
 

Rights of man were breached by social workers says Deputy Commissioner  
19HDC01187 

A man’s rights under the Code of Health and Disability Services Consumers’ Rights 
were breached by two psychiatric social workers, said the Deputy Health and 
Disability Commissioner in a decision released today. Deborah James said the social 
workers’ actions represented a serious departure from the appropriate standard of 
care the man should have received.   

The man lived with schizophrenia and was experiencing deteriorating mental health. 
After a suicide attempt, the man was taken to a police station for a mental health 
assessment. There, he was assessed by two psychiatric social workers. 

A risk assessment form was completed but important information was missed such 
as his suicidal ideation and previous suicide attempts. The social workers also did not 
give appropriate weight to the fact of the man’s suicide attempt on that day, and 
they relied too heavily on the man’s self-reporting. Neither social worker consulted a 
psychiatrist, or other clinician, contacted the man’s wife or his other support worker, 
or followed the Health New Zealand guidance for safety planning. 

They recorded him as a low risk to himself and others, developed an overnight safety 
plan which involved medication, refraining from drugs and alcohol, and calling the 
mental health crisis team if needed, and sent him home. The man took his life later 
that day.  

The man’s wife complained to HDC saying he should have been taken to hospital and 
that he was three days overdue for his schizophrenia medication, despite requesting 
it. The social workers reported that although the man requested his usual injection 
for managing schizophrenia, they agreed this could wait and be done by a registered 
nurse the next day.  

One social worker expressed the view that because of her lack of familiarity with the 
man, she had less responsibility at key parts of his care.  Ms James stated “I remain 
of the view that, as she was present and assisting with the assessment, she could 
have acted at any point to remedy the failures identified.” 

Deborah James noted that the other social worker was a junior and said “I consider 
that if Ms B did not have the requisite skills and training, once she recognised this 
while assessing Mr A, she should have sought further support, rather than 
continuing”.  
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Ms James made an adverse comment about the clinical note taking of both social 
workers and against Health NZ for issues identified in the report with resourcing and 
training of mental health staff.  

Ms James’ recommendations acknowledged that considerable time had passed since 
the events and both social workers had undertaken significant extra training in their 
practice. She encouraged them to further reflect on the events and report back to 
HDC, including on any further training they have taken up, which they both did. She 
also acknowledged Health NZ had made several relevant and appropriate changes in 
its policies and procedures, so made no further recommendations.  
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Editor’s notes 

Please only use the photo provided with this media release. For any questions about 
the photo, please contact the communications team. 

The full report of this case can be viewed on HDC’s website - see HDC's 'Latest 
Decisions'. 

Names have been removed from the report to protect privacy of the individuals 
involved in this case. 

The Commissioner will usually name group providers and public hospitals found in 
breach of the Code unless it would not be in the public interest or would unfairly 
compromise the privacy interests of an individual provider or a consumer. More 
information for the media, including HDC’s naming policy and why we don't 
comment on complaints, can be found on our website here. 

HDC promotes and protects the rights of people using health and disability services 
as set out in the Code of Health and Disability Services Consumers' Rights (the Code). 

In 2022/23 HDC made 592 quality improvement recommendations to individual 
complaints and we have a high compliance rate of around 96%. 

Health and disability service users can now access an animated video to help them 
understand their health and disability service rights under the Code. 

Read our latest Annual Report 2023 

Learn more: Education Publications 

For more information contact: 

Communications team, Health and Disability Commissioner 

Email: communications@hdc.org.nz, Mobile: +64 (0)27 432 6709 
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