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Introduction  
Purpose of visit  

The purpose of this visit was to fulfil the international monitoring mandate of the Office of the 

Children’s Commissioner (OCC), to monitor the safety and wellbeing of children and young 

people detained in secure locked facilities

carried out an announced monitoring visit to Epuni care and protection 

residence in Lower Hutt, Wellington.  

The Children’s Commissioner is a National Preventive Mechanism (NPM) under the Crimes of 

Torture Act (1989)1. The role of OCC is to visit care and protection and youth justice residences 

to examine the conditions and treatment of children and young people, identify any 

improvements required or problems needing to be addressed, and make recommendations 

aimed at strengthening protections, improving treatment and conditions, and prevent ng ill 

treatment. For more information about the legislative context for our visits, see Appendix One.  

 

Context  

Epuni is a care and protection residence located in Lower Hutt, Wellington. It has 20 beds 

situated across two units, however the capacity of the residence is ten children and young 

people. Since our last on-site OPCAT visit in  2019, there have been changes in several key 

roles in the leadership team at Epuni. Within the last six months, a new Residence Manager, 

Team Leader Clinical Practice, Programmes Coordinator and Team Leader Operations have been 

appointed.  

 

Children and young people at Epuni 

At the time of our visit, there were nine children and young people living at Epuni. Their ages 

ranged from 12 to 16.  A number of the children and young people had been in the residence for 

significant periods of time due to long delays in securing community placements. The longest 

placement for a child or young person at the time of our visit was 817 days.  

 

Our monitoring processes 

We were interested in hearing about the experiences of children and young people. We also 

wanted to understand the group dynamics at the residence. We used several methods to engage 

with children, young people and staff.  

We conducted one-to-one interviews with children and young people who chose to talk with us. 

We also spent time observing children, young people and staff in the unit, sharing dinner and 

having informal conversations with children, young people and staff. This enabled us to see and 

experience after-school and evening routines.  

 

 
1 This Act contains New Zealand’s practical mechanisms under the United Nations Convention Against 

Torture and other Cruel, Inhuman, or Degrading Treatment or Punishment (OPCAT). 

https://www.occ.org.nz/our-work/monitoring/monitoring-work/why-we-monitor/ 

s 9(2)(a) OIA
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As well as interviewing individual children and young people, we interviewed residence staff and 

external stakeholders, and reviewed relevant documentation.  

For more information about our interviews and other information gathering processes see 

Appendix Two.  

 

Our evaluation processes  

In the past, the majority of our OPCAT reports have included a five or four-point scale. We used 

this scale to rate each OPCAT domain and to provide an overall rating for each residence.  

We are currently reviewing our evaluation processes and are temporarily suspending the use of 

rating scales. We will be discussing our future rating system with Oranga Tamariki in February 

2021 before finalising it. In the interim, we are using key descriptors – harmful, poor, good and 

very good – to describe our overall findings in relation to: 

•  the treatment of young people at the residence 

•  the conditions at the residence  

Our reports will also provide summaries of the strengths and areas for development according to 

each of the OPCAT domains. 

The table below lists the new descriptors used in our findings, describing their impact and our 

expectations for further action. 

 

Finding Impact for young people OCC expectation 

Harmful Treatment and/or conditions that are 

damaging or hurtful for children and 

young people 

Must be urgently addressed 

Poor Treatment and/or conditions that are 

not sufficient to meet the needs of 

children and young people 

Requires improvement in the near 

future  

Good Treatment and/or conditions that are 

sufficient to meet the needs of 

children and young people 

Must be reviewed regularly to ensure 

the standard is maintained and 

improved if possible 

Very good Treatment and/or conditions that 

work well to meet the needs of 

children and young people 

Should continue subject to 

effectiveness. May also be beneficial in 

other residential contexts 
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Children and young people understand their All About Me plans  

We heard from children and young people who were familiar with their plans and were able to 

talk about what was in them. We asked one young person to take us through their plan and they 

were able to explain the detail of it. It was clear they were familiar with their plan, had been 

involved putting it together and understood the content. The management team told us the All 

About Me Plans have ‘widened the responsibility’ so that the residence is now seen as part of a 

child or young person’s overall ‘journey’ rather than the ‘destination’. Staff hope that long stays 

in residence will reduce as a result of this shift.   

From the plans we read during our visit, the involvement and role of whānau was clear. Reviews 

of plans occur at weekly multi-agency team meetings, where professionals, including education 

and health staff, are involved. Children and young people can also attend the last part of these 

meetings if they wish.  

 

Children and young people experience both mihi whakatau and poroporoaki  

We heard from staff and children and young people that the kawa at Epuni is to welcome and 

farewell children and young people to and from the residence through mihi whakatau and 

poroporoaki. This is an example of very good practice and something we encourage Oranga 

Tamariki to share across residences nationwide.  

 

Areas for development 

Large, secure residences are inappropriate for children and young people with complex 

mental health needs 

In recent months, a greater proportion of children and young people with high and complex 

mental health needs have been placed at Epuni. Some had been in inpatient mental health 

facilities prior to being admitted to the residence, and several were on 24-hour observations. 

Staff told us they were worried about the impact of ten children and young people with the most 

complex needs living together in the same place. One staff member said the residence felt as if it 

was a ward on a mental health unit, without the appropriate environment and staff training to 

match the needs of the children and young people.  

We are concerned the needs of children and young people are unable to be safely met through 

this model of care. The physical environment, along with staff ability to provide appropriate 

therapeutic care, are key to keeping children and young people safe as well as supporting and 

stabilising them before they return to the community. Oranga Tamariki must ensure that all 

placements meet the individual needs of children and young people.  

“…If a young person gets put in here… the moment they walk in here their innocence just gets 

ripped away from them and tossed in the trash." 

“And like I feel like I’ve got no future. Coz I’ve always felt like that, but this place just made it 

worse.” 
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Children and young people experience lengthy stays 

Long stays in Epuni and uncertainty about community placements remain an ongoing issue. 

Some children and young people told us they feel they have been there too long.  

Many children and young 

people did not know when they were going to leave residence, or where they were going when 

they did. Some had left and come back again after placement breakdowns.  

We heard from staff there is a shortage of placements, within their communities, for children and 

young people to transition to. This results in extensive stays in the residence, placement 

breakdowns and children and young people feeling let down. Staff said recent transitions out of 

Epuni have happened very quickly and lacked good plans. Staff wanted to focus on using the 

time children and young people are at the residence to maximise the chance of successful 

transition. Staff ideas included developing community readiness through graded exposure to life 

outside the residence. Oranga Tamariki needs to reduce long stays at care and protection 

residences.  

 

Children and young people say staff use force inappropriately   

Most of the children and young people we spoke to said they did not feel staff were adequately 

trained in the restraint process. We spoke with children and young people who described feeling 

‘manhandled’ and who had observed staff members picking up’ children or young people when 

using force. Staff told us they have been restraining children and young people less than in the 

past and there is now a greater emphasis on de-escalation as an alternative to using force.   

 

Searches are occurring more frequently  

Some children and young people are acquiring and hiding everyday objects to harm themselves. 

As a result, there has been an increase in the need for staff to search their rooms, highlighting 

the serious safety concerns for children and young people currently at the residence. Children 

and young people have mixed experiences of staff searching their rooms. Some said staff 

explained well what was happening and did not ‘trash’ their rooms  

 

 

  

 It is critical that children and young people are fully informed 

about what is happening during a search and able to maintain some privacy.  

“It’s kind of like manhandling how the people, the staff here, restrain… you know they get mad 

and they have to restrain, they take it too personally. Like how they’re not supposed to. They’re 

supposed to take it professionally.” 

 

 

s 9(2)(a) OIA
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Areas for development 

Children and young people feel unsafe in the residence  

Some children and young people we spoke with told us they did not always feel physically or 

emotionally safe at Epuni. They said they felt worried about being hurt as a result of bullying and 

fighting among their peers.  

 

 

 

 

  

Staff also talked about their concerns for children and young people’s safety at Epuni. Many staff 

told us they were worried about children and young people hurting themselves while at the 

residence, as serious self-harm was widespread and modelled by children and young people 

toward others. One staff member described feeling concerned a ‘sentinel event’ could occur. We 

also heard that in recent times staff were using the Hoffman knife, almost every week, to ensure 

the safety of children and young people. These safety concerns are causing harm to children and 

young people.    

It was encouraging to hear Epuni management has declined some referrals to the residence 

because they felt it was not the most appropriate placement for the child or young person. This 

was due to the child or young person being incompatible with those already placed at Epuni 

and/or it was not possible to keep them safe within the residence environment.  

 

 

  

“I do feel unsafe around other people or something and I just don’t feel safe in this place.” 
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young people about the tikanga in preparation for a noho marae. Kaimahi Māori from each team 

work together to plan cultural programming.   
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Area for development  

Access to specialist mental health services is limited  

Staff told us that it is often hard for children and young people to be seen by specialist mental 

health services because they exceed the threshold for community support but do not meet the 

requirements for inpatient care. This is exacerbated by Epuni being a national service with 

children and young people placed there from throughout the country, while District Health 

Boards are regional and are funded as such. This is a significant gap and it is essential these 

children and young people can receive the care they require.  
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heard some new staff have found it difficult to understand the Oranga Tamariki system and their 

place within it, without the foundation of induction to build upon.  

 

Care staff are not adequately trained to care for children and young people with mental 

health needs 

Residence staff at Epuni are supporting children and young people with some of the highest 

needs in the country. We heard that they are passionate and their ‘hearts are in the right place’, 

however staff told us they need further support to build a practice foundation. We also heard 

that in the past, some staff lacked professional boundaries, and this led to unsafe practice.  

A number of staff, including care staff, told us they need significant upskilling to work with and 

provide care for children and young people with complex mental health needs. A psychologist 

visits the residence weekly to train care staff in trauma-informed practice and provide specialist 

advice. TLOs are also working shifts to help mentor, coach and support care staff on the floor.  

 

Children and young people say staff use ‘bribes’ 

Several children and young people talked about staff ‘bribing’ them to manage their behaviour. 

They said at times staff use ‘threats’ or ‘bribes’ to make them do things they don’t want to do, for 

example using lollies to make them clean their rooms   

We heard from staff they regularly buy children and young people lollies, and  

 concerned about the amount of lollies being purchased for children and young 

people.  

 Children and young people have the right to access whānau. 

Making this dependent on their behaviour is unacceptable.  

 

Staff need additional support to manage traumatic events 

It was clear from conversations with various staff that the nature and frequency of serious 

incidents occurring at the residence is causing staff distress and/or trauma. As discussed earlier, 

staff told us they have had to use the Hoffman Knife on numerous occasions. It is vital that staff 

are adequately supported to debrief, learn and reflect whenever they feel they need to. Debriefs 

should occur either individually or in a group, as decided by the staff member, to ensure they are 

able to unpack any issues fully and in a safe manner.  One staff member suggested it would be 

useful to have an external person coming in to debrief staff in relation to serious incidents. 
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Staff numbers are insufficient for this group of children and young people  

During our observations there was a period of time where no residence staff were present on the 

floor despite five children and young people as well as staff from OCC and VOYCE Whakarongo 

Mai being present. During this time staff were attending to individual young people’s needs 

away from the main unit. Two young people were play fighting in the unit and there was no 

intervention from residence staff. It is important there are enough staff for children and young 

people to have one-to-one time and to be kept safe.  

During our visit, several children and young people required constant observation to ensure their 

safety. We heard that this need for observation has resulted in staff attention being diverted and 

other children and young people missing out on activities, appointments and attention as a 

result. We also heard there has been a reduction in the availability of off-site activities and 

external appointments due to these safety concerns.  

Staff told us a lack of staff with their full drivers’ licence is sometimes a barrier to off-site 

activities. Several staff said care staff numbers are low and as a result non care staff work outside 

of their role to cover the shortage. We are aware that during our visit casual staff members were 

being interviewed and recruited. 
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Appendix One: Why we visit – legislative background 

The Office of the Children’s Commissioner is designated as a National Preventive Mechanism 

(NPM) under the Crimes of Torture Act (1989). This Act contains New Zealand’s practical 

mechanisms for ensuring compliance with the United Nations Convention Against Torture and 

other Cruel, Inhuman, or Degrading Treatment or Punishment (OPCAT). The convention was 

ratified by New Zealand in 2007.  Our role is to visit secure youth justice and care and protection 

residences to examine the conditions of the residences and treatment of children and young 

people, identify any improvements required or problems needing to be addressed and make 

recommendations aimed at improving treatment and conditions and preventing ill treatment.   

In addition, the Children’s Commissioner has a statutory responsibility to monitor and assess the 

services provided under the Oranga Tamariki Act 1989. Specifically, section 13(1) (c) of the 

Children’s Commissioner Act 2003, states that the Commissioner must monitor and assess the 

policies and practices of Oranga Tamariki and encourage the development of policies and 

services that are designed to promote the welfare of children and young people. 
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Appendix Two: Interviews and information gathering  

 

Method  

 

Individual interviews  • Children and young people (5)  

Individual and group interviews • Residence Manager 

• National Operations Manager- ca e 

and protection residences 

• Team Leader Operations 

• Case Leaders 

• Team Leader Clinical Practice  

• Care staff 

• Programme Coordinator 

• Grievance Coordinator 

• Roopu representative 

External stakeholder interviews • VOYCE Whakarongo Mai staff 

• Central Regional Health School 

teacher 

•  nurse 

• Grievance Panellists  

 

Documentation • 2019 Oranga Tamariki audit report 

• Grievance quarterly reports  

• Grievance files 

• Secure care register 

• Secure care log book 

• Young people’s files – including 

Individual Care Plans and All About 

Me plans 

• SOSHI reports  

Observations • Afternoon and evening observation of 

unit routines  

• Observation of shift handover 

• Observation of daily assembly 
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Appendix Three: Previous Recommendations  

Previous recommendations from OPCAT report dated 18 November 2019:  

For the National Office, Oranga Tamariki  

Rec 1: The DCE Care Services ensures that while children and young people continue to be 

placed in care and protection residences, the physical environments are maintained 

to a high standard.  

There has been no progress towards this recommendation. (Ref. page 12) 

Rec 2: The DCEs Services for Children and Families North and South ensure that all site 

social workers provide children and young people, and their whānau, with clear, 

factual information about residential placements.  

There has been good progress towards this recommendation. (Ref. page 8) 

Rec 3: The DCE Care Services reviews the criteria and steps in the decision-making process 

when considering employing people with low level or historical convictions (where 

these convictions are not specified under the Vulnerable Children Act) to establish 

whether undue barriers are in place for appointment of residential staff.  

We heard from the management team it has been quicker to employ staff. 

Rec 4: The GM Care and Protection Residences continues to encourage the sharing of 

good practice at monthly leadership meetings between residences to improve 

outcomes for Māori, e.g. the use of whakapapa books.  

We did not monitor against this recommendation. 

Rec 5: The DCEs Services for Children and Families North and South ensure that planning 

for specialised placements suitable for children with complex needs begins as early 

as possible, so that long extensions to care and protection residence placements 

can be minimised.  

We did not monitor against this recommendation, however heard it has 

improved. 

Rec 6: The DCE Care Services reviews whether the current supervision policy is meeting the 

needs of residential staff.  

There has been limited progress against this recommendation. (Ref. page 16) 

For the Residence 

Rec 7: The Residence Manager and Leadership Team ensure that all care staff have regular 

access to training and coaching that supports them to consistently follow children 

and young people’s health and care plans.  

There has been good progress towards this recommendation. (Ref. page 14) 

Rec 8: The Residence Manager and Leadership Team, along with the clinical team and the 

site social workers, ensure that children and young people have meaningful input 

into their review meetings and are fully involved in the development of their plans.  

There has been good progress towards this recommendation. (Ref. page 7) 
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Rec 9: The Residence Manager, Leadership Team and kaimahi Māori partner with mana 

whenua to develop a plan with goals for improving outcomes for mokopuna Māori 

with time framed actions, including how to enable the recruitment of kaimahi Māori 

and embedding the use of tikanga in everyday practice.  

There has been limited progress towards this recommendation. (Ref. page 18) 
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