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In New Zealand, violence perpetrated by mentally ill 
people that results in homicide is a source of grave con-
cern for the public and clinicians working in psychi-

atric services.1,2 District health boards are required by the 
National Adverse Events Reporting Policy to report serious 
incidents to the New Zealand Health and Quality Safety 
Commission, a centralised agency that collates data on 
adverse events in healthcare. Since 2010, it has recorded 
21 incident reports of mental health related homicides.

For clinicians, a mental health related homicide is a 
worst-case scenario which may be compounded by the 
inquiry that invariably follows.3–6 Inquiries have various 
forms, ranging from internal to statutory. Their purpose 
is to provide an account of events, to ensure accountability, 

to distil lessons from events to improve practice and 
restore public confidence in the system.7,8 There is no 
standardised or accepted way of conducting inquiries 
into mental health incidents9,10 although inquiry panels 
may use a structured protocol that emphasises organisa-
tional and system problems.11

An incident involving a death associated with healthcare 
can provoke intense emotional reactions in healthcare 
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Abstract
Objectives: This aim of this qualitative study was to explore the experiences of clinicians involved with inquiries 
into the mental health care of patients who were perpetrators of homicide in New Zealand.
Methods: Our purposive sample comprised ten clinicians working in New Zealand district health board mental 
health services. These clinicians were individually interviewed. Interviews were audio-recorded, transcribed and 
thematically analysed. The coding framework was checked and peer reviewed by an independent researcher.
Results: Five themes were identified: the inquiry process; emotional burden; impact on team dynamics; changes 
to individual clinical practice; and perceptions of inquiries being influenced by organisational culture. Clinicians 
involved with inquiries reported significant anxiety and disrupted multidisciplinary team dynamics. Some partici-
pants found inquiries led to changes to their clinical practice and perceived that a punitive organisational culture 
limited learning.
Conclusions: Clinicians perceived inquiries as threatening, anxiety provoking and primarily concerned with pro-
tecting organisational interests. Communication of the inquiry process and ensuring inquiry findings are dissemi-
nated may enhance clinicians’ experiences of inquiries and facilitate their participation and their reflection on 
changes to clinical practice that could contribute to improving services. Support for clinicians and multidisciplinary 
teams should be emphasised by the commissioning agency.

Keywords: clinician, homicide, inquiry, mental health services, psychiatry

Corresponding author:
Lillian Ng, Department of Psychological Medicine, University 
of Auckland, Private Bag 92019, Auckland 1142, New Zealand. 
Email: lillian.ng@auckland.ac.nz

1009260 APY Australasian PsychiatryNg et al.

https://doi.org/10.1177/10398562211014228

Australasian Psychiatry
2021, Vol 29(6) 635 –643

© The Royal Australian and  
New Zealand College of Psychiatrists 2021 

Article reuse guidelines:  
sagepub.com/journals-permissions

DOI: 10.1177/10398562211014228
journals.sagepub.com/home/apy

635

AustrAlAsiAn
Psychiatry

Despite higher rates of mental illness than the 
general population,1 people with an intellec-
tual disability (ID) experience multiple barri-

ers to accessing appropriately equipped mental health 
services.2 Generic mental health services are often ill-
prepared for the complex presentations and multiple 
comorbidities frequently associated with ID, and lack 
knowledge of how to make necessary adaptations to 
practice.3 Recent recommendations have called for the 
implementation of specialist ID mental health (IDMH) 
services to support mainstream services.4–6 However, 
there is a lack of evidence regarding the optimal design 
of mental health services to meet the needs of people 
with ID.7

To address this, our team undertook a scoping study of 
the need for an adult tertiary IDMH service in New South 
Wales (NSW). We have previously described findings 
from a survey of family members and support persons of 
people with ID.8 Here we report on another phase of the 

scoping study, which utilised an online Delphi consulta-
tion with IDMH experts to identify and reach consensus 
on the priorities and resource requirements of a state-
wide tertiary IDMH service.

Methods
Participant recruitment

IDMH experts were identified through the research 
team’s clinical networks, peak bodies in ID health and 
advocacy, and the snowballing technique. Eligible par-
ticipants were required to be currently practising in 
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Conclusions: This study describes experts’ views on how an adult tertiary intellectual disability mental health ser-
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intellectual disability and mental health staff.

Keywords: intellectual disability, tertiary mental health services, Delphi method

Corresponding author:
Rachael Cvejic, Department of Developmental Disability 
Neuropsychiatry, School of Psychiatry, UNSW Sydney, 34 
Botany Street, Sydney, NSW 2052, Australia. 
Email: r.cvejic@unsw.edu.au

1014228 APY Australasian PsychiatryWalsh et al.

14_APY1014228.indd   635 30/11/2021   5:31:25 PM

Ethics



Australasian Psychiatry 30(2)

186

Australasian Psychiatry 00(0)

2

professionals.12 Mental health clinicians may be dis-
tressed after a patient’s suicide and other violent acts 
including homicide.2,13 However, there is limited research 
into clinicians’ experiences of mental healthcare related 
inquiries.14 We found one survey of psychiatrists with 
forensic expertise about different types of inquiries in 
the United Kingdom and other European countries and 
one qualitative study of English social workers, who 
reported anxiety and defensive practices in relation to 
inquiries.15 Therefore, we aimed to investigate the expe-
riences of clinicians with mental health care related 
inquiries, specifically after a homicide where a perpetra-
tor was a mental health patient. The study is part of 
wider research on inquiries9,16 that includes different 
perspectives of family members and members of inquiry 
panels.

Methods
Participants

Participants were identified by hospital managers who 
supplied reports of serious incident reviews following a 
homicide committed by a mental health patient under 

the care of three district health boards in Auckland, New 
Zealand, between 2007 and 2017. We used a stratified 
approach to sampling, with the aim of selecting partici-
pants from different professional disciplines involved 
with the care of patients in inpatient and community 
settings and/or the subsequent inquiry. The sample is 
fairly homogeneous in that all participants worked 
within a team structure and the impact of inquiries on 
their individual practice and teams could be compared. 
We acknowledge the potential for sampling bias, for 
example, resident medical officers were difficult to estab-
lish contact with and did not respond to invitations to 
participate.

Procedure

The study was approved by the New Zealand Health and 
Disability Ethics Committee. Participants gave their 
written consent to take part. The first author interviewed 
all participants, using a semi-structured interview guide 
(Table 1). At the time of the interviews, participants were 
made aware they could access employee-assisted coun-
selling. Interviews were audio-recorded and transcribed. 
Following transcription, audio-recordings were deleted.

Table 1. Semi-structured interview questions

Please state your occupation.
Please describe your role in mental health services at the time a homicide occurred involving a service user at your District 
Health Board.
Please describe your experience of the inquiry process concerning your service following a homicide.
What opportunities did you have to participate in the inquiry process? If not, what input would you have wanted to provide to 
the inquiry panel?
What do you think is/should be the main purpose of an inquiry?
What did you learn from the inquiry? Did the inquiry change or make a difference to any aspects of the way you work 
individually? What about as a team?
What impact did the inquiry have on you personally?
What impact did the inquiry have on you professionally?
Did you change the way you work or practice as a consequence of the inquiry?
What about the way your team works?
What sort of support did you receive during the inquiry process?
From whom? Was this sufficient?
How do you think professional staff need to be supported, for example debriefing as a team, external supervision, explanation 
of findings before or following publication of the inquiry?
What learning from inquiries would benefit professional staff?
Was debriefing received?
As a team, were you aware of the findings and recommendations?
What would have been helpful to make sense of the incident, for example face-to-face contact?
What format would have been most helpful to receive the report findings?
What were the recommendations from the inquiry about your service?
What dissemination of findings from inquiries would be appropriate? For example wider publication, to whom?
What do you think are good components of a good inquiry?
What role do families have participating in inquiries?
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Data analysis

Data were de-identified prior to storage in NVivo, a com-
puter assisted qualitative data analysis programme. 
Transcripts were returned to the participants to confirm 
accuracy of the data, intensively read and coded by the 
first author17 by labelling, organising and interpreting 
data. Memoranda were documented, highlighting obser-
vations, reflections and critical questions to provide an 
audit trail of the iterative process. The coding framework 
and memoranda were peer reviewed by an independent 
researcher to facilitate the development of concept 
themes. Codes and memoranda were progressively 
refined to form higher-order themes.

Results

The sample of ten participants included four psychia-
trists, a nursing manager, three registered nurses, a social 
worker and a community support worker. All were 
employed by a mental health service at the time of the 
interview. The clinicians’ experience ranged from two to 
30 years. The five themes identified – the inquiry process, 
emotional burden, impact on team dynamics, changes to 
individual clinical practice and perceptions of inquiries 
being influenced by organisational culture – are illus-
trated by quotations in Table 2.

The inquiry process

The experiences of being notified about the homicide were 
variable. Some participants reported feeling poorly 
informed about the process. Most dreaded being inter-
viewed by the inquiry panel yet some found the actual 
experience more positive. The stress of interview made 
some feel unable to articulate the pressures in their work-
ing environment to the inquiry panel. There were varied 
experiences of dissemination. Half of the sample did not 
receive any feedback. Two were involved with the feedback 
of inquiry findings to their team. All participants reported 
that specific time for the team to reflect on inquiry findings 
and recommendations would be beneficial.

Inquiries place an emotional burden on clinicians

Clinicians described feeling shocked to discover their 
patient had killed someone. Many felt stressed by the pros-
pect of being sanctioned, including even highly experi-
enced clinicians. Participants with no prior experience of 
inquiries were more significantly affected. Most partici-
pants sought support from peers or senior colleagues. None 
accessed free employee assisted counselling and some con-
sidered more specialised counselling was required.

Inquiries have a detrimental impact on team dynamics

Many participants perceived a heightened tension in 
their working environment during the inquiry. Minimal 

communication about the incident led to unhelpful 
speculation. Some reported that the inquiry had a nega-
tive impact on the team and observed that their teams 
struggled to make sense of an inquiry’s findings.

Inquiries lead to changes to individual 
clinical practice

All participants viewed inquiries as opportunities for 
reflection on their clinical practice. They identified other 
areas of learning: completing documentation, advocat-
ing for patients and asking critical questions in the clini-
cal context.

Perceptions of inquiries are influenced by 
organisational culture

Most participants stated that their perceptions of inquir-
ies were influenced by their district health board’s cul-
ture. Half of the sample perceived that blame was still a 
prominent feature of inquiries and were frustrated that 
inquiry findings were not transparent nor disseminated 
widely enough to clinical teams. More than half were 
mistrustful of the district health board and reported a 
disconnection between inquiry panels and clinical 
teams. The participants expressed empathy toward fam-
ily members and most were open to meeting with fami-
lies if this had been supported by the district health 
board.

Discussion

This study reports the experiences of clinicians who par-
ticipate in an inquiry following a homicide perpetrated 
by a patient with a mental illness. The main findings 
were that such inquiries caused staff increased anxiety 
and disturbed team dynamics. There was a positive 
impact when staff reflected on aspects of clinical prac-
tice that could be improved, although this was not 
always the case. Clinicians believed inquiries were 
adversely influenced by organisational culture with a 
perceived disconnect between inquiry teams and clinical 
staff.

In other studies of serious mental health incidents, 
nurses have reported heightened anxiety associated with 
a homicide perpetrated by one of their patients.2,13 The 
participants in our study experienced a prolonged state 
of anxiety, in anticipation of an inquiry and during the 
process. Those who did not receive inquiry findings 
were left disappointed, some with a lack of resolution 
and a sense of not being valued. Most participants had 
collegial support and none sought formal psychological 
input. This is consistent with literature that clinicians 
turn to valued colleagues and supervisors after adverse 
events.18

Our study has implications for organisational handling of 
inquiries and support for staff during the process.19 Our 
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Table 2. Selected quotations to illustrate study themes

The inquiry process
You sit in the main reception foyer…that’s when I started to freak out and started crying. There’s nowhere you can go and 
everyone’s walking past you, looking at you and you’re crying, they’re wondering if you’re in trouble or what you’ve done. (Nurse)
Once it had all finished…it was like a weight had been lifted. I’d been anticipating bad news, such a stressful situation, when 
it wasn’t that bad I felt really relieved. (Nurse)
I would have told them how at that time it was somewhat chaotic…I felt we were understaffed. I would have liked [the 
inquiry panel] to have looked at that. (Social worker)
Some suggestions I thought were fair. I discussed these with some colleagues and thought, yeah, maybe we could have  
done better. (Nurse)
I think it’s quite disrespectful. It just promotes you’re just disposable, like we can replace you. (Nurse)
There was no context to those findings. They need to be presented by the [inquiry panel]. I had no context so [the inquiry] 
didn’t mean anything. That’s really important. (Nurse Manager)
I think [debriefing] would have been useful. They estimated about 20 different nurses involved in [the patient’s] care so 
difficult on a roster system to pull that out. (Psychiatrist)
Inquiries place an emotional burden on clinicians
We [clinical team] were all pretty upset. I was thinking, oh well there’s my job gone. Like, all that time at uni, done. Not  
that I felt like I’d done something wrong but it was worst case scenario straight away. (Nurse)
People go in with a sense, I am going to be crucified. It’s an anxiety provoking episode. (Psychiatrist)
I didn’t need EAP [employee assisted counselling]… because [it] is more for an individual personal experience rather than 
within the clinical environment…I would need to spend hours first explaining the environment and the situation. (Nurse)
Inquiries have a detrimental impact on team dynamics
There’s all sorts of other things circulating…that becomes a bit like rumours and gossip because there isn’t a clear process for 
that [information] to get to those staff. (Psychiatrist)
The staff were really demoralised. Very traumatised even. There was a time that staff did not even talk to each other.…it  
not only impacted individually but team cohesiveness as well. (Psychiatrist)
Too many of them [recommendations] were so poorly worded or generic they didn’t actually make sense as a statement, 
let alone make sense to the clinical team. (Psychiatrist)
Inquiries lead to changes to individual clinical practice
Is it my fault, I remember thinking that. How was my practice? Did I do enough, what didn’t I do? I remember tightening up  
my practices [care plans, risk assessments], I did learn quite a lot from that. (Social worker)
I’m really mindful of my documentation, I think that’s the biggest thing that I’ve learnt. The way that I word my document, 
especially in terms of risk. (Nurse)
It’s made me more assertive. When I know my patient needs something I advocate. If I know they need some sort of support 
I’d really push for it. (Nurse)
Perceptions of inquiries are influenced by organisational culture
There is no point after an incident, people coming in and saying we don’t want to blame anyone, we just want to learn. 
Nobody’s going to buy that. Unless there’s a cultural shift that happens repeatedly with each incident…I don’t think there’ll be 
much buy-in from the clinical frontline. (Psychiatrist)
It’s my belief that you’re shut out…We as an organisation have to look at inquiries as not being a finger pointing exercise and 
look at it more as a necessary learning tool…a discussion about the salient points to define our practice and our systems to 
have better outcomes in the future. (Community support worker)
Maybe there needs to be a greater dialogue between the people doing the inquiry and the service unit in question, to see how 
things could be framed in a way that was relevant, meaningful, achievable and a true learning, a true service improvement 
initiative. (Psychiatrist)

results suggest that at least some clinicians believe that 
they may suffer professionally as a consequence of an 
inquiry of this type, and many do suffer emotionally. 
Therefore, we suggest that the commissioning agency 

should consider providing more information and formal 
organisational support for clinicians involved with inquir-
ies of this type, to mitigate longer term psychological 
impacts on staff and further negative impacts on patient 
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care. The fact that clinicians were sensitive to being 
blamed despite being told that the emphasis would be on 
improving the quality of services is consistent with com-
mentary from other writers.20 A real focus is needed on 
addressing this aspect of inquiries, and we recommend 
both written and verbal communication to explain the 
purpose and process of an inquiry and what staff can rea-
sonably expect to receive in terms of feedback and sup-
port. This information must be backed by an institutional 
commitment to honour the undertakings provided.

Health professionals are influenced by their perceptions 
of their organisation’s culture and may be sceptical of 
their institution’s intent for inquiries of this type.12 
Given the strength of participants’ emotional responses 
and their reports of the negative impact on team dynam-
ics, we recommend careful consideration of facilitated 
team-based reflection within a supportive environ-
ment.21 This should be accompanied by evaluation to 
ascertain whether this measure promotes understanding 
of inquiry findings and is beneficial for clinicians and 
teams. Organisations should use these inquiries to pro-
mote reflection on systems, learning from mistakes and 
open disclosure of inquiry findings to families. Supporting 
staff during inquiries may prevent them from exiting 
professions or services because of the compounding dis-
tress related to serious incidents.

Limitations

The transferability of our findings to other regions of 
New Zealand or other countries, and other mental health 
related incidents and types of inquiries, is limited by our 
modest sample size and our somewhat pragmatic pro-
cess of identifying potential participants by incident 
reports from district health boards.

Conclusion

The clinicians in this study experienced inquiries as 
threatening, anxiety provoking and  primarily concerned 
with protecting organisational interests. Written as well 
as verbal communication of the inquiry process and 
ensuring the dissemination of inquiry findings may 
enhance clinicians’ perceptions of inquiries, enable 
them to optimally participate and reflect on changes to 
clinical practice that could contribute to improving ser-
vices. Support for clinicians individually and within 
their multidisciplinary teams during the inquiry process 
should be ensured by the commissioning agency.

Acknowledgements
The authors gratefully acknowledge the contributions of the research participants. Thank you 
to Ruth Allen for her assistance with the analysis.

Author Contributions
Lillian Ng was responsible for the acquisition, analysis and interpretation of data of the data. 
All authors contributed to the concept of the work, critically revising the content of the arti-
cle and approving the final version. The authors are jointly responsible for the accuracy and 
integrity of the work.

Disclosure
The authors report no conflict of interest. The authors alone are responsible for the content 
and writing of the paper.

Funding
This research was supported by a Faculty Research Development Fund award from The 
University of Auckland (L.N., grant number 3715260)

ORCID iD
Lillian Ng  https://orcid.org/0000-0002-7189-1272

Data Availability
The authors report direct access to the study data. Access to transcripts of interviews with 
participants is ongoing and stored in accordance with New Zealand ethics committee guide-
lines. The analysed data is provided and can be accessed via supplementary material.

References
 1. Simpson AI, Allnutt S and Chaplow D. Inquiries into homicides and serious violence 

perpetrated by psychiatric patients in New Zealand: need for consistency of method and 
result analysis. Aust NZ J Psychiatry 2001; 35: 364–9.

 2. Bowers L, Allan T, Simpson A, et al. Adverse incidents, patient flow and nursing work-
force variables on acute psychiatric wards: the Tompkins Acute Ward Study. Int J Soc 
Psychiatry 2007; 53: 75–84.

 3. Szmukler G. Homicide inquiries: what sense do they make? Psychiatr Bull 2000; 24: 6–10.

 4. Salter M. Serious incident inquiries: a survival kit for psychiatrists. Psychiatric Bulletin 
2003; 27: 245–247.

 5. Ritchie J, Dick D and Lingham R. Report of the Christopher Clunis Inquiry. North West 
Thames Regional Health Authority, London, 1994.

 6. Bennett D. Homicide, inquiries and scapegoating. Psychiatr Bull 1996; 20: 298–300.

 7. Walshe K and Higgins J. The of inquiries in the NHS. BMJ 2002; 325: 895–900.

 8. Buchanan A. Independent inquiries into homicide. BMJ 1999; 318: 1089–1090.

 9. Ng L, Merry S, Paterson R, Merry AF. Mental health inquiries in the case of homicide. 
Psychiat Psychol Law 2020; 27: 894–911.

 10. Eastman N. Inquiry into homicides by psychiatric patients: systematic audit should 
replace mandatory inquiries. BMJ 1996; 313: 1069–1071.

 11. Taylor-Adams S and Vincent C. Systems analysis of clinical incidents: the London proto-
col. Clin Risk 2004; 10: 211–220.

 12. Chan ST, Khong PCB and Wang W. Psychological responses, coping and supporting 
needs of healthcare professionals as second victims. Int Nurs Rev 2017; 64: 242–262.

 13. Lee J, Ogloff JRP, Daffern M, et al. The impact of inpatient homicide on Forensic Mental Health 
Nurses’ distress and posttraumatic stress. Int J Forensic Ment Health 2015; 14: 93–100.

 14. Holliday E and Taylor PJ. Consequences for clinicians and mental health services of 
a homicide by a current or recent patient: A European Union (EU) Wide Survey. Int J 
Forensic Ment Health 2015; 14: 218–229.

 15. Warner J. Inquiry reports as active texts and their function in relation to professional 
practice in mental health. Health, Risk Soc 2006; 8: 223–237.

 16. Ng L, Merry AF, Paterson R, Merry SN. Families of victims of homicide: qualitative study 
of their experiences with mental health inquiries. BJPsych Open. 2020; 6(5): e100.

 17. Braun V and Clarke V. Using thematic analysis in psychology. Qual Res Psychol 2006; 
3:77–101.

 18. Manser T. Managing the aftermath of critical incidents: meeting the needs of health-
care providers and patients. Best Pract Res Clin Anaesthesiol 2011;25(2):169–179.

 19. Dekker SWA and Breakey H. ‘Just culture:’ Improving safety by achieving substantive, 
procedural and restorative justice. Saf Sci 2016; 85: 187–193.

 20. Shojania KG and Dixon-Woods M. ‘Bad apples’: time to redefine as a type of systems 
problem? BMJ Qual Saf 2013; 22: 528–531.

 21. Anderson E, Sandars J and Kinnair D. The nature and benefits of team-based reflection 
on a patient death by healthcare professionals: a scoping review. J Interprof Care 2019; 
33: 15–25.


