark. The space was crowded and noisy. There 
was a constant presence of staff and tāngata whai ora contributing to noise and a lack of 
privacy for those in seclusion and HNU bedrooms.  

There was insufficient natural light in the HNU, including in bedrooms used for seclusion. There 
was no access to fresh air from the seclusion rooms. There was a small courtyard attached to 

the HNU, but it had high walls and no seating.  

HNU bedroom doors were significantly scratched and covered in graffiti, including with 
objectionable material (e.g. a swastika).The external blinds did not function in all the 
bedrooms. The HNU bedrooms did not have any blinds or other cover (permanent or 
detachable) on the bedroom door windows. This meant tāngata whai ora in HNU bedrooms 
had no control as to who could see into their personal space.  In particular, I note there was no 
capacity for gender separation and acutely unwell men and women were co-located. The lack 
of privacy impacted on the safety and dignity of tāngata whai ora in the HNU. 

Overall, the HNU was not fit-for-purpose and, in my view, had adverse effects on the wellbeing 
of tāngata whai ora.19 In their feedback, the DHB agreed with this, and said:  

‘… since the inspections the following actions have been agreed and will be 
implemented over the next several months. These include: 

• reparation of blinds on HNU bedroom windows 

• establishment of a dedicated sensory modulation room in the HNU 

• painting to repair recent damage to walls/doors across the ward 

• other “beautification” options such as murals and other soft furniture features.’ 

I consider this work essential to improve conditions for tāngata whai ora, and I expect this to 
be completed promptly.  

In 2017 I recommended that redesign of the HNU and Ward be prioritised. Planning and design 
work on this was underway at the time of this inspection. Inspectors had a range of discussions 
about the planned new 28-bed unit, which was expected to be completed around 2023. 

                                                      
19  See Tā Mason Durie’s Te Whare Tapa Wha health model, available at: https://www.health.govt.nz/our-

work/populations/maori-health/maori-health-models/maori-health-models-te-whare-tapa-wha   
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Generally, staff were optimistic about the new building and hoped that it would lead to a 
significantly improved physical environment for tāngata whai ora. Inspectors heard that 
planning had been paused recently to ensure that the proposals were people-oriented and so 
consultation with whānau and iwi could take place.  

In their feedback on my provisional report, the DHB also advised that planning for the new 
acute mental health and addiction facility was well underway. Regarding the pause, they 
reported this was to ensure their model of care was correctly aligned, and this time also 
allowed for focused engagement with stakeholders and partners.  The DHB also advised the 
Ward’s Model of Care and Bed Modelling approach has received positive feedback from the 
Ministry of Health and is being presented nationally to support other DHBs in their 
development in this direction. I am encouraged to hear of careful consideration of best 
practice in care being incorporated into the design of the physical environment, and look 

forward to seeing the outcome of this. However, I reiterate my concern regarding the urgency 
for tāngata whai ora to be in a fit for purpose environment. 

Food  

Tāngata whai ora chose their food from the Palmerston North Hospital menu.  

No concerns were raised about the quality or quantity of the food. On the open side of the 
Ward, fruit was available in communal areas between meals. Otherwise, access to snacks 
between meal times was limited.  

Tāngata whai ora in the open side of the Ward had independent access to water and hot 
drinks, but tāngata whai ora in HNU were reliant on staff to facilitate access to hot drinks. 

Inspectors observed staff bringing hot drinks to tāngata whai ora in the HNU. 

Recommendations – material conditions 

I recommend that: 

9. The DHB ensure maintenance and repair work be urgently undertaken in the HNU. 

10.  The new build is progressed urgently and in line with best practice for the design of 
mental health facilities.  
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Activities and programmes 

Outdoor exercise and leisure activities 

The open side of the Ward, and the HNU, each had a small courtyard within in the secure 
environment. 

The HNU courtyard had high walls and was concreted, and lacked greenery or decoration. The 
courtyard attached to the open side of the Ward was usually unlocked, and Inspectors saw 
tāngata whai ora using the space frequently. The courtyard contained picnic tables and 
benches, and a few shrubs. A small garden was being removed during the inspection, as loose 
bricks had been identified as a safety risk. Tāngata whai ora with leave could access a larger, 
more pleasant external courtyard. Inspectors noted that several tāngata whai ora had leave 

from the Ward and were using this courtyard during the inspection. Secure, pleasant, outdoor 
spaces should feature in the design of the new building.  

Throughout the Ward a selection of books, board games and puzzles were available to tāngata 

whai ora. There were televisions in the lounges in the male and female wings, and a larger 
smart TV with gaming console and DVD player in the communal area. On one occasion during 
the inspection, staff brought a table tennis table into a communal area and Inspectors saw 
tāngata whai ora using this. There was also an art room which tāngata whai ora could ask to 
use, dependant on availability of staff to supervise.  

 

 

 

Figure 5: External courtyard (for those with 
leave) 

 Figure 6: Part of one communal area 

Activities  

The Ward employed a full-time occupational therapist (OT) and two OT assistants. The OT had 
started working on the Ward eight weeks before the inspection, and prior to that the Ward 
had no OT for around a year. A part-time psychologist had also been employed shortly before 
the inspection.  
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The OT staff organised a weekly programme of activities for Monday to Friday. There were no 
scheduled activities for evenings or weekends. Staff told Inspectors they would like to offer 
more in the way of activities and programmes. Tāngata whai ora told Inspectors there was not 
enough to do in the HNU and the open side of the Ward.  

The activities programme included routine daily walks and access to the physiotherapy gym, 
available to those with leave. Weekly activities on offer included ‘creative workshop’, 
‘harakeke’ and ‘creative writing/journaling’. Tāngata whai ora with leave could also access the 
hospital swimming pool in the afternoon.  

Staff told Inspectors there were insufficient resources to carry out more intensive occupational 
performance assessments or to have one to one time with tāngata whai ora. The OT said they 
would carry out sensory profiles on an ad hoc basis for tāngata whai ora who needed them.  

Cultural and spiritual support 

The Ward employed a kaumātua as a Tikanga Competency Facilitator. They had developed 
cultural inputs for MDT meetings, and there was evidence of cultural consideration in Ward 
policies and in tāngata whai ora care plans. Treaty of Waitangi training had been completed by 
88 percent of eligible staff. Some staff told Inspectors they considered there was room to 
improve the cultural competence of staff.  

Oranga Hinengaro, a kaupapa Māori mental health service was available to tāngata whai ora.20 
Inspectors saw posters with information on how to access Oranga Hinengaro displayed on the 
Ward.  

Details of chaplains and phone numbers to provide access to spiritual support were on display 

on the Ward and provided in induction information given to tāngata whai ora. Inspectors 
observed the Chaplain visiting the Ward during the inspection.  

Recommendations – activities and programmes 

I recommend that: 

11. Resource is available to improve the range of activities and programmes on the 
Ward, including during evenings and weekends.  

  

                                                      
20  https://www.healthpoint.co.nz/mental-health-addictions/mental-health-addictions/midcentral-dhb-oranga-

hinengaro-maori-mental/  

https://www.healthpoint.co.nz/mental-health-addictions/mental-health-addictions/midcentral-dhb-oranga-hinengaro-maori-mental/
https://www.healthpoint.co.nz/mental-health-addictions/mental-health-addictions/midcentral-dhb-oranga-hinengaro-maori-mental/
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Communications 

Access to visitors  

Inspectors saw whānau, friends and family visiting the Ward regularly throughout the 
inspection. Visitors were treated respectfully by staff, and were free to access the open parts 
of the Ward. Some staff told Inspectors they had privacy concerns for tāngata whai ora 
because of the number of visitors to the Ward. There could also be security risks for visitors 
and tāngata whai ora when visitors were moving freely around the Ward.  

There was a whānau room for visits, but it was small, had only basic furnishings, and lacked 
natural light. Communal areas and interview rooms were also used for visits. Visitors with 
children could use the staff kitchen and lounge area.  

The regularity and level of visitors was positive to see, and is to be encouraged. Dedicated 
pleasant visiting spaces big enough for the number of visitors would reduce disruption and 
improve privacy for other tāngata whai ora during visits. The DHB advised that there is no 

capacity to create additional visiting spaces in the existing facility, but that other spaces could 
be used to improve privacy (such as interview rooms and the occupational therapy lounge, if 
not already in use). I acknowledge the limitations of the existing space and expect staff to 
support visits taking place in a way that protects the privacy of all tāngata whai ora on the 
Ward. 

Access to telephones 

On the open side of the Ward, tāngata whai ora were able to keep their personal cell phones. 

Inspectors saw tāngata whai ora using their phones regularly. There was also a fixed telephone 
booth which tāngata whai ora could use without staff supervision.  

In the HNU, there was a fixed telephone in a locked booth, and Inspectors saw staff unlocking 
this for tāngata whai ora to use on request. Tāngata whai ora were not permitted cell phones, 
although Inspectors were told by one tangata whai ora in the HNU that he was allowed 15 
minutes a day on the open side of the Ward with his cell phone. There was no evidence that 
denying access to cell phones on the HNU was based on individual risk assessment.  

Recommendations – communications 

I recommend that: 

12. Visits take place in a way that protects the privacy of tāngata whai ora.  

13. Tāngata whai ora have access to telephones independently of staff, unless individual 
assessment deems it unsafe.  
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Health care 

Primary health care services 

The Ward had two full-time equivalent (FTE) Registrars and two FTE House Officers at the time 
of the inspection. The Ward contained a medical treatment room and a medical clinic, which 
were tidy, private, and well organised. Tāngata whai ora raised no concerns with Inspectors 
about the standard of health care they received on the Ward.  

Tāngata whai ora received a medical assessment following admission, however a sample of 
patient files reviewed by Inspectors indicated it took an average of six days for medical 
assessments to take place. Staff told Inspectors this was because of time constraints on clinical 
staff, combined with the acuity of tāngata whai ora on admission. Responding to my 

provisional report, the DHB agreed that timeliness of medical assessments on admission and 
the subsequent documentation is of concern. The DHB advised they have appointed a Chief 
Registrar to oversee the practice of all Registered Medical Officers, which they anticipate will 
improve timeliness and record-keeping for these assessments.  

Records of medication errors provided by the Ward at the time of inspection showed 33 
medication errors in the period 1 November 2020 to 30 April 2021. A review of documentation 
showed the majority of these errors related to charting and administration of medication, 
including incorrect dosages being given, medication being missed or given at the wrong time, 
and incorrect or incomplete charting of medications. Staff acknowledged that the number of 
medication errors was high. In their feedback, the DHB acknowledged that ‘any medication 
errors are too many.’ I will be monitoring this on future inspections.   

Reporting of medication errors was generally completed to a high standard with sufficient 
detail to identify the nature of each error. However, remedial actions appeared to be taken on 
a case by case basis, such as talking with staff involved, and there was no evidence of 

consideration of systemic controls being reviewed.  

Recommendations – health care 

I recommend that: 

14. Tāngata whai ora receive medical assessment promptly on admission, and if this is 
not practicable, the reasons why are recorded in case notes.  

15. A systemic review of medication controls and processes is undertaken, and all 

necessary steps are taken to reduce the number of medication errors.  
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Staff  

Staff interviewed by Inspectors expressed positive feelings about the nursing team, finding it 
supportive and well-functioning. The Charge Nurse had been in their role since February 2021 
and several staff spoke positively about the influence they were having on the Ward.  

Despite being funded for 24 beds at the time of the inspection, the Ward was fitted out with 
28 beds, and 30 tāngata whai ora were in the care of the Ward at the time of inspection. Two 
tāngata whai ora were on leave, but still in the care of the Ward. Information provided by the 
Ward indicated that the majority of shifts had a shortfall in nursing staff, and that gaps were 
managed with overtime. Inspectors saw a proposal to increase staffing had been submitted to 
the DHB, dated April 2021, and were told by staff a response was pending at the time of 
inspection. In response to my provisional report, the DHB confirmed that a staffing proposal 

had been approved in May 2021 and recruitment was underway.  

At the time of inspection the Ward had vacancies for 0.8 full-time equivalent (FTE) Registered 
Nurses, 1.0 FTE Health Care Assistants, 1 FTE Occupational Therapist, 2.3 FTE Associate Charge 

Nurse, and 1 FTE Nurse Educator.  

The Ward had a target of 85 percent for completion of mandatory training courses, as well as 
the SPEC training discussed above. For some courses, this target was met, but for some 
important courses the Ward was falling short at the time of inspection.  

Table 3: Mandatory training courses with completion below 85 percent.  

Course title Completion rate at time of inspection 

Speaking Up for Safety 82.67 percent 

Electrical Safety (Refresher)  78.67 percent 

Fire Evacuation (Refresher) 74.67 percent 

Health and Safety (Refresher) 72 percent 

Legislative Compliance (Refresher) 68 percent 

Protective Security for Safety (Refresher) 68 percent 

 

Inspectors observed the presence of security staff on the Ward. I am concerned about what 
appears to be a normalisation of the use of security guards in mental health facilities, including 
on the Ward. I appreciate that a range of factors have contributed to this trend. However, the 
use of security personnel in place of more appropriately trained staff is not an ideal solution. I 
intend to raise my concerns about this with the Ministry of Health and to monitor the situation 
across the country.   
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Recommendations – staff 

I recommend that: 

16. The DHB ensure staffing is adequate to ensure care for the number of tāngata whai 
ora on the Ward.  

17. All staff are up to date with mandatory training.  
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Appendix 1. List of people who spoke with Inspectors 

Table 4: List of people who spoke with Inspectors21 

 

Assistant Occupational Therapist 

Associate Charge Nurse  

Associate Director of Nursing 

Chaplain 

Charge Nurse  

Clinical Nurse Specialist 

Consultant Psychiatrist 

Consumer Advisor 

Family/whānau 

Health Care Assistants 

Kaumātua  

Occupational Therapist 

Registered Nurses 

Senior House Officer 

Social Worker 

Student Nurse 

Tāngata whai ora  

 

  

                                                      
21  The DHB offered inspectors a meeting with the Operations Executive and Clinical Executive during the 

inspection. Competing demands on time during inspection meant these meetings did not proceed, however I 
would like to thank the DHB for the opportunity.  
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Appendix 2. Inspection focus 
The following areas were examined to determine whether the conditions and treatment of 
tāngata whai ora amount to torture or other cruel, inhuman or degrading treatment or 
punishment, or whether there were any other issues impacting adversely on tāngata whai ora, 
and to consider any improvements that may be needed.22 

Treatment 

 Torture or cruel, inhuman or degrading treatment or punishment 

 Seclusion and de-escalation 

 Restraint 

 Restraint training for staff 

 Electro-convulsive therapy (ECT) 

 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 

                                                      
22  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/


 Tari o te Kaitiaki Mana Tangata | Office of the Ombudsman 
 

 

 

Page 30   

Health care  

 Primary health care services 

Staff 

 Staffing levels and staff retention 
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Appendix 3. 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. 

 

 

 


