
TO Hospital Advisory Committee 

 
  

FROM Operations Director, Specialist Community & 
Regional Services 
Clinical Director, Mental Health 
Director of Nursing 

  
DATE 26 August 2014 

  MEMORANDUM SUBJECT Mental Health Review 
 
 
 
1. PURPOSE 
 
This report provides an update on the actions underway to address the findings of the 
external review of the Mental Health Service following the two serious adverse events that 
occurred in Ward 21 during April/May 2014. 
 
 
2. SUMMARY 
 
Two serious adverse events occurred within a short period of time in the acute mental health 
inpatient unit at Palmerston North Hospital (Ward 21).  The events were the apparent self-
inflicted deaths of two inpatients, three weeks apart.  At the request of the Board, and in 
consultation with the Ministry of Health’s Director of Mental Health, it was determined that 
there be a wide external systematic review of the service as a whole, referencing the two 
events.  The external review was commissioned to ensure that any underlying issues in 
relation to the structure, resourcing, or culture of the service be identified and addressed.  
This review has been completed and it is attached as Appendix B. 
 
These two events were tragic outcomes for those patients and we express our deepest 
sympathy to the families.  We also acknowledge that the issues that have arisen regarding 
their family members care and the functioning of the mental health service have had a 
profound and distressing impact on both families.   
 
This recognition is crucial motivation for all our staff to ensure that every opportunity is fully 
explored to learn from these events and improve our services, particularly as a consequence 
of what has been recommended for action from the reviews that have been undertaken.   
The review team made 43 recommendations that have been accepted in full for 
implementation.  A work programme has been developed to address these.  A copy of the 
work programme and the recommendations (numbered) is set out in Appendix A. 
 
A root cause analysis review of each serious adverse event was undertaken.  These were 
carried out internally using MDHB staff that are trained in the root cause analysis 
methodology.  The recommendations from these reviews have been incorporated into the 
work programme for implementation. 
 
An independent clinical review of both cases is planned.  These two reviews will be 
undertaken by the same person given the potential links between the two cases.  An approach 
is being made to a suitably qualified senior clinician, and terms of reference drafted. 
 
The service’s new Clinical Director, Syed Ahmer who took up this role on 4 August, in 
collaboration with the Director of Nursing, and Director of Allied Health will lead action in 
strengthening clinical governance and clinical leadership. 
 



The Operations Director and Clinical Director, Mental Health will, in consultation with the 
Director of Nursing and Director, Allied Health, review the service’s key leadership roles, 
reporting lines, accountability, good relationships, and key partnerships at every level of the 
Mental Health Service.   
 
For 2013/14 the budgeted staffing for medical staff for the mental health service was 
increased from 17.3 to 19 FTE.  A key impact is to enable a second fulltime psychiatrist to be 
appointed permanently to Ward 21.  Both inpatient posts have been filled with permanent 
full time psychiatrists since July 2014.   
 
A dedicated project leadership resource is being secured to support this programme of work, 
and to ensure that it is robustly managed.  Progress with the actions to address the 
recommendations will be reported six weekly to the Board via the Hospital Advisory 
Committee.   
 
A copy of this report and the action plan will be made available to the two families for their 
feedback regarding our response to the external review report recommendations. 
 
Review and evaluation form a key component of all aspects of the work programme, and the 
review team has been asked to revisit in 12 month’s time. 
 
 
 
 
 
3. RECOMMENDATION 
 
It is recommended: 
 
 that the report be received, and it be noted that six-weekly updates against the 

mental health work programme will be provided to the Hospital Advisory 
Committee.  



4. BACKGROUND 
 
Two serious adverse events occurred within a short period of time in the acute mental health 
inpatient unit at Palmerston North Hospital (Ward 21).  The events were the apparent self-
inflicted deaths of two inpatients, three weeks apart. 
 
A number of actions were taken immediately to ensure that ongoing care within the ward was 
safe for current and future patients, and that staff, patients and their families were 
supported. This included the secondment of an experienced and skilled senior manager to 
the wad, a review of all high risk patients, an after-hours support plan, and a review of 
staffing mix and levels. 
 
An internal Root Cause Analysis (RCA) review was undertaken for each event. The RCA for 
the first event has been finalised. The RCA for the second event will be in final draft by 29 
August 2014, and will be finalised a fortnight later once feedback on the draft has been 
considered and incorporated. 
 
Originally two separate external clinical reviews were planned, and it was the intention to 
have both families provide input into the terms of reference for these clinical reviews.   
 
At the request of the Board, and in consultation with the Ministry of Health’s Director of 
Mental Health, it was determined that it was more appropriate to undertake a wider external 
systematic review of the service as a whole, referencing the two events.  The external review 
was commissioned to ensure that any underlying issues in relation to the structure, 
resourcing, or culture of the service be identified and addressed.  This review has been 
completed and it is attached as Appendix B. 
 
The deaths are also the subject of a coronial investigation.  Families of the two inpatients 
concerned were encouraged to participate in both the independent and internal reviews. 
 
 
5. REVIEWS 
 
5.1 External Review 
 
Two serious adverse events over a short period were of concern and management consulted 
with the Ministry of Health regarding the best approach.  It was agreed that an independent 
external review should be undertaken. 
 
Terms of reference for this review were deliberately broad and systemic, across the whole 
Mental Health Service.  Management wished to ensure the review team to explore all aspects 
of the service, and have the ability to explore in depth any matters that they believed were 
appropriate as a means to address the terms of reference.  The terms of reference for the 
review are attached as an appendix to the review report.  They included a focus on: 
 

• clinical systems and processes 
• clinical governance 
• clinical leadership 
• service resources 
• the culture of the service 
• adherence to policies and established standards of clinical practice 
• patient pathways (including older adult mental health) 

  



For the external review, we sought independent medical, nursing, consumer and managerial 
perspectives.  Consequently, the review team comprised: 
 
• a Mental Health, Addictions and Intellectual Disability Nursing Director 
• a Chief Medical Officer, who is a psychiatrist 
• a Peer Support Specialist 
• a General Manager, Mental Health and Addiction Service  
 
The review team had open access to MDHB’s staff, and information and to conduct the 
review through three days onsite as well as offsite review of documentation.  Arrangements 
were also made for engagement with consumers.  The review team met with one of the 
families, and had communications with the other family.  The review team provided a draft 
report on 7 August 2014 that was made available for MDHB and the two families to feedback 
on matters of fact.  The final review report was made available to MDHB on 25 August 2014. 
 
The review team made 43 recommendations that have been accepted in full for 
implementation.  A work programme has been developed to address these.  A copy of the 
work programme and the recommendations (numbered) is set out in Appendix A. 
 
5.2 Root Cause Analysis 
 
A root cause analysis review of each serious adverse event was undertaken.  These were 
carried out internally using MDHB staff that are trained in the root cause analysis 
methodology.  The recommendations from these reviews have been incorporated into the 
work programme for implementation. 
 
5.3 Certification 
 
MidCentral DHB’s hospital and associated services are audited regularly by the Ministry of 
Health against the Health & Disability Service (Safety) Act 2001.  This certification audit was 
undertaken in May 2014 and four corrective actions were identified in relation to the 
following standards: 
 

1. There is a clearly documented and implemented process which determines service 
provider levels and skill mixes in order to provide safe service delivery 

 
2. Consumers receive adequate and appropriate services in order to meet their assessed 

needs and desired outcomes. 
 

3. The standard requires: Seclusion only occurs in an approved and designated seclusion 
room 

 
4. The service respects the physical, visual, auditory, and personal privacy of the 

consumer and their belongings at all times. 
 
The corrective actions regarding these standards will be addressed within the overall work 
plan. 
  



6. WORK PROGRAMME 
 
6.1 Approach and Structure 
 
A project management approach has been taken to the implementation of the review’s 
recommendations.   
 
Project Sponsor: Chief Medical Officer 

 
Project Owners: Operations Director, Specialist Community & Regional Services 

Clinical Director, Mental Health 
 

Resource: Dedicated project leadership will be put in place.  This person will 
have a background in mental health. 
 

 In addition, a project board will be established and will meet with the 
Chief Medical Officer regularly to review and oversee progress.  The 
project board shall compromise: 
 
• Project Owners 
• Director of Nursing 
• Director of Allied Health 
• Consumer representative 
 

Reporting: Six-weekly updates on progress against the work programme will be 
provided.  These shall be submitted to the CEO, and in turn to the 
Board via the Hospital Advisory Committee. 
 

 
6.2 Actions 
 
An action plan has been developed to address all recommendations. This is attached (refer 
Appendix A), and cross references the review team’s recommendations. 
 
Many of the recommendations are broad in nature.  Some are related to service-wide 
strategic and leadership matters.  Others are more operationally focussed. 
 
In a number of instances actions are already underway. 
 
The work programme is structured to align to the review team’s findings and is grouped 
within the nine areas discussed in the review report, namely: 
 

i. Governance 
ii. Structure 
iii. Culture 
iv. Clinical Leadership and Partnership 
v. Quality & Safety Processes  
vi. Staffing 
vii. Ward 21 Facilities and Environment 
viii. Resourcing 
ix. Additional Comments regarding recent inpatient suicides and related 
incidents 

  



 
Each of these areas is discussed below and details of the action and/or approach going 
forward outlined. 
 
6.2.1 Governance 
The Review Team found stronger clinical leadership and accountability was required. 
 
MidCentral Health has a clinical/operational management partnership model in place. This 
works well within the organisation, even where challenging issues arise.   The model requires 
the partners to be effective in the performance of their own responsibilities and to be able to 
build and maintain relationships, with their key partners and the wider leadership of the 
service.  This ensures professional and operational accountability.  There are clear resource 
and service delivery responsibilities for each party and these are documented and signed.  
This partnership approach is consistent with established standards for management and 
clinical leadership interaction and accountability.  This is also reflected in the strong clinical 
support for the partnership approach as evidenced by the results of the latest national 
Clinical Governance Assessment survey. 
 
The service’s new Clinical Director, Syed Ahmer who took up this role on 4 August, will lead 
action in addressing the recommendations in this area, in collaboration with the Director of 
Nursing, and Director of Allied Health. 
 
Dr Ahmer has been employed as a consultant psychiatrist at MidCentral Health since August 
2011.  From February 2006 he was assistant professor and consultant psychiatrist at Aga 
Khan University, Pakistan.  He completed his post graduate training in psychiatry in London 
in 2005.  Dr Ahmer is well supported by the Chief Medical Officer who is mentoring him into 
his role.  Arrangements are also being put in place for Dr Ahmer to have an external mentor; 
a clinician from a neighbouring DHB. 
 
Medical head positions within mental health services are being established. 
 
A key part of the Clinical Director’s work will be ensuring clinical governance processes 
within the services are robust and regularly reviewed.  Activities such as clinical audit, 
teaching, standards, and encouraging innovation form part of this, and expectations of 
clinical teams will be re-iterated. 
 
It has also been identified that there is real benefit in greater involvement of clinicians in 
service wide meetings to discuss matters of interest to clinicians relating to patient care, 
including adverse events, mortality and morbidity.  These are seen as opportunities to 
improve clinical care and service delivery. 
 
Refer also sections 6.2.2, 6.2.3 and 6.2.4 below. 
 
6.2.2 Structure 
The review team considered the structure in place confusing and recommended a single 
managerial lead for the service be established at service level.   
 
The Operations Director and Clinical Director, Mental Health will, in consultation with the 
Director of Nursing and Director, Allied Health, review the service as regards to reporting 
lines, accountability, good relationships, and key partnerships at every level of the Mental 
health Service, including clinical team level.  They will report to the Chief Medical Officer and 
CEO regarding the outcomes. 
 
The Director of Nursing and Director of Allied Health have been asked to look at what the 
review means for nursing and allied health services in terms of clinical leadership and 
governance.  For nursing this will include addressing: 
 

• Nursing leadership roles and accountability 



• Nursing staff numbers and skill mix 
• Core competencies and education for mental health nursing practice 

 
For allied health this will include provision of appropriate clinical leadership to support each 
allied health discipline and its contribution to multidisciplinary team effectiveness. 
 
6.2.3 Culture 
The review team recommended MidCentral DHB re-establish the mental health services’ 
vision, values and culture, and work to ensure it was more effectively connected with the 
wider DHB structures. 
 
Following the outcome of the service structure review noted in 6.2.1 above, the Operations 
Director and Clinical Director, Director of Nursing and Director of Allied health will move to 
engaging with staff, including key clinicians (medical, nursing and allied health) around a 
culture change programme for mental health services.  As part of this process, they will re-
establish values, re-connect the service with other services and structures, and consumers.  
 
The Clinical Director, Operations Director, Director of Nursing and Director of Allied health 
will regularly engage with the service through this period to ensure decisions can be made in 
a timely manner and they are aware of any barriers to decision-making. 
 
For nursing this will also include the fostering of a professional practice culture – evidenced 
by 

• Regular engagement with clinical supervision 
• Attendance at mandatory training 
• Practice issues addressed in a timely and effective manner 
• Annual Performance Appraisals completed 

 
6.2.4 Clinical Leadership and Partnership 
The review team recommended the incoming Clinical Director be supported and mentored 
into this role, and that additional clinical leadership roles be established.  It also 
recommended clear partnerships between the key professional groups within the service. 
 
As noted under 6.2.1 above, both internal and external mentoring and support arrangements 
are being put in place for the Clinical Director.  In addition, medical head roles are being 
established, and the Director of Nursing and Director of Allied Health are considering the 
implications of the review in terms of clinical leadership and governance. 
 
6.2.5  Quality & Safety Processes 
The review team made a number of recommendations in this area.  These covered the way in 
which root cause analyses are carried out at MidCentral Health, open disclosure and active 
learning, and the development of a plan for clear governance of quality and risk in the 
service. 
 
MidCentral DHB is committed to consumer and family engagement and involvement in 
reviews.  This needs strengthening, as is not consistently done and the approach appears 
mechanistic at times. 
 
The Patient Safety & Clinical Effectiveness Unit has been asked to consider the review panel’s 
findings and recommend an appropriate action plan to address these.  This to include the 
possibility of developing consumer and family engagement best practice guidelines.  The 
Clinical Board will oversee this work, ensuring processes are appropriate, that there are links 
back to clinical audit/clinical governance within the service, and both a service-wide and 
organisation-wide view is taken, particularly regarding any trends. 
 
The process for review of deaths in the community will be reviewed in line with the 
recommendations.  This will include ensuring clinical experts within the service, under 



leadership of the Clinical Director, lead and approve all reviews in addition  to identifying if 
there are any learnings, connections, and ensuring these are acted on. 
 
The need to address this as a priority is highlighted by the recent release of the numbers of 
successful suicides in 2013/14 nationally, including MDHB district.  While numbers for New 
Zealand as a whole dropped for 2013/14, for our district there has been an increase for the 
past year.  The number of suicides for 2012/13 (18) was less than the previous five years, 
however the number for 2013/14 (41) represented an increase over those reported in 
previous years.  While typically less than half the people who die from suicide in our district 
are under the care of the MDHB Mental Health Service, these numbers highlight the 
importance of a stronger focus on the early detection, assessment and treatment of people at 
risk. 
 
Nursing will lead the completion of the seclusion reduction project 
 
Formal audit process will be developed to ensure adherence to key policies, procedures and 
processes 
 
6.2.6 Staffing 
The review team’s findings related to the professional development of staff, and the roll-out 
of MDHB’s team development process.  The need for clarifying and enhancing the roles of 
consumers as members of the healthcare team was also raised. 
 
Difficulties in recruiting medical staff were acknowledged by the team, although 
improvements have been made in this area.  Currently there is still a reliance on locums to 
cover three permanent posts, however in recent months there has been increased interest in 
permanent appointments. 
 
For 2013/14 the budgeted staffing for medical staff for the mental health service was 
increased from 17.3 to 19 FTE.  This was a mix of RMO and SMO FTE.  A key impact is to 
enable a second fulltime psychiatrist to be appointed permanently to Ward 21.  Both 
inpatient posts have been filled with permanent full time psychiatrists since July 2014.   
 
We now need to work on culture and relationships, and mentoring to allow best practice to 
be achieved across the DHB. 
 
The team development process is occurring within mental health services, with the inpatient 
team yet to commence.  This process will assist in embedding the issues raised in respect of 
“governance”, “structure” and “culture” under 6.1.1, 6.1.2 and 6.1.3 above. 
 
6.2.7 Ward 21 Facilities and Environment 
The review team found the inpatient facilities and environment lacking and recommended a 
number of improvements.  Bed numbers for the unit were also questioned. 
 
As previously reported to the Hospital Advisory Committee, we sought assistance from 
Waitemata DHB (who is going through a facility redesign process).  Their Clinical Nurse 
Specialist and Operations Manager visited Ward 21, Palmerston North Hospital and have 
provided a report.  It identified both short and long term actions that can be taken, with the 
short term actions able to be implemented as soon as practicable to reduce risks for patients 
within the environment.  These will be actioned, and consideration given to the broader 
aspects around a more patient centric environment.     
 
Managing patient flow within the established capacity of 24 beds is a priority for action.  
Currently patients are cared for in “overflow rooms” that are not suited to that purpose.  Two 
full-time psychiatrists on the ward are making a difference.   
 
However a robust, consistent approach to managing length of stay, discharge planning and 
accessing appropriate supports in the community to facilitate discharge, are a priority..   



6.2.8 Resourcing 
The review team indicated that the service was adequately resourced overall, but felt 
resources might be reconfigured to better meet changing or growing needs.  The planned 
action under “governance”, “structure”, “culture” and “clinical leadership and partnership” 
will address the resource utilisation matters. 
 
MDHB has invested in mental health over the past five years.  This includes the external 
“Mental Health Line”, after hours phone line and since April 2014 a six bed crisis respite 
service for adults who would otherwise be admitted to the acute inpatient unit.  This has 
reduced pressure on the inpatient unit. 
 
It also recommended the service move to an electronic patient record.  Regarding this 
recommendation, MDHB is working to replace its patient management system with 
WebPAS.  Meantime, the clinical portal provides access to some electronic records.  The 
mental health service needs to identify how it can better utilise the capability that is already 
available within the clinical portal, and assess whether there are any other short term options 
that will provide a benefit.  The ongoing development of clinical portal will include improved 
access for staff to their records electronically.   
 
6.2.9 Additional Comments 
The review team recommended further clinical review of the two serious adverse events, and 
for additional staff training and education to occur in line with any additional findings. 
 
An independent clinical review of both cases is planned.  These two reviews will be 
undertaken by the same person given the potential links between the two cases.  An approach 
is being made to a suitably qualified senior clinician, and terms of reference drafted. 
 
 
7. GENERAL 
 
In reading the review findings, it is fair to ask whether other areas within MidCentral Health 
are facing the issues seen by the mental health service.  Undertaking an external review of 
any service would almost certainly identify areas for improvement, MidCentral Health as a 
whole is in good heart.  It is providing care and treatment to a large number of people every 
day, with robust clinical and organisational systems in place.  Considerable attention is given 
to progressing service improvements, and planning for the future.  We have a strong internal 
audit function, and are open and transparent regarding any issues as they are identified.  We 
participate in external and internal review processes, such as certification, IANZ and until 
recently accreditation. 
 
The review team also posed the question as to the organisation’s culture.  MidCentral DHB 
developed and introduced a team development programme last year.  This was in response to 
issues raised by the staff safety culture survey.  The team development programme is being 
progressively rolled out across the organisation, in response to the key themes that the 
survey highlighted.  A follow-up survey is timetabled for March 2015.   
 
As part of the Master health Service Planning work being undertaken for the whole DHB, 
MidCentral DHB has been developing a health charter/strategy which will provide a strategic 
vision and direction for the organisation.  This work is well advanced and is due to be work 
shopped with the board.  
 
Notwithstanding the discussions and recommendations of the report pertaining to mental 
health, management is currently turning its mind to the future in terms of culture, 
leadership, models of care and the consumer experience across the provider division.  This 
has been factored into the work programme. 
  
  



7. NEXT STEPS 
 
A detailed action plan has been developed to support the implementation of the 
recommendations.  A number of the actions require are already underway. 
 
A dedicated project leadership resource is being secured to support this programme of work, 
and to ensure that it is robustly managed.  Progress with the actions to address the 
recommendations will be reported six weekly to the Board via the Hospital Advisory 
Committee. 
 
Review and evaluation form a key component of all aspects of the work programme, and it is 
intended that the review team be asked to revisit in 12 month’s time. 
 
A copy of this report and the action plan will be made available to the two families for their 
feedback regarding our response to the external review report recommendations. 
 
 
 
 
 
 
 
 
 
 
Nicholas Glubb 
Operations Director 

Dr Syed Ahmer 
Clinical Director 

Michele Coghlan 
Director of Nursing 

 

    
 


	TO
	MEMORANDUM
	Mental Health Review


