Page 41 of 42









Ō TĀTOU MOTIKA
OUR RIGHTS














Contents
Pae ora - healthy futures	3
Ola manula o ngā iwi o Te Moana-nui-Kiwa kei Aotearoa – Ola manula of Pacific peoples in Aotearoa	9
Aku motika i te wā e tukuna ana ngā ratonga – My rights during service delivery	11
E whakautetia ana ahau – I am treated with respect	13
E Whakahaumarutia ana ahau i ngā mahi tūkino – I am protected from abuse	15
Ka kitea ngā whakawhitiwhitinga whai hua – Effective communication occurs	23
Kua whai mōhio ahau, ā, ka taea e au te mahi whiringa – I am informed and able to make choices	30
Nōku te mana ki te tuku amuamu – I have the right to complain	35
Appendix	42
Open disclosure	43
































[bookmark: _Toc86654919]Pae ora - healthy futures

	Policy
	Ka mahi tahi mātou ki te awhi, tautoko me te whakatairanga i tētahi tirohanga Māori ki te hauora me te whakarato i ngā ratonga kounga nui, manarite, whaihua hoki mō te Māori, e tāparetia ana e Te Tiriti o Waitangi.
We work collaboratively to embrace, support, and encourage a Māori worldview of health and provide high-quality, equitable, and effective services for Māori framed by Te Tiriti o Waitangi.


	Data collection
	We collect data on: 
· How many service users identify as Māori.
· How many staff identify as Māori.
· Tribal affiliations of service users and staff.
We use this information to ensure cultural relevant services are provided.

	Principles/
Treaty of Waitangi
	We integrate the following principles into service delivery:
· Recognise and protect the link between people engaged with our service and whānau, whakapapa and turangawaewae. 
· With the informed consent of the person, the perspectives of whānau, hapu and iwi are integrated into all processes of service delivery; such as: assessment, planning, support, interventions, review, discharge and follow-up.
· Our staff are trained in Te Tiriti o Waitangi, cultural competencies, tikanga and Māori models of health and wellbeing (refer to resource section).  
· We ensure mana whenua are involved in the development and evaluation of our services.  
· The principles of Te Tiriti o Waitangi are upheld and integrated in organisational and service delivery processes.
· The concepts of whānaungatanga are actively implemented with people identifying as Māori:
· Tātau – collective responsibility
· Mana tiaki – guardianship
· Manaakitanga – caring
· Whakamana – enablement
· Whakatakoto tutoro – planning
· Whai wahi tanga - participation

	Resources that inform our service development and delivery
	Te Rau Ora
Mana Motuhake O Ngāti Porou – Decolonising health literacy. Thea Carlson. 
Māori Health – Ministry of Health
Māori Health links
Māori Health Overview
Ka mohio, ka mātau, ka ora: He ia kōrero – Measuring performance and effectiveness for Māori. Te Puni Kōkiri
Tarāwaho putanga toiora o He Ara Oranga / He Ara Oranga wellbeing outcomes framework. Mental Health and Wellbeing Commission.
Te Mana, Te Kāwanatanga: The Politics of Self Determination. Mason Durie.
Te Pae Tawhiti – Ministry of Social Development 





	We maintain a cultural competent workforce

	Responsibility:
	Click here to enter text.	

	We achieve this by ensuring service delivery staff:

	We access cultural support to:

	· Attend Treaty of Waitangi training.
· Attend cultural competency training.
· Have access to a cultural advisor, Kaumatua, Kuia.
· Have access to Māori models of health literature.
· Have access to cultural supervision.
· Maintain links with relevant agencies that provide Māori centered services.
	· Assess the cultural specific needs of people identifying as Māori.
· Access the resources required to respond to the identified needs.
· Advise staff on cultural appropriate service plans and delivery.
· Establish tikanga and kawa for our service context.

	We provide a Māori–centered service

	Responsibility
	Click here to enter text.
& staff

	· We pronounce and write Māori names correctly.
· We provide a Māori interpreter as required.
· We provide information on the person’s rights in te reo. 
· We ensure we address the person in the appropriate way.
	· We facilitate participation in Māori customs.
· We ensure culturally safe therapeutic relationships and service provision by adhering to tikanga and kawa.
· We integrate Māori custom when engaging with Māori.

	Our Māori health plan identifies the specific processes we implement to ensure the principles of Te Tiriti o Waitangi are a lived experience at our organisation.
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	Māori Health Plan (this template has been mandated by mana whenua advisors of Auckland and Waitemata DHB’s)

	We collect the following data:
· Demographics of the area(s) we provide services in.
· Number of people identifying as Māori engaged with our service.
	How many staff are Māori.
What Iwi and Hapu people engaged with our service, including staff, affiliate to.

	Consultation

	Goal 
	Action (guideline)
	Participants (examples)
	Evaluation (examples)

	We identify our key Māori stakeholders.
	We know the mana whenua contact at the funding DHB and other health and social agencies in our area.
We have identified Kaumatua/Kuia that support our organisation. 

	DHB funding and planning team members.
Mana whenua representatives.
Named key Māori stakeholders
	List of key stakeholders is completed

	Consultation with Māori stakeholders.
	We identify the processes Māori stakeholders must be consulted on.
We develop a service agreement with each stakeholder. 
We establish a Māori reference group. 
We obtain a mandate from mana whenua on the consultation processes.

	Key Māori stakeholders.
	Review the implementation of the agreements.
Documented agreements are in place.

	Māori participation in governance is in place.
	We establish a governance reference group.
We set a target number for Māori representation on the governing body.
	Mana whenua representation/
reference group.
Board of Directors/Trustees.
	Minutes of meetings.
Organisational chart.
Board member self-evaluation.

	Māori participation is evident on all levels of the organisation. 
	People engaged with our service.
Management.
Leadership.
Staff.
We have documented processes on the participation.
We have terms of references.

	Mana whenua representation/
reference group.
Our governance group.
	Minutes of meetings evidence participation.








	Service Delivery 

	Goal
	Action (guideline)
	Participants (guideline)
	Evaluation (guideline)

	Facilitate service access.
	· We identify barriers to service access for Māori
(transport, isolation, neglect, racism). 
· We address barriers to service access and document how this has been done.
· Our website/brochure in Māori designed by Māori.
· Our website includes the Māori Health Plan.
· Our website provides links to Māori health providers.

	People accessing the service.
Whānau of people needing the service.
Our organisation.
	Feed-back via website.
Satisfaction surveys.
Number of Māori accessing and entering the service.
Referrer satisfaction surveys.

	Entry to the service considers Māori processes and protocol.
	· Pōwhiri/whakatau during entry.
· Tikanga Guidelines are in place.
· Whānau are invited.
	People accessing our service and their whānau.
Our organisation.
Māori representatives.
	Satisfaction surveys.
Rate of retention in the service.
Mārama REAL time feedback.

	Assessment includes Māori models of health.
	· We use culturally relevant assessment tools.
· We assess or facilitate assessments on cultural needs.
· We use a whānau ora approach to assessments.
	People engaged with our service and their whānau.
Our organisation.
Māori representatives.
	Number of cultural assessments completed.
Number of whānau assessments completed.

	Care/treatment and interventions include Māori treatments/interventions and activities and Māori models of health.
	· We make Māori specific healing interventions available such as:
· Karakia
· Rongoa
· Mirimiri
· Kapa Haka
· Te Reo
· Tohunga 
· Kaumatua 
· Kuia 
· We include whānau in the interventions and support.
· We refer to PHO for comprehensive and coordinated health care.
	People engaged with our service and their whānau.
Our organisation.
Other support/treatment providers.

	Evaluation using for example:
Hua Oranga
Tarāwaho putanga toiora o He Ara Oranga
Satisfaction surveys.
Focus groups.
Number of Māori engaged with our service and their whānau involved in the specified interventions and activities.





	Service Delivery cont.

	Goal
	Action (guideline)
	Participants (guideline)
	Evaluation (guideline)

	Discharge processes include links with whānau, whakapapa and turangawaewae are established.
	· We include whānau in the discharge processes.
· We support people engaged with our service to establish links with the Māori land court to facilitate the need to name their whakapapa.
· We include in the discharge process visits to the person’s turangawaewae.
	People engaged with our service and their whānau.
Our organisation.
Māori supports (example: Kaumatua).
	Number of whānau involved in discharge meetings.
Number of contacts made with the Māori land court.
Number of visits to turangawaewae.

	Follow-up will include referrals to Māori service providers.
	· We maintain a list of Māori health providers and community agencies.

	People engaged with our service and their whānau.
Our organisation.

	Number of referrals or contacts made.


	Provide access to Māori advocacy.
	· We provide Māori advocacy information to Māori people engaged with our services.
· We invite Māori advocates to participate in forums/ 
meetings and education sessions.  
· Consumer Rights information is made available in Māori language.
	Health and Disability Advocates.
People engaged with our service and their whānau.
Our organisation.

	Number of visits from advocate.
Number of times an advocate is accessed.
Use of Advocacy service in complaints processes.

	Whānau participation throughout service provision.

	· We facilitate Kaumatua/Kuia involvement with whānau.
· We provide information about our service to whānau – if required in Te Reo Māori.
· Whānau participation in assessment, support/interventions and discharge processes.
	People engaged with our service and their whānau.
Our organisation.

	Whānau satisfaction surveys/hui.

	Human Resources

	Goal
	Action (guideline)
	Participants (guideline) 
	Evaluation (guideline)

	Staff are able to provide culturally safe services to Māori.
	· Employees attend Te Tiriti o Waitangi workshop.
· Employees have Tikanga training. 
· Cultural supervision is provided.
· We arrange Māori consultation in support of staff.
· We support staff to complete the Takarangi Framework
	Te Tiriti o Waitangi education providers.
Cultural supervisor and advisors.
Our organisation.
	Number of staff attending Te Tiriti o Waitangi workshops.
Takarangi/tikanga competency completed.


	Pro-active recruitment and retention of the Māori workforce.
	· We utilise existing Māori networks to recruit.
· We implement Māori recruitment processes. 
· We offer culturally focussed supervision.
	Our Governance.
Our Management.
	Number of Māori staff.

	Policy 

	Goal
	Action (guideline)
	Participants (guideline)
	Evaluation (guideline)

	Ensure that our policies are mandated by Māori.
	· The Māori reference group will review and comment on our policies and procedures.
	Māori reference group.
Our organisation.
	Evidence of Māori consultation in policy development.

	Monitoring of policy implementation by Māori.
	· Māori are included in the internal audit processes.
	Māori auditors.
	Audit results.

	Health Promotion

	Goal
	Action (guideline)
	Participants (guideline)
	Evaluation (guideline)

	The service proactively promotes and facilitates public and primary health care programs targeted to meet the needs of Māori.  

	· We ensure that metabolic screening occurs for people engaged with our service and if necessary their whānau.
· We ensure people have access to best treatment for health conditions.
· We provide smoking cessation programs.
· We implement healthy living programs such as equally well.
· We facilitate access to green prescriptions.
· Healthy diet and lifestyle provision.
	Primary Health Organisations.
People engaged with our service and their whānau.
Our organisation.

	Number of people smoking.
Weight stabilization.
Metabolic screening implemented.



	Quality Improvement

	Goal 
	Action (guideline)
	Participants (guideline)
	Evaluation (guideline)

	Quality improvement processes include measures and tools developed by and administered by Māori. 
	· Māori specific complaints processes are in place.
· Projects to ensure Māori health goals are defined and achieved are in place.
	People engaged with our service and their whānau.
Our organisation.

	Service agreements, terms of reference, minutes of meetings show Māori participation in the named activities. 
A kawa for Māori complaints processes is in place.

	Community Integration

	Goal
	Action (guideline)
	Participants (guideline)
	Evaluation (guideline)

	The service maintains links with health, social and cultural services.
	· We have shared service pathways with Click here to enter text.
· Our organisation attends the following services and sector meetings: Click here to enter text.
	People engaged with our service and their whānau.
Our organisation.
Our key stakeholders.
	Service pathways are adhered to.
Minutes of meetings show our participation.



[bookmark: _Toc86654920]Ola manuia o ngā iwi o Te Moana-nui-Kiwa kei Aotearoa – Ola manuia of Pacific peoples in Aotearoa

	Policy
	We provide comprehensive and equitable mental health and addiction services underpinned by Pacific worldviews and developed in collaboration with Pacific peoples for improved health outcomes.

	Scope
	The processes described apply to all staff and all people seeking or engaging with our service that identify as Pasifika. 

	References

	Resources
	Core elements of Pacific primary mental health and addiction service provision. M Faleafa. 
Pacific Models of Health
Ola Manuia: Pacific Health and Wellbeing Action Plan 2020–2025 (MOH)
Pacific Health (MOH)
Pacifica Health resources (Healthnavigator)
Pacific cultural competencies (MOH)
The importance of Pacific cultural competency in healthcare. Jemaima Tiatia-Seath.
Le Va


	Pacific Service Provider Contacts 

	Mātua
	Mātua Advisory Council
Counties Manukau – Pacific Health
Waitemata DHB – Pacific Health
Auckland DHB – Pacific Health
Pacific Churches in New Zealand




	We maintain a culturally competent workforce


	Responsibility:
Click here to enter text.


	We achieve this by ensuring service delivery staff:


	· Attend education/training on Pacific cultural competency.
· Have access to a cultural advisor, Mātua and Pacific leaders.
· Have access to specific Pacific health service provision literature (refer to references).
· Have access to translators and interpreters.
· Promote healthy lifestyles for Pacific peoples.
· Have access to Pacific specific practice supervision.
· We pro-actively recruit a Pacific workforce proportional with the numbers of Pacific people residing in the areas we provide services in. 








	Pacific specific service provision

	Responsibility
	Click here to enter text.
& staff

	Pacific people will have access to:
· Cultural needs assessment.
· Service planning and provision in line with Pacific concepts, values and beliefs specific to their country of origin. 
· Written and spoken information on Your Rights in the Pacific language relevant to them and/or their fono.
· Elders, Mātua, religious groups, specific Pacific community organisations.
· Interpreter.
· Advocacy via HDC advocacy services.


	Networking

	Responsibility
Click here to enter text.

	· We attend network meetings led by Pacific communities and services.
· We have service agreements with Pacific services including advisors and  processes to assess our service in regards to Pacific-centered processes and practices.














	




[bookmark: _Toc86654921]Aku motika i te wā e tukuna ana ngā ratonga – My rights during service delivery

	Policy
	We provide services and support to people in a way that upholds their rights and complies with legal requirements. 

	Scope
	Staff are involved in providing services to people engaged with our service.

	Performance Indicators
	‘My rights’ training will be implemented according to our organisation’s training plan.
Any adverse events involving the breach of peoples’ rights will be addressed effectively. 



	Staff on-boarding & ongoing


	Within 6 weeks of employment & according to workforce development plans


	Responsibility
	Click here to enter text.	
& Staff

	· We socialise policies and procedures related to the rights of people engaged with our services.
· Our staff have knowledge on how to implement the ‘code of rights’: Making it easy to put the Code into action.
· Our staff have knowledge on how to enable people engaged with our service to access independent advocacy.

	Monitoring implementation

	We monitor that the ‘code of rights’ is embedded in practice through:
· Individual and group supervision.
· Review of service delivery plans.
· Analysis of adverse events, comments and complaints.
· Satisfaction surveys completed by people engaged with our service.
· Confirming that the person engaged with our service has determined their goals, plan and interventions (mana motuhake).

	Process improvement


	Within one week after the need for improvement has been identified


	Responsibility
	Click here to enter text.	
& Staff

	· We identify further education and training requirements.
· We change our processes.
· We implement the solutions put forward by people engaged with our service.







      


	People engaged with our services are informed of their rights


	Starting at referral, service entry and throughout the time the person is engaged


	Staff and person engaged with our service


	· People accessing our service will receive written information that includes ‘My Rights’ and ‘Independent Advocacy’.
· The information is discussed with the person. We might invite an advocate to do so.
· The audio ‘Health and Disability Commission, Code of Consumer Rights’ is made available to the person in their preferred language
· The ‘Code’ is made available in sign language.
· We provide advocacy information for people with specific needs.
· We provide internet access to HDC and advocacy websites.

	We discuss routinely ‘rights’ information with people during the following processes:


	· At service entry.
· When a complaint has been made.
· When service provision is reviewed.
· When interventions and care options are discussed.
· During meetings.
· When requested.
· We ensure throughout those processes that people engaged with our service are aware of their right to mana motuhake.
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	Policy
	We provide services and support to people in a way that is inclusive and respects their identity and their experiences.
The processes described here include people under a compulsory treatment order.

	Scope
	Staff, people engaged with our services.

	References

	Legislation
	Human Rights Act 1993
Health Practitioners Competence Assurance Act 2003
New Zealand Bill of Rights Act 1990


	Resources
	A vision for mental health and addiction services (NZ MH&A inquiry)
Challenging Stigma and Discrimination (Te Pou)
Changing attitudes and preventing stigma and discrimination (Te Pou)
Coercion in Mental Healthcare: The Principle of Least Coercive Care. AJ O’Brian.
Journeys Towards Equality
Margaret McCartney: Bad language
Ministry of Ethnic Communities - resources
Ending Discrimination Against People with Mental and Substance Use Disorders: The Evidence for Stigma Change.
Real language – real hope
Understanding gender diversity



	Mana motuhake – privacy, dignity and respect informs our interactions and service provision with people engaged in our services


	Responsibility: all staff


	People will determine and participate in:
· goal setting
· intervention and support planning
· relapse prevention plan
· safety and risk identification and plan
· defining supports
· preferred activities 
· advanced directives
· collaborative record writing
· treatment, intervention and support
	People will determine the supports they want to participate in service provision. For example:
· cultural support
· peer support
· family/whānau
· advocate
· other service providers



	· People may choose to sign their records as an indication of having determined and agreed to what has been documented and/or to have their own records.









	We respect people’s privacy


	All staff, visitors and other service providers


	Our staff apply trauma informed care in line with the person’s privacy needs. 

	Privacy is ensured by the following means:
· Single bedrooms.
· No sharing of possessions.
· Bathrooms/toilets can be locked.
· Internet availability (email).
· Private space for discussion.
· Private space for visitors.
· Privacy when using the phone.
· Only visitors approved by the person are able to visit.
· Staff/visitors/other people will knock on doors before entering it.
· Giving service users their mail - unopened.

	Privacy is ensured during the following activities:
· Personal care, such as washing, bathing, showering, toileting and dressing.
· Conversations with: person engaged with our service, other service providers, family, whānau, visitors.
· Treatments such as medication administration, wound care and any other medical treatments.
· Respect for the person’s advanced directives.
· Praying, meditating, and exercising.
· Any other activity the person identifies.


	We interact and treat people and their whānau with dignity and respect

	We:
· Address/name the person and members of their family/whānau in their preferred way.
· Interact and communicate with the person and their family/whānau in a manner that respects their cultural, ethnic, religious, social and spiritual context. 
· Adhere to the customs of the person and their family/whānau during home visits. 
· Refer to cross-cultural resources.
· Facilitate access to independent interpreters as required. Refer to interpreter procedures.
· Show by the language we use that we do not define or limit people by their challenges, labels or diagnoses or by a single aspect of who they are (refer to ‘Real language real hope’). 


	We provide services that are free of discrimination and coercion 


	We do not tolerate discrimination for any reason including:
· ethnicity
· culture
· religion
· gender
· sexual identity or orientation
· socio-economic status
· disability
· beliefs
· relationship status
· social status
Our demographic information will include a variety of gender options.
	We have measures in place to provide a coercion-free service. For example:
· Motivational Interviewing
· Open Dialogue
· Waipiro me ngā Tarukino
· Mana motuhake
· Strengths based approach
· Engaging Peers
· Self-determination and choice 



   	
[bookmark: _Toc86654923]E Whakahaumarutia ana ahau i ngā mahi tūkino – I am protected from abuse


	Policy
	We acknowledge our responsibility to identify and respond to suspected and actual abuse and neglect of people engaged with our service. The following principles and requirements apply throughout the processes described in this document:
· The safety of the person engaged with our service is paramount.
· We adhere to the requirements of the Crimes Act and the Health Practitioners Competence Assurance Act.
· Only staff qualified/trained in managing abuse, neglect, care and protection issues will manage the processes.
· Any actions taken will not cause more harm than the abuse or neglect nor undermine the rights of the person engaged with our service and/or their whānau/family.
· We consider the safety of staff – no staff member will work in isolation.
· The actions we take will be supportive and will assist people engaged with our service to make choices.
· We respect and consider cultural and other values.
· We commit to a collaborative and intersectional approach in order to achieve satisfactory solutions.      
· Only professional interpreters will be used when assessing or managing neglect and/or abuse issues.

	Purpose
	This document provides guidelines for identifying and responding to abuse and/or neglect.

	Scope
	This document applies to 
· Adult people engaged with our services (>18 years of age).
· Employees/staff. 
· Abuse and neglect by family/whānau, staff, other service providers, agencies people engaged with or any other person.

	
Note!
	
Abuse and neglect in regards to children and young people is addressed in the ‘Vulnerable Children’ policy and procedure.


	Performance Indicator
	Implementation of this policy/procedure through internal audit processes.
Feed-back on the processes by people engaged with our services and any other persons or agencies involved.

	References

	Legislation
	Crimes Amendment Act 
Family Violence Act 2018
Health Act 1956 Section 22(C)(2)(c) and (f)
HPCA Act 2003
Privacy Act 2020
The HDC Code of Health and Disability Services Consumers' Rights Regulation 1996
Vulnerable Children Act 2014

	Guidelines







	Establishing a Violence Intervention Programme
Family Violence Intervention Guideline: Child abuse and intimate partner violence 
Family Violence Intervention Guidelines – elder abuse and neglect
Family Violence organisations and websites
MOH link: http://www.moh.govt.nz/familyviolence
NZ Police link: http://www.police.govt.nz/safety/home.domesticviolence.html
NZ Family violence clearing house 
On-line learning
Silence, shame and abuse in health care: theoretical development on basis of an intervention project among staff. Wijma, B., Zbikowski, A. & Brüggemann, A.J.
The prevention and management of abuse: guide for services funded by Disability Support Services. MOH.

	Standards
	NZS 8134:2021; Ngā paerewa-  Health and Disability Services Standard

	Policies/
Procedures
	Adverse Event Management 
Complaints Management 

	Definitions


	Abuse
	An action or behaviour that results in physical, psychological, spiritual, sexual or material maltreatment of service users.

	Neglect
	An omission or non-action that results in physical, psychological, spiritual, sexual or material maltreatment of service users.


	Types of Abuse and Neglect


	Cultural
	Discrimination
	Institutional 

	Allowing actively or passively any form of abuse or neglect by considering that such behaviour and actions are part of the person’s culture.
	Limiting choices not based on the needs or ability of the person but made with prejudice about ethnicity, race, gender identity, religion, relationship status, disability. 
	Allowing actively or passively any form of abuse or neglect considering such behaviour and actions as a part of the service/programme/support/
treatment/intervention.

	Material/Financial
	Psychological

	Improper exploitation or use of funds or other resources which are the property of the person engaged with our service. This includes deprivation of treatment, food or care.
	Behaviour that causes anguish or fear such as: threats, verbal abuse, isolation, demeaning insults, removal of decision making power.

	Sexual

	Abusive and exploitative sexual behaviour and actions. For example: sexual innuendo, uninvited exposure to sexually explicit material, sexual activities including inappropriate touching, rape or sexual assault. Any situation where consent has not been obtained for a sexual activity.

	Physical 
	Spiritual 
	Vicarious           
	Other 

	Inflicting physical pain, injury or force. For example: restraint/seclusion, hitting, medical neglect, deprivation of food, drink or diet.
	Disrespect for spiritual, religious values and beliefs, for example opportunity to practice rituals.

	Bearing witness to another’s trauma.

	Destruction of treasured possessions, harm to pets etc.




		

	



	Our processes for responding to actual or suspected abuse/neglect


	When
	Who
	How (process)

	Immediately.
	Staff who observed or suspect abuse/neglect.
	Contact your team leader or manager to:
· discuss your observations and/or suspicion
· ensure you do not manage this on your own
· enlist help
· be listened to

	Immediately.
	Click here to enter text.
Staff member in leadership position with other leaders/managers
	Assess the immediate risk of the person being or suspected of being abused or neglected:

	
	
	What is happening in the environment around the possible abuse victim?

	
	
	What is happening to the possibly abused/neglected/vulnerable person?


	
	
	How is the person’s wellbeing jeopardized?


	
	
	How can the person maintain safety?


	
	
	Discern what action to take.


	
	
	Complete adverse event records.


	As soon as the risk assessment is made.
	Click here to enter text.
Manager
	Notify: 

	
	
	The service/clinic who has clinical involvement with the victim. 

	
	
	Contact the Police if:
· Immediate danger or harm is identified.
· Safety of other people including staff is compromised.

	
	
	Contact Age Concern if:
The victim is over 65 years of age.

	Once discussion with the services/agencies occurred.
	Click here to enter text. /team who delivers services
	Follow the instructions given by the agencies notified and/or consulted.

	As soon as  abuse/neglect is observed or suspected.
	Click here to enter text./team who delivers services
	We support the victim by:

	
	
	Providing or arranging a safe living environment.


	
	
	Not discharging people into an abusive and neglectful environment.


	
	
	Not supporting unsupervised visits by person(s) abusing the victim.


	
	
	Not supporting unsupervised outings/leave with a suspected perpetrator of abuse and/or neglect. 


	At all times.
	Staff
	· Continue recording facts and observations.
· Complete adverse event documentation when abuse and/or neglect is observed or suspected.



	When
	Who
	How (process)

	Before the suspected abuse and neglect is investigated.
	Manager/governance
	Report the suspected abuse and neglect to: 


	
	
	· the funding agencies


	
	
	· HealthCert (if applicable) (section 31) if Police investigates


	
	
	· the appropriate regulatory body (refer to HPCA  Act 2003) if  the person abusing or neglecting is a regulated health professional or social worker

	
	
	· the District Inspector


	
	
	· the victim’s power of attorney (if applicable)


	Responding to and managing actual abuse and neglect


	When
	Who
	How (process)

	As soon as the investigation indicates that abuse and neglect occurred.


	Click here to enter text.
Manager
Governance
	We:

	
	
	Ensure a thorough investigation occurs.

	
	
	Encourage the affected person and/or their whānau/supports/other service provider to submit a complaint. 

	
	
	Put measures in place to ensure that the victim of abuse and/or neglect is no longer exposed to the abusive and/or neglectful behaviour/actions.

	
	
	Notify statutory or other agencies according to legislation.


	
	
	Fully cooperate and collaborate with statuary agencies involved.


	
	
	Attend relevant meetings. 


	
	
	Contribute to external investigations by providing relevant information.


	
	
	Report to HealthCert if applicable (section 31) if the police investigate.


	
	
	If a member of our staff is involved in abuse or neglect, disciplinary processes are implemented.


	
	
	If the staff member involved in abuse or neglect is a health professional our organisation fulfils their obligation to report the person to the regulatory body under the HPCA Act 2003. 


	
	
	Implement and monitor the recommendations and directives identified in the investigation.







	When
	Who
	How (process)


	As soon as the investigation indicates that abuse and neglect occurred


	Click here to enter text.
Leadership team
	We implement processes to support the person reporting the neglect/abuse: 

	
	
	· safety planning
· counselling
· support
· referral to support agencies
· referral to Employee Assistance Program (if staff reported)

	Mechanisms to Prevent/Avoid Abuse and Neglect

	When
	Who
	How (process)

	During service entry and throughout service delivery
	Staff
	We inform the people engaged with our service of:


	
	
	· their rights
· external advocacy
· the complaints process
· supports available
· government and community agencies
· names and roles of staff


	
	
	Implement:


	
	
	· satisfaction surveys
· staff supervision/peer review
· code of ethics/code of conduct
· our values and mission
· evidence based/best practice
· person and family/whānau centred practices
· legislative requirements


	
	
	Ensure to:


	
	
	· keep boundaries
· attend training such as 
· cultural competency
· principles of increasing safety 
· care and protection issues 
· identify abuse and neglect
· respond to abuse and neglect
· comply with statutory obligations






	Managing the person’s finances and property

	Responsibility
	Click here to enter text.
& staff

	We:

	We never:

	· Inform the person that our service does not take responsibility for their finances and/or property.
· Complete an indemnity statement with the person.
· Suggest the use of a power of attorney  to manage the person’s finances and property if the person is not able to.
· Provide safe storage for people whilst engaged with our service – however, with an indemnity clause. 
· Have a code of conduct or ethics that identifies our requirements in regards to boundaries and conflict of interest.

	· Have access to the person’s bank accounts.
· Have access to the person’s pin-numbers to access money.
· Use the person’s credit card.
· Use the person’s mobile devices for our own purposes.
· Loan money or property from the person. 
· Exchange or buy property off the person





























	Boundaries


	We have measures in place to provide an exploitation-free service by adhering to professional boundaries and by acknowledging and appropriately responding to conflicts of interest: 


	Staff responsibilities:
	· Your work/professional relationship exists for the purpose of meeting the needs of the person engaged with our service.
· It is your responsibility to maintain the boundaries and help people, their families/whānau and co-workers to maintain theirs.

	Continuum of boundaries:

	
	Under-involvement:
· disinterested
· neglectful
· lacking empathy 
	
Zone of helpfulness
healthy boundaries

	Over-involvement:
· violating boundaries
· meeting own needs only


	Behaviours that violate boundaries:
	Relationship
	Financial involvement/Gifts
	Information access & exchange

	
	· Favouritism.
· Giving private phone numbers/address.
· Co-dependence.
· Express that only you can give good care.
· Socialise.
· Friendship.
· Sexual relationship.
· Affectionate touching. 
· Taking the person to your home.
· Befriending on social media.
· Making ‘deals’.
· Making threats.
	Do not: 
· Accept money/gifts.
· Use service users’ bank cards or obtain a pin-number.
· Give or receive favours.
· Borrow/lend or use money or belongings to and from a person engaged with our service.
· Buy goods from a person engaged with our service.

	· Access the person’s records when not providing care.
· Reveal the person’s personal information.
· Self-disclosure - talking about your private life/affairs.
· Give information to another party who has no right to the information.
· Gossiping about the person or their family/whānau.


	
	Dual relationships
	Activities

	
	Staff do not provide a service to 
· Family members.
· Friends.
· Neighbours.
· Partners.

	Staff should never:
· Engage service users in providing a service to them. 
· Hire service users to perform jobs for them.
· Instruct service users who to vote for.
· Coerce service users not to lodge a complaint.
· Coerce service users to report or not to report adverse events.
· Exchange favours.


	





PROFESSIONAL STANDARDS - Examples

Do not enter into a business agreement with a health consumer or a former health consumer that may result in personal benefit. 
(Page 26 Boundaries: Nursing Council of New Zealand. 2012.)
Financial dealings with patients (other than the fees for care provided) are generally unacceptable.
(Page 1 Boundaries: Medical Council of New Zealand. 2018.)











Financial transactions between an occupational therapist and a health consumer (other than in a contract for provision of services) may compromise the professional relationship by resulting in monetary, personal or other material benefit, gain or profit to the occupational therapist.
(Page 15 Boundaries: Occupational Therapy Board of NZ. 2016)
Take care to ensure that your own personal, sexual, or financial needs are not influencing interactions between yourself and the client. 
(Page 16 Code of Conduct: Social Workers Registration Board. 2018.) 
















Expectations of professional practice include: respect, accuracy and honesty; openness, maintenance of appropriate boundaries, and avoidance of conflicts of interest.
Psychologists do not exploit any work relationship to further their own personal or business interests.
(Page 30 Code of Ethics: New Zealand Psychologists Board. 2008.)
students, employers, and employees under their direct supervision.
Conflict-of-interest situations should be avoided if possible because they can lead to distorted judgment and can motivate members to act in ways that meet their own personal, political, financial, or business interests at the expense of the best interests of members of the public.
(Page 8 Code of Ethics. Addiction Practitioners’ Association Aotearoa-New Zealand.)
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	Policy
	We listen and respect the voices of the people who use our services and effectively communicate with them about their choices.

	Purpose
	The processes described seek to enable our staff to communicate effectively with the people engaged with our services and their whānau.
We provide an environment where this can happen.

	Scope
	· The services we provide.
· People engaged with our services.
· Staff. 




















Non-verbal communication




	Appropriate language when speaking with someone engaged with our service:
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	Focus on the person, not the mental health/addiction issue/condition.
	Use language that is easy to understand.

	Acknowledge the person’s strengths and abilities, not just issues and problems.
	Check that you have correctly understood what you have been told.

	Check that the person has understood what you have said.
	Ask, never assume.

	Remember that your role is to support the person, check what support they want and need, and ask before jumping in and helping.
	Read: Real language, real hope.
Read: Recovery Oriented Language Guide.

	Actively listen.
	Show empathy.

	Stay focused on the conversation.
	Offer factual information.

	Avoid unclear or misleading messages.
	Provide a quiet environment without distraction.

	Be open and respectful.
	Be culturally aware.

	Do not:
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	Pretend to know how someone else feels.
	Use terms that show pity e.g. that the person suffers from depression.

	Use inappropriate words that are condescending or stigmatising, like psycho, crazy, non-compliant, lack of insight.
	Blame the person for their condition or their circumstances.

	Use jargon.

	Be judgemental or argumentative.

	Show any form of hostility.

	Be sarcastic or make jokes about the person’s condition.

	Treat the person like they are inferior.

	Misrepresent a situation.









	Possible barriers to communication: 





	How our organisation supports effective communication:





	Information exchange


	Responsibility: Click here to enter text.


	We provide information about our services on our or the health point website.

	People accessing our service will be informed about:
· the service we provide
· how we provide the service
· when we provide the service
· the people who provide our service


	We support people to access the information they need and information they ask for.

	People engaged with our service determine what they need to know.

	We update people on changes in service provision and/or staff.

	We provide people with information about alternative services/organisations.

	We provide people with information about current best or evidence based interventions and care related to their wellbeing.

	Collaboration with other services


	Responsibility: Click here to enter text. 


	We liaise and communicate with the agencies and services that the person engaged with our service agreed to in the ‘consent to share health information’ statement.

	We attend inter-sectorial and inter-professional meetings the person engaged with our service invites us to.

	We take steps to ensure that each service provider has their roles in the person’s wellbeing and health plan clearly identified.

	We do not talk about the person engaged with our service unless the person is present.

	Collaboration for addiction and mental health care: best advice. MH Commission. Canada.

	Collaboration in the mental health and addiction sector. Platform/Te Pou.

	Interprofessional practice and education in mental health and addiction services. Te Pou.


















	Interpreter Services



	Policy
	Family/whānau members are not appropriate to use as interpreters when obtaining information from people for the purpose of assessing and discussing treatments and interventions.
Cultural consideration, the issues/challenges the person presents with and the gender of the interpreter must be considered. 
The service will only use approved interpreters as defined in this document.

	Purpose
	To provide guidelines and contacts in situations where people and/or their families/whānau require interpreter services.

	Scope
	People engaged with our service and their families/whānau if a need for interpreter services has been identified.




	Interpreter or Translator Costs
	Publicly funded interpreter and translator services (free of charge) will be accessed whenever possible.
When a cost will be incurred, prior approval will be sought for this charge to be met by the person or the agency funding our organisation.

	References

	Legislation
	Health & Disability Services Code of Consumers’ Rights Regulations 1996
Mental Health (Compulsory Assessment and Treatment) Act (1992): Section 6 

	Guidelines
and Standards
	· Cross-Cultural Resource for Health Practitioners
· NZS 8134:2021 Ngā paerewa -  Health and Disability Services Standards
· Interpreters: A user’s guide.

	Definitions

	Interpreter
	An interpreter is a trained professional, fluent in at least two languages. The interpreter facilitates communication between parties who do not have a common language or have limitations in communicating. This includes sign language.

	Translator
	A translator is a trained professional, competent in at least two languages, and adheres to professional ethics. The translator’s role is to work on written texts from a source language into a target language, reproducing accurately both the content and the style of the original text using resources such as dictionaries.
This includes Braille.

	Guidelines for hiring an interpreter

	A competent interpreter must be bilingual and bicultural and have: 
· Good linguistic and communication skills in at least two languages. 
· Intimate understanding of two cultures. 
· A good educational background to be able to deal with a great variety of subject matter. 
· Personal maturity and life experience to deal with sensitive matters. 
· Familiarity with the subject matter and terminology. 
· Good listening skills.
· Good memory skills. 
· Skills in achieving participation and communication on both sides. 
 
The interpreter must: 
· Ensure the participants understand what is happening. 
· Explain to staff factors underlying the person’s responses or decisions. 
· Point out misunderstandings and challenge prejudiced statements or conclusions. 
· Remind health professionals to use simple language and not to use jargon that may lead to misunderstanding by the interpreter. 
· Abide by the Interpreters’ Code of Ethics.

	Interpreter Contacts
	Interpreter services
	Waitemata Auckland Translation & Interpreting Service (WATIS) is a supplier for the provision of the following services 
· 24 hours a day 7 days a week on-site and telephone interpreting for all languages, including sign language. 
Healthnavigator – Interpreter Services Contact Information
· Use the specific DHB’s supplier and processes.

	
	Sign language interpreter services
	Sign Language Interpreters Association of NZ 


	
	Braille
	Blind Low Vision NZ



	We identify the need for interpreter services during the following processes of service delivery:


	Responsibility:
Click here to enter text.

	First contact
	Referral process
	Screening and assessment

	Informed consent
	Support and intervention planning
	Complaints

	Open disclosure
	Review of plan
	Discharge/transfer

	Any other time when the need for an interpreter has been identified
	When the person or their whānau/family requests an interpreter
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	Policy
	We provide people using our services or their legal representatives with the information necessary to make informed decisions in accordance with their rights and their ability to exercise independence, choice and control.

	Scope
	· People engaged with our service.
· Informed consent is about treatment/interventions and support. Consent to share health information is a different process covered by different legislation.
· The processes and principles documented in this policy apply to all ages. 

	References

	Legislation
	· Code of Health and Disability Services Consumers’ Rights 
· Health and Disability Commissioner (Code of Health and Disability Services Consumers’ Rights) Regulations 1996
· Health and Disability Commissioner Act 1994
· New Zealand Bill of Rights Act 1990
· Mental Health (Compulsory Assessment and Treatment) Act 1992
· The Privacy Act 2020
· Protection of Personal Property Rights Act 1988


	Health Industry Documents

	· Advanced Directives in Mental Health
· Agreeing to treatment or services: The issue of “consent”
· Health law: Informed consent – something every single health professional needs to know
· Health Rights of children 
· Informed consent in the Aotearoa New Zealand Context:



	Standards
	NZS 8134:2021 Ngā paerewa - Health and Disability Services Standards  


	Service Documents
	Service Delivery Pathways

	Definition
	Consent may be defined as ‘granting someone permission to do something they would not have the right to do without such permission’.  
It implies that relevant information is provided to enable a reasoned decision to be made, and that the information was understood. Without understanding what is involved, no one can make a reasoned decision.
The consent must be voluntary. There should no pressure on the person to give their consent. No undue influence or duress should be present.
(New Zealand Health Council Working Party on Informed Consent, 1989)








	Informed consent: principles and processes


	Responsibility: Click here to enter text.

	· Sufficient information is provided to facilitate service users & their whānau/family decision about services, and interventions.

	· Information is provided in a manner that is understood by the service user and their whānau/family.


	· The service user is competent to make an informed decision.


	· The decision to give consent is made by the service user without pressure or coercion.


	How we implement informed consent at our services

	We provide information on:
	· The services we provide – including the limitations of our services.
· The purpose of interventions and support
· Alternative interventions and support.
· Current best practice in the areas we provide treatment/interventions and support.
· Effect and side effects of treatments and interventions.
· Expected outcome of the services offered and interventions provided.
· The person’s right to determine their treatment/interventions and support.

	Means of communicating the information.
	· In writing.
· Through face to face discussions.
· Using the preferred language of the person and their whānau/family via video.
· By facilitating internet access. 
· In a culturally appropriate manner.
· By developing a tikanga guideline how to discuss and obtain consent.
· In an age appropriate manner.
· By using an interpreter.
· As specified by the person and their whānau/family.

	We ensure that the person’s rights are adhered to if competence is queried.
	· We assist the person and/or their whānau/ family to initiate legal processes to clarify competence.
· We ensure the least restrictive interventions and service setting is provided.
· We ensure decisions made are in the person’s best interest.
· We acknowledge that competence is not necessarily all-encompassing.
· We determine that the person has understood the information.


	We provide additional support by
	· Including advocates in the consent processes.
· Including peer supports in the consent processes.
· Seeking advanced directives.
· Responding to the person’s right of refusing treatment and withdrawing consent.
· Determining that the service user has made the decision voluntarily.
· Acknowledging that consent is an on-going process.
· Youth Law
· Age concern




	Situations where consent is not required


	Exemption
	Situation
	Outcome

	Medical emergency
	· The person is unable to provide consent (for example, unconscious).
· Action is required to preserve health.
· Saving of life during serious injury or illness.

	Advanced directives are followed.
The required treatment was applied.

	Lack of competence
	· The person lacks the capacity to make rational decisions. 

	Follow the legal processes. (HDC).
or
Court ordered treatment.

	Therapeutic privilege

	· Specific information can be withheld if providing the information might cause harm to the person.
Articles: https://journals.sagepub.com/doi/full/10.1177/1473779517709452
https://jme.bmj.com/content/47/1/47
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2673833/

	Evidence needs to be provided that such a process is justified.

	Waiver

	A situation where the person specifically waives the right to information or decision making.


	Clear documentation is required.


	Additional informed consent information


	Diminished competence

	When a person has diminished competence, that person retains the right to make informed choices and give informed consent, to the extent appropriate to his or her level of competence. (‘Consumer Right’ 7(3)).


	Children under 16 years that are not able to provide informed consent

	Consent to treatment/interventions can only be given by the person legally entitled to consent on a child's behalf.


	Entitlement to information
	Just because a section of law excludes someone from giving informed consent, the person is still entitled to information about treatment/interventions/support. Do not assume that the person is unable to understand the purpose of the services/interventions provided and its benefits or risks.  









	Written Consent Required


	Responsibility
Click here to enter text.

	Situation
	Process

	Routine 
	· At service entry.
· When referring to other services. 
· At reviews – minimum three-monthly.
· For treatment/interventions. 
· For support.

	Emergency Situations
	· Invasive treatment necessary to keep person alive. 

	Experimental Procedures

	· Any drug or treatment trials. 
· Unapproved medicines.    

	Considerable Risk of Adverse Treatment Effects


	· Any treatments with possible severe side effects. For example:
· Electro convulsive therapy.
· Clozapine
· Opioid substitution treatment

	Mental Health Act
Substance Addiction (Compulsory Assessment and Treatment) Act
	Specific treatments -example:                   
· Brain surgery.
· Electro convulsive therapy.
· Specified medication.
	Note: 
Compulsory treatment only relates to the mental health and addiction related treatments.
Not any other health/medical treatments.

	Advance Directives

	· Appointment of power of attorney.
· Preferred treatments.
· Preferred treatment setting.
· HDC advance directive guide.
· Advance directive brochure for service users.


	Teaching/Research

	· Ethical approval.
· Publications.
· People’s participation or identifiable case presentation in training/forum/workshops. 
· Māori health research guidelines.
· Pacific health research guidelines.
 

	Taking an image or voice
	· For supervision. 
· Television programme.
· Posters.
· Newspaper or magazine.
· Articles.
· Brochures.
· Websites.
· Social media.



 
	Our routine consent to intervention and support documentation process


	Responsibility
Person engaged with our service
Staff and others who participate in the delivery of services

	People engaged with our service can choose how they document what services they need and want:
· Write their own plan involving others of their choice and those health workers who have a mandate to be involved. All participants sign the wellness plan and their roles in it to confirm consent for the support and interventions has been given.
· Clinician responsible and other health and social workers with the person engaged with our service and their whanau/family negotiate a wellness plan. The person engaged with our service signs the plan indicating consent to it.
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	Policy
	We have a fair, transparent, and equitable system in place to easily receive and resolve or escalate complaints in a manner that leads to quality improvement.

	Purpose
	Our service will ensure that the right of the service user to make a complaint is understood, respected and upheld.

	Scope
	Our employees, people engaged with our services and their families/whānau.

	Policy
	All complaints will be managed in a systematic way as outlined in this document.
Complaints that require notification to HealthCert will be processed using the approved template.

	Performance Indicators
	· Complaint process time frames are adhered to.
· Service improvement measures are implemented.

	References


	Legislation
	Code of Health and Disabilities Services Consumer’s Rights 1996.


	Standards
Guidelines
	NZS 8134: 2021 Ngā paerewa -  Health and Disability Services Standards
HDC: complaints processes.
Self-audit: HDC complaints management guide.
Information about lodging a complaint and getting support.

	Service
Documents
	Adverse Events
Mandatory and Statutory Reporting. 

	Definitions


	Complaint
	A complaint is 
· Any expression of dissatisfaction about services provided. 
· Dissatisfaction or unacceptable conduct of a staff member/student placement/ contractor/Board member of the service.

	Comment
	A comment/feed-back is an observation, remark or expression of opinion about aspects of services that could be improved. All comments will also be considered as an opportunity to improve the services we provide. 
	A comment is not a complaint




	Complaint 
sources
	· Directly from a person engaged with our services and/or their family/whānau.
· By the Health and Disability Commissioner’s office.
· By the Privacy Commissioner’s office.
· By a member of parliament.
· By Advocates.
· By a service provider.
· By a member of the public.
· By the District Inspector.

	Anonymous Complaints
	Complainants have the right to be anonymous. Investigation will occur within the limitations caused by the anonymity. 







	Complaint received


	Responsibility: Any staff member can receive a complaint

	Verbal complaint
	Written complaint

	For example via: 
· Kanohi ki te kanohi, zoom, skype, phone.
	For example via:
· Email, fax, letter, note.

	Within one working day of receiving the complaint

	· Staff will offer to document the complaint.
· Check with the complainant that it is accurate and 
       process it to the Click here to enter text.
	The complaint is forwarded to Click here to enter text.

	Complaint management

	Notifications

	Responsibility : Click here to enter text.

	Within 24 hours

	We notify relevant agencies for complaints that:
· Involve a serious injury.
· Have the potential to be of interest to the media.
· Are of a sensitive nature.
· Involve serious misconduct.

	We report – as relevant, to: 
· The chairperson of our Board.
· WORKSAFE NZ
· agencies funding our service DHB/ACC/MSD/
· Health and Disability Commissioner
· Privacy Commissioner
· HealthCert
Regulatory Bodies (examples):
· Nursing Council of NZ
· Medical Council NZ
· Occupational Therapy Board NZ 


	Responsibility for managing the complaint: Click here to enter text.

	Within 5 working days

	· Contact the person who complained to formally acknowledge the complaint.
· Explain our complaints process.
· Inform the person that they have the right to engage an independent advocate.
· Offer a face to face meeting.
· Implement a specific tikanga complaints process for Māori.
· Ensure the complaints process respects cultural protocols.
· Acknowledge the complaint in writing. 
· Include the advocacy services brochure.
· Include the HDC complaint brochure in Māori and English. 
· Some complaints will be reported to relevant people and agencies. For example:
· Board chairperson.
· Funding agency.
· District Inspector.
· Responsible clinician.

	Initial face to face meeting

	· Discuss with the complainant who they wish to participate in the meeting. For example:
· Independent advocate.
· Kaumatua, kuia, matua, community leader.
· Peer support.
· Whānau/family.
· Negotiate a date, time and venue for the meeting. For example:
· At a marae.
· At our offices.
· At a community space.
· At the complainant’s office.

	Complaint resolved

	If the complaint is resolved during the discussion or the meeting:
· We practice open disclosure.
· A summary of the discussion/meeting and the outcome is sent to the complainant.
· The summary includes the process of appealing the outcome of the complaint.
· The summary includes the process of open disclosure. 
· We provide the complainant with information on how to lodge a complaint with HDC.

	Complaint not resolved: Allocate an investigator


	Responsibility Click here to enter text.

	· The investigator cannot be a person who has been complained about.
· The investigator has no conflict of interest.

	Investigation


	Responsibility Click here to enter text.

	· Ascertain facts.
· Analyse all written evidence.
· Interview people involved.
· Interview people who may have observed something related to the complaint.
· Assess and refer to best practice guidelines.
· Enlist a specialist if required.
· Enlist a cultural advisor if required.

	The complainant does not want the investigation to continue:
· No further involvement of the person in the investigation. 
If the following conditions apply continue with the investigation using the ‘Adverse Event’ and/or ‘Disciplinary’ processes:
· An injury occurred.
· Misconduct of staff.
· Staff action outside scope of practice.
· High risk to people/whānau, staff member or the service.
· Non-compliance with legislation.


	Throughout the complaints process:
· Implement the open disclosure 
· Ensure the complainant has support available.
· Ensure staff has support available.

	· 








	Investigation completed

	Responsibility Click here to enter text.

	Within 10 days of the complaint being acknowledged

	· We invite the complainant for a meeting to discuss the result of the investigation.
· We discuss the preferred meeting setting with the complainant.
· We encourage the complainant to bring supports of their choice to the meeting, for example:
· Independent advocate.
· Kaumatua, kuia, matua, community leader.
· Peer support.
· Whānau/family.
· A letter with the result of the investigation is sent/given to the complainant.
· Includes information on appeal processes.

	Final letter to the complainant includes open disclosure requirements:

APOLOGY – INFORM WHAT HAPPENED – INFORM WHAT MEASURES HAVE BEEN PUT IN PLACE TO MAKE CHANGES OR IMPROVEMENTS

	Investigation time needs extension


	· We update the complainant every 10 days on the progress with the investigation.


	Complainant not satisfied with complaints process and/or outcome

	Appeal process

	Responsibility Click here to enter text.

	Within 7 days of the appeal

	· Seek information from the person who investigated the complaint.
· Read the complaint related documentation.
Contact the complainant:
· Ascertain what the complainant is unhappy about.
· Offer to meet with the complainant.
· Encourage the complainant to bring supports to the meeting. For example:
· advocate
· supports
· interpreter
· cultural support
· peer support
· whānau
	· Discern:
· Soundness of investigation.
· Need for re-investigating.
· Any other steps to be taken.

· Decision for next action is made.







	Close the complaint
	Re-investigate

	· Inform the complainant of the decision.
· Write a letter to the complainant explaining the decision making processes.
· Include in the letter that the complaint can be further investigated by:
· The Health and Disability Commissioner 
· The Privacy Commissioner.
· The Human Rights Commissioner.

	· Follow the investigation process again.
· If the complainant is still not satisfied with the outcome suggest that the person complains directly to:
· The Health and Disability Commissioner 
· The Privacy Commissioner.
· The Human Rights Commissioner.
or any other entity. For example:
· District Inspector

	All documentation relating to the complaint will be filed in a complaints folder either electronically or a paper folder.
The person’s (engaged with our service) record can refer to the complaint and where the complaint documentation is held.
THE COMPLAINT DOCUMENTATION IS NOT HELD IN THE PERSON’S HEALTH RECORD/FILE!


	Only the Click here to enter text. talks to the media about complaints lodged at our service.


	Complaints information provided to people engaged with our service & their families/whānau

	Responsibility: Click here to enter text.

	We provide 
· Written and verbal information on the complaints processes. 
· Videos, brochures, different languages.


	At service entry.

	On display.
	When a complaint is considered.
	When a complaint is made.
	When a request is made.






















	Service Improvement processes

	Responsibility Click here to enter text. 

	Within 3 months of the completed investigation 

	· Identify areas of service improvement.
· Develop and implement a service improvement plan.
· Assess the effectiveness of improvement measures taken.

	Yearly

	· Collate complaints data and trends.
· Check that service improvement requests are implemented.
· Analyse the effects of service improvement measures.

	Communication and service improvement involvement

	Responsibility:  Click here to enter text.

	3-monthly to 6-monthly

	· Consult with and discuss service improvement measures in response to complaints:
· At staff meetings.
· At meetings arranged and led by people engaged with our service.
· At meetings arranged and led by whānau of people engaged with our service.
· At leadership meetings.
· Reports provided at governance/Board meetings include:
· Complaints lodged. 
· Complaints resolved.
· Status of investigations.
· Results of investigations.
· Trends and analysis.
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	Policy
	Our open disclosure process will include Māori-centred processes and settings in which open disclosure occurs. 
We develop with mana whenua specific tikanga guidelines for open disclosure.

	Purpose
	The processes direct staff how to communicate with people engaged in our service about adverse events, complaints and errors made during service delivery. 

	Scope
	Staff and people engaged with our service.
(Communication with people and/or support persons will need to reflect the fact that services are provided by multi-disciplinary teams.)

	References

	Guidelines
	HDC Guidance on open disclosure 
e-Training

	Service Documents
	Adverse Events
Complaints Management

	Definition
	A timely and transparent approach communicating with, and supporting people engaged in health and disability services – and their families - when things go wrong. This includes factual explanations of what happened, an apology, and actions that deal with the actual and potential consequences. 
An important aspect of open disclosure is explaining to people how the incident/event has been reviewed and what systems will be put in place to ensure that similar incidents will not happen again.

























Processes



A mistake has been made
An adverse event occurred



	As soon as mistake/harm is identified


Responsibility: Click here to enter text.




· Acknowledge to the person and family/whānau/supports what has happened.



Provide information about
· The facts surrounding the mistake.
· The consequences of the mistake.
· openly
· honestly
· timely


	 

Provide:
· Support the person in a compassionate manner and appropriate to their needs.
Possible inclusion:
· family/whānau
· cultural support
· independent advocate
· peer support



	



Apology


The person and/or identified supports must receive an honest and genuine apology for any harm that has resulted from a mistake or error as soon as possible after the event.
Communicate showing:
· empathy
· respect
· consideration








Investigation – follow adverse event/incident processes


We fully inform the person of: 
· The outcome of any investigation undertaken.
· Any changes instituted as a result of that investigation.




Confidentiality
Ongoing service delivery


	We keep open disclosure processes confidential to ensure that privacy is maintained for all parties involved. 
We discuss with the person and/or supports: 
· Ongoing services provided.
· Specific needs the person has as a result of the mistake/adverse event.
· Alternative service providers.









Communication has a major influence on:


Wellbeing


Outcomes


Satisfaction


Collaboration



We consider that people have different styles of communicating:


Through hearing:
'I hear what you are saying'


Through the eye: such as pictures or the written word
'I see what you mean'


Through stories



We consider the influences of communication: 


Culture


Age


Experiences


Ability



We are committed to improve our communication:


By figuring out what works best for the individual


By adjusting our way of communicating


By being committed and flexible



Principles of communication. Communication is:


A process


Circular not linear


Involved the total personality


Complex


Irreversible



Non-verbal communication often send stronger signals that verbal/sign/written communication. It is essential to be aware how and what is communicated by non verbal means, such as: 


Facial expression


Gestures


Tone of voice
Loudness 
Pitch


Body language
Posture


Eye gaze


Personal space


Touch


Appearance



BARRIERS


language


trauma


emotional state


mental state


medication effects


time constraints


culture


gender


illness


coercion


compulsion



Overcomming barriers to effective communication


our 
values


trauma informed practices


engaging peer practitioners


collaborative note writing
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iNFORMED CONSENT IN THE AOTEAROA NEW ZEALAND
CONTEXT

Tania Cargo
Waikaremoana Waitoki
Jacqueline Feather

Psychologists are in very privileged positions; we use our clinical, community, academic, and research skills
to support individuals, families, and communities, often during extremely vulnerable times in their lives.
Psvchologists have specific duties and responsibilities to not only offer a competent and ethical service, but
to ensure that clients have been engaged in an open and honest process of gaining informed consent before a
psychological service is offered, and either accepted or declined by the client (Knapp, Gottlieb, & Handelsman,
2015; Nagy, 2011).

Appelbaum, Berg, and Lidz (2001) noted three ways of thinking about informed consent: as a specific rule
(o govern practice, as amautonomous authorisation tool, and as a shared decision-making process. Gaining
informed consent is a process that may take different forms. Beginning at the start of the psychological
relationship, informed consent may be revised during the relationship, culminating in a shared understanding
and agreement that the psychologist takes responsibility for documenting.

Fink, Hall and Prochazka (2012) note that while informed consent may be practically applied, it may never
reach its theoretical ideal (Fink et al., 2012). In the same vein, the New Zealand Psychologists Board's Guidelines
on Informed Consent (2016) states that defining informed consent is relatively easy; however, transforming this
into ethical action is more complex and may require “attention and sensitivity to a number of factors which can
potentially compromise the client’s ability to consent in an informed manner” (p. 4).

Aotearoa New Zealand Context

The importance of gaining informed consent is well documented in several relevant publications involving
psychologists working in this country: the Code of Ethics for Psychologists Working in Aotearoa New Zealand
(2002) (the Code of Ethics); The Health Practitioners Competency Assurance Act (2003), the Code of Health
and Disability Services Consumers Rights (1996) (HDS Code) and the New Zealand Psychologists Board’s
Guidelines on Informed Consent (2016).

The Code of Ethics is the most important regulatory document for our profession and its purpose is to
“unify the practices” of psychologists and guide “ethical decision making” (p. 1) while also acting as a source
of information for consumers of psychological services. The Code of Ethics clearly articulates that “obtaining
informed consent from those with whom they are working is a fundamental expression of respect for the dignity
of persons and peoples” (Principle 1.7; p. 10). Under this principle, psychologists are obliged to negotiate and
obtain informed consent, and to recognise that we have increased responsibilities for protecting and promoting
the rights of those who have less power and are more vulnerable.

Informed consent is a process rather than a one-off event that should only occur when the client or the client’s
representative has received relevant information in a form he or she can understand. Saks and Golshan (2013),
from a psychoanalytic perspective, suggest that informed consent may not even be possible as it may be very
difficult for the patient to absorb the information and weigh up the risks and benefits in a meaningful way.
Psychologists must negotiate these complexities each time they offer their services or skills to clients.

The Health Practitioners Competence Assurance Act 2003 (the HPCA Act) seeks to protect the public by
appropriately regulating health professionals (Ministry of Health, 2014). Important key protections are in place,
with provisions that ensure health practitioners under the Act are registered and practise within their scope; that
their regulatory bodies are responsible for certifying their practitioners, and that restricted activities are only
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allowed to be performed by registered practitioners. The HPCA Act mandates the New Zealand Psychologjg;
Board to register psychologists and assure the public that psychologists are fit to practise and provide high
quality and safe services.

The Health and Disability Commissioner’s Code of Health and Disability Services Consumers™ Righy
Regulation (HDC; 1996) is defined as “a tool for the empowerment of all health and disability service
consumers in New Zealand” (Health and Disability Commission, 1999, para 1). Our medico-legal situation in
Aotearoa New Zealand is unique in that consumers have rights by law. Service providers including psychologjss
have duties and responsibilities, both to inform consumers of their rights and to ensure that they can exercige
these rights (Health and Disability Commission, 1999). Within this Code, consumers have the right to be fully
informed (Right 6) and to make an informed choice and give informed consent (Right 7). They are “presumed
competent to consent, unless there are reasonable grounds for believing that the consumer is not competent”
(HDC, 1999, Right 7 (2)). In cases of diminished competence, consumers retain their rights to the extent
appropriate to their level of competence. Providers may provide services if it is in the consumer’s best interests
and reasonable steps have been taken to gain their views and the views of others interested in their welfare (Right
7 (4)). Consumers have the right to refuse services and withdraw their consent (Right 7 (7)). Psychologists
should be familiar with all 10 rights of consumers and duties of providers that are described under the HDC
Code.

The New Zealand Psychologists Board’s Guidelines on Informed Consent (2016) have been developed “to
support psychologists in providing competent and ethical practice by translating or expanding on the Code in
relation to more$pecific aspects of their professional behaviour “(p. 3). In adopting these guidelines, the Board
was clear that while they have the least authority of any of the regulatory documents, “a disciplinary or review
body may use the guidelines in evaluating a psychologist’s knowledge and competency” (p.3). It is therefore
essential that psychologists refer to these guidelines to ensure they are following “best practice”.

This chapter uses a hypothetical case study format to engage the reader in a discussion about how psychologists
in Aotearoa New Zealand can action both the theoretical and practice-based principles of informed consent as it
applies to assessment, treatment, and research practices when working with infants, children, adults, and their
families/whanau in Aotearoa New Zealand. The chapter should be read in conjunction with both the Code of
Ethics and the New Zealand Psychologist’s Board Guidelines on Informed Consent and with reference to Te Tiriti
o Waitangi/Treaty of Waitangi.

Case Study

Aroha is a 15-year old Maori girl, who is 8 months pregnant. She has been given an urgent appointment at
the local Child Adolescent Mental Health Service (CAMHS), following reports by her care and protection
social worker that she has been behaving oddly (staying in her room, staring into space, and both visually
and verbally responding to nonvisual stimuli). Aroha arrives with her social worker and a residential house
mother as a support person. As you briefly greet Aroha, she appears tentative and distracted. The social worker
introduces herself and explains she is there to support Aroha and to ensure that the unborn infant is safe. She
also informs you that Child, Youth and Family (CYF), have custody and guardianship of Aroha and will likely
take responsibility for the newborn infant. As you lead Aroha into the clinic room, you are aware that the social
worker and the house mother are also following you into the clinic room.

Defining the Client

Psychologists are required to name an identified client whenever they are engaging in service delivery. Fisher
(2009) stated that while traditionally pressure has been on psychologists to name “the client”, “primary client” and
other “third parties” who may be involved, such thinking obscured the real ethical questions about psychologists
obligations to each of the parties involved in a case. He argued that psychologists have the responsibility for
“protecting the rights of everyone involved—those who request services; those who receive services; those who
participate as collaterals in the services provided to others; ‘outsiders’ who provide information; and others to
whom information is disclosed, etc.” (p. 1). While Knapp and VandeCreek (2003) identified that in couple or
family work, the psychologist’s focus is to “clarify their roles and their relationships with all parties” (p. 148),
more pragmatic approach is needed.
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Fisher (2009) states that each party has a right to receive, in advance, an explanation of the psychologist’s
ole; a clarification of the nature of the relationship; an explanation of rights; a discussion of probable uses of
(he services provided and the information obtained. Additionally, each party can expect an explanation of limits
of confidentiality, including how each party’s confidentiality may be affected by the third party’s involvement.

According to the Code of Ethics, psychologists must “clarify and make explicit their role and responsibilities
with the person(s) with whom they are working” (p. 24). This process includes an explanation of who you are,
cour qualifications, and what the assessment process will entail, as well as obtaining explicit informed consent
for any psychological services provided. As documented in the Health and Disability Commissioner Act (1994),
ic is the duty of the health professional to inform the client clearly and honestly, with the expectation that the
following information be included in discussions with the consumer:

o the likelihood of success of the various options

o their likely effects and any associated physical, emotional, mental, social, or sexual outcomes
o the consequences of not accepting the proposed treatment

o the costs of treatment and any financial interest of the provider.

Following the informed consent-seeking process where the health professional explains their opinion and the
recommended options, the client has the fundamental right to choose the option they prefer and a right to seek

asecond opinion.

In the above case study, several people emerge as parties involved: Aroha, who is being brought for psychological
assessment; the social worker, who has statutory responsibility for Aroha and is requesting the mental health
assessment; and the house mother, who is a support person for Aroha and her unborn child.

Guidelines

1. Be clear with each party about who you are as a psychologist, clearly articulate your qualifications
including your scope of practice, your registration status, and your experience in the area.

2. Clearly articulate the purpose of your involvement with each party, what, if any notes will be taken,
how they are stored etc. according to agency policy.

3. Inform each party of the limits to confidentiality and the process that will be taken should
confidentiality need to be broken.

4. Other considerations may include a discussion of the therapy/treatment options available; costs of
treatment; how clients can choose to end services; and how to make a complaint or give feedback more
formally.

As you, the psychologist, enters the clinic, you begin by introducing yourself, your qualifications, experiences, role
in the agency and general agency consent processes (limits to confidentiality, note-taking process, how the client
can ask to see someone else etc.). Then others are invited to introduce themselves. When it is Aroba’s turn, she
is shaky and very nervous; although she is able to introduce herself, she does so briefly and then looks away. As
psychologist, you ask Aroba if she has any questions about the process today and she responds by asking if she can
wait until her mother gets there.

This interaction highlights other parties who may need to be considered in the process of gaining informed
consent. Aroha’s whinau, given that she is an indigenous Miori youth, will also play an important role in
Supporting Aroha to feel more comfortable in the assessment process and in therapy and recovery. In the Code
of Ethics , the declaration clearly documents that “in giving effect to the Principles and Values of this Code
of Ethics there shall be due regard for New Zealand’s cultural diversity and in particular for the provision of,
and the spirit and intent of, the Treaty of Waitangi” (p. 1). Each of the four principles identified requires that
psychologists are informed about the Treaty of Waitangi and have training in appropriate ways to show respect
in their practice for the dignity and needs of Miori.
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Guidelines

1. Respect Aroha’s wishes to have her mother present, as this is a culturally appropriate practice, and it js

her right to be supported.
2. Discuss this with the other parties involved.

3. Provided there are no imminent safety concerns, rebook the assessment for a time when her mother cap
be present.

The Client is Under State Guardianship

The Care of Children Act (2004) makes the “best interests and welfare of the child” paramount in any
legal dealings. Although entering into a professional relationship with a psychologist may not be a legal issue,
referring a child into services may require some legal mandate when the child’s legal status no longer sits with
the parents but instead sits within a legal entity. Aroha’s care sits under the guardianship of the Chief Executive
of Child, Youth and Family, under section 67 of the Children, Young Persons and their Families Act (1989).
However, the general principle of the Act is that “wherever possible, a child’s or young person’s family, whanau,
hap, iwi, and family group should participate in making decisions affecting that child or young person” (sec
5(b)). Additionally, “consideration should be given to the wishes of the child or young person, so far as those
wishes can reasonably be ascertained” (sec 5(d))”.

Psychologists are guided by the Code of Ethics, which states that “in any work where children/young persons
are involved, psychologists recognise that the interests and welfare of children/young persons are paramount and
therefore given precedence over other considerations” (1.5.1; p. 7). However, psychologists are also cautioned
to discriminate between the needs and the wishes of the child/young person, which must be taken into account
along with wider social and general welfare issues. Therefore, it would be both reasonable and respectful of
Aroha’s wishes to allow the assessment to take place when her mother is also available, provided there is no
imminent need to urgently assess her mental health.

Age and Competency of the Client

Legally, a psychologist may meet a young person (under the age of 16), without parental authority or knowledge
if that young person is believed to have sufficient understanding to make their own informed decision (Rucklidge
& Wiilliams, 2007). Under the HDC Code (1996), there is a presumption that all consumers of health and
disability services, regardless of age, are competent to make an informed choice and to give informed consent
unless there are reasonable grounds for thinking otherwise. Under the HDC Code, children are subsumed
within the category of “consumer” without reference to age or capability, and therefore, as consumers, they are
presumed to be competent unless and until assessed and determined not to be (Rucklidge & Williams, 2007).
The HDC Code functions on the basis that the ability to consent to treatment is not secured to age and it is
the functional level of competency that determines whether a child or young person (or any other consumer) is
able to make an informed choice (Rucklidge & Williams, 2007). Furthermore, if the child refuses a treatment
that is not required because there is no immediate urgency, then as long as the child is deemed competent, the
clinician must accept the child’s decision.

When considering whether a child can give informed consent, the Ministry of Health’s document Consent
in Child and Youth Health (1999) notes a “clear trend away from age-related thresholds and, instead, [a focus]
on the competence of the individual child to consent to participating in a health service” (p. 50). Nevertheless,
there are some guidelines listed on the Health and Disabilities Commission website (http://www.hdc.org.nz) on
how providers can ensure that their services are more appropriate for children and youth. These include seeing
the child in the context of their whanau/family, and using plain language and other props or resources to help
with understanding conversations about consent and confidentiality.

When working with children and young people, the clinician is responsible for assessing the individual’s level
of competency with respect to the particular service being offered (Rucklidge & Williams, 2007). It is worth
asking; is this pargicular child or young person competent to make an informed choice about whether to consent
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o or refuse the particular service which is being suggested? Sometimes it will be obvious that the child is not
competent, for example in the case of an infant or a very young child. As children grow older, however, they
may well be competent to consent, even when quite young, especially if the procedure or treatment is relatively
smple. This question also takes account of these circumstances. The legalistic view is that consent is a global and
principall)’ an enduring trait (Rucklidge & Williams, 2007). In practice, the ability to consent, for children in
particular, is affected by many situational variables and may change over different disorders or treatments, and
over time (Miller, Drotar, & Kodish, 2004).

In an English case (Adult: Refusal of Medical Treatment, (1994)1 WLR 290) Fordham, (1994) the Court had
Jetermine whether “a mental patient was competent to withhold his consent for treatment” (p. 129). The Court
established a useful three-stage test for competency for consent to treatment. In that case, the Court concluded
that a person is competent if he or she:

1. can comprehend and retain the necessary information about the procedure or treatment, and
2. isable to believe it, and
3. isable to weigh the information, balancing risks and needs and so arrive at a choice.

Therefore, age, although important, is only one factor that influences a judgment as to whether a child (or
adultin this case), is competent to consent. It is also essential that understanding, maturity, and the best interests
of the child are considered along with the complexity and necessity of the service being suggested (Rucklidge &
Williams, 2007). It is crucial to consider that any individual’s capacity to consent may be affected by drugs or
alcohol as well as more obvious factors such as pain, distress, illness, and certain medicines they may have taken
(Rucklidge & Williams, 2007).

Although cognitive ability is clearly paramount to level of understanding, it is only one variable of many
to consider in the assessment (Rucklidge & Williams, 2007). Formal tests of cognitive ability such as tests
of intelligence may be helpful in assessing overall levels of understanding, but they should not be used as the
sole criterion for determining capacity to consent. One should also contemplate how risky the procedure is,
the maturity level of the child involved, the health problem being treated and the associated risks, and the
social and cultural development of the child, and the child’s time perception (Rucklidge & Williams, 2007).
Also, emotional states such as an anxiety or mood disorder can have an impact on a child’s ability to process
information (Rucklidge & Williams, 2007). Cognitive ability is also important to consider with older adults.

As society ages, an increasing number of older adults will experience impaired cognitive functioning and thus
some reduction in their capacity to be as actively involved in a process of informed consent as they may have
been before their cognitive impairments. An ability to exercise decision-making autonomy is a fundamental
right in health care, be it in making decisions about assessment, treatment options, or participation in research.
Psychologists have been increasingly involved in designing and developing tests to assess a person’s cognitive
function and therefore capacity to make decisions regarding their own health options. In these circumstances, it
has been suggested that psychologists might also obtain surrogate consent (Casarett, Karlawish, & Hirschman,

2003).

Overall, these guidelines are also consistent with the Code of Ethics which, in Practice Implication 1.1.3,
directs psychologists to obtain “full and active participation . . . for all persons in decisions that affect them”. In
Practice Implication 1.7.3, the Code of Ethics also directs that psychologists, when working with people who
are not fully competent to consent to treatment for themselves, should seek informed consent “to the extent that
is feasible from the person with limited ability to consent”.

In relation to the case study, young people have rights as clients (Dockett, Perry, & Kearney, 2012), but they
are also considered part of a vulnerable population (Rajaraman et al., 2011). Being defined as a child means that
it may be determined that they are incompetent to make decisions about their own health journey and that the
Parent or legal guardian serves as a proxy consenter, making decisions about participation on behalf of the child.

What about if the child is also a mother? As a “soon to be” mother, does her age restrict the rights she has to
make decisions for her own child? What then of the rights of the unborn child? In the specialist area of infant
mental health, the rights of the infant would certainly be considered and most importantly, that the psychologist
is able to hold the infant in mind.
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Guidelines

1. Asasoon-to-be mother, Aroha has the right to make choices for herself and her infant, if she has
capacity and no safety concerns are noted.

2. She has the right to make these decisions in the most supportive environment for her.

Just as you are about to discuss Arohda’s desire to have her mother attend the session, the clinic receptionist knochs
on the door and informs you that Aroha’s mother, Tiana, has arrived and would like to be included in the
meeting. The psychologist again checks with Aroha that she would like her mother to be included in the meeting,
The social worker interrupts and says that Tiana does not have legal guardianship of Aroha and she is concerned
that Tiana may hijack the session. However, it is clear that Aroba would feel more comfortable with her mother
present. As you go to the waiting room to meet Tiana, you realise that she has come with other whinau members
— an Aunt and an adult cousin. As you greet Tiana she informs you that her Aunt and cousin also want to be
included in the session.

Cultural Context

D
Tungia te ururua kia tupu whakaritotito to tupu o te harakeke
Set the overgrown bush alight, and the new flax shoots will grow.

Ikechukwu (2014) describes how different cultural regions around the world approach the concept of
informed consent from the “perspectives of their moral and cultural traditions” (p. 2). He further notes that
African tradition stresses “communal-determination” rather than self-determination, stating that “community
members, family, relatives, clan— continue to regard it as a duty to take care of a sick member ... hence the sick
(patient) rarely goes unaccompanied to consult the African traditional medicine doctor . . . in some cases . ..

relatives go on the patients behalf” (Ikechukwu, 2014, p. 1).

Tanida (1996) noted that in Japan, morality and doing the right thing as a society is more important than
an individual’s ethical rights, stating that in Japan “a person does not exist as an individual, but as a member
of the family, community or society” (p. 203). Masaki, Ishimoto, and Asai (2014), argued that even though
Western concepts have been widely supported in Japan “informed consent is similar to, yet different from,
original informed consent that was born in the U.S.” (p. 6.), reflecting the strong mixed influence of Shintoism,
Buddhism, and Confucianism that values harmony, avoidance of conflict, and societal group decisions.

Many Fourth World people (a term used to describe indigenous peoples who have stayed on their lands, but
had their cultures, histories, and identities subsumed, reshaped and enacted by the colonising powers (Doyle,
2011) are evidence of the failure of universal approaches in mental health. Fourth World peoples in countries
such as Canada, Australia, and Aotearoa New Zealand illustrate that disparities continue, decades on, across
a range of health, social, economic, and cultural factors (Doyle, 2011; Durie, 1994; Health and Disability
Commissioner, 1999; McDonald & Milne, 2000; Sheridan et al., 2011; Sporle & Koea, 2004).

However, from failure comes opportunity; the idea of “culture as cure” grew from the failure of Western
models to treat culturally different people and the proposal that providing culturally relevant treatment is likely
to have better outcomes (Atdjian & Vega, 2005; Glover, 2001; Houkamau, 2010; Santiago-Irizarry, 1996;
Walker, 1990).

In Aotearoa New Zealand, the indigenous Maori community is in a unique position because indigenous
rights are documented in Te Tiriti o Waitangi (The Treaty of Waitangi), and its legislative equivalent the Treaty
of Waitangi Act, 1975 (Hayward & Wheen, 2004).

Braun, Skene and Merry (2010) refer to the Treaty as the country’s founding charter, stating that “this does
not diminish the rights of others, but makes explicit the special situation of the Indigenous people” (p. 819). They
further propose that “New Zealand doctors may be obliged to accommodate the expectation of the extended
family to be present-for much of the time a Miori patient is in hospital, and for the extended family to
participate in decision making” (p. 820). Clearly, a whanau-inclusive model (Hudson, Milne, Reynolds, Russell,
& Smith, 2010) is reflected in the case-study above. Williams (2010) describes “whanaungatanga”; the idea and
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jeal of kinship/relationship as a key principle in traditional Maori society; that is, the relationship with the
! . .
environment, relationships between humans, between humans and the non-human.

While Te Tiriti o Waitangi has been criticised by some for “not having any teeth” and “lacking legislative
power”- Palmer (2008) stated that the Treaty of Waitangi or aboriginal title acquires political and symbolic
meaning and, sometimes, legal power (Palmer, 2008). The power of the Treaty of Waitangi is the fact that it has
«moral credibility”. As people become fully informed of the injustices that occurred during colonisation around
the world, and in particular in Aotearoa New Zealand, their moral compass kicks in and their sense of justice
and fairness prevails, highlighting the need for all people to enjoy equal health opportunities and outcomes.

The principles of partnership, participation, and protection underpin the relationship between the government
and Miori under the Treaty of Waitangi. The Ministry of Health (2010), has articulated that:

o Partnership involves working together with iwi, hapa, whanau, and Maori communities to develop
strategies for Maori health gain and appropriate health and disability services.

o Participation requires Maori to be involved at all levels of the health and disability sector, including in
decision-making, planning, development, and delivery of health and disability services.

o Protection involves the government working to ensure Maori have at least the same level of health as non-
Maori, and safeguarding Maori cultural concepts, values and practices.

In 1999, Robyn Stent, the New Zealand Health and Disabilities Commissioner, stated that the “Code of
Rights . .. sits alongside Te Tiriti as a means of achieving oranga through the empowerment of Maori consumers.
The Code of Ethics does not seek to replace Te Tiriti but rather to enhance the wellbeing of Maori through
encompassing its principles (Health-Disability-Commissioner, 1999).

When applying the Treaty of Waitangi principles to the process of informed consent:

*  Partnership involves a collaborative formal relationship between psychologist and whanau, where the
whanau feels empowered.

* Participation is a culturally safe process of discussions and exchanging ideas.
* Protection enables access to services where the duty to provide safety is the responsibility of the psychologist.

The Code of Ethics makes a clear declaration: “In giving effect to the Principles and Values of this Code of
Ethics there shall be due regard for New Zealand’s cultural diversity and in particular for the provisions of, and
the spirit and intent of, the Treaty of Waitangi” (2002, p. 1).

Unfortunately, the Guidelines on Informed Consent do not mention any cultural issues, issues for Maori,
or the Treaty of Waitangi. Durie (2011) reminds us that since the 1980s there has been a moving away from a
monocultural approach towards an indigenising of mental health services in New Zealand (Durie, 2011) with a
by Maori for Maori approach to service development (Cram, 2009; Durie, 1994; Pihama, Smith, Taki, & Lee,
2004; Smith, 2006). While these services have been shown to increase Maori engagement and retention in both
mental and general health services (Cram, 1997, 2001, 2009; Lawton et al., 2013; Pihama et al., 2004), most
Maori are still seen within mainstream services. As such, we cannot simply see this as a Maori-only problem and
leave it for Miori to find solutions.

Durie (2011) defined three broad pre-conditions for innovation in health care, which have been learned from
what has occurred for Miori in New Zealand.

L. Innovation arises in response to a need for change — indicated when current approaches fail.

2. Innovation is more likely to occur when the right catalysts are present — including alliances between
medical science and indigenous knowledge, and across other sectors such as health and education.

3. Innovation requires an enthusiasm for change — between sectors, communities, all people, and
government.

Although it is clear that Maori live in diverse cultural worlds, where a singular shared reality no longer
Constitutes what it means to be Miori (Durie, 1998), Houkamau and Sibley (2010) have ventured so far as to
suggest that there are now several differing profiles of Miori identity. This changing landscape presents even
more challenges because of differences within whanau who identify as Maori. Putangitangi reflects the fluidity
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and perhaps circumstance of the individual, leaving Maori to ask themselves “how safe is it to idemify as M -

s 1 . .. . . . orj
within this context?” This may be the position that Aroha finds herself in, reflecting on how safe it is to be Mior
. - ri
in a non-Maori context.

Guidelines

1. 'The Code of Ethics clearly states that the “spirit and intent of the Treaty of Waitangi” must be upheld,
Thus, Aroha has the right to participation, partnership, and protection when she seeks professional
services from any registered psychologist in New Zealand.

2. 'This may also mean that her whanau who attend with her also have rights and may take a consensua|
role in supporting Aroha to make a decision about what is in her and her baby’s best interests.

As you lead Tiana and the other whinau members back into the room, the processes of whakawhanaungatanga
and whakawatea take place. Once introductions and karakia are completed, there is now time to discuss with
Aroha and whéanau the initial processes required in informed consent. The issues of partnership, participation,
and protection are fully discussed. The whinau are also informed about the clinical limitations to informed
consent across all parties wholare involved with Aroha. As you begin the discussion, Tiana states that she does
not ‘trust” the Pakehd process of psychology. She reports a previous experience she had, when a “court ordered”
psychologist wrote a report on her as a mother and recommended that Aroha be taken from her. She says she
knows of other whanau who have had similar experiences and is worried that a similar process will occur and
she may “lose the right to see her mokopuna’

Trust and Informed Consent

Eyal (2014) argues for a “trust-promotion” model of informed consent where “social trust” is necessary for
society so that people will “seek medical advice, comply with it and participate in medical research” (p. 438).
As a bioethicist Eyal (2014) delves into medical ethics and explores the importance of “trust” in societies,
particularly as it relates to the population health literature, believing that mistrust has far-reaching consequences
into population health. For example, African-Americans have a history littered with injustices related to forced
medical research and procedures that disregarded ethical standards (Eyal, 2014) (see also Corbie-Smith, Thomas,
& St. George, 2002; Corbie-Smith, Thomas, Williams, & Moody-Ayers, 1999).

New Zealand has its own public health trust issues: for example, the “Unfortunate Experiment” (Crampton &
Parkin, 2007). Dr Herbert Green’s unethical study of women with cervical cancer led to the Cartwright Inquiry
and culminated in the Cartwright Report and numerous recommendations for improvement; including patient
advocates, nationwide cervical screening programmes, establishment of ethical review boards, and improved
informed consent ethics and practices.

Guidelines
1. Sitand hear the concerns from the whanau. Discuss their right to complain and how this might occur.

2. Support their suspicion, encourage it, given it appears justified based on their previous experiences with
the healthcare system.

3. Nevertheless, it is also important to return to the session today, establishing clear limits and boundaries
for the session.

Electronic Records and Information Sharing

District health bpards and many other agencies have adopted electronic health records (EHRs), but how
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ctronic records are protected for patient privacy is not well understood. If electronic alerts or warnings
d to client files, are clients informed and do they give consent? When the patient is an infant or child,
. yre the notes @ reflection of their parent or guardian’s consent to be involved? This question is even more
h(m.d at with regard to the changes introduced by the Vulnerable Children’s Act (2014) which allows more
lvcr‘;zz of information between agencies to improve the care and protection of children. Parents and whanau
j;a:hil dren should be asked for permission to share information designed to identify children at risk more
eusily. While still in development at the time of writing, it is likely that whanau will have the right to ask for
nformation not to be shared, and to withdraw consent if they change their mind about sharing information.

these cle

are 4*dde

Aroba asks what records will be kept from today and who has access to them? She also wonders how long the
records will stay around, what impact they may have on her baby, and how baby will be documented and

discussed.

Guidelines

1. Be clear with Aroha about what records will be kept and for how long, and who has access to them,
including her own rights to access to information held about her and her unborn child.

The discussion should include who could have access to electronic records and any security constraints.

E“a

3. Explain to Aroha that the safety of her baby is paramount and there may be limits to confidentiality of
records if there were any safety concerns, but she and her whanau would be fully informed and involved
in discussions.

Informed Consent and Research

As the whanau complete the initial process of gaining informed consent and are leaving the service, they sit in the
waiting room again. It is then that Aroha sees a pamphlet for recruiting teen mothers into a research project being

conducted by a local university. She picks up a pamphlet and asks about how she can be included in the research.

Four elements have been identified as evidence that a person has capacity to consent to being involved in
research: understanding, appreciation, reasoning, and expressing a choice (Grisso & Appelbaum, 1998; Marson,
Cody, Ingram & Harrell, 1995; Palmer & Jeste, 2006; Saks, Jeste, & Petrila, 2006; Zayas, Cabassa, Perez, 2005;
Berg, Appelbaum & Grisso, 1996).

Understanding is “the ability to comprehend the disclosed information about the nature and purpose of the
study, the procedures involved, and the risks and benefits of participating versus not participating” (Resnick
et al., 2007, p.70). Appreciation refers to the ability to appreciate personal consequences of participating in
research (Palmer & Jeste, 2006). Reasoning is defined as the ability to demonstrate that an individual weighs
the risks and benefits of participating in the suggested research versus the alternatives to participation in order to
arrive at a final decision (Grisso & Appelbaum, 1995; Misra & Ganzini, 2004). The fourth element expressing
a choice, refers to a person’s ability to voluntarily choose whether or not to participate in the proposed research
without fear or sense of coercion (Roberts, 2002; Zayas et al., 2005). Although not mandatory, it is best practice
to document the consent process. However, if a treatment is being offered that is experimental, it is necessary to
document the rationale for offering such a treatment over standard conventional options.

Lee (2010) developed a brief (4-item assessment instrument) on the capacity of older adults to consent to
research participation. The Older Adults’ Capacity to Consent to Research (OACCR) scale includes:

1. What is the purpose of the study?

2. Tell me some of things that you will be asked to do in the study.

3. What are the risks or discomfort that you might face from participation in the study?
4.

If you don’t want to, do you have to be in this study?
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Perhaps such questions could be slightly altered and used with all age groups to help psychologists facilitatc
an effective informed consent process:

1. What is the purpose of us meeting today?

2. Tell me some of things that will happen today.

3. If something makes you feel uncomfortable today, what can you do?
4. Ifyoudon’t want to, do you have to stay in this meeting today?

Although there is an array of guidelines available on how and what to include when obtaining informed
consent, doing this in actuality can be extremely challenging from cultural perspectives (Adams et al., 2007
Marshall et al., 2014; Quinn et al., 2012). When working cross-culturally a balance must be struck between
Western concepts of ethics, local conditions, and cultural competence to facilitate a truly “informed” consent
process. It is noted that consent documents can be too wordy, hard to understand, and be filled with medical
terms and jargon that may be foreign to the participants (Quinn et al., 2012).

Researchers who wish to act ethically must ensure that they strive to be culturally competent (Adams et al.,
2007). They must be capable of self-reflection and be aware of the potential impact that hidden, unconscious
biases may have on shaping their interaction with participants who are minorities so that they have confidence
in the researchers and thus the research itself (Thomas, Quinn, Butler, Fryer, & Garza 2011). Quinn and
colleagues (2012) suggest that “vesearchers should attend an educational programme to learn new strategies for
strengthening communication with participants from whom they may differ by race, ethnicity, or class” (Quinn etal.,
2012, p. 11).

In Aotearoa New Zealand, research that involves Maori can be informed by guidelines developed by Hudson
et al. (2010), which sets out how to ensure that Maori “best interests” are served. Additionally, the Code of
Ethics has the expectation that psychologists will consider cultural needs during the consent process.

The challenge of gaining informed consent from Maori participants in research was identified in the genome
project undertaken by Port and colleagues (Port, Arnold, Kerr, Gravish, & Winship, 2008). They stated that
in offering genome testing to Maori families, they came face to face with how the rights of the individual sat
alongside the rights of the collective. In other words, individual rights may be relinquished in the maintenance
of tribal structure and certainly, in the Maori view, that includes inherent rights of the collective. This apparent
over-riding of the individual may appear to undermine the fundamental principles of informed consent, but is
supported by the inherent trust in the judgment of elders, loved ones, and fellow stakeholders.

Guidelines

1. Aroha may be assisted in making a decision about whether or not to participate in the research by
encouraging her to find out more about it, to think about the pros and cons of participating, and by
clarifying that she has a choice.

2. Particularly, as she is Maori, suggest she talks to whanau about their view.

Conclusion

Informed consent is a fluid process that may well be established at the beginning of the assessment or treatment,
but which may change depending on the circumstances present and the client’s experience as the process unfolds.
A number of key principles, if followed, should assist the psychologist; respect each person as an individual and
give enough infarmation to enable them to participate in decision making while thinking of their needs within
the context of their culture and family. Effective and clear communication is a key component to good practice
as is documenting that communication and the outcomes. Importantly, be familiar with and be guided by clear
policies and codes in order to proceed with a client (Rucklidge & Williams, 2007). Ultimately, be guided by
what is in the best interests of the client.
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