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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 patients1 detained in secure units within New Zealand hospitals. 

Between 20 and 23 April 2021, two Inspectors2, whom I have authorised to carry out visits to 
places of detention under COTA on my behalf, made an announced inspection of 
Manaakitanga Inpatient Unit (the Unit), which is located in the grounds of Te Nīkau Grey Base 
Hospital, Greymouth. 

Patients receive acute mental health services provided by West Coast District Health Board’s 

(DHB’s) Adult Mental Health Services (the Service). 

Summary of findings 

My findings are: 

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

 The Unit had devoted significant time and energy to reducing the levels of seclusion, and 
staff in the Unit appeared to be genuinely committed to Zero Seclusion. 

 The Unit recorded every instance of locked doors as environmental restraint. Processes 

for implementing and recording environmental restraint were robust. 

 The Unit’s response to the complaint received in the reporting period was thorough, 
personalised, and addressed the concern raised.  

 Files contained the necessary paperwork to detain and treat patients on the Unit. 

 The Unit had robust procedures to ensure voluntary patients could enter and exit the 

Unit at will. 

 The Unit was generally clean, tidy and well maintained. The Unit had new furnishings, 

which was a positive development since my predecessor’s previous inspection in 2015.3 

                                                      
1  Patients was the term used by the Unit to describe people using mental health and addiction services. This 

term is often used interchangeably with consumer, client, service user and/or tāngata whai ora. 

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

3  Office of the Ombudsman report on an unannounced inspection to Manaakitanga Mental Health Inpatient Unit 
under the Crimes of Torture Act 1989, September 2015. 
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 The Unit had an Occupational Therapist (OT) who was responsible for the wellbeing 
programme which provided structured daily activities. Staff were complimentary of the 
work done by the OT to increase the activities available to patients on the Unit. 

 Cultural and spiritual support was available for patients on the Unit. 

 Patients were able to keep and use their cell phones, unless there was a specific reason 
not to.  

 Staffing numbers had increased. Staff said they felt safe and were positive about the 
leadership of the Unit. 

The issues that need addressing are: 

 The seclusion area was stark and blinds in the seclusion room could not be independently 

controlled by patients. 

 In the six months prior to the inspection, a patient under the age of 18 was secluded. 
There was not clear evidence of robust processes to ensure that young people were 
secluded only as a last resort where all other methods have been exhausted and failed.  

 Security personnel had been involved in several restraint events in the reporting period, 
including where medication had been administered through intramuscular injection 
(IMI).  

 The needs of female patients did not appear to be met by the involvement of male 
security personnel in seclusion and restraint events. 

 Approximately half of the staff were out-of-date with their Safe Practice Effective 

Communication (SPEC) training4 at the time of the inspection. 

 There was no information about the Complaints Procedure on display on the Unit. 

 Consent paperwork for voluntary patients was not always fully completed.  

 The paperwork for voluntary patients indicated leave restrictions were placed on 
voluntary patients. 

 Patients and their whānau were not invited to their multi-disciplinary team (MDT) 

meetings. 

 The Unit was not purpose built for its function as an acute mental health inpatient unit. 

This meant, among other things, there was a lack of appropriate spaces to accommodate 
different groups of people.  

 The low stimulus area was not fit for purpose as a bedroom. 

                                                      
4  SPEC training was designed to support staff working within inpatient mental health wards 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. 
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 The potential for patients to share double rooms was inappropriate. 

 There was scope to further incorporate tikanga Māori and cultural support in the Unit’s 
day-to-day operations. 

 There was a no process for consultation with other patients when whānau were to stay 
on the Unit.   

 The lock was not functioning on one of the medication cupboards, where another part of 
the mental health service was storing controlled medications. 
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Recommendations 

I recommend that: 

1. The DHB upgrade the seclusion area, in particular to ensure the environment is more 
therapeutic and supports patients’ privacy, dignity and mana. 

2. Restraint paperwork is completed for all restraint events. 

3. The Unit establishes robust processes to ensure that young people are only secluded 
as a last resort, where all other methods have been exhausted and failed. 

4. Patients’ dignity and mana is upheld during restraint by ensuring only appropriately 
trained staff are involved and by using a trauma-informed approach to restraint. 

5. All staff remain up-to-date with SPEC training. 

6. The complaints process is well advertised and accessible on the Unit. 

7. Voluntary patients’ informed consent is routinely sought and recorded. 

8. Leave restrictions are not placed on voluntary patients. 

9. Patients and their whānau are invited to their MDT wherever possible, and are 
routinely kept informed of the outcome of their meetings. 

10. The Unit is upgraded to ensure that there is appropriate accommodation available for 
all patients. 

11. The low stimulus room is not used as a bedroom. 

12. Double rooms are not used to accommodate more than one patient. 

13. Patients have regular access to therapeutic programmes. 

14. The Unit further incorporates tikanga Māori and cultural support in the Unit’s day-to-
day operations, for example by including te ao Māori perspectives in MDT meetings. 

15. The Unit establishes processes to consult with other patients when whānau are to 
stay on the Unit. 

16. All medication is securely stored. 

 

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

Feedback meeting 

On completion of the inspection my Inspectors met with representatives of the Unit’s multi-
disciplinary team to outline their initial observations.  
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Consultation  

The West Coast District Health Board (DHB) and the Ministry of Health received a copy of my 
provisional report and were invited to comment. The DHB Mental Health Service and the 
Ministry of Health responded and I have had regard to that feedback when preparing my final 
report. I am grateful to the DHB Mental Health Service and the Ministry for their input, which 
has contributed positively to my final report.  



 Tari o te Kaitiaki Mana Tangata | Office of the Ombudsman 
 

 

 

Page 6   

Facility facts 

Manaakitanga Mental Health Inpatient Unit 

Manaakitanga Mental Health Inpatient Unit (the Unit) is a nine bed acute adult inpatient unit. 
Its purpose is to provide assessment, treatment and stabilisation of patients experiencing 
acute mental health issues, who are unable to be cared for safely in a community 
environment.5  

Patients are admitted either informally, or under the Mental Health (Compulsory Assessment 
and Treatment) Act 1992 (MHA). 

The Unit was unlocked at the time of the inspection, except at night. The Unit could also be 

locked during the day depending on the patient group.  

The Unit accommodated clients of all genders.  

Voluntary patients could also be accommodated in the Unit. The expectation was that 
voluntary patients’ informed consent formed the basis for their placement in the Unit. 
However, I found that consent paperwork was not routinely completed and paperwork 
indicated that leave restrictions had been placed on voluntary patients. These issues raise 
questions about the lawful authority for voluntary patients to remain in the Unit and receive 
treatment, and their ability to leave at will. I discuss this in more detail on page 19. 

The Unit is located in the grounds of Te Nīkau Grey Base Hospital in Greymouth. 

Region 

West Coast 

District Health Board 

West Coast District Health Board 

Operating capacity 

Nine beds (plus one seclusion room and one low stimulus room) 

Previous inspections 

Unannounced inspection – September 2015 

Unannounced inspection – November 2012  

                                                      
5  For more information about the Unit see the Healthpoint website at https://www.healthpoint.co.nz/mental-

health-addictions/mental-health-addictions/west-coast-dhb-manaakitanga-inpatient-unit/  

https://www.healthpoint.co.nz/mental-health-addictions/mental-health-addictions/west-coast-dhb-manaakitanga-inpatient-unit/
https://www.healthpoint.co.nz/mental-health-addictions/mental-health-addictions/west-coast-dhb-manaakitanga-inpatient-unit/
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The Inspection 

Two Inspectors conducted the inspection of the Unit between 20 and 23 April 2021. There was 
one patient on the Unit during the inspection.  

At the time of inspection, New Zealand was at COVID-19 Alert Level 1.6 

Inspection methodology 

At the beginning of the inspection, Inspectors met with the Clinical Nurse Manager (CNM), 
before being shown around the Unit.  

Inspectors were provided with the following information during 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 October 2020 to 31 March 2021, and the 

seclusion and restraint policies; 

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

 details of all sentinel7 events from 1 October 2020 to 31 March 2021; 

 information provided to patients and their whānau on admission; 

 complaints received from 1 October 2020 to 31 March 2021, a sample of responses and 
associated timeframes, and a copy of the complaints policy; 

 activities programme; 

 incident reports relating to medication errors from 1 October 2020 to 31 March 2021; 

 staff sickness and retention data for the previous three years; 

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

 records of staff mandatory training, including restraint training – for example, SPEC; and 

 data on staff, categorised by profession. 

  

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

alert system. 

7  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.8 

Treatment 

 Torture or cruel, inhuman or degrading treatment or punishment 

 Seclusion 

 Restraint 

 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 

Health care  

 Primary health care services 

                                                      
8  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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Staff 

 Staffing levels and staff retention 

Evidence 

In addition to the documentary evidence provided at the time of the inspection, Inspectors 
spoke with a number of managers, staff and patients.9 

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

Recommendations from previous report 

Inspectors also followed up on two recommendations, following an inspection to the Unit in 
2015, which were: 

a. Out of date policies need to be updated; and  

b. All staff should be up to date with their restraint refresher training. 

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

 

  

                                                      
9  For a list of people spoken with by the Inspectors, see Appendix 1. 
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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 cruel, inhuman or 
degrading treatment or punishment. 

Seclusion 

Seclusion facilities 

Seclusion facilities comprised of a bedroom with an en-suite and a corridor. A sliding door 
separated the seclusion facilities from the low stimulus area, which was used to accommodate 

vulnerable patients separately from the main Unit (see page 22 of this report). 

The seclusion area was stark, but was clean and well maintained. The seclusion room was 
basic, with a raised mattress and a window looking out onto the low stimulus courtyard.  

The seclusion room had an en-suite toilet and shower. Staff could view the en-suite through a 
small observation panel, if necessary. 

There was natural light in the seclusion room but the blinds could not be independently 
controlled by patients. The blinds in the seclusion room could only be operated by staff from a 
locked panel outside the door. My Inspectors observed that accessing the controls was 
difficult. The seclusion room door had a glass window with no form of blinds or covering.  

There was a clock visible from the seclusion room door, and the date would be written each 

day on a whiteboard which was also visible. The clock and whiteboard enabled patients to 
orient themselves to date and time. 

Staff told my Inspectors that a fault in the seclusion room shower meant the hot water was not 
working, including for a recent seclusion event. Staff had facilitated access for the patient to 
the low stimulus area so that they could have a hot shower. Staff informed my Inspectors that 
the fault had been logged and was to be addressed shortly after the inspection. 
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Figure 1: Seclusion room  Figure 2: Low stimulus area courtyard 

 

In response to my provisional report, the DHB Mental Health Service told me that updates to 
the seclusion facilities were being considered, within the current constraints of budget (e.g. 
curtains, soft furnishings, decals artwork). The DHB Mental Health Service also highlighted that 
it is now aware that a new business case was underway for a new build for the Unit. I will 
monitor the progress of improvements to the seclusion area and the potential for a new build 
on future inspections. 

Seclusion policies and events 

A copy of the DHB’s Seclusion of Consumers Procedure (the Seclusion Procedure) was provided 

to Inspectors. The Seclusion Procedure was last reviewed in May 2019. 

Data provided by the Unit indicated that between 1 October 2020 and 31 March 2021 there 
were three seclusion events involving three patients. The total seclusion time for the six-month 
period was 34 hours and 39 minutes. This is broken down as follows: 

Table 1: Seclusion events 1 October 2020 – 31 March 202110 

Month Events Patient numbers Hours Average hours 

October 0 0 - - 

November 1 1 13 hrs 34 mins 13 hrs 34 mins 

December 0 0 - - 

January 2 2 21 hrs 5 mins 5 hrs 38 mins 

February 0 0 - - 

March 0 0 - - 

Total: 3 3 34 hrs 39 mins  

 

The DHB also provided my Inspectors with seclusion data going back to January 2019. The data 
indicated an overall reduction in seclusion events in recent years. 

My Inspectors observed, and were told by staff and other interviewees, that the Unit had 
devoted significant time and energy to reducing the levels of seclusion. Staff in the Unit 
appeared to be genuinely committed to reducing seclusion.  

                                                      
10  Data as provided by the Unit. 
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The Unit had taken the opportunity to combine work on the Health Quality and Safety 
Commission (HQSC) Zero Seclusion project with the HQSC Connecting Care project.11 As part of 
this work, the Unit kept track of the number of seclusion-free days, reviewed every episode of 
seclusion to see if it could have been prevented, and identified ‘good catches’ where situations 
that could have led to seclusion were avoided. Staff also told my Inspectors that they felt safe 
in the Unit alongside the reduction in seclusion, thanks in part to an increase in staffing and an 
emphasis on de-escalation. 

I wish to acknowledge the Unit’s concerted efforts to reduce seclusion and am encouraged by 
the results to date. I look forward to seeing further evidence of the Unit’s success in future. 

Seclusion of young people 

I found that a patient under the age of 18 years had been secluded during the reporting period.  

 The Unit provided my Inspectors with records relating to the seclusion event. The young 
patient was secluded for four hours. Records indicated that the rationale for the seclusion was 
a risk of harm to self and others. My Inspectors also heard that the young patient was acutely 
unwell, was abusive, and posed a risk to others. Seclusion records indicated that the young 
patient found being locked in the seclusion room highly upsetting. 

Overall, I was not satisfied that the seclusion paperwork demonstrated that the seclusion was 
only used as a last resort, or that it was terminated at the earliest possible opportunity. While 
staff had reviewed the seclusion event to reflect on opportunities to avoid similar events in 
future, I note that the staff debrief took place approximately four months after the event. I 
also note that the Seclusion Procedure did not contain any specific information relating to the 
seclusion of young people. 

I acknowledge that staff agreed that the Unit was not appropriate for accommodating young 
people, and worked hard to find more appropriate placements. I acknowledge also the 
Ministry of Health’s response that transferring young people to a dedicated unit may not 
always be appropriate, for example where it would separate them from their whānau. The 
Ministry of Health also said it expects any decision to seclude young people to be taken 
seriously and for young people to be secluded only when all other options have been 
exhausted.   

I consider that the Unit needed to establish robust processes to ensure that seclusion should 
only be used on young people as a last resort, where all other methods have been exhausted 
and failed. For example, the Unit should revise the Seclusion Procedure and other relevant 
policies to ensure that they specifically address the needs of young people.  

The Ministry also highlighted that it has funded Werry Workforce Whāraurau to provide 
trauma-informed training, including equipping clinicians to better understand, work with, and 

                                                      
11  For more information on these projects generally, see the Health Quality and Safety Commission website. For 

further discussion on the Unit’s efforts around Zero Seclusion, see the HQSC zero seclusion case studies. 

https://www.hqsc.govt.nz/
https://www.hqsc.govt.nz/our-programmes/mental-health-and-addiction-quality-improvement/publications-and-resources/publication/4175/
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support, young people after traumatic events.12 These resources may be useful for the Unit to 
consider in establishing and implementing seclusion procedures in respect of young people. 

Restraint 

The Unit provided a copy of the DHB’s Restraint Minimisation and Safe Practice Procedure (the 
Restraint Procedure) (dated September 2020). The Restraint Procedure had a review period of 
36 months. 

Data provided by the Unit indicated that between 1 October 2020 and 31 March 2021 there 
were 45 episodes of restraint. This is broken down as follows: 

Table 2: Restraint data (exclusive of seclusion data) 1 October 2020 – 31 March 202113 

 October November December January February March 

Total restraint 

events 

5 9 3 15 10 3 

Total clients 

restrained 

1 3 2 2 3 1 

Personal 

restraint14 

2 4 0 7 2 0 

Environmental 

restraint 

3 5 3 8 7 3 

Number of males 

restrained 

0 0 2 1 1 1 

Number of 

females 

restrained 

1 3 0 1 2 0 

Youngest person 

restrained (years) 

73 yrs 24 yrs 21 yrs 35 yrs 26 yrs 24 yrs 

Oldest person 

restrained (years) 

73 yrs 73 yrs 24 yrs 73 yrs 73 yrs 24 yrs 

 

                                                      
12  The resources on trauma-informed practice are available at https://werryworkforce.org/   

13  Data as provided by the Unit. 

14  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. 

https://werryworkforce.org/
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The DHB also provided my Inspectors with restraint data going back to January 2019. The data 
indicated that the levels of personal and environmental restraint had increased between 2019 
and my inspection.15 

I consider that action is needed to reduce the level of personal restraint on the Unit (see page 
16 of this report). I encourage the Unit to use its success lowering the levels of seclusion as a 
model for achieving similar results in respect of restraint. 

My Inspectors sought clarification around restraint reporting, as there appeared to be some 
inconsistencies between the data provided and restraint paperwork. The Unit confirmed that 
formal restraint paperwork had not been completed for five of the 15 personal restraint events 
in the reporting period, though all were recorded in the DHB’s electronic systems.  

The Unit noted that the query from my Inspectors had raised the issue of having two 

processes, namely paper-based and electronic reporting, which created additional work for 
staff. The Unit undertook to ensure that the paperwork was completed retrospectively and to 
consider restraint reporting as a quality improvement project in the near future. In response to 

my provisional report, the DHB Mental Health Service told me that a clinical lead had been 
identified to champion best practise for seclusion and restraint, including paper work demands 
and check lists. I look forward to seeing improvement in this area. 

I note that restraint records indicated that Police were involved in approximately eight 
restraint events during the reporting period.16 Police involvement in restraint was mainly to 
transport patients to the Unit, which staff and other interviewees said was commonplace. Two 
restraint events involving Police occurred on the Unit. 

I do not have any concerns about the Unit’s approach to environmental restraint. Staff told my 

Inspectors that the Unit doors were unlocked as frequently as possible and that the decision to 
lock the Unit doors was made on a case-by-case basis. The Unit also recorded locked doors as 
environmental restraint. The records reviewed by my Inspectors demonstrated that the Unit’s 
processes for implementing and recording environmental restraint were robust. 

Involvement of security personnel in restraint events 

My Inspectors were told that security personnel had been used in the Unit, and involved in 
restraint events, during the reporting period.  

Security personnel were brought onto the Unit as required, for example where there were 
particular concerns about safety. Records showed that security personnel had been involved in 
restraint events to ‘administer essential treatment’. Records were not always specific about 
what ‘treatment’ involved, but interviewees confirmed that it had included one instance of 

                                                      
15  For example, there had been a total of 38 restraint events in the 2019 calendar year and 89 restraint events in 

2020, including both personal and environmental restraint. Furthermore, between 1 October 2019 to 31 
March 2020 the data indicated there had been five personal restraint events and nine environmental restraint 
events, compared to the total of 15 personal and 29 environmental restraint events from 1 October 2020 to 31 
March 2021 (the reporting period). 

16  Some of these restraint events are included in the data table above, whereas others which did not occur on 
the Unit are excluded from that data.  
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restraint to deliver an intramuscular injection (IMI) on a secluded patient. Staff told my 
Inspectors they were unsure whether security personnel were ‘hands on’ during the restraint 
event or simply present at the time. 

I am concerned about what appears to be a normalisation of the use of security guards in 
mental health facilities, including on the Unit. 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.  

Restraint is an intrusive intervention, and as such, it is important to have safeguards around 
who may restrain people and how this may be done. In my view, only suitably trained people 
should be involved in seclusion or in restraint, particularly for medication administration such 
as IMI. While security staff received SPEC training, security personnel were not otherwise 
required to be clinically or therapeutically trained. As such, security personnel being involved 

in seclusion events or restraint to administer medication presented a significant risk to the 
safety, dignity, mana and privacy of patients. 

I acknowledge that the Unit had introduced a logbook to record when security were called and 
where security personnel were involved in seclusion and restraint.  

In response to my Inspectors’ initial feedback, the Unit drafted the Security Guard Involvement 
in Manaakitanga Inpatient Unit Guideline (the Guideline), which outlined limits on the 
involvement of security personnel. For example, the Guideline stated that security personnel 
should be only be involved in a restraint when there is imminent risk to staff or others that 
clinical staff cannot safely manage. The Guideline also explicitly stated that security personnel 
“should not be involved in restraints where medication by injection is the intended purpose.” 
Further, in response to my provisional report, the DHB Mental Health Service said it was 

recruiting an increased Mental Health Assistant workforce to reduce the likelihood of security 
being contracted in. The DHB also said that the Clinical Nurse Manager had raised the issue 
with SPEC trainers to ensure all staff are aware of the Guideline and its implications. 

In response to my provisional report, the Ministry of Health said that involvement of security 
personnel in restraint can be appropriate if they have the necessary training, their interaction 
with patients is limited, and there are clear boundaries in place. The Ministry of Health noted 
my concerns about the use of security personnel in mental health settings and said it would 
continue to monitor this issue to ensure security personnel are used appropriately. 

I am grateful to the Unit and the Ministry of Health for their responsive approach to the 
concerns about the use of security personnel I have raised in this report, and to my Inspectors’ 
initial observations on this matter. I acknowledge the view that security personnel involvement 

may be necessary in certain circumstances. However, I consider that there must be clear, 
appropriate limits on their involvement and robust oversight processes in place. I appreciate 
that the Unit is taking this issue seriously and I look forward to seeing progress in future.  I also 
intend to monitor the situation across the country.   
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Supporting patients’ needs, including trauma-informed care 

The Guideline stated that “the gender needs for the identified consumer should always be 
considered as well as trauma informed care in all planned interventions”. Understanding 
patients’ past experiences and how they impact on their experiences is vital. For example, male 
staff restraining female patients may have a re-traumatising effect due to their previous 
experiences. 

I note that in two cases during the reporting period, a female patient was restrained to 
administer essential treatment by male security personnel. Although I acknowledge that 
clinical staff involved in these events were predominantly female, in my view, the needs of 
female patients did not appear to be considered or met by the involvement of male security 
staff.  

In response to my provisional report, the Ministry of Health noted that staff take into account 
a range of factors when considering who the appropriate staff are for a SPEC intervention, 
including gender. The Ministry also noted that there may be practical limitations to this, 
particularly due to the size of the Unit, the numbers of SPEC-trained staff per shift, and the 
urgency of the intervention. The DHB Mental Health Service, furthermore, said recruiting an 
increased Mental Health Assistant workforce would enable the Unit to consider gender needs 
more appropriately. 

I acknowledge the practical limitations identified by the Ministry of Health and the steps the 
Unit was taking to address the issue. I consider it is essential to ensure that the specific needs 
of patients are met in all restraint events, and that a trauma-informed approach is taken. I look 
forward to seeing progress in this area. 

Restraint training for staff 

Information provided by the Unit indicated that approximately half of staff were out-of-date 
with their SPEC training at the time of the inspection. The recommendation from the previous 
inspection in 2015 to ensure all staff were up to date with restraint training had therefore not 
been achieved. 

Staff told my Inspectors that the number of staff who were out-of-date was partly due to a 
relatively low number of SPEC trainers for the West Coast. There were no qualified SPEC 
trainers on the Unit. Some staff also said that it could be difficult to get away from work to 
attend training sessions. The DHB Mental Health Service also noted that COVID-19 and 
recruitment had impacted its ability to provide this training.  

I acknowledge the challenges faced by the Unit in relation to SPEC training. My Inspectors also 

heard during the inspection that the Unit leadership team was taking steps to ensure that staff 
were up-to-date. SPEC training is a key component in reducing the use of restraint and I 
consider ensuring that all staff remain up-to-date with SPEC training should be a priority, 
particularly in light of the level of personal restraint used on the Unit. The Unit could, for 
example, seek opportunities for its staff to become qualified as SPEC trainers. Ongoing support 
from the Unit leadership team will also be required to ensure all staff are released to attend 
SPEC training. 
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In response to my provisional report, the DHB Mental Health Service stated that it had planned 
SPEC training sessions for the later part of 2021. It also stated that it had employed a Nurse 
Educator to support a planned roll out of training and maintain a cohort of trained staff. I was 
pleased to hear of this progress and look forward to seeing improvement in this area. 

Electro-convulsive therapy 

There were no patients undergoing Electro-convulsive therapy (ECT) in the Unit at the time of 
the inspection. Staff told my Inspectors that patients would receive that treatment through the 
Canterbury District Health Board rather than on the Unit. 

Sensory modulation 

The whānau room on the Unit was used for sensory modulation. The whānau room was small, 
but welcoming. The furnishings in the room were comfortable, but the room was otherwise 
not well equipped with sensory items. The Occupational Therapist (OT) and an experienced 
Registered Nurse (RN) were planning on improving availability of sensory items and delivering 
training on sensory modulation across the DHB. 

Patients’ and whānau views on treatment 

My Inspectors spoke with the sole patient on the Unit during the inspection. The patient’s 
discussion with my Inspectors has been incorporated into this report as appropriate in order to 
maintain confidentiality. 

The Unit’s Occupational Therapist reintroduced a morning whānau meeting where patients 

and staff could discuss any issues on the Unit and activities for the day. Inspectors attended a 
whānau meeting and observed that it was well attended, well run and positive. Staff were 
active in engaging the patient and responding to their needs. The patient was also engaged in 
the discussion and was complimentary about the Unit.  



 Tari o te Kaitiaki Mana Tangata | Office of the Ombudsman 
 

 

 

Page 18   

Recommendations – treatment 

I recommend that: 

1. The DHB upgrade the seclusion area, in particular to ensure the environment is more 
therapeutic and supports patients’ privacy, dignity and mana. 

2. Restraint paperwork is completed for all restraint events. 

3. The Unit establishes robust processes to ensure that young people are only secluded 
as a last resort, where all other methods have been exhausted and failed. 

4. Patients’ dignity and mana is upheld during restraint by ensuring only appropriately 
trained staff are involved and by using a trauma-informed approach to restraint.  

5. All staff remain up-to-date with SPEC training. 
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Protective measures 

Complaints process 

A copy of the DHB’s Consumer Complaints Procedure (the Complaints Procedure) (dated June 
2020) was provided to Inspectors. The Complaints Procedure had a review period of 36 
months. 

There was no information about the Complaints Procedure on display on the Unit. Complaint 
forms were available on the Unit, though there was only one copy at the time of the 
inspection. 

Information provided by the Unit showed that one complaint had been made between 1 

October 2020 and 31 March 2021. The DHB provided my Inspectors with a copy of the 
complaint and the response from the Unit. The Unit’s response was thorough, personalised 
and addressed the concern raised.  

Up-to-date contact details for District Inspectors (DIs) 17  were visible in the Unit. Inspectors 
also heard that the DI regularly visited the Unit and saw a visit occur during the inspection.  

There was no visible information about the role and function of the DI on the Unit or in 
patient/whānau welcome packs. Staff began taking measures to address this gap during the 
inspection and later advised that relevant information had been printed out, laminated and 
put on the wall in the Unit.  

Posters for the Health and Disability Commissioner’s Code of Rights and information on 
advocacy services were also displayed in reception and on the Unit. 

In response to my provisional report, the DHB Mental Health Service indicated that it had 
sought to address my recommendation to ensure the complaints process is well advertised and 
accessible on the Unit. Complaints forms had been ordered and a process of maintaining the 

forms developed by the Unit administrator. I appreciate the responsiveness to my 
recommendation and look forward to seeing these developments. 

Records 

The sole patient on the Unit was detained under the MHA. The patient’s file had the necessary 
paperwork for the patient to be detained and treated on the Unit. Inspectors also reviewed a 
sample of patient files for recent admissions to the Unit and found that these files also had the 
necessary paperwork to detain and treat former patients. 

                                                      
17  District Inspectors are lawyers appointed by the Minister of Health to protect the rights of people receiving 

treatment under the Mental Health (Compulsory Assessment and Treatment) Act 1992 (the Mental Health 
Act) or the Intellectual Disability (Compulsory Care and Rehabilitation) Act 2003 (IDCCR Act). 
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There were no voluntary patients on the Unit at the time of the inspection. However, the 
sample of patient files reviewed by my Inspectors showed that voluntary patients had recently 
been admitted to the Unit. 

Voluntary patients are under no legal compulsion to remain on the Unit. Informed consent 
provides the lawful authority for voluntary patients to remain in the Unit and receive 
treatment. Consent may be revoked at any time by voluntary patients and they should be able 
to enter and exit the Unit at will. Appropriate procedures must be in place to allow for this to 
occur. Such procedures are particularly important as voluntary patients are not protected by 
the other legal safeguards for service users under the MHA, such as oversight of the DIs.   

Consent paperwork for voluntary patients was not always fully completed. The paperwork for 
voluntary patients also indicated that leave restrictions (e.g. “ward limits”) may have been 
imposed on voluntary patients, potentially requiring them to stay on the Unit. 

As I noted on page 13 of this report, the Unit was generally unlocked. Staff also told my 
Inspectors that they had a specific sign which they used for voluntary patients when the Unit 

was locked. As noted above, environmental restraint was carefully recorded. 

Overall, the Unit appeared to have robust procedures to ensure voluntary patients could enter 
and exit the Unit at will. However, I consider it is important that the Unit improve the systems 
for recording voluntary patients’ consent to remain on the Unit. I also consider it is 
inappropriate to place leave restrictions on voluntary patients.  

In response to my provisional report, the DHB Mental Health Service said that regular auditing 
was underway related to consent forms and documentation standards. The Ministry of Health 
noted that restrictions on leave for voluntary patients was a particular concern and that it had 

advised Directors of Area Mental Health Services that the practice is inappropriate. The 
Ministry said it would continue to monitor this issue across all services.  

I thank the DHB Mental Health Service and the Ministry for their response and will monitor 
progress. 

Multi-disciplinary team meetings 

Patients and whānau were not invited to their multi-disciplinary team (MDT) meetings. Staff 
said they discussed the MDT with the patients afterwards, but that they did not routinely 
provide patients with a record of the meeting.  

Effective multi-disciplinary based care in mental health services should enable patients to 
determine their level of involvement in decision-making and ensure they have a clear 

understanding of their recovery plan.  

In my view, patients and their whānau should be invited to their MDT wherever possible and 
routinely be kept informed of the outcome of their meetings. 
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Recommendations – protective measures 

I recommend that: 

6. The complaints process is well advertised and accessible on the Unit. 

7. Voluntary patients’ informed consent is routinely sought and recorded. 

8. Leave restrictions are not placed on voluntary patients. 

9. Patients and their whānau are invited to their MDT wherever possible and routinely 
kept informed of the outcome of their meetings. 
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Material conditions 

Accommodation and sanitary conditions 

The Unit was generally clean, tidy, and well maintained. The Unit had new furnishings, which 
was a positive development since my predecessor’s previous inspection in 2015. 

There were seven single bedrooms and two double bedrooms in the main Unit.  

All bedrooms were a comfortable temperature and had curtains for privacy. The single rooms 
had adequate space, storage, natural light and fresh air. Most bedroom doors could be locked 
from the inside, except for Room 1 which was usually used for new admissions to the Unit.  

However, the Unit was not purpose built for its function as an acute mental health inpatient 

unit. Inspectors were told that the Unit had previously been a maternity ward. I have several 
concerns about the physical environment of the Unit. 

The Unit did not have appropriate spaces to accommodate different groups of people. For 
example, there were no separate areas for male and female patients, for youth and adults, or 
people with high and complex needs.18 Where people were particularly vulnerable and at risk, 
such as youth, they would generally be accommodated in the low stimulus area.  

The low stimulus area was not fit for purpose as a bedroom. The low stimulus room was a 
decommissioned seclusion room and was similarly stark to the seclusion room. As with the 
seclusion room, patients could not independently control the blinds to change the levels of 
natural light. The bedroom door did not have any blinds or coverings for privacy, including 
from the nursing station window. Staff told my Inspectors that they would close the nursing 

station blinds to preserve patients’ privacy. However, patients could not independently control 
the ability of staff to see into their bedroom. The low stimulus bedroom door would also 
automatically lock if it was shut, so staff and patients would prop it open using the door bolt or 
a towel. 

I also consider that the potential for patients to share double rooms was inappropriate. While 
this was not an issue at the time of the inspection, when the Unit was full or over-capacity, the 
use of double rooms could present a risk to patients’ privacy and safety. 

Overall, in my view the Unit required an upgrade to ensure it provided appropriate 
accommodation for all patients. 

 

                                                      
18  ‘People with “high and complex needs” are a small and unique group of people with disabilities at the high end 

of the support needs spectrum. This group of disabled people includes those with multiple disabilities such as 
sensory disabilities, physical disabilities, severe intellectual disability, and serious and ongoing medical 
conditions. These individuals require support with self-care and basic activities of daily living. They tend to also 
have behaviours that require a very high level of support.’ Te Pou o Te Whakaaro Nui (2013). Valuing and 
supported disabled people and their family/whānau. Te Pou o Te Whakaaro Nui. 
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Figure 3: Communal area   Figure 4: Double room  

Food 

Breakfast was self-service and patients were encouraged to prepare these meals themselves. 
Patients were able to choose their own meals for lunch and dinner from the hospital menu. 
Meals were served at appropriate hours.  

There was an open dining area in the Unit where patients could have their meals. The kitchen 
was not locked at the time of the inspection and patients could freely access drinking water, 
hot drinks, and snacks during the day independently of staff. Staff said that occasionally the 
kitchen would be locked during the day, based on an individual risk assessment of patients on 
the Unit. 

I have no concerns in respect of food and drinks on the Unit. 

Recommendations – material conditions 

I recommend that: 

10. The Unit is upgraded to ensure that there is appropriate accommodation available for 
all patients. 

11. The low stimulus room is not used as a bedroom. 

12. Double rooms are not used to accommodate more than one patient. 
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Activities and programmes 

Outdoor exercise and leisure activities 

The Unit had two courtyards, one located off the main accommodation and another for the 
low stimulus area (see Figure 2).  

The main courtyard was generally unlocked during the day. The main courtyard was reasonably 
spacious and had adequate seating and shade. The low stimulus courtyard was smaller and less 
welcoming, but seating and shade had been provided. Staff told my Inspectors that access to 
the low stimulus area courtyard was supervised in most cases. 

The living area had a pool table, which appeared to be well utilised. The Unit also had a 

treadmill. There was a whānau room and art room, both of which were unlocked during the 
day at the time of the inspection. 

 

 

 

Figure 5: Main courtyard   Figure 6: Whānau room  

Programmes 

The Unit had one full-time equivalent (FTE) OT who was responsible for the wellbeing 
programme which provided structured daily activities. The activity programme during the 
week included activities such as movement for health and well-being, self-care, music therapy, 
guided relaxation and cooking. The Unit was also gathering ideas for weekend activities. 

Staff were complimentary of the work done by the OT to increase the activities available to 

patients on the Unit. 

The Unit did not employ a Clinical Psychologist to conduct one-on-one work with patients. Staff 
told my Inspectors that the Unit would benefit from the employment of a Clinical Psychologist, 
but that recruiting to this position had been challenging. 

I acknowledge the efforts the Unit had made to recruit a Clinical Psychologist and the 
difficulties faced by facilities across the country in doing so. However, it is important that 
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patients have access to therapeutic programmes. I therefore encourage the Unit to identify 
and implement ways of increasing the availability of therapeutic programmes on the Unit, 
either through the employment of a Clinical Psychologist or through other viable means. 

Cultural and spiritual support 

Cultural and spiritual support was available on the Unit. A kaumātua visited the Unit frequently 
to provide support to patients from a te ao Māori perspective. The Manager, Māori Mental 
Health and two Pukenga atawhai cultural support workers (Pukenga) also worked with patients 
and staff on the Unit to provide cultural input. 

Staff made an effort to incorporate tikanga Māori in the Unit’s day-to-day operations, for 
example by using karakia to open the morning whānau meetings. However, there was little 

other evidence of the Unit implementing tikanga Māori during the inspection. The availability 
of Pukenga to assist with cultural input and tikanga was also constrained by resources and the 
broad geographic coverage of the DHB.  

In my view, there was scope to further incorporate tikanga Māori and cultural support in the 
Unit’s day-to-day operations. For example, my Inspectors looked at a selection of MDT review 
minutes and did not see evidence of cultural input from a te ao Māori perspective. I expect the 
Unit to work with mana whenua, the kaumātua and Pukenga to identify and implement 
opportunities for greater cultural input in the Unit. 

Recommendations – activities and programmes 

I recommend that: 

13. Patients have regular access to therapeutic programmes. 

14. The Unit further incorporate tikanga Māori and cultural support in the Unit’s day-to-
day operations, for example by including te ao Māori perspectives in MDT meetings. 
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Communications 

Access to visitors and external communication 

The Unit visiting hours were 2pm to 8pm daily. Staff said that they encouraged visitors to keep 
to these visiting hours as much as possible, to enable sufficient time for programmes, activities 
and rest. Inspectors observed whānau visiting during the course of the inspection. 

Inspectors were told that visits could be difficult for some patients due to the broad geographic 
coverage of the DHB. Visitors travelling from outside of Greymouth or the West Coast could 
book the whānau house,19 situated on the hospital grounds, for up to three nights in a row. 

Inspectors were told that the double rooms had been helpful for some patients as it allowed 

their whānau to stay with them where safe to do so.  

I understand the potential benefits of having whānau being able to stay with patients, and do 
not suggest this practice should cease. However, I note that there are also privacy implications 
for other patients of having whānau staying on the Unit. Staff told my Inspectors there were no 
processes in place to consult with patients when another patient had whānau to stay on the 
Unit.  

In my view, it would be beneficial to create dedicated whānau spaces as part of the required 
upgrade of the Unit, separate from the main accommodation wing. In the interim, however, 
there should at least be processes in place to consult with other patients when whānau are to 
stay on the Unit so that staff can identify and address any privacy or other concerns.   

Patients were able to keep and use their cell phones, unless there was a specific reason not to. 

Staff also asked that patients give their cell phones to nurses overnight to promote sleep 
hygiene, and to allow the phones to be charged. 

Recommendations – communications 

I recommend that: 

15. The Unit establishes processes to consult with other patients when whānau are to 
stay on the Unit. 

 

                                                      
19  For more detail on the whānau house, see the West Coast District Health Board website. 

https://www.wcdhb.health.nz/health-services/whanau-house/
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Health care 

Primary health care services 

Patients received a physical assessment following their admission. A sample of records 
indicated that the physical assessment was carried out within 24 hours of admission for the 
vast majority of patients.  

The Unit had a pharmacist who visited regularly. Inspectors were told that Resident Doctor 
(RMO) cover was inconsistent, including one period where there had been no RMO cover for 
the Unit. Staff told my Inspectors that steps were being taken to address this through a new 
RMO rotation organised alongside Canterbury DHB. 

The treatment room and clinic were dated, but tidy, well organised and private. However, 
Inspectors observed that the lock was not functioning on one of the cupboards, where another 
part of the mental health service was storing controlled medications. I acknowledge that the 
controlled medications were not the responsibility of the Unit and that the treatment room 

itself was locked. However, the controlled medications were physically present on the Unit and 
should have been securely stored.  

In response to my provisional report, the DHB Mental Health Service noted that the faulty lock 
had been fixed and that there was additional scrutiny on practices and processes in place. I 
appreciate that steps had been taken to address this issue and look forward to seeing these 
developments. 

There were eight reported medication errors between 1 October 2020 and 31 March 2021. The 

Unit’s records indicated that there were no serious adverse health consequences as a result of 
the errors. There was no clear pattern to the events indicating a wider issue. 

Recommendations – health care 

I recommend that: 

16. All medication is securely stored. 
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Staff 

Staffing levels and staff retention 

The Unit did not have any vacancies at the time of the inspection, except for the Clinical 
Psychologist (see page 24 of the report). 

Nursing staff and Health Care Assistants (HCAs) worked a three-shift roster, with a designated 
staffing level on each shift. The morning shift was from 6.45am to 3.30pm with three RNs and 
one HCA, afternoon shift was from 3.15pm to 11.15pm with two RNs and one HCA, and night 
shift was from 11pm to 7am with two RNs and one HCA. 

My Inspectors heard that staffing levels and morale on the Unit had been low in previous 

years. However, there was a clear consensus that staffing levels and morale had improved 
significantly since approximately 2018. The number of FTE for the Unit had been increased, 
more staff had been hired, there was less reliance on casual staff, and staff felt safer on the 
Unit. Staff were positive about the leadership of the Unit. The CNM in particular received 

praise for their leadership in driving positive changes in staffing and morale, as well as their 
commitment to improving clinical practise in the Unit, such as Zero Seclusion. 

I have no concerns about staffing levels and staff retention on the Unit. 

Recommendations – staff 

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

Table 3: List of people who spoke with Inspectors 

Managers Ward staff Others 

Director of Area Mental Health 

Services 

Acting Nurse Director of 

Operations 

Charge Nurse Manager 

Manager Māori Mental Health 

Nurse Consultant 

Registered Nurses 

Consultant Psychiatrist 

Occupational Therapist 

Social Worker 

Family/whānau Advisor 

Health Care Assistants 

Patients 

District Inspector 

Kaumātua 

Consumer 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. 

 

 

 


