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Executive summary | He kupu whakarapopoto

Te ako mai i ngad pamamaetanga me to wheako tangata whaiora me to whanau | Learning
from adverse events and consumer, family and whanau experience was a priority area within
the seven-year mental health and addiction (MHA) quality improvement programme
coordinated by Te Tahd Hauora Health Quality & Safety Commission (Te Tahd Hauora) that
began in September 2019.

The purpose of the Learning from adverse events and consumer, family and whanau
experience quality improvement project was to partner with former district health board
(DHB)' teams in the MHA sector to look at ways to:

» improve the ability of organisations and the wider MHA sector to learn and heal from
MHA adverse events?

* improve the experiences of consumers, family/whanau and staff involved in MHA
adverse event reviews

* improve the safety culture for staff involved in MHA adverse event reviews.

There are improvement opportunities for MHA services when reviewing adverse events,
particularly in terms of learning from events to improve future care. Reviews could be less
variable in their quality, and processes could be simplified and shortened to reduce the risk
of extending the harm experienced by those involved.

Preliminary workshops were held with the MHA sector in March and June 2019, after which,
beginning in September 2019, multidisciplinary project teams were established in each DHB.
All project teams completed a 4-month co-design phase and an 11-month (January—
November 2020) quality improvement phase to test and implement evidence-based
interventions. This work was supported by monthly videoconference coaching sessions. The
project was extended by 6 months from July 2020 to November 2020 at the request of DHB
project teams.

The availability of national data for this project was a challenge. A factor analysis was
proposed that was dependent on outcomes of adverse event-related questions in the ‘Nga

This project was undertaken, and the report primarily written before the Pae Ora (Healthy Futures) Act 2022
came into force. As such, we refer to DHBs throughout for ease and consistency of reporting unless
discussing results from specific health districts.

An adverse event is ‘an event with negative or unfavourable reactions or results that are unintended,
unexpected or unplanned (also referred to as ‘incident’ or ‘reportable event’). In practice this is most often
understood as an event which results in harm or has the potential to result in harm to a consumer’. See page
7 of: Health Quality & Safety Commission. 2017. National Adverse Events Reporting Policy. Wellington:
Health Quality & Safety Commission. URL: www.hgsc.govt.nz/resources/resource-library/learning-from-
adverse-events-report-201617.
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poutama oranga hinengaro: Quality in context in MHA services’ staff survey,® repeated in
May 2022, as well as the ‘Nga poutama: Consumer, family and whanau experience’ survey.*

Unfortunately, the Nga poutama consumer survey could not be repeated for technical
reasons. This meant that a full data set was not available, and so the project was unable to
progress this analysis.

Outcomes from the project include:

» release of a toolkit for triaging, reviewing and learning from adverse events in MHA
services on 28 February 2022, aligned with the National Adverse Events Reporting Policy
2017

+ increased co-design and quality improvement methodology capability in project teams.
Resources created as a result of the project include:

+ atoolkit to assist DHBs and their non-governmental partners in triaging, reviewing and
learning from adverse events in the MHA sector.

Mental health and addiction Severity Assessment Code (SAC) examples 2021-22

Always Report and Review list 2021-22

Overview of MHA adverse event review methods, types and approaches

o O O O

Principles for engaging consumers and whanau in mental health and addiction
adverse event reviews

o Reporting and reviewing adverse events involving consumers of mental health and
addiction services.

» two videos illustrating the lived experiences of consumers, family and whanau of the MHA
adverse event review process

o Anne-Marie Douglas shares her experience of mental health challenges that led to a
review process

o Nicola Peeperkoorn explores her family’s experience of the MHA event review
process.

» Lessons learned and top tips from provider project teams capturing the most important
learning from project activities.

From November 2020, the project began a gradual transition to DHBs, with some support
from the MHA quality improvement programme continuing until October 2022. This included:

» providing support to project teams on conducting adverse event reviews differently,
including templates and tools, as outputs from the time-limited working group established
as part of this project

3 Health Quality & Safety Commission. 2018. Nga Poutama Oranga Hinengaro: Quality in context survey of
mental health and addiction services. National report. Wellington: Health Quality & Safety Commission. URL:
www.hgsc.govt.nz/resources/resource-library/national-and-technical-reports-nga-poutama-oranga-hinengaro-
quality-in-context-survey-of-mental-health-and-addiction-services.

4 Health Quality & Safety Commission. July 2020. National report for the Nga Poutama survey for consumers of
mental health and addiction (MHA) services, their families and whanau. Wellington: Health Quality & Safety
Commission. URL: www.hgsc.govt.nz/resources/resource-library/national-and-technical-reports-nga-
poutama-consumer-family-and-whanau-experience-survey.
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* engaging in an extensive endorsement process for the working group outputs

» working with a small number of project teams, in partnership with the Te Ngapara Centre
for Restorative Practice, Victoria University of Wellington team, to explore the restorative
practice approach further as a second phase of this project.

» providing MHA-focused adverse event education, in partnership with the Adverse Events
Learning Programme team at Te Tahu Hauora, introducing the Learning Review
methodology

» undertaking quarterly networking sessions via Zoom to enable project teams to share
successes and challenges

» coordinating an end-of-project event for project teams to be held on 20 October 2021 in
Auckland for Northern and Midland regions and on 21 October 2021 in Wellington for
Central and South Island regions. This was cancelled because of COVID restrictions,
and, at the request of project teams, they completed an end-of-project storyboard in lieu
of an in-person or online event.

Second phase of the project

Evidence is increasingly showing that restorative responses (restorative practice and hohou
te rongo®) have the potential to improve learning from adverse events and better meet the
needs of consumers, whanau and staff. In response to this, a second phase of this project
focused on developing training opportunities in restorative responses (restorative practice
and hohou te rongo) for a smaller number of self-selected DHB project teams.

In partnership with subject matter experts from Te Ngapara Centre for Restorative Practice
Victoria University of Wellington, three 1-day in-person learning sessions on restorative
responses were planned to be delivered over a 9- to 12-month period starting in May 2021.

The training content was co-designed and based on evidence of what worked from the
surgical mesh project,® as well as the findings from a semi-structured interview study with 21
key MHA stakeholders, including managers, clinicians, academic leaders, consumers and
whanau, conducted as part of the business case for the second phase of this project. The
study explored the stakeholders’ perceptions of the MHA adverse events review process and
the perceived benefits and limitations of using a restorative practice approach. The training
introduced the principles of restorative responses within the health care context and
developed capability in restorative practice.

Outcomes from the second phase of the project:

» As of March 2023, Te Tahd Hauora has sponsored 60 people from the MHA sector to
attend the Restorative Foundations and Restorative Responses micro-credential courses
offered by Te Ngapara. Another 40 have been sponsored and are scheduled to complete
by December 2023. The learning from adverse events and consumer, family and whanau
experience project, with support from Te Taht Hauora leadership and capability and

5 Restorative practice is an approach to mitigating and responding to harm that is grounded in relational
principles that uphold human dignity. See the section ‘Second phase of project (2021/22) — focus on
restorative responses | Wahanga 2 o te kaupapa (2021/22) mahi haumanu’ for further explanation.

6 Wailling J, Marshall C, Wilkinson J. 2019. Hearing and responding to the stories of survivors of surgical mesh:
Nga kérero a nga mérehu — he urupare (A report for the Ministry of Health). Wellington: The Diana Unwin
Chair in Restorative Justice, Victoria University of Wellington.
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systems safety programmes, has provided the foundations for significant capability and
capacity building in this area within the MHA sector.

» Some of the DHB project teams shared their experiences at the ‘Using restorative
approaches to heal, learn and improve after harm’ national hui (meeting) held on 28
March 2023 to disseminate learning from their involvement with the second phase of the
project and support the ongoing growth in this area.

The work undertaken as part of this project was consistent with the National Adverse Events
Reporting Policy 2017, which has recently been reviewed. The updated ‘Healing, learning
and improving from harm: National adverse events policy 2023 | Te whakaora, te ako me te
whakapai ake i te kino: Te kaupapa here a-motu mo nga mahi takino 2023’,7 effective 1 July
2023, now includes restorative responses as a principle. Additionally, the Te Taht Hauora
system safety and capability programme is continuing to support capability building in
restorative responses in the MHA sector.

The Learning from adverse events and consumer, family and whanau experience project
has now been successfully transitioned to DHBs. As agreed by the MHA leadership group,
this project is now closed.

Context | Te horopaki

The national mental health and addiction (MHA) quality improvement programme is a Te
Taha Hauora initiative, funded and supported by district health boards (DHBs).2 It is a 7-year
programme that began in July 2017 and will run to June 2024. The programme uses an
evidence-based approach, which includes identifying and testing different ways of improving
health services, to enable people to receive high-quality, safe and equitable care and
support.

The MHA quality improvement programme aims to:

» improve the experiences consumers and their families and whanau have with MHA
services, resulting in better health

» reduce variability in the access to, and quality of, MHA services so that consumers
receive the same high-quality care, no matter who or where they are

* build skills and a culture of quality improvement leadership in the MHA sector workforce
and strengthen leadership

* share learning across service providers and encourage quality improvement and safety
* measure the impact and effectiveness of quality improvement initiatives.

7 Health Quality & Safety Commission. 2023. Healing, learning and improving from harm: National adverse
events policy 2023 | Te whakaora, te ako me te whakapai ake i te kino: Te kaupapa here a-motu mé nga
mahi takino 2023. Wellington: Health Quality & Safety Commission. URL:
www.hqgsc.govt.nz/resources/resource-library/national-adverse-event-policy-2023.

8  This project was undertaken and the report primarily written before the Pae Ora (Healthy Futures) Act 2022
came into force. As such, we refer to DHBs throughout for ease and consistency of reporting.
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The work of the programme is spread across five priorities:

* Aukatia te noho punanga: Noho haumanu, ti rangatira mo te tokomaha | Zero seclusion:
Safety and dignity for all

+ Te tohono i ngéd manaakitanga, te whakapai ake i nga whakawhitinga ratonga |
Connecting care: Improving service transitions

» Te ako mai i nga pamamaetanga me te wheako tangata whaiora me te whanau |
Learning from adverse events and consumer, family and whanau experience

* Te whakanui ake i te hauora a-tinana | Maximising physical health

» Te whakapai ake i te whakahaere rongo3, i te tltohu rongoa hoki | Improving medication
management and prescribing.

Te Tiriti o Waitangi responsibilities guide the programme. This means an integral part of the
programme is to form strong partnerships with Maori, upholding the articles and principles of
Te Tiriti. These two elements — articles and principles — are contained in the Treaty of
Waitangi Health Equity Framework® developed under the guidance of the MHA quality
improvement programme’s Maori advisory group, Te Hiringa Kounga Maori.

The framework initiates the bicultural service approach, accurate collection and analysis of
inequity data, co-designed care decisions — including consumers, families and whanau — and
the science of the Institute for Healthcare Improvement’s quality improvement methodology
to test intervention effectiveness and deliver safe, effective health outcomes.

For further information, see the MHA quality improvement programme overview on the Te
Tahd Hauora website: www.hgsc.govt.nz/our-work/mental-health-and-addiction-quality-

improvement.

Overview of the Learning from adverse events and

consumer, family and whanau experience project |

He tiro whanui o te ako i nga pamamaetanga me te

kaupapa wheako tangata whaiora me te whanau

Te ako mai i nga pamamaetanga me te wheako tangata whaiora me te whanau | Learning

from adverse events and consumer, family and whanau experience is one of the five priority
areas of the MHA quality improvement programme.

9  The MHA quality improvement programme’s Te Hiringa Kounga Maori advisory group developed the Treaty
of Waitangi Equity Framework in 2019. It supports project teams’ use of the bicultural approach, integrating
holistic Maori and Western expertise and technologies and quality improvement methodology in co-designing
service improvements for all consumers, families and whanau.
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The purpose was to partner with former DHB teams in the MHA sector to look at ways to:

* improve the ability of organisations and the wider MHA sector to learn and heal from MHA
adverse events'°

* improve the experience of consumers, family/whanau and staff involved in MHA adverse
event reviews

» improve the safety culture for staff involved in MHA adverse event reviews.

Background

An effective quality and safety culture at all levels of a health care system is fundamental to
improving the experience of health care consumers and their families and whanau and
ultimately achieving better outcomes. Nevertheless, as in many complex industries, a degree
of harm in health care remains a persistent problem. The World Health Organization
estimates that one in ten consumers, and by extension their families and whanau, will
experience harm resulting from health care, a rate that has remained static for around 25
years." However, what differentiates organisations, positively or negatively, is how they
respond to an event that causes harm, balancing the needs of the consumer, whanau,
health care staff and the organisation.'?13

As many as one in five New Zealanders experience mental illness or addiction each year,
with between 50 and 80 percent living with a mental health or addiction condition at some
stage in their lifetime' — this estimate being largely consistent with approximations of the
burden of mental iliness internationally.'> Between 1 July 2019 and 30 June 2020, 218
adverse events in MHA services were reported to Te Taht Hauora.'®

However, the current ways in which MHA services conduct adverse event reviews do not
appear to be improving care or meeting the needs of those most affected. The quality of
these reviews varies, and the harm can be extended by multiple, lengthy processes for all

0 Health Quality & Safety Commission. 2017. National Adverse Events Reporting Policy. Wellington: Health
Quality & Safety Commission. URL: www.hgsc.govt.nz/resources/resource-library/learning-from-adverse-
events-report-201617.

" World Health Organization. 2019. Patient safety. Geneva: WHO. URL: https://www.who.int/news-room/fact-
sheets/detail/patient-safety.

12 Braithwaite J. 2018. Changing how we think about healthcare improvement. BMJ 361: k2014.

8 O'Connor E, Coates H, Yardley |, et al. 2010. Disclosure of patient safety incidents: A comprehensive review.
International Journal for Quality in Health Care 22(5): 371-9.

4 Oakley Browne MA, Wells JE, Scott KM (eds). 2006. Te rau hinengaro: The New Zealand mental health
survey. Wellington: Ministry of Health. URL: https://www.health.govt.nz/publication/te-rau-hinengaro-new-
zealand-mental-health-survey.

5 Vigo D, Thornicroft G, Atun R. 2016. Estimating the true global burden of mental illness. The Lancet.
Psychiatry 3(2): 171-8.

6 Health Quality & Safety Commission. 2022. National summary of adverse events reported to the Health
Quality & Safety Commission 1 July 2019 to 30 June 2020. URL: www.hgsc.govt.nz/resources/resource-
library/national-summary-of-adverse-events-reported-to-the-health-quality-and-safety-commission-1-july-
2019-to-30-june-2020.

Learning from adverse events and consumer, family and whanau experience project close report (May 2023) 7


http://www.hqsc.govt.nz/resources/resource-library/learning-from-adverse-events-report-201617
http://www.hqsc.govt.nz/resources/resource-library/learning-from-adverse-events-report-201617

those involved. Consumers, whanau and staff reflect these same concerns, along with a
need for better openness and inclusion in the adverse event review process.'7:18.19.20

At preliminary workshops held on 21 March and 26 June 2019 for this project, feedback from
MHA sector leaders on MHA adverse event review processes identified there is currently:

» limited learning and lack of processes to disseminate learning
* inconsistent involvement of consumers and whanau

» concern that the process may perpetuate or increase harm (particularly to whanau and
staff) rather than address harm.

In August 2018, a baseline national survey, ‘Nga poutama oranga hinengaro: Quality in
context in MHA services’,?' conducted for the MHA quality improvement programme and
coordinated by Te Taha Hauora, found that only 35 percent of MHA staff?? in DHBs reported
that learning from adverse events had led to positive change in their organisation (see
Figure 1).This MHA staff survey was repeated in June 2022, but there was little change in
this result at 36 percent.?3

7 Dekker S. 2013. Second victim: Error, guilt, trauma, and resilience. Boca Raton, FL: CRC Press.

8 Paterson R, Durie M, Disley B, et al. 2018. He Ara Oranga: Report of the government inquiry into mental
health and addiction. Wellington: New Zealand Government. URL: mentalhealth.inquiry.govt.nz/inquiry-
report/he-ara-oranga.

9 Moore J, Mello M. 2017. Improving reconciliation following medical injury: a qualitative study of responses to
patient safety incidents in New Zealand. British Medical Journal of Quality & Safety 26(10): 788-98.

20 Health and Disability Commissioner. 2019. Complaints to the Health and Disability Commissioner involving
District Health Boards: Report and analysis for the period 1 January to 30 June 2019. Wellington: Health and
Disability Commissioner. URL: www.hdc.org.nz/our-work/research/complaints-to-hdc-involving-dhbs-january-
june-2019.

21 Health Quality & Safety Commission 2018, op.cit.

22 For the purpose of the survey, staff includes doctor, nurse, occupational health, support worker, manager in
DHB inpatient services and community services.

23 Health Quality & Safety Commission. 2023. Nga Poutama Oranga Hinengaro: Quality in context survey of
mental health and addiction services national report. Wellington: Health Quality & Safety Commission.
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Figure 1: Learning and changing the care and support provided — national DHB, non-
governmental organisation and primary mental health care results'®

In this service, recognising and reporting
incidents is encouraged and valued 80*

73

Learning from adverse events has led to positive
change in this service/organisation B68*

= National
District health board

In this service we use data to help us monitor Non-governmental organisation
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mPrimary healthcare organisation
care/support

Senior staff in this service/organisation actively
encourage staff to put forward ideas about how
care/support can be improved

Questions from Nga poutama oranga hinengaro: Quality in context in
MHA services survey

0O 10 20 30 40 50 60 70 80 90
Percentage of respondents

*Statistically significant difference compared with national resuilt.

In November 2019, a national baseline survey, ‘Nga poutama: Consumer, family and
whanau experience’,?* conducted for the MHA quality improvement programme and
coordinated by Te Taha Hauora, asked consumers and family/whanau about any harm they
had experienced as a result of care and support received in MHA services. In total, 267
respondents people responded, an estimated response rate of 3.3 percent. Some
respondents indicated that aspects of their care/support were harmful. The most common
type of harm experienced was emotional or psychological harm (59 people; 22 percent).
People who reported harm had a less positive experience across most survey questions.

Similarly, common issues identified by the Health and Disability Commissioner’s office on
assessment of consumer complaints about MHA services included inadequate
communication with family and whanau and failure to communicate openly, honestly and
effectively with health care consumers.?® The recent review of Aotearoa New Zealand’s

24 Health Quality & Safety Commission July 2020, op.cit.

25 Health and Disability Commissioner. 2018. New Zealand’s mental health and addiction services: The
monitoring and advocacy report of the Mental Health Commissioner. Wellington: Health and Disability
Commissioner. URL: www.hdc.org.nz/media/4688/mental-health-commissioners-monitoring-and-advocacy-

report-2018.pdf.
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Health and Disability system also found that many consumers experience the health system
as complicated and fragmented and that consumers want to be seen and listened to.?¢

There are improvement opportunities for MHA services when reviewing adverse events,
particularly in terms of learning from events to improve future care. The quality of reviews
could vary less, and processes could be simplified and shortened to reduce the risk of
extending the harm experienced by those involved.

Methods

Co-design

Co-design is an important part of a process to identify a challenge or opportunity to engage
consumers, families, whanau, staff and other stakeholders to:

» capture their experiences and ideas

* organise the learning they bring to create new understanding and insight from their
perspective of the care journey and their emotional journey

» continue together in partnership to review learning and ideas
* plan and implement improvements
» review what difference that change has made.

The MOdeI for Improvement 1. What are we trying to achieve?

2. How will we know that change is an improvement?
That is, what do we need to measure?

The MOdeI for Improvement prOVideS a framework to 3. What changes can we make that will result in an improvement?
structure improvement efforts.?” The model is based

on three key questions, known as the thinking @ @
components:

ACT PLAN
*  What are we trying to accomplish?
. How will we know that a change is an The Model for
improvement? Improvement

+ What change can we make that will result in
improvement? STUDY DO

These questions are then used in conjunction with
small-scale testing of ideas for change. The ‘doing
component is known as the plan—do-study—act e rom he ssocles o Procss pret 1S
(PDSA) cycle.

26 Health and Disability System Review. 2019. Health and Disability System Review — Interim Report. Hauora
Manaaki ki Aotearoa Whanui — Parongo mé Ténei Wa. Wellington: HDSR. URL:
www.health.govt.nz/publication/health-and-disability-system-review-interim-report.

27 Langley GJ, Moen RD, Nolan KM, et al. 2009. The Improvement Guide: A Practical Approach to Enhancing
Organizational Performance (2nd ed). San Francisco: Jossey-Bass. (Chapter 5: Using the model for
improvement, pp 89-108).
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Figure 2: Learning from adverse events and consumer, family and whanau experience logic model

Project aim: The Health Quality & Safety Commission team will partner with district health board (DHB) teams in the mental health and addiction (MHA) sector to:

(1) improve the ability of organisations and the wider MHA sector to learn from MHA adverse events; (2) improve the experience of consumer and whanau involved in MHA adverse event
reviews; and (3) improve the safety culture for staff involved in MHA adverse event reviews.
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appear to be
improving care.

Reviews are of
variable guality and
the harm can be
extended by
multiple, lengthy
processes for all
those involved.

There is growing
evidence for
alternative review
methods that have
potential to improve
learning from
adverse events and
better meet the
needs of consumers,
whanau and staff.

Assumptions

This project. one of
the seven-year MHA
quality improvement
programme, will help
to embed quality and
safety culture in
MHA services.

This in turm will
reduce harm,
improve consumer
experience, improve
consumer ouicomes
and equity for M3ori.

Inputs

Team

« MHA QIP team including MHA
professionals, consumers, Maori
view, data and quality
improvement (QI) expertise

Leadership and partners
» MHA QIP Leadership Group,
Maori Advisory Group,

Consumer Advisory Group,
Quality Improverment Network

» [nternal partners: Adverse
Events Learning Programme

= External partners: Victoria
University of Wellington, MHA
Directorate MoH, Health and
Disability Commissioner, ACC,
national quality managers’
group

Funding
= Funding to deliver the project
Staff. consumers and whanau

» Consumers and whanau willing
to share their stories and
engage in co-design work

« Staff engaging in project work
Infrastructure and resources

= Website and platform to
maintain communications

+ [nformation technology (IT)

= Office supplies and equipment
including email, telephone ling

= Facilities such as offices

Activities

Capability buildin

+ Action learning sessions on co-
design and QI methodology

+ Shared leaming and networking
opportunities

+ Zoom ‘just in time’ coaching
sessions for project teams

+ On-site coaching for project teams

+ Action leaming sessions and
coaching on restorative praclice
(phase 2)

+ MHA focused adverse event fraining

Resources

+ Knowledge package for iriaging,
investigating and reporting MHA
adverse events

+ National infroductory video on
restorative practice

+ Resources circulated to project
teams

+ \ideos of action leaming content

+ Interviews, blogs and stories from
subject matter experts and
CONSUMers

« Wiite-up of leaming events
Leadership engagement

+ Support for middle management
+ Events for MHA sector leadership
Data

« Support QI and project measure
development

+ Visible data for leaming

Short term
(1-2 years)*

Project

Outcomes

Intermediate
(2 - 3 years)*

Long term
(4 -5 years)*

Learning from adverse events and consumer, family and whanau experience

= Small-scale tests of
change, and scaling-
up

* Engagement of
stakeholders in co-
design work

+ Effective engagement
with project teams
(participation in
collaborative)

= Effective use of data
for leaming

« Greater leamning from

adverse events and

consumer and whanau

experience

» Consistent processes
for MHA adverse event

reviews

= Increased staff
capability in conducting

MHA adverse event
reviews

» Reduced number of DHBE and
Health & Disability
Commissioner (HDC)
complaints focused on
inadequate communication
with consumers and whanau

» I[mproved experience for
consumers, whanau and staff
involved in 2 MHA adverse
event review process

Project as a vehicle for
broader programme

Mental health and addiction quality improvement programme

+ [ncreased knowledge
and experience of
co-design and Qi

» Time and space to
work on improvement

+ A shift from problem
and solution-based
activities to problem
solving to enable
effective improvement

* Engaged sponsors
and middle managers

Learning from adverse events and consumer, family and whanau experience project close report (May 2023)

+ Increased co-design
and QI capability in
MHA sector

» Increased QI work
across MHA services

+ Engaged MHA sector
leadership

» Sustainable QI infrastructure
and culture to support
continuous improvement

» Reduced harm for
consumers, whanau and staff

« Improved consumer, whanau
and staff experience

« Improved consumer
outcomes

« Improved equity of outcomes
for Maori
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Project timeline

The project was initially proposed as a national 9-month DHB-led quality improvement
project for the period September 2019 to July 2020, with preliminary workshops held with the
MHA sector in March and June 2019.

Many of the project teams were to be led by graduates of the MHA quality improvement
facilitator course or by quality managers familiar with quality improvement. Therefore, this
project comprised a shorter, focused 4-month co-design phase to hear from consumers,
whanau and staff on their experience of the MHA adverse events review process about what
is working well and what could be improved and a 6-month quality improvement phase to
test and implement change ideas.

As part of the learning session and collaborative model used in this project, the MHA quality
improvement programme team provided DHB teams with information to help with the start-
up of their project, including establishing their project team (see Appendix 1). They also
provided tools to support their co-design and quality improvement phases.

The timeline in Figure 3 outlines the project approach, which included two co-design
workshops and three supra-regional learning sessions supported by monthly Zoom
coaching, sharing and keeping in touch with progress sessions. The co-design workshops
and learning sessions were held in person. DHB project teams completed and presented a
storyboard outlining their progress at each event.

Learning from adverse events and consumer, family and whanau experience project close report (May 2023) 12



Figure 3: Learning from adverse events and consumer, family and whanau experience project timeline

—

Evidence review
Communications
Partnerships
Engagement

Learning from adverse events and consumer, family and whinau experience project timeline
Te ako mai i nga pamamaetanga me te wheako tingata whaiora me te whanau

—

National engagement
workshop for QMs, QIN
Wellington: 21 March 2019

- Setting the scene: why,
what and how?

- Stocktake

- Mapping

- Leamning from Adverse
Ewvents Report and policy

——>

assemble tesm, | National workshop for
consumer and MHA leaders
Maori )
engagement, Wellington: 26 June 2019
understand
processes - Current state
- What do we know
Coaching - LEEI‘HII_'IQ from others
18 April, 18 - Exploring how to move
May, 20 June, forward
18 July, 15 Aug

Supra-regional
workshop/QIN meeting
Auckland: 12 Sept 2019
Wellington: 13 Sept 2019

- Launch

- Co-design

- Opportunities for
improvement

- Reduce variation

—

Co-designing
change idess,
preparstion for
testing in
quality
improvement
phase

Coaching

17 Oct
21 Nov 2019

Supra-regional
workshop/QIN meeting
Auckland: 11 Dec 2019
Wellington: 12 Dec 2019

- Co-design

- Develop change ideas
ready for testing
consistent with national
guidelines

Preparatory and co-design phase to establish team, review current processes, consider opportunities for improvement

—>

Learning session 1:
Auckland: Wed 12 Feb 2020
Chch: Thurs 13 Feb 2020

- Project charter
- Quality improvement tools

>

Learning session 2:
Mational online: Wed & May
2020

Time: 10.00am — 12.00pm

—>

Learning session 3:
Supra-regional enline: Wed
29 July 2020
Supra-regional online:
Thurs 30 July 2020

>

Learning session 4:
Supra-regional online:
Wed 4 Nov 2020
Supra-regional online:
Thurs 5 Nov 2020

Coachi - Developing change ideas - - Review of driver diagrams - Updating your theory ) - Updating your theory
?:CJ;: ° - Data collection ﬁgar:,:lhm: - Plan-do-study-act cycles Coaching | - Monitoring Coaching | _ gpraad and sustainability
2020 15 :;% - Measurement 18 June - Sharing learning 2220555 - Sharing learning
Action period 1 Action period 2 Action period 3
a Y Eleven-month guality improvement phase — testing, meodifying and implementing change ideas
Learning from

adverse events and
consumer, family
and whanau
experience project
teams

_

s

Leaming from adverse evenis and consumer, family and whanau experience project outcome:
- Support DHBs to produce standardised, simplified processes and protocols for triaging, investigating, reporting, learning from and following
up adverse events in MHA services aligned with the National Adverse Events Reporting Policy 2017

Learning from adverse events and consumer, family and whanau experience project close report (May 2023)
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The MHA quality improvement programme team developed a project theory for the project
(see Figure 4). In consultation, the programme team and the project teams agreed that the
project teams would focus their improvement and testing of change ideas on the ‘learning
system’ and ‘consumer, family and whanau involved’ primary drivers, and the programme
team would concentrate on the ‘consistent processes’ primary driver.

Figure 4: Learning from adverse events and consumer, family and whanau experience

project theory
Primary drivers
;’/ . Learning
system

Goal 1: To improve
the ability of
organisations and the
wider MHA sector to
learn from MHA AEs

Goal 2: To improve
the experience of
consumers and
whanau involved in
MHA AE reviews

Goal 3: To improve
safety culture for staff
involved in MHA AE
reviews

L

Activities

Actively share learning from MHA AEs
within and across organisations

Example change actions

Triage of AE and type of review

Time and space to work
on improvement

Develop feedback loops to share learning
with consumers, whanau and staff

Visibility of data for learning

Explore different approaches to
support MHA AE management

Involve consumers, family and whanau
in MHA AE review process

Consumer, family
and whanau
involved

| Consistent
processes

| | ) . )

Build capability of consumer,
family and whanau

Develop toolkit for triaging, investigating
and reporting MHA AEs

Produce measurable and
sustainable recommendations

Promote a safety culture
for AE management

Ensure MHA AE process is timely

Build staff capability in
MHA AE reviews

Ensure training programmes
are in place to support staff

|
|
|
|
|
|
|
|
|
|
|

Use known evidence-based
practice changes

Restorative practice, morbidity and
mortality reviews, leaming reviews

Relevant cultural support for whanau

Admin support for practical
arrangements of meetings with whanau

Consumers/whanau involved in
developing recommendations

Pastoral support for staff
involved in an AE

Checklist for staff

Clear roles and responsibilities
for staff involved

Staff involved in AE reviews
in other DHBs

|
|
|
|
|
|
|
|
|
|
|
|
|

Training and orientation for
staff doing AE reviews

R N L N e N ——

Learning session two took place on 6 May and was attended by 15 DHB project teams. The
information provided by project teams on their storyboard and leading up to the proposed
final learning session three on 29/30 July clearly indicated that most project teams were not
ready to finish their project.

In May 2020, as a follow-up to learning session two, the MHA quality improvement
programme team sent project team leads a project self-assessment scale (see Appendix 2),
which uses a scale from 0 to 6, where 0 indicates intent to participate and 6 indicates
outstanding sustainable improvement. Project leads were asked to complete the scale and
associated questions (see Table 1) with their team and sponsor to indicate their project’'s
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progress and whether they would have completed?® their project by learning session three at
the end of July 2020.

Table 1: Project team questions

1 Where is your team currently at with your Learning from adverse events and consumer,
family and whanau experience project?
Project self-assessment scale score (0—6 scale)

2 By Learning from adverse events and consumer, family and whanau experience learning
session three on 29/30 July 2020, will your team have completed your project (ie, finished
PDSA cycles, implemented your change, have evidence of improved outcomes)?

3 If you will not have completed your project by 29/30 July, what would you/your team like
covered on the agenda of learning session three to help you continue to make progress?

Will information on scale-up and spread at learning session three be useful and timely?

If you will not have completed your project by 29/30 July, what ongoing support from the
MHA quality improvement programme team after learning session three will be helpful (ie,
monthly online coaching sessions, DHB project team coaching sessions, face-to-face
events where possible) so your project continues to make progress?

Nine DHB project teams indicated that would not have completed their project (ie, completed
PDSA cycles, implemented changes, have evidence of improved outcomes) by the July
learning session. Teams assessed themselves on the scale as being more at the stages of
‘2.0: project planning progressing’ and ‘3.0: activity and some change’. Project teams also
indicated they would like further in-person learning events to hear from other DHB project
teams.

The MHA quality improvement programme team decided to extend the project timeline for
4 months and hold a further supra-regional learning event on 4/5 November 2020, supported
by 6-weekly coaching, sharing and keeping in touch with progress sessions via Zoom.

In response to travel restrictions in place due to COVID-19, learning session three on 29/30
July was held online and attended by 16 DHB project teams.

After learning session three, the MHA quality improvement programme team sent the usual
post-event evaluations to all participants, asking what worked well and what could be
improved, and sent a survey to project team leads and sponsors seeking their feedback on
the ongoing support for this project to the end of 2020 (see Table 2).

28 ‘Completing’ a project was defined as ‘5.0: Significant improvement' or greater on the project self-assessment
scale as advised by the Chief Advisor Quality & Safety, Te Tahd Hauora.
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Table 2: Survey questions and responses after learning session three

Survey questions Response from 12
DHB project teams

1 Would you like support from the mental health and addiction (MHA) | Yes (all)
quality improvement programme team for the Learning from
adverse events and consumer, family and whanau
experience project extended to the end of this year?

2 If you would like the support extended to the end of the year, would | Yes (all)
you like to meet again with other project teams for learning session
four around November 20207

3 If you would like the support extended, would you like this to include | Yes (10)
six-weekly online coaching, sharing and keeping in touch with No (2)
progress sessions between learning session three and learning
session four?

4 Would you like to continue having online or in-person Learning from | Online (6)
adverse events and consumer, family and whanau

) . ) . In-person (6)
experience project learning sessions?

5 Is your project team interested in exploring the restorative practice Yes (8)
approach in 2021 (as a second phase of this project and subject to
organisational approval)?

Due to the nature of the restorative practice training workshop
approach limiting numbers of participants, the three one-day
learning session model will be available to approximately four DHB
project teams in 2021/22.

A total of 17 DHB project teams attended learning session four on 4/5 November 2020, after
which they were again sent the project self-assessment scale to self-assess their progress
with their project team and sponsor (Table 3).
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Table 3: Survey questions and responses after learning session four

Survey questions

Response from 16 DHB project
leads/teams

We are looking to close the national Learning from
adverse events and consumer, family and whanau
experience project this year. Have you/your project
team completed® your Learning from adverse events
and consumer, family and whanau experience
project? We recommend you discuss this with your
project sponsor.

*Completed defined as 5.0 or greater on project self-
assessment scale.

Completed project (2)
Not completed project (14)

If you have not completed your project, will you
require any support from the national MHA quality
improvement programme team to do this?

Support requested from those not
completed project (5 DHBs)

No ongoing support required (9)

If you require support from the national MHA quality
improvement programme team to complete your
project, for how long and what should the support
consist of? We recommend you discuss this with your
project sponsor.

Support requested included:
- networking opportunities

- celebration in 9 months

- conducting adverse event reviews
differently

- templates and tools

- learning from other areas,
improvement processes

- leadership and ideas around how
to conduct reviews differently

- national leadership around the
role of adverse event reviews in
external investigations (adverse
event reviews are intended to be
used for learning and
improvement).

Feedback from 16 DHBs indicated that two had completed their project. Most of those who
had not completed their project responded that they did not require any ongoing support
from the national MHA quality improvement programme team to do so.

Five DHB project teams requested support, which would largely be addressed by working
group outputs and other planned activities as outlined in the transition section of this paper.
Nine project teams did not request ongoing support, with responses including:

Thanks for all your support. This project has identified many areas of
improvement for us as a service and has provided great guidance on how to
do this.

We think that we have a strong methodology and organisational commitment
and will be able to continue with the project without support.
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Measures

The challenge with Learning from adverse events and consumer, family and
whanau experience outcome measures

Establishing consistent, feasible, timely and meaningful measures for complex change
programmes is a challenge experienced across the health sector, not just for this project.
This challenge applies particularly to projects that cross multiple services and where
evidence of the impact of changes only emerges sometime after the process change occurs.

For the Learning from adverse events and consumer, family and whanau experience project,
outcomes were not clearly defined and proved difficult to measure. The project goals, as
outlined on the driver diagram — to improve learning, experiences, and safety cultures — are
all latent, hidden variables that are difficult to observe, and no direct measurement of the
constructs was possible. Proxy measures?® were considered, but — again — there were no
clear indirect measures.

Instead, the Te Taht Hauora Health Quality Intelligence team investigated an alternative
factor analysis®® for this project, and this was presented to project teams for discussion at
learning sessions three and four.

The proposed factor analysis was to take data from three sources, with 17 possible
indicators as proxies for these three improvement outcomes (see Appendix 3 for
information on data sources). None of the indicators were perfect, but all were
potentially relevant. Ideally, some new sources of data collection would be established,
but this was not feasible as it would have been time-consuming and expensive.

The factor analysis was also dependent on outcomes of adverse event-related questions in
the ‘Nga poutama oranga hinengaro: Quality in context in MHA services’ staff survey,3
repeated in May 2022,%2 as well as the ‘Nga poutama: Consumer, family and whanau
experience’ survey.3 Unfortunately, the Nga poutama consumer survey could not be
repeated for technical reasons. This meant that a full data set was not available and so the
project was unable to progress this analysis.

However, DHB project teams also developed their own outcome, process and balancing
measures and tracked these at a local level. Descriptions and examples of these measures
as chosen by local project teams are as follows:

29 A proxy indirectly measures what we are aiming to improve.

30 Factor analysis is a powerful data-reduction technique that enables researchers to investigate concepts that
cannot easily be measured directly. By boiling down a large number of variables into a handful of
comprehensible underlying factors, factor analysis results in easy-to-understand, actionable data. See: Factor
analysis 101: The basics [blog]. URL: www.alchemer.com/resources/blog/factor-analysis (accessed 26
January 2023).

31 Health Quality & Safety Commission 2018, op.cit.
32 Health Quality & Safety Commission 2023, op.cit.
33 Health Quality & Safety Commission 2020, op.cit.
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Outcome measures are what the project is aiming to achieve — what is the system
performance?

o Local example: 80 percent of people involved in a serious adverse event investigation
will be satisfied with the quality of the contact, reporting outcome and
recommendation for quality improvement

Process measures assess steps in a process that lead to the expected outcomes of a
project.
o Local example: 80 percent of consumers, whanau and family are engaged in the
process of a completed adverse event review
o Local example: family/whanau liaison person identified and makes contact within
7 days (target 100 percent within 7 days)
Balancing measures monitor unintended consequences — are changes to improve one
part of the system adversely affecting other parts of the system?

o local example: time to complete severity assessment code (SAC) 1 and SAC 2 event
reviews with Adverse Event Brief: Part B form sent to Te Tahi Hauora increased.

Results

Local project teams reported improvements such as:

increased staff knowledge and skills in adverse event investigation and management

established process for the identification, notification, triage and investigation of adverse
events

improved and refined investigation report framework, with improved articulation of the
events, findings and opportunities for service improvement

established framework for the involvement of both consumers and family/whanau
perspectives in the management and investigation of adverse events

established endorsement/sign-off process that transitions the adverse event management
from investigation to implementation of recommendations and is family/whanau inclusive

increased family and whanau engagement and inclusion in the adverse event review
process

improved adverse event review team, including a consumer perspective (see Figure 5).

improved adverse event review team, including a family/whanau perspective (see Figure
6).
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Figure 5: Adverse event review team including a consumer perspective
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Source: Hauora a Toi/ Bay of Plenty, Mental Health and Addiction services, with permission to publish.

Figure 6: Adverse event review team including a family/whanau perspective
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Source: Hauora a Toi/ Bay of Plenty, Mental Health and Addiction services, with permission to publish.

Project teams also shared how they had considered and addressed equity issues as part of
their project. These included improvement activities such as:

* kaumatua included in adverse events review groups

* kaumatua might lead whanau liaison

* bereavement pack developed in partnership with Maori

* Asian mental health cultural support for bereaved family

» kaumatua to consult with adverse event review investigator(s)
* whanau involved in feedback from reviews prior to finalisation
 cultural supports developed for the process of review

» skilled cultural and whanau advisors included to support change ideas and
implementation of new processes

» service cultural connector who is obliged to ensure continued communication with
whanau nominated

* whanau process developed to support whanau engagement in the adverse event review
process (see Figure 7).
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Figure 7: Whanau process developed to support whanau engagement in the adverse event review process

A Whanau Process - Learning from Adverse Events

iring the rhanau i nhan from beginning to e

opportunity to gu
hanau within this

Step 8: He Whakawatea

An opportunity for whanau to share korero and feedback on the
review. It is important for all people involved including MHAID
services staff to be present to conclude the process correctly with
karakia to symbolically clear the pathway to well-being

1: Unexpected death - Notification & Whanau Support

It is wital notification of sudden death is received by MHAID services kaumatua or
cultural connector as early as possible to engagefextend support to whanau.
Whanau may opt for alternative culturalftikanga support.

Step 7: The Follow-up & Findings
Review findings are finalised. A whanau hui will be
arrranged including: where, who will be in attendance
and tikanga/cultural, whanau processes. Karakia and
manaakifsupport processes are vital for all in
attendance. Cultural connector in attendance.

Step 6: The Whanau Interview Process
Whanau are informed of whanau interview process
including meeting with the investigator and review
panel. Whanau are able to arrange i.e: where -
marae, home. Who they would like to be in
attendance including tikangafcultural and whanau
processes. Cultural connector in attendance

Step 3: Mana Enhancing

Cultural and tikanga practices guided by whanau.
Kaumatuafcultural connector can act as a conduit with
general hospital, advising and managing protocols.
Whanau may opt for alternative culturalftikanga support

Step 2: The Engagement Pathway
Kaumatua/fcultural connector to engage whanau in-
person to extend cultural, tikanga & whanau support.
Whanau may opt for alternative culturalftikanga support.

Whanau
Step 5: MHAID Review & Whanau

Whanau, cultural connector with MHAID staff to organise
hui outlining details of the forthcoming review process
=0 that whanau clearly understand the process.

Step 4: Bridging Function

Kaumatua/cultural connector will provide a bridging function role
between MHAID services and whanau to ensure a clear and
consistent communication plan.

Source: Reproduced with permission from Te Whatu Ora — Southern Specialist Mental Health and Intellectual Disability Services (Otago), with acknowledgment to Daniel
Raniera Tawaroa — Pou Tataki/Maori equity lead.
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Transition to DHBs

Each project on the MHA quality improvement programme has a transition point, which is
when the active support from the Te Tahi Hauora MHA quality improvement programme
team decreases.

Once active support decreases, a project is then transitioned to the DHB. The DHB will
continue to consolidate the learning gained and embed the improvements into regular
practices.

The Learning from adverse events and consumer, family and whanau experience project
has been transitioning to DHBs since November 2020. Ongoing support from the MHA
quality improvement programme team during this period included the following.

» The project working group outputs addressed some of the support requested by project
teams about conducting adverse event reviews differently, including providing templates
and tools (eg, SAC examples for MHA, review methodologies and guidance for
consumers participating in MHA adverse event review process).

* The project continued with the second phase, working with four DHB project teams
focused on exploring the restorative practice approach further.

* An MHA-focused adverse events training was held in March 2021, and repeated in May
and December 2022, to introduce the learning review methodology. This training
addressed some of the support requested by project teams asking for information about
how to conduct adverse event reviews differently.

* MHA quality improvement programme team members were available to provide support
to project teams on a case-by-case basis.

* Developed two videos illustrating a consumer’s and a family/whanau lived experience
during an adverse event process, which is a resource for project teams. This is part of the
‘pono’ consumer video series of the MHA programme for the different projects.

» Two such videos were produced:

o Anne-Marie Douglas shares her experience of mental health challenges that led to a
review process

o Nicola Peeperkoorn explores her family’s experience of the MHA event review
process.
» Compilation of this end-of-project report to summarise the most important learning from
the project.

Ongoing work | Te mahi o apopo

Some teams have completed their Learning from adverse events and consumer, family and
whanau experience project and moved the team resource elsewhere. However, many
continue to work on aspects of their project to reach their aim and integrate activities into the
operating model of the service as an ongoing area of continuous improvement. Examples of
this ongoing work include:

» continuing to monitor and refine changes to serious event review processes and the
recommendations register
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« communicating with and providing education to staff around serious adverse events and
how they are rated

* improving the timeframe in which completed adverse event review reports are sent to Te
Tahd Hauora, within 70 working days

» exploring the possibility of restorative practice training or learning reviews
» providing training to investigators
» stating clear expectations for each review undertaken, eg, triage review, file review

» auditing that every serious adverse event recommendation is implemented and evaluated
with follow-up with the consumer/whanau and shared for learning purposes.

Summary of lessons learned and top tips | Nga mea
I ako me nga whakaaro rangatira

What follows is a summary of some of the top learning tips and examples that DHB project
teams have offered from their Learning from adverse events and consumer, family and
whanau experience project activities (September 2019 to November 2020). The examples
are a summary of what the teams shared.

TIP: Involve the consumer, family and whanau in the review process

Te Whatu Ora — Hauora a Toi Bay of Plenty

» conduct adverse events management with the involvement of consumer and
family/whanau representatives from start to finish.

Te Whatu Ora — Lakes

* whanau involvement in reviews has led to their involvement in driving change in the
service.

Te Whatu Ora — Te Tai Tokerau

* engaging with whanau regarding participation and review findings promotes healing.

» acknowledgement of the person and their affiliations within adverse event reports has
been highly valued by whanau.

Te Whatu Ora — South Canterbury

» whanau are now invited and supported to be a part of the [adverse event review] process;

feedback from whanau is that they feel heard and able to partner in the process of
investigation and seeking learning.

» whanau are supported by the crisis team or the Family Service in the initial period of grief;
an information/support pack is readily available to all who have been impacted by the
sudden death.

Te Whatu Ora — Southern

+ itis important to gather information from families/whanau in person as they can provide
valuable insight into the person’s journey.

Te Whatu Ora — West Coast

* consumers are being given the opportunity to provide a patient story to be recorded
regarding their experience
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» all consumers are given the draft report to comment on or provide further information.

TIP: Involve staff in the review process

Te Whatu Ora — South Canterbury

+ staff within the service are invited and supported to be a part of the [adverse event
review] process, and this has helped to see the opportunities for learning without blame.

Te Whatu Ora — Southern

» staff need to feel supported following an adverse event and to know what is expected of
them during a review.

* Investigators need dedicated time to complete their reports.

* being ‘SMARTER’ (specific, meaningful, achievable, relevant, time-bound, evaluate,
readjust)®* with recommendations and improvements in the completed reports has meant
teams are more engaged in implementing any learning.

Te Whatu Ora — Waitemata

* have increased support for staff, recognising harm to staff and providing safety for staff
involved.

TIP: Use good communication

Te Whatu Ora — Te Toka Tumai Auckland
» good communication is essential; you can’t over-communicate.
Te Whatu Ora — Hauora A Toi Bay of Plenty

+ communication with all affected — statutory organisations, health care staff, service users
and family/whanau — is vital, albeit time consuming and challenging.

Te Whatu Ora — Southern

+ learning bulletins are sent out to the teams from any service with recommendations and
learning.

TIP: Keep processes clear and consistent

Te Whatu Ora — Te Toka Tumai Auckland

* having clear, documented processes available to everyone has been useful in achieving
more consistent review processes.

Te Whatu Ora — Hauora A Toi Bay of Plenty

» establish a service framework and processes to ensure consistent and professional
management of adverse event reviews.

* ensure all adverse events review processes have:

terms of reference, with named investigators

consumer, family/whanau and cultural perspectives in the investigation team

a structured report format that includes a timeline and relevant contributing factors
opportunities for service improvement (recommendations)

O O O O

34 Kanaat R. Wanderlust worker. Setting S.M.A.R.T.E.R. goals: 7 steps to achieving any goal [blogpost]. URL:
www.wanderlustworker.com/setting-s-m-a-r-t-e-r-goals-7-steps-to-achieving-any-goal.
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o opportunities for clinical staff and family/whanau to contribute to the review and
recommendations.

For more information, see: Te ako mai i nga padmamaetanga me te wheako tangata whaiora
me te whanau | Learning from adverse events and consumer, family and whanau

experience.

Second phase of project (2021/22) — focus on
restorative responses | Wahanga 2 o te kaupapa
(2021/22) mahi haumanu

The evidence that restorative responses (restorative practice and hohou te rongo) have the
potential to improve learning from adverse events and better meet the needs of consumers,
whanau and staff is growing.

Restorative practice is an approach to mitigating and responding to harm that is grounded in
relational principles that uphold human dignity. It is a voluntary, relational process where
ideally all those affected by an adverse event come together, with the help of skilled
facilitators, to speak about what happened and its impact on their lives, to clarify
accountability for the harm experienced and to resolve together how best to promote repair
and positive changes for all involved.35.36.37.38

Hohou te rongo is peace-making from a te ao Maori world view, and it is a kawa.®® There are
other local terms, including ‘hohou to rongopai’, ‘houhou rongo’ and ‘hohou te rongo’. This
kawa exists widely throughout Aotearoa New Zealand, and tikanga (practice) varies from iwi
to iwi and from hapi to hapt.° A restorative response seeks to balance healing, learning,
and improving by asking the following questions:

* what happened

* how were people affected

» what needs and obligations exist
* how can any harms be repaired

35 Turner K, Sveticic J, Grice D, et al. 2022. Restorative just culture significantly improves stakeholder inclusion,
second victim experiences and quality of recommendations in incident responses. Journal of Hospital
Administration 11(2): 8-17. doi:10.5430/jha.v11n2p8.

3 Wailling J, Wilkinson J, Marshall C. 2020. Healing after harm: An evaluation of a restorative approach for
addressing harm from surgical mesh. Kia ora te tangata: He arotakenga i te whakahaumanu. Wellington: The
Diana Unwin Chair in Restorative Justice, Victoria University of Wellington.

87 Mannat J, De Boer R, Oates A, et al. 2019. Restorative Just Culture: A study of the practical and economic
effects of implementing restorative justice in an NHS trust. Paper presented at the International Cross-
industry Safety Conference — European STAMP Workshop & Conference 2018.

38 Marshall C. 2019. Justice as care. International Journal of Restorative Justice 2(2): 175-85.

3% Kawa is the collective and agreed values, principles and protocols that connect whanau, hapa, iwi and Maori
communities. See: The National Collaborative for Restorative Initiatives in Health. 2023. He maungarongo ki
nga iwi: Envisioning a Restorative Health System in Aotearoa New Zealand. Wellington: The National
Collaborative for Restorative Initiatives in Health.

40 Ipid.
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+ what support is required to ensure a positive outcome
* how can the situation be prevented from happening again.

Given the potential for restorative responses, the tentative evidence for its use and the
perceived interest from project groups, the project leads and their sponsors were asked
whether they and their teams/organisations were interested in progressing with a second
phase of the project to explore the restorative practice approach further in 2021.

The approach to the second phase was detailed in a business case presented to and
approved by the MHA quality improvement programme leadership group in May 2020.

In partnership with subject matter experts from Te Ngapara Centre for Restorative Practice
Victoria University of Wellington (Te Ngapara), three 1-day in-person learning sessions on
restorative responses were planned to be delivered over a 9- to 12-month period starting in
May 2021 (Figure 8).

The training content was co-designed and based on evidence of what worked from the
surgical mesh project,*! as well as the findings from a semi-structured interview study with
21 key MHA stakeholders, including managers, clinicians, academic leaders, consumers and
whanau, conducted as part of the business case. The study explored the stakeholders’
perceptions of the MHA adverse events review process and the perceived benefits and
limitations of using a restorative practice approach. The training introduced the principles of
restorative responses within the health care context and developed capability in restorative
practice.

In between the in-person learning events, DHB project teams were offered regular online
coaching sessions with experienced restorative practitioners, supported by reading material
to enhance learning.

The nature of the workshop approach limited the numbers of participants, so these in-person
workshops were available to approximately four DHB project teams in 2021/22.

Te Ngapara and Stella Maris productions, in consultation with several health sector and
Maori partners, developed the film Pou hihiri, Pou o te aroha | Healing and learning from
harm that was released on September 2021. It features consumers, clinicians and
researchers talking about the benefits of following a restorative approach after a harmful
event occurs in health care. Restorative practice and hohou te rongo are described; both
provide a response that recognises people are hurt and their relationships affected. The film
was co-funded by Te Tahi Hauora, the Accident Compensation Corporation (ACC) and Te
Ngapara.

41 Wailling J 2019, Op.cit.
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Figure 8: Proposed timeline for second phase of project

26 May 2021 16 Feb 2022
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Eight DHBs expressed interest in progressing with the second phase of the project. The
following four DHBs took part: Auckland, Nelson Marlborough, Northland and Waitemata.

What actually happened

Learning session one went ahead in person on 26 May 2021.

Learning session two was scheduled as an in-person event for 1 September 2021. The
COVID-19 outbreak and associated lockdowns led to it being postponed four times and
eventually cancelled on 9 March 2022.

Instead, additional coaching sessions were provided to project teams. One-hour online
coaching sessions were held per project team on 23 June, 7 July and 8 July 2021 and
then again on 12 and 13 October 2021. Some of these focused on exploring a community
suicide case through a restorative frame (restorative practice and hohou te rongo)
because many of the teams had indicated this was a particular area of interest.

Over this time, the restorative practice micro-credential courses offered by Te Ngapara
were formalised and are now seen as the way forward for anyone wanting to further their
knowledge and experience in restorative responses.

In place of learning session three, the MHA quality improvement programme sponsored
the four DHB project teams who had taken part in the second phase (20 places, cohort 1)
to complete the two micro-credential courses for the Health & Disability sector —
Restorative foundations and Restorative Responses*? — which began on 17 May 2022
and finished on 17 August 2022.

As of March 2023, Te Taha Hauora has sponsored 60 people from the MHA sector to
attend the micro-credential courses, and 40 more have been sponsored and are expected
to complete by December 2023. The Learning from adverse events and consumer, family
and whanau experience project, with support from the Te Tahd Hauora leadership and

42 The National Collaborative for Restorative Initiatives in Health 2023, op.cit. (Appendix 2).
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capability and systems safety programmes, has provided the foundations for significant
capability and capacity building in this area within the MHA sector.

A wrap-up meeting to close the project was held with the four project teams on
25 October 2022.

Each project team completed an end-of-project storyboard that included information on:
o which of the practice principles and practices tested worked

o what didn’t work and why

o plans for next steps with restorative practice in the service/organisation

o learnings to share — five top tips that would be useful for others to know from
involvement in the second phase of the project with a focus on restorative practice.

Some of the district project teams shared their experiences at the ‘Using restorative
approaches to heal, learn and improve after harm’ national hui (meeting) held on 28
March 2023 to disseminate learning from their involvement with the second phase of the
project and support the ongoing growth in this area.

The second phase of the Learning from adverse events and consumer, family and whanau
experience project has been completed. Project teams also continue to work on aspects of
their project, with examples including:

L]

develop and provide a training package for staff in managerial and leadership positions
that introduces the restorative practice framework and then specifically how to apply a
restorative lens when managing complaints and providing apologies

continually highlight positive features of restorative practice, advocate for its adoption and
identify opportunities to innovate with these principles

address the challenges of embedding restorative approaches within and across services
amidst the health reforms and a context of staff turnover and constraints where reduced
capacity limits the ability to transform

share key learning in a variety of formats (ie, poster, presentation, videos, staff news) and
ensure ongoing availability of information and resources in one place

revise and update the MHA serious event analysis process to include restorative
responses (restorative practice and hohou te rongo)

recommend consideration of a whole district approach.

What follows is a summary of some of the learning shared by the project teams on the
second phase of the project with a focus on restorative practice (May 2021 to August 2022).

Te Whatu Ora — Te Toka Tumai Auckland

Understanding the power of an effective apology using restorative practice principles has
been helpful.

Thinking more deeply about harm from the perspectives of those involved and their
perspective of what needs to happen for healing/mana enhancement/restoration to occur
has been useful.
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Te Whatu Ora — Nelson Marlborough

At the beginning of the shift to a restorative practice approach, there must be a mandate
for this work, a clear purpose and expected outcome(s), strong leadership/sponsor to
monitor progress and reset the scope when required and service structure and resourcing
to support the shift.

An effective shift to use restorative practice principles needs to be aligned with specific
areas of service delivery.

A restorative transformation requires a dedicated champion with the responsibility
contained within a specific role.

Ensure a diverse group of employees from across services in a variety of roles (ie,
clinical, advisory, organisational etc) is pulled together to work on this shift.

Te Whatu Ora — Te Tai Tokerau

Practise with others regarding the restorative practice dialogue to be had in a review
session.

Personalise adverse event review reports acknowledging connections and lifestyle of the
person who is the focus of the report.

Measure the number of serious adverse event reviews with whanau engaged in the
process as a performance indicator.

Include senior leadership in whanau and staff feedback sessions.

Ask all participants involved in an adverse event review directly about any harm
experienced.

Te Whatu Ora — Waitemata

Start using restorative practice with human resources and low-level complaints.

Seek a prior organisational mandate to provide a whole contingent of support to learners
of restorative practice and hohou te rongo.

The restorative practice approach has huge potential for healing and preventing health
care harm.

Restorative practice could be one part of organisational safety.

Overall learning for the MHA quality improvement
programme | Te ako whanui mo te hotaka whakapai
kounga o MHA

Some learning from this project is relevant to the wider MHA quality improvement
programme. In particular, it is worthwhile spending more time in the project set-up phase to
clearly define the measurement strategy. This work includes assessing whether the
proposed measures are available and whether it is feasible to sustainably collect the
required data, as the MHA quality improvement programme’s mid-programme evaluation
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report acknowledges.*® A risk in persisting with the use of a national data set is that
measures that are applicable to all projects may not be sensitive enough to evidence
improvements. This could be because the measures are too clustered and/or too distanced
from improvements.

In addition, clear timelines are needed to establish the point at which the MHA quality
improvement programme team will reduce or complete its support, and the programme team
should proactively work with project teams to establish their independent project plans
beyond the life of the programme. The goal should be for organisations to commit to
continuing to work on these project areas beyond the life of the programme, until the desired
level of improvement has been sustained and can be considered part of ‘business as usual’
or is built into the operating model of the service as an ongoing area of continuous
improvement.

Conclusion | He kupu whakakapi

In these high-quality projects, the project teams became increasingly familiar and
comfortable with co-design and quality improvement methodology.

The transition of the Learning from adverse events and consumer, family and whanau
experience project back to DHBs for the first and second phases of the project is complete
and, as agreed by the MHA quality improvement programme leadership group, both phases
of this project will now close. This transition process has been under way since November
2020, and the MHA quality improvement programme team has supported this in various
ways, as highlighted in this report.

Some project teams have completed their Learning from adverse events and consumer,
family and whanau experience project activities and moved project team resource
elsewhere. However, many teams have stated they will continue to work on aspects of their
project(s) for some time to reach their aim and integrate and embed activities, particularly
those related to restorative practice, into the operating model of their service as an ongoing
area of continuous improvement.

Overall, we appreciated the opportunity to do the restorative practice learning.
Even though we have not yet tried to implement restorative practice, it has
influenced the way we approach adverse event review so that we are already
more aligned with the new national adverse events policy.

This is particularly evident in our understanding of harm: who has been harmed,
how, and who is responsible for restoration. We encourage our team leadership
to think about the person(s), their experience and their needs, with regard to
tangata whai i te ora, whanau and staff. We see this as contributing to a broader,
safer more connected response to adverse events. [Waitemata project team]

The work undertaken as part of this project was consistent with the National Adverse Events
Reporting Policy 2017, which has recently been reviewed. The updated ‘Healing, learning

43 Health Quality & Safety Commission. 2020. Summary Report for the Mid-programme Evaluation of the Mental
Health and Addiction Quality Improvement Programme. Wellington: Francis Health & Kahui Consulting.
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and improving from harm (National adverse events reporting policy 2023) — Te whakaora, te
ako me te whakapai ake i te kino,* effective 1 July 2023, now includes restorative
responses (restorative practice and hohou te rongo) as a principle. Additionally, the Te Tahi
Hauora system safety and capability programme is continuing to support capability building
in restorative responses in the MHA sector.

The MHA quality improvement programme is a 7-year programme of work (July 2017-June
2024). It has two remaining priority areas*® for the team to turn its focus to, within its finite
resource, with the aim of improving the experiences of consumers and their families and
whanau with MHA services, resulting in better health.

44 Health Quality & Safety Commission 2023, op.cit.

45 Te whakanui ake i te hauora a-tinana | Maximising physical health and Te whakapai ake i te whakahaere
rongoa, i te titohu rongoa hoki | Improving medication management and prescribing.
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Appendix 1: Programme information for the project
teams | Apitihanga 1: He mohiohio mo te hotaka ma

Te Tahi Hauora / |\
Finalth Gaality & Safey A
Comimd s shod

nga ropu mabhi

Local quality improvement team composition guidance

Te Tahi Hauora Health Quality & Safety Commission (Te Tahd Hauora) has provided some key
characteristics that have been associated with optimising the success of a team’s performance and
overall improvement effort from experience of quality improvement inifiatives and a scan of the
Iiterature.

A pragmatic approach of having a limited number of team members who attend all project
meetings, and a wider local improvement team may be required.

Skill area/ Notes
representation
Froject lead Co-ordinating project; contact point with Te Tahd Hauora.

Senior project sponsor | Active support from senior leadership is key. See here for a resource
on being a sponsor: www_hasc govi nzinews/blog-zero-seclusion-and-
my-project-sponsor-role

Consumer Two representatives are preferable for support and continuity.

Whanau Two representatives are preferable for support and continuity.

Care provider Ensure key organisations who provide shared care of the cohort are
included:

« primary care (essential)

« secondary care

« non-governmental organisations (NGOs)
s peer support workers

Ensure representatives come from different professional groups!
backgrounds {ie, nursing, psychiatry, Maor health, Pacific Peoples

health).
Clinical lead Can be one of the care provider representatives. Someoneg with some
dedicated time is preferred.
Subject matter Expertise in managing cardiovascular risk. May be included in the
expert(s) care provider and clinical lead categories above.

Cultural representatives | Maori and Pacific Peoples representatives — may also be included
with other roles above.

Cluality improvement For example. a quality improvement advisor’manager/coordinator.

Data analytics For example, a data analyst or those with adaptive leaming focus and
with access to and interest in the use of data to support the project.
Middle manager Someone who can influence the culture and work processes and

assist in the progress of the project within the organisation.

Key characteristics of a successful project team

Diversity in the team using different professional skill sets.

Thought leaders with effective communication and team skills.

Ability to regularly run multiple tests of change.

Key members who can be released to work on the improvement project each week.
Interest or experience in experienced-based care design and/or quality improvement.
Senior leadership support and an adaptive learning culture committed to data-driven quality
improvement.
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Appendix 2: Project self-assessment scale |
Apitihanga 2: He tauine aromatawai a-whaiaro

Te Taha Hauora
Health Quality & Safety

Commission

Z\

o

Te ako mai i nga pamamaetanga me te wheako tangata whaiora me te whanau
Learning from adverse events and consumer, family and whanau experience

Project self-assessment scale1

Proposed completion

progressing

Supra-regional co-design workshop two 11/12 December
2019

Assessment/ Definition date for Sept 2019 —
description July 2020 project
timeframe
DHB committed to participating in national collaborative, team Preliminary workshops on
0.5: Intent to being assembled, no project charter. 21 M 4 p
. . i arch and 26 June
participate Supra-regional co-design workshop one 12/13 September September 2019
2019
10: Team Team assembled (consider equity, consumer, family and
e . whanau engagement), sponsor confirmed. Individuals assigned September 2019
established - .
project work and some work accomplished.
Organisation of project begun (ie, clarifying what resources or
1.5: Project planning | other support is likely to be needed, where first focus will be, October 2019
started regular project team meeting schedule developed), co-design
engage phase underway.
Project team confirmed, project aim established, co-design
2.0: Project planning | engage and capture phases underway. November 2019

2.5: Activity but no

change

Charter completed, co-design engage, capture and understand
phases underway, starting to theme emotions/experiences from
co-design. Regular reporting and updates provided to sponsor
and staff.

Oct 2019 - Feb 2020

Initial cycles for team learning have begun, co-design themes
gathered, change ideas generated, thinking about outcome

sustainable
improvement

results accomplished. Organisational changes made to
accommodate improvements and to make project changes
permanent.

3.0 sA(frtr?gtghinn%e measure, obtaining baseline data, etc. Charter and driver March 2020
diagram underway.
Supra-regional learning session one 12/13 February 2020
3.5: Changes Change ideas generated from co-design ready for testing.
starting to be Baseline data gathered. Most project drivers have a measure April 2020
tested, no established to track progress. Charter and driver diagram
improvement yet | completed and reviewed. Regular reporting.
Small-scale tests of change underway related to primary drivers
4.0: Signals of on driver diagram. Data collection underway for outcome,
o process and balancing measures. Anecdotal evidence of May 2020
improvement : . . . ) .
improvement exists. Driver diagram reviewed. Regular reporting.
Supra-regional learning session two 6 May 2020 via Zoom
Testing of changes continues; additional improvement in project
4.5: Some measures towards aim seen. Data collection. Some small-scale Julv 2020
improvement implementation started. Expected results are 20% complete.2 y
Regular reporting.
Expected results achieved for major subsystems.
5.0: Significant Imp_lemer_lta?ion (training, communication, etc) for project beg_un.
e improvement Project aim is 50 percent or more complete.3 Regular reporting. November 2020
Supra-regional learning session three 29/30 July 2020
Supra-regional learning session four 4/5 November 2020
5.5: Sustamable Data on key measures begm to indicate sustainability of impact November 2020 onwards
improvement of changes implemented in the system.
6.0: Outstanding Implementation cycles completed and project aim and expected

November 2020 onwards

1 Modified from the Institute for Healthcare Improvement. 2004. Assessment scale for collaboratives. Boston, MA: [HI.
2 This may mean that either 20 percent of your project aim has been met or each measure is showing 20 percent improvement

towards your goal.

3 This may mean that either 50 percent of your project aim has been met or each measure is showing a 50 percent improvement

towards your goal.
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Appendix 3: Factor analysis | Apitihanga 3: Tatari
ahuatanga

The factor analysis proposed takes data from three sources.

1. Learning culture - Nga Poutama Oranga Hinengaro: Quality in context survey of mental
health and addiction services (seven indicators):

In this service, we involve tangata whaiora and family/whanau in efforts to improve
future practice

| feel supported by my manager(s)
| have regular access to coaching or mentoring or supervision

We have effective systems for preventing or dealing with intimidating behaviour and
workplace bullying

Senior staff in this service/organisation actively encourage staff to put forward ideas
about how care/support can be improved

In this service, we use data to help us monitor and make improvements to our quality
of care/support

Learning from adverse events has led to positive change in this service/organisation
In this service, recognising and reporting incidents is encouraged and valued.

2. Consumer and whanau experience — Nga Poutama survey for consumers of mental
health and addiction (MHA) services, their families and whanau (five indicators):

Staff communicated well with one another about my care and support

My care and support well-coordinated between DHB and other health services

| received information about my rights in way | could understand

| felt | could raise concerns or make complaints freely

Staff explained the side effects of medication prescribed in a way | could understand.

3. Safety culture: Adverse events database (three indicators):

Learning from adverse events and consumer, family and whanau experience project close report (May 2023)

Percentage of severity assessment code (SAC) 1 and SAC 2 events with Adverse
Event Brief: Part B form sent to Te Tahd Hauora on time (70 working days from
internal notification date)

Percentage of SAC 1 and SAC 2 reported events where consumer and whanau
informed of review outcome/recommendations

Ratio of SAC 1 to SAC 2 events.
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