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1.0 INTRODUCTION 
 

 

On 12 December 2014 a Phase 1- Part Two Proposal for Change document was released to all 
Mental Health and Addiction Services proposing an alternative leadership structure that 
affected the current Clinical Manager and Clinical Educator Practice Development roles.  
 
This proposal took into account the feedback received regarding the Phase One proposal with 
regard to the restructuring of the Mental Health Leadership.  The decision was made to proceed 
with one position of Service Director to have a clear single point of accountability for mental 
health and addiction services that sits at service level and reports to the Operations Director.  
However, the amount of feedback received regarding the Clinical Manager and Clinical Educator 
Practice Development roles led to the proposal to:  
 

 Increase the number of Clinical Manager roles to ensure there is a more equitable 
distribution of workload across the positions.  
 

 Disestablish the Clinical Educator Practice Development roles.  The responsibility 
and oversight of the development of clinical practice for their areas would become 
part of the Clinical Manager duties and responsibilities.  
 

 Given the size of the CAFS/EIS team and that the feedback received indicated this 
leadership arrangement was working well, it was proposed that the current structure 
within CAFS/EIS  continue, that is, the Clinical Manager and Clinical Lead positions 
would remain unchanged.   

 
 
 

 

2.0 SUBMISSIONS 
 

 

Twenty three submissions were received.  As was the case with the Phase One proposal the 
submissions clearly involved considerable thought and time from those involved in their 
preparation.  A number of submitters also took the opportunity to note concerns which were 
outside the parameters of the proposals, however, these did reflect the potential impact and 
issues some of the restructuring would have on a particular specialty area.  All feedback, 
including the concerns raised, has been carefully reviewed and considered in the formation of 
the final decision.   
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Key themes from the submissions included: 

 

Increasing the number of Clinical Manager positions 

 

There was general support given to increasing the number of Clinical Manager positions.  
However, a number of questions and concerns were raised about the roles still being too big, 
having an unmanageable workload, and whether the proposal gave an equitable distribution of 
workloads given some Clinical Manager positions are across very small teams, and others across 
very large teams.  A number of submissions suggested that client numbers within the teams 
needed to be taken into account when determining an equitable and fair workload across the 
Clinical Manager roles. 

 
Disestablishing the current Clinical Manager positions and establishing the 

following Clinical Manager positions: 

 

 Clinical Manager Palmerston North 

 Clinical Manager MHET (including SPOE) 

 Clinical Manager AOD 

 Clinical Manager Horowhenua 

 Clinical Manager IRTS 

 Clinical Manager Oranga Hinengaro 

 Clinical Manager Feilding/Tararua 
 
Most submissions agreed that the current Clinical Manager positions would need to be 
disestablished to enable a new structure to be created.  Again concerns were raised about the 
positions (particularly in the three larger teams, CAFs, AOD and PN CMHT) having an 
unmanageable workload, that there was not an equitable and fair distribution of workloads 
(these must be realistic and comparable), and that in the larger services additional support roles 
to the Clinical Manager were required.  It was put forward that some roles were too big, placed 
an excessive amount of responsibility and professional risk onto incumbents, carried an 
increased and unacceptable risk for staff as they would be working in isolation in the 
management role within their specific service, rather than being able to discuss issues with the 
CEPD.  Concerns were also expressed about the potential risk to clients and that quality and 
service development will suffer from a too broad scope for the Clinical Manager role. The 
question was raised as to who would be in charge when the Clinical Manager was absent on 
leave. 

 
Clarification was sought about how the FTE will be distributed within each of the services. 

 
A number of submissions suggested that the proposed AOD Clinical Manager role be split and 
two Clinical Manager roles created – one responsible for AOD general and the other responsible 
for Opioid Substitution Treatment (OST).  Others proposed that all positions, including CAFS, 
should be disestablished and restructured.  Some said the current leadership model in CAFS was 
confusing.  Others felt that if CAFs is the model, then all Clinical Managers should have a 2IC.  A 
number of submissions felt the role of Clinical Manager IRTS needs to be further considered 
given the small number of clients within this service. 

 
Concerns were also expressed about the change in reporting line within CAFs and that currently 
the Clinical Manager and Clinical Lead work in a true equal partnership and are jointly 
accountable for the service.  The proposal changed this partnership in that the Clinical Lead 
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would report to the Clinical Manager role and this was not supported.  It was considered that to 
have one Clinical Manager to be accountable for all elements of service delivery with assistance 
from a Clinical Lead role that appears to sit alongside staff does not appear to meet the proposal 
of Mental Health Services Clinical Managers to have equitable workloads.  It was put forward 
that there be two Clinical Managers for the Child and Youth sector with a geographical division 
of line management responsibilities.  

 
Consult liaison should be explicitly identified to fall under one of the proposed leaders for a 
number of reasons, as the Mental Health service had done this badly and inconsistently for 
some time. 

 
Kaumatua should be on the structure presented in the proposal. 

 
One submission put forward concerns that had been raised by nursing staff that there is no clear 
line of accountability for nursing to the Director of Nursing or Nurse Directors and that 
professional and clinical reporting lines remain unclear. 

 
 

Disestablishing the following Clinical Educator Practice Development and the 
responsibility and oversight of the development of clinical practice for their areas 
would become part of the Clinical Manager duties and responsibilities 

 Rural 

 Primary/Secondary 

 Maori/Pasifika 

 AOD and Coexisting Disorders 
 

Concern was raised that there were difficulties in the past with the level of responsibility 
required for the various leadership roles that have been in place at this level, that the CEPD 
roles were established to address this, and why would this proposal make a difference.  It was 
considered that adding the education, quality, service improvement, training and development 
and coaching roles of the CEPD role to the Clinical Manager role will dilute and undervalue the 
contribution of these things to improving outcomes for clients.  With the very large workload 
that is planned there is substantial risk that education development and support will not be a 
priority among the competing demands of the proposed Clinical Manager role.   

 
Submissions highlighted the value these roles and individuals have bought to the Mental Health 
& Addiction Service teams and workforce competence.  The knowledge and expertise of the 
individuals who held these roles would be greatly missed and lost.  They were not ineffective 
roles, the problem was rather that the service structure was complex and difficult to explain or 
follow from both the internal/external perspective. 

 
MCH was not seen to be recognizing the need for increased education of staff working in Mental 
Health as identified in the current review.  It was put forward that there were serious risks to 
staff, clients and the organization of not having dedicated education and training support.  The 
CEPD role provides important support for workplace learning, role modeling, coaching and 
clinical practice.  Concerns were expressed that MCH are not recognizing the importance of the 
CEPD role in the provision of service to the MDHB population, the provision of professional 
development for staff and the role modeling of safe, effective appropriate care. 

 
It was suggested that the CEPD roles be renamed and re-advertised as Clinical Lead roles.  
Others suggested that the current Nursing CEPD’s role could be realigned to become CNS for 
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community teams which would strengthen, support and value clinicians roles, and/or the CEPD 
roles could be developed further and strengthened in order to provide the clinical expertise 
where it is required. 

 
Several submissions suggested that the current CEPD roles be replaced with two new positions 
that have a sole clinical education/practice development/quality and workforce development 
function – these responsibilities would need to be removed from the Clinical Manager job 
description.  It was proposed that these new roles would require a clinical teaching 
qualification/background. 

 
Some submissions agreed with the proposal to disestablish the CEPD roles and that the Clinical 
Manager should be responsible for the education of their staff.  Others agreed with the proposal 
because of the confusion in function and that there wasn’t much teeth or authority in these 
roles.  Others felt that disestablishing the CEPD roles with the expectation for proposed Clinical 
Managers to take on these tasks might be doable in smaller teams, but might be more 
problematic for larger teams. 

 
It was put forward that the portfolio of the CEPD in terms of managing Maori and Pasifika 
facilitating cultural competency through the service was very important.  The question was 
asked as to how this much needed aspect of service development be promoted without this role. 

 
Several submissions asked regarding where the expertise on Co-Existing Disorders will come 
from to improve workforce competencies across both Mental Health and Addiction Services and 
that this CEPD role should continue. 

 
 

 

3.0 FINAL DECISION 
 

 
After careful consideration of the feedback received, the decision has been made to proceed with 
Clinical Manager positions across the service.  These positions will have responsibility for all 
aspects of clinical and operational service delivery.   The Mental Health Emergency Team will be 
known as the Acute Care Team, to reflect the intention to shift the focus to include acute 
assessment, care and treatment rather than emergency assessment. 
 
Ensuring staff have access to appropriate education across the service will be the responsibility 
of the Service Director, in partnership with the clinical leadership.  The Director of Nursing and 
Director of Allied health have agreed to undertake a further phase of work as part of their 
development of the respective Allied Health and Nursing Plans.  This will incorporate support to 
education functions and any necessary changes/enhancements/additions to existing positions.  
 
Taking into account the feedback expressing concerns around the size of the new Clinical 
Manager roles, this further phase will also look at the multi-disciplinary (non medical) clinical 
leadership required within the Mental Health & Addiction Service to support clinical staff within 
teams, across the wider service and to meet the needs of individual disciplines and support the 
new Clinical Manager positions. This includes giving consideration to both existing and 
additional clinical leadership roles in Allied Health and Nursing as this will be critical to 
advance clinical practice in each discipline as highlighted in the feedback received.    
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There is a commitment to providing additional clinical leadership within the larger teams, 
(Palmerston North, AOD and CAFS), once the clinical manager positions are established.  
 
In relation to feedback received regarding the workload within teams, and the capacity of 
current levels of staffing to manage that workload, the skill mix/staff numbers for each of the 
teams will be reviewed once the new leadership, and the new 24 hour Acute Care team is in 
place. 
 
PROPOSAL: 
 
3.1 The following Clinical Managers Mental Health Service positions would be 

disestablished: 
 

 Clinical Manager AOD/IRTS 

 Clinical Manager Palmerston North/Feilding/MHET 

 Clinical Manager Oranga Hinengaro 

 Clinical Manager Tararua/Horowhenua 
 
 FINAL DECISION: 

 

 The above four Clinical Manager positions will be disestablished.   

 Taking into account the feedback received the position of Clinical Manager 
CAFS/EIS will also be disestablished. 

 

PROPOSAL: 

 

3.2 The following Clinical Manager positions would be established:   
 

 Clinical Manager Palmerston North 

 Clinical Manager MHET (including SPOE) 

 Clinical Manager AOD 

 Clinical Manager Horowhenua 

 Clinical Manager IRTS 

 Clinical Manager Oranga Hinengaro 

 Clinical Manager Feilding/Tararua 
 

 
   FINAL DECISION:  

 
Taking into account the feedback received the following positions will be established: 
 
Position FTE 
Clinical Manager Palmerston North 1.0 
Clinical Manager Acute Care Team 1.0 
Clinical Manager AOD  1.0 
Clinical Manager Horowhenua/Otaki 1.0 
Clinical Manager IRTS/EIS 1.0 
Clinical Manager Oranga Hinengaro 1.0 
Clinical Manager Feilding/Tararua 1.0 
Clinical Manager CAFs 1.0 
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MidCentral Health Mental Health Services

 Manager 

Maori Mental Health

Operations Director

Specialist Regional and Community 

Services

Clinical 

Partnerships

Clinical Director

Director of Nursing 

Director Allied Health

Clinical Partnerships

Medical Heads

Senior Medical

Nursing and Allied 

Health Staff 

Clinical 

Partnerships

Clinical Director

Nurse Director

Medical Heads

Allied Health 

Professional Advisors

Charge Nurse

WARD 21 

1 fte

 

Clinical 

Manager 

PN CMHT

1 fte 

Clinical 

Manager 

Acute Care 

Team

1 fte

 

Clinical 

Manager 

AOD 

1 fte

 

Clinical 

Manager 

IRTS/EIS

1 fte

 

Clinical 

Manager 

Feilding/

Tararua

1 fte

Clinical 

Manager 

Horowhenua/

Otaki

1 fte

Clinical 

Manager 

CAFS

1 fte

Service Director

 

Service Coordination

Consumer/Family 

Advisers

Clinical Managers/

Charge Nurse

as below

Clinical 

Manager 

Oranga 

Hinengaro

1 fte
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The new Clinical Manager roles will have responsibility for all aspects of clinical service 
delivery, including: 
 

 Carrying the clinical accountability for the care of patients under the care of their 
teams within the Clinical Governance Framework; 

 Monitoring the management of client care; 

 Maintaining and supporting multidisciplinary functioning at team level, to 
provide appropriate access to assessment, treatment and care to clients, in line 
with their assessed needs; 

 Ensuring multidisciplinary evaluation and review of care is undertaken , and 
appropriate arrangements are made for transfer of care and/or discharge 

 Attend multidisciplinary staff focused and client focused clinical meetings, and if 
not present make arrangements to ensure meetings are appropriately led and 
supported; 

 Ensure adherence to evidence based practice and service and organizational 
policy, guidelines and procedures; 

 Leading and actively managing actual and/or potential clinical and service risks 
in terms of both client care and staff safety. 

 
The Clinical Manager will have responsibility for operational leadership, including: 
 

 Leading and managing staff within the service, including resource management 
processes (ie performance management, recruitment, monitoring performance 
issues) 

 In conjunction with the appropriate professional leaders, overseeing the 
development of clinical practice for their specialty area 

 
In relation to feedback received regarding the workload within teams, and the capacity of 
current levels of staffing to manage that workload, the skill mix/staff numbers for each of the 
teams will be reviewed once the new leadership, and the new 24 hour Acute Care team is in 
place. 
 

 
PROPOSAL: 

 
3.3  The following Clinical Educator Practice Development positions would 

be disestablished: 
 

 Rural 

 Primary/Secondary 

 Maori/Pasifika 

 AOD and Coexisting Disorders 
 

FINAL DECISION:  
 

The above four Clinical Educator Practice Development positions will be disestablished.   
Based on the feedback received the Clinical Lead, CAFs position will also be disestablished. 

 
Ensuring staff have access to appropriate education across the service will be the responsibility 
of the Service Director, in partnership with the clinical leadership.  The Director of Nursing and 
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Director of Allied health have agreed to undertake a further phase of work as part of their 
development of the respective Allied Health and Nursing Plans.  This will incorporate support to 
education functions and any necessary changes/enhancements/additions to existing positions.  
 
This further phase will also look at the multi-disciplinary (non medical) clinical leadership 
required within the Mental Health & Addiction Service to support clinical staff within teams, 
across the wider service and to meet the needs of individual disciplines and support the new 
Clinical Manager positions. This includes existing and additional clinical leadership roles in 
Allied Health and Nursing as this will be critical to advance clinical practice in each discipline as 
highlighted in the feedback received. 

WARD 21 Leadership 
 

The current leadership roles within Ward 21 will continue in the medium term. An operational 
plan with regard to alignment of the Older Adult Mental Health Service with Mental Health 
Services is being developed, led by the Clinical Director and the clinical leadership for the area.  
The plan will provide a more detailed analysis of the planned reconfiguration between Older 
Adult Mental Health, Mental Health and Elder Health Services including greater detail on 
leadership, nursing roles and the model of care going forward, and is subject to final CEO 
approval.  The leadership of Ward 21 and STAR 1 will be further considered as part of this. 

 
 
4.0 SUMMARY OF NEXT STEPS 
 

 
Management of Change Process 
 
Following the presentation of the final decision (as contained in this document) to affected staff, 
an implementation plan will be finalised with the appropriate Unions and advised to staff. 
 
The final decision document will also be released to the wider Mental Health Service and key 
stakeholders. 
 
Recruitment to the new Clinical Manager positions will commence as soon as possible.  Those in 
the affected positions will be welcome to apply for one of these new positions.  The positions will 
be advertised both internally and externally.  It is expected that the appointment process will be 
overseen by the new Service Director. 
 
As outlined in the job description the Clinical Manager is required to be an experienced and 
capable mental health practitioner with either a relevant nursing or allied health qualification.   
 
As part of the implementation phase there will be individual meetings with affected staff to 
discuss and work through the management of change provisions in the MECA/s.   
 
Clinical staff skill mix, capability and capacity 
 
In relation to feedback received regarding the workload within teams, and the capacity of 
current levels of staffing to manage that workload, the skill mix/staff numbers for each of the 
teams will be reviewed once the new leadership, and the new 24 hour Acute Care team is in 
place. 
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Multi-disciplinary clinical leadership/education and training 
 
There will be a further phase to look at the multi-disciplinary clinical leadership required within 
the Mental Health & Addiction Service to support clinical staff within teams, across the wider 
service and to meet the needs of individual disciplines and support the new Clinical Manager 
positions. This includes existing and additional clinical leadership roles in Allied Health and 
Nursing as this will be critical to advance clinical practice in each discipline as highlighted in the 
feedback received.  
 
This phase will also address the need for sustainable arrangements for clinical education and 
training for all staff across the service.  Ensuring staff have access to appropriate education 
across the service will be the responsibility of the Service Director, in partnership with the 
clinical leadership.  The Director of Nursing and Director of Allied health have agreed to 
undertake a further phase of work as part of their development of the respective Allied Health 
and Nursing Plans.  This will incorporate support to education functions and any necessary 
changes/enhancements/additions to existing positions.  
 
The Director of Nursing and Director of Allied Health are currently working together to 
determine this. 
 
 

 

5.0 STAFF SUPPORT 
 

 
It is appreciated that the past months have been a difficult and unsettling time for staff within 
Mental Health Services.  
 
Anyone wishing to seek the free, confidential services of EAP is welcome to do so.  EAP can be 
contacted on (0800 327 669).  
 
Unions are also available for support. 
 
Thank you to all the staff who took the time to provide feedback on the consultation document. 


